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ABSTRACT 

This biocultural study examines patterns of infertility, or failure to produce live 

births, by female age cohorts in the Micronesian population of Butaritari Atoll, KiribatI. 

Anthropological and demographic methods employed included analysis of census SUrv9Y, 

reproductive history collection, structured and semi-structured interviews, participant 

observation, ethnohistorical research, vital registrations, and clinic records. Primary 

infertility levels are found to be extremely low in this population. This is argued to be a 

consequence of low risk of exposure to fertility-inhibiting disease, typically extended 

exposures to coital activity, and a culturally-influenced resistance to birth-limiting behavior 

before at least one child is born. There is little reduction in fertility, and therefore in 

biolo;Jical capacity for conception, before women reach the end of their thirties. This 

pattern of high fertility is maintained because of socio-culturally defined patterns of sexual 

behavior within marriage which tend to maintain coital activity despite increasing marriage 

durations, and therefore with increasing age. In the study's conclusion infertility patterns 

by age for this population are discussed in relation to issues of the role of physiological 

aging and infertility increases in human populations. It is concluded that studies of 

infertility by age need to be considered as culturally-grounded and population-specific, 

particularly in reference to patterns observed at the population level in female age groups 

under forty. 
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Chapter One 

INTRODUCTION TO THE STUDY 

15 

This thesis presents a biocultural investigation of the relationship between female 

age and infertility in the native Micronesian population of Butaritari Atoll, Kiribati. In 

contrast to the demographic pattern described for many other human populations, in 

Butaritari there is little perceptible increase in couple infertility or reduction in female 

fertility before the end of the fourth decade of life. This pattern is explored in reference to 

behavioral patterns, especially those involving sexual behavior, which allow fertility to be 

maintained despite increasing female age. In order to explore how demographic 

patterning represents life course patterns of fertility-associated behavior, emphasis is 

placed on an ethnographic assessment of the cultural context of sexuality and fertility in 

this population. This allows conclusions to be drawn regarding the cultural-specificity of 

age-associated aspects of human reproductivity and to more clearly delineate the ways 

in which a cultural milieu can influence the expression, and therefore the demographic 

observation, of the biologicc.\1 bases of human reproduction. 

Qrganization of the Thesis: 

This thesis is divided into four sections. The first section, "An Introduction to the 

Topic," opens with a discussion of crucial theoretical and methodological issues in 

demographic anthropology. The aim of this section is to introduce the conceptual issues 

which are relevant to this study and which, in any "ethnodemographic" study of this 

nature, require consideration and negotiation in line with the research objectives. After 
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defining some of the key terminology employed in this study, this section continues with 

a description of the current evidence for age-associated changes in human reproductive 

performance. Special attention is paid to the issue of comparability of data sets from 

studied human groups which have been collected using various definitions of 

reproductive success and failure and different methodological procedures. The section 

concludes with a the identification of the major research questions and an introduction 

to the research design which is employed in the study. 

The second section, ''The Study Population," is concerned with introducing the 

field site and the study population. Butaritari Atoll is a thin, 1Skm. long ribbon of land 

sitting on the equator in the north of the Gilbert chain of the island nation of Kiribati. The 

population of Butaritari currently numbers approximately 3,600 and is very youthful -- with 

almost half of the population under fifteen years of age and an annual rate of natural 

increase in population size of about 2.3%. The inhabitants are usually defined in CUltural, 

linguistic, and genetiC terms as Micronesian, although some Polynesian contact has 

occurred in the 2,000 years or so since the island was settled. Emphasizing an historical 

perspective, this section provides pertinent background information to the study in 

reference to the ecological, social, medical, and demographic conditions of the population 

of Butaritari Atoll. 

The second section continues with a discussion of the conditions of, and 

procedures for, data collection on the island. Because of the personal nature of some 

aspects of the research, particularly those concerning sexuality and sexual behavior, this 

includes a discussion of the particular field relations which developed between the 
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anthropologist and local women, and how the nature of these relationships affected the 

implementation of the research methodology. 

The third section, "An Ethnodemography of Fertility and Infertility on Butaritari," 

begins with an extensive description of the cultural context of sexuality and fertility in the 

study population from a distinctly female perspective. Through exploring a series of 

reproduction-associated topiCS, emphasis is placed on assessing how aging influences 

women's sexual and fertility-associated behaviors and the manner in which this is linked 

to the cultural context in which the behavior takes place. The second part of this section 

sets out and discusses the demographic evidence for fertility and infertility by female age 

in this population. The central sample consists of all the adult women living in one of the 

twelve village-wards on the island, a total of 201 individuals. The demographic analysis 

takes special heed of the problem of distinguishing age-determined patterns of 

reproductivity from age-associated ones -- such as life course changes in reproductive 

and union history. 

In the final section, "Conclusions," the demographic evidence for reproductive 

failure and success is assessed in re~ation to the ethnographic data of reproductive 

performance and behavior in age-association. A biocultural model of infertility-by-age for 

the population of Butaritari is presented. These results are then considered in reference 

to broader issues of the population-specific links between fertility decline, infertility 

increase, and increases in female age in human populations. 
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Contribuiions of this Thesis: 

It is hoped this thesis will contribute to anthropological understanding in several 

areas. First, in focusing on one aspect of human infertility -- that of the relationship 

between age and infertility -- this thesis aims to address a current biomedical and 

demographic problem of the nature of the influence of age and aging on reproductive 

performance in human populations. The age-infertility relationship is a topical and 

important area of research from a biomedical, disease-oriented, perspective. In the 

"Western world" there is growing concern about the ability to bear children in women who 

delay marriage and mothering into their thirties, which is emerging as a significant 

(perceived) medical problem (e.g., Bongaarts 1982, Leridon 1990, Menken et &1. 1986). 

The age-infertility problem is well suited to, and arguably best tackled through, a 

biocultural approach -- which emphasizes the interplay between biological, environmental, 

behavioral, and cultural aspects of the human experience. This has been difficult to apply 

in developed country populations, most especially because of the difficulty of contrOlling 

for the impact of clinic contraceptive use in relation to subsequent reproductive failure.1 

Despite the fact that much of the research on the age-infertility relationship in 

recent years has pOinted to the importance of (very loosely defined) behavioral changes 

by age (see Ch. 3), there has been very little direct research on behavioral aspects of this 

association. This is at least in part due to a lack of int.erest by anthropologists in pursuing 

what is ostensibly a clinical or demographic issue on the one hand and a hesitancy by 

demographers to apply unfamiliar concepts and research techniques on the other --

- lSee, for example, the discussion by Menken et al. (1986). 
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especially those concerned with the analysis of the context and nature of human sexual 

behavior. Further, most interpretations of the role of behavioral variables in reproductive 

risk has been highly inductive in nature, based on the development of post hoc 

explanations of measured patterns rather than through direct investigation in the field. 

Although a particular focus on behavioral aspects of infertility is also inherently biased in 

that it promotes the imposition of artificial (and unreal) distinctions between aspects of 

human behavior and biology, it will allow investigation of some aspects of infertility which 

have not proved accessible through traditional demographic approaches. 

Additionally, infertility has received little direct attention in anthropological research, 

and this thesis will increase a sparse body of cross-cultural case studies on the context 

of and individual experience of infertility. Study of infertility by anthropologists has usually 

been a peripheral and adjunct issue in fertility analysis; syntheses in the area of 

demographic anthropology give almost no heed to infertility as a phenomenon in its own 

right (e.g., Wood 1990, Campbell and Wood 1988). It is only very recently that 

anthropologists -- most particlilarly those with a sociomedical orientation -- have 

addressed infertility in experiential terms, exploring the place of infertility in the lives of 

those affected by it and placing emphasis on the context of and social meaning of 

infertility in societies.2 However, the investigation of infertility by anthropologists in 

"ethnodemographic" terms remains substantially neglected. On the other side, 

demographers have conducted some research specifically on infertility, but it places 

2See, for example, studies conducted by Becker (1990), Inhorn (1990), Inhorn and 
Buss (1992), Katz and Katz (1987), Modell (1989), Sandelowski (1991), and Sandelowski 
et al.- (1990). 
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particular emphasis on quantification at the expense of behavioral, cultural, and social 

contexts. Demographers have also tended to treat infertility as a sub-issue of fertility 

research and have not treated the subject in any centered way.3 

It is of particular interest that the Butaritari case displays very low levels of primary 

infertility. This is a somewhat uncommon pattern in both contemporary and historic 

populations, including those in the Pacific region.4 Addressing infertility in a population 

where it is not a significant medical problem redresses the concentration of infertility

oriented research in regions and groups where such rates are comparatively very high.5 

The question of "why" primary infertility is not a substantial risk for most Butaritari women 

is as important as addressing why it is so high in other areas -- at least in terms of 

understanding the factors which are associated with the determination of infertility 

patterning in human groups. 

One further intended benefit of this thesis is as a contribution to ethnographies of 

Pacific Island women, and most particularly of I-Kiribati (Gilbertese) women. To date, there 

has been no direct scholarly observation of Kiribati women, and all the passing references 

to women's experience in Kiribati are anecdotal in nature. In fact, ethnographies centered 

on women's experience are few and far between for the islands of Polynesia and 

3For example, the substantial edited volumes of Bulatao and Lee (1983) on fertility in 
developing countries almost completely omit any mention of infertility. 

4For example, primary infertility rates available for other Pacific island populations 
range between 6.1 and 36.3 per cent, while the comparable rate in Butaritari is 1.3 per 
cent (see Table 6). 

5For example, Belsey (1976), Caldwell and Caldwell (1983), Frank (1983), Inhorn 
(1991), Romanuik (1986), and Underwood (1988, 1990). 
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Micronesia, although there are notable and important exceptions --including Chambers' 

research in Tuvalu (1986), Gailey's in Tonga (1981), and Schoeiiel's in Samoa (1979}.6 7 

Perhaps most notably, there is a virtual absence of direct investigations of female 

sexuality in the island cultures of Polynesia-Micronesia; this is despite the fact that these 

societies have been renowned as the "standard case" for cross-cultural investigations of 

the "permissive" end of the range of human sexual expression and behavior (e.g., Davis 

and Whitten 1987). Since Mead's work in Samoa (e.g., 1939, 1960, 1961), almost nothing 

has been written directly about female sexuality and sexual behavior from women's 

perspectives; these perspectives, as is shown in this thesis, can differ substantially from 

those of men. Most of the ethnographic interpretation of sexual behavior in the Pacific has 

treated female experience as an adjunct to that of men and almost all is written from, and 

interpreted through, male perspectives -- be they the informants or the researchers. It is 

hoped this thesis provides an anthropological case study of female sexuality which will 

provide some balance to the preponderance of male interpretations of sexuality and 

sexual behavior in Pacific Island societies. 

6See, also, O'Brian and Tiffany (1984). 

71t is interesting to note that there are a significant number of female researchers who 
have worked in the Pacific who have not focused on gender or women's issues in any 
direct way. 



22 

Chapter Two 

ISSUES IN DEMOGRAPHIC·ANTHROPOLOGICAL INVESTIGATIONS 

This chapter explores some of the key issues affecting current applications of 

demographic approaches in anthropology and vice versa.B It begins with a discussion 

of the history and current nature of the interface between anthropology and demography. 

Four key issues are then isolated and discussed in greater depth. The first three are 

primarily conceptual, the last methodological. The three conceptual issues which are 

highlighted are: (a) the application ot the "culture concept" to demographic investigations 

and discussion of the translational problems which have plagued demographers in using 

culture as a concept to describe aspects of human demographic behavior; (b) the 

applicability of demographic organizational frameworks, particularly the so-..:!alled 

proximate determinant model, to anthropological investigations is explored, most 

especially with reference to the problems of fitting demographic behavior to both its 

biological and socio-cultural dimensions; (c) the evaluation of the tricky "natural fertility" 

concept, which has underlain much population research in both disciplines, bllt "vhich is 

historically a demographic construct. Last, the development of demographic "micro-

approaches," which have incorporated anthropological methods is discussed, and the 

opportunities this provides for the exploration of the demographic-anthropological 

Bit should be noted from the outset that this chapter discusses demographic 
applications in "anthropology;" in this sense, the reference is to cultural anthropology, 
unless otherwise specified. This is primarily because this thesis attempts to link 
ethnographic and demographic data. The special perspective of biocultural anthropology 
is clearly described by McElroy (1990). 



23 

interface is highlighted. The chapter concludes with a discussion of an idealized 

methodology for demographic-anthropological studies, based on the aforementioned 

exploration of conceptual and methodological opportunities and constraints between the 

two disciplines. 

The relationship between anthropology and demography has not been as 

interactive as would be warranted given that they are "related by definition, history, and 

methodology as well as conr:eptually and theoretically" (Zubrow 1976:3). One of the first 

and most substantial contributions to shared anthropological and demographic theory 

was Carr-Saunders' (1922) The Population Problem: A Study in Human Evolution, which 

provided a ground-breaking synthesis and interpretation of ethnographic and 

demographic data from ''traditional'' and historical societies. This work, along with the 

subsequent scholarship of Krzywicki (1934), was an attempt to describe tile underlying 

demographic dynamics of human population writ broadly -- most particularly in reference 

to the inherency of population-limiting mechanisms in human populations under a broad 

range of ecological, historical, and cultural conditions. One of the most important 

theoretical implications of such scholarship was in the challenge it lent to the work of 

such as Malthus (1803), who had earlier argued that population control depended on 

external (generally mortality) checks rather than internal (generally fertility) ones. 

The application of demographic technique to anthropological investigation has 

existed since the earliest inception of anthropological fieldwork (such as in the work of 

Malinowski, Firth, and Mead); even now many anthropologists, particularly those working 

in localized communities, begin field work with some form of demographic data collection. 

ForllJ~1 interaction between the two disciplines did not begin, however, until the 1960s, 
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when growing need was felt for increased application of quantification in anthropology 

(e.g., Mitchell 1967, Johnson 1978, Thomas 1986). The flow of ideas from demography 

to anthropology has historically been stronger than in the other direction, and by the end 

of the decade there was a growing appreciation by anthropologists that a combination 

of anthropological and demographic techniques in population studies would "greatly 

enhance the credibility of research results" (Pelto 1970:145). 

Although researchers in both fields have pointed out the mutual advantages of 

close cooperation and communication, interaction has often been more implicit than 

explicit. This situation has promoted mutual distrust and misunderstandings as the 

concepts and tools of the respective fields have been applied in ways which researchers 

in the other field have deemed inappropriate or naive. 

The primary attraction that anthropologists have found in demography is in the 

st~ndardized manner that demography treats both analytical levels and variables -- that 

is, it provides a firm organizational framework. The application of standardized units in 

anthropological fieldwork facilitates cross-cultural comparison. The imposition of 

formulations for dealing quantitatively with population processes in anthropology has 

found many sympathizers (e.g., Handwerker 1986). 

Historically, there has been some strong criticism of the manner in which 

anthropologists apply demographic approaches in their studies (e.g., Peterson 1975, 

1987).9 The main criticisms of demographers have been focused on "inadequate" sample 

9possibly the primary reason that anthropologists have been less critical of 
demographic applications of anthropological technique is simply that the flow of ideas 
has tended to be far stronger from demography to anthropology than vice versa, at least 
prior to the mid 1980s. The lack of interest or opportunity of anthropologists moving into 
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sizes and a lack of methodological sophistication in the analysis of quantified data; that 

is, assertions of relationship have not been adequately supported in a testable manner 

(see Zelditch 1962). 

The primary communication problem between the two disciplines is most simply 

due to differences in orientation. As Kirk (1986:xi) notes: 

One is tempted to see a "natural" antipathy between [demography and 
anthropology].... Demography is a highly quantified discipline; 
anthropology traditionally is one that deals with qualitative, highly 
subjective matters. Demography deals with "hard" data, anthropology with 
"soft." Demography focuses on the objective measurement of behavior, the 
"how," anthropology on the "why." 

One other advantage oj anthropological approaches to demography is the 

orientation toward a historical framework, which is often posed at the local rather than 

national level. Demography, with an orientation toward deducing patterns of change as 

they operate in a cohesive way between different regions or countries (for example, as 

in demographic transition theory), do not tend to place emphasis on the infinite variation 

in demographic experience that is seen in disparate human groups. It is the historical 

uniqueness of every case which is seen by anthropologists, the overall homogeneity of 

processes which piques the interest of the demographer. Although demographers have 

tended to focus on population change, this is often couched within a limited time-frame -

- generally less than two or three generations, or even only one to two decades. The use 

of a longer term perspective can offer valuable insights to current demographic 

phenomena. 

classic demographic domains has meant there has been less opportunitv for critique. 
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Despite the "translational" problems between the two fields, researchers in both 

fields have had little problem identifying the benefits of interaction. In fact, it is exactly 

these differences that provide the key to mutual benefit between the two fields (a point 

well made by Kirk [1986]) - for anthropo!ogists a framework for increasing their 

sophistication in quantification, for demographers to deal with the context (or "meaning") 

of human demographic behavior. The key to cooperation is inherent in the observation 

that the skills held in each field are exactly those which are lacking in the other 

(Greenhalgh 1989). For example, on the demographic side, Caldwell and his associates 

(Caldwell et al. 1988) have spearheaded the call for an increased implementation of 

anthropological field techniques (and to a lesser extent anthropological theory) in 

demography, through what have become called "micro-approaches." Such scholarship 

as that of Caldwell has introduced anthropological approaches to the broader 

demographic community in a manner which highlights their value and utility. The "micro

approach," put simply, includes ethnography as a research tool, where researchers 

achieve a level of long-term personal involvement in data collection and accept the value 

of intuitive and inductive reasoning throughout data collection and analysis. On the 

anthropological side, the recent recommendation that increased rigor and methodological 

sophistication are vital in human biodemography if anthropologists are to be able to 

adequately meet the challenges of the next decade (Weiss 1989: 141) underscores how 

very crucial clear communication with demographers is for anthropologists. 

THE CULTURE CONCEPT IN ANTHROPOLOGY AND DEMOGRAPHY 
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Anthropologists tend to be frustrated by the often one-dimensional image that 

demographers give to "culture" in their behavioral explanations of demographic 

phenomena. In the words of Handwerker (1986:10): 

Demographers would like to use the concept as an independent variable. 
Anthropologists, however, use the concept as a dependent variable as well 
as an independent variable. When they assign the concept to the role of 
independent variable, invariably and probably necessarily the concept 
reveals ambiguities and complexity ... instead of tidy solutions that might 
fit into formal general models. 

So, for anthropologists, the demographic use of the culture concept, particularly when 

used in combination with survey methods of data collection, appears to undermine the 

anthropological sense of "holism" and fails to adequately appreciate the complex 

biocultural interactions which anthropologists intuitively feel permeate and underwrite 

human population dynamics. 

Although slow to find applications of anthropological methodologies, 

demographers have increasingly included anthropological construct of "culture," albeit 

implicitly, in analyses of the "why" of demographic patterning. It is now better understood 

by demographers that it is (almost) impossible to discuss demographic patterns or 

change in the absence of an appreciation that "culture" is a vital component of human 

behavior and hence of any demographic patterning. 

Much demographic work which includes a consideration of the role of "culture" in 

demographic behavior treats "culture" in similar ways to other phenomena -- economy, 

law, biology, etc. -- with a reasonably ''flat effect." The concept of culture is highly 

simplified in much demographic research, being treated " ... as if [it] reflected an 

autonomous and self-perpetuating design for behavior that can conveniently account for 
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whatever seems to resist analysis II (Ross 1986:218). Thus, cultural factors become 

reduced to mere: 

... discrete rules or beliefs: 'irrational' norms, tastes, and taboos on the one 
hand, and 'rational' perceptions of local cost-benefit contingencies on the 
other (Levine and Scrimshaw 1983:666). 

In being interpreted as a static or invariant factor in human behavior, culture is, in 

some demographic analyses, a single variable which seemingly defies any systematic 

quantification, ant:! can -- or should therefore be -- essentially ignored. The attitude in 

some social sciences that lIif you can't count it, it doesn't count" (Holmes 1980:281) 

appears to be declining, and this is clearly an area where anthropologists can put their 

particular perspective into play. In demographic studies which have included 

consideration of IIculture,lI the treatment of culture as a static phenomenon both reduces 

the perceptual role of culture in demographic patterning, and virtually negates the 

explanatory value of the concept. For example, Handwerker's (1986:10) statement that 

"the fertility transition reflects a cultural transformationll indicates that anthropologists 

would view demographers' use of cultural concepts as deficient. He selects Knodel and 

van de Walle's (1979) study of historical Western European demography as a cogent 

example of this problem, where: 

... they found the single ''factorll to reliably influence the timing of the 
fertility transformation was IIculture.1I Aside from mentioning that the status 
of women seemed important and pointing out that language tended to 
channel the diffusion of family planning information and knowledge, 
however, the contents of IIculturell remained unspecified' (Handwerker 
1986:10). 

To most anthropologists, the choice of one or two "customary tidbitsll (such as a 

prescription for post-partum abstinence until weaning or IImale resistancell to family 
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planning methods} to explain a demographic pattern in fact explains very little. !n order 

to reach anything near a sophisticated understanding of the role of culture in 

demographic phenomena one needs, at the very least, a ''fleshing out" of the cultural 

basis of behavioral observations which provides a true "contextual" understanding of the 

observed patterns of human behavior. This is at least, in part, a reflection of the 

anthropologist's understanding that cultural "rules" do not always accurately reflect actual 

behavior. It is exactly in the form of classic demographic field techniques (such as 

structured interview schedules) that cultural "rules," rather than "real" behaviors, are 

constantly reiterated. The variation in behavior within and beyond these "rules" is generally 

only accessible through anthropological techniques, such as participant-observation, 

familiarity with respondents, trial and error approaches to different ways to elicit 

information combined with re-interviewing, cross-checking, and triangulation. This is 

particularly true of areas of human experience which have a more private or sensitive 

nature -- such as domestic relations or sexual behavior -- and which are potentially of 

interest and importance to demographers. 

In actuality, as Handwerker (1986:10) points out, the discomfort anthropologists 

feel over use of the culture concept in demography stems to a degree from 

anthropologists' own failure to definitively define how the concept can or should be 

incorporated in demography. In fact, as the core construct in anthropology, culture 

(necessarily) defies a single and comprehensive definition. It is easier to define culture in 

terms of what it is not than what it is. Culture generates rules and beliefs through 

promoting shared basic assumptions, but is not reducible to the rules and beliefs it 

generates. Culture is not separate from other aspects of human life -- pOlitical, religious, 
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psychological, economic, biological, etc. -- but rather is indistinct from them and, in fact, 

is crucial to their definition. It is exactly the appreciation of the pervasive quality of culture 

in relation to human experience that often appears lacking in demographic analyses. 

ORGANIZATIONAL FRAMEWORKS IN DEMOGRAPHIC ANALYSIS 

One manner in which demographers have dealt with the "culture" issue is through 

the imposition of a structured outline which sifts out "cultural" factors affecting fertility from 

bio-behavioral variables and places them in a peripheral relationship to fertility 

performance. This is exemplified by one of the most often applied models in demography 

- the so-called "proximate determinant model" (PDM). This is a crucial organizational 

structure in demography which has, implicitly or explicitly, underlain a significant 

proportion of demographic investigation since its introduction. The model was first 

described by Davis and Blake (1956), and was later refined to direct the model more 

clearly toward fertility measurement by Bongaarts (1978, 1982, 1983) and others. The 

PDM rests on the understanding that, even though fertility is a very complex 

phenomenon, it has a regularized nature and this regularity is not only observable but it 

can be partitioned and hierarchically ordered. The PDM posits there are only a limited 

number of factors (the proximate determinants) which have a direct, inevitable, and 

reasonably predictable impact on fertility and, to a lesser degree, mortality.lO The 

10 Versions of the proximate determinant model for examining mortality have been 
developed by Mosley and Chen (see Chen 1988, 1983, Mosley and Chen 1984, also Jain 
1985). The discussion is generally limited to proximate determinants of fertility, which are 
more common in demography. Fertility appears to be better suited to this form of 
structural organization than mortality (see comments on the understanding of mortality 
and fertility processes in Weiss 1989:106). 
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importance of the proximate determinants model is in the isolation of this finite number 

of factors which inevitability vary fertility as they themselves are transformed; that is, 

fertility levels are the dependent result of their action. Thus, in order for other factors to 

affect fertility they must be mitigated by the proximate determinants -- that is, they are the 

causes of these transformations.11 In original form, Davis and Blake saw the value of 

their model in assessing the impact of "cultural factors" of fertility.12 Thus, they argue: 

It is clear that any cultural factor that affects fertility must do so in some 
way classifiable under one or another of our eleven intermediate variables. 
Hence the latter provide a framework in terms of which the relevance of 
cultural factors to fertility can be judged. In fact, attempts to explain causal 
relationships between institutions and fertility without such a framework 
have led to inconclusive and confused writing on the subject. The cultural 
factors, or "conditioning variables," are presumably many ... but the 
"intermediate variables" offer a means of approach to selecting and 
analyzing these factors (Davis and Blake 1956:213). 

The PDM has at least two conceptual levels when it is presented in full. The 

"proximate" (Bongaarts 1978) or "intermediate" (Davis and Blake 1956) determinants are 

those which have been identified as directly impacting on fertility performance. At another 

level, the "remote" variables (also referred to as "indirect" variables [Bongaarts 1978]) are 

those which promote variation in the proximate determinants and through which the 

effects of "cultural" changes in fertility are mediated. The relationship between 

11Davis and Blake's (1956) original treatment of the "intermediate variables" 
conceptually separated out intercourse, conception, and gestation/parturition variables 
in fertility determination. 

120ne of the most important early revisions of the PDM model was in the distinction, 
following Henry (1961), between "natural" and "controlled" fertility (Bongaarts and Potter 
1983). The Davis and Blake model included contraceptive use as a "conception" variable, 
whereas the Bongaarts and Potter refinement sets up two separate models -- one to 
apply to "natural" populations and the other to "regulated" ones, where "deliberate" parity
dependent fertility· control exists. 
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demographic observation of fertility performance and the remote determinants is, 

therefore, perceptually indirect, more difficult to ascertain, and less amenable to analysis 

through classic demographic techniques. That is, their study requires more of an 

interpretational-qualified approach than a descriptive-quantified one if their relationship 

to fertility is to be adequately discussed. 

Newman (1985) has increased the scope of the proximate determinant model 

through the refinement of what she calls "context" variables. These identify a further level 

of analysis and recognize the importance of more distal factors -- such as ideological and 

interpersonal variables -- in fertility analysis. These context variables are, by nature, highly 

contextualized and are, therefore, best investigated through ethnography (Levine and 

Scrimshaw 1983). Newman (1985:181) argues that Bongaart's model is too focused on 

outcome measures, rather than on process measures, to be directly applicable in 

anthropological approaches to fertility. One of the interesting underlying assumptions of 

Newman's model is that contraception variables need to be considered for any given 

group. This is a notable deviation from the delineation of "natural" and "regulated" fertility 

determinants by such as Bongaarts and Potter (1983).13 

The POM has most recently been refined further in line with biological 

anthropological concerns by Wood (1990) and Campbell and Wood (1988). For scholars 

who have a primary interest in ecological and biological aspects of fertility, this model is 

13Simply put, these are (in the absence of voluntary fertility control through 
contraception or abortion) the duration of the post-partum non-susceptible peiiod, waiting 
time to conception, time added by intrauterine mortality, and the duration of exposure in 
the reproductive span (age at marriage and age at end of the childbearing years) 
(Bongaarts and Potter 1983:45). 
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more utilitarian as it treats physiological variables more precisely. Wood refines the model 

to distinguish more clearly between "susceptibility" and "exposure" variables -- where 

exposure factors dictate that a conception event has either a zero or a non-zero 

probability of occun ing, and susceptibility factors determine if a fertility event will occur 

once exposure is established. 

Aside from providing a comparative framework, this illustrates one of the primary 

advantages of the PDM for anthropologists -- it can be readily adjusted to suit the 

particular orientation of the investigator without threatening the integrity of the model as 

an organizational framework. One other attraction of the PDM for anthropologists is that 

it does contain a sense of "holism" when it is described in all its levels. That is, it 

incorporates biological, behavioral, and contextual features. However, the grouping is 

strongly hierarchical and gives innate priority to biological variables over socio-cultural 

factors. This organizational hierarchy is one of the detractions of the PDM when it is 

applied in anthropology as it tends to stultify investigation of complex, dynamic 

relationships in fertility. That is, the PDM, by artificially delineating fertility determinants, 

sets up a uni-directional and causal framework which tends to negate opportunities for 

examining the complex interactions between determinants -- which is exactly what 

researchers in anthropology generally seek to understand. Further, the PDM hierarchy 

fosters a concentration on the "proximate" rather than "remote" determinants -- once again 

pushing the "black box" of culture to a peripheral place in demographic investigation. 

The problem of a lJni-directional perspective further emphasizes the deterministic 

nature of the PDM. The move in biodemography to a fuller appreciation of the stochastic 

nature of many aspects o'f fertility and mortality is an important one (Weiss 1989), which 
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in some ways challenges many of the assumptions implicit in the proximate determinants 

model. The appreciation of the role of "hazard" is very important to anthropologists, who 

characteristically deal with limited samples. The notion that hazard may have a significant 

impact on demographic observations is important to centralize in investigations, especially 

when the researcher is working in small-scale populations. 

Recent conceptual developments in epidemiology provide some insight to a 

possible solution of this problem. Epidemiological investigation, which appreciates the 

complex causal "nets" which impact on disease expression (by time, place, and person), 

has been shifting the nexus of investigation away from the notion of "causative agent" to 

that of "risk factors" (Dunn and Janes 1986, Inhorn and Buss 1992, also Inhorn 1991 for 

an applied example). This change in emphasis has implications for demographic

anthropological investigations, which are also concerned with complex causal webs and 

have been hampered by a focus on deterministic, rather than hazard, relationships within 

this web. By turning attention to the idea of "risk factors" many of the problems associated 

with the imposition of classic demographic frameworks in anthropology can be overcome. 

In this way "ultimate causative agent" can be seen as an analogy to "proximate 

determinant." 

The concept of risk factor analysis in fertility studies has not been explored 

explicitly by anthropologists, although Wood (1990) distinguishes between "exposure" 

factors and "susceptibility" factors in his adaptation of the proximate determinant model 

for anthropological audiences. This exaggeration of the nature of chance in the model 

within a framework of exposure and susceptibility can be tied into similar positive 
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developments seen in epidemiological approaches in dealing with a similar conceptual 

problem. 

In summary, anthropologists should be aware of the PDM as an organizational 

framework, as it has significant applications in research design and data organization. 

However, anthropologists need to remain guarded about applying the model in entirety 

to their investigations because of the tendency of the model to inhibit a full 

comprehension of dynamic, feedback relationships and to impose what may be a self

fulfilling artificial hierarchy of cause-and-effect relationships. For anthropologists, it is 

certainly valid to retain the PDM in a general way as an investigative and comparative 

framework, but its application must be focused in a very specific wa.y -- with the model 

being simplified on the one hand, and rewritten in line with research objectives and 

orientation each time it is implemented on the other. For example, in this thesis the 

conceptual distinction between conception, gestation, and intercourse variables (following 

Davis and Blake 1956) is implemented for organizational purposes, but further 

specifications of the model are not incorporated in the research design stage. However, 

it should be noted that the PDM is a extremely valuable "check-list" during fieldwork and 

can be invaluable in reworking and generating research questions once data collection 

is in progress. 

THE "NATURAL" FERTILITY CONCEPT 

The distinction between "natural" and "regulated" has emerged as central paradigm 

in both demography and demographic anthropology. The most recently developed 

moqeJs of proximate fertility variables in anthropology have incorporated this distinction 
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in toto in describing their models as being applicable solely to "natural" fertility 

populations rNood 1990, Campbell and Wood 1988}. 

"Natural fertility" is a term often used to denote fertility in populations with an 

absence of birth control practices, more specifically to describe an absence of parity-

dependent changes in birth control use (Henry 1961) or reproductive behavior (Campbell 

and Wood 1988}.14 (Thus, any behavior which increases the space between births but 

is expressed independently of parity changes does not negate the assumption of natural 

fertility [Knodel 1983].) 15 The term has been used for some time (e.g., Pearl 1939), but 

the work of Henry (1953, 1956, 1961) was seminal in introducing the concept to 

mainstream demographic theory. It has developed into an important concept in fertility 

analyses -- being often implemented to provide the assumption of a direct, observable, 

population-level manifestation of the physiological basis of fertility. 

14Henry (1979) concedes that "natural" may not be the most ideal word, but he argues 
that it is better than "biological" or "physiological" fertility, as behavioral variables other 
than active, conscious fertility control (age at marriage, divorce, lactation duration, 
postpartum 3b~tinence, etc.) affect fertility levels. 

15Further, as Knodel (1983) points out, the natural fertility concep~, as developed by 
Henry, does not distinguish between "spacing" and "stopping" behavior. Spacing behavior 
need not be parity dependent (as for example, in Butaritari, where it may be considered 
for the health of the child, rather than consciously for any form of fertility contrOl). Even 
more, not all contraceptive behavior is actually directed toward birth control, and may 
even be an attempt to increase fertility, or use may not be associated with contraception 
but with health maintenance. One topical example is the promotion of condoms as a 
prophylactic against sexually transmitted disease. Another cogent example is given by 
Chambers (1986) who describes how Tuvaluan women use contraceptive pills to regulate 
menstruation which is ultimately aimed at increasing their chances of conception. Such 
situations illustrate (further) some of the inherent ambiguities in the natural fertility 
concept. 
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Thera are two primary problems with the distinction of "natural" fertility. First, it puts 

an emphasis on the presumed value of investigating onl,:£ populations which do not 

apparently practice (biomedically defined) contraception or induced abortion in 

investigations of the universal biobehavioral dimensions of fertility. This has effectively 

lead demographic anthropologists to focus a majority of their work on groups considered 

to be "non-contracepting," which are rapidly dwindling in number. These groups are often 

labeled by the rubrics "anthropological populations" or "traditional societies" (Campbell 

and Wood 1988:40).· Second, and most importantly, it emphasizes a population-based 

behavioral distinction between controlled and uncontrolled fertility which is absolutely 

artificial and is, therefore, unwarranted at several conceptual levels (see, for example, 

Blake 1985). 

Historically, demographers, unlike anthropologists, have appeared comfortable 

with the idea that most ''traditional'' or so-called "anthropological" populations could be 

considered to conform to the natural fertility premise. As Knodel (1983:64) argues from 

a demographic perspective: 

Although such ambiguities surround the concept of natural fertility, it can 
safely be used to characterize most populations prior to the modern 
decline of marital fertility. Deliberate birth control, for either spacing or 
limiting purposes, has probably been quite limited even recently in most 
populations in the developing world.... Considerable evidence from the 
early contraceptive knowledge, attitude, and practice (KAP) surveys in the 
1960s shows that birth control practice, and in many cases knowledge of 
birth control practice, was quite minimal throughout the developing world. 

The primary problem which anthropologists have found with the "natural" fertility 

concept is the implicit assumption that societies lacking clinical contraception do not have 

the means to act on family size desires to prevent conceptions or births or limit 
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population numbers. Modern, clinical means of contraception and abortion are not the 

only ways in which societies can provision for the manipulation of conception and birth 

timing, probability, and outcome. The work of such as Krzywicki (1934), Devereux (1955), 

and Carr-Saunders (1922) exemplify the wide variety of fertility-limiting techniques 

available in a spectrum of historical/traditional human societies -- such as a variety of 

methods of induced abortion, systematic forms of infanticide, and coitus interruptus. 

It is also intuitively difficult to accept that there is absolutely no parity-dependent 

change in reproductive behavior, whether conscious or not. Parity changes invariably 

have an impact on individual, couple, and household dynamics, constraints, opportunities, 

economy, and affective function. Only a situation of complete passivity and fatalism would 

predict that there would be absolutely no change in reproductive-associated behavior with 

the changes in family size and structure that follow a birth.16 17 

This problem is far more acute for anthropologists than for demographers simply 

by virtue of the fact that demographers more often work in "regulated" populations and 

can effectively ignore the problem, and can simply assume that parity-associated changes 

in reproductive behavior occur. Where demographers have sought "natural fertility 

population" data they have focused attention on historically documented groups (such 

as in Europe in the second half of the last millennia). 

16Furthermore, 'this brings us to the problem that it is almost impossible to distinguish 
between a target fertility and natural fertility if the target is a high number of births. 

17This has its own inherent problems, in that the use of historical documents alone 
reduces opportunities to deal with cultural contexts. 
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Conceptually, the most important implication of the assumption of a "natural 

fertility" population for demographers is that it opens the way for investigation of the those 

physiological-biological determinants offertility, which (presumably) operate independently 

of parity-dependent behavioral variations -- as Harris and Ross (1987:1) (over-}state it, the 

"intractable biological processes." in this way, contraception is considered a confounding 

variable in the teasing out of biological and biobehavioral dimensions of fertility. Thus, the 

aim of imposing a natural fertility label on a population is to allow a presumably 

unimpeded focus on the underlying biological bases of fertility. There has been an 

enormous volume of both anthropological and demographic research on fertility which 

rests on this premise, and even though demographers see weaknesses in the concept 

they cannot reject it.18 For example, Wilson et al. (1988: 15) state: 

To us it seems that natural fertility can best be thought of as the pattern 
of natural sterility, modified to a greater or lesser degree by various social 
factors. In this context it is wrong to say that a clear and universally 
applicable dichotomy exists between natural and controlled fertility. 
However, it is also wrong to cast aside the concept and the Coale-Trussell 
model that implements 'it. While no society has ever been seen to 
demonstrate Henry's ideal notion of a purely physiological fertility pattern, 
the effect of intervening factors is often weak .... So, rather than rejecting 
the utility of natural fertility as a concept, we feel pointing out its 
weaknesses serves to indicate its value [emphasis added]. 

One response to the problem of the natural fertility concept in anthropology has 

been to identify the problems but then essentially ignore them. As Campbell and Wood 

(1988:40) state: 

The concept of natural fertility is controversial and difficult to apply, in part 
because it involves demonstration of a logical negative and because it 

18For example, the development of the standard marital fertility curves in demography 
(e.g:, Coale and Trussell 1974) is based on this assumption. 



hinges on individual intentions .... we ignore the controversy and use the 
phrases 'natural fertility population' and 'traditional society' interchangeably 
[emphasis added]. 

40 

Herein hinges the central problem with the natural fertility concept. Despite the list of 

objections to the natural fertility concept, the distinction between people who consciously 

act to control their fertility and those who do not is a conceptually vital one in both 

demographic and anthropological analyses, as it is the only current conceptual avenue 

to the study of cross-population variations in human fertility performance. Even given that 

"natural fertility" populations may not actually exist in reality, it remains important to 

distinguish between situations where fertility is or is not explicitly controlled. This is exactly 

the form of information which ethnographic approaches can elicit, check, and balance. 

Here it is posed that this distinction is more realistically applied to sections of a given 

society than to a society as a whole. This negates the problem of having to make a 

decision about whether a population conforms realistically to the natural fertility label 

(when no populations probably ever really do or have). 

The emphasis here is on a different conceptual level -- the individual rather than 

the population. Where as the natural fertility concept requires that everyone, or almost 

everyone, in a group conforms to the heuristic specifications of "natural fertility," it is 

possible to apply an approach which differentiates between individuals themselves, as 

well as different parts of the life course, where some are voicing explicit interest in 

curtailing fertiiity and others are not. This idea is implemented in this thesis, and has the 

advantage that there is no need to apply an artificial distinction while a research design 

is still being formulated. In this project "uncontrolled" fertility is taken to refer to situations 

where people did not take activ~, explicit steps to limit number of conceptions ~!1d births, 
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or where their family size desires exceeded their biological output. "Controlled" fertility 

refers to situations where explicit actions were taken to control fertility to a level below 

(assumed) biological capacity, whether or not those methods were known to be 

biomedicallv effective. Further, this allows contraceptive behavior to be considered 

primarily as one index of parity-dependent changes in reproductive-oriented behavior. 

DEMOGRAPHIC AND ANTHROPOLOGICAL FIELD METHODOLOGIES 

Recently, some demographers, particularly John Ca:dwell and his associates (see, 

especially Caldwell et al. 1988), have become increasingly appreciative of the application 

of anthropological techniques -- most particularly ethnography -- as a demographic tool. 

They have advocated increased communication between anthropologists and 

demographers through a "micro-approach" to demographic research. This is an important 

development in the relationship between the two disciplines, but is one which is more 

directed to solving demographic than anthropological problems. Micro-approaches 

address some of the limitations that were being felt in demographic methodologies, which 

traditionally focus on broad-scale survey data and which tend to be concerned with 

phenomena that can be presented in numerical manner. The refinement of demographic 

micro-approaches, particularly in applying ethnography as a research tool, is an attempt 

by demographers to "contextualize" their quantified data and to provide a multi-tier link 

between behavior in individuals, households, or local communities and patterns observed 

at the regional or national level -- that is, to employ an anthropologically-or!ented focus 

on "holism" which emphasizes context and focuses on a wide range of interacting 

components (Holmes 1980). Such an approach simultaneously overcomes some of the 
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inherent problems with the proximate determinant model, by making complex 

relationships and feedback relationships more noticeable and providing increased 

opportunity to deal with them (Caldwell and Hill 1988), and encourages a more "holistic" 

view of demographic phenomena, which may make it less difficult to trace patterns (and 

their possible meanings) between different analytical levels (individual, couple, household, 

community, local, national, and so on). 

Anthropologists generically see demographic patterns in any society as resting on 

an interrelated slew of cultural, social, biological, and psychological factors. The choice 

of approach to tackle demographic patterns seems intuitive to most anthropologists -

many of whom, on the basis of both "common sense" and convention, include the 

development of demographic data as a normal and organizational component of any form 

of ethnographic research -- regardless of the topic under investigation. Then, for 

anthropologists, ethnographic and demographic research methods have always been 

implemented in the field with some comfort. Micro-approaches, as advocated by Caldwell 

inter alia, attempt to approximate ethnography as research tool, but differ in emphasis if 

not form. Micro-approaches continue a centralization of quantified data collection, and 

then attempt to ''fit'' cultural data around these patterns. Anthropological approaches tend 

to move in the opposite analytical direction. 

Anthropological field strategy is traditionally centered on the importance of 

personal immersion and prolonged face-to-face contact -- living at the study site, 

interacting at a wide variety of formal and informal levels with the locals, learning the 

language, developing friendships -- and this is considered the only manner in which a 

re?earcher can understand the "real" meaning and context of human experience (whether 
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demographic Oi not}. Anthropological approaches seek to uncover new variables and 

develop and restate questions as fieldwork proceeds through this prolonged and intimate 

association. More personal aspects of human behavior, such as marital relations, 

sexuality, the value of children, and so on, are really only able to be investigated by 

someone who has developed a trusting, empathic relationship with informants.19 The 

use of single structured interviews (such as were employed in the World Fertility Survey 

or KAP studies) is considered by most anthropologists to be a vastly inadequate way to 

investigate any aspect of human experience, and highly likely to produce information 

which is too general to be of much utility and also likely to be distorted through de-

contextualization. 

One of the most important contributions of anthropological approaches for 

demography is a shift toward a revisionary strategy. That is, the continuing generation of 

research questions in the field and at all stages of analysis, which is standard 

ethnographic practice, allows research on population issues to develop in directions 

which may not have appeared either possible or important at the research design stage. 

As Hull et al. (1988:64) point out: 

The evolution of methods and directions of enquiry throughout the 
duration of enquiry and beyond ... [ encourages] rapid evolution of 
hypothesis formation and testing. 

For demographers, the freedom this approach provides from having to apply 120st 

hoc explanations of demographic patterning which cannot be adequately linked to field 

1~he relationship between anthropologist and informants is a very speCial, personal, 
and irreproducable one. In recent years anthropologists have begun more directly 
addressing how this relationship affects data collection and interpretation. 
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data is extremely important. It is essential to emphasize that demographers need to be 

encouraged to take anthropological theory as well as anthropological technique with them 

into the field. 

Another hallmark of anthropological methodologies is a concentration on smaller 

scales of investigation, such as a single community or social group within a society. 

Although any investigation which draws on small samples needs to be acutely aware of 

the problem of chance affecting results, one advantage of collecting a body of highly 

contextualized data (such as observed behaviors, textual information, informally collected 

stories, actual behavioral interactions, and so on) is the opportunity it affords for 

supporting and weighing quantified data. With an anthropological approach it is easier 

for the researcher to balance alternate explanations for statistical observation, including 

whether chance is an important factor or not. As Oppong (1985:254) states: 

The argument is not whether to use quantitative or qualitative data but how 
most judiciously to mix and integrate them to develop useful and credible 
information .... credibility of information can rest alone on neither 'purified 
numerical analysis' nor 'rich verbal description that ignores underlying 
questions of quantity and intenSity.' 

So what elements are necessary for an optimal research strategy in population 

anthropology -- regardless of the foci of investigation? Data collection would involve both 

broad-scale surveys and investigations of historical dimensions (through archival research 

and ethnography) to develop a demographic-historical framework. Focused intensive 

interviews -- with structured, semi-structured, and unstructured elements -- would provide 

the key to examining the particular focus of the investigation. Observation and interaction 

are necessary to formulate and reformulate research questions as fieldwork progresses, 
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and to provide alternate explanations once analysis is underway.20 This is a strategy 

which is not new, and has in fact been practiced by population anthropologists -- in 

various forms -- for decades. The importance of recent developments in demography, 

particularly in micro-approach research, is in the introduction of increasingly sophisticated 

analytical modes for anthropologists. 

This will increase the opportunity for anthropologists and demographers to share 

information, and assist theoretical developments in both fields. Increased interaction will 

allow anthropologists to move into areas of inquiry which are traditionally the 

demographic preserve (such as the aging and infertility relationship tackled in this thesis). 

The primary advantage of the increasing interest of demographers in micro-approaches 

is that it essentially invites anthropologists to do just this. 

2OCarroll (1975a), in a discussion of strategies for studying island populations, pOints 
out that it is too late to begin analysis once the anthropologist leaves the field, and that 
preliminary analysis needs to be done while still on location. 



46 

Chapter Three 

BACKGROUND TO THE TOPIC: INFERTILITY AND AGE 

This chapter presents and discusses a definition of infertility which will be 

employed in this study and then outlines the current evidence regarding the relationship 

between aging and infertility in human populations. This provides the background for 

developing the research questions and methodology described in Ch. 4. 

DEFINING INFERTILITY AND RELATED CONCEPTS 

In this thesis infertility is operationally defined as failure to produce a live birth. This 

is essentially a demv~raphic definition of reproductive failure -- most especially as it one 

which can be effectively assessed at the population level. That is, this definition of 

infertility is treated as antonymic of that of ''fertility'', the latter being defined as actual, 

observable, production of a live birth. As such, infertility is not posed as a direct measure 

of biological capacity for reproduction; instead, the terms fecundity and sterility are used 

to refer to aspects of reproductive performance and failure which are essential explainable 

only in terms of conceptive failure. Fecundity specifically refers to biolooica~ capacity for 

conception, and sterility to physiological incapacity to produce a live birth. These two 

terms are assessed in greater detail below. 

It is important to clarify this distinction between physiological inabilitv to produce 

a live birth (sterility) and actual railure to produce a live birth (infertility) because variations 

in definitions of infertility between countries and disciplines have caused both conceptual 

problems and have obfuscated discussion between different researchers and the 



47 

comparison of data sets from different groups (e.g., Leridon 1991, 1988, Marchbanks et 

al. 1989). This confusion is in part due to analytical-methodological differences. 

Demographers have tended to focus on population measures of infertility (such as 

proportions infertile by age), whereas clinicians and epidemiologists are more focused on 

defining individual cases in particular detail -- that is they have concentrated on very 

precise definitions of infertility as a diagnostic criterion.21 22 

With sterility the chance of conception is effectively zero (ignoring medical 

intervention of the underlying biological cause of the problem). Sterility always produces 

infertility, but infertility can ensue in the absence of sterility. This definitional distinction 

increases the ability to deal effectively with infertility concepts, and this will become 

apparent in the data analysis section. 

In demography there is an important distinction between women who never prove 

the ability to reproduce, and those who prove their ability and subsequently lose it. The 

value of this distinction is in the perception that there are Slightly different underlying 

21For example, standard demographic definitions of infertility have been argued to be 
"insufficiently precise" (Belsey 1976) for clinical-epidemiological studies of infertility. In the 
epidemiological purview, infertility is often measured as an inability for a susceptible 
(exposed) woman to attain or change a given parity status within a specified time-frame
- usually either twelve or twenty-four months duratiCJn (e.g., Fed. CECOS 1982). The 
introduction of such a limited time limit for notable conception to occur is a clinical 
response to the increasing desire in recent years for couples in developing countries to 
be labeled as infertile and therefore to begin infertility treatment. For example, Leridon 
(1991) demonstrates a possible increase in "impatience" in French couples over a recent 
ten year period, where couples are seeking infertility diagnosis and intervention earlier 
than previously. 

22lt should be noted that some researchers use the terms infertility and sterility 
interchangeably -- that is, inferring infertility is a biologically rather than behaviorally based 
phenomenon. 
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causes in each of these forms of infertility, particularly as they are represented at 

population level.23 Primarv infertility is defined and measured demographically as a 

failure of a woman experiencing unprotected coitus to ever demonstrate her fertility by 

bearing a live birth. Secondary infertility refers to the loss or termination of ability to 

produce a live birth after fertility has been pieviously proved; i.e., it is represented by 

failure to change parity status despite a period of unprotected coitus.24 

Fecundity needs to be conceptually distinguished from fecundability. Fecundity 

ref~rs to the female physiological capacity for conception, and in combination with coital 

and pregnancy outcome variables, underlies measures of fecund ability. Fecundability 

refers to the risk that women will produce a live birth; that is, it factors in fecundity, 

exposure to coitus, and risk of fetal death. In this way fecundity is a component of 

fecundability . 

A woman who is sterile is permanently infecund (fecundity is zero at all times). 

However, infertility may result from reductions in either fecundity or fecundability, even 

though the potential for reproduction is retained. Infecundity, unlike sterility, does not 

have to conform to an underlying assumption of permanency.25 

Fecundity has been argued to often bb an amorphous and therefore misleading 

23For example, obstetric complications can only be a risk factor in secondary infertility 
(see Hill 1990). 

24See, for example, Larsen and Menken 1991, 1989, Pittenger 1973, Leridon 1977. 

25 The term sub-fecundity is also used by some (e.g., McFalls and McFalls 1984) to 
make a distinction betvileen infecundity as permanent condition and sub-fecundity as any 
condition where fecundity is sub-optimalized, but where the chance of fertility still exists. 
This terminology is not generally employed by demographers. 
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concept 0Nood and Weinstein 1988). Fecundity, the biological capacity to produce a 

conception, is often expressed as a probabilistic measure, and therefore can be very 

difficult to model mathematically and, further, cannot be directly measured on the basis 

of current demographic techniqu9s (Johnson et al. 1990). It can, however, be measured 

componentially when it is decomposed into its determinant factors (ibid). Fecundability, 

on the other hand, is more directly assessable -- either as the probability of a susceptible 

woman conceiving in a single menstrual cycle (following Gini 1924) or as ''waiting times 

to conception" and is considered the primary "proximate determinant" of fertility in the 

absence of effective contraception.26 Fecundability is most simply assessed among non

contraceptors in the period immediately following marriage, provided no pre-marital 

exposure occurred (Leridon 1977). 

Leridon (1977) organizes fecundability into four possible measures (although 

current techniques have not made it possible to measure all these to date). These are: 

(a) physiological fecundabilitv, which includes delay times introduced by the loss of all 

conceptions; (b) recognizable fecundabilitv, which excludes the effects of pregnancies 

wasting in the first two weeks of pregnancy, and which are, therefore, very difficult to 

detect; (c) apparent fecundabilitv, which includes all pregnancies recognized and 

declared; (d) effective fecundability, which counts only those conceptions which result in 

a live birth. In this schema physiological fecundability is a synonym for fecundity. Of the 

four, effective fecundability (also referred to as total fecundability) is the easiest to assess 

from demographic data and is also best suited to cross-population comparisons. 

26See the section in the Ch. 2 on the proximate determinant model. 
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However, even where estimates are derived from the same measures comparability 

may be compromised by methodological problems in the collection of data -- such as 

misreporting of marriage and birth dates and non-recognition of pre-marital exposure 

(Menken 1975, Goldman et al. 1985). This is particularly the case in broad-scale survey 

data, such as that obtained in the World Fertility Survey (Menken 1975, Goldman et al. 

1985). Thus, although intra-population differences in fecundability may, quite likely, be due 

to cultural and population differences in marriage age, frequency and timing of coitus and 

health risks, it is impossible to determine this for certain while the possibility of 

methodological inconsistencies remains unresolved (Goldman et al. 1985). 

Temporarv infecundity or net dampening of fecundity over time (sub-fecundity) 

need to be delineated, as these distinctions have become important in anthropological 

and demographic studies of fertility in recent years. Temporary infecundity may occur 

both as a matter of physiological process (such as ovulation inhibition following 

parturition, usually in association with exclusive breast-feeding (Chen et al. 1974, Jain et 

al. 1970, John 1988, Konner and Worthman 1930, Santow 1987, Wood et al. 1985, inter 

alia), or due to the action of specific indjvidual and population level conditions. These 

include disease impact (e.g., Belsey 1976, McFalls and McFalls 1984, World Health 

Organization 1987) and - possibly - the diet, activity, and "energy balance" conditions 

of individuals (Casey and Hambidge 1983, Chowdhury 1978, Frisch 1978, 1990, Frisch 

and McArthur 1974, Huss-Ashmore 1980, lager and Ellison 1990, Nichols and Nichols 

1983, Wilmsen 1986; of. Bongaarts 1980, Gray 1983, Huffman et al. 1980, Pennington and 

Harpending 1988, Menken et al. 1981, Quandt 1984). 

One of the advantages of the definition of infertility employed in this study and 
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described earlier, is that it treats infertility as a relative reproductive state. That is, infertility 

can be either a temporary, reversible condition or permanent. Infertility then does not 

need to be treated as an absolute phenomenon in individual cases. That is. a woman 

may be infertile and subsequently attain fertile status again. The importance is in retaining 

the ability to treat the individual case as a potential dynamic in this regard. The notion that 

infertility need not be an absolute and final condition for individuals is important in that 

there is an understanding that, for individuals, the onset of sterility is very often preceded 

by a period of lowered fecundity and fecundability. 

Before proceeding any further two points of specific conceptual clarification are 

requit tid. First, some demographers -- such as Bongaarts and Potter (1983:3) and 

Peterson and Peterson (1986) -- define infertility as the outcome of either voluntary 

decisions to avert births or a biological incapacity for the production of a birth. This issue 

of incorporating consideration of the role of voluntary infertility in assessments of infertility 

patterning is important in investigations in populations where significant proportions of 

women are employing overt methods of conception and birth aversion, particularly clinic

based family planning methods and induced abortion. In the Butaritari case this is not a 

significant complicating factor because intensive interviewing was able to ascertain, within 

acceptable bounds, points and patterns of fertility limiting behavior in individual women. 

Further, analysis is essentially confined to women who had never employed any overt 

methods of fertility limitation. This meant that involuntary infertility could be effectively 

delineated from voluntary forms in examining infertility patterns in the Butaritari population. 

Second, following demographic convention (e.g., Larsen and Menken 1991 :230), 

this thesis does not distinguish "couple" and ''female'' infertility, but rather uses the two 
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interchangeably. Although it is appreciated that male contributions to couple infertility are 

important, an absence of clinical information on individuals makes it difficult, in the field 

situation, to make accurate assessments of which partner, or if both, are "responsible" for 

couple infertility. Further, for demographic purposes a couple measure is sufficient, and 

also makes data sets more readily comparable to the other demographic studies which 

have employed "couple" measures. The ''female'' measure is used synonymously because 

ultimately failure to produce a live birth is a female based assessment. 

EVIDENCE FOR THE AGE-INFERTILITY RELATIONSHIP 

It appears that, regardless of the variation in patterns of fertility displayed by 

human populations in the earlier reproductive years. there is a notable decline in fertility 

after age 40 and that the shape of the fertility curve in later years of the reproductive span 

is reasonably consistent. In particular, female fertility appears to decline in the order of 

40 to 50 per cent between 35-39 and 40-44 year age groups (Coale and Trussel 1974). 

In all (clinically) non-contracepting populations a marked decline is evident in the fourth 

and fifth decades of life (Gindoff and Jewelewicz 1986), with 100 per cent effective couple 

sterility and infertility at female "menopause" (usually considered to occur in the 45-49 

year age group). Concurrently, fecundability is effectively zero by this age and, therefore, 

m\Jst also show decline patterns in preceding years. It is not disputed that fecundability 

shows decline with age. It is the starting pOint, rate, and the ultimate causes of this 

decline which are in contention (e.g., Gindoff and Jewelewicz 1986). The crucial problem 

faced by researchers has been adequately delineating the effective contribution of 2.9i.!J..g 

from the contribution of age-associated factors. That is, infertility has been o~~erved to 
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increase in prevalence at the population level not only with age, but also in line with age-

associated factors, including marriage duration and parity or gravidity (e.g., Page 1977, 

Mineau and Trussell 1982, Goldman et al. 1985). Separating out the relative impact of 

these aspects of infertility has become a primary aim in investigations of age-linked 

changes in infertility. 

This section sets out the current evidence for the nature of this relationship on the 

basis of biomedical, demographic, and anthropological investigations. As already 

described, infertility is mediated by three key proximate variables -- those of conception, 

gestation, and intercourse. Under this organizational framework any change in infertility 

by age must by mitigated by these variables. That is, the pattern of increasing infertility 

by age must involve change because of age or in relation to age in at least one of these. 

The following discussion is structured around presenting the evidence with regard to age

relationship in the three proximate variables and how this is expressed in population !evel 

infertility pattern. However, first, the demographic data for age associated population 

patterns in infertility is described. 

Demographic Evidence for Age-Related Patterns in Infertilitv: 

Some demographers have attempted to isolate underlying age changes in 

fecundity (conceptive ability) from fecundability and infertility by age data. This is a tricky 

procedure because it implies that it is possible to control for gestation and intercourse 

variables while using survey and historical data. One way proposed to control for 

intercourse variables is to measure waiting times to conception only between marriage 

and first birth for different age-at-marriage groups and to approximate changes in waiting 
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times to changes in fecundability. This requires data from populations where marriage 

ages are varied across the reproductive span or where sample sizes are so large that 

they include a reasonable number of women marrying in later age groups. 

The use of age-specific fertility rate analysis as an inroad to infertility estimation 

is exemplified by Henry (1961). He examines infertility levels in a variety of historical and 

non-Western, presumably "non-contracepting," populations by focusing on the manner 

in which birth rates changed with age (marital age-specific fertility rates). He finds that, 

even though fertility levels between populations may be disparate, that the age drop-off 

of fertility is reascnably standardized, with no large reduction prior to age 35, but with a 

regular progression but low level of decline all the way from his first age bracket (20-24 

years). These results have been miterated by other demographers who have employed 

marital age-specific fertility rates, such as Bongaarts (1982). 

Vincent (1950) provides an example of a simple, cross-sectional procedure for 

estimating infertility by age. Using Irish census data for 1911. he measures proportions 

of women marrying at specified age groups who never bore any children. He finds 

progressively increased risk of infertility through successive age groups, which 

approximates an exponential increase in risk with age. This exponential curve has 

become a demographic "classic" for expressions of the relationship between infertility risk 

and female or couple age (e.g., Pittenger 1973). 

Menken and Larsen (1986) estimate infertility by age in seven historical 

populations which fulfil three specific criteria in order to examine infertility in women who 

were first exposed in different age groups. These criteria are: (a) late marriage was 

common; (b) little or no deliberate fertility control was occurring; (c) parity distributions 
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by age at marriage could be ascertained or were available. All the studies which they 

selected are based on family reconstitution or census data for historical European and 

North American populations.27 They conclude that, in these groups of women who delay 

attempts at childbearing, that the ability to bear one or two children following women's 

marriage in a given age group declines between the midpoint of the 20 year age group 

and that of the 40 year age group; but, this decline is not substantial until after age 35. 

They argue that, since the three criteria listed above are adequately controlled, these 

changes in fertility by age -- although slight before 35 -- represent underlying age-related 

changes in biological capacity for reproduction (fecundity). They do note, however, that 

age-specific fecundity would be higher than this if some of the couples were abstinent by 

choice. 

More recently, such a procedure has been refined and updated by Underwood 

(1988). Using linked family registers and reproductive histories of native Guam women 

alive in 1897 and/or marrying between 1901 and 1941, she was able to interject a 

longitudinal perspective into her study. Further, using an "anthropological" approach, 

Underwood was able to accurately control for pre-menopausal mortality and effective 

contraception use. She finds: 

No significant decline in fertility, and, thus, presumably in fecundity, was 
observed among fertile women in their thirties who remained at risk, i.e., 
exposed to high rates of coital frequency in marital unions .... fecundity 
does not decline with age until women reach the age of 40 or more years. 

Beside the introduction of longitudinal aspects into analysis the particular strengths of this 

27Their study populations were 1911 censuses of Ireland and Scotland, rural Quebec 
censuses before 1876, and 1876-85, English parishes, Quakers in England, and German 
villages. 
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study are data cross-checking -- most other studies of this sort are based solely on 

historical data -- and substantial sample sizes, especially given the combined data source. 

Other researchers have used fecundability data, in the main measured through 

waiting times to conception, as the basis for plotting infertility-age relationships. Studies 

which describe age-related changes in fecundability are roughly analogous to infertility 

by age models. The comparability is possible because fecundability is a measure which 

includes collective consideration of conception, gestation, and intercourse variables (the 

three proximate determinants of infertility). The main difference between infertility analysis 

per se and fecundability analysis is in measurement approaches. The former is measured 

by failure to change parity status, the latter by either calculating waiting times to 

conception or (less commonly) calculating the risk of conceiving in anyone month at a 

specified age. At the population level, with sufficient sample size, these two measures can 

be expected to closely approximate each other. 

Two major camps have emerged in descriptions of changes in fecundability with 

age. The "standard" demographic model of age-related change in fecund ability pOSits that 

maximum fecund ability is achieved in the twenties, where it plateaus, and then declines 

slowly through the thirties, and increases at a rate of decline in the late thirties or early 

forties (for discussion, see Menken et al. 1986 or Menken and Larsen 1986). Alternatively, 

some researchers, such as James (1979) and Bendel and Hua (1978), have proposed 

that fecundability does not plateau in the twenties and remains high into the thirties, but 

rather there is a gradual decline in fecund ability with age from the mid twenties. For 

example, Bendel and Hua (1978), using Taiwanese (from Jain 1969) and Hutterite (from 

Tietze 1957) data, estimate a curve of age-specific fecundability in the ap'sence of 
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contraception and induced abortion. This model was calculated on the basis of waiting 

tirlles to conception (Taiwanese data) and marital fertility rates (Hutterite data). In 

assuming varying fecundity but invariant aging effects for the two groups they propose 

that declining fecundability with age followed a different path than declining fertility rates. 

They conclude that: 

A woman's fecundabmty declines immediately after the first half of her 
twenties and ... that the decline is approximately linear all the way to the 
zero level near her menopause (Bendel and Hua 1978:217). 

The main differences in the interpretation of models of age-specific fecundability 

stem from measurement procedures and from the manner in which researchers have 

defined fecundability as an operative concept -- for example, whether or not fecund ability 

is interpreted as directly reflecting fecundity patterns. The assumption that fecundability 

approximates fecundity is not a realistic one, but it has been made. 

It is important to note that fecundability studies which are based on measures of 

waiting time to conception from population data are, like those which examine marital 

fertility rates, unable to quantitatively distinguish the effects of intercourse, gestation, and 

conception variables. One area where fecundability becomes a more operational concept 

in infertility-age analysis is where it is applied to modeling-simulation approaches, which 

vary the different components of fecund ability under test conditions. This has most often 

been applied to separating out the effects of varying marital coital frequency. Potter and 

Millman (1985, 1986) provide an excellent synthesis of the research in this area. 

Simulation or modelling procedures have been one possible response to 

overcoming the "confounding" effect of intercourse frequency. The strength of this 

approach is that, with marital coital exposure held constant at a "maximum," it IS possible 
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to separate out fecundity levels -- at least indirectly. Possibly the best example of the 

strengths of this approach is that presented by Wood and Weinstein (1988), who provide 

a particularly sensitive and sophisticated mathematical model which explores fecundability 

in a componential manner. Their model is Clf age-specific fecundability for "susceptible" 

married women, with no temporarily or permanent sterility, except for that introduced by 

aging. They concentrate on demographic and clinical data of contemporary "Western" 

women.2B By aiming to separate out the effects of exposure and susceptibility of 

fecund ability they find, when coital rates are considered maximized in all age groups: 

Between ages 25 and 40... total fecundability is remarkably constant. 
Certainly [it] does not begin to decline immedia:tely after age 25 or 30; 
indeed, it appears to slightly rise to a peak during the late 30's .... The age 
pattern of effective fecundability under maximal exposure is quite different... 
[but] the curve of effective fecundability remains fairly flat between ages 20 
and 35 (Wood and Weinstein 1988:101). 

Most importantly, this model for age-specific fecundability demonstrates similar results to 

those of Bendel and Hua (1978) when marital exposure is varied by age; that is, it 

decreases with marriage duration. Under Wood and Weinstein's approach, however, the 

fecundability curve maintains its height until around age 40, after which fecundability 

drops off at an increasing rate. This model implies that female fecundity does not show 

any significant decline with age between ages 20 and 40, and may in fact not even peak 

until the late thirties. 

Barrett (1986) employs an updated Monte Carlo approach to test the relationship 

2Brhey note this model is a further development of Bongaarts (1976, 1977) model, 
which in turn owes the basis of its development to the models of Glass and Grebenik 
(1954), Tietze (1960), Potter (1961), Glasser and Lachenbruch (1968), and Barrett and 
Marshall (1969), most of which focus on the relationship between coital frequency and 
waiting time to conception. 
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between sterility and age. He presents results consistent with those of Trussell and Wilson 

(1985) and concludes that: 

Women marrying after age 20 did not experience a sharp increase in 
sterility until nearly age 40, or show any evidence of any significant 
increase in sterility due to childbearing (Barrett 1986:29). 

The age pattern of onset of "sterility" is difficult to ascertain using demographic 

techniques, since population data do not adequately delineate cases of pathological 

sterility and those of reduced reproductive capacity (Le., low fecundity or increased 

embryonic mortality). Despite this problem, some demographers have argued that sterility 

itself increases through age groups, with a median age at sterility being around 40 years 

of age (Henry 1961, Pittenger 1973, Leridon 1975).29 

Trussell and Wilson (1985) use a simulation approach to test the age pattern of 

sterility and parity-dependence of sterility, and then apply this to reproductivity data from 

English parishes between the mid 16th and early 19th century. By temporarily removing 

the effects of parity-induced sterility they develop a model of sterility as it is solely affected 

by aging. They conclude: 

This pure age-induced sterility curve rises slowly until age 40, after which 
the proportion sterile increases rapidly with age. We find no evidence at 
all of a sharp rise in the risk of sterility in a woman's fourth decade of life. 
We find strong evidence of a decline in fecundity with age by examining 
age specific fertility rates calculated only for those women who are known 
to be fecund because they later bear children. The evidence suggests only 
a moderate decline until ages 35-39 and a much steeper decline thereafter 
(1985:285-86). 

In including parity distributions and removing age as a factor this study also found a 

29Some models, such as that of Glass and Grebenik (1954), have studied sterility as 
a function of parity alone, negating the effects of age. 
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positive ~ssociation between infertility levels and childbearing history. Risk of infertility 

increased with number of parturitions, independent of age.30 

Age Related Changes in Conception Variables: 

Another approach to testing age-related changes in fecundity is to overcome the 

problems of having to infer fecundity from fecund ability data by directly testing female 

fecundity through biological means. Recent developments in clinical and field techniques 

have made this possible, and this is offering important new insights into the effect of age 

and, by implication, S91n9 on capacity for conception. 

In a highly publicized study, Federation CECOS, Schwartz, and Mayaux (1982) 

estimated infecundity by women's age through artificial insemination procedures. This was 

achieved by isolating all women in a (clinic based) group of labeled "infertiles" who could 

conceive (through a physical examination, hystero-salpingography, and identification of 

partner azoomatia) and then artificially inseminating them. They found that 73% of these 

women under 25 years of age conceived within 12 months, as did 74% of those aged 26 

to 30. At ages 31 to 35 this rate dropped slightly to 62% and declined to 56% in the 

following age gr~up. This decline is argued by the authors to be solely a function of age-

related declines in fecundity due to biological aging. 

The Fed. CECOS study has been criticized by some demographers on several 

counts, including the inapplicability of clinical data to "real" population processes (Menken 

et al. 1986) and the depression of conception rates due to the lowered efficacy of artificial 

30 Cf. Henry (1953, 1961, 1965), who argues sterility levels are parity-independent prior 
to the fifth birth. 
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insemination in producing a conception compared to normal coitus (see Bongaarts 1982). 

Earlier, Vessey et al. (1978), found that, in a study of English women who terminated 

contraceptive use in order to conceive and who had not been using oral contraceptives, 

over 80% of nulliparous women and nearly 90% of parous women conceived within 12 

menstrual cycles. With average age being similar in the two study groups, the total figure 

given in the Fed. CECOS study (only 69% of all the women conceived within 12 cycles) 

shows clear discrepancy, especially given -- as Menken et a!. (1986) pOint out -- that the 

Vessey study counted only live births, where as the Fed. CECOS study included all 

recognized conceptions (irrelevant of pregnancy outcome). 

In a similar study to that conducted by Fed. CECOS, but with significantly smaller 

sample sizes, Virro and Shewchuk (1984) find conception rates decline linearly with age 

and the number of artificial insemination attempts needed to provide pregnancy increases 

with maternal age. Most recently, Edvinsson et a!. (1990) conclude, in a study of artificial 

insemination outcomes also comparable to that of the Fed. CECOS study, that conceptive 

ability is not impaired significantly until after age 40, but shows some increase through 

age groups up to this age. However, all these clinical studies are difficult to translate into 

"real population" terms, given that clinic samples do not accurately reflect wider 

population patterns. 

The area of research which is promising reliable evidence for age changes in 

reproductive capacity is that based on assessment of hormonal changes with age. The 

clear advantage of these studies is they can be applied to "real" rather than artificial 

(clinical) populations. The recent development of protocols for salivary steroid 

measurement in women has provided the means for accurate and non-invasive testing 
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of progesterone production by age in large samples of women in non-clinical settings 

(e.g., Ellison 1988, 1990, Lipson and Ellison 1989, Ellison et al. 1986, Ellison, Peacock, 

and Lager 1989, Lenton et at 1988}.31 In a pilot reference study of ovarian function by 

age in Boston women, Lipson and Ellison (1990:4-5) found that, through six isolated age 

groups: 

Average luteal progEisterone level and peak progesterone increase sharply 
from the youngest group, achieve their highest values in the 25-29 year 
age group and decrease gradually thereafter. The pattern for position of 
peak progesterone is subtly different, showing somewhat more gradual 
increase, the highest value (that is, the earliest peak day) in the 30-34 year 
age group, and then a sharper decline to the oldest age group [40-44]. 

This ... suggests that peak progesterone function is achieved in the 
25-29 year old age group, followed by a very gradual decline that 
becomes somewhat more pronounced after age 40 .... 

[There is] a general pattern of lowered luteal function until at least 
age 20, [and] mature, relatively stable, ovarian function from the mid 20's 
to age 40, and declining luteal function after age 40. 

The mechanisms postulated to eXfJlain these age-related changes in fecundity are ag9-

related changes in cycle length and the proportion of cycles that are anovulatory (see 

Wood [1989] for a synthesis). 

With regard to changes in cycle length, Johnson et at's (1990) study of Gainj 

fecundability found that menstrual cycle length increases with age, and this could account 

for a reduction of apparent fecund ability in the order of 20% between ages 20 and 45. 

This is because an increase in cycle length lowers the number of fertile days expected 

to fall in any given 30 day period. 

The underlying causes of change in ovulatory frequency, where they are directly 

31Such techniques have also been applied to male hormonal variation (e.g., 
Ohristiansen 1991, Ellison, Lipson, and Meredith 1989). 
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linked to senescence at the climacteric rather than situational changes (such as diet, 

breastfeeding, etc.) are well documented and include progressive primordial follicle 

depletion in the ovary (Richardson et al. 1987) and the breakdown of ovarian 

responsiveness as the pituitary-hypothalamus link with ovarian steroids is compromised 

(Metcalf et al. 1987). The effect of these senescent changes in the middle portion of the 

reproductive span is not so clearly established, particularly at ages prior to the beginning 

climacteric. 

At earlier ages, behavioral and situational changes have been shown to affect 

ovulatory frequency. Thp,se include diet, energy balance, and -- probably most importantly 

-- lactational practices. Wood (1989) pOints out that one neglected area of investigation 

in the age-infertility equation is that of age-related changes in lactational amenorrhea 

(which would affect the duration of post partum waiting times to conception). 

Breastfeeding-induced amenorrhea has long been argued by demographers to be a 

particularly important component of birth interval determination, and hence on fertility 

levels. Considering the results of several studies, Corsini (1979) expresses a positive 

correlation between lactational amenorrhea and maternal age, which could be associated 

either with changing breastfeeding patterns with age or in changes in resumption which 

are only associated with age, or both. 

Even more dramatically, Jones (1988a, also 1988b, 1989) demonstrates that, for 

rural Indonesian women, post partum amenorrhea prolongs with maternal age, even when 

lactational style and timing are controlled. This indicates that one aspect of change in 

conception variables with age may be related to the duration of post partum anovulation. 

Jones notes that this has not been previously reported in the literature to any extent. 
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However, on the basis of Jones data, which better controls for breastfeeding style than 

other studies, this should be considered an important focus of investigation of age

infertility dynamics.32 Age-related changes in post partum amenorrhea duration, 

independent of breastfeeding behaviors, is one of the few direct links that could be 

potentially identified between age and ovulatory frequency before the mid thirties or early 

forties from demographic data. 

If the two primary causes of changing conception probability with age are 

increased cycle length and increasing incidence of anovulation in women, then 

conception variables themselve~; do not satisfactorily describe infertility risk in relation to 

physiological aging before approximately age 40 in individuals. That is, they increase the 

risk of failure to conceive in age groups -- but whether this will manifest as infertility is 

directly related to time until the final conclusion of ovulatory events (if coital exposure is 

assumed constant). Intuitively, these models demonstrate changes in conception 

variables are most effective as a mechanism for the expression of infertility only in the age 

groups which involve the years closest to menopause. It may be, then, that failure to 

conceive at ages just prior to the climacteric is simply an indirect function of insufficient 

time to do so before final sterility (non-ovulation) sets in, rather than being necessarily 

indicative of underlying sterility onset before menopause. With the course of the 

climacteric there is both a decline in available time and in conceptive risk. In combination 

this would result in increased expression of infertility by age in groups of women through 

these years. 

32 Jones employed monthly self-report recalls of number of bouts of breastfeeding 
during the day, number of bouts per night, and number of minutes per nursin€! bout. 
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Then, although change in fecundity does occur with age, in balance the 

demographic and biological data indicate that female fecundity does not decline 

significantly with age before women's 35-39 or· 40-44 age brackets. After this time 

senescent ovarian factors seem to be an important component of changing infertility 

patterns. The relevance of this is it indicates that conception variables do not exert any 

significant effect on infertility patterns by age in the early and middle portions of the 

reproductive span. This leaves us with gestation and intercourse variables to explain the 

observed infertility patterns which have been described as steadily accumulating through 

these ages as a general pattern for human populations. 

Age-Related Changes in Gestation Variables: 

A relationship exists between women's age and risk of fetal wastage, whereby 

spontaneous abortion rates seemingly increase in line with age and this change occurs 

independently of parity and obstetric history. However, the pattern of increased risk of 

fetal loss is not constant between age groups (Le., is not linear) (Leridon 1975, 1976, 

Warburton and Fraser 1964). 

Despite reservations about the difficulties of assessing fetal wastage -- particularly 

in the first two weeks of pregnancy (Wilcox 1983, Wilcox et al. 1988, Leridon 1976) -- data 

exist which track fetal wastage through age groups while controlling for such age

associated variables as parity. The sophisticated study carried out by Shapiro and 

Abramowicz (1969), which covered 12,000 New York city women with medical care paid 

in advance (and who would, presumably, seek prenatal care as soon as they identified 

their pregnancies), shows a clear relationship between maternal age and rate of fetal 
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death when birth order is controlled. 

Concurrent conclusions have been reached in all other known large scale survey 

and clinic based studies (e.g., Yerushalmy et al. 1956, Woolf 1965, Nortman 1974, 

Warburton et al. 1964, 1986). The risk rate for involuntary fetal loss is particularly elevated 

after women are in their forties. For example, Warburton et al. (1986), using Presbyterian 

hospital data, found that pregnancy loss rates remained between 9.9 and 11.7 per cent 

betwBen age brackets 15-19 and 30-35, but then rose to 17.7 per cent between ages 35 

and 39, and jumped to 33.8 per cent in the 40-44 bracket. At age 45-49 over half of all 

pregnancies spontaneously aborted. Resseguie (1974) gives similar patterns offetalloss 

by age from 7,500 Amish pregnancy histories. He found a doubling in proportions of 

pregnancies wasting between the 30-34 and 35-39 years age brackets, and a further 50% 

increase between 35-39 and over age 40. However, above age 40 Resseguie found only 

about 15% of pregnancies spontaneously aborted, compared to over half in the 

Warburton et al. study. Although disparate in actual risk by age, these results are both 

age-typical of all known published studies -- with the risk of fetal wastage elevating 

notably once women are in the their late thirties or forties (see Santow and Bracher 1988). 

As Resnik (1986:174) points out, advanced maternal ages at pregnancy are 

marked by a "variety of special features" -- such as increased incidence of chromosomal 

abnormality and maternal hypertension -- which are predisposing factors for increased 

pregnancy loss risk. Increasing female age demonstrates an increasing cumUlative 

incidence of chromosomal abnormality and germinal mutation, which correspondingly 

increases fetal wastage rates with age (Kline et al. 1989, also Wood 1990). Although the 

e~act mechanics of this relationship remain cloudy (Gray 1979), it appears that one factor 
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is a declining uterine environment which promotes fetal loss and progressively inhibits 

implantation (Godsen 1985, Naeye 1983). Even though it is almost impossible to 

accuiately assess risk and pattern of abortions which occur in the first two weeks after 

conception, James (1979:332) pOints out that most of these "invisible" pregnancy losses 

are likely to result from chromosomal abnormalities and, thus, it can be reasonably 

assumed that these losses are also strongly correlated to advanced maternal age. 

Increasing gravidity and parity have been linked to increased fetal death risk 

(Selvin and Garfinkel 1976). Although a number of researchers have stressed a 

relationship between increased risk of fetal wastage with increasing maternal parity 

(Warburton and Fraser 1964, Naylor 1974), this has been strongly challenged by several 

researchers (including James 1963 and Kline et a!. 1983). The effect of increasing 

gravidity (itself age-related) appears strongly only after three or four gravid experiences, 

so does not increase linearly with gravidity (Leridon 1977, Roman 1984, Santow and 

Bracher 1988). There is also a notable increased risk of fetal wastage with first order 

pregnancies (e.g., Resseguie 1974). 

The relationship between maternal parity/gravidity and subsequent risk offetalloss 

does not necessarily translate to a simple age-associated progression. Santow and 

Bracher (1988) argue that, although it has been previously suggested that fetal loss risk 

increased with pregnancy order, the risk is actually related to previous pregnancy 

experience. Drawing on their ~wn modern Australian data, as well as the evidence 

presented in other studies (including Warburton and Fraser 1964, Yudkin and Baras 1983, 

and Strobino et a!. 1986), they postulate that changing gravidity does not increase risk 

for particular women but, rather, the distributions of individuals acc:ording to risk. That is, 
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women with a history of pregnancy loss become more likely to endure successive 

pregnancies in order to attain the same family size ideal, and this increases proportions 

of individuals at risk of spontaneous fetal loss up through successive age groups. This 

is clearly important with respect to populations where effective family planning methods 

are available, and where target fertility is below physiological capacity or opportunity of 

individuals. However, it is hard to apply this concept to many "anthropological" 

populations. Thus, how crucial gravidity is as a factor in determining fetal wastage risk 

remains undecided based on the present evidence. 

Despite all the methodological problems of assessing gestation variables in 

fecundability with age, Wood (1989) argues that of all the susceptibility variables 

(described as conception, intercourse, and gestation), the one with the greatest singular 

impact on changing infertility with age is that of fetal loss. He concludes: 

And: 

The principal reasons for the universal decline in fecundity with age have 
to do with changes in the length of women's ovarian cycles and in the 
proportion of cycles that are ovulatory (both of which affect fecundability), 
as well as increasing risk of fetal loss. On balance, fetal loss appears to 
exert the largest effect. Thus the decline in fecundity as a woman ages is 
caused principally by a decline, not in her ability to conceive, but rather in 
her ability to carry a pregnancy to term .... It would appear that fetal loss 
plays an unexpectedly large role in the onset of permanent sterility. 
suggesting that a major effort should be made in future research to 
measure the dimensions of such loss (1989:102-3). 

Significantly, almost all the predicted change in birth spacing is attributable 
to fetal loss; only after age 45 does fecundability have much impact. Thus 
the so-called 'onset of permanent sterility' may simply be a situation in 
which the risk of fetal loss is so high that there is no longer enough time 
before menopause for a fertile conception to occur (1989:100). 

It appears that fetal wastage correlates with paternal age as well as maternal age, 
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although not so strongly (Wood 1989). Selvin and Garfinkel (1976) examined risk of 

pregnancy loss for over 1.5 million pregnancies registered in New York State (1959-67), 

controlling for pregnancy order and mother's age. They found that, although maternal age 

was the single strongest predictor of fetal loss risk, paternal age was also significant --

and the effect was only slightly less pronounced. However, given the associatk,n between 

male and female age in marriage, it is often difficult to succinctly separate one from the 

other. 

If fetal loss rates do not accrue linearly with age, but rather are rapidly elevated 

through the late thirties and forties, these patterns in themselves do not fully explain age-

related changes in fertility in human groups prior to these ages.33 In fact, some 

researchers have argued that the age-effect may not necessarily be "real" in relation to 

fetal wastage risk. For example, Santow and Bracher (1988:21) conclude that risk may 

be invariant by age prior to the mid thirties, and ''this innate risk is invariant with age at 

least until the mid-thirties" and "may not even rise particularly sharply beyond that point." 

Thus, they argue convincingly, the age-risk effect may have been overstated. 

In summary, whether age-determined or not, there is an increase in age-associated 

fetal wastage risk from the mid-thirties which becomes more pronounced in the fort.ies. 

However, the underlying factors promoting this risk -- be they gravidity/parity experience 

or individual risk exacerbations by age -- remain unr:;ieaf. 

Age Related Changes in Intercourse Variables: 

33Although Leridon (1971) argues risk is notably increased as early as the 30-35 year 
age group. 
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Following the introduction of the first formal model by Glass and Grebenik (1954), 

there has been a substantial demographic literature produced dealing with the 

assessment of the relationship between coital frequency and fecundability. A number of 

researchers have argued that human populations characteristically demonstrate a gradual 

age-linked decline in coital frequency (e.g., Nag 1972, Ware 1979, Kinsey 1956, Gould 

1972). A number of studies (e.g., Kinsey et al. 1953, James 1983) have argued that, from 

"Western" data, average marital coital rates approximately halve between female age 20 

and 40. This decline in marital coital rates by age has been argued by some to have a 

biological basis - related to age-related changes in hormone levels in women on the 

basis that declines in frequency of coitus were more closely correlated to a woman's age 

than that of her husband (Udry et al. 1982), or to be due to flagging male capacity as a 

function of age (Kinsey et al. 1953, Martin 1981). Others have speculated it to be related 

to decreased energy levels and health status with age (Birren 1968, Talmon 1968, Udry 

et al. 1982). 

However, an increasing body of demographic evidence suggests that age (or 

aging) need not be the clearest determinant of life course changes in intercourse 

frequency. James (1979, 1981, 1983a) demonstrated the rapid decrease in coital rates 

over the first year of marriage for a large sample of couples in US metropolitan areas, with 

coital rates effectively halving in the first year of marriage then taking another twenty years 

to halve once again (the so-called "honeymoon effect"). Sen Gupta (1969), in a survey of 

1,328 Indian couples, found that the most dramatic drop in coital rates occurs in the first 

year after marriage, and then the drop off is much slower all the way across the remainder 

of the marriage course. As coital rates seemingly decline linearly from time of marriage 
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(or first exposure in some cases), t;ut did not decline at anything near this rate in the next 

twenty years or so, James (1983a) concludes that marriage duration more accurately 

predicts coital frequency at any age than do any biological aging factors in either 

husbands or wives. The linear progression seen in declines in coitus with women's age 

is thus argued to be a function of the relationship between women's age and duration of 

marriage -- because variation in women's age at marriage is less than that for men in 

most studiAd populations (James 1985:86).34 

Separating out the differential impact of marital duration from male and female age 

in assessments of life course changes in coital frequency is procedurally important. 

Ruzicka and Bhatia (1982) studied coital frequencies in 2,301 Bangladesh married 

couples under 50 years of age. They found that coital rates with age demonstrated a 

marked decline only in the early to mid twenties, with a very slow decline in the thirties 

and a stabilizing at a low level in the forties. In separating out duration components, they 

found that for women in the same age groups marriage duration was an important 

predictor of coital frequency, but for women in the same marriage duration categories age 

was not a reliable indicator of coital rates. This clearly indicates the stronger association 

of coital rates to marital duration than to age itself. 

One postulated approach to examining the relationship between coital frequency 

and male versus female age is to examine evidence from polygynous marriages. Muhsam 

(1956) and Bean and Mineau (1985) in studies based on polygynous marriage in a range 

of human societies (including Bedouins in Israel and Utah Mormons) have found that 

34This is a reassessment over James' (1974) earlier work, where he argued that 
husbands' age was a stronger predictor of marital coital rates than that of wives. 
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male coital frequency is seemingly constant across all union types, but women in 

polygynous union have lowered exposure rates with descending marriage order. Second 

wives have lower fertility rates in association with lower exposure rates than first wives. 

The results are ambiguous in these studies, however, as this effect could both be 

contributed to lowered coital rates in later order marriages, or to the fact that 

supplemental marriages progressively involve older men, and the effect could be 

attributable to male age (Goldman and Montgomery 1989). 

The most recent identified synthetic study of the relationship between husband's 

age and conception rates is that of Goldman and Montgomery (1989). Through World 

Fertility Survey data from five developing countries in Africa and the Middle East, they 

develop proportional hazard models - in which wife's age, husband's age, marriage 

duration, union form, and post partum exposure are treated as covariates. These studies 

were chosen on the basis that in these countries age gaps between spouses were wide 

enough to allow substantive variations in age of husband by that of his wife. From this 

they determined by-month conception rates (in the absence of contraception) for birth 

intervals of second or higher order births. The results indicated that male age effects were 

minor in comparison to woman's age and marriage duration in the determination of 

chance of detectable conceptus occurring. The indication that male aging effects on 

fecundability and fertility are minor compared to the effects of wife's age and, in particular, 

marriage duration are further supported by the analysis of broad-scale survey data from 

U.S. couples conducted by Udry (1979), Jasso (1985), and Kahn and Udry (1986). 

Jasso (1985) argues that any age-determined effects of marital coital rates can be 

explained partially by marriag~ duration but are clearly affected by cohort eff~cts, with 
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coital frequency declining - but less and less steeply - as marriage duration increases. 

Kahn and Udry (1986) reanalyzed Jasso's procedure and concluded that marriage 

duration remained a strong predictor of coital frequency, and age did not. 

Another variable which needs to be considered as age-associated is parity. James 

(1981, 1974) showed that the arrival of the first child dramatically reduces subsequent 

coital rates, possibly permanently, in samples of U.S. couples. Couples with no children 

had higher intercourse rates than those with any children. However, couples with two or 

more children appeared to have higher frequencies than those with only one. 

Several researchers have argued that marriage duration has a dominant effect over 

female age in determining coital frequency -- with male age being the least influential of 

the three variables (Udry 1980, Goldman and Montgomery 1989, Trussell and Westoff 

1980, Kahn and Udry 1986, Jasso 1985, Goldman et aJ. 1985). Dominance of male over 

female age was argued by James (1974), but he later changed his stance in agreemen~ 

with others (James 1983). 

In conclusion, there is reason to believe that the single most accurate predictor 

of marital coital frequency is marital duration and this effect is most pronounced in the 

first year of marriage and prior to the first birth. Other pOSited medial determinants are 

loss of novelty with marriage duration (Udry 1970).35 

If coital rates decrease markedly with marriage duration, and marriage duration is 

closely correlated to age, it is very possible, as James (1979:330) argues, that: 

35Jasso (1985) points out that If coital practice increases coital pleasure, then we 
would expect to see increased pleasure with coitus and increased coital rates with union 
duration. 



1. If all other relevant parameters are equal, fecundability is roughly 
proportional to coital rate. 
2. Over the years 20-40, coital rate declines nearly as much as does 
fecund ability . 
3 .... it may be reasonable to suppose that the decline of coital rate across 
these years is the major determinant of the decline in fecundability. 
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It should al~o be noted that a link has been speculated between reduced coital 

frequency and increased early pregnancy fetal wastage risk (Potter and Millman 1985, 

German 1968, Marshall 1968, Guerrero and Rojas 1979, Guerrero and Lanctot 1970). The 

posited connection is based on lower sexual frequencies more likely to result in 

inseminations further from the moment of ovulation. This would lead to a higher 

probability of conception involving "over-ripe" gametes, which are more likely to be 

affected by chromosomal abnormalities and hence to risk of wastage (Mikamo 1968, 

Lazar et al. 1973). So, increased coital frequencies could indicate lower levels of early 

duration fetal deaths. 

The Male Contribution to Couple Infertility by Age: 

So far, this discussion has concentrated on age-related changes in female 

infertility -- whether measured as a couple phenomenon or not. In the discussion above 

on intercourse variables the male contribution is mentioned, but less attention has been 

given to the relationship between male aging and increases in rates of couple infertility 

in relation to conception and gestation variables. 

Male fertility shows a decline with age, which is argued to be most pronounced 

after age sixty (Gray 1979). If ejaculatory function is taken as symptomatic of reproductive 

senescence some decline is perceptible. Ejaculatory function shows decrease with age -
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- seElmingly by age fifty it is reduced to half what is was at age thirty (Bishop 1970). 

However male reproductive capacity does not show similar climacteric effects to that of 

women and does not ~ommonly disappear as early or as dramati~~'lIy (e.g., Mineau and 

nussell 1982). Documented evidence shows that, in one case, a male fathered a child 

at the age of ninety-four (Seymour et al. 1935). 

Male aging r.ould potentially affect conceptive risk in women, but at present the 

evidence for this is not strong. In a review of available studies of testicular functions at 

advancing ages in men, Nieschlag and Michel (1986:69) state there is: 

... neither biochemical nor morphological evidence for physiological 
process in men that could be compared to the female climacteric .... 
sustained androgen and sperm production indicate that impotence and 
infertility are not a corollary of advancing age in men. 

Male age could possibly affect female fecundability through contributing to risk of 

fetal wastage as sperm-carried chromosomal abnormalities increase in incidence with 

male aging. But, as Hook (1986:141) summarizes, with a caveat: 

The weight of available evidence provides no grounds for inferring a 
paternal age effect for any numerical chromosome abnormality. Not all 
have been studied intensively, however. 

Gray (1979) argues that even if we accept some aging of male procreative ability 

this decline generally occurs too late to notably affect female fertility. Obviously, this holds 

only in populations where female and male age at marriage have dramatic differentials 

(Le., where men typically marry much later than women). This is supported by Anderson's 

(1975) study which, using Irish data prior to 1911, found declines in male fertility after age 

fifty-seven which were independent of wife's age and marriage duration. He found, 

however, that the real impact on fertility of this decline is very small. This would translate 
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to a stronger effect only in populations with sex-differential age at marriage patterns, 

where women habitually marry significantly older men, such as in the Ireland case. 

So, in summary, even though there is some evidence that male age may not be 

a notable contributor to female age-infertility patterns this cannot be totally rejected as a 

potentially confounding variable in age-infertility studies, especially in groups where 

marriage ages between spouses show eiear disparity. The exception to this is if we 

consider changing coital frequencies to be the main avenue for the impact of male age 

factors on changir.g fecundability with age, following Goldman and Montgomery (1989). 

Summarv of Age-Infertilitv Evidence: 

The studies described above point to significant age-related variations in both 

gestation and intercourse variables, although gestation variables may not have a 

significant impact before age forty. It is clear that all three variable sets are important in 

the infertility-age patterns seen at the population level, and differentially important in 

individual cases. Intercourse variables change with age (although this appears to be a 

more indirect than direct relationship). Gestational variables undergo a direct 

transformation with age according to current studies. It appears that, in terms of biological 

process, changes in age-related risk of fetal loss are much more important than changes 

in conceptive ability per se - a point well made by Wood (1990). Intercourse variables 

have been repeatedly demonstrated to show variation with age, but this is primarily a 

function of the close association that exists between marriage duration and age in many 

human groups. There is, therefore, good reason to suspect that a major determinant of 

population age-related pattern~ of infertility in the primary family building years (i~e., before 
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age forty or so) are intercourse variables, which are age-associated but, seemingly, not 

age-dependent. 

Male aging factors do not appear to have any significant impact on couple 

reproductivity before about age sixty at the earliest, and this male aging is only significant 
') 

at the population level in situations where male age in marriage is much higher than that 

of women. 

It is difficult to establish the differential contributions of the three proximate 

determinants of infertility effectively at the population level. For example, whereas Wood 

(1989) advocates the primacy of fetal wastage factors in explaining pre-climacteric 

changes in fecundability in human groups, James (1979) argue~ that a decline in coital 

frequency across age groups is the single most potent predictor of changing 

fecundability, with spontaneous abortion providing a secondary but less powerful effect. 

Prior to age forty in women it appears that the current evidence points to marriage 

duration as the clearest single predictor of individual variations in age-specific 

fecundability . 

An important implication of this argument is in the analysis of cross-cultural data 

on infertility by age. If infertility patterns by age are expected to change primarily in 

response to age-associated patterns in behavior and personal history, attention should 

be turned away from establishing the invariant aspects of infertility patterns between 

populations and, instead, focus on the population-specific factors which promote age-

related differences in infertility patterning. Thus, the development of standardized models 

to describe progressive infertility by age (such as Vincent [1950] and Pittenger [1973]) 

may be obfuscating the study of the vital factors in the infertility equation -- those of _ 
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individual and population-specific variations in life course and personal history factors. 

Here it is argued that the primacy given to aging-based models in demographic 

investigation has partially confused and confounded the study of underlying infertility 

progression models. The evidence outlined above indicates that reproductive and 

personal history variables (age at marriage, coital behavior, marriage duration, parous and 

gravid history) are seemingly very important aspects of progressive infertility patterns in 

any group. An emphasis on age progression, rather than life course progression, has 

provided a set of analytic "blinkers" which have reduced the proliferation of studies 

looking at infertility in relation to age-linked behavioral changes. 

Investigation of infertility progression in terms of life course changes, rather than 

with a primary emphasis on age itself as the underlying determinant, is clearly warranted 

to redress an analytical balance in infertility studies. Age should be retained as an 

important aspect of any infertility study, but should not be held as a necessary predictive 

factor. Age is a vital organizational notation because of its exactitude, but needs to be 

placed in its association with life course changes (which are, by nature, always age

associated). For this reason, the methodology used in this study use life course changes 

in conjunction with age as an ancdytic framework for looking at infertility-progression 

within female birth cohorts. 

One added bonus of such an approach, which links individual case-histories with 

population level analysis, is that it becomes easier to include contraceptive use and 

disease exposure variables at the individual level and then to move these into population 

level analyses. As pOinted out at the outset of this section, disease and contraceptive 

history have been considered variables which need to be initiall'l removed from study 
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populations, which is usually achieved through careful selection of study groups where 

neither of these are argued to exist. In regard to contraceptive use, the discussion on 

"natural" fertility concepts made earlier, indicates the inherent problems in specifying 

populations which, apparently, fit this designation. 



Chapter Four 

RESEARCH DESIGN 
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Given the discussion in the preceding chapter on the current evidence for the age

infertility association in populations, and the argument for the validity of anthropological 

approaches to studying such relationships, the following primary research question was 

isolated: 

What is the nature of the relationship of age-associated changes in behavior through 

women's life courses to age-progressive patterns of female and couple infertility at the 

population leve/? 

In line with this, the following investigative foci were identified: 

1. What is the historical and current population pattern of infertility on Butaritari and he·"" 

does this articulate demographically with fertility patterns? 

2. How are age-associated demographically identified patterns of reproductivity linked to 

age-associated behavioral changes in this group? 

3. How are these behavioral changes linked to women's life courses and life events, both 

as individuals and as cohort-differentiated groups? 

4. How are behavioral, biological, and socio-cultural dimensions of age-associated 

infertility patterns linked to each other in this population? 

5. What are the implications of these linkages for the demographic-anthropological 

investigation of the age-infertility relationship? 

In order to test this question on a "real" population a number of case-study 

population pre-conditions are preferable. First, the population would best be relativgly 
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confined, either ethnically or geographically -- or preferably both -- so that intensive 

anthropological fieldwork would not be confounded by high degrees of participant 

mobility, and most participants will have lived the courses of their lives to date in the 

same community. Second, fertility-inhibiting diseases, especially sexually transmitted 

forms -- which considerably confound age-infertility associations by introducing the effects 

of pathological sterility or subfecundity in significant portions of the study populations 

(dependent or independent of age) -- should be absent or exist only at low levels 

historically and currently.36 Third, clinic-based contraceptives should not be widely used; 

that is, significant sub-sets of the population -- which are not age selected -- should not 

havE' access to or choose not to use biomedical family planning techniques. All these 

conditions apply in the case of Butaritari Atoll. 

In order to apply these research questions to the Butaritari case a research design 

which incorporates and links demographic and anthropological methodologies was 

employed. At this point an introduction to the life course approach and a summary of 

some of the key pOints of the research methodology are warranted. 

THE LIFE COURSE PERSPECTIVE 

In this project the theoretical link between demographic and ethnographiC models 

of investigation is provided by the introduction of a "life course" perspective on age and 

aging. In this way age and aging are considered to have demographic, biological, and 

asrhe diseases which are known to have a significant direct impact on fertility in 
human populations include gonorrhea, syphilis, genital tuberculosis, and filariasis (e.g., 
McFalls and McFalls 1984). Of these, oniy tuberculosis is endemic in Butaritari and genital 
farms are rare. Chapter 5 describes the evidence for this conclusion. 
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cultural meanings. 

Age is a venerated and vital variable in social sciences -- especially demography -

- because of its exactitude and inter- and intra-population comparability.37 Age is also 

an ascribed characteristic of individuals, and can further be analytically considered a 

cultural domain in itself (Fry 1980). In this way, Fry and Keith (1986:xix) argue "precision 

in the measurement of time tells us very little about the meaning of age and actually hides 

more than it measures." Age as a social measure is a proxy for other things, such as 

social maturity, eligibility, and authorization (Neugarten1982, Fortes 1984). Age needs to 

be considered as having several dimensions Including, at the very least, chronological, 

biological, and socio-cultural dimensions; in this sense aging is a dynamic and varying 

process as well as a continuous process. 

In the last two decades the life course perspective has developed as an important 

social science model for examining age and aging in humans and non-human primates 

(e.g., Baltes et al. 1980, DeRousseau 1990, Elder 1975, Riley et al. 1972). Instead of 

focussing on componential models, which divide human life experience into specific age 

associated compartments -- infancy, adolescence, old age, etc., -- there has been a move 

to place the whole life course in a continuous and holistic analytic framework. 

The three mi:..iin premises of the life course perspective are; (a) the life course 

needs to viewed in its entirety, (b) aging is a multidimensional (biological, social, cultural, 

psychological etc.,) phenomenon, and (c) aging is invariably context-linked to culture, 

environment, and history (Fry 1990). Thus: 

37Howell (1986) discusses the methods by which age can be estimated and cross
checked in literate and non-literate societies. 



Patterns of aging change over time as the society changes, and different 
patterns of aging are found in the same society at the same time as a 
result of social differentiation (Kertzer and Schiffino 1986:78). 
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Given the emphasis in life course approaches to multidimensionality and context-linking, 

one of the main advantages of the life course perspective for this study is that it allows 

greater insight into the complex interrelationships between biological, historical, and 

cultural dimensions which together shape the patterns of aging experience. 

Life course analysis considers "life events" as markers of aging transition and 

progression. This approach, as argued by Hagestad and Neugarten (1985:35): 

... emphasizes turning pOints when the 'social persona' undergoes change. 
In particular a life course approach concentrates on age-related transitions 
that are socially created, socially recognized. and shared .... The social and 
personal significance of the passage of life time is shaped by cultural age 
systems .... The cultural segmentation of life time takes several forms. The 
periods of life are defined; people are channelled into positions and roles 
according to age criteria; and privileges, rights, and obligations are based 
on culturally shared age definitions. Finally, populations are divided into 
age groups whose interactions are socially structured and regulated 
[emphasis in original]. 

From a social-psychological point of view these age systems are cognitive constructions. 

For example, LeVine (1978:37) describes a "cultural phenomenology of the life course," 

where members of a society have commonality in ways they see transitions and change 

between birth and death. All societies provide "social timetables" (Nydegger 1986), and 

these timetables organize -- but do not necessarily determine -- life's social events, and 

hence age-associated behavior complexes as well. Thus, age systems are seen as 

designs for life experience, providing individuals with both a normative timetable and a 

view of what is ahead (Hagestad and Neugarten 1985), although these vary culturally in 

both content and strictness (Keith and Kertzer 1984). As expressed by Kertzer and 



Schiffino (1986:78): 

Life events and their temporal relationships are among the primary objects 
of examination in life course study. The study of life events also has a 
cultural dimension, for each society has norms regarding age-appropriate 
transition and behavior, which provide social sanctions for those who do 
not follow the proper cultural life script. 
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In life course approaches such variables as age, social roles, and cohort 

experience can be confounded (Fry and Keith 1986:xix). This problem is controlled by the 

introduction of the notion of life course as a historically grounded phenomenon, which 

is analogous in many ways to the demographic construct of the cohort.3B The "cohort" 

thus becomes the crucial analytic grouping in life course analysis, and herein lies an 

important nexus between demography and life course models; where cohorts are the 

categories which link population processes to individual aging experience (e.g., O'Rand 

and Krecker 1990). 

Along with this, there is a need to differentiate typical life courses from individual 

experience, as the diversity of experience is itself an important component of examining 

aging (Nydegger 1986:132). De Rousseau (1990:6) adds that this is particularly a problem 

in population study, which "".while playing lip service to individual variation, is 

methodologically constrained by its reliance on normative data." In this way a life course 

approach is complementary to population studies and expands the interpretive 

opportunities. 

It is important to note that gender is a significant determinant of life course 

3BHolmes (1980) differentiates three components of life cycle analysis; (a) life time (a 
chronological measure of a series of changes in the life cycle), (b) social time (changes 
in status and roles through the life cycle), and (c) historical time (events which ,affect 
members of a society through their lives). 
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experience and expectation, providing a major influence on variation in cultural 

constructions of age and aging (Linton 1942, La-Fontaine 1978, Rubinstein 1990). In this 

project it is appreciated that male and female life courses differ from, but also influence 

and complement, each other. In this thesis there is a distinct concentration on women's 

life courses. Although this was partly a result of the researcher's own gender and her 

access to gender-specific data, it is also a more appropriate focus given the topic of 

research. That is, population research in fertility and infertility typically focuses on female 

aspects of fertility performance and experience. 

METHODOLOGICAL liNKS BElWEEN DATA SETS 

A demographic framework of fertility-infertility dynamics and history was developed 

through a combination of survey techniques, intensive reproductive history interviews, and 

historical records. This was expanded and cross-checked with clinic records, vita! 

registration data and genealogical data.39 The cultural and social context of infertility-

fertility in Butaritari society was investigated through individual and group interviews and 

participant-observation. 

The methodological link between demographic and ethnographiC procedures of 

data collection in this study was the implementation of the female (birth, marriage) cohort 

as an analytic unit, which is a valid analytical tool in both life course approaches and 

3~he genealogical data was not collected by the author as part of this study. This 
was rl10st particularly because the genealogical data collected previously by Berndt 
Lambert for Makin and Butaritari atolls are of high quality and represents an investigative 
sophistication which would have been impossible to even vaguely approximate in the time 
frame allowed for fieldwork on this occasion. 
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demography. The demographic and ethnographic data sets are interfaced through the 

reproductive-personal histories collected in interviews, which form the "backbone" of this 

investigation. In these histories women described their individual reproductive experiences 

and life course behavioral changes. These data, however, increase in interpretive 

significance when combined with the ethnographic data on the one hand and the 

demographic data on the other, and are put within a historical (cohort) framework. In 

using the demographic, behavioral, and ethnographic data in conjunction with each other 

for the women for whom these histories were collected it becomes possible to begin 

linking these different facets of reproductive experience together within a cohesive 

framework, and hence to begin an exploration of the linkages between biological, 

behavioral, and socio-cultural dimensions of infertility across women's life spans. 



SECTION TWO 

Introduction to the Study Population 
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Chapter Five 

AN INTRODUCTION TO THE FIELD SITE AND STUDY POPULATION 

Butaritari atoll, in the northern-most part of the Gilbert (Tungaru) archipelago, lies 

only three degrees north of the equator. With a total land area of 13.5km2
, the current 

population density of this atoll is approximately 280 people per km2
• Butaritari, and 

neighboring satellite Makin some 3 km. to the north, lie separated by about 60 km. of 

open ocean from the next most northerly atoll (Marakei), and 117 km. from the Kiribati 

government center of Tarawa. Communication isolation is reduced by the (scheduled) 

arrival three times a week of an Air Tungaru plane and regular sailings from Tarawa. 

Compared with the drier atolls to the south, Butaritari is verdant, wet, and resource 

rich. Lying in a belt of easterly trade winds, Butaritari rainfall figures exceed those of all 

other measured islands in the group. Mean rainfall for the period 1948-89 was 

3185+ 783mm., with mean annual raindays for the same period of 185. Rainfall is 

exceptionally reliable year-to-year, with only 24% maximum annual variation (Tarawa 

Meteorological Office statistics). Droughts are almost unknown, with the longest dry spell 

recorded (in November 1973) lasting only 23 days. Temperatures are also very consistent, 

averaging about 28 degrees Celsius throughout the year, with exceptionally rare 

deviations as high as 34 degrees and as low as 19 degrees on marked days. The annual 

average monthly temperature range is in the order of 0.3 to 0.7 degrees. Although 

Butaritari has more thunderstorms than elsewhere in the chain -- and occasional gale 

force winds -- there are very few recorded instances of cyclones hitting the atoll (Burgess 
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1987}.40 

Butaritari, a true atoll, has a large and deep lagoon. This is circled by the total land 

area, which averages only approximately 200-300 meters from lagoon to reef beach front. 

The size and depth of the lagoon are a boon both to shipping and for fishing, and a wide 

range of edible fish species are available consistently (Sewell 1983:70-72}. Other available 

lagoon based food resources are shellfish -- including crabs -- and octopi. Open sea 

fishing is limi!ed by the lagoon having only one channel and is mainly confined to the 

village of Ukiangang in the south-most corner of the atoll. 

The high rainfall and even high temperatures have combined to accelerate coral 

rock decomposition and soil formation in comparison with the rest of the Gilbert Chain. 

Catala (1957) lists many plants found on Butaritari but not elsewhere in the group; the 

atoll having both more vegetation and a greater variety of plant species grown. The most 

commonly grown or tended crops - coconut, a giant swamp taro (babai), and breadfruit

- are available for harvest through most or all of the year.41 Secondary and substitute 

crops include te bero (a small fig), banana, papaya, pandanus, and arrowroot ~ 

makemake}. 

The main locally produced foods eaten on Butaritari are fish, breadfruit, babai, 

coconut, coconut toddy (fresh and bOiled},42 supplemented by shellfish, chicken, and 

4°A severe storm with cyclonic winds hit Butaritari on December 4, 1927. There was 
significant damage to houses and palms, but no deaths. 

41The breadfruit seasons are December to March and May to August. 

42Coconut toddy is the sweet sap from the coconut flower spathe. It can be drunk 
fresh (karewe), or boiled to produce a thick, sweet syrup (kamaimai). It also ferments into 
a "Sour form which is alcoholic (kaokioki), and can be used as a vinegar. 
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pork.43 The local diet is addended with store purchased rice, tinned corn beef and, to 

a lesser extent, flour, tea, animal dripping, and sugar. With the exception of rice, all store 

goods are considered luxuries rather than necessities, and will be purchased as 

household economics allow. The diet is not particularly varied and contains almost no 

leafy vegetable contribution. Famine or severe food shortage is unknown, although 

certain dietary components can be sometimes scarce; at such times supplementary 

foods, such as te bero and te makemake, are eaten more commonly. 

A BRIEF SOCIAL HISTORY 

Here a very basic discussion of the social history of Butaritari is given. For more 

detail the reader is referred to Sewell (1983), who discusses household, family, and island 

social organization and subsistence economy in depth. 

Butaritari was first settled sometime before A.D. 400 (Takayama 1985).44 The atoll 

was probably first sighted by Europeans in 1606 when Quiros sailed through the area 

(Maude 1968). The first definite recorded sighting of the island was made much later by 

Captains Marshall and Gilbert in 1788, and Wilkes later made the first chart of the island 

43Eggs are only eaten by children; pig and chicken eating is mainly reserved for 
feasting. 

«the Gilbert chain appears to have been first settled from elsewhere in Micronesia, 
possibly most immediately the Marshalls. The archaeological data on colonization timing 
and routes is limited in Micronesia in comparison with Polynesia (Craib 1983). The 
molecular-genetic evidence pOints to the Gilberts as conforming to the Micronesian 
pattern, whereby the gene pools appear to constitute a hybrid South cast Asian and 
Melanesian origin (Hill anrj Serjeantson 1989, O'Shaughnessy et al. 1990). However, 'the 
samples from Kiribati are very limited in size and type. Gilbertese oral tradition pOints to 
a more recent migration from Samoa, and contact with Nauru, Tuvalu, and the Marshall 
Islands. 
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in 1841 when he visited as Captain of the United States Exploring Expedition. For at least 

two to three centuries before this time Butaritari and Makin operated as a separate society 

from the atolls to the south, developing a distinctive dialect, social organization, and 

customs (Maude 1963). 

By the 1830s Europeans were resident on Butaritari (then Pitt's Island), numbering 

three by 1835 (Maude 1968:238). This contingent included a Scotsman called Robert 

Wood (alia!:' Grey) who, having deserted a whaling ship, lived on Butaritari for seven years 

before being picked up by Wilkes.45 It was around the time of Wood's stay that the first 

significant contact between locals and Europeans was established. From 1830 to 1870 

whaling vessels frequently called at the atoll to boil down their blubber on the beaches, 

Butaritari having been found to have a suitable lagoon for anchorage and the locals to 

be more disposed to outsiders than elsewhere in the chain. 

The earliest known visit by a trading vessel to Butaritari -- but probably not the first 

-- was The Hound in 1835. This vessel was involved in trading iron, tobacco and trinkets 

in exchange for beche-de-mer and turtle shell. By the 1840s trade in coconut oil was 

becoming important in the European economy, and this became the commodity of 

choice. Soon traders set up permanent posts on Butaritari to handle the transactions. By 

1852 fourteen traders were in residence (Maude 1968:249) and the number had risen to 

around twenty at the time of Captain Davis' visit in 1892 (Davis 1896). Two of the most 

powerful traders through this period were Randell and his partner Durant, who both 

45"Bob" is credited with introducing oil lamps, improved mosquito nets and toddy 
fermenting techniques to the atoll; it seems before his arrival alcoholic beverages were 
unknown on the island. 
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formed a close association with the native king. By the time Randell arrived the trade in 

copra was also growing and there was a solid base of trade goods available to locals, 

which were exchanged for firearms, ammunition, tobacco, liquor, and pieces of steel. 

Almost all trade transactions in the following decades took place under the control of the 

king. The arrival of Captain Davis in June 1892 signalled the imposition of an English 

protectorate, which remained in place until the Gilbert and Ellice Island Colony was 

formed in 1916.46 

Trade slacked off considerably in the late 1800s, and the European expatriate 

community rapidly decreased in size. However, by 1930 a "half-caste" community, 

numbering sixty-four, was well established on Butaritari. These were mostly the result of 

unions between local women and Chinese or European traders. Most of these were 

associated with or employed by the trading agencies, spoke English, and remained aloof 

from the rest of the population -- choosing to socialize primarily with expatriates. 

Despite their genetic contribution, the social impact of the traders on Butaritari was 

limited -- most particularly by the pressure that they consistently conform to the Butaritari 

lifestyle and value system. In this way their influence as arbiters of social change was not 

great. The influence of the missionaries, however, was. Missionaries arrived on Butaritari 

to begin conversion shortly after the first trade stations were established. In 1852 the first 

Christian service ever held in the Gilbert group took place on Butaritari under the 

auspices of Randell. Hiram Bingham (ABFM) led the first missionary visit to Butaritari, 

having established a Protestant base on Abaiang to the south in 1857. He placed two 

461ndependence was finally achieved in 1979. 
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native Hawaiian missionaries on the island, who established a mission station in 1865. 

The mission was disbanded temporarily in 1866 after three Hawaiian seamen were 

stabbed to death at the command of the king when the missionaries were present ~ 

Friend, August 1867).47 After this time missionization proceeded more smoothly, 

beginning with the conversion of the king and some of his family to Protestantism. The 

missionaries managed to curtail (but not eradicate) polygyny, dancing, and other "pagan 

customs," but apparently were less successful at curbing drunkenness and the use of 

firearms by the locals.4B Stevenson (1905) noted, by the time of his visit to Butaritari in 

1889, initial fervor for Protestantism had subsided and Sunday congregations were small 

in number. 

Father Bontemps introduced Catholicism to Butaritari in 1891-92, and the first 

Catholic mass was conducted at Kuma in 1897, after a fairly successful program of 

conversion begun on Makin a few years earlier. Father Bontemps did not stay long on 

Butaritari, leaving the island with two nuns, stating the island "Simply wasn't ready for 

conversion" (quoted in Sabatier 1977:227), presumably because Protestant control had 

47The king ordered the execution in drunken anger after the Captain of their ship, the 
Pfeil, hurled a coconut shell at one of the king's cousins. At this time the two missionaries 
withdrew to the Marshall islands for a year, until they were invited back by the king. 
Lambert (1963) notes that the sailors were subsequently eaten. 

4BOavis later effectively slowed the trade in alcohol and arms to locals, making it illegal 
for traders to supply either to locals after his declaration in 1892. Firearms were probably 
responsible for a few deaths in this period, however arms were never employed at or near 
the level they were in the more war-oriented atolls to the South. It appears most firearms 
were in the King's possession. 
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reached a peak around that time.49 The first priest to take up permanent residence on 

Butaritari arrived in 1901, though several nuns had arrived one year previously and c~t 

up a "school for half caste girls". Catholic conversion became more rapid with the death 

of the previous king (Bureimoa), after which time the Catholic missionaries succeeded in 

converting the whole aristocracy -- thereby essentially seizing religious control of Makin 

and Butaritari away from the Protestants. Since this time Catholicism has remained 

dominant over Protestantism in Butaritari, with most Protestants confined to the village of 

Kuma. In the May 1901 edition of The Friend, Rev. Walkup referred to Butaritari as ''the 

darkest and most discouraging of the islands at present." The Protestants never regained 

their foothold on the island after this time; by 1915 half the population claimed at least 

nominal Christianity, with most associated with the Catholic church. Today the population 

is decidedly Christian, although some remnants of the previous religious system 

persist.50 There is no public worship of traditional gods, although their influence is felt 

in the magical arts -- which are most commonly applied in healing, fishing, gardening, and 

love. 

By far the most dramatic occurrence on Butaritari this century was the Japanese 

occupation during World War Two, and the subsequent liberation of the island by 

American marines. Japanese troops landed on Butaritari on December 10, 1941, 

interested in the island primarily as a sea plane base. The social disruption was notable 

49Rivalry and mutual disrespect between Catholic and Protestant missionaries was no 
less pronounced in the Gilberts than elsewhere in the Pacific. This strong antipathy is 
seen most acutely in the writings of Sabatier {1977}. 

50At the end of 1990 79% of the atoll's population claimed Catholic affiliation. 
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although not durable. Schooling was reorganized and local work parties were formed, and 

many store goods -- such as cloth and flour -- were in short supply. However, long term 

social impact of the Japanese occupation was minimal and had little effect on patterns 

of social organization.51 On August 16, 1942 two American submarines loaded with 

marines arrived off Butaritari village. In the course of "Carlson's Raid" the 220 marines 

managed to kill all of the around 200 Japanese occupying Butaritari village and 

Ukiangang, sustaining the loss of 30 of the marine contingent and one local. The 

Americans withdrew promptly but the Japanese, thinking the Americans were still on the 

island, sent out a bombing sortie a few days later. The bombers missed their intended 

target of Butaritari village and all three planes mistakenly dropped their load on Keuea 

village. Thirty-eight of the residents were killed that day, and a further four died from 

wounds shortly afterward. Thereafter, the Japanese reoccupied Butaritari and the death 

records show at least one Japanese execution of a local by the end of the month. By the 

beginning of 1943 the Japanese had further strengthened their position on Butaritari and 

elsewhere in the group. On November 20th of that year, in conjunction with the invasion 

ofthe Japanese stronghold on Tarawa, the U.S. marines launched an attack on Butaritari. 

The invasion was successful, and the 290 Japanese combat soldiers and 271 laborers 

in residence were all either killed or captured. Fighting lasted four days. The death 

records show nine locals, mostly adults, killed in the fighting, three of whom failed to take 

cover from hails of bullets because they were drunk at the time. After that time the 

Americans retained a manned base on Butaritari until 1945, and a tracking station on the 

51 Probably one of the few long term impacts of Japanese occupation was the 
proliferation of herbal medicine. 



96 

isolated islet of Bikati until 1950. 

Even though the last 150 years has seen significant contact between Westerners 

and the people of Butaritari, the locals have retained a strong sense of their own cultural 

identity -- picking and choosing from European goods and ideas circumspectly. For 

example, early traders quickly discovered that they must adapt to the Gilbertese ways to 

.. 
survive, and in this way their role of arbiters of social change was very limited. As Sewell 

writes: 

And: 

The sense of being Gilbertese is a very keen one, and it is strengthened 
by the ethic of equality. People are wa'iy of those who show signs of 
espousing what is considered the European way: of unfriendliness, of 
using English unnecessarily, or of placing undue value on European 
things .... for a Gilbertese person to embrace the values of a European and 
thus to assume a superiority is perhaps the ultimate sin (1983:45). 

In many respects, the changes that hav/3 occurred in Butaritari society are 
more apparent than real, and represent changes in form rather than 
meaning .... The core of the society's structure remains unaltered, and is 
likely to do so for the foreseeable future (op.cit.:38). 

KINSHIP, FAMilY, AND HOUSEHOLD 

The following discussion is based mainly on the work of A. Grimble (1989), 

lambert (1963, 1964, 1970), Oliver (1989:11), and Sewell (1983). For a particularly detailed 

description of kinship in Butaritari/Makin the reader is directed to lambert (1963). Sewell 

(1983) gives an excellent account of household systems and economic dynamics. What 

is given here is a very brief outline. 

In historic and precontact times Makin and Butaritari constituted a distinct society 

from the remainder of the Gilbert Islands. Although, like the other islands in the Gilberts, 
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the people are "basically Micronesian" (Oliver 1989 11:996), their land owning descent 

groups are ambilineal rather than matrilineal (the latter being seen elsewhere in 

Micronesia). As a single society Makin-Butaritari was unified by the kinship network and 

a lone chiefly line. There is, and was, a cleat distinction between personal property 

(owned and passed on individually) and collective property (such as canoes, agricultural 

land, and homestead plots), which was controlled and inherited through ambilineal 

descent groups. 

The traditional marriage pattern was one of both monogamy and polygyny, the 

latter most often in sororal form. Polygynous marriage was restricted to the king and 

chiefly classes, with the king having possibly as many as fifty wives and concubines, and 

the chiefly classes four or five. The polygyny system was undermined and reduced by 

missionary efforts, and today the system is only in evidence at a very nominal level, with 

monogamous (albeit sometimes sequentially monogamous) marriage systems almost 

universal. 

Until 1963, when the Colonial government abolished the institution, the two islands 

fell under the control of a single king or high chief (te uea). However, much of the 

effective rule of the king and aristocrats was undermined in 1922 when the Colonial 

government reorganized the land tenure system.52 The ultimate power of the uea (king) 

lay in his ability to control allocation of most of the land on Makin and Butaritari. The 

kingship was based on Makin, making Butaritari the satellite of political control. The 

52the village organization was also altered at this time, with households being forcibly 
set up in villages along the roadway, rather than being dispersed on plots across the 
island. 
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kingship was an inherited position, falling to the eldest son, or if none existed, a brother. 

All the other children and descendants of kings made up the aristocracy (toka). 

On Butaritari most of the aristocrats were centralized in Butaritari village. 

Commoners living with aristocratic families in Butaritari village had a position of servitude 

but they could release themselves from this by forming a special "linkage" relationship 

with the aristocratic family (Lambert 1963:254). This linkage could be generated in several 

ways; the family of one of the king's wives could form a linkage with her child, and the 

family head could adopt a child of the king and thus form a linkage, or the family living 

with an aristocratic family in a servant relationship for some time could be assigned land 

elsewhere and forge a link with the aristocratic family. The status of linked commoners 

was higher than that of other commoners, but once the link was made reciprocity was 

expected. A linked family should always provide hospitality if the opportunity arose, and 

contribute at feasts. Most commoner families without linkage were those recently 

immigrated to Butaritari from other islands in the group. Once living with an aristocratic 

family, commoners could expect to achieve linked status in two generations or less. 

The power for village decision-making has passed from the king to the collective 

heads of families. The Council of Elders is now the representative contrOlling body of 

village and island affairs, with the Butaritari Island Council acting as the government 

administrative body on the island. Today the island is divided politically into twelve wards 

(excluding Bikati islet) over eight villages. The island council has a locally elected 

preSident, but other positions are filled by central government appOintment (on Tarawa). 

Each village has at least one maneaba (meeting house), which usually belongs 

to th~_congregation of the Catholic Church. The maneaba is the site of a wide variety of 
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village activities and is the central locus of formal village decision-making. Village 

cohesion is much stronger in smaller villages on the atoll; in larger Butaritari village there 

are several maneaba, so decision-making is more dispersed and more greatly influenced 

by the Island Council, who have their offices there.53 In Butaritari village the principal 

focus of community activity is the Church congregation, with the Catholic Church having 

a much larger congregation and greater social authority and ability to mobilize villagers 

than the Kiribati Protestant Church. 

The utu remains a vital and potent social unit in Butaritari society. Utu refers to all 

the bilateral descendants of a Single individual or a set of siblings who share some form 

of rights to a given piece of property, most particularly a land plot. These have been 

called "ramages" by Lambert (1963, 1970), and each person will be able to trace to 

approximately five different ones. The kainga, the estate managed by the oldest male in 

each ramage, is at the core of each ramage. Although, theoretically, these ramages are 

ambilineally composed, it is the core of agnates which occupy a given kainga who have 

the greatest control over the ramage resources. The agnatic core occupying a central 

ramage estate provides the core household membership. 

Household composition is fluid beyond its core of agnatic kin, although all 

household members have an obligation to partiCipate in some level of economic 

cooperation. The cohesion of related ramage members in different households is drawn 

from commonality in property and the priority given to reciprocal obligation. This 

reciprocity is clearest and most direct between closer kin and especially those living 

~he population of Butaritari village is ca. ·1,240. 
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together or in proximity, and decreases both with kinship and geographic distance. 

Households are constantly expanding and contracting in size, and there seems 

to be little problem in adjusting household dynamics to include new members and 

compensate for the loss of old ones.54 Most of the movement is by the young, the old, 

and the unmarried. Some individuals, such as divorced women, may move frequently and 

easily betv'Ieen different households, never becoming permanently attached to any 

household in particular. Post-nuptial residence is most commonly patrilocal, mainly 

because daughters tend to inherit smaller land plots than sons. Patterns vary by 

economic circumstances and parental factors; for example, a house with no sons will 

encourage matrilocal residence for a young couple. After several years of marriage many 

couples seek neolocal residence. 

There is a clear status ranking in each household. The household is usually 

headed by the oldest male, unless he is beyond active age. The control of domestic 

activities lies with the senior married woman. The value of other members of the 

household, particularly young relatives residing temporarily, is gauged in relation to their 

contribution to the economic well-being of the household. An individual who works hard 

will be treated with greater value and respect than one who is thought to be lazy or 

unskilled. 

Adoption relationships are a very important part of kinship and social relations in 

Butaritari society. A full description of the various forms of adoption is given by Lambert 

54Average household size on the atoll has varied between 5.12 and 6.23 persons 
since 1931. Currently there is only one single person household; most households range 
between 4 and 9 members, with the largest having 15-16 members. 
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(1963, 1970). In Butaritari society there are two forms of adoption plus a special 

''fosterage'' or "guardianship" relationship called te toba, which is a form of fictive kinship 

unique in Oceania (Lambert 1970, Grimble 1989). Natinati adoption is the most common 

form in Butaritari. The child is adopted at the level of a child (nati), and becomes a sibling 

to any other children in the family. Tibutibu, adoption at the level of grandparent to 

grandchild, does not occur so commonly on Butaritari and is more prevalent in the South. 

In being adopted in natinati a child is in an advantaged position. Rather than only 

one set of parents, the child now has two and gains benefits and responsibility of natural 

children on both sides. With adoption, specific mutual obligations exist between the 

adoptive and adoptee families and these endure until the child reaches adulthood. In this 

way, children who are adopted are treated analogously to other forms of property 

exchange. The adoption is not formalized until a land transfer to the adoptive parents has 

occurred. 

The reasons for adoption are both personal and economic. In the case of a couple 

being unable to have their own children or who have no surviving children, the chilrl of 

a close relative -- such as a sibling of either spouse -- would be adopted as nati. This 

would be a very favored child, and the natural parents would expect that it would be 

greatly loved and have significant inheritance rights. The natural parents will often keep 

an eye on how the child is treated, and the adoptive parents are careful that there is no 

reason for complaint to be made. In extreme cases the natural parents can claim back 

a child if they can argue the child is not properly treated. Fosterage relationships are not 

dissimilar in this respect. A "guardian" will take the responsibility for rearing a child in 

reJurn for control of certain land. However, guardians take responsibility for rearing a 
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child, but never exert any real authority over that child (Lambert 1970). Children resulting 

from adulterous unions are said by Lambert (1970) to usually be adopted as nati by the 

woman's husband, except in cases where divorce occurs before or shortly after the birth. 

AN INTRODUCTION TO THE DEMOGRAPHIC HISTORY OF BUTARITARI 

Several scholars have made estimates, based on ethnohistoric accounts and 

census data, of change in the size of the Butaritari population since first European 

contact. The most detailed discussions can be found in Lambert (1975) and Bedford et 

al. (1980), and the reader is directed to these citations for further information. 

Unfortunately, the vital rogistration records for Butaritari are less than complete. 

There is only about 50-70% birth registration for the best years, and death records are 

absent for many years and sketchy for others. Birth registration has been in effect since 

1898, and death records have been kept since 1938. Records have been particularly 

poorly maintained since Independence in 1979. Because of this unreliability, initial 

analysis of the vital registration data is limited to the study of disease history patterns 

(below). 

Table 1 gives all available population estimates for Butaritari and Butaritari/Makin 

over the last 150 years. In summary, the population of Butaritari did not undergo any 

dramatic depopulation in the first 50 years of European contact -- the population probably 

dropping in size only in the order of 5% between 1861 and 1901 (Bedford et al. 1980).55 

55Sedford et al. (1980) discuss at some length the assumable accuracy of some of 
these estimates. Prior to the more reliable administrative accounts, first taken in 1905, 
they argue Randell's (1861) estimate to be the most reliable. Grey's (a.k.a. Wood) 
estimates seem too high, especially given there is no sign in his remarks of massive 
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Relative stasis in population size occurred prior to about 1920, with only small 

relative declines in population numbers in the decades before 1890. This pattern is 

dissimilar to the demographic histories of the many Pacific islands, many of which 

experienced dramatic population decline or decimation in association with early and 

continuing contacts with Europeans (e.g., McArthur 1967). Since around 1920 the 

population has been growing steadily. As is described in the discussion on disease 

history (below), Butaritari was spared the dramatic mortality impact of epidemic disease 

which was observed in many other Pacific Islands (see below). A shorter period of 

restrained population growth in the early 1970s was tied to the introduction of clinic-based 

family planning programs in 1968. The government programs have not had the impact on 

slowing population growth that was intended with the introduction of clinic-based family 

planning methods (e.g., Pitchford 1972). 

The Butaritari population, although island-based, is not isolated or closed. The 

atoll has a long-standing association with nearby Makin, and people have long travelled 

easily and often between the two. Many people have family on both islands, and the 

strong association between the two guarantees frequent movement of people between 

both atolls. Inter-island travel was outlawed by Swayne (then Resident Commissioner) in 

the 1890s and these laws were only recently repealed.56 Despite this, people have 

habitually travelled between closer islands, and today I-Kiribati travel often to other islands 

drops in population numbers during the duration of his stay. 

oorhe rationale behind these laws was to prevent locals from disappearing at sea. 
Today fisherman and travellers in small boats go missing with regularity, some turning up 
months later as far afield as New Guinea. Air Tungaru, the local carrier, is often sent on 
search and rescue missions. -
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to visit relatives, to seek employment or hospital care in Tarawa, and to attend one of the 

secondary schools on other islands, although the high costs of airfares does inhibit 

regular travel for purely social reasons. Many people choose to travel on the ships which 

transport goods and people between the islands at a slower rate, but which are much 

cheapElr. A ship calls at Butaritari once every three to four weeks. 

The main impetus for out-migration from the Gilberts has been the lure of cash 

employment. Overseas labor migration began in the Gilberts in around 1842, became 

more aggressive in 1864, and slowed considerably by the turn of the century. 

Approximately 9,300 I-Kiribati were recruited between 1847 and 1895 for work outside the 

Central Pacific area (Bedford et a!. 1980). A majority of workers had been repatriated to 

home islands by 1900, with the net loss from the whole group estimated at 5,000 for all 

years before this (op. Cit.}. It is interesting to note that on some labor trade sailings whole 

families were recruited, and sometimes as many wOJTIen as men sailed on the ships (op. 

cit.). 

Unlike islands further south, Butaritari was never a major center for either voluntary 

or forced ("blackbirder") labor recruitments (op. cit.). Butaritari was not completely exempt, 

however. A ''few'' Butaritari men went to work in Samoa and Hawaii (Lambert 1975), and 

Finsch (1893) refers to a single recruitment of about 300 workers in 1879. Davis notes 

that in 1892 twenty locals were working in Honolulu and thirty in Mexico (Davis 1896:64). 

Following Finsch's estimates (Table 1), this would constitute about fifteen per cent of the 

island's population at that time leaving in one year. This was likely the single largest 

sailing from the island. 

Before the phosphate reserves were exhausted in the late 1970s, Banaba (Ocean 
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Island) provided significant employment opportunities for adult males. However, the 

government controlled allocation of jobs and there was a strong favoritism to workers 

from the more crowded and resource-poor southern atolls. Today the most common 

sources of overseas employment are on Nauru in phosphate extraction industries and as 

seamen on foreign ships. Remittances are still a significant source of cash on the rural 

atolls in the Gilbert group. The 1985 National Census recorded almost half of all 

households on Butaritari receiving some form of cash remittances. Emigration is almost 

never permanent, although workers may be away for one to seven years at a time. 

The change in population numbers on Butaritari over the last 150 years can be 

explained by several processes associated with the arrival of foreigners. The stasis in 

population before 1920 is attributable to labor emigration in the main, with the impact of 

new diseases and introduction of firearms expressing a much less dramatic effect through 

a temporary increase in death rates. After 1920 death rates declined, and the birth rate 

increased, and growth has been pronounced since this time. The impact of disease and 

the use of specific mechanisms aimed at controlling birth and pregnancy rates are 

described in more detail below. 

A HISTORY OF HEALTH AND DISEASE ON BUTARITARI 

Endemic Disease: 

Earlier visitors to Butaritari noted that the islanders seemed very healthy, although 
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tending a little to obesity.57 Hale (1846:94), who visited the island with the U.S. Exploring 

Expedition, noted: 

Instead of the slender forms, sharp features, and stern countenances of 
the Drummond Islanders, we saw a crowd of stout, hearty figures, and 
round jolly faces .... recalled to our minds the bulky chiefdom of Tahiti. They 
were also lighter in complexion than the Southern tribes, and more 
tattooed..... One of the first who came on board was a perfect mass of 
fat. ... [but most] did not attain such an immoderate bulk. 

Wilkes (1845:73) gives a clear indication of the tendency to obesity displayed on 

Butaritari: 

... their figures are, for the most part, rotund, and they seem to have an 
abundance of food to become fat upon. In walking they appeared like a 
moving mass of jelly .... On being asked how these people became so fat, 
Wood replied, they had plenty of food and "toddy" to fatten upon ... of this 
they drink immoderately. 

He further noted: 

Wood ... accounted for the difference in appearance [between the North 
and the South] by their being at all times abundantly supplied with food, 
and living an inactive life, with nothing to disturb their peace .... [They are] 
naturally indolent (1845:83). 

Sabatier (1977:201) relays that the king was force-fed premasticated food to produce his 

noted girth, so it is probable that most of the velY large individuals the Exploring 

expedition met were the king and his family. 

Father Sabatier, who wrote from the Gilberts in 1938, noted the Butaritari locals 

to be "the best nourished in the Gilberts. They are sturdy and tall, intelligent, resourceful -

and somewhat impish" (Sabatier 1977:200). The basic diet appears to have been a 

57 And H. Bingham (1861) noted "in no part of the world have we seen a more healthy 
community than we found on Apaiang [Abaiang] and Tarawa, the only two islands of the 
group- which we saw." 
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healthy one -- being mainly composed of pandanus, coconut meat, coconut toddy, fish 

and some babai, and the work load seemingly Iight.58 The traditional diet is high in 

calories (particularly the toddy), is protein rich if fish is eaten, while fat is available in 

coconuts and starch in babai corms. 

Wilmott, a nutritionist with the South Pacific Commission, visited the Gilberts in 

1968. He found "people of the central Gilberts are adequately nourished. No cases of 

severe adult malnutrition were seen and very few were seen amongst pre-school children" 

(1968:3, also 1970). Alternatively, Jansen, who visited in 1971, found in surveys of specific 

signs of malnutrition in Betio and Tabituea school-children only between 40 and 70% 

could be classified as well nourished, and 10 to 30% were classified as poorly nourished. 

Currently, signs of malnutrition can be seen in village clinics and, although most children 

are healthy, there is a definite subset that are not receiving adequate nutritional intake for 

their needs. The ages of highest risk for malnutrition are two to five years, with no 

discernable gender differences (Jansen 1977). 

One problem with the traditional diet is a lack of A and B group vitamins, leading 

to such deficiency linked conditions as angular stomatitis and corneal damage. Today, 

malnutrition is not widespread but diets are less than optimally balanced. Where 

malnutrition does occur it is due to this vitamin shortage and diet component imbalance, 

58Cannibalism does not seem to have been as common in Butaritari as the more 
southern atolls, although there are several particular and unique occurrences mentioned 
in oral tradition (Lambert 1966~ Hale 1846, Grimble 1989). 
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rather than due to a lack of food availability itself.59 

Specific vitamin deficiencies were observed by Wilmott (19b8, 1970) and Jansen 

(1972) and are still prevalent today. This is particularly the case with B2 (riboflavin) and 

vitamin A. Coconut toddy provides an excellei1t sources of some B group vitamins and 

vitamin C. Currently vitamin A deficiency is receiving enormous medical attention in 

Kiribati, and a tablet distribution was planned to every school age and pre school age 

child in the country in late 1991.60 One of the biggest health education problems in 

Kiribati at present is encouraging people to feed meals to children which provide vitamin 

A in association with fat, which allows the vitamin to be released (Vitamin A Project 

Nutritionist pers. comm.). The lack of leafy greens available and eaten in the diet is 

considered the ultimate source of the problem. 

Dietary anemia was noted by Jansen (1972), and is still reasonably common 

today. Anemia cases are treated regularly in the Butaritari clinic and all women attending 

prenatal clinics are given iron-rich vitamin pills as a prophylactic. Jansen (op. cit.) found 

that almost 75% of non pregnant, non lactating women on Betio and Tabituea could be 

classified as anaemic (HG<12g/%). The atoll soils are iron-poor and chlorosis in plants 

is notable, so local crops supply only marginal quantities of dietary iron. This problem is 

59Famine does not appear to have ever been a significant health threat in the 
northern-most islands of the Gilberts. For example, in 1870 a huge famine hit the group, 
and over i ,000 people were taken to Tahiti and Honolulu, but Butaritari and Makin were 
scarcely affected (Sabatier 1977). 

SOVitamin A deficiency is not an acute problem in any other Pacific island nations. The 
sweet potato, which is not eaten in Kiribati, is an excellent source of the vitamin (Page et 
al. 1987:84). In 1990 fifteen per cent of 4,000 surveyed pre-school age children in Kiribati 
were found to have one or more active signs of Vitamin A deficiency (Anon. 1990). 
Breadfruit is the only regular dietary source of carotene (a vitamin A precursor). 
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compounded by parasitic infections (see below). 

One of the main health risks of the high toddy diet was apparently high rates of 

dental disease. As Wilkes stated, the Tabitueans had " ... small teeth, which were imperfect 

from decay, and they are the only natives in the Pacific with this defect" (1845:45). Today 

dental care is less than optimal, and dental intervention on Butaritari at the clinic is limited 

to extractions. Some families use toothbrushes, without toothpaste, to keep teeth clean 

but dental caries and periodontal infection are prevalent. The development of caries is 

accelerated by weaning and child feeding practices, which rely heavily on sugar-rich fresh 

and boiled coconut toddy and may include sugar-water as a substitute. 

There are clear patterns of food distribution and meal allocation in households. 

Men eat before women and children, taking the "prize" (and often protein rich) 

components of the household meal. Women and children eat a significantly greater 

proportion of rice with each meal, and sometimes they will have fish water rather than fish. 

However, most people receive at least one protein serving each day, regardless of age 

and gender (Sewell 1983:161). 

It appears that endemic diseases were few and (relatively) insignificant in 

precontact and early historic times. Dr S.M. Lambert, with the Rockefeller Foundation 

International Health Commission, visited the Gilbert Islands in 1924 with a view to 

surveying for hookworm, and made some valuable comments about local health levels 

after his examinations. He found: 

They are afflicted with fewer natural or imported diseases than any race in 
the Pacific. The Gilbertese have in general only three major health 
problems: 1) the control of tuberculosis; 2) the control of yaws; and 3) 
quarantine against the filariasis of the Ellice Group (in Sabatier 1977:349), 
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... that the white colonists of the Gilbert group needed a doctor more than 
the natives did (Lambert 1941 :190). 
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Lambert (1941 : 175) attributed the healthiness of the Gilbertese in comparison with 

their Ellice neighbors to be due to the lesser power of the Church: 

There were fewer missions in the Gilberts, where as all the Ellice Islanders 
were all nominally Christian - as witness once more to the greasy Mother 
Hubbards, layer on layer, pressing oil and germs into their beautiful 
bodies. Dirt and laziness seemed to have followed the Cross into charming 
lagoons.61 

This state of the relative absence of infectious disease in the Gilbert chain was earlier 

noted by Wilkes, who wrote (1845:104) "from diseases the natives appear to be tolerably 

free." Wilkes saw no filariasis, and said the most common forms of illness were "a cholera 

morbus type and consumptions." 

Twigg, the staff surgeon on the Royalist, also noted the relative freedom from 

endemic diseases in the Gilberts. He stated the main health pmblem was water quality 

and that "endemic catarrh seems to come periodically, when it gets colder because the 

wind changes" (Davis 1895:66). Like other observers, he concluded "the Natives are a 

healthy looking well nourished race. On all the islands there is a good supply of the 

younger generation coming on" (ibid.). Davis (1895:51) noted that ''the chief diseases 

were of a cutaneous description... no doubt caused by want of vegetables, and the 

brackish water." 

Tropical ulceration and other skin conditions have always been prevalent. Flies are 

61At the time of Lambert's survey he found filariasis to be moving slowly northward 
into the Gilberts, but there were no cases of either periodic or non-periodic forms in the 
central and northern islands (1941 :179). 
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ubiquitous in Butaritari, and are a major source of infection in any open skin sore. 

However, traditional applications seem to have treated this effectively in many cases; the 

bandaging on of alkaline leaves -- such as te non (Morinda citrifolia) -- have the added 

advantage of keeping the flies off open sores. 

Food poisoning, particularly from eating seafood infected with ciguatera or 

salmonella, is common in Kiribati and historically has been a cause of deaths and 

miscarriages. In 1990 there was a cluster of deaths on another atoll in the chain 

associated with turtle meat consumption at a family feast. Isolated cases of fish poisoning 

occur on Butaritari; these sometimes lead to death, especially in the young. Tungaru 

Central Hospital reports 1219 identified cases of fish pOisoning for the country in the year 

of 1990 alone (Ministry of Heath Statistics). 

Ringworm was "moderately prevalent" in 1892 according to Twigg (Davis 1986), 

but the affliction was rarer in the Gilberts than elsewhere in the Pacific according to 

Lambert, who observed only five cases out of several hundred examinations in 1924 

(Lambert 1934). By this time scabies was common, reportedly having been imported from 

Rotuma some sixty years previous (op. cit.), and is still common today. 

Head lice appear to have been common in the past and heavy infestations are still 

evident today. Mutual delousing is commonly practiced between close friends and 

relatives, and is considered a very pleasant way to pass time, a sign of intimacy and 

goodwill, and a small act of kindness. Head lice spread quickly with the sharing of 

sleeping mats, pillows, and combs. Although irritating, head lice does not appear to have 

ever provided a serious health threat, and there is no recorded instance of lice-associated 

typhus. 
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Intestinal parasitic infestation was historically less common in the Gilberts than in 

the Ellice Islands. Dr O'Connor surveyed the Ellice Islands in the 1920s and found 

approximately 80% of all the islanders harbored Trichuris trichura, and around 55% were 

afflicted with hookworm. In the Gilberts, of a sample of 952 people on five islands, 

Lambert found a Trichuris infestation rate of 21 %. Trichuris rates in Butaritari were the 

highest in the Gilberts (66% of 186 people sampled), most likely because of the higher 

rainfall there than elsewhere in the Gilberts. Only 9% of the same samples (11 % of adults, 

5% of children) for the Gilberts had identifiable hookworm infestation, with 14% of the 

Butaritari sample affected (Lambert 1934, 1941). Parasitic infection of these types would 

exacerbate the anaemia problem, and would also increase risk of diarrheal episodes. 

Introduced Disease: 

As mentioned above, the epidemiological impact of acute contagious disease in 

the postcontact era does not seem to have been as dramatic as that seen in other parts 

of the Pacific. The Butaritari population maintained stasis or growth all the way through 

the latter nineteenth and the twentieth century, which is an atypical pattern in Pacific 

Island populations. This was the advantage of relative isolation -- the group being difficult 

to locate, distant from the main trade routes, having few decent ports, and having only 

limited raw materials in comparison with many other groups in the Pacific. Beyond this, 

it seems nutrition was generally good, which would provide some resistance to acute 

infection. Despite this, periodic outbreaks of acute infectious imported disease did occur. 

In terms of mortality and morbidity impact the most important of these were influenza and 

dysentery. There were also occasional outbreaks of pertussis, measles, smallpox, and 
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chickenpox. 

The early historical records for severe epidemics on Butaritari are sparse, although 

Kanoa (1866) mentions a "great epidemic" which left at the very least 85 dead on 

Butaritari. The form of the epidemic is difficult to ascertain; it is quite possible this was 

influenza. In September 1896 Rev. Walkup reached Butaritari and reported five cases of 

smallpox to Bingham (Walkup 1896).62 In 1890 there was a large number of deaths 

associated with measles and dysentery in the Gilberts; the outbreak being centered on 

Abaiang to the south of Butaritari. It was estimated over a thousand people died in the 

wake of this epidemic, a ''few'' of which were on Butaritari ahe Friend, May 1891). 

Lambert (1934) noted dysentery to be endemic, but not common in epidemic form. In the 

January 1893 issue of The Friend, Rev. Rand noted there was "lots" of chickenpox on 

Makin, which was "keeping people home." Bacillary dysentery was apparently introduced 

and reintroduced through contact with sailing ships last century and is still common 

today. In 1912 a dengue epidemic hit the Gilberts, including Butaritari; there is no 

available note of any deaths on Butaritari. 

Although the vital registration death records are sparse for Butaritari, they provide 

some evidence for occasional outbreaks of mortality associated with acute contagious 

disease this century. For example, in the years 1938 to 1960 -- which have the best 

records -- there was a massive outbreak of influenza deaths among the very young and 

old in August 1944 and again in October-November 1950; 31 deaths to whooping cough 

in late 1949 (all children under 5 years); and a toll of young deaths in 1936 and 1958 from 

- 62Smallpox vaccinations were given on a large scale in 1934. 



114 

the onslaught and after-effects of measles. Historical medical statistics for the country as 

a whole since 1960 indicate epidemics of baCillary dysentery in the mid and late 1960s, 

common periodic epidemics of influenza in all decades and a dramatic epidemic of 

whooping cough in 1949 and 1963. (There was also a significant outbreak in whooping 

cough in 1990.) Measles outbreaks occur commonly, with the last big outbreak in 1985. 

Infant vaccination programs are now carried out aggressively through-out Kiribati. 

Government statistics reckon for Butaritari in 1990 an 80-90% coverage in infants for 

immunization with OPT, 80% coverage with BCG, 85% for polio, 60% for measles, and 

46% with at least one Hepatitis B vaccination (Ministry of Health Statistics). Although 

follow-up can be difficult, mothers are very active in attending the child welfare clinics in 

their village in order to get shots for their children. One of the biggest problems can be 

irregular supply and ill-storage of vaccines.53 Despite this, in 1990 the clinic staff on 

Butaritari island gave some 22,000 vaccinations. With an estimated pool of infants of 

around 2,600 this gives an average of about six shots per child out of a possible array 

of thirteen {BCG, OPT 1-4, Polio 1-4, measles, HB 1-3).64 

Two of the introduced diseases with the greatest historical health impact are 

tuberculosis and leprosy. Leprosy was present in the Gilberts by the time of Dr S. 

Lambert's expedition, the doctor noting the existence of 28 confirmed cases, and a leper 

63For example, in mid 1991 there was no Hepatitis B vaccine available anywhere in 
the country. 

64A recent WHO report (43, 1990) shows a complete absence of polio, with an 
estimated polio immunization rate of 62% for the country. The crippling effects of polio 
can be seen in BlJtaritari in some teenagers and adults, but seems to never have been 
a significant mortality risk on the island. 
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colony had been established for some time. The disease was probably introduced by 

returning laborers between 1850 and 1900, by which time disease was present in Nauru, 

probably following contact with Chinese laborers (Montgomerie 1988, Cantlie 1897, Lonie 

1959). 

Leprosy, unlike in most other parts of the world, was never a disease which 

inspired any particular stigma in Gilbertese society. This made Colonial attempts to isolate 

lepers somewhat difficult. Initially all identified leprosy patients were sent to a station at 

Betio on Tarawa. With many families living nearby this did not prove particularly 

successful from a medical point of view. Neighbors would often entertain the patients and 

clinic staff would spend much of their time out searching the community for missing in

patients (Franklin 1965). The station was shifted to the isolated Tarawa islet of Naa in 

1918. By World War Two most cases had been shipped to Fiji to the regional leper colony 

under the auspices of the Western High Commission. The flow of patients to Fiji was 

reversed by 1954, and by that time most patients were being sent to a new colony on 

Tarawa. By 1959 all cases were being served in the Tungaru Central Hospital and the 

leper colony was in disuse. 

Leprosy is still endemic in Kiribati. The latest Central Hospital records show 27 or 

more new cases identified in the country in 1990. There are no current cases of leprosy 

being treated on Butaritari, although some Butaritari locals are being treated in Tarawa. 

Tuberculosis has been historically one of the biggest single killers of native 

population in Kiribati and in the wider island Pacific as well (Lambert 1928). Catala (1957) 

noted in 1951 that a third of all deaths in the Gilberts were solely attributable to 

tuberculosis. Tuberculosis appears to have been imported from the Ocean Island 
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(Banaba) phosphate mines, where Gilbertese workers came into contact with immigrant 

Chinese laborers. S. Lambert writes: 

Murray Young's observations on tuberculosis in his 1925-1926 medical and 
sanitary report for these groups show the most striking and illuminating 
figures which my survey of 1924 corroborates. Tuberculous meningitis and 
peritonitis are occasionally seen in children and adults. Bone and joint 
disease are not uncommon. Tuberculous cervical adenitis is almost 
universal in the Gilbert and Ellice Islands. Many thousands of radical 
operations have been done. Unless these are done very early the results 
are hopeless. This is evidenced by the fact that in spite of the many 
thousands operated on, it is almost impossible to find a child with scars 
of the neck indicating an extensive operation. Tuberculosis is the cause of 
30% of the deaths in this group. The following table illustrates the average 
condition in these groups . 

... Medical Examination of Children on Tarawa 

Group 

Examined (1 to 16 years of age) 
Requiring operation 
.... on adenoids and tonsils 
.... on diseased glands 
.... on both 
Not requiring operation 

Number 

565 
543 
502 
458 
442 
16 

Percentages 

100.0 
96.1 
88.8 
81.8 
70.0 
2.8 

Young's experience is (sic) conservative treatment is more than useless, 
as the delay always allows time for the disease to spread. He concludes 
that most of the tuberculous infections in these groups come from 
enlarged tonsils and adenoids and that the only hope lies in the wholesale 
removal of enlarged tonsils, adenoids, and, where needed, glands. He 
intends to carry out these measures on a grand scale ..... There is no other 
group in the Pacific with a tuberculosis situation remotely resembling this. 
It may be shown that diet deficiency is an important factor in Gilbert and 
Ellice tuberculosis (1928:371). 

Young did carry out his plan, and conducted thousands of such operations in the Colony, 

including many on Butaritari in 1926. 

Historically, tuberculosis has been less prevalent on Butaritari than other islands 

in the group. Of the 423 cases reported in the Colony between 1936 and 1963, only nine 
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were reported in patients from Butaritari. It is possible this lower rate may be derived from 

a better diet in the resource-richer north, where improved nutrition reduced predisposition 

for the contraction of tuberculosis. The disease is still endemic, although the introduction 

of a control program in 1968 has reduced incidence rates, with some 70 new cases 

identified in Kiribati in 1990. In 1990 there were five active cases of tuberculosis in 

Butaritari village being treated on an out-patient basis. Advanced cases are sent to 

Tarawa for treatment. 

Yaws was noted by S. Lambert in 1924 to be "almost universal" in both adults and 

children; the affliction was not present prior to its introduction from Samoa in 1864 

(Lambert 1928). By the 1920s coiony medical staff were using arsenic compounds to treat 

the disease and this proved fairly successful. A colony-wide campaign began in 1958, and 

subsequently the disease has been virtually eradicated. 

Sanitary conditions provide a significant source of health risk in Kiribati, particularly 

in overcrowded South Tarawa villages. On Butaritari very few houses have cess-pit tOilets, 

and most families use the beach for defecation. In Colonial times over-sea outhouses 

were constructed, and laws were instigated for their use; now, at least on Butaritari, no 

more exist. The water supply on Butaritari contains a high fecal coliform content in most 

wells (UN hydrologist, pers. comm.). A few years ago two Peace Corps Volunteers found 

that cess-pit latrines were severely contaminating well water in Butaritari village, and it 

seems the problem still exists. Most locals choose to drink rain water if it is available, but 

most households do not boil or otherwise treat water. Well water is used in all food 

preparation, utensil cleaning, and fresh water washing. Diarrhea is a very common 

complaint in Butaritari, and is often the result of giardia, trichuris, and dysenteric infection. _ 
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Approximately 20 to 40 cases of dysentery are seen at the Butaritari clinic each month. 

A severe cholera outbreak occurred in Kiribati in 1978; most cases were confined 

to Taiawa Atoll, which was kept strategically quarantined at the peak of the outbreak. 

Recently a spate of cholera cases in Tuvaiu and Chuuk has prompted WHO staff in 

Kiribati and visiting consultants to take sanitary steps to prevent another outbreak in 

Kiribati. The main cause of cholera contagion was infected shellfish in Tarawa lagoon. 

Influenza continues to be a severe health problem in Butaritari, affecting a wide 

age-range but with deaths attributed to influenza and bronchial complications generally 

confined to the very young and the very old. In one month alone in early 1990 the 

Butaritari clinic saw 244 cases of influenza, which accounts for approximately 35% of the 

population served by the clinic. Many of the influenza cases seen in 1990 were 

complicated with pneumonia and bronchitis, and several young children died as a result. 

Probably the disease with the greatest "hidden" health impact in Kiribati today is 

HepatitiS B (and possibly non A-non B, or C[?) forms}. There are no official statistics 

available on the level of serum hepatic infection, but some hospital staff have ventured 

a rough estimate of between 40 and 80% of the total population of Kiribati being Hepatitis 

B positive, with a significant proportion of transmissions occurring perinatally. In fact, 

infection rates (whether chronic or transient) are so high on Tarawa that it has become 

increasingly difficult for the hospital to obtain uninfected blood for transfusion uses. 

Needle reuse was very common until recently, and this may explain how the disease 

spread so quickly and widely in Kiribati. In association with medical staff fears about HIV 
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infection, clean needles are now consistently used for each injection.65 

Alcohol is a significant cause of health problems in Kiribati among adult males. On 

some islands alcohol consumption has been significantly curtailed by the elders, although 

this is not the case on Butaritari. Many Butaritari men imbibe kaokioki, the sour fermented 

coconut toddy, and often drink to excess. Alcohol consumption exacerbates the risk of 

traumatic injury and sudden death (falls, fights, drowning, motor-cycle accidents and so 

on), as well as increasing risk for alcoholism and other alcohol associated disease (such 

as cirrhosis). 

"Western" diseases are also beginning to affect the health status of I-Kiribati. Adult-

onset diabetes and associated hypertension have emerged in recent years as a 

significant health problem, the rise in which seems associated with an elevation in dietary 

sodium content, particularly in urban areas (Lewis 1981). In 1990 there were 

apprOXimately 31 ongoing cases of hypertension and 17 cases of diabetes on the clinic 

books in Butaritari village. 

Smoking prevalence is very high in Kiribati today. In rural sectors, estimates of 

smoking prevalence are 84% for males and 66% fOi females (Tuomihehto et al. 1986). 

However, this does not translate into a significant risk of developing life or health 

threatening cancer for most smokers. Smoking levels tend to be low, with maybe one or 

two pandanus cigarettes smoked over the course of the day. Furthermore, the life 

expectancy in Kiribati is still low enough that most people die well before ages at which 

65Unfortunately, even though clean needles are used for every shot, needle disposal 
is less than optimal. Children will pick them off the ground and play with them. 
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cancers of the mouth and lung or cardio-pulmonary diseases typically manifest.66 

Although there are no official statistics on smoking associated cancers (lung, oral), the 

expatriate dentist in Tawara notes that in several years of work he has seen only three 

or four cases of oral cancer in many thousands of patients. 

The main killers in Butaritari today are not, however, the so called "diseases of 

development," such as late onset cancer. Most deaths are the result of acute contagious 

disease and malnutrition-associated conditions.67 In Butaritari village in 1990 the 

commonest recorded causes of deaths for infants and young children were meningitis, 

febrile convulsion, malnutrition (and severe dehydration), and pneumonia and/or 

bronchitis. For teenagers, the commonest cause of death listed was hepatic 

complications. Among male adults, cirrhosis is a frequently reported cause of death, and 

among women conditions associated with "pelvic bleeding" figure highly.68 Few deaths 

due to advanced age are reported, although cardio-vascular disease is occasionally 

mentioned. Amongst the aged, tuberculosis is a commonly listed cause of death. 

Influenza is a significant cause of mortality for both the very young and the very old. At 

all ages, burns, motor-cycle accidents, drowning, falls, and suicide are cited as causes 

66Currently, life expectancy at birth for the whole country is around 55.6 years for 
women and 50.6 years for men at birth. 

67Taylor et al. (1989: Table 5) compare cause of death for Pacific Island countries and 
demonstrate that Kiribati has the highest mortality rate from infectious disease (as 
opposed to non-infectious disease) in Polynesia-Micronesia. 

6Brhe high levels of cirrhosis associated deaths in males is linked to the frequent and 
heavy consumption of alcohol, particularly kaokioki, or sour coconut toddy, along with 
cirrhosis resulting from hepatiC complications from serum hepatitis infection. 
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of death.69 

In summary, in precontact Butaritari it appears that health was very good. Aside 

from specific vitamin deficiencies nutrition was adequate, and food supply good. It 

appears that many locals tended to obesity, simply from an excess of toddy derived 

carbohydrates in the diet, and a (retained) tendency to eat large amounts of food. 

Parasitic disease was common, and for this reason, along with iron poor soils, anaemia 

must have been very common. The "epidemiological transition" is beginning in Butaritari -

- with the increase of "modern" disease -- but the main impact on morbidity and mortality 

is still exerted by infectious and endemic diseases. 

Sexually Transmitted Disease: 

Due to the importance of sexually-transmitted disease to the topic of this thesis, 

the evidence is here separated out from discussion of diseases on Butaritari and 

described in greater detail. it seems that sexually transmitted disease was not present in 

the Gilberts prior to the arrival of Europeans. Since that time sexually transmitted disease 

has been present, but only very occasionally, and at levels far below that estimated for 

many other Pacific island populations (e.g., Pirie 1972, Underwood 1973). 

Captain Davis, who visited on the Royalist in 1892, recounts his part in bringing 

a single case of venereal disease (probably gonorrhea) to Butaritari when he assisted in 

repatriating ten natives from Mili in the Marshall Islands: 

... this disease being almost unknown in the Gilbert Group ... I impressed 

691 have resisted including statistics on cause of death because I believe, although 
indicative, they are generally very inaccurate. 



on [the king) this man should be carefully watched, and if necessary 
isolated to prevent such a direful calamity as the spreading of this disease 
in the Islands of the Gilbert Group. I also asked some of the traders to see 
he carried out my instructions in this matter, as the king seemed unable 
to realize the seriousness of my remark (Davis, journal, July 1892). 

122 

Finsch (1884:7) notes that syphilis was present in the Gilberts at the end of the 

1870s.10 Since that time, it appears to have been present only at minor levels in 

Butaritari, limited to probably only a few cases in the last century.71 Most importantly, 

and more reliably, S.Lambert surveyed for syphilis on the basis of penile chancres and 

found no sign of the disease in 1924 (Lambert 1924, 1928). B. Lambert (n.d.:Table 4) 

notes two sisters in the middle of this century living in Butaritari suffering from tertiary 

syphilis who were unable to secure husbands because of their affliction. 

This apparent absence or low infection rate of syphilis is typical of Pacific Island 

populations, which historically have not suffered severely from syphilitic infection (Pirie 

1972). Butaritari lies within the "yaws zone," with sufficient rainfall to provide an attractive 

environment for the maintenance of the disease. Yaws has been cited by several 

researchers as the cause of widespread resistance to syphilis in the Pacific Region (e.g., 

op. cit.). POSSibly, this was also the case in Butaritari, although it is notable that the first 

whalers (and harbingers of syphilitic infection) arrived in the region before the estimated 

date of first introduction of yaws. 

Gonorrhea was introduced to Butaritari by whalers and traders. Grimble (1989: 138) 

70rhis could possibly be yaws, as the symptoms can be very similar to an observer. 
Yaws would have been present since at least 1864. 

71 Coulter, a doctor who visited several of the Gilbert Islands in 1835, noted the 
presence of venereal disease (following Lambert's interpretation 1975), which he found 
to be fairly common on Kuria, and "of which they complained bitterly" (Coulter 18471:232). 
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mentions a post-contact local cure for gonorrhea, which includes Stockholm tar as an 

ingredient -- which was a European treatment for the disease up till the early twentieth 

century. Gonorrhea appears to have been very uncommon in the last few decades. 

Recently, the disease has shown an upsurge in prevalence among younger people on 

Tawara Atoll, with a total of 108 male and 43 female cases diagnosed in the country in 

1990, mostly confined to Betio islet (Tungaru Central Hospital Medical Statistic Unit 1991). 

This was an effective doubling of cases over the previous year. There were two cases 

recorded in Butaritari in 1988 (in a couple over age 35) but none others have been 

identified in the last several years. Earlier in the century, S. Lambert (1928:368) noted that 

gonorrhea was "not uncommon" in the Gilberts, but he notes, interestingly, that it was a 

"mild disease, which is said to produce no stricture in the male nor salpingitis in the 

female." Few cases would have been either identified or treated in the Gilberts before the 

introduction of antibiotics at the close of World War Two, and given that the disease 

usually only has notable (and painful) effects in males, many affected women probably 

were never diagnosed or treated even if men were. 

In recent years, the movement of seamen overseas has created opportunities for 

the repeated introduction of sexually transmitted diseases to the home island population. 

Another pool of possible vectors for the repeated introduction of sexually transmitted 

diseases are visiting I-Matang (European) men. The whalers who docked at Butaritari 

between 1840 and 1870 are the most likely candidates for the initial introduction of sexual 

transmitted disease. These men had sexual contact with local nikiranroro, who are a 

limited pool of women, but a pool shared by all the men on the island seel<ing non-marital 

relations. Those known to have had affairs with local women in the last fe~_ decades 
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(evidenced by subsequent recorded non-marital births) include Peace Corp Volunteers, 

Colonial administrators, and doctors. None of these constitute high risk occupational 

categories for sexual transmitted disease, and all had access to reasonable medical 

services. Also, these sexual contacts between Butaritari women and I-Matang men have 

been very limited, both in extent and by the size of the pool of available sex partners for 

casualliaisons.72 

The dynamics of sexual activity outside marriage, centered with the finite number 

of nikiranroro (unmarried, non-virgin women) in each village, makes them the prime focal 

point where sexually transmitted disease could have passed to married (faithful) women: 

so, the mechanisms existed for the dispersal of sexually transmitted disease through the 

village to a reasonable proportion of couples. However, this spread seems to have never 

eventuated even though having a shared finite pool of casual sex partners would increase 

rather than decrease transmission risk.73 

A HISTORY OF FAMILY PLANNING ON BUTARITARI 

Methods for the overt manipulation of pregnancy occurrence and birth outcomes 

have been available on Butaritari -- and throughout the Gilbert chain -- since precontact 

7~he style and frequency of sexual relationships with I-Matang is discussed in Ch. 7. 

73At the time of my arrival in Kiribati in mid 1990 there had been no identified cases 
of HIV infection or of its sequel, AIDS. The Ministry of Health and Family Planning was 
already at that time running workshops for medical staff and creating a degree of public 
awareness about the disease. In mid 1991 a first case of AIDS was identified, which had 
been contracted overseas. The afflicted individual was evacuated to New Zealand for 
care, and has since died. As yet, AIDS and HIV infection do not appear to be an 
immediate health threat in Kiribati, even though no systematic testing for HIV infection is 
undertaken at present. 
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times. Infanticide was practiced in the chain, at least on some of the atolls, in precontact 

times but disappeared rapidly with the arrival of missionaries and the first Colonial 

administrators -- both groups being determined in their "moral duty" to stamp out the 

practice. 

Bingham, the first missionary to work in the chain, found infanticide common on 

the island of Abaiang where his mission was based (Bingham 1860:131-2). Finsch (1893) 

gives a comment of negative evidence of infanticide in the chain. Alternatively, Turner 

(1884), who was present only a few years earlier, mentions that infanticide was practiced. 

Captain Davis reported in 1892 that "[t]he standard of morality of the islanders is 

decidedly high. Polygamy and infanticide are almost extinct" (1896:51). The evidence for 

the practice of infanticide in Butaritari is not clear. Butaritari and Makin operated at a 

degree of social isolation at the time of the arrival of I-Matang in the 1800s, and it is 

impossible to imply that even if the practice took place in the center of the chain that it 

also occurred in the north. 

Abortion, by traditional means, has been noted to have occurred in the Gilbert 

chain, including Butaritari, all the way through the historic period and still occurs 

occasionally today. Wilkes makes the following statement: 

A woman has seldom more than two, and never more than three children. 
After the birth of the third, they consider it necessary to prevent the 
increase of their families, and resort to the most unnatural means, the 
systematic abortion. So as soon as the woman believes herself to be 
enceinte for the third or fourth time she determines the offspring will not 
survive, and calls for the aid of an experienced midwife to destroy it, who 
effects the purpose by external pressure on the abdomen and back, and 
although not unattended with much pain and difficulty to the mother, the 
operation rarely proves fatal. [Abortion is] ... looked upon without any sort 
of horror or shame, being considered as a necessary and proper means 
to prevent their families from becoming so large as to be a burden to 



them, and not because the island might become overpopulated, for this 
latter idea does nct seem to have occurred to them .... 

The practice of destroying the foetus is universal among the 
unmarried females, but children are never destroyed after birth. According 
to Wood. this custom does not prevail at Makin [emphasis added] 
(1845:102-103). 
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Wood's comment, as relayed by Wilkes, is very interesting. Although Wood claims 

abortion (?) was not practiced in Makin while he was there, the practice certainly has 

either developed or expanded in the interim. This is likely to have been one response to 

changing economic, legal and social conditions. It is quite possible that abortion practices 

were reintroduced to Butaritari, or "reinvented," from the south after the time Wood was 

on the island,14 

Aptecar (1931) and Finsch (1893:31) concur with Wilkes that younger single 

women were those who most commonly used abortion. Thomson (1908) states that 

women with two or more children limited further births by means of abortion. The 

methods employed historically are similar to those employed in private today. S. Lambert 

(1924:8) stated: 

One hears much about abortion in the Gilberts where it is said to be 
produced largely by "rubbing out" in the early months. This is a process 
of kneading the abdomen from above down into the abdomen. Women 
rarely die from this common practice. 

Finsch (1893:31) refers to massage pressure abortion in the Gilberts, which, he agreed, 

" ... seldom has evil consequences." Grimble (1930) described abortion techniques 

involving " ... repeatedly lifting the patient and allowing her to fall in a sitting position on the 

740n Tamana, Thomson (1908) reported that four to five children was a maximum, and 
"any above that number were not allowed to come to maturity. Ali the women practice 
abortion because they are so prolific." 
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ground. The foetus is killed and the process of abortion accelerated by violent external 

massage." Thomson (1908:211, 224) mentions other specific methods of promoting 

abortion, including winding a cord tightly around the body to force the fetus downwards, 

and pounding the abdomen with a billet of wood or stones. He notes " ... this [was] not 

fatal to the mother." As late as 1961 Dr Franklin noted that " .. .induced abortion, by 

vigorous abdominal massage and other means, is still common" (Franklin 1965:16).75 

B. Lambert mentions one Makin woman aborting several extra-marital pregnancies. He 

notes, "abortions are usually produced by pushing a plaiting board against the belly. 

Another method is to make a hot fire of pandanus sections and cover it with stones. A 

perforated half coconut shell is placed over an opening in the stones and the flJll heat of 

the fire directed at the vagina.'; (n.d.:note 4, Table 11, see also Lambert 1975:231). 

Colonial laws made both infanticide and abortion illegal from the early days of 

British government. Today the penal code makes abortion illegal; maximum penalties are 

life-imprisonment for procuring an abortion, up to 5 years in jail for assisting in an 

abortion by supplying equipment, and 10 years for assisting in the use of any method. 

It has always been, however, extremely difficult to !egally prove abortion (Maude 

1938:4). In time spent looking through old High Court transcripts I located only one 

instance of a case coming to trial. The case took place in 1966, and the participants were 

75At some stage in the last century the use of herbal drinks to force or assist an 
abortion has become more prevalent. Devereux (1955) mentions that the use of "sterilizing 
drugs" in Ponape late last and early this century were said there to have been a recent 
import from the Gilberts. I heard several accounts of herbal drinks used to assist a 
manipulation abortion during my time on Butaritari. 
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Tuvaluan.76 As far as I could ascertain, there have been no successful prosecutions 

under the abortion laws in the Gilberts. At present most women are unaware that abortion 

is illegal in Kiribati, although most know that the practice goes against ''the Catholic rule." 

Abortions which take place today are done in relative secrecy using traditional 

techniques, either by the woman herself or with the assistant of a knowledgeable close 

friend or female relative. They do not occur commonly and are limited to nikiranroro 

pregnancies. I have found no evidence of married women seeking or having abortions 

specifically for pregnancy limitation in this century. 

McCreary and Boardman (1968) mention "uterine retroversion" in use as a 

contraceptive practice at that time, and the method is still occasionally in use on Butaritari 

-- as is "cervical realignment" for the same purpose.n Although the actual pregnancy 

limiting effect these methods provide is difficult to asseGS, women who use these methods 

claim to be pleased with the results. 

The government family planning campaign began in earnest in 1968, with the 

Lippes loop intra-uterine device being the method most aggressively encouraged. By 

1972 Pitchford reported that one third of all married Gilbertese women age 15 to 44 were 

using some clinic based contraceptive (Lippes loop, oral contraceptives, or depo 

761n this case the defendant was found guilty and placed in jail in Tarawa for six 
months, although the only reason the case ever reached court was because the woman 
who had aborted brought charges against the woman who had helped her procure the 
abortion, as she had changed her mind during the course of treatment, which had taken 
several weeks to complete and the abortion had eventuated spontaneously after the 
woman had decided not to continue the treatment. 

nl was fortunate enough to be taught some of these techniques by a local expert, and 
they are described in more detail in Ch. 7. 
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provera). A vasectomy service was instituted on a small scale shortly thereafter, but has 

never been very popular. Initially family planning was administered on Butaritari once or 

twice a year by a nurse travelling from Tarawa (Lambert 1975:238), so was not available 

continuously. All family planning methods are now dispensed on a permanent basis from 

village clinics. 

Currently in Kiribati, family planning acceptance is lower than in the first years 

following the introduction of government programs. Acceptance reached a peak at about 

the time of Pitchford's (1972) survey, and now stands at about 25% of the married female 

population of Kiribati age 15-44 (including "natural" method users) (Ministry of Health and 

Family Planning Statistics 1990). Method acceptance is much higher on the predominantly 

Protestant, and drier, islands in the south of the chain, and lower in the atolls north of 

Tarawa, which are predominantly Catholic. Butaritari falls below national average for 

proportions of married women accepting any clinic method. 

As of the end of 1988 there were 3740 recorded family planning users of all 

methods in the country, including those currently vasertomized. The Catholic "natural 

family planning" (Billing's method) was introduced shortly after the government programs, 

and classes are held every few years in the village maneaba by Kiribati speaking nuns. 

Family planning method availability and use is described in greater detail in Appendix 5. 
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Year Butaritari Butaritari Reference 
and Makin 

1841 5000 Hale (1846) 
1852 1500 2000 Gulick (1862) 
1861 1500 2000 Randell (1861) 
1866 2500+ Kanoa (1866) 
1869 2500 Pogue (1870) 
1871 2000 The Friend (Apr. 1871) 
1874 1500 Dupuis(1874} 
1879 2500 3000 Finsch (1884) 
1879 2000 Finsch (1893), revision 
1881 2500 Maxwell (1881) 
1884 2200 Moore (1884) 
1886 3000 Rooke (1886) 
1889 2000 Stevenson (1905) 
1892 2000 2300 Davis (1896) 
1895 1773 Swayne (1895) 
1901 1712 Tupper (1901) 
1903 2000 2300 Catholic Church Records 
1905 1349 1945 Sabatier (1939) 
1909 1124 1638 Mahaffay (1909) 
1910 1366 1949 Maude (1931) 
1911 1328 1933 Sabatier (1939) 
1919 1354 1950 Sabatier (1939) 
1922 1399 1945 Island Reports (1922) 
1931 1673 2397 Census 1931 
1933 1690 2520 GEIC Blue Books 
1934 1469 2246 Sabatier (1939) 
1936 1648 2402 GEIC Blue Books 
1937 1742 2489 Sabatier (1939) 
1946 1822 2728 Cowell (1946) 
1947 1824 2793 Census 1947 
1950 1510 2418 Catala (1957) 
1958 2116 3246 Doran (1960) 
1963 2611 3903 Census 1963 
1968 2714 4101 Census 1968 
1973 2971 4416 Census 1973 
1978 3149 4568 Census 1978 
1985 3622 5399 Census 1985 
1990 3483 Clinic Records 
1990 3738 5548 Census 1990 

Table_ 1: Population estimates for Butaritari and Makin 
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Chapter Six 

DATA COLLECTION PROCEDURES AND FIELD RELATIONS 

FIELD RELATIONS 

During the time of data collection on Butaritari I was resident in Butaritari village. 

For most of the field season I lived with a local family, spending the last part of my stay 

in a separate house near the same family. Over the course of my time in Butaritari I forged 

several strong relationships with married or widowed women in the village and the 

majority of my intimate social interactions were with these women. Other close informal 

relationships were developed with thE': women living in the households closest to my own, 

and included several unmarried women with children (nikiranroro)?8 These women, who 

control their own time and activities to a much greater degree than married women can, 

were the most prevalent casual callers to my house during my stay. This meant 

proportionately less time was spent in informal interaction with unmarried younger 

(virginal) women and with men of all ages. 

I found this stronger alliance with the married women had some logistical 

disadvantages in terms of (male-dominated) village level politics, but ultimately this 

association provided greater and improved access to a greater range of women in the 

village. There was some strain in field relations with some of the men in the village as a 

result of my decision to align myself directly and firmly with the women. Some hostility 

grew from my resistance to spend my social time in houses sitting in more formal 

78 A definition of this term is provided in the glossary; an analysis of this role is 
provided in Ch. 7. 
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arrangement with the men in one of the house platforms, rather angling to spend most 

of my time with the women and children in the more informal setting of the cooking area. 

After an initial visit to the houses where I socialized, when I would specifically interact with 

the men in the household, I would subsequently retreat to be with the women on 

following visits. Once I lived away from a local family I was also able to have women 

regularly and comfortably visit me at home, and this was the setting of some 

spontaneous, more intimate personal discussions, and the more open group discussions. 

My relations with the women were both open and warm. I found the women 

extremely receptive to my plans and questions from my first arrival on the island. The 

women were very pleased to have an outsider operating on the island who was more 

interested in the women than the men. They were even more pleased if interviews 

included discussion of their children, as I was repeatedly told that this is where they were 

most interested in having a voice to outsiders. At the outset of the field season I was 

open in telling people the aims of my research in Butaritari whenever an opportunity 

arose, but I did not declare this at a public function in the maneaba, where the men 

control the proceedings. Rather, I approached each woman initially in her own home. 

Most women, however, were already aware of my presence at the village. During the first 

eight weeks of fieldwork I made myself very visible at the village clinic, which is visited 

more often by women and children than by men. During this time I "odd-jobbed," helping 

put on dressings, update records, reading and interpreting bottle labels, weighing 

pregnant women, and so on. I also participated at a nominal level at all the Child Welfare 

Clinics in each of the surrounding villages, most often charged with weighing children and 

recording weights while the nurse aides gave immunizations. This association with the 
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clinic in the initial stages of fieldwork helped to develop a positive image with local 

women, and gave them some general outline for the reasons for my presence on the 

island. It also had the advantage of making me more visible to the women in the village 

than to the men, hence opportunities to develop a closer association with the women's 

than men's community. 

I believe the women enjoyed all the interviews. Formal interviews most usually took 

place in household activity areas, so the women could continue weaving or doing other 

work while we spoke. Often women chose to take the opportunity for a break from work 

and to treat it as a social exercise in itself, at which times there would usually be more 

general discussions about other topics as well as those covered in the interviews. 

During the course of research I had two separate assistants working with me.79 

My primary assistant was a fortuitous choice, a local school teacher who was well liked 

in the village and who was on maternity leave from teaching for most of my stay. Her 

husband had died shortly before, and her social profile among the women was very 

positive and she was considered to be very discrete and trustworthy. She is also Catholic, 

which proved at some levels to be an advantage, and operating as household head for 

most of the duration of my stay she was able to organize her time and movements to suit 

interviewing. While she was teaching and unable to work with me her nephew's wife, who 

was also living in the same household, would substitute. So, I was blessed with two 

extremely competent field assistants, and I was able to develop and sustain a close 

personal and effective working relationship with both of them. This proved important at 

- 7~hese field assistants were paid, informants were not. 
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the "political" level because it became evident after several months in the village that my 

social identity had become strongly linked to my primary assistant. I shifted from being 

referred to as "the I-Matang" to "her friend" at a general level around the village. And, to 

my advantage, whenever questions or problems arose in the course of fieldwork women 

could approach me through Kaneakia, rather than through the male head of the 

household in which I lived. This made it easier to both identify and solve problems, 

without having to operate through any male interpretation or control of the situation. In 

fact, almost all problematic situations which developed in the course of fieldwork were the 

result of this system breaking down when men became involved in communication 

between the women and myself. 

Within a short time of my arrival I found the women were happy to take me into 

their confidence. I often had women call on me for specific advice (such as how to use 

a family planning method) and to take advantage of the pregnancy tests I had with me. 

I believe much of the support I received from the women was linked to my early and 

repeated messages that I wanted to be linked with the women's rather than men's 

community in the village. Many of them had never had contact with an I-Matang woman, 

especially one who was not operating in social alignment with the men in the village, and 

this, I believe, made my position novel, delightful, and special to them. 

FIELD DATA SET COLLECTION PROCEDURES 

The Full Island Census: 

Between November 17 and 21, 1990 a field census was taken for Butaritari island. 

The. fqrmat for the census was to count all residents at the time including established 
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household members who were temporarily absent from the island, but excluding 

temporary visitors to the island, in household assessments. This was done because the 

National Census had been taken only ten days prior, and could be expected to provide 

a reasonably accurate de facto head count.80 People were well disposed to the field 

census, which was conducted by women from each village rather than by outsiders. 

Enumeration accuracy in the field census was enhanced by heavy rainfall over all three 

days which meant that very few people were absent from houses when the enumerators 

called. In all, coverage was seemingly virtually complete and therefore the census is, I 

believe, adequately reliable. 

The field census enumerators were all mature women (married, and over twenty-

three years of age), one from each of the twelve administrative village-wards on Butaritari 

island.B1 The women in each ward were given the responsibility for selecting the 

enumerator, and each group of women devised their own procedures for doing this -

some voting, others running a raffle system for the job.B2 As employment opportunities 

for women are very limited on Butaritari, and as the work was well paid, short term, and 

took place in the home village, the positions were considered very desirable. Allowing 

each ward to select its own representative created some logistical problems, but 

80 Although I now have minor reservations about National Census accuracy, given that 
I fail to show up in cumulative statistics for the island (being distinctive in being the only 
non-Pacific islander present on Census Day). 

B1Due to e\ccess problems I did not survey the isolated islet of Bikati, relying instead 
on National C,'3nsus counts for this pocket of families. 

B~he island authorities gave me no leeway in this once I stood strong in my 
determination ttl hire only women for the positions. Despite my initial reservations about 
this it later became evident it was an excellent idea, but not in the manner foreseen. 
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ultimately enforced tho idea of representation rather than favoritism in obtaining 

enumerators, and this increased cooperation at the village level. 

After all the enumerators had been selected we met for a workshop and the 

census procedures were discussed. Together we determined the most appropriate ways 

to define households and to pose census questions to seek the specific desired 

information.B3 During the census week I visited each of the women in their wards to 

check on their activities, and every one of them was doing a careful, consistent job, which 

they also all appeared to enjoy greatly. The structured data categories collected in the 

census are outlined in Appendix 2. For most villages, I later visited the maneaba with the 

enumerator in that village at my side, to thank eveiyone for their cooperation. This was 

often at a function centered on my visit. At this time I would make a cash contribution to 

the village, which is a standard part of the format of such proceedings in any case. 

Reproductive History Interviews: 

The reproductive history interviews were conducted in the vernacular with an 

assistant always present.54 An outline of the semi-structured interview format employed 

is given in Appendix 3. Over a period of several months we visited every house in 

Butaritari village and interviewed each woman age fifteen or older. Generally the interviews 

B3Each woman had a very definite idea at the outset how many households were in 
each village, and could name the heads of each of them. 

B4From around the third month of fieldwork, which was when these interviews were 
begun, I was becoming comfortable in conversational Gilbertese and could effectively 
interview. In all formal interviewing, however, ! had the a field assistant present -- not only 
to help with any unfamiliar responses but also for the social "validity" it afforded. 
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would each take 30 to 120 minutes, and I would ask the questions and the assistant 

would help in interpreting any unfamiliar responses. All responses were recorded on 

cards, and later entered on a data-base program (DBase 3+) after cross-checking of 

ages and dates with vital registration records had been done. 

The circumstances of interviews varied. Sometimes we would speak with a woman 

alone, other times with a group of women sitting together, and sometimes with husbands 

present as well. We did not actively attempt to exclude any interested parties from staying 

with or joining discussions during these first interview rounds, although sometimes 

women would take the initiative to remove older children or send unmarried men off on 

chores. Most commonly, the interviews involved only women, with husbands being 

present more rarely. In many cases the husbands would hear the first few questions and 

responses on menstruation, which were near the beginning of the interviews, and would 

fade away from the area of the interview. When husbands remained they were always very 

helpful, assisting the women in recalling ages and dates. The times at which the presence 

of husbands inhibited discussion would be in the questions concerned with previous 

marriages or partners.85 At such times I did not make any particular enquiries in this 

direction, rather waiting to supplement the information with the help of the women at other 

times when they were alone, or by making general enquiries with their neighbors and 

friends. 

The one disadvantage of reproductive history interviews is that they rely on recall 

for much of their validity. The paucity of the vital registration records made complete 

85As discussed on the section on the marriage relationship, spouses are very jealous 
of any previous partners. 
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cross-checks of all the vital event information impossible, but where this could be 

achieved for individuals I found the two to correspond exactly or very closely. Some 

sections of three of the interviews were later excluded at the analysis stage because the 

vital event dating was inconsistent in some way and could not be considered sufficiently 

accurate. The incidents which are covered in the interviews are some of the most 

significant of the women's lives, and this certainly aids their memory. The single data set 

which is, I believe, the least reliable is actual (as opposed to relative) month of birth, 

although the age of children (and thus the approximate year of birth) could be 

ascertained with some accuracy, as could the months expired between births. I was 

particularly careful to tabulate and cross check birth intervals as each interview 

progressed, checking, for example, onset of menstruation, and months till pregnant 

against current ages and reasons for and timing of weaning. At each interview we used 

the census form for that household as a double check that vital event responses were 

consistent between the two visits.56 

More Detailed, Repeat Interviewing: 

Following the conclusion of all the reproductive history interviewing I engaged in 

several months of more detailed interviewing with a sample of the women covered in the 

reproductive history interview round. Sampling was non-random. Selection was based on 

obtaining as broad a cross section by age and marital history as possible among women, 

while choosing women with whom I had developed a strong personal rapport, or who had 

strrhere was little difficulty in eliciting Gregorian dates -- the calendar having been 
used on the island since the outset of the Colonial era. 
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been most responsive and interested in the first interviews ([\j=46). This interview round 

combined semi-structured questions with some more general discussion, which would 

generally take the form of very open, loose conversation. The topi'Js covered in these 

interviews included notions of reproductive physiology, family planning beliefs and 

behaviors, sexual behavior and sexuality, marital relationships, child care and health, and 

women's health. A list of some of the questions which were explored in each interview 

can be found in Appendix 4. These interviews all took place in either the woman's or my 

own household, with only the woman, my assistant, and myself present. At opportunistic 

times I also became a participant in some very informal group discussions of these 

topics, where women would be very happy to sit around and "compare notes" with each 

other and with me. The most productive of these group discussions took place in my own 

home, which constituted "neutral ground" away from the prying ears of those in their own 

households. 

Interviews with Specialists and Participant Observation: 

The data sets outlined above were supplemented and expanded by interviews with 

particularly knowledgeable women and specialists. In the course of fieldwork I interviewed 

eight local healers and midwives, and several clinic staff about a broad range of topiCS. 

Whenever possible I participated in healing and fertility-associated events, including 

observing several ethnomedical treatments for fertility and infertility associated conditions. 

THE SPECIAL PROBLEM OF STUDYING SEXUAL BEHAVIOR 

Given the notorious diffjculty of studying human sexual behavior, it is. !mportant 
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to direct special attention to discussing how information regarding this particular focus 

of research was handled in the field. 

There are several possible ways to approach the assessment of "real" sexual 

behavior, in particular the determination of sexual frequencies and timing. These include 

direct participation, but this was not really an option in this case given my desire to 

maintain a positive relationship with the village women. Most recently, J. Wood has 

suggested the possibility of assessing coital frequency by examining women's morning 

urine for the presence of sperm fragments, and once this method is available it should 

provide important and accurate data (cited by Weiss 1989:107). This method will 

introduce the possibility for directly assessing sexual frequency. One method I considered 

was to ask a sample of women to keep "sexual diaries," but this was not received with 

much enthusiasm. In balance I found the only way to gather any data on sexual 

performance was to rely on interview self-reports. 

Interview data is not an ideal approach to examining sexual frequency and timing, 

but it was the only practical option open. As an estimation method it is indirect, and prone 

to both deliberate and unintended misreportage. However, for several reasons I believe 

that all the women I spoke with gave me the most accurate responses they could. First, 

as men are expected to always set the timing and frequency of all marital sexual 

episodes, discussing this is not a personal reflection on the woman's sexual proclivities. 

Second, I was selective in interviewing only women with whom I had developed a positive 

rapport or close association. The corner stone of successful ethnographic investigation 

of sensitive topics is trust and warmth, which I was lucky to receive from almost all of the 

women I interacted with during my stay. Third, women on Butaritari do not have forums 
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for discussing the specifics of marital sexuality, although they often speak together of sex 

at a general level. Sexual joking and humor are very common and can be fairly ribald. 

However, for many women, the interviews were one of the few chances they had ever had 

to discuss their feelings and concerns over their marital relationships and sexual lives, 

and most seized the opportunity and took it very seriously. Fourth, I feel all the women 

I spoke with were strongly in support of my research, and felt the questions needed to 

be taken seriously. Despit'e the caveat that attends any such assessment of sexual 

behavior, it is for these four reasons that I believe the women's responses were as open 

and honest as they could provide. 
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SECTION THREE 

An Ethnodemography of Fertility and Infertility on Butaritari 
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Chapter Seven 

SEXUALITY AND FERTILITY IN CULTURAL AND LIFE COURSE CONTEXT 

This chapter explores the cultural and life course dimensions of women's sexual 

and reproductive experiences in Butaritari society. Emphasis is placed on developing an 

ethnographic description which articulates with the demographic model presented in the 

next chapter. 

ADULT WOMEN'S ROLES IN BUTARITARI SOCIETY 

There are four principal socially defined categories for post-menarcheal women. 

These are te teinaine (virgin), te ainenuma (housewife), te unaine (elderly woman), and 

te nikiranroro (unmarried woman). 

Ataeinaine and Teinaine: 

Between about age three and menarche young girls are referred to as ataeinaine. 

In the years preceding puberty girls have well defined domestic responsibilities. They 

sweep the house surrounds each morning, help around the kitchen, help with laundry, 

and run errands. They are expected to do all their assigned chores and appointed tasks 

on demand. However, this is considered the best times of their lives, and they play with 

other children often and are allowed to travel about the village fairly freely and to enjoy 

the freedom from responsibility that childhood offers. 

After menarche young women are referred to as teinaine (lit. child girls) -- defined 

as u_n_married women who have not yet exceeded the normal range of age at first 
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marriage (say under 25 to 30 yoars of age). The label carries a strong presumption of 

sexual innocence. As most Butaritari women marry as virgins, most are socially defined 

as teinaine until their wedding night. These never-married women generally live in their 

natal household or that of close relatives, ~nd their behavior is strongly regulated, on the 

whole, by their kin. It is at this age that a father's and older brother's primary responsibility 

is to safeguard the woman's virginity for her husband. For male kin to "care for" a girl at 

this age is most particularly to preserve her virginity. The main role responsibilities of 

teinain~ are obedience to family, application to domestic duties, and the maintenance of 

their innocence -- all of which form a preparation for marriage. 

Unmarried post-menarcheal women shoulder a considerable burden of the 

household tasks, both because it is the time for them to learn the skills of a wife, and 

because a well controlled and hard working young woman will be more marriageable. Her 

chores are often the dullest, hardest, and most repetitive in the household, and will be 

allocated to her by more senior women. 

In the years preceding marriage most of these girls have some village 

responsibilities, particularly to village dancing troupes; these troupes, along with Church 

groups, are the primary arena of socializing at this time. Most social interaction is 

controlled, however, and teinaine are watched carefully. With increasing numbers of 

young women travelling to Tarawa to attend secondary school the degree of parental 

responsibility in these years has been diminished, but it is still clearly expressed that the 

ultimate responsibility for a daughter's behavior rests with her parents. Actual parental or 

family commitment to protecting a daughter's innocence does vary between families, 

however, and some parents afe less vigilant than others. However, the sta~~s which 
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accrues to the family and the woman herself when she marries as a virgin is still very 

significant. 

Over a few years prior to my arrival to Butaritari "island nights" had been run in the 

village, when young unmarried people would gather for dancing with only minimal adult 

supervision. However, by the time I arrived these had been outlawed by the unimane 

(senior, older men), most particularly because of the number of rather casual 

"elopements" which would ensue as young couples seized the opportunity to retire to the 

beach or the bush, and because of the outbreak of troublesome behavior in the village 

as young men would drink sour toddy. 

A majority of women, however, are married as virgins; although there may be 

some sexual experimentation in the premarital years (up to and including oral sex) it 

almost never results in any form of penetration, either manual or penile. Both parents and 

daughters understand the importance in retaining an intact hymen for the marriage night. 

Many teinaine avoid aii sexual contact prior to marriage, either by choice or because 

vigilant kin make certain absolutely no opportunity arises. 

These women have almost no access to information about sex. Conversations 

about sex are often stopped abruptly when they enter earshot, and most adults believe 

"marital" information should not be shared with young unmarried women. In interviews 

these women claimed little or no knowledge of reproductive anatomy, except for being 

able to describe a connection between intercourse and pregnancy. They were uniformly 

mama (embarrassed, shy) about discussing any such topics. This made it difficult to 

adequately ascertain the actual extent of their knowledge, as the presumption of virginity 

carries with it the need to be -- or appear to be -- ignorant of the nature or mechanics of 
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sexual rtllationships, contraceptive methods, reproductive physiology, and so on. These 

topics rarely, if ever, are discussed between these young women. The most likely source 

of any information, if it is offered, is the Church, school, or the mother's sister. 

Ainenuma: 

Ainenuma (or otaba -- housewife, or married woman) is a relative status position 

for women in Gilbertese society. A married woman has a status advantage over a never-

married woman even if she is chronologically younger -- she may be able to order about 

and allocate tasks to an older unmarried sister. Almost all Butaritari women want to marry. 

Women who do not obtain marriage partners retain low status in the household and the 

community, and are often objects of pity. Once married, the expected traits of an 

ainenuma are to be humble and housebound. The main role responsibilities of ainenuma 

are to see to the domestic functioning of the household, to see to their husband's desires 

and their children's needs. Married women should obey their husbands and always act 

with discretion and humility. 

Just before or at the time of her first marriage the woman will usually move into 

the household of her husband's family.87 Although she is expected to work hard for the 

benefit of her new family at this time, she is often given some leeway. Her first 

responsibility is to her new marital relationship, which is best expressed by becoming 

pregnant as soon as possible. In the time before her first pregnancy she holds a special 

87 As mentioned in Ch. 5, this pattern of post-nuptial patrilocality is the most common, 
although individual family circumstances may create exceptions -- including both 
matrilocality and neolocality. 
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status in the household, although little actual household power. She is often allowed, or 

encouraged, to accompany her new husband in activities, and is treated with some 

respect by her new family -- even immediately after the marriage eating with the men 

instead of the women, and hence having a first choice of the household meals. She is 

expected to always have the greatest respect for her new family, which is often measured 

in her kindness toward them, and her willingness to help her mother-in-law in the 

household. It is at this time that the importance of premarital chastity is played out. A 

woman who comes to the household as a nikiranroro (non-virgin) will not be as well 

respected or cared for as a chaste counterpart. In such cases her life can be extremely 

unpleasant, and her new family will show her little true kindness. 

In the time preceding the first birth a newlywed woman will have only limited 

interaction with her mother. At the time of the first birth this contact increases again, and 

often women will travel to their natal households for the second half of the pregnancy and 

the birth. After one or two children have been born or, if no children, after a few years of 

marriage, the couple may move to a neolocal household. In the interim they have been 

learning "how to be married," and the wife will have been further taught her responsibilities 

to her new husband by her mother-in-law. At this time the wife assumes total domestic 

responsibility for her new house, and this may mean a greater workload, but also an 

elevated social pOSition. Her relationship with her husband is now more solid. If she has 

unmarried female kin they may move in at this time to help her with the child care and 

domestic chores, an arrangement which is often considered mutually beneficial -- where 

the younger woman will be able to operate more independently of the watchful eyes of 

herR~rents and male family members. 
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In the first few yea,s of marriage, particularly when living patrilocally, the women 

are very acquiescent to their husband's desires. In fact, much of the interaction between 

a husband's mother and daughter-in-law is focused on teaching the new wife how to see 

to her son's needs and desires. Although women almost never actively disobey their 

husbands with impunity, as the woman ages she learn more tricks and become wiser in 

the ways of her husband and will be able to subtlety manipulate him. Once there are 

children a woman can argue with her husband to (overtly) protect the children's interests, 

even though her motivation to change his behavior may be more personal. For example, 

as time goes by and she has more children she may become much less tolerant about 

his ''fooling around" with other women and tell him it is time he remembered his 

responsibilities as a father and "began acting like a married man with children." 

The primary domestic duties of married women are child care, food preparation, 

gardening, food collecting,88 weaving of mats, screens, and so on for functional 

household use, and keeping the household clean. Village responsibilities tend to increase 

with age (and, in association, often the burden of domestic chores shifts to young female 

relatives and daughters), and these may include becoming more involved in such 

activities as church fund-raising and overseeing preparation for feasts. In the peak of the 

child bearing and rearing years women do not participate very much in village activities, 

but as they wean the last child and reach menopause their participation increases 

accordingly. 

88Food collection and gardening are the responsibility of both partners. However, only 
men can cut toddy, and most fishing is done by men. 
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Unaine: 

Unaine are elderly women, usually beyond at least age 45, who are or have been 

married. By the time a woman reaches unaine status much of the day-to-day responsibility 

for household tasks will have moved to younger female members of the household. 

Unaine do continue, however, to do household tasks, although heavy work (such as 

collecting firewood or coconuts, digging babai, and carrying water) is no longer part of 

the work schedule. By this stage the woman, spared of direct child care, will have much 

more time to sit, talk, and smoke with her family and neighbors, and to follow her own 

interests. It is at this age some women become rTiOre involved in employing special skills, 

such as midwifery, at the village level. 

Unaine status is not claimed definitively, but rather strategically. Unaine are often 

considered repositories of specific knowledge (such as heeling or magic) and may spend 

proportionately more time in instructional activities, passing their skills on to close 

associates or family. Unaine may move about the village more freely at their own 

discretion, and thus have more freedom to socialize widely if they so desire. 

As a woman reaches advanced old age, and is no longer as active as she was 

previously, she is fed and cared for by her children's families -- who treat her with 

considerable respect. By this time almost all her time is spent in leisure activities -- playing 

cards, smoking, talking, and interacting with grandchildren and great grandchildren. She 

assumes less day-to-day responsibility for the running of the household, which is left to 

her daughter or daughter-in-law. Her children economically support her at this life stage, 

whether by sending cash to the household or by more directly providing labor or food. 

She does, however, have a potent role in broad family decision-making, such as the 
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selection of marriage partners for younger kin. 

Nikiranroro: 

Nikiranroro women are those who operate socially and sexually outside the 

bounds of married or virgin states. The term has dual meanings in Kiribati. First, it can 

refer to women who remain never-married social virgir.s when their fellow age-cohort 

members have obtained husbands, usually by the late twenties or early thirties. In a 

second sense, nikiranroro are unmarried women who signal some form of sexual 

receptivity or activity, whether or not they actually engage in sexual acts. Nikiranroro have 

been defined in this way as "landless quasi-prostitutes" (Lewis 1981), "dishonored girls" 

(Sabatier 1971 :276), and as "unmarried or divorced ... [and] fairly free, but not 

promiscuous, with their favours" (Pitchford 1972). Onorio (1979:49) calls nikiranroro 

"single women who were not virgins and married women who were not living with their 

husbands." This second category of nikiranroro can be most simply, and accurately, 

defined as "unmarried non-virgins" -- whether currently sexually active or not. The 

following discussion focuses on nikiranroro in this sense. The special case of women who 

are socially construed virgins at advanced ages is considered later. 

Nikiranroro often live with their natal family or with relatives and have a subservient 

role in household affairs, often expected, like other unmarried women, to carry the 

heaviest burden of daily housework. Nikiranroro on the outer islands have less 

independence than those in Tarawa, where more cash employment for single women is 

available. 

Although nikiranrOio are often said to be women who follow "I-Matang custom," 
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they are not a new class of I-Kiribati women. In the early years of European contact 

nikiranroro would become the sexual partners of visiting I-Matang (European) men, such 

as traders and sailors. Gelett (1861) noted on Butaritari "companies of strolling and 

abandoned women traverse the islands, travelling from village to village for entertainment 

of lewd fellows of the baser sort." He noted that, unlike married women, they could attend 

evening parties in the maneaba. Maude (1968:235) argues that the women who were 

having sexual liaisons with early traders and whalers in the Gilberts were generally 

captives, slaves, and those convicted of offenses, and the controlling powers on each 

island would provide their services in return for goods. This indicates that there has been 

a shift since this time in notions of which women are eligible for nikiranroro status, 

including a broadening to all unmarried non-virgins rather than just women in a particular 

servile or socially ostracized position.89 Today, nikiranroro form a distinctive class of 

women at the village level.90 

Some Gilbertese women interpret nikiranroro status as one actively chosen, which 

frees them from some of the social and sexual constraints on women they see in "Kiribati 

custom;" this is most particularly true of nikiranroro themselves. Others, especially married 

women, perceive nikiranroro status as one to be saddened by, pitied, and very distasteful. 

In this sense, becoming a nikiranroro is the result of foolish action or unfortunate 

circumstances. 

8~ebster (1866) notes the men on whaling ships soon lost their interest in Gilbertese 
women, who were limited in supply -- finding Polynesia provided more plentiful and 
"easier" recreational opportunities. 

90It is said, for example, that most young men in Butaritari village could "draw a map 
of where every nikiranroro lives." 
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It IS said there are several ways in which a woman may become a nikiranroro. 

First, a girl can be raised by parents who "don't care" enough about how she "runs 

around," and thus who will have ample opportunity to become sexually active. Being so 

''free'' with her behavior in a manner which can be observed by other people is sufficient 

to have her labelled as sexually active, or at least available, and generally the culpability 

for this falls with the parents. Second, women who are "proven" non-virgins fall into this 

category. A woman accused of being a non-virgin on her wedding night, and thus 

returned to her family, could easily slip into a nikiranroro role.91 The same is true of raped 

women who, although it may be appreciated that the whole blame for the incident does 

not rest with them, still have no legitimate excuse for their non-virginity.92 

Divorced/separated and widowed women are also candidates for "sexually active" 

nikiranroro status. The separated are the most at risk, especially if it is known in the 

village that the divorce was preCipitated by some failing on the part of the woman rather 

than the man (such as a perceived unkindness towards her in-laws). Alternatively, some 

women may actively choose the nikiranroro role as an option to being married to a "bad 

man" -- especially one who drinks or is violent toward them or their children. In some 

instances women have been enjoined to become a nikiranroro by their family if they 

believe the husband to be a particularly "bad man." 

Although widowed women are often left single in unambiguously faultless 

91This process is described more fully below in the section on wedding night 
experiences. 

~he experiences of raped women is described more fully below in the section on 
forced sexual violation. 
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circumstances they can still be forced into a sexually receptive nikiranroro role unless 

they are careful to prevent the possibility of men coming to them at night to take sexual 

favors. Previous fertility performance has little direct effect on assumptions regarding 

sexual availability. I spoke with one woman in her thirties with eight children who felt very 

threatened by the possibility of forced sex resulting from the assumption of availability 

following widowhood. She slept with all her young children under her mosquito net as a 

precaution. 

Nikiranroro women are often socially segregated from their categorically chaste 

counterparts. Parents will attempt to prevent their virgin daughters from mixing with 

nikiranroro, and housewives can ignore or treat nikiranroro with disdain when they come 

into contact with them. This reinforces the ideal of the ainenuma role, and demonstrates 

the low value placed on alternate roles for marriage-aged women. 

It is possible for nikiranroro to pass to the status of married woman by taking a 

husband and assuming the behavior of wife -- by settling down and staying in the home 

and assuming the humility of the ainenuma. However, it is generally accepted that 

nikiranroro are less ideal choices as wives. A marriage to a nikiranroro may reflect 

negatively on the husband and his family. Nikiranroro who become wives are considered 

to be potentially selfish and badly behaved family members -- being thought to be 

accustomed to seeing to their own needs before others and having little justifiable pride 

in their behavior. They are also thought to be much more likely to seek extra-marital 

lovers. This perception of the nikiranroro personality makes it more difficult for nikiranroro 

to legitimately procure a husband; they are said to be more likely to utilize love magic 

and/or special sexual skill to secure a mate. In instances where a man chooses a 
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nikiranroro wife there is often widespread speculation about the influence of magic in his 

decision. In many ways this exonerates the man from his decision, since he is considered 

controlled by forces beyond his control. 

Some sexually active unmarried women are not openly classified as nikiranroro 

in the sense that they are socially considered chaste, or close enough to it. These are 

women who may be indulging in sex with one specific man as a prelude to marriage. 

Such liaisons are maintained at a very discreet level (usually with the assistance of 

sympathetic kin) and are often only discovered when pregnancy ensues. In such cases, 

where a carefully watched young woman has become pregnant to a single beau, the 

family and the woman will expect marriage to ensue precipitously. When the young man 

evades his responsibilities the family can become extremely angry. 

Turning to this other form of nikiranroro status, it is worth mentioning a few rare 

cases of virgins who are well beyond the range of first marriage age. In the course of 

research four such women were interviewed, all of whom were "special" cases. Each had 

been unable to secure a husband and had remained associated with their natal 

households. They had little domestic power, and were treated with some pity by their 

families. In one case the woman was almost fully blind and deaf, in two cases the women 

had deformed legs, and in the last the woman was mildly mentally retarded. It was these 

afflictions that had permanently removed them from the marriage pool, and had also 

denied them any opportunity for legitimate sexual liaisons.93 One of the women had 

developed a very positive social persona, however, as a result of her near encyclopedic 

9~hese women, however, are considered more at risk of rape than any other category 
at- younger ages. 
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memory of village gossip. She is an authority on village occurrences and personalities, 

and is often consulted by friends and family members for information.94 

Binabinaine and Binabinamane: 

In Kiribati society there is a liminal gender role category occupied by transsexuals. 

Binabinamane are women who adopt the dress, style, and roles of men. In teenage girls 

this is well tolerated -- a "tomboy" style. In adult women it is very rare, but historically there 

have been cases on Butaritari. Alternatively, binabinain~ are men who take the 

appearance, roles, and personality of adult women. They dress in women's wear, fix their 

hair in feminine styles, and assume feminine duties -- keeping house, child care and so 

on -- and will generally assume a feminine name. ~inabinaine are a subject of some 

curiosity, but their role as pseudo-women is well tolerated. They do not generally marry; 

they are considered to be attracted to men and not women. 

On Butaritari I observed no adult binabinaine or binabinamane in my time there, 

but a locally famous case from one Butaritari village is worthy of mention. A female couple 

set up a household several decades ago, living in a married style. One of the women 

retained a feminine role in the relationship while the other took a husbandly, male mle. 

The "husband" would dress as a man with breasts exposed, with a masculine haircut, and 

would cut toddy and fish as any male householder would. The "wife" would remain in the 

94This woman also, incidentally, gave me the singularly most biomedically accurate 
description of the female reproductive system, which she had heard from the Catholic 
nuns some fifteen years previously. Of the four women I spoke with at length, she was 
the only one I would describe as relaxed and happy in her role, and she was treated with 
greater respect in her household than were the other women. 



156 

house and carry out the domestic chores. The "husband" had the particularly male 

attribute of being overtly and repeatedly koko Oealous) of the spouse. The couple were 

the subject of considerable teasing for the first years they lived together. After the 

household had been established for some considerable years, however, the couple had 

achieved a high level of social tolerance and people accepted the union, reduced their 

teasing, but still retained their pity for the couple. The household dissolved with the death 

of one of the partners a few years ago. 

The postulated causes of transsexuality in Butaritari are generally linl,ed to some 

gender confusion in the way children are treated at early ages, including while still in 

utero. For example, parents are careful to brush their children's hair in a way appropriate 

to their gender -- to part a son's hair down the side, to comb a girls hair back off the 

forehead -- and small boys should be treated more roughly, girls more gently. A fetus 

massaged to the wrong side of the abdomen could also experience some gender 

confusion.95 Therefore, some of the responsibility for transsexuality falls to the parents, 

and it may be suspected that a parent secretly desired an opposite sex child and this 

affected their treatment of the child. It is said that sexual orientation cannot be affected 

through the practice of magic. 

WOMEN'S LIFE EVENTS AND EXPERIENCES 

After providing the preceding discussion of the age-associated and personal 

history derived roles which women can assume in Butaritari society, the following section 

95For fuller explanation, see the section on reproductive ethnophysiology {below). 
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discusses the significant events which shape entry and exit to these roles in women's 

lives. This section opens with some specific events which are of importance to all women 

(menarche, betrothal, marriage, birth, divorce, widowhood, and so on), and then 

continues with a discussion of the spectrum of women's marriage histories and notions 

of the marital role itself. This sets the stage for more specific discussion of women's 

sexuality and sexual behavior across the life course and with changes in circumstances 

and style of sexual relationships. 

Menarche: 

Menarche marks the ritual point of transition between child and young woman, 

between the days of carefree childhood and the time for assuming domestic responsibility 

and preparing for engagement and marriage. Grimble (1921 :25) notes that the 

menarcheal transition is the clearest status pOint transition in Kiribati society, where most 

other transitions are gradual and graded by, but not determined by, age.96 

When the physical signs of puberty are becoming notable it is the responsibility 

of a mother or her sisters to tell the child to expect her first menstruation, and to keep an 

eye out for when this occurs. This may involve some sleuthing in case the girl is too shy 

to let them know when she first menstruates. Expected age at menarche is between 

twelve and fourteen years, with fifteen or over considered very late. Despite some 

forewarning most girls are very surprised, confused, and embarrassed when menstruation 

occurred. They are often informed, however, that to keep menarche secret from the 

96Chambers (1986) notes in Nanumea, Tuvalu, that menarche is not a significant 
transition point. 
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mother or aunt is to be very unclean ("like a dog") and they are reminded to be proud of 

their entry to womanhood. 

Once menarcheal bleeding occurs the girl is rapidly taken under the direct 

supervision of her mother and her aunts. She will be kept in the house for three days --

considered the duration of a "normal" menstrual event. During this time she will only sit 

or lie down and will remain accompanied by at least one of these women. They may talk 

with her, incant magic on her to make her beautiful, hard working, and so on, and she 

may do simple tasks -- such as rope making, or weaving. The discussion in the house 

at this time may focus on the responsibilities of the girl now that she is a woman, but 

does not touch on sex or marriage specifically. The girl will be informed that now she 

must no longer act like a child; that is, she must limit her interaction with males, must 

shoulder more domestic responsibility, and should no longer go around the village 

without an escort. The responsibilities and seriousness of her new role are stressed.97 

During the three days of confinement the young woman is fed very little -- maybe 

only meals of water and raw pandanus, coconut, or papaya, all in small quantities. Her 

stomach is bound tightly on the navel with a length of fabric or pandanus leaves to stop 

her hunger pains and to encourage an attractive flat stomach. She is told how this is 

specific preparation for being a wife; by knowing how to go without food she will always 

think of feeding her children and husband before feeding herself. She is told that her 

97Earlier this century, women were confined for 6 to 18 months just before puberty in 
a special hut (te ko), rather than just three days in the house. This confinement was 
directed at making the girl more beautiful, particularly lightening her skin by keeping her 
out of the sun. During this time she would concentrate on grooming her hair, oiling her 
skin, and charms would be said to increase her beauty. The only person she would 
usually have contact with would be her grandmother. 
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discomfort is preparation for the hard life of womanhood, where she must bear pain 

without complaint. 

Traditionally, chewed coconut leaf skirts were used during menstruation. These 

days most women use a cloth (te buru) for catching menstrual blood, and its use will be 

taught to the girl at this time. During the three days of confinement the cloth (or the skirts) 

will be washed or changed often, to impress the need for scrupulous cleanliness during 

menstruation. In this way the girl is taught how to "care for herself." 

On the third day of seclusion the young woman emerges for an evening feast in 

her honor, te kateirake. Pigs will have been slaughtered earlier that day, and all her family 

will have been busy preparing food and celebrating together ever since the first day. Her 

emergence from the house ritually marks her ascension to womanhood, and the following 

feast is a celebration of her transition to the first part of adulthood and a display of her 

family's "praise." 

Betrothal: 

Once menarche has been announced a young woman is now of the age for formal 

marriage arrangements.98 Although about half of all women do not undergo, or accept, 

arranged marriages at present, many women still follow the marriage arrangements of 

their parents. The formal procedure for betrothal is te kabutiman, where a representative 

of the hopeful groom's family will call on the family of the young woman to request 

981n some cases the betrothal may take place when the two parties are still very young 
-- even before birth an arrangement may be made to marry their children if two families 
feel a special association with each other. In such cases the girl may be raised in the 
boy's household. 
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consideration as in-laws. Before the man's family comes visiting they will have already 

have been through te matamata -- a search for a daughter-in-law with the right qualities. 

They will always visit for te kabutiman at night so that no one will see them arrive and 

leave in case the request is not granted. Parents will favor a potential marriage partner 

from a family they have close ties to, or wish to SOlidify ties to, which has a good 

reputation, and which is welllanded.,99 The economic circumstances are fully considered, 

as this will affect how much work their daughter will have to do once she is married. A 

man and family with access to or control of plenty of land (e kauaba) is preferred. They 

also prefer their daughter to marry a Butaritari or Makin family, both because leaving the 

island could be distressing and isolating for her and because they believe that rain-rich 

Butaritari provides an easier quest for food than the more drought-prone islands to the 

south, where their daughter will have to work harder to feed her family. The social history 

of the family is considered, and a family with chiefly ties is greatly favored over one 

descended from slaves. Oldest children (karimoa) are considered most eligible as 

marriage partners, and ideally an oldest child should marry another oldest chi!d. 

The particular qualities of the husband will be weighed -- he should be kind, polite, 

a hard worker, helpful around the house, active, and a good provider -- being skilled in 

toddy cutting, babai cultivation, and fishing. The kin ties between the two young people 

will be carefully assessed, to ensure they do not belong to different generations @ 

innankanum) and to check that they are separated by four or more generations from a 

~he absolute ideal marriage pattern is based on a form of sibling exchange, a 
pattern also seen in Etoro and Greater Trukese SOCiety (Marshall 1981). 
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common ancestor. In balance, the wishes of the daughter may be considered, but not 

necessarily. (Sometimes the daughter's wishes may be indirectly involved, if she has 

already made arrangements with the man for him to convince his family to come for the 

kabutiman.) The actual relationship between the individual child and the parents is 

important. Some daughters have the opportunity, ability, and tenacity to bring parents 

around to their point of view, and hence have greater control over who they might marry. 

Alternatively, other daughters have the greatest respect for the desires of their parents 

and would have to be very unhappy at a choice before they would say anything to 

challenge the authority of their parents. Some daughters will simply by-pass the whole 

process by eloping -- thus usually forcing the parents to their own point of view once the 

relationship has been consummated. 

Once the kabutiman is accepted and the kabaeriri (promise of marriage) 

announced, the couple are now kainrou (engaged) and the two families begin to interact 

on a more formal level in preparation for the marriage. At this time the wife-to-be may 

become a member of the husband's household -- a process referred to as te iaki, the 

sweeping up of the rubbish. If she stays in her own house the young man will visit the 

young woman's house regularly, where he will help out with odd jobs or assist in bringing 

back toddy or food. While he is visiting the household the young woman will be instructed 

to give him food and treat him graciously. Closer to the time of marriage the young 

woman may take up residence in her husband-to-be's household, where the responsibility 

for her premarital integrity shifts to the other male members of the new household. 

Around half of all marriages are "legal" (Le., Church or government offiCiated). For the 

others there is no formal marriage ceremony; in these cases the celebrations focus on 
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the consummation of the union and on the celebratory party which accompanies it. 

The Wedding Night: 

The proceedings of the wedding night center on the establishment of the bride as 

a virgin (te kabotakikia ataei), which will bring great pride to both families. The bride will 

be escorted to a specially prepared house on her husband's family's land, where she will 

be taken to a private platform or room, stripped by her husband's aunts or mother, and 

left to wait alone on a specially bleached marital mat or white sheet. The husband would 

then go to her and, with an expectant crowd of the family members waiting below or 

outside, throw out his garment. Once consummation occurs the man informs the families 

and the blood on the mat is displayed with pride. At this time the marriage is formally 

completed and accepted and a joyous celebration will follow, compliments of the 

husband's family, to show the pride of the new family in the virgin bride. Sometimes the 

announcement of virginity will not occur until the next morning, when the bride's family, 

waiting at their own homestead, receive a happy delegation from the husband's family. 

The Churches have made considerable efforts to stamp out "virginity tests" in 

Kiribati, but the social importance and personal pride associated with premarital virginity 

has made this difficult. In lieu of the showing of the mat, some families hire a truck, fill it 

with happy wedding guests, and parade a large red banner from one end of the island 

to the other, singing all the way. The mother and aunts of the groom will swathe 

themselves, and the marital hut, in red cloth as well. 

If a lack of premarital virginity is indicated on the wedding night the bride's family 

will be very shamed and the marriage may be annulled, with the bride being sent back 
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to them in disgrace. In such cases she may be shamefully referred to by the groom's 

family as natin te kiri, the daughter of a dog. If those checking for blood see none the 

bride can expect the full fury of her family, who are now publicly humiliated. Alternatively, 

some families, often at the insistence of the groom, may assume a pretext of "virginity," 

and the marriage will be accepted. In these cases the daughter may have a very tenuous 

place in the new household, and be treated poorly -- particularly if the family chooses to 

overlook her lack of blood on the mat and do not accept her denial of premarital sexual 

activity.1Oo The two following stories of different cases illustrate how a label of non-

virginity may be handled. The first story is a first-hand account, the second was an 

account by a friend of the relatives concerned: 

Case 1: 

There was trouble with my family on my wedding night because there was 
no blood. I had seen the blood showed at other weddings by other 
women who were proud of their son's wife. There was pain but no blood. 
My mother and aunt said I can't stay with my husband because there was 
no blood and I might be a nikiranroro and they were ashamed. My 
husband's mother said to my aunts that there was one in 200 women who 
were virgins but who had no blood, so I was allowed to stay with my 
husband. My husband said nothing but he was also looking for the blood. 
He asked me why nothing was coming out and I said I knew nothing. He 
asked me to run away with him before my aunts came to take me away. 
But I refused to run away with him because I knew I wasn't a nikiranroro. 

Case 2: 

We found out this woman was a nikiranroro, because of the things that 
happened on her wedding night. On that day all her relatives went to the 
groom's house with the mats and food. There was also to be dancing, te 
kanobutika, where the married couples would be sent to play with others. 

100Stevenson (1905:253) relates the story of the wedding of the King to a woman 
discovered to be a non-virgin on her wedding night. She was smothered to death in a pile 
of mats by the other wives of the king. 



The relatives were all very surprised when they were about to eat the meal 
because they found every cup would leak. Someone had made a hole in 
each cup with a knife so this would happen. Then it was known that 
something was wrong and the family was angry. Then they gave their 
guests te ota n beki [pig oil], which is not good to give to anyone that you 
honor. When they saw this all the relatives ran away in ones and twos 
because they were so ashamed. The bride stayed until the next morning, 
but she left her husband and went home the next day when her family 
came to fetch her. But then they stayed together in the end and have three 
children. Because they were married in the Church they must now be 
husband and wife, even if it is known she is a nikiranroro. It is her 
punishment to have to stay as a housewife and to be mocked for being a 
nikiranroro. It was all so surprising because no one knew she had sex, 
except there was no blood on the wedding night. She must have had an 
affair before and no one knew about it. 
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Traditionally, some families volunteered the virginity of one of the girl's younger 

maternal third or fourth cousins in place of the daughter. This woman would lie on the 

girl's mat -- and hence her title, ''the mat" -- after her husband has had intercourse with 

the bride. The blood of the stand-in was then spread on the mat. In such cases the "mat" 

might stay with the new wife in the house, and may even ultimately marry the husband 

if the first marriage ends in divorce or be a concubine to the husband. "Mats" were 

generally reserved for very special and spoiled daughters, such as an only or oldest 

daughter. This may have been preplanned some time in advance, with the daughter 

allowed to "please herself' before marriage if she has women in her family who are willing 

to stand-in for her on her wedding night. The candidate who is furthest related from the 

mother would be the one selected. It is said this still happens very occasionally but is less 

common than previously. I came across no first-hand or named accounts in the course 

of fieldwork. 

The Marriage Experience: 
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The variety of women's experiences of marriage initiation and realization is best 

illustrated by the women's own stories. The following cases, ordered by women's current 

ages, show both the diversity of experience of marriage for women in the same birth 

cohorts, and the consistency in patterns between women of different cohorts. 

Case 3, aged 24: 

I was forced to marry a man I did not like. The boy saw me and liked me, 
and he asked his grandmother to arrange the marriage because she knew 
my family. The grandmother came to my family for the kabutiman, and they 
agreed because they couldn't refuse, because they knew the grandmother 
well. I said "no" to the marriage because I had a boyfriend I loved. But my 
parents said ''yes'' to the marriage, and told the grandmother we would 
marry. When the boy came to our house to give the family gifts and to cut 
toddy for the house I would run away because I didn't want to see him. 
There was a party to celebrate the engagement at the boy's house and I 
went with my family. I changed clothes three times each day at the house 
and then I went home. The priest was to come for the wedding date in 
three months time. In that time I wouldn't do anything for the boy, like 
cook, or wash his clothes, because I didn't like him. My family was angry 
with me because I wouldn't do these things. I kept running to my cousin's 
house, but they would make me come back. I didn't care if I died. I walked 
from Keibu to Makin at high tide [where the tide is very strong] because 
I didn't want to live anymore. Then my parents saw how much I didn't like 
the boy. They were scared for my life so they gave me my freedom. But 
they were sad for the boy's family. My sister went to the boy's family to tell 
them there would be no wedding. My father was the most angry. He said 
I would never be allowed to go out of the house or marry any other man. 
He said if I ever went with another man he would kill me. This made me 
very scared, because he was so angry. A month or two later I decided not 
to obey and eloped with my boyfriend. He had come back from Makin in 
the meantime because he heard the engagement was broken. He had 
gone to his parent's house on Makin because he was so sad when I was 
to marry someone else, and his parents had arranged a marriage for him. 
He didn't want to see the face of that girl, he only wanted to see my face. 
But he didn't want to see my face if I was with someone else. Then we 
started again, and we eloped to his uncle's house. Before we had the 
marriage that night his uncle went to my family in the day and made an 
apology to my family. They agreed because this showed their respect for 
me, their daughter. We stayed at the uncle's house for three days, then we 
went back to my family's house for three days for more feasting. 



Case 4, aged 24: 

I mca.rried my husband because I loved him. We lived next door to each 
other in Ukiangang and knew each other well. My husband's father is 
married to my mother, because my mother and my husband's mother were 
cousins. My mother had me before she married my husband's father, and 
my husband's mother died then he married my mother. Even though we 
were close the family were happy with the match because I wanted to help 
my husband [who is crippled). I wanted to care for him. There was no 
kabutiman and no matamata. 

Case 5, aged 32: 

My husband first approached me on Makin. We were related, but our 
families had never married each other, we were the first to do this. When 
we met he told me he loved me. I said he mustn't love me because we 
were related. But he argued with me, saying that we were fifth generation 
and the fourth generation can marry. I had first heard about him when I 
worked on Tarawa. Two of my great uncles were drunk and they called for 
me. One was his great uncle also. They told me they had found a husband 
for me, and two weeks later they had the kabutiman on Tarawa. I didn't 
agree because the man was not from Butaritari and I would get hungry on 
another island because there is no food. I had never seen the man 
because he was a seaman, but I was shown a photo. There was a big 
quarrel in the family at this time because my mother's cousin was In 
Tarawa and the two great uncles went to see her to ask about the man's 
family. She said the people in his family were not fit to sit in the maneaba 
because they were descended from slaves, and they were a bad family to 
marry. Then the family heard what she said and they had a loud quarrel 
at the maneaba. I was so ashamed for all the trouble. About two weeks 
later the great uncles were drinking again and called for me. They said 
they had decided I couldn't marry because we were too close in the family 
and it would break up the family. I had no feeling at the time because I 
had never met the man. The uncle who is related to my husband said we 
could only marry if he died because he was only the third generation. So 
they then refused the kabutiman. About one year later I was in Makin, and 
my husband came from Tarawa to visit his family. I was on the beach 
when the ship arrived, and that was the first time I ever saw him. That was 
the night he approached me and I told him we were related, but he argued 
with me. I agreed with him, but. was afraid to say ''yes'' to marrying him 
because the families were so close. He kept arguing with me. The same 
night his aunts came for the kabutiman on Makin we eloped. We eloped 
because my family on Makin had raised me, but were not my parents, and 
they were scared so they told me to do what I wanted. We went to my 
husband's house and waited one month for the real marriage. I only 
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stayed with him before the wedding so the great uncles could not say 
anything, but they didn't know we didn't have sex then. After one month 
I went to Butaritari for my sister's engagement, and then I didn't want to 
return to Makin because I had learned what it was like to be married. 
There was so much work and no play, and no visiting, only housework. My 
husband wrote a note telling me to hurry back, and he sent his 
grandfather's canoe. I was ashamed to not return, so I did, but my 
husband was very angry. \,tv'hen I returned to him he broke his promise to 
wait until we married and that night we had sex. Then I stayed with him 
and we married in the church one month later. 

Case 6, aged 36: 

My mother told me to marry my husband because he was the oldest and 
because he was from the same generation. My parents agreed to the 
kabutiman, and they were very happy because two of my brothers were 
married to two of his sisters, and this was very good. I didn't love him, so 
I prayed to God for help. It was my husband's idea to do the kabutiman. 
His mother was angry because I was not the oldest as well, but he refused 
to marry anyone but me. After the karinerine we were together all the time 
and I begun to love him. He has loved other women and went to 
nikiranroro. We had slept together because he said so after the karinerine, 
before we went to the priest, but we didn't have sex till the wedding. The 
first night we married I ran off because he was so drunk and I was scared. 
Ha became a good husband about five years after we married. 

Case 7, aged 38: 

I fell in love with my husband during a gathering at the maneaba. I loved 
him because he was a stranger, he came from this village and I was from 
another village. About one month later his family came for the kabutiman 
and my parents left the answer to me. I agreed, and they did the kabaeriri 
to show I was to marry this one man. His aunts came for me and there 
was a big picnic. I went to their house for one day and then I came home. 
Then every day he would come to my house and do work to show his 
love~ During that time he went to the government to pay for the marriage 
and to see the priest. We married first in the KPC (protestant) church, 
because I am KPC, and then in the Catholic church because he is 
Catholic. 

Case 8, aged 41: 

I met a man in Tarawa who said he loved me. Three months later we 
. __ eloped to his parent's house. My parents were happy because I had found 
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a man to look after me. I loved him because he kept on coming to me, 
and he was a good man who didn't drink. We separated after eight or nine 
months because at that time my father was in hospital. At that time I met 
a Catholic priest in Tarawa and he told me my father would die because 
I had not married in the Church. I left the man then because I didn't want 
to marry him in the Church. His relatives were cruel and fought with knives, 
and I was scared of them. I went to live with my father at the hospital, and 
he got better and we returned to Butaritari. Then I knew that the priest was 
right. 

Case 9, aged 42: 

My husband and I loved each other and settled down. He told me he 
loved me and I said "yes" to all he said. My parents were very angry 
because we ran away together. But they had no say because they were 
not asked. Later they liked him, because then it was too late, and because 
he was a good husband. 

Case 1 0, aged 56: 

I had te matamata. My husband's aunt came for the kabutiman with his 
grandmother and great aunt. I had seen him only two times before, 
because we lived in different villages, and I hated him. I said "no" to the 
kabutiman, but my grandparents agreed to it because he is a good man, 
he never drinks, is in the same generation, and is from Butaritari as I am. 
I married him by force, even though I still hated him because I was scared 
my great uncles would hit me if I didn't marry him. I ran away to Makin, but 
then my family and his family followed me to Makin, and we got married 
there. I went to the church for the wedding because I was scared of the 
beating. When we had sex on the wedding night I still hated the man, but 
after the first night I couldn't hate him anymore because it was too late, 
and I had no choice anymore. Then I began to like him. 

Case 11, aged 56: 

There was no kabutiman with my first husband. We ran away. I met him in 
my home and he told me he loved me. I said I loved him too. We ran away 
two months later and went to live with his parents. He was not a good 
man, he was naughty. He drank every day and we would quarrel about his 
drinking. He would hit me often. That was why I left him. He once hurt me 
very badly. He pulled me along the road by my hair and grazed me all 
over. He did this because I would not give him more money to buy sour 
toddy. So I left him. I met my second husband in the bush when I went to 
collect coconuts. When I saw him I asked him for a cigarette. We sat and 
talked as we smoked ~e cigarette. While we sat on a log an old man 
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asked me where I was going now, and I told him I was going further into 
the bush to get more coconuts. My husband then said I couldn't go further 
into the bush because I would be raped. He said he would accompany me 
to stop this from happening. He was smiling when he said this, so I went 
with him. After that one meeting he came every day for three months until 
we eloped. I loved him because then my first husband wouldn't come back 
to me. 

Case 12, aged 65: 

I had never seen the man when his family came for the kabutiman. His 
father came and my family agreed. I didn't want to m:lrry him but I agreed 
because my parents said I should, and they wanted someone to look after 
me. I obeyed my parents because I was scared to disobey. We were 
married about one month later by the Japanese, because the Japanese 
had the government at that time. The pastor married us the same day as 
well. We stayed with his parents for three days and then we went back to 
live with my family because they had no sons, and his parents agreed we 
could live with them. . 

Case 13, aged 74: 

I married the man I loved. I went to him first because he was so beautiful 
and so quiet. I asked him to do the kabutiman and he agreed. When he 
came to our house alone in the daytime, my parents asked me who this 
man was. They were very surprised because I told then he had come for 
the kabutiman. They were very ai1gry because I had arranged the 
kabutiman by myself, and because he came instead of his family. But I 
argued with them and they agreed because I insisted I would marry him. 

The First Pregnancy and Birth: 
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The first pregnancy is a very happy and important event to the couple and both 

their families. After she marries, the new wife will keep a careful eye on her menstrual 

periods, and will generally start to suspect pregnancy when she is one to two weeks 

overdue. Often she looks for other signs, such as nausea, food aversions or cravings, 

and fatigue. She may first confide in her mother-in-!aw or mother, who will be so happy 

and proud that she will not be able to keep the secret from others for very long. She 



170 

would not directly break the secret, but she will give others ample opportunity to guess 

the cause of her obvious joy. For example, she may tell others she is off to collect crab 

to put on the fire because the daughter has a craving. The husband, who will also have 

been keeping a check on his wife's menstrual periods, is overjoyed at the news, which 

may come either from his wife or his mother. The woman will often decrease her work 

load during pregnancy, often at the advice of her mother-in-law. In this and other ways, 

the woman is treated with concern and care at this time by her new family, who have a 

clear responsibility for the well-being of the woman and her unborn child. In the early 

months of pregnancy it may be kept secret within the family to protect the wife and child 

against the practice of malicious magic. 

It is common for a new wife to return to the home of her mother in the middle of 

her first pregnancy, and to remain with her through the birth and until the umbilical cord 

drops off. At the time of subsequent births she will tend to remain in her husband's 

household for most of the duration of the pregnancy, visiting her mother only for the 

delivery. 

The first birth is considered the most special of all the births a woman will have. 

The first child (te karimoa) holds a very special place in the family, and the birth of this 

child is important in cementing the bride's position in her marriage and new household. 

After the birth the woman and child will remain in confinement for three days. Traditionally, 

it is said, the couple should not have intercourse until the child had weaned (about 18 

months), but, as is described below, this is rarely the case. 

Separation and Remarriage: 
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There is little notable distinction between the notions of divorce and permanent 

separation in Gilbertese society. The term e raure covers both, and here the terms divorce 

and separation are used interchangeably.101 

Divorce is a very informal procedure. In fact, very few couples who marry legally 

ever undergo legal dissolution. Rather, usually the wife will move to another household, 

and subsequently either partner may remarry; but they will do so by taking up residence 

with another, rather than by having a legal wedding. Second or higher order marriages 

(te iein ni kara) are not as celebrated as first ones. There will be no big feast and public 

festivities, and little or no attention is paid to the consummation of the marriage. 

At the time of the dissolution of a marriage charms may be said over the woman 

to magically protect her from any curses the aggrieved family of the husband may wish 

on her. The position of a divorced or separated woman in Butaritari is not a positive one. 

The social legitimacy and status of such women varies, however, most particularly with 

the family's and village's perception of the causes of the marriage dissolution. The 

woman's status as a divorcee is better if the blame for the break-up is perceived as 

resting squarely with the man. 

The reasons given for a marriage dissolution center on unkindness and 

selfishness. A husband may divorce his wife if she is lazy, indiscreet, or unkind to his 

family. Often the impetus for the dissolution will come from his family, who will encourage 

him to seek a new, and better, wife. However, a wife may also want to leave a marriage 

101 Divorce is not uncommon -- approximately 15% of women over the age of 15 have 
been permanently separated or divorced at least one time. Less than one per cent of 
women alive in 1990 had married more than twice. 
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if she feels her husband is cruel and selfish. A woman who fails to bear children may be 

divorced, but this will usually only occur if she has proved "inadequate" as a wife in other 

respects. In all, infertile marriages can and do survive, with either partner bringing in 

children to raise through adoption. 

In the event that a marriage undergoes strain and the wife beats a temporary 

retreat to the house of her natal family, it is the job of the husband to force reconciliation. 

To do this he will have to visit his wife's family and beg for his wife's return. Feeling pity 

for the man, who has to shame himself so greatly by coming to them and who is unable 

to live without his wife, the family may concede to her return. During this whole process 

the man will be mocked, jeered at, and treated with overt disdain. Some divorces 

eventuate when a wife returns off to her natal home for a "cooling off' period but the 

husband never comes to ask for her return. The four following cases describe women's 

varied experiences of marriage dissolution and remarriage: 

Case 14, aged 32: 

My first husband and I met in Tarawa at the movies. I loved him, and we 
eloped about one month later. We were married for three years, but then 
we separated. We separated because of trouble with his mother. We would 
quarrel because she was tauoa -- I was not allowed to talk to anyone, and 
couldn't go anywhere without the mother's permission. I got very tired of 
that. I think she was so tauoa because she had so many sons living with 
her but no daughters. After that I went back to my family. I met my next 
husband, and we also eloped. We were together [on Butaritaril for three 
months, and then he went to Tarawa and got another wife. Last year I met 
my third husband. He was so koko Uealousl of my first husbands and that 
is why we separated. We were together about one year, but he drank all 
the time. 

Case 15, aged 62: 

My last husband had a wife, and I lived with them. I was partly related to 
the man, by marriage.lJI{hile I was living with them we went out to the r~~f 



one night to catch fish and collect crabs, and we used dry coconut leaves 
as a light. When we came home we had nothing because we had gone to 
the bush and had sex. When we came back to the house it was nearly 
daylight. The wife knew what we had done and she was very koko. She 
chased us both away from the house with a knife. We went to different 
places --I went to my family, and they were angry. After one week the man 
came to my house and he stayed there. After that time we were always 
together. 

Case 16, aged 64: 

About 3 months after we met my husband's relatives came to our house 
for the kabutiman. I didn't love him them because they came because of 
the matamata (arrangement). But then I did love him, because he was a 
good husband, he never hit me and he was kind. About one year after we 
married we separated. It was because of a small quarrel that became big. 
I forget what we quarrelled about, but it happened in the bush. I went to 
my family, but he never came. About one year later I met my new husband. 
My relatives told me to marry him because he was older and could look 
after me. He kept coming to our house and then he stayed. He was a 
good husband, he worked hard, and did everything a man should do at 
home. 

173 

The ideal remarriage partner for widows is a sibling of the former spouse. This is 

because the new spouse will be able to care for the children and "love them as their own" 

as no one from outside the family could be expected to do SO.102 Take the following case 

of a seventy year old, who is currently married: 

I had no matamata. A man came to our house and he said to me that he 
loved me. I agreed to everything he said, and I said I loved him also. I had 
seen him before at village gatherings and he would also try to play with 
me but I would ignore him. About one month after we met we went to his 
family at Keuea. My mother was dead. My father agreed to the marriage 
because he liked the man because the man did not drink, was a hard 
worker, and was kind. I loved him then because my relatives said I should. 
We were married two years and then my husband died. As I had children 

1020ne couple had married in special circumstances which illustrate the need to take 
care that a new spouse will be able to properly love your children. One man who had a 
son with a hare-lip had chosen to marry a woman with the same condition because he 
said "only she could love my son like her own child because they are the same." 



I married his younger brother who would cc:re for the children. He was a 
kind man, like my first husband. 
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Women repeatedly stated that to remarry with a man from outside one's own affinal 

group was to court disaster. As one woman stated, "of such marriages a hundred will be 

bad, and one might be good." Women are, for the sake of their children, very cautious 

about marrying someone from an unrelated family. Most women, especially those with 

several children, would expect a happier life if they stayed single in such cases. They 

have much more froodom, but retain control of the homestead and can draw on the 

support of the deceased husband's family. 

The Last Birth and Menopause: 

There is no clear status or life style change associated with the closing of the child 

bearing years. Some women, who live in households where magical practices have been 

used, will find a freedom from some menstrual tabu -- although these in themselves are 

never particularly pronounced.103 Women say they are pleased with the release of the 

practicalities of menstruation, but the arrival of menopause does not signal any dramatic 

changes in women's experience. There appears to be no definiti\/e change in perceived 

health through the climacteric, and little indication of the symptoms associated with the 

menopausal transition in Western societies was noted. A very few older women noted 

some dizziness, abdominal pain, feverishness, among other symptoms, but a fair 

proportion of the interviewed women found no change in their health symptomology 

- 103See the section below of notions of menstrual pollution. 
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which they linked to the onset of menopause. 

LOVE, DUTY, EMOTION, AND THE NATURE OF THE MARITAL RELATIONSHIP 

Before proceeding to discuss the more functional aspects of different forms of 

sexual relationships in Butaritari it is important to develop a sense of the ways in which 

women perceive love and commitment in sexual and, particularly, conjugal relationships. 

In reading the personal accounts of women's wedding experiences above, one can gain 

an initial impression of how women see the progression and nature of marital love. The 

following is a typical statement on the natural progression of marital love as seen by a 

Butaritari woman, now aged 53: 

My husband and I didn't love each other at first, but by the custom his 
aunt came and asked my family for me. I didn't want to get married then, 
but my family did not listen to my words. They wanted me to marry him 
because he was a hard worker, and because we were in the same 
generation. After we married I loved him because I was ashamed not to. 
Before we married and when we first married him I hated him in my heart 
but I was careful not to let him see. But he knew i didn't love him because 
I spoke sharply to him sometimes. I told my friends I hated him, but I never 
said the words to him. About one month after we married I began to love 
him. Maybe this was because we had sex, and because I had no choice. 
He was a good man, he always works hard and is kind. When I am busy 
with a baby he will do the washing and help me with my chores. After the 
first three days I started to like him when we had sex together because it 
didn't hurt so much and he was kind. Then I began to love him. 

The nature of "Iove" (tangira) is different between young sweethearts and married 

couples. Although the increase in exposure to I-Matang love -- as depicted in the Western 

films which are sometimes shown in the maneaba -- has seen an increase in the idea of 

"boyfriends" and "girlfriends" in the teenage years, the underlying notion of marital love 

seems to have undergone little or no transformation. Unlike sweetheart love, which -- for 
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women -- is usually based on a lover's constance, marital love rests on a sense of 

obligation, duty, and respect. In this way marital love is often posed not so much as an 

emotion but rather something which develops out of a suitable state of mind or attitude. 

A woman wi!! be ashamed (mama) if she does not show love to a husband who 

fulfills all his expected duties. A husband who makes sure food is always available, keeps 

the household structures in timely repair, and is kind to his wife is considered to be 

"good." A good man "loves his family first" and is always pOlite and kind to his in-laws. He 

controls his desire to seek out other women for casual liaisons.104 For example, when 

asked why they "love" their husbands women will almost always state that it is because 

he is hardworking, kind, 0:- doesn't strike them. 

If a man is a good husband he deserves to be loved, and a woman who refuses 

to be kind in return to her husband under such circumstances is not held in high regard 

by those around her. Love for a husband makes the woman prouder of herself, and to 

not develop (and therefore express) this love is to be mean and selfish. In all these ways, 

showing love in a marriage is a sign of a respectful and dutiful wife, and therefore of a 

good person who is a credit to her natal and marital families -- that is, someone who is 

proud of but not haughty about her womanhood. Being able to rise above their initial 

reservation toward marriage and their husbands is interpreted as showing a woman's 

1~he same holds for the duty of a husband to love a "good" wife. To be a "good 
wife" is the primary responsibility of the married woman. A good wife works very hard in 
the house and her first responsibility is to the needs of her husband and children, and her 
in-laws. The qualities of a good wife (or a good woman) canter on her application to 
domestic chores, her kindness to others, and selflessness. A good wife always puts the 
needs of her husband and her children above her own. Women are expected to work 
hard around the house, to keep the environment clean, to always have food prepared. 
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personal strength. 

There is also a strong sense of fatalism associated with the development of marital 

love. Once virginity is lost and the marriage is final many women they have no choice but 

to begin to show love for their husbands and, further, this is crucial to preserving their 

position in their new household. Most women who resisted marrying were pleasantly 

surprised by their husbands' behavior on the wedding night and in the first few weeks of 

marriage. Most found sex very pleasant, and their fear of sex with the man diminished 

quickly after the wedding night. It is a source of pride to them, and the families, for love 

to be seen to be growing between the couple. In this sense "love," for some women, is 

an obligatory part of the marriage contract, which should be maintained however the 

husband behaves. 

Love in marriage is expressed by small kindnesses, politeness, gentle words, and 

attentiveness. A wife can express her love in subtle ways -- always seeing to her 

husband's needs before he asks and being kind and pOlite to his family. A husband can 

show his love with small purchases from the store, or in more substantial ways -- such 

as talking to the wife about decisions concerning their home. It is sharing in decision

making that women say is the greatest sign of love a husband can give to a wife. A good 

marriage is often defined by women as one where the husband will seek and carefully 

consider a wife's suggestions. 

Marital love is little concerned with the importance of notions of physical 

attractiveness. The reasons for marrying are so tightly linked to a series of non-personal 

reasons (given above), that attraction is only one small part of the rationale for the 

selection of that partner. However, seeing a woman with a particularly attractive face may 
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have prompted a husband to make enquiries through his families about the background 

of the girl, and if all is well this may eventuate as a marriage match. Some women, who 

married men they found physically repugnant, say they began to enjoy sex after they were 

married and they developed their marital "love" for the man. 

The case of the nikiranroro shows the alternate side to notions of sexual attraction 

and love. Nikiranroro are said to attract men because of their physical beauty, sexual skill 

and attributes, availability and, in some cases, their magical power. Of these, sexual skill 

and sexual attributes are very important. Men will always prefer to visit with women who 

possess certain sexual characteristics, particularly women who are (vaginally) "dry" and 

sweet smelling. A nikiranroro who is "wet like the ocean," for example, will have difficulty 

attracting men, and will be jeered at and laughed about by the men in the village who 

have been to her. 

The difference in the nature of appropriate sexual expression with wives and 

nikiranroro underscores the distinction in Butaritari society between conjugal love and 

sexual attraction or obsession. The intimacy of the sexual act is taken by many women 

to be a gauge of their husband~s commitment to them. A caring husband will take much 

more effort to please their wives during sex -- encouraging her to take a superior position, 

or to encourage her to let him practice oral sex on her. These "caring" acts are 

considered to characterize loving married sex and not casual encounters with nikiranroro. 

If a man practices such acts with nikiranroro a wife will feel particularly threatened. On the 

other hand, if tlikiranroro can ''trick'' a married man into dOing these things with her, she 

will be proud because she has made him "love her better than his wife." Take the 

fQllowing case, related to me by an uninvolved informant: 



A woman found out her husband had been having sex with another 
woman for a long time. Her husband was overseas on a training course, 
but she went to where the woman worked. She went straight to her and 
used bad words in front of everyone at the work. The girlfriend agreed that 
what she had heard was true, but that it was the husband who had 
initiated the sex. The wife accused the other woman of doing nothing but 
lying around with men. The girlfriend replied that the woman was koko 
Oealous) because the husband loved her better, and she knew this 
because he had given her oral sex, and because he kept coming to her. 
At this point the serious fight began, and the wife called the other woman 
outside and they began to fight with their hands with everyone watching. 
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If women tolerate a husband's wandering from the marital mat, they expect that 

any sex act will be directed only at his own sexual fulfillment and he will make no effort 

to please the nikiranroro. To show concern for the other woman's pleasure is to indicate 

that the relationship is one involving "love" and not just self-oriented sexual release. This 

is exactly what nikiranroro are said to seek, and what men are said to resist. Apart from 

breaching loyalty to the wife (if he is concerned about this), a man who "cares" about a 

particular nikiranroro in this way is thought (by women) to be weak or spell-bound. Such 

behavior will often be excused on the basis that the man has been subjected to some 

form of love magic. 

PhYSical intimacy is a very private part of love relationships in Butaritari. Couples 

do not show signs of overt physical affection or interest in each other in public contexts 

or even in the household in front of other family members. Among sweethearts and, to 

a lesser degree, married couples, when observers see a man or a woman "chaSing" 

another there is always a strong presumption that they are under some form of magical 

influence. In such cases the affected individual is said to "jump" to the person; to want 

to be near them constantly and to follow them around. 

Love magic is today probably the most commonly practiced form of magic or, at 
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very least, the form of magic with the greatest public profile; most adults either know how 

to practice this form of magic or know where to seek specialized knowledge. Grimble 

(1989:106-112, 1972), who spent considerable time and effort collecting Gilbertese spells 

and incantations, gives accounts of magic for obtaining the love of another, to make a 

lover faithful, to separate a lover from another, and to return a "dissatisfisd wife." Spells 

vary considerably by island and individual, and are passed down within families as 

"secrets." 

Domestic Conflict and the Expression of Conjugal Anger: 

Domestic violence is very common on Butaritari and is one notable and significant 

indicator of a strained conjugal relationship. What is striking about the nature of domestic 

violence in Butaritari society is that, as a rule, it only occurs between spouses.105 Low-

grade violence of husband to wife is socially tolerated (and to a degree expected), 

particularly if the husband appears socially to fulfill his responsibility to feed and shelter 

the family. Women say that men are not ashamed to hit their wives and to be more violent 

by nature than women; this explains from their perspective why men hit women far more 

commonly than women become violent toward men. Occasional violence toward wives 

is said by many women to be "acceptable," at least in the sense that it is part of a man's 

way of maintaining control over his wife and making sure that she was a "good wife." A 

wife expects to receive an occasional cuff from her husband if she fails in her domestic 

105Children are generally not exposed to any form of non-controlled physical battery, 
and when this does occur others will step in promptly to stop it. This is not the case for 
spousal violence, which will generally be left to its own course by those around. 
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duties in some way -- for example, if she is off playing cards when her husband returns 

from a fishing expedition and no food has been prepared for his evening meal. A 

husband is expected to have control over the actions of a wife, and wives are expected 

to obey their husbands, and give them due respect as head of the household. Thus, 

husbands are justified in expressing their anger in physical terms if a wife is seen as 

lacking. 

Many wives will not hit back at a violent husband, for fear of only escalating the 

violence. lOG Generally, they cannot expect support from their friends unless the violence 

escalates to an extreme level or the man has no (socially constructed) legitimate reason 

for expressing his anger or frustration toward a wife. In extreme cases other family 

members may intervene, but this is rare. On Butaritari the sour toddy drinking promotes 

domestic violence -- it creates domestic disharmony as family funds are used for buying 

sour toddy, and as the man does not fulfill his responsibilities for food procurement, and 

because men return home drunk and aggressive. Women constantly reiterated that 

homes where the men do not drink habitually are much happier than those where they 

do. 

However, severe and repeated domestic violence will be socially sanctioned --

particularly if the husband is perceived as completely failing to fulfill his responsibilities 

to his wife and family. One husband in Butaritari village would repeatedly go off on 

l00wilkes writes that, in 1841 " ... a man will not hesitate to strike a woman but the fair 
ones ... seldom fail to return the blow, and the aggrieved party generally receives the aid 
of her companions when the man is glad to escape from the bruises, blows and 
scratches they inflict" (1845:91). It appears that in the intervening years there has been 
a decreases in women's power relative to their husbands in this respect. 
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drinking bouts and would leave his family without food. His wife, burdened with four 

children under five years of age, was not able to visit the babai patch herself to collect 

food for her children. During several particularly heavy toddy drinking bouts the husband 

sold the thatching off the roof of the house and some fine mats which his wife had 

recently made in order to buy more sour toddy from the locai manufacturer. Eventually 

his natal household, which was nearby, refused to feed the man when he came to their 

house in search of a meal. 

In the event of being beaten by their husbands, wives have several possible 

resources. Rationalizing with or asking a spouse to stop is considered only likely to 

encourage him to further violence. Most wives endure some violence with seeming 

passivity, but if it continues or escalates they may run away and seek protection with 

relatives (particularly from their own brothers) or hide in the babai patch until the 

husband's anger had subsided. If a woman goes to relatives she will usually have to be 

able to offer some evidence that her husband was at fault for the "argument." In such 

cases a husband wouid often be ultimately shamed -- he would have to come and beg 

her to return to their home in front of a teasing, jeering audience of in-laws. 

However, many women noted that the only way to effectively control a husband's 

violence is to return it in kind. This was considered by many women to be an act of 

bravery and defiance motivated by their concern for the welfare of their children, and an 

act to be admired by other women -- as long as the man is socially defined (by the 

women's community) as a "bad man." Despite the claim that returning blows was an 

effective way to forestall a husband from doing serious damage to a wife, very few of the 

w9men I spoke with had ever hit their husbands. Rather, they choose to accept the 
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violence passively on many occasions, especially if it subsides quickly. 

The most dramatic and serious way a wife can hit her husband is to attempt io 

damage his testicles. The power of this is not only in the pain that it inflicts, but also in 

the message it delivers. The testicles are considered to be necessary for male life -- to 

attempt to damage them is to threaten to kill a man.107 Take the following example: 

A woman was in the maneaba playing bingo when her angry husband, 
who had been waiting at home for a meal, arrived in search of her. He 
pulled her up by the hair and began to hit her in front of the crowd in the 
maneaba, while berating her for her unwifely behavior. Soon two men 
jumped up and held the husband back. The wife, seizing the moment, 
kicked him squarely in the groin. The husband collapsed in the arms of the 
two men and was having considerable trouble drawing breath. The wife 
began crying and trying to comfort her husband, assuring him between 
sobs that she didn't mean to kill him. For some time after that the man 
became known in the village as "the one whose wife almost killed him in 
the maneaba." 

Particularly "brave" women were said to have squeezed their husbands genitals 

when fighting or, with pre-meditation, to have done this while their husbands slept. This 

is not only an attempt to equalize domestic violence but also delivers a powerful message 

about their personal valuation of a husband's life. In fact, some women did express that 

they felt trapped in a seeming cycle of domestic abuse and they wished their husbands 

would die. Some even went so far as to say they harbored wishes to kill them, most often 

if the husband was a very poor provider. As one woman said -- "I'd rather kill him than let 

him give me all these burdens." However, I am aware of no cases where a wife actually 

took her husband's life for this reason. 

So far the discussion has focused on how men transmit their dissatisfaction to 

107The testicles are thought to be connected to the central abdominal organ, te kai, 
by a -cord. If this cord is broken the man will die. 
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their wives. Given they do not generally see physical violence as a way to express their 

unhappiness or anger in marriage, women have other channels for displaying their 

feelings. Women in Butaritari are more likely to use forms of verbal abuse, particularly 

constant (and sometimes cruel) "nagging" toward a husband. Some women, however, 

believe this is inappropriate and "unwifely" will turn thoir anger inward. Suicide is 

considered the ultimate expression of unhappiness in marriage, and female suicide in the 

adult years is, according to local stories, more common than that of males. Suicide 

attempts are reasonably common, although they are usually done in such a manner that 

they will be discovered before the act is completed. 

Koko and the Expression of Conjugal Emotion: 

There is no more dangerous emotion in Butaritari society than koko, a complex 

emotional state which is relevant to discussions of both spousal conflict and conjugal 

commitment. One of the most common reasons given for high level domestic violence is 

koko, or conjugal jealousy. Koko is a very important component of emotion in the marital 

relationship. It is an expression of love and an expression of commitment, although it is 

also thought to contain strong elements of loss of control and insanity. To be koko is also 

an expression of a personality trait. Individuals are either koko or they are not. Some 

couples never have any expression of the emotion all they way through their married 

lives, simply because their personalities are not so inclined. 

Koko expression relates directly to notions of sexual control and access in the 

marital relationship. Koko, it is said, is a "murdering thing" which can easily be expressed 

as violence (usually in men) an_d despair or depression (in women). Here, th~ _meaning 
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and expression of koko are described in some detail, both because it such a pervasive 

aspect of the marital relationship and because it is intimately related to notions of 

appropriate sexual behavior and access to partners. 

It seems, from Wilkes' (1845:90) ethnohistoric account of Butaritari social relations, 

that koko has been an important emotional complex throughout time: 

The women seem to possess stronger passion than the men, and more 
enduring wrath: jealousy is the principal exciting cause with them ... yet 
Kirby says, he found in other respects than this the women always more 
humane and gentle than the men. 

Koko is an emotion with several key properties -- it is dangerous, volatile, and very 

difficult to control. There are also very clear gender differences in the identification and 

expression of koko. It is publicly a male emotion, but it is equally as important to women 

at a personal (private) level. For husbands, koko can be legitimately expressed -- that is, 

as an emotion rather than a social psychopathology -- any time that there is the slightest 

hint of impropriety in a wife's behavior. This may be as little as being perceived as looking 

at another man, or as much as a noted flirtation. Any action which may indicate, even 

subtly, that another man may be interested in a wife, or a wife in another man, may result 

in a man becoming koko. A wife should never attempt to dress with any overt concern 

for her physical appearance. If she does so, her husband's koko can be considered to 

be warranted. Even subtle attempts to change appearance can generate a koko response 

in a husband. For example, one woman, whose husband was disposed to being koko, 

was in a house with some of her relatives and friends when one of the women suggested 

they cut their bangs in the style of the teenaged school-girls. She resisted, even though 

it was clear she liked the idea, because her husband was likely to grow angry at her 
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vanity. Many husbands will insist that their wives may not visit other houses or go to 

social gatherings unless accompanied by their husband or his relatives, and women say 

this is because they are koko.108 

For women, koko most often emerges only once a husband has repeatedly 

indicated his desire to be with another specific woman. It is legitimate only when a man 

is known (whether through the woman's own investigations or on the word of her family 

and friends who have suspected his infidelity and have kept an eye on him) to be 

repeatedly adulterous with a single woman. Koko erupts when they suspect their 

husbands love another woman, not just that he is having sex with others. Thus, for 

women, koko expression is often based on substantiated rather than inferred acts of 

infidelity. 

When a man suddenly becomes l<eko physical violence is expected. If he has 

indication that another man has been involved in any way with his wife he is often 

apparentiy tempted to kill them both. For koko, based on unsubstantiated unwifely 

behavior and with no other man particularly imputed, the general recourse is to verbally 

and physically attack the wife if the emotion is substantial. In less dramatic cases, the wife 

may suspect her husband is koko if he ignores her when she speaks to him or is sullen. 

108For example, the female head of the household I lived with most of my time on 
Butaritari, and with whom I had a close relationship, was not allowed to visit me casually 
in my new house, even though it was only two doorways away. In fact, no married women 
ever visited me without some formal prearrangement, with the exception of the two 
married women who lived in the two closest huts and with whom I would share food, and 
some household tasks (such as child care). With the exception of these two, and a 
Tuvaluan woman who lived nearby as well, all my casual visitors were nikiranroro, -
divorced, separated, or widowed women -- who can move about the village more easily. 
This did not notably affect relations with married women in the village, as by the time I 
was living alone I had already been in the village for some time. 
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One particular violent manifestation of koko is that of specific forms of mutilation -- most 

particularly those of nose-biting (te nabairina) or eye-gouging (te aukanoanimata).109 

Nose-biting (as argued by Lewis [1990]) is one way a husband can decrease the sexual 

attractiveness of a wife and, further, I would argue, signal his koko in a substantial public 

way to others.11o A husband may also temporarily affect his wife's looks by bruising her 

face. What is particularly pertinent about nose-biting is that, even though it produces 

pronounced ugliness, it is an affliction which a woman is never teased about. Children 

are told not to tease the woman because "she wasn't born with no nose, but has none 

because her husband loves her so much." (This is unlike other physical afflictions, which 

the I-Kiribati tend to use as a source of teasing and humor.) A missing nose signifies a 

very devoted husband who loved his wife so much he went crazy and marked her.111 

In fact, it is just as common for men who are koko to perform some form of 

physical self-mutilation rather than to directly attempt to disfigure a wife. One common 

10~urner (1884:179) mentions a similar expression of jealously in traditional Samoan 
society: "For adultery, the eyes were sometimes taken out or the nose and ears bitten off." 
Although, it is interesting in lhe Samoan case that Turner only noted these actions being 
taken by women, either toward each other or to the husband. Adulterous Mae Enga 
women (Papua New Guinea) may have their nostrils sliced by their husbands (Meggitt 
1990). 

11°More directly, in terms of overtly limiting a wife's sexuality, there was a very recent 
case (from another island) of a man slicing off part of his wife's genitals at the same time 
he cut off part of her nose with a knife. 

111Lewis (1990) argues that nose-biting is an extinct custom. Several cases were 
pOinted out to me on Tarawa, but the effects are less visible these days since the plastic 
surgery team arrives from Australia each year and repairs much of the notable damage. 
Medical staff at the hospital in Tarawa indicated they may see between five and ten cases 
each year. There is no doubt that the practice continues, even if not so commonly. Part 
of the decline can be attributed to British law-makers attempting to stamp-out the practice 
by bringing cases to court. 
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expression of such male distress is to draw a knife across the top of the forearm several 

times, leaving notable cuts which heal with a scar. The wife will thus be constantly 

reminded of the pain of koko she inflicted every time she looks at her husband. 

Koko women can become violent toward their husbands, but often most resort to 

verbal abuse. If they resort to violence it is usually hasty, excited fighting -- including 

scratching, biting, and grabbing at the man's genitals. There is no attempt, however, to 

inflict permanent damage. But when women become prone to koko violence they most 

often vent their anger at the implicated woman. Most fights which erupt between women 

result from the challenge of a koko wife. Te butu is a woman's fighting stick, which is 

generally reserved for just such challenges. This is a weapon designed to damage or kill -

- a small, very hard pOinted stick which the user will try to push in behind the clavicle or 

into the mouth. More often, women will fight with their hands or handy objects, such as 

a household knife. Although I know of no documented cases of a woman dying in one 

of these bouts on Butaritari, there was a convicted murder case in 1971 on Onotoa Island 

of a koko woman killing her husband's girlfriend with a kitchen knife. It is said that any 

woman having an affair with a married man needs to be constantly Vigilant for the angry 

wife, who could call her to a fight at any time in any place -- most likely when she is 

alone, although sometimes the fight will occur in very public arenas.112 

Where the family are actually the cause of the koko the woman may feel she has 

112ln the south of the Gilbert chain, Hale (1968:95) noted last century that jealousy 
would erupt "between married women, who, when they conceive themselves aggrieved, 
will sometimes, for months together, carry with them a small weapon of sharks' teeth 
concealed under their dress, and watch an opportunity of attacking the object of their 
jealousy." 
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• no support, and is essentially left with the only dramatic recourse of attempts on her own 

life. One Butaritari woman told me the tale of when she went to her home island with her 

new husband so they could visit with her family. While they were in the maneaba with her 

cousins and young aunts there was much flirting and game-playing. Distressed by the 

actions of her female relatives the woman went off quietly and tied a lavalava around her 

neck to show she wanted to hang herself. Her husband came and found her and he then 

stopped playing further with her relatives. This was the singular occasion that she ever 

felt koko about her husband, and her husband never again flirted with her female kin. 

Women are more likely to internalize their koko -- to seek to blame their feelings 

on their own disposition, rather than on the basis of a husband's behavior, in much the 

same way as they find blame in themselves for their husband's desire to sleep with other 

women. For women, one possible response to their pain of koko is to attempt suicide. 

Attempted suicides occur reasonably commonly, and there are two documented cases 

of successful hangings in the last few decades. 

One of most recent koko promoted suicides occurred about two years prior to my 

arrival. A young woman, distressed with her husband's indiscriminate adultery, tried to kill 

herself by several means -- including hanging and swimming out to sea. Eventually she 

simply stopped eating and died. The reasons women give for wanting to die over koko 

are complex. Partly the "disease" itself takes over, and partly it is a response to the 

humiliation and shame they feel for either their husband's behavior or their own response 

to his behavior. Suicide in Butaritari is considered, it is said, to save one's family from 

humiliation -- an escape from a relationship without having to embarrass one's family by 
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going against its wishes and not staying with a husband that was carefully selected by 

Koko does not occur in sex-only liaisons. A man can only be koko of his wife, and 

not of a nikiranroro. That is, koko can legitimately be expres~ed only by an "innocent" 

party. A man may be koko of his wife, but a wandering husband cannot be koko of a 

girlfriend. In relationships where reciprocal sex occurs, which is legitimized by custom, 

koko never occurs. In the special courtesy sexual relationships it is considered imperative 

that koko never manifests -- that is, it must either not exist or must be completely 

controlled.114 To display any koko under these situations would be very shaming, and 

would signal a lack of respect for the "customary way." The observation that koko is 

confined to conjugal relationships is crucial: it indicates koko is much more than simply 

a mechanism of sexual control (cf. Lewis [1990]). Assumably, if koko is related to sexual 

control alone it would appear, at least occasionally, in non-marital forms of sexual 

relationships. 

When koko becomes extreme it is seen as a cause of madness and insanity. It is 

an acquired madness which can reach remarkable proportions, but which is potentially 

curable. One of the most dramatic cases of koko insanity comes from Makin, and was 

related to me by a female informant who was living on the island at the time. Here is a 

paraphrased version: 

11~here are no figures available on the incidence of suicide, although I assume from 
the relative preponderance of stories concerning female suicide that it is more common 
among women than men. 

- 114These special sexual relationships are described in a separate section below. 



One man, consumed with irrational koko, was so scared by the idea of his 
wife looking at other men that he never wanted to let his wife out of his 
sight. While she wove mats in their house he would insist she looked 
directly ahead at the cupboard at the back of the house, and would not 
allow her to look sideways as she worked in case a man was passing by 
the house. Sometimes his koko would become so pronounced that he 
would tie her feet to the house post when he left the house, sometimes 
returning and keeping her trussed for a day or two at a time, during which 
time he would feed her by hand and see to her needs. He often beat her, 
either in the house with the screens down, or he would take her to the 
bush and beat her with impunity there. Eventually the wife died in the midst 
of one of these battering sessions -- hit on the side of the head with a 
tobacco box. The man was never socially considered a "murderer" -- but 
rather to have been so consumed by his love for his wife that he had 
become insane. After the wife died, her family, feeling pity for him now he 
was alone, gave him the wife's younger (half) sister as a new wife. At the 
time of the remarriage the new wife and her mother secretly practiced 
magic to reduce the man's koko, which was kept up for some time after 
they married. The man is said to have been an exemplary spouse to the 
new wife -- showing no overt signs of koko, providing toddy and fish 
regularly, and not beating his wife.115 
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In terms of predisposition for koko, second spouses (and especially men) are 

much more likely to be affected than first ones. This is especially true if the first spouse 

died rather than was divorced. A new spouse may suspect that the other harbors warm 

loving thoughts of the former partner, and will be koko of a perceived secret preference 

for that spouse. This is said to be the major cause of domestic problems in second 

marriages, putting the wife and the children of the previous partner at risk for ill-treatment. 

This is one reason that women state it is always preferable if a spouse dies to marry one 

of his kin -- particularly his brother or cousins. These men are much less likely to be koko 

of the previous spouse. 

Koko has a strong life course dimension. Post-reproductive age adults are never 

11srhis case also illustrates that koko violence is ultimately not held against the 
perpetrator because he had no control over his actions. 
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koko, independent of the emotional history of the marriage. Koko seems most 

pronounced nearer the beginning of a marriage, "before they have learned how to be 

married," and to subside with marriage duration -- at least from a general perspective. 

However, koko can potentially strike at any time in the reproductive years. One woman 

mentioned that she never felt koko until her second child was born, even though her 

husband had been consistently playing around up to that time. This is linked to the idea 

that by the time that a wife had produced several children, and was well established in 

the role as wife and mother, it became less appropriate for the man to continue to play 

around, and she became increasingly angry at his "selfishness." 

There are means for individuals to control the koko in their spouses. As a sickness 

or madness koko may respond to medico-magical treatments -- whether based on herbal 

drinks or secret incantation.116 This intervention may either be to prevent koko 

emerging at all, or it may be invoked at the outset of a koko incident to prevent a 

husband from resorting to violence. 

Ultimately, koko is considered a clear and unambiguous message of deep, 

emotional, and committed love to a spouse, and is said to be most dramatic when a 

spouse feels too much love for a partner. Koko is clearly a primary regulator of female 

sexuality within marriage. The threat of koko -- above and beyond the social label of 

unwifely behavior and the threat of divorce for an unfaithful woman (and hence the loss 

of social status and position) -- seems sufficient to prevent women from indulging in extra

marital affairs. Koko, because it is so uncontrollable, ;s an emotion which needs to be 

116See the story related on .the previous page. 
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treated seriously, and with caution. And, because of the implication that koko represents 

an extreme and undiluted expression of marital commitment and "love," it needs to be 

treated with respect. 

THE FORMS OF SEXUAL RELATIONSHIPS ON BUTARITARI 

Sexual relations take several different forms in Butaritari, but most sexual activity 

takes place in marital relationships. This section outlines the styles of these different types 

of sexual relationships, and provides the background for the discussion of sexual 

behavior across the life course and as it varies between women in different social roles. 

Marital Sexual Relationships: 

There are several different styles of marriage (te iein). The most common style is 

socially formalized marriages which are either arranged by the family, including marriage 

against the girl's consent (te katuna), or by the couple with the help of their families. 

Other couples will birinako (elope), and this often ends up as a celebrated union by both 

families. The "loosest" and most temporary marriage arrangement is te kinano (a lover), 

which is a union which may be formed by an already married man who is working on 

another island way from his wife. According to the women, the partners in any relationship 

where a couple lives together domestically as a couple and have sex are considered to 

be spouses (bu), and thus to fulfill all the conditions for marriage; and this holds however 

the relationship came about. In describing the nature of the marital relationship any 

relationship where the partners referred to each other as buu (my spouse) was included 

in the analysis, as distinct from cases where unions were considered by the women to 
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be transitory and to not involve any coresident day-to-day domestic cooperation between 

the two parties.117 

Sexual access is a primary part of the marital relationship, although in rare cases 

young marriages where sex can never take place may endure.118 Women reiterated that 

allowing a husband constant sexual access is vital in marriage, and it is both foolish and 

selfish to ever refuse an amorous husband. To deny a husband intercourse is against the 

woman's best interests because it may press him to seek out other women who are more 

sexually amenable, and it is also selfish because sexual access is a primary role of the 

housewife and one of her chief responsibilities to her husband. Alternatively, women 

should never initiate sex with their partners.119 All overtures need to come from the 

husband; therefore, he controls sexual timing and frequency to the greatest degree. For 

117 Approximately half of all marriages in Butaritari village are legal in the sense that 
they have been confirmed by the Church or government. Pitchford (1977) argues that 
non-legal marriages in the Gilberts are very unstable arrangements, but I found in many 
cases that these relationships had endured successfully. However, where nikiranroro took 
husbands, these were less stable relationships than those formed with teinaine (virgins). 

118For example, one young husband fell out of a tree and lost all pelvic feeling and 
control. He has subsequently been unable to have sex with his wife, and the condition 
appears permanent. The marriage appears to be fairly solid, most probably because the 
couple already had a small child when the accident occurred, and the husband is a very 
kind and hardworking man. Incidently, all the way through this interview my assistant kept 
commenting to the woman that she should find a new husband so she could have sex. 

119Some of the younger, better-educated women living in the village said they felt they 
could initiate sex with their husbands, because they had more "modern" marriages. All of 
these were "love-matches" which had occurred within the last ten years. Thus, the notion 
of appropriate sexual behavior between couples seems to be undergoing a transition in 
certain sections of the society. Some of these women even stated they would complain 
if they thought their husbands were not paying them sufficient sexual attention. As one 
said "I am angry and I tell my husband if he comes home late and doesn't think of my 
needs." 
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a woman to be perceived as sexually assertive within a marriage delivers a very negative 

and threatening message to the husband -- that is, that the woman may be behaving in 

a similar manner with other men. Married women, thus, take a reasonably passive role in 

outlining the sexual activity which occurs in a marriage. They do, however, have some 

control at specific times -- during menstruation, in advanced pregnancy, after birth, and 

during notable sickness -- to discourage their husbands from having sex with them. Their 

arguments are gauged in selfless terms -- for example, it would damage the fetus at 

advanced stages of pregnancy, the husband will become ill if they have sex during 

menstruation, the child will become sick while breastfeeding, and so on. It is almost 

inconceivable that a Butaritari wife would refuse her husband simply on the basis that she 

did not want to engage in intercourse. In summary, at certain life stages women have no 

control over sexual activity. At others they do have some measure of indirect control -

but this needs to be carefully expressed and negotiated.120 

In fact, no woman with whom I spoke expressed a desire to limit the sexual activity 

they had with their husbands. Beside the enjoyment that many women derived from love-

making, women were uniformly clear that to refuse a man would jeopardize his sexual 

loyalty. Married women can go to some lengths to keep their husbands sexually pleased 

and attracted, ranging from constant availability to specific medical treatments to keep 

them '~eeling good" to their husbands and the rare and risky practice of te kotokoto.121 

1201 was unable to elicit any direct information on masturbation. The practice is socially 
considered distasteful and pitiful, and people were unwilling to discuss the topic openly. 

121The practices of kotokoto and vaginal cleaning are described in the section on 
notions of sexual attraction. 
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Women enjoy sex within their marriages, and say their husbands make efforts to ensure 

this. A satisfied wife is considered symptomatic of a loving marriage -- and cunnilingus 

or female-dominant positions during intercourse are taken to symbolize a very loving 

partner. Women said they believe their husbands share their views on the need to keep 

a partner sexually satisfied. They say husbands are concerned about their wives' needs 

because if the women were unhappy they might think of being with another man who 

would do "better things" for them.122 

This idea that sexual satisfaction is essential to both partners in order for the 

integrity of the marriage to be maintained was a clear theme in interviews. This, coupled 

with the respect and fear accorded to conjugal jealousy, has an essential effect on 

cultural notions of appropriate levels of married sexual activity. Regular intercourse is 

expected and provided -- by both sexes -- through the reproductive years, which are also 

the years of koko expression. Sexual activity seems to fairly well subside or disappear by 

the time the couple are unaine and unimane. Women said their husbands lost any interest 

in sex by the time they were fifty-five or sixty years old. As one woman aged sixty-seven 

stated, "now we sleep apart because we are old and just never think about sex anymore." 

What was most apparent in the course of interviews was that husbands tended to "stop 

thinking about sex" only after women had gone through menopause. 

The self-report data on sexual frequency, although rough, indicates that sexual 

frequencies are maintained through marriage, at least until the end of women's 

reproductive spans. When first married almost all women reported engaging in sex 

122Fellatio is not common (see the section on notions of sexual attraction; below). 
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nightly, and this pattern is reportedly continued until, at very least, the woman becomes 

initially pregnant. Married pre-menopausal women with several children and marriage 

durations over ten years, with one exception, all reported frequencies above one time a 

week when they were not in advanced pregnancy, menstruating, or recovering from a 

pregnancy.123 

Premarital and Postmarital Intercourse: 

In early historic times it appears that the retainment of premarital female virginity 

was important. Although Wilkes (1845:91) tells us, on Butaritari, "chastity [was] not 

considered a virtue, nor considered as any recommendation in the selection of wife," he 

was probably referring to the nikiranroro alone, Grimble (1921 :33), in commenting on 

Wilkes' remarks, concludes that this actually indicates a high value placed on virginity for 

most women, and this conclusion seems warranted. Grimble (op. cit.:41) tells us that 

earlier this century "[t]he violation of maidenhood was everywhere looked upon as one 

of the most awful offenses and was punished with great severity." 

Virginity is now considered one of the most important qualities of a new bride, at 

least from the point of view of the groom's family. Many young women restated this to me 

in clear terms of their own ability to secure a suitable husband. It is important for a 

woman to move to a new household with a good reputation as this will help maintain their 

status with the new family, and will ensure much better treatment from her in-laws.124 

12arhis one exception was a woman whose husband is a night watchman, and they 
have no private time together after dark. 

1248ee the section on betrothal above. 
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Very few (3.9%) of the women in the reproductive history collection had first order 

birth dates which were less than eight and a half months from their date of marriage. 

Almost all Butaritari women still marry as virgins. This not only reflects the high value 

placed on premarital chastity, but also underscores that women who have sex in the 

teenage years outside of marriage found it more difficult to obtain a formal husband than 

their chaste peers. The high value of premarital purity is further enforced by fear of 

retribution by the woman's own family. 

The situation is very different for men. Families will tolerate and even implicitly 

enco~rage young men to seek sexual experience with nikiranroro before they marry. 

(Although, characteristically, nikiranroro prefer to "play" with married, experienced men, 

rather than unmarried, younger ones.) Traditionally, men married for the first time several 

years later than they do today, and in this interim it was not expected that a man would 

save his virginity for the marriage mat. During fieldwork I had little opportunity to speak 

with men explicitly about their premarital experiences, but stories of men's conquests 

abounded in the woman's community. Certainly, there is considerable peer pressure 

among young men to seek out the favors of women, and this has a strong element of 

demonstrating daring, skill, and charm to their friends. However, several younger men 

who had married in recent years were known to be virgins at marriage, and in these 

cases the families were more proud than embarrassed by this fact. 

Despite the value placed on female chastity some women do have sex as 

teenagers. This is seen as irresponsible and self indulgent by the broader community. Of 

the women I spoke with in some depth who had premarital affairs, most felt they were 

tr~cked into sex by their own innocence or had been forced in their first encounter. Once 
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virginity is lost however there is little point in maintaining celibacy, as the time for care has 

now passed.125 

The following are two cases where women became involved in premarital sex. In 

almost all such cases the women end up as nikiranroro. 

Case 17, aged 19: 

I met my first man at an island night. He approached me and flattered me, 
saying I was beautiful and that he loved me. I was happy and proud 
because of his words. We went off and had sex that night. He was 
unmarried and we were both at school on Tarawa. I saw him every night 
after that and we had sex. I was very happy because I loved him. This 
went on for six months, then I was sent home to Butaritari because of him. 
Lots of my friends had boyfriends, but I think I was the only one having 
sex with a man. After I returned to Butaritari he wrote to me once but I 
didn't reply because I didn't love him anymore. Later another man 
approached me and we had sex the first night. It only lasted two minutes 
because he didn't care about me. He came to my house every night for 
three weeks. He stopped because I sent him away when I found another 
man I loved better. I loved this man but then one month later I found 
another man I loved more. He was married and his wife knew he loved me 
better. She came to my house and asked me if it was true. I told her I was 
not to blame because the man had always forced me. He only came for 
two nights, that man, because his wife knew the first night. I never agreed 
to have sex with this man, he forced me even though I said I would 
scream for my family if he did it.. .. I've never chased a man. I always wait 
for them to come to me. This happened last month and no man has come 
to me since. 

Case 18, aged 36: 

The first time I went with a man I was 21 or 22 years old. We were from the 
same village and fell in love with each other. One night the man came and 
asked for sex with me. I said "yes" to him because I loved him. But I never 
married him because I wanted to stay Single. My parents scolded me 
because I wouldn't marry the man and he didn't do the kabutiman. I never 
lived with him but he came to me for four years. He came every night and 
we had sex. I really didn't love him, and then I went to Tarawa so we didn't 

.
1255ee the section on sexual violation below. 
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see each other after that. 

One category of women who seem to have non-marital sex with relative social 

impunity is widowed women. Several widowed women interviewed, who were under 50 

years of age, had quietly and discretely taken lovers without the knowledge of their 

families (although their friends might have known). These women are not embarrassed 

by their activities; this is best exemplified by the observation that they could all visit the 

clinic for family planning methods without any reservations. All these women were 

considered to have been exemplary wives when they were married. Each of the women 

stated they were only having sex for their "own needs," and not as any prelude to forming 

a formalized union. Their partners were generally widowed also. Take the two following 

cases: 

Case 19, aged 45: 

I have been seeing one man since my husband died. We meet about once 
a week in an unused house. Now we have seen each other for almost one 
year. I don't want to marry him, just to meet him for sex. I love him but I 
only have sex because of my own needs. The man is ten years older than 
me and his spouse died too. 

Case 20, aged 36: 

My husband died more than a year ago. I should marry my husband's 
cousins but they are too young and I don't think they want to marry me 
because I am older. They may want to marry me when they are older, 
which would be good for my children. There is a [married] man in the next 
village, and last week he came and visited me and we stayed together for 
the night. He was my boyfriend before I married. I love him because I know 
him so well. He has many children, and so do I, so it wouldn't be good if 
we married, it would be so much work, and it would be bad for my 
children. I like to see him because of my human needs. I have needs, 
because I am a woman. All women have needs, I think. It is hard to say no 
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to a man because women like men and men like women.126 

Extramarital Sexual Relations: 

There is a distinct gender difference in the expectation and treatment of adulterous 

behavior. As described in the section on conjugal relations, female adultery is not well 

tolerated. This has been the case for some time. Wilkes (1845:91) noted in 1841 : 

After marriage a woman must be extremely guarded in her conduct, as the 
punishment for [adultery] is very severe, even amounting to death in some 
cases; but is usually limited to expulsion from her husband's house. 

It appears that the recourse for female adultery was determined by both the status of the 

participants, and the manner in which the affair came to the attention of the husband. 

Stevenson (1905:318-319) wrote that on Butaritari only "stealthy" adultery was punishable 

with death, and open elopement was compensated for with a land fine (called te 

bainaine). Lambert (1963:227) differentiates between lovers caught in the act -- where a 

husband would be justified in killing, and acts discovered later -- in which compensation 

with a land fine would suffice to appease the man, and his ramage which would support 

and act on his behalf. Gelett (1861) noted that the penalty for men having sex with the 

wife or betrothed of another man was that they could expect to be killed if they were of 

low rank, and to pay a high land fine if of high rank. Captain Davis observed a woman 

being flogged for adultery during a short visit in 1892 (Davis 1896). 

Lambert (1963:80) makes the point that "adultery was so widely defined by the 

126Later this woman began a very public affair with her late husband's cousin, a 
married man with a pregnant wife living in the same village. Events came to a head when 
the furious wife called the woman out for a fight, and then the affair became full public 
knowledge. 
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Gilbertese that it must have occurred very frequently." Various categories of adulterous 

acts -- beyond intercourse with a married or betrothed woman -- included seeing the 

genitalia of any married woman (even accidentally), passing a married woman on the road 

and not standing to the side, and speaking with married women in the village (Townsend 

n.d., Kraemer 1906, Stevenson 1905, Lambert 1963). For example, Turner (1884:298) 

writes that any man found to remain on the road when a married woman passed could 

expect "revengeful consequences." Hale (1846:46) speaks of men on Butaritari ''turning 

aside to let [a married woman] pass." Women would cover their head and upper body 

with a mat when leaving the household and were forbidden from speaking or looking at 

any men. At all times married women would have a chaperon of their in-laws who would 

see that this never happened. Lambert (1963:227) gives an account of a case from last 

century in which a man saw the wives of the king bathing from his perch in a coconut 

palm. The king's half brother then tied the man up like a pig and carried him to the King, 

who then slowly tortured the man until he was dead. Today, toddy cutters sing loudly as 

they work in the trees, which is said to be warning for any bathing women that there are 

potential observers overhead. 

Today, married women -- in respect to the watchful eyes of husbands and families 

-- have almost no opportunity for marital infidelity. Further, the social sanctions against 

straying are so severe that there is strong disincentive for women to even let the slightest 

hint of impropriety develop. A woman suspected of infidelity could expect, at very least, 

a severe beating, possibly to be shamefully divorced and, in extreme cases, to be killed 

by her angry husband. Lambert's genealogical notes (n.d.:Table 50) give a rather 

dr~matic case from Makin. A man, incensed over his wife sleeping with his older brother, 



203 

split her head with a hatchet and then divorced her. 

For all these reasons, female adultery is said by Butaritari women to hardly ever 

occur. If it does, discretion is essential. In all cases the man accused of committing 

adultery with a married woman is considered to be acting out of hate or revenge for her 

husband, not to be simply conducting the act for sexual pleasure. In this way it seems 

that, for men, adultery is a brave and dangerous act, and I suspect it rarely goes 

undiscovered when it happens; that is, details of a b:rave and daring act are very likely 

to be recounted. On the other hand, I got no sense from the women I spoke with that 

they thought of the possibility of adultery as sexually exciting, or of adultery as revenge 

against their husbands.127 Despite reservations about the resistance of women to 

divulge their activities in this area, I retain the impression that they did not generally seek 

or wish to accept any sexual partners other than their husbands, and for this reason they 

are probably having very little extra marital intercourse. Opportunities are also limited for 

women. If a husband leaves the village or island his family are charged with watching his 

wife in his absence, and the general activities of many married women are carefully 

monitored. 

Male adultery is quite another matter, however. As expressed at the public level, 

there is no sanction against male infidelity with nikiranroro. Men have a finite village-based 

pool of sexually available women (the nikiranroro), and no complementary pool of extra-

127Upon rereading Lambert's (1963) notes on female adultery in Makin and Butaritari 
after leaving the field I was surprised by the sense he gives that married women were 
frequently adulterous. This difference in impression may be accountable in terms of the 
gender differences of researchers. Men speak frequently of their (purported) extra-marital 
affairs and women do not. However, later Lambert (1981 :162) commented that "adultery 
may in-fact be quite rare." 
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marital partners exists for women. 

As wives describe it, husbands fall into two distinct categories -- those who go to 

other women and those that never do. From the women's perspective it is distinctly 

advantageous to be married to the latter category, and men that do visit nikiranroro are 

showing selfishness and weakness and do not know how to act like a married man; as 

one woman said, ''they don't love their families, they just care about sex." From my limited 

discussions with married men who slept with nikiranroro I have the impression that this 

perspective is not shared.128 I heard from several men that they believed their wives to be 

"proud" because they were clever ent)ugh to lure other women to sleep with them, and 

that the wives would not be jealous because of this pride. In fact, several of the women 

with wandering husbands said they were not jealous because they "did not care." 

Rationales are provided, such as "I'd rather he went to other women when he drinks than 

comes home and makes trouble with me and the children" or "I don't care what he does, 

I just want to be left to do my work." In all discussions with women, not one expressed 

any pride in a husband's adulterous behavior -- in fact, the husband was discussed with 

a mild mixture of pity, disdain, anger, and -- most often - overt disinterest. However, most 

women agree that it was the nature of some men to play around -- an inclination that was 

difficult for them, in their maleness, to control. On the other hand, men see adultery as 

symptomatic of their virility, their sexual power, their cleverness, and their prowess. It is 

a source of personal pride for them. 

The actual frequency of male adulterous sex seems idiosyncratic to the particulars 

12Brhese discussions all took place on Tarawa. I was careful not to initiate or respond 
to these forms of discussions with men on Butaritari. 
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of each arrangement. Some men would sleep with nikiranroro women only once or twice 

in the course of a marriage, others would consistently seek out other women -- leaving 

the marital mat for up to a week or two at a time. Often these men would visit the house 

of the nikiranroro in the evening, and talk her into retreating into the dark or to the bush 

for the purpose of sexual intercourse. On these occasions, according to nikiranroro 

women, sex would take place several times in the course of an evening. 

With the nikiranroro being finite in number, and far fewer than the number of 

married men in each village seeking extramarital sex, these affairs are often short in 

duration, with the nikiranroro moving onto a new partner when someone more interested 

or interesting comes along. Men are most likely to seek the favors of nikiranroro when 

they drink, and the heaviest drinkers in the village tended to be those who most often 

sought the favors of nikiranroro. 

Courtesy Sexual Relations: 

There are three special courtesy or customary forms of sexual relationship which 

may take place on Butaritari. Te tinaba is a special courtesy sexual relationship, which 

holds certain reciprocal expectations. The tinaba is much more common in the southern 

atolls of the Gilberts than in the north. A tinaba relationship may be contracted between 

ego's wife and his classifactory uncle (Lundsgaarde 1966). This relationship reportedly 

only occurs at the consent of the woman; however, a wife is expected to always agree 

to such arrangements -- to not do RO would be considered to be clearly disobeying her 

husband's family. In return for sexual access and small special kindnesses, the junior 

partner could expect to be conferred property rights at some later time. The tinaba 

involving intercourse is reportedly very rare on Butaritari, although tin aba-style 



206 

relationships based on special care and kindness -- but not involving sexual access --

may occur occasionally. 

More common in Butaritari is a special in-law sexual relationship, te eiriki, which -

- unlike te tinaba -- does not transcend generation lines. Classifactory in-laws in the same 

generation may have sexual access to each other on a short term basis. These affinal 

categories are those considered to be ideal remarriage partners, and were also the 

traditional concubines in the polygynous system. The eiriki arrangement is not analogous 

to the tinaba in the sense that it is not a reciprocal-obligatory relationship, but is rather 

classified as a competition or game (kakaie) and, further, it need not be the case that 

female participants are married. Married women said they did not particularly like such 

arrangements, but they feel powerless to resist them because to do so would show their 

"weakness." If a female cousin came to a woman and told her "don't look for your 

husband tonight, because he is coming home with me to stay tonight" the woman would 

feel obliged to concede, because of the teasing she would endure if she was seen to be 

displeased or shamefully koko. She may even actively encourage her husband to go to 

the woman in order to preserve their reputation for bravery and respect for the "custom." 

After that time the woman will, however, consider her cousin her "first enemy," and will be 

so angry at her for doing such a "cruel thing" to her. She will consider the other woman 

to be shamed by her request for access to the husband, and in this way retains her 

personal pride. 

On Butaritari it is a traditional custom for festive casual sexual play to occur 

between two families celebrating a wedding. On the night of the wedding the two sides 

ot the family, in happiness and pride for the couple, will hold a large feast and drinking 
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session. Te kanobutika is a special dance where the married members of the two families 

line up on two sides and pair-off and then retreat into the dark. Although this traditionally 

resulted in casual sexual intercourse, interviewed women stated they felt that this was 

now inappropriate for married women; instead, it was much better to just "let the man 

touch your skin" and to only have a "game." 

The Case of Polygynv: 

Sororal polygamy was accepted in pre-missionary times (Lambert 1981, Grimble 

1972), although its practice was limited to higher status chiefly families. Up to three to four 

sisters could be married to one man, with the oldest generally the first wife, and holding 

the highest status. Only the high chiefs (uea) are said to have had non-sororal 

polygynous wives (Grimble 1921). Grimble (1972) also states that only the first wife would 

be formally married to the husband; the remaining sisters would all be "accrued by 

customary right," whereas the first wife would be selected by the man's family (also see 

Taburimai 1969). Other possible supplementary wives included the widowed wives of the 

man's brothers, and nikiranroro chosen by the man on the basis of their beauty alone as 

concubines. 

Wood, an early beachcomber on Butaritari (1834-41), told Wilkes (1845) that some 

of the principal chiefs at that time had from 20 to 50 wives, with the king having even 

more. Randell, an early trader with a strong social position, managed to have accrued 

four wives himself by 1860, and Durant, his colleague living on Makin, also had several 

wives. Randell is credited with making an exaggerated claim of the king having sixty to 

seventy wives (Gulick 1932, Lambert 1963). Lambert's (1963) genealogies show several 



208 

of the high chiefs as accumulating as many as twelve formal wives. 

In such polygynous unions the children of all the wives/concubines had equal 

status, with the first born to any taking the position of senior child. The number of 

polygynous unions dropped dramatically with missionization. By the time of S. Lambert's 

visit in 1924, he observed: 

Modernly, no man has more than one wife, but he still practices in secret 
his ancient right to relations with his concubitants, i.e., the polygamous 
wives of pre-Christian days (1924:3). 

To my knowledge, there are currently no existing polygynous households on 

Butaritari, but one was recorded by Sewell (1983) in the early 1970s; so the system did 

persist, at a much lower level, until recent times. One of the interviewed women had 

previously been married polygynously as a second wife, but had divorced the man shortly 

after she gave birth to a first child. The system of sororal marriage seems to have 

declined rapidly at first missionary contact and Captain Davis, who visited in 1892, stated 

that there were very few cases remaining at that time (Davis 1896). The traders did not 

interrupt the system at all; rather, as witnessed by Durant and Randell, they openly 

participated in polygyny if their status allowed them to do so. 

It is extremely difficult to garner information on the sexual aspects of polygynous 

unions on Butaritari in the past, although Grimble (1972) states that a man with several 

wives was not expected to consummate the relationship with all of them. Whether this 

means he could choose not to or he was encouraged not to is unclear. Sexual reserve 

would particularly be the case with subsequent wives who were previously married to his 

brothers. Grimble (1924) interprets the system as providing a guard against childlessness 

and a way of using up exce_ss women (as men married much later tha~ _ women). 
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Assumably, at the time Wood was on Butaritari (1834-41) and the number of wives to 

chiefs was very high, a fair proportion of these relationships did not have a sexual 

component. Wilkes (1845:91), alternatively notes that female adultery was common 

because the polygynous system prevented so many lower status landless men and the 

younger brothers of chiefs from obtaining wives. Thus, it seems in precontact times, that 

a proportion of men and women were prevented, by the marriage system, from having 

any regular or legitimate sexual outlet. 

It is notable that, today, in any household the relationship between a man and his 

wife's classifactory sisters is strained. He must be vigilant not to tease them or have any 

form of sexual banter which could be construed as sexual interest, or his wife could 

become very jealous. It is between husbands and wives' sisters that adulterous 

relationships are thought most likely to develop. If a spouse dies these classifactory 

siblings become the preferred candidates for remarriage. 

Incestuous Sexual Relations: 

The Gilbertese saying ''the fourth generation goes free" underlies the standard rule 

of appropriate marriage and sexual partners. In almost all cases marriage and sexual 

intercourse may only take place within a generation -- members of different generations 

are forbidden to each other.129 

The children (nati) or grandchildren (tibu) of classifactory siblings on either side 

of a lineage may not have sex or marry. Relations between great grandchildren (tibutoru) 

1~he tinaba is an exception, see above. 
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are also not encouraged but may occur, but it is considered most preferable to wait for 

the fifth generation (tibumamano). All adoptive and step relationships are counted as full 

in this regard; those who fall in the first six generations are referred to as utunikan (near 

blood relatives), those beyond this as utunraroa (distant relatives). Marriage between 

those who live on the same kainga (utunikan) is forbidden. 

Chiefs (toka) and high chiefs (uea) on Butaritari and Makin operated under 

different rules. The marriage of first cousins and other classifactory siblings was 

encouraged to consolidate the family and maintain their control of land plots. In these 

cases incest was defined by relations outside ego's generation -- such as with one in the 

position of a child with one in the position of a parent -- rather than sex with classifactory 

siblings. At all levels, it is cross-generation matches which are absolutely resisted and 

considered with extreme disgust (except in the special case of the tinaba). 

Traditionally, those who committed classifactory inter-generational incest could 

expect a harsh punishment, including being tied to a log and set adrift at sea (Grimble 

1972). Today, those known to be involved in inter-generational incest, especially in the 

nuclear family unit, are at risk of complete social isolation -- being essentially cut off from 

any village interaction, including by their own family members. In the case of father-

daughter incest the man is held to be accountable. The woman is treated with pity, but 

will not suffer the same level of social reprisal.130 

1~he legal code of the Gilbert and Ellice Island Colony made sexual intercourse 
illegal between an individual and a grandchild, parent, child, or sibling; and with any 
collateral"blood" or adoptive relation up to the second degree of cousinship. The families 
of high chiefs were excepted,· and first and second cousins could have sex without 
breaking the law. The charge held a maximum penalty of 5 years imprisonment. 
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Incest is also disabling -- emotionally and magically -- to those who commit it. The 

following case, from Makin, was related by a woman from that island: 

There was a woman who had an affair with her father. The father would be 
jealous if any young men wanted to marry her. She is a beautiful woman, 
and should have had many suitors. But, because of what her father did 
she is ibenao, and no Kiribati man would marry her.131 

Although the rules regarding incest are said to be fairly strict and to be enforced 

with tough penalties, the following story, relayed to me first-hand, indicates this may not 

always be the case, especially where the incestuous liaison is between members of the 

same generation. 

K is a high ranking island official, although not yet 40 years old. His 
second wife, T, who is much younger, recently moved with him to the 
government village with their two young children. After they moved to the 
new village K's teenaged cousin, 8, came to live with them temporarily. B 
is not a typical teenager by any means - she is known as a very proud and 
accomplished nikiranroro, and was thrown out of school on Tarawa when 
she was caught having sex. B began having casual affairs with a number 
of married men in the village. One night K and B and some neighbors were 
at their house drinking sour toddy. The drinking went on for some time, 
with everyone becoming inebriated. T, fed-up with the rowdiness, went off 
to visit friends nearby with the children. Some hours later she returned to 
the house, and found it in virtual darkness and the party to have 
dispersed. Hearing some curious, yet familiar, sounds from the sleeping 
room, she leaned in the window and turned up the lamp. Below her on a 
sleeping platform she saw K and B engaged in sex. Her husband, sensing 
the light, rolled to one side and promptly began some exaggerated 
snoring. T promptly turned the light back down and returned to her friend's 
house. Once she arrived she began to recount the story, with humorous 
asides, in some detail to all present. Eventually she encouraged a female 
friend to return to the house. Once they arrived they crawled in the dark 
and hid under the sleeping platform and then waited. Eventually the noises 
of sex started again. The friend, shamed by their subterfuge, crawled away, 
but T remained until K and B were asleep again. The next day she 

1311benao refers to a special condition where a person may be objectively considered 
very good looking but still no one will subjectively find them attractive. One cause of this 
condition is magical curse. 



confronted her husband, teasing him merciless with a smile on her face for 
having sex with his cousin. By this time the story had travelled all around 
the village, and everyone was unanimous in their support for T's bravery, 
and found much humor in K and B, so closely related, having sex together. 
In fact, K's position as a senior official was not jeopardized, but he was the 
brunt of jokes for some time to come. For some days afterwards it was 
notable to all who passed that T had solidified some control over her 
husband. His drinking stopped temporarily, and he could be seen sitting 
at the house helping out with T's chores -- doing the laundry and seeing 
to the children. B's position in the village did not change at all, as she was 
already considered to be the most sexually active and vainest unmarried 
woman in the area. She did, however, immediately move to live in another 
household and did not continue to socialize with K. 

Homosexual and Lesbian Sexual Relationships: 

212 

The case of a lesbian household which existed on Butaritari until recently has 

been described above.132 Informants stated they had never heard of a case of two men 

formalizing a sexual relationship by living together.133 Homosexuality is not acceptable 

male behavior, and all those spoken with (of both sexes) indicated extreme distaste with 

the idea of two men engaging in sexual intercourse. There were no cases of homosexual 

behavior identified on Butaritari during the field season, although there is a well known 

case of unrequited homosexual love from Makin. The man was a binabinaine. He was 

very vocal in expressing his love for a local married storekeeper, singing songs to him 

and following him around. He died around three years ago by (accidental?) drowning 

when walking the passage between Keibu and Makin town. There is one current case 

132See the section on women's roles, above. 

133Following the lead of Victorian law, male homosexual sex is illegal in Kiribati, but 
female homosexual sex is not. I was unable to locate any evidence of cases coming to 
trial-under this law. 
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from Betio, on Tarawa, of a binabinaine who lives with his family, but who has a younger 

"boyfriend." They are said, by local gossip, to not have a sexual relationship. 

In summary, if any male or female homosexual sexual relationships occur they are 

extremely rare, and cannot be considered institutionalized in any way as a form of sexual 

expression. 

Forced Sexual Violation: 

Sexual coercion, in various forms, is not rare in Butaritari. Sexual violation takes 

two distinct forms in Butaritari. Te kawakawa is roughly analogous to the "night crawling" 

described in various Polynesian cultures, and is locally construed as the less serious form 

of sexual violation.134 Te tautau (lit. holding by force) is considered a fully fledged 

"rape," and is the much more serious form. As this discussion will show, interpretations 

of what constitute sexual violation vary markedly by gender and involvement. Here I have 

classified as sexual violation any act which is considered by the woman involved to be 

forced and absolutely non-consensual. 

Te kawakawa (lit. crawling, creeping) is thought to be practiced as a mischievous 

and bad act, and to be committed particularly by young unmarried men. Several cases 

occurred in the village while I was living there, most of which were initiated only once the 

perpetrator was fortified with copious amounts of fermented coconut toddy. For a young 

134For examples of "night crawling" see Mead (1939:92) on Samoa, Vayda (1961 :242) 
on Rakahanga, Marshall (1961 :245) on Ra'ivavae, Carroll (1976) on Nukuoro, and 
Chambers (1986) on Nanumea. It is important to note that although similar in form to 
Gilbertese kawakawa these were often involving consenting rather than forced sexual 
attentions. Hogbin (1931) notes a similar practice on Ontong Java was not considered 
consensual, and was rather always "stealthy." 
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man to be caught in the act of kawakawa is shaming, and he would be punished by both 

social teasing and possibly with a good beating by members of the woman's family. If not 

caught, however, the man might feel some pride in his daring. There seems to be much 

discussion among unmarried men about plans to conduct a kawakawa but, despite this 

banter, most kawakawa incidents are conducted without the support of peers. Further, 

the act is interpreted by the broader community as resulting from negative personality 

quirks or mental weakness rather than because a man was "being manly and brave." Men 

who do the kawakawa are often said to be "like a little boy." As one informant stated, "we 

all pretend not to know the man is te kawakawa, because we are waiting to catch him in 

the act. But we laugh about him when he is not there and call him by his real name -- te 

kawakawa." The case I have the most familiarity with, which occurred in a house in which 

I was living, was excused on the basis of the young man being a simpleton after a 

childhood drop on the head. It was widely argued that no "normal" man would want to, 

or need to, resort to the practice for sexual gratification. 

In the kawakawa, sexual violation is generally limited to ''touching,'' rather than 

effective penile penetration. The nature of the act itself normally prevents it developing to 

this latter pOint, even if it is the ultimate aim of the crawler. A young man sneaks into a 

house while the occupants sleep and attempts to crawl under the mosquito net of a 

woman. Generally he will select a house where he does not know the family well. Once 

under the net the young man will attempt to make genital contact before the woman 

awakes. (Most married women on Butaritari do not wear undergarments while they sleep.) 

Once the woman awakes she will scream out and all the family or neighbors will run to 

her. At this point the main aim of the young man is to escape the house before anyone 
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can identity or catch him. Generally kawakawa is conducted on the spur of the moment, 

and does not involve the use of any force to make the woman succumb, although in rare 

cases the man may cover the woman's mouth so she couldn't scream and then attempt 

penetration. 

Te tautau is conceptually a very different form of sexual violation in Butaritari 

society. It is considered a pathological and evil act, which requires severe 

punishment.135 It has also been aggressively prosecuted under Colonial law whenever 

cases have come to trial. Tautau is when a man forces a woman to sex through the threat 

of physical brutality or death. The following is the paraphrased trial record of a rape which 

occurred in 1978 in Butaritari: 

The woman was asleep in an open house with a friend and a young 
daughter, and her brother and another friend were sleeping nearby. Two 
men came and, grabbing the wife and holding a knife at her throat, asked 
where her husband was. When she told them her husband was out fishing 
they told her she would "suffer the consequences" of hiding her husband, 
and they were going to have sex with her. One of the men cut the strings 
of the mosquito net over the younger brothers so they were caught up in 
the net. The woman was then grabbed by the hair and dragged down a 
track beside the house by one of the men while the other remained and 
held her family at knife-point. Down the track the first man, holding her at 
knife-point, raped her. When he fell asleep the woman got up, threw the 
knife away, and ran to the nearby house of her sister, who alerted the 
policeman. At trial the two men argued they had raped the woman 
because her husband had been sexually involved with their sister, and 
they were exacting revenge. 

There are two important points about this case. First, it involved a married woman, 

135According to the local story, approximately two years ago a man was found with 
his throat cut on the 8etio-8airiki causeway after a posse of angry husbands ambushed 
him. The men were avenging the violation of their wives. The man, it is said, had been 
able to arrive and leave houses at night and rape women, rendered invisible by his strong 
magical powers. 
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which is atypical. The idea that the rape was to hurt the husband rather than an act 

directed at the woman herself is congruous with the Gilbertese idea that if any man 

tempts a wife to have sex with him he is ultimately only motivated by a desire to hurt the 

husband. 

All of the four cases of "rape" which were related to me by the women concerned 

during interviews were substantially different in form from this court-tried (and convicted) 

case. In all instances the man had remained essentially unpunished, he was acting alone, 

and the woman was unmarried. It is this more (socially) ambiguous form of rape which 

more commonly takes place on Butaritari. Although these were not really kawakawa 

incidences, they were not socially described as ''true'' tautau either. Rather, they were 

more liminal categories of sexual violation -- interpreted by the women concerned as 

severe sexual infractions, but apparently not interpreted by the perpetrator as anything 

more than casual and consensual sexual encounters. The responses of those involved, 

and their families, vary, but are usually characterized by a sense of fatalism and seeming 

internalization of the culpability for the event by the woman. For example, one woman, 

now a widow in her sixties, gives the following account of the loss of her virginity: 

When I was just over 20 years of age I was living on Makin. One day I 
went out collecting coconuts before sunrise, in the bush just off to the side 
of the road. I saw a man coming toward me on a bicycle, and I asked him 
if he knew of any people out in the bush at that time because it was not 
light yet. I knew the man, he was married. At first the man didn't see me, 
but then he said some people were on their way to the bush. He went 
away. Soon he came back to where I was working, but I didn't see him. He 
grabbed me and took me deeper into the bush. I shouted but no one 
could hear me. Then her stuffed his lavalava in my mouth to stop me 
screaming. Then he "held" me. Later I was afraid to tell my parents, so I did 
not tell anyone .... I saw him again later because I thought it felt good when 
he "held" me. So I went with him more times in the dark. Each night he 

. __ would come and collect me from my house secretly. I kept seeing him until 



I was pregnant three months later. Then my parents scolded me and were 
angry because he had a wife already. 
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This next example is also of how a woman came to loose her virginity. The woman is now 

a nikircmroro in her late twenties with two children and has never been married: 

When I was sixteen I met my first man. I was in the bush picking flowers 
for garlands when he came along. He had a toddy cutting knife with him 
and he grabbed me and "held" me. I asked him not to but he still did. He 
had sex with me even though I was menstruating. I was scared to tell 
anyone, but then I was pregnant so I told my friend and then my 
mother136 .... I had only gone with him that one time because I didn't like 
what he did. I didn't tell my mother before because I was scared she 
would beat me. 

So, in many cases of uninvited sexual violation, the woman is held accountable, 

particularly for putting herself in a situation where a man had an opportunity to have sex 

with her. However, the level of response by the woman's family seems to be closely 

linked to the level of outrage expressed by the woman herself. The two cases above are 

infused with a sense of passive acceptance after the deed. The crucial notion appears 

to be that once the virginity is lost it is too late to complain. That is, rape is not 

considered a reasonable excuse for a loss of virginity, and the woman is marked from 

that time on and may as well become involved in casual sexual liaisons (as both these 

women did). The more aggressive and extreme the rape, the less accountability is 

1aarhe argument that she was menstruating when they had sex is crucial to reducing 
any "cognitive dissonance," given the Gilbertese notion that pregnancy can only occur 
when the cervix is open -- either because the woman orgasms, or because she is 
menstruating (see the section below on reproductive ethnophysiology). I suspect in this 
case the idea she was menstruating was an addendum to the story once she discovered 
she was pregnant considering otherwise it is difficult to claim an unpleasant rape 
experience if the woman orgasmed (as evidenced by resultant pregnancy). This 
interpretation also has the advantage of underlining how "disgusting" the man was, given 
the Gilbertese aversion to sex during menstruation. 
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expected from the woman. There was a case of tautau rape on Makin which outraged the 

whole island, and from which the woman was totally excused of any hint of complicity. 

The version that was given to me goes as follows. 

The first case of real taut au rape in Makin happened about fifteen years 
ago. There was a fifteen year old girl who was raped by a very large and 
strong man. It was a "real" rape because he grabbed her, and she was a 
virgin, and he took her a long way into the bush. She was at an island 
night [dance] and the man sent another boy to her to tell her to bring a 
smoke to the man under the breadfruit tree. She was a very pretty girl, and 
a good leader of her friends. She knew the man and had often been sent 
on chores for him before. When she came with the smoke the man 
grabbed her and put a lavalava over her mouth. He swung her on his 
bicycle and took her a long way off into the bush. After he raped her he 
went away and she walked back to the village and told her family. 
Everyone said she was lucky that he didn't kill her. Later she married and 
they have a good marriage and are very happy. 137 

The reasons given for a man to force a woman to engage in intercourse are, in 

the Butaritari view, invariably linked to a man requiring a sexual outlet. That is, a man is 

most disposed to rape if he can not obtain willing sexual partners through his cleverness 

or charm, and he should therefore be pitied. Rather than taking after one particular 

woman and attempting and "honest" seduction, a sexually desperate man will seize any 

opportunity that arises -- such as coming across an unmarried woman alone in the bush 

or on the road between villages.138 If the case was very brutal, the man may also be 

137This passage is not a translation -- it was given in English. Also, this is a 
paraphrased version of the original. 

13BFor this reason I was never "allowed" to go to the bush unaccompanied for the 
duration of my stay on Butaritari. Nearer the beginning of my stay my "mother" was also 
determined that I would not cycle to the next village by myself, even in daytime. This 
made it difficult for me to attend functions there, but we later reached a compromise. 
Several drunk men burst into our house one afternoon seeking my attentions, which she 
fought off with a knife. I seized the advantage and argued that it seemed it was 
dangerous even for me to stay at home given how close we lived to a kaokioki bar, and 
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reasoned to be severely mentally ill. 

Although the last case is an unambiguous case of rape many of the other cases, 

such as the first two given above, are less clearly defined. For example, the following 

case is considered by the woman concerned to have been an act of rape, but the social 

definition is somewhat different and construes it as a completely legitimate act on the 

man's part: 

One day I was travelling between two islets to visit relatives and a boy 
came along and gave me a ride on his bicycle. When we talked he asked 
me if I would marry him. I agreed because I was too shy (mama) to refuse 
his request because he was related to some of my family. later his family 
came to see the members of my family that they were related to, and the 
two families agreed we would marry. My parents didn't know this yet, 
because they were in Makin. They held a party to celebrate the 
engagement in Butaritari and then we travelled to Keibu to be married. 
While we were waiting for a date for the marriage from the priest I got to 
know the man better. I didn't like him then. The boy had no family in Keibu 
so he stayed in an unused hut by our house. I was supposed to look after 
him, to cook his food, and wash his clothes but I didn't like him so I 
refused to. I kept asking my family -- "Who is this man? What is he doing 
here? I don't know who he is." My parents were very angry because they 
said I had chosen the man myself and now I didn't want to marry him 
anymore. I told the boy to go back to Butaritari but he wouldn't. His father 
got sick at Butaritari and died but still the boy stayed. My mother said 
because he stayed he now deserved me, and even though the date for the 
priest was still one month away she said we couldn't wait any longer. My 
mother grabbed me by my hair and pushed me into a small house. She 
called to the man to come. The man hit me on the thighs so I COUldn't 
escape. I tried to stop him but we had sex. After that it was too late. We 
never went to the priest, but stayed together for some time. Late .. I left him, 
but he would always ask me to come back. 

then she conceded to occasional unaccompanied excursions in daylight as long as I was 
on a bicycle. Once I found out where drunk men tended to congregate at certain points 
on the road I found I could easily outmaneuver them as they swayed across the road 
trying to grab me. In fact, during the whole duration of my stay the threat of unwanted 
advances was constant, and at a practical level significantly curtailed my freedom of 
movement. 
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Other ambiguities in interpretations of what constitutes legitimate, consenting sex 

and what does not stem from the cultural maxim that it is improper behavior for young 

women to say "no" to any man who asks her a question. The idea of sex as a competition 

or game (te kakaie), and the problem men have in interpreting women's replies, is 

represented in the following female informant's comment: 

Some women use sex for games to make themselves proud. A girl will be 
proud and tell others if she meets a man and he only plays with her skin 
and doesn't have sex. If a man forces you to have sex then he looses the 
game. He must be clever and you must agree because he is clever. If he 
loses and has sex without you agreeing then you will say he won only 
because of his strength instead of his knowledge .... For Butaritari girls 
"yes" always means "no" and "no" means "yes." In the South the girls are 
different. When they say "no" they mean "no" .... Our girls are taught never 
to say "no," for this would be rude. You must never say "no" to even old 
men. You must only say "I will think about it." 

Butaritari women are known for their fickle hearts and the love games they play 

with men -- the so called "mouth of the North." To tease young men girls will sometimes 

agree to an evening meeting with a man, and then stand him up or spy on him from a 

distance with a group of her friends while he waits for her. To many young girls a 

declaration of love is a joke, a source of pride. If a boy tells them they love them they will 

often reply in agreement either for fun, or because they are too shy to disagree with him. 

This, in itself, sometimes results in very different male and female interpretations of 

whether or not a sexual episode was consensual. 

Sexual Relations with I-Matang: 

Sexual relations between I-Matang (foreign) men and local women have been 

occurring in Kiribati since first contact was established with Europeans. Butaritari, a 
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favored port in the group for sailing ships, was a site of sexual interaction between sailors 

and nikiranroro in the earlier years of contact. The nikiranroro were, according to Maude 

(1968:235), encouraged by their male kin to engage in sex with these men in return for 

goods, especially tobacco. Although the women are considered extremely attractive by 

Western standards soon the sailors began to go elsewhere (such as Tahiti) to find 

women, where it was found women could be obtained more easily and in greater 

numbers (op. cit.). 

Most of the early European traders who lived in Butaritari took local wives. As 

Maude (1968:269) notes, sex was a possible threat to the trader's ability to live peacefully 

on the island: 

A main allegation against the early oil traders, particularly in missionary 
circles, was the unsanctioned nature of their sex relations. True enough 
these were often impermanent affairs, lasting only for the brief period of 
the agents residence on an island, but on the other hand they conformed 
to the necessity of Gilbertese custom, which was strict in its enforcement 
of female chastity except among the nikiranroro, or slave women. 

Sterndale (1874:4) noted that a trader needed to have a local wife " .. .for a trader without 

a wife is a man in eternal hot water." Sometimes, as Maude (1968) notes, these 

developed into lasting relationships, which gave the trader a valuable assistant and 

contact with the local community. In Butaritari in the late 1800s there was a reasonably 

large pool of I-Matang men taking local wives and having children by them. For example, 

Captain Davis counted as many as eighteen non-Pacific island men living on the island 

in 1892, and he observed several children who were the product of their relationships with 

local women. More recently, the number of liaisons between foreign men and local 

women is much less, most particularly because there is no comparable pool of potential 
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European partners on the island at present.139 

Although I-Matang men are generally considered by the women less sexually 

attractive than I-Kiribati men, they are considered by Butaritari women to make very 

suitable husbands. An I-Kiribati woman married to an I-Matang is expected to be able to 

provide increased income for the family, and to increase family status to a degree. One 

reason for this is that I-Matang usually (unknowingly) limit their relationships to nikiranroro 

(although exceptions to this exist), which are the women that expatriates tend to come 

more into contact with during their socializing, and find more receptive in ways to which 

the men are accustomed.140 These are the women also considered much less suitable 

as marriage partners in the local community, and thus a Kiribati family would be pleased 

if they found a spouse to "care for them." The one reason women may resist marrying 1: 

Matang men is that they may be very apprehensive about leaving their families for the 

unknown overseas; although for some women this is itself seen as an advantage, 

especially if they understand the relative freedom they would have as married women in 

Western countries. 

For the women who become involved with I-Matang men the outcomes are often 

not quite what they hoped for. The following story was related to me by a nikiranroro in 

Butaritari village: 

139At the time of my arrival on Butaritari I was the only I-Matang on the island, although 
occasionally a consultant would arrive for a stay of a few days. By the end of my stay a 
female Peace Corps volunteer was also living on the island. 

14°At many times during my stay I was asked why I-Matang men often choose to marry 
nikiranroro, rather than their chaste peers. In fact, these were the only group of women 
which most I-Matang men found approachable and receptive at a social level. 



My first child was that of an I-Matang. He was my first man. The man was 
a doctor who came on a boat for his holidays, and was here for about four 
months. I was a bar-maid when there was a bar in Butaritari village, and 
he would come to the bar. One day he approached me and asked me to 
go with him. I would go with him to his boat some nights, and some nights 
to my house. After 3 months I found I was pregnant. Then he went away 
before the child was born. He gave me his address and I wrote him a note 
when the baby was born. He sent about $200 every 3 months, but no 
money came after about one year before my child died last year. I sent a 
note when my child died, but I never heard from him. 
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Sometimes a brother or other family member will strongly encourage a nikiranroro 

to become involved with an I-Matang, in the hope that the relationship will eventuate into 

a permanent one. The following story was related to me by an I-Matang friend, who was 

describing a stay of several weeks on another island: 

I went to [the island] on business, and stayed in the guest house while I 
was there. When I arrived I met the manager of the guest house, and when 
he heard how long I would be staying he asked me if I would be interested 
in getting to know his sister, who also worked at the guest house. I met 
her later that day and I really didn't say much to her at all, but she was 
very pretty. That night she came to my room and crawled under my 
mosquito net. What could I do? Anyway, every night after that she would 
come and sleep in my bed, and then every morning she would get up very 
early and rush off to sweep and get my breakfast ready. We never really 
talked much, because she didn't speak much English, but she was very 
sweet. 

One point of this is that most I-Matang men interpret nikiranroro in a way that is 

different than their local image. They are not considered to be necessarily "loose" with 

their favors, because most I-Matang men do not discern any clear distinction between 

nikiranroro and other women. Rather they tend to think of the availability of these women 

as typical of Kiribati women, and to find nikiranroro qualities attractive rather than 
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detractive in balance.141 

During my time on Butaritari there were, to my knowledge, no liaisons which 

occurred between I-Matang men and local women. During my stay I had interaction with 

all European visitors at some point of their visit, and most were only present for a few 

days or less. All the unmarried men who visited the island were eyed carefully (albeit often 

humorously) by local families in terms of the possibility as marriage partners for their 

daughters. On every occasion I visited familiar households with one of the visiting 

unmarried doctors or pilots in company the conversation would turn to boisterous joking 

among the older woman -- especially those who are divorced or widowed -- about who 

would be able to seduce and win the I-Matang man. 

Sexual contact between I-Matang women and I-Kiribati men occurs much less 

frequently. This was both because the women feel much less freedom to become involved 

with local men than I-Matang men have with local women, and for most single women 

who live in Kiribati the maintenance of their "reputations" is integral to their ability to do 

their jobs. This is particularly true for single women in the Peace Corps, who constitute 

the single largest pool of unmarried I-Matang women in the country. Most of these women 

maintain a social front of "virginity" and actively avoid any intimacy with men on the 

islands to which they are assigned. Two single I-Matang female friends were having affairs 

1410ne of the current problems that I-Matang men are finding in their liaisons with local 
nikiranroro on Tarawa, as they relayed it to me, is convincing the women to let them use 
condoms. I heard of several instances of the women refusing to have sex while a condom 
was in use. The reasons are linked both to notions of a desire for pregnancies as a 
relationship solidifier, and to the idea that casual sex should always be spontaneous, and 
condoms give some idea of fore-planning. These ideas are more specifically discussed 
in the section on family planning method use (below). 
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with local men on Tarawa, and although both claimed the relationships were very 

satisfactory on a physical level they were both experiencing great difficulties maintaining 

the relationships on an emotional level, and subsequently both relationships collapsed. 

There have been a few rare cases of I-Matang women forming permanent relationships 

with I-Kiribati men while they were in Kiribati, but this is by no means a common 

occurrence, and the very rare instances have reached almost mythical significance in the 

retelling. There are no cases, to my knowledge, from Butaritari. 

In reality, opportunities for sexual relationships to develop between I-Matang and 

I-Kiribati are very limited on Butaritari, mainly because most unmarried women have little 

or no contact with potential I-Matang partners. The situation is a little different in parts of 

Tarawa where expatriates tend to be located, but in the outer islands in the main part 

such relationships are very uncommon, and limited in the main to nikiranroro on a very 

casual basis. 

NOTIONS OF SEXUAL ATTRACTION AND IRRESISTIBILITY 

Women unanimously agree that the specific feminine characteristics which men 

find most sexually pleaSing and appealing are vaginal dryness and sweet-smelling 

genitalia. These two qualities in women constitute the main factors thought to attract and, 

particularly, to retain male sexual interest. Two of the greatest insults a man can deliver 

about a woman with whom he had (purportedly) had intercourse would be that she has 

strong smelling genitalia or is "wet like the ocean." Both indicate not only that the woman 

is distasteful as a sexual partner but also that she "does not know how to care for 

herself." Women believe lTlen a~hor any unnecessary "wetness" during sex whic~_ prevents 
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the vagina from being tight and ''feeling good," and note that a man may get skin rashes 

from coming into unnecessary contact with vaginal secretions, especiallv mucal and other 

secretions which are not produced during or preparatory to intercourse. 

There are a series of practices which women undertake to keep their genitalia 

clean, dry, and sweet-smelling, i.e., clear of mucus. Most married women in Butaritari 

habitually wash internally once or twice each day in order to remove all mucus from the 

vagina. The middle finger of one hand is used and the nail on this finger is kept short to 

prevent any damage to the cervix. Women may do this either with well water or in the sea. 

Women do not begin this practice until they are married, as inserting a finger in the 

vagina would violate their virginity. Many unmarried women are unaware that married 

women do this, as it is considered that the details of the practice are appropriately shared 

only between married women. 

Further, vaginal mucus is thought to smell very bad and to be a potential health 

risk if it accumulates. Women, therefore, have a dual purpose in mucal removal -- it is a 

health-keeping practice on the one hand and makes sex more enjoyable for the man on 

the other. Additionally, women claim it is simply "uncomfortable" to have mucus sitting in 

the vagina. Women also wash as soon as possible after a sex act because they find 

leaving semen in the vagina to be uncomfortable and a source of itchiness and irritation. 

Some women, although usually only nikiranroro, use vaginal suppositories to 

promote sweet-smelling genitalia and to remove mucus from and dry out the vagina. 

Pouches are made up of young crushed leaves mixed with oil and wrapped in cloth or 

mosquito netting. These will be inserted for a few hours or a day and then removed 

immediately prior to intercourse. It is anticipated that this will both increase the man's 
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pleasure during sex and also predispose him to want to practice cunnilingus, as the sex 

organs smell good. Some women noted that this should not be done too often because 

it could damage the vagina by "breaking something inside." Recipes for various inserts 

vary by family, and the information is passed on as a "secret" skill. The most commonly 

used leaves are te ren (Messerschmidia argentia) and te uri (Guettardia speciosa). The 

following is a typical reCipe, which I was given permission to disclose: 

Take three young leaves of te ren and three young leaves of te uri. Crush 
them together and roll them in a clean cloth. Cover the cloth in coconut 
oil and put the pouch inside yourself. Leave it inside all day and then take 
it out just before you meet with the man. 

Some recipes call for some of the crushed leaves to be made into a drink, to which 

commercial perfume is sometimes added, and then the rest of the mixture is rolled in 

material to be used as a suppository. The drinks are said to make the woman's internal 

sexual organs and skin secrete sweet smelis. 

Te kotokoto, a form of genital or cervical cauterization, is considered a far more 

extreme means for reducing vaginal secretions and associated wetness and unpleasant 

smell. It is said to be the most potent method, outside of magic, for making a woman 

sexually desirable. As one woman noted: 

Nei T is ugly and lazy, and we never knew why her husband didn't leave 
her, because he is beautiful and hard working. But then we found out she 
had the kotokoto and so we understood. That is why her husband stays 
with her and never goes to other women, even though she has never had 
a child. He likes the woman who has done the kotokoto. 

Although this is traditionally a practice particular to the Southern atolls, there have 

been spates of kotokoto in Butaritari over the last few decades. The practice is now 

extremely rare -- in part because only a few women know how to conduct the kotokoto, 
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but mostly because of a strong perception among women that it is a life-threatening 

practice. There are many stories circulating in the women's community of women who 

died following episodes of using the kotokoto. One informant told me: 

If you use the kotokoto you will never live to be fifty-something years old. 
Every woman who does it dies at forty-something, even if they only do it 
one time. 

In all, I came across five cases of women from the village who were rumored to have died 

from using te kotokoto in the last few decades. Their names and purported cause of 

death are well known in the women's community. Beyond being considered potentially 

lethal, some women speculated one could become infertile after using te kotokoto. 

In doing the kotokoto, direct heat application is used on the cervix or vaginal 

entrance to inhibit vaginal and cervical secretions. ''True'' kotokoto treatments involve 

heating a special stone from the reef (te nari), which is about the size and shape of a 

middle finger, on embers until it is red hot. The hot stone is then ''touched'' to the cervix 

and/or the outer edges of the vagina. The woman has "watery secretions" for about one 

to three months after the treatment, after which time the secretions will stop altogether 

and the process is complete.142 Women contend it is extremely important not to have 

sex in the intervening period because to do so would cause the vagina to "become 

rotten" and disappear. The following account was given by a woman describing a friend 

142From a biomedical perspective such practices would be definitely expected to 
inhibit vaginal secretions. The cauterization of the cervix would damage the mucus 
producing glands, which would also make it more difficult for women to subsequently 
conceive. The cauterization of the vaginal entrance would, no doubt, damage Batholin's 
glands, which provide sexual lubrication. Hospital staff in Tarawa also noted a link 
between cervical kotokoto and subsequent risk for cervical and uterine cancer. Inevitably, 
sometimes the treatments would allow the introduction of infection and the possibility of 
pelvie inflammatory disease and subsequent infertility. 



who is said to have died from using the kotokoto: 

She was sick for a long time. There was always smelly water and blood 
coming out from her. In the end there was no vagina left, only a hole 
where it should be. That was because of the kotokoto. There was just 
nothing inside, you could see all the way inside to her intestines. 
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Although I had no opportunities to observe this practice directly, mainly because 

it is employed uncommonly and also because women are embarrassed about admitting 

they themselves have practiced kotokoto, the following is an account related to me by 

one woman who had the (rare) opportunity to watch a specialist at work on another 

woman:143 

NE:Ji A got the woman to sit with her legs apart and up a little. Then she 
told her to push out like she was trying to shit. That was so the edges of 
the vagina would stand out. Nei A took a small basin and put it front of the 
woman. Inside were dried fibre pandanus fruit centers which were burning 
with small stones on top to keep in the heat. She took the stone and 
heated the tip on the stones in the bowl. Then she touched the vagina with 
the tip, the part of the vagina which you can see. It made a "ssss" sound 
when it touched. She touched all around the sides of the vagina to 
complete it.144 

It is said that the kotokoto is most often practiced by nikiranroro. Generally 

married women only consider doing the kotokoto if they fear the reason their husband 

strays so often to another woman is because he "notices the difference" and prefers that 

woman for intercourse because she has drier, tighter, and sweeter-smelling organs. As 

14a,-he specialist in this case was from one of the Southern atolls in the chain and the 
treatment took place on Makin. 

144Less extreme versions of kotokoto are occasionally practiced, although for specific 
health treatments rather than for increasing sexual attraction. If a woman has heavy 
vaginal secretions she may seek help, as these may indicate some internal reproductive 
problem (such as rotten water leaking from the uterus). Such less dramatic versions of 
kotokoto treatments include using a coconut midrib applicator dipped in hot oil and 
touched to the outer edges of -the vagina for "excessive" vaginal or cervical secretions. 
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with love magic and the vaginal suppositories, such practices are used by nikiranroro to 

attract and retain sexual partners, and these are the group of women which are the main 

repository of knowledge of how these methods are employed. The aim is to increase their 

power of tatanako -- that is, to make all men want and desire them, often against their 

judgement, will, or "normal" inclination.145 Tatanako may be produced by skill or by 

magic, or is a "natural" quality in a very special nikiranroro woman. 

NOTIONS OF APPROPRIATE SEXUALITY 

Gender distinctions of expected and appropriate sexuality are clear in Butaritari 

society, and are directly linked to the series of dual oppositions which describe the 

differences between male and female characteristics and roles. The following opposed 

dualities describe some of the differences in gender specific sexual inclination and 

activity: male-female; strong-weak; wild-tame; aggressive-passive; sea-land; reef-lagoon; 

public-private; right-left. 

Male sexuality is considered less controlled, more aggressive, less predictable, 

and more overt. Women's sexuality is more controlled, predictable, and passive. Men are 

expected to extend all sexual overtures, and women are expected, within limits, to be 

accommodating to them. From the point of view of married women, men want sex often; 

this is their nature and also their right. As a general statement sexual frequencies in 

marital relationships are high in Butaritari society, particularly in the first few years of 

14srhe opposite of being tatanako (irmsistible) is ibenao (completely undesirable). 
Ibenao, like tatanako, can either be a quality one is born with or can be acquired through 
magic or skill. 
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marriage. Women state that men control the frequency of sex within marriage, and this 

is the reason that sex occurs so often, because it is simply what men, by their nature, 

desire.146 Some women stated that the only nights when husbands did not have sex with 

them were those when they were menstruating or there were too many people sleeping 

in the hut for sex to occur discretely. 

Sex in marriage is mainly a night-time activity. It will take place once other 

household members are sleeping. Couples may make extra efforts to seek privacy in 

some cases, such as moving to an abandoned house or the beach later in the evening. 

When sex takes place amidst other sleeping members of the household the style of sex 

may take this into account, with quieter and more subtle positions (such as lying on the 

side) preferred. When freer to indulge, couples will employ a variety of sexual pOSitions 

and techniques, including face-to-face with either partner superior, ventro-dorsal 

intercourse, and cunnilingus.147 Ventro-dorsal is not a popular position with most of the 

women with whom I spoke, and most agree a female superior face-to-face position was 

the most pleasurable. Fellatio is very uncommon, and reportedly never practiced by older 

couples. This is because women find it unpleasant because the peniS "smells bad" and 

because they claim to be kabi (not holding specific technical knowledge) about the 

practice in Butaritari. There is an appreciation that, although it may be enjoyable for men, 

that men did not want them to practice fellatio if they themselves did not wish to do so. 

146See the section on marital sex (above). 

147Women with husbands who had traveled overseas for employment, especially as 
seamen, and who had engaged in sex with I-Matang prostitutes reported a greater variety 
of different sexual positions. 
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Further, I would suggest that the appropriateness of female sexual passivity does not 

prevent men from being concerned about women enjoying sex (in fact, quite the 

opposite), but in some senses the act of fellatio would seem (on both sides) as if the 

woman was taking too much initiative in the sex act (and could therefore also do the 

same with a man other than her husband). Cunnilingus is a different matter. Men are 

concerned about women -- particularly their wives -- enjoying sex both because it is an 

intimate and pleasant thing in marriage to take efforts to please a wife and also because 

it will "stop her thinking of other men.,,148 The practice is referred to as te oro n 

Tuangaono, and to be able to do the act effectively is a reflection of the special "skill" of 

the man. Unlike women, men are said to experience "no shame" -- and to feel extensive 

pride in some cases -- in bringing sexual expertise and experience to the marital mat. 

Ultimately women believe men will only practice cunnilingus, however, for their own 

pleasure, rather than for the "benefit" of the woman.149 

148 Although Butaritari women generally seemed very satisfied with the sexual 
component of the marital relationship it is important to note that if sex is painful women 
very rarely complain. As in labor, women are expected to take pride in suffering such pain 
without complaint. 

1491t is appropriate at this point to give a condensed version of the Gilbertese story 
surrounding the "invention" and source of knowledge concerning cunnilingus. The 
practice is said to stem from the games King (Tern) Binoka (ruled 1878-92) invented for 
his amusement on Abemama Atoll. Binoka, a powerful man with many wives and a 
ruthless disposition, would take his pick of all virgins on the three islands under his 
control (collectively called Tuangaono). He married all the prettiest and raped and 
returned the rest. Binoka had a special swimming pool which he would surround with a 
fence of his naked kneeling wives. Binoka had a speCial predilection for the smell of 
female genitalia and would not let his wives wash often. It was with his female fence that 
Binoka invented "his game." He later taught his ''trick'' to his three sons, and this is why 
today men from Abemama are considered those with the greatest skill in this area of 
sexual activity. It is important to note that, following Binoka's example, although it is 
appreciated that women may enjoy the "game," that men do it because they enjoy the act 
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In terms of sexual enjoyment for both sexes, there is a clear idea that "oigger is 

better." Women noted that larger male sex organs were preferable, and that men also 

preferred women with larger and plumper labia. This latter characteristic is favored, 

women state, because it was more "comfortable" for the man during intercourse. Women 

do not undertake any speciiic practices to change the characteristics of labia (cf. Gladwin 

and Sarasen 1953:109 on Trukese practices), but small girls may have warm stones laid 

on the labia to "make them better lovers." Pubic hair is important to both sexes, although 

it should not be excessive.150 

As mentioned above, women can have some influence in determining when sex 

does not take place although they have little legitimate influence in precipitating sexual 

activity. Intercourse is reSisted during menstruation and, in some cases, during lactation. 

In the post partum period there are some traditional "restrictions" pertaining to intercourse. 

The entry of the man's tari (semen), a strong fluid, to the woman's body can taint 

breastmilk; thus, sex while lactating can cause the child to be weakened and sickened 

and because they are proud and want to show their skill. For this reason it is said that 
Binoka and his sons would also practice their skill on old women, which proved their skill 
was consummate regardless of how sexually attractive the woman was, and they could 
thus be very proud of their prowess. Today Abemama women are said to be the country's 
experts at fellatio as well. 

150As elsewhere in Micronesia-Polynesia, female genitalia is a powerful and erotic sign. 
Although unmarried post-menarcheal women on Butaritari previously went about in very 
short skirts which barely covered the genitalia, women are always careful to close their 
legs when they are sitting or mounting a bicycle, for example. Although Lewis (1990:118) 
argues the thighs are a "major erogenous zone" in Gilbertese society, I found that with 
increasing time living in the village that it is not the thighs which are being hidden per se., 
but rather a very careful attempt to always keep genitalia hidden. For example, the 
wearing of shorts by women is not condemned by older women because it possibly 
exposed part of the thighs, but because it looked "as if they walked about in their 
underclothes." 
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(e ngore) by the ''fortified'' or stronger tari affected breastmilk. Symptoms in the child may 

include diarrhea, vomiting, and malaise, and a child sickened in this way is said to 

develop more slowly and to be generally less healthy. For this reason a very few older 

couples had not had sex in the post partum period before weaning occurred or before 

the child was seen to be developing at a reasonable pace and to be healthy (at about 6 

months). Most couples, however, negotiate this possible health threat to their children by 

ensuring that they engage in sex as soon as possible after a birth. Thus, the child will be 

introduced to the semen-enriched milk as soon as possible after it was put to the breast 

and will be accustomed to it from the outset. In this way, the sickness associated with 

changing from the weaker to stronger breastmilk is said to be avoided. In some cases, 

couples have sex once or twice as soon as possible after birth and then wait a few 

months to begin more regular intercourse. In others, "normal" relations are resumed within 

the first few months post partum. In almost all cases where couples resisted sex during 

lactation or kept their frequencies low, this was justified as relating to a fear that the 

woman would fall pregnant too quickly rather than on the basis that it may directly harm 

the breastfeeding child.151 In some older couples, the parents had forced them to sleep 

separately after a birth, at least for two to three months. Couples living neolocally or 

separate from direct parental intervention tend to recommence sexual relations sooner 

after a birth. 

151Grimble (1921 :36) states that "a nursing mother lay apart from her husband until her 
baby was weaned, which took place about eighteen months after birth." Although this 
proscription is still stated, there is a great difference between the application of the "rule" 
and actual behavior. I suspect that at the time Grimble was writing many couples were 
negotiating this restriction on sex during breast-feeding in the way described above if they 
were not concerned about a new pregnancy ensuing. 
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SOME INITIAL COMMENTS ON SEXUAL FREQUENCIES 

In the course of interviews thirty-nine women currently married to their first 

husband were asked for self-reports of changes in sexual frequencies over the course of 

their marriages. Although, by the very nature of the data collection procedure, this is a 

rough and preliminary means to collect such information, the results show decreases in 

sexual frequency with marital duration, although the only marked period of decay is in the 

initial marital period. To provide a summary: a majority of women in all birth cohorts had 

sex within the first mor.th post partum. Initially, post partum coital frequencies may be very 

low, and increase with month since birth. Time to first post partum sex act is longest with 

first children. After the first birth, frequencies were maintained fairly consistently to the 

conclusion of the reproductive span, and often even beyond. 

Women state there was no particular age at which women should stop having sex, 

including passing through menopause. In most cases, illness or male loss of interest are 

the factors dictating the timing of the conclusion of marital sex life. In several cases, a 

husband became ill (such as after a heart attack) and was subsequently not able to 

perform sexually. In others, the man had simply lost interest in having sex or found it was 

not phYSically possible any more. This most often occurred after the man was about 55-

60 years of age. As one woman stated: 

When we got to about sixty years of age we stopping having sex together. 
The man had the desire for sex but he couldn't do it anymore. 

For almost all post-menopausal women, marital sex continued up to the pOint where the 

husband had died, and may have even continued beyond this pOint if the woman chose 

to take a mature lover. Generally, it is the decision of a man when the couple's sexual life 
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comes to its conclusion. 

FEMALE REPRODUCTIVE ETHNOPHYSIOLOGY 

The Gilbertese model of the physiology of conception, pregnancy, and 

reproductive health is not particularly complex.152 It should be noted at the outset that 

women, even those from the same household, can sometimes have quite distinct models 

of the form and function of reproductive anatomy, although a general model can be 

rendered.153 What follows is a discussion of consistent themes which emerged after 

speaking with women in semi-structured and unstructured interviews. An effort was made 

to talk to women with various marital and reproductive backgrounds and in different age 

groups. In total, thirty-four women were interviewed for their specific views of the 

ethnoanatomy, ethnophysiology of female reproduction, and reproductive ill health 

symptoms and treatments. These interviews included six women considered to hold 

specialist knowledge in these areas.154 Much of the body of knowledge of reproductive 

function is held by married women. Unmarried, particularly younger, women either have 

little knowledge or profess little knowledge of reproductive anatomy and function. 

Both lay and local speCialist (traditional healer) understanding of internal female 

152Compare, for example, the much more complex model of fetal formation described 
by Poole (1981) for the West Sepik Bimin-Kuskusmin. 

1sarhe main factors affecting knowledge in this area are age, marital status, and 
inequity in transmission of information between different family groups in the cases of 
reproductive ill health and treatments. Also women who have had pregnancy 
complications or other reproductive problems may have had physiological models 
described to them by specialists in the course of treatments. 

154Each of these speCialists had their own distinct model to describe reproduction and 
reproductive health, although all centered on te kai as the integral organ. 
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reproductive anatomy focuses on two primary organs -- te ririniman (the cervix) and te kai 

(roughly analogous to the uterus).155 Some women have difficulty describing the shape, 

form, location, or function of te kai in the female body. Te ririniman, by contrast, is a very 

familiar organ to all married women, and its description, location, and function can be 

discussed by most women in some detail. 

Te kai is the central reproductive organ, which normally sits directly below and 

under the navel. It is a spherical or ovoid organ of about fist-size. Although this organ is 

roughly analogous to the uterus, being both the source or store-place of menstrual blood 

and the site of fetal formation and development, it has other generalized anatomical 

functions as well. Te kai is an unanchored organ, and it can move from its central position 

under the navel in any direction. This movement is most commonly caused by sudden 

physical bodily strain (such as by heavy lifting or falls) or abdominal heating (kabuebue). 

The movement of te kai is confined to the abdominal region, but may occur in any 

direction. The dis-location of te k~ can cause a variety of disorders -- dependent on 

where it comes to rest. The most common effects of movement are infertility and localized 

pain -- both of which will occur ~hatever the direction of the movement. 156 A specialist 

can ascertain if the organ has moved from its central location by feeling for the ''throb'' 

which the kai emits. The common treatment for a "crooked" kai is abdominal pressuring 

lssre kai is often said to exist in men as well as women, as the site of semen/sperm 
production. The organ is smaller in men than women and is linked to the penis by a cord 
(te kao). 

156lf te kai moves upward the woman may have vomiting and nausea. If it moves down 
and to the side the woman may have backache and localized pain in the legs on the side 
on which the organ rests. 
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and massage, and possibly "cooling" therapy if the source of the problem is abdominal 

heating.157 The following is an account of the procedure given by one female specialist 

in Butaritari village: 

First I feel for the throb under the navel. You push down in the navel with 
your thumb and feel if the throb is there. If you feel the throb then te kai 
is in its place. If not, you feel around the stomach with your hand and your 
thumb until you find where the throb is. Then you take a cold wet cloth, 
like a tea towel, and roll it into a ball. You put te kai back in its place by 
rolling the ball over the stomach, starting from where the kai is now and 
ending where it should be. The cold makes it go to where it should be 
because the woman's stomach is too hot. Then you do the same on the 
woman's back. 

Other specialists use more complex procedures, including distinguishing between 

different types of "throbs" (e.g., fast and slow) and slightly more complex massage 

techniques, although the basic procedure is similar. 

Te ririniman (cervix) is described as a hard, round organ at the top of the vagina 

which acts as a doorway to the inner body of a woman. It is cited as the source of 

vaginal secretions. Te ririniman is located away from te kai -- the two do not touch and 

are separated by a "liquid" expanse. 

In the I-Kiribati women's model, sex is necessary for "conception" to occur and 

only one sexual act is sufficient for pregnancy. This knowledge is also shared by 

unmarried women, who understand that having sex carries the risk of pregnancy. Most 

women believe that pregnancy can occur at any point of the menstrual cycle, but about 

one-third believe that there is a specific fertile time -- most often said to occur immediately 

1571t should be noted that little Kiribati massage is vigorous. Mostly it consists of 
touching and light pressure rather than manipulation or deep pressure. Exceptions exist, 
such as during bone setting or induced abortion. 
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following menstruation. According to the Gilbertese model, the penis (normally) sits 

directly at the cervical opening during sex. This allows the entry of the ejaculate (tari) into 

the inner body of the woman and also promotes female orgasm as the penis knocks 

against the ririniman. In order for "conception" to occur both partners should orgasm, 

usually simultaneously. The rhythmiC contractions of female orgasm are said to 

correspond to the spasmodic opening of the ririniman, and this is why it is considered 

very difficult to become pregnant in the absence of female orgasm.15B After the seminal 

fluid enters the woman's body it mixes with her procreative fluid, also referred to as her 

tari. This composite mix of complementary male and female elements then migrates 

directly upward and enters te kal.159 (If te kai is out of place no pregnancy will ensue 

because this mixture will not travel into te kai and will have no place to form a fetus.) 

Once settled in te kai, this mixture begins to feed 011 retained menstrual blood and 

continues to use this blood as the food source for the duration of the pregnancy.160 

1ssrhe other time the cervix is open is during menstruation. 

15~herefore, unlike models of fetal development and origin in some other PaGific 
Island societies, male and female contributions are considered equivalent. Compare for 
example with cases from Hawaii (Pukai 1942), New Zealand Maori (Best 1924), Tikopia 
(Firth 1957), and Tahiti (Oliver 1974) where the male contribution to fetal formation 
outweighs that of the woman. Further, in the Gilbertese view continued insemination is 
not required for the fetus to develop properly (cf. Shore [1981] for Samoa). 

160Some say that menstrual retention always precedes conception as this retained 
menstrual blood provides a necessary first stage in fetal development. Thus skipping a 
menstrual period indicates that one is very likely to get pregnant. One local healer treats 
infertility by massaging the abdomen so that menstrual blood will be retained, which will 
subsequently allow pregnancy to occur. 
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Without this menstrual blood retained in pregnancy the fetus cannot develop.161 

In the first three to five months of gestation the fetus is "not yet human" in form, 

but is said to have the likeness of a gecko. Tilree months after conception a male fetus 

will have developed to human form (te aomata), and will change little in form before birth 

but will grow substantially in size. At the time this stage of development is reached it is 

possible to witness the formation of the aomata through feeling the "beat" of the fetus and 

by detecting fetal movement. The female fetus will not take human shape till around five 

months of age. Male fetuses develop more rapidly, are felt moving earlier in a pregnancy; 

they are also stronger than females and are therefore, it is argued, more resistant to 

miscarriage. A male fetus will also prefer to settle on the right side of the woman later in 

pregnancy, the female will tend towards the left. 

MENSTRUATION AND NOTIONS OF WOMEN'S HEALTH AND POLLUTING POWER 

The phrase ts aoraki n aine, woman's illness, is that employed to discuss 

menstruation, but also refers to other reproductive conditions. The menstrual discharge 

itself is referred to simply by the term rara, the general term for blood or bleeding. Simply 

put, te aoraki n aine occurs each month because a woman is not pregnant, and if she 

were the blood would be retained to feed the child. Feeding a fetus is the primary 

function of menstrual blood, although some women mentioned the menstrual blood may 

also form a protective and comforting "cushion" for the developing child. 

161 Further, several women noted a close connection between pregnancy risk and 
mucal symptomology -- whereby, as mucus production increases the chance of 
pregnancy also increases. Thus, they stated, if all the mucus is removed from the vagina 
it besomes much more difficult to become pregnant. 
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Notions of menstrual pollution are not as pronounced in Gilbertese society as they 

are in other parts of the Island Pacific.162 Although menstrual blood is imbued with 

some negative polluting qualities, women are not secluded during menstruation or 

subjected to any pronounced menstrual tabu. Menstrual blood is considered different 

from other forms of blood. Thr) color is darker, it is thicker, and it has a distinct and 

unpleasant smell. It is considered messy, smelly, and uncomfortable by women, but not 

an intrinsically dangerous substance. 

Couples do not like to have sex during menstruation. This is considered, from the 

point of view of women, to be distasteful because the woman will feel uncomfortable and 

unclean during sex, both because she feels menstrual blood smells bad and because 

women do not habitually wash during menstruation as do they at all other times of the 

month. There is also the possibility of sex during menstruation being a precursor to ten 

rara illness (heavy vaginal bleeding, see below). Menstrual blood is perceived by many 

couples to be a possible agent of ill-health in men. If a man comes into contact with 

menstrual blood he may get a skin rash or boils and feel weak and ill. For this reason 

some men sleep on a different mat than their wives during the first three days of 

menstruation to prevent any such contaminant contact from occurring. 

The risk for menstrual pollution is greatest for men who have had magic practiced 

on them while they are young to imbue them with particular qualities (such as a good 

162Compare, for example, notions of menstrual pollution in New Zealand Maori culture 
(Best 1924). Alternatively, Chambers (1986:52) describes a situation similar to the 
Gilbertese one for Nanumea in Tuvalu, where menstrual blood is considered not 
inherently dangerous but not clean either. 
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fighter, fisherman, or hard worker).163 In such cases, any contact with menstrual blood 

is thought to undermine the influence of the magic and thus reduce the magically-induced 

qualities in the man. In homes where this form of magic has been practiced during 

childhood the men may also disapprove of menstruating women preparing food. In all, 

the amount of restrictions placed on women at menstruation is minimal, but varies 

between families.164 In almost all cases it means minimally abstaining from sex or 

sleeping on different mats during the peak days of menstruation. Further, because 

menstruation is thought to open the cervix, it a time of increased risk of pregnancy and 

some couples perceive it as a risky time to have sex if they were concerned about this. 

Some couples do engage in sexual intercourse during menstruation when the man has 

been drinking heavily, and although this is thought by women to be unpleasant, it is 

considered the man would be reasonably safe from illness as long as it is done only very 

occasionally. 

Menstruation is considered to be only three days in duration and to come with 

each cycle of the moon. Delayed menstruation is identified by watching lunar phases. In 

being only three days in duration a woman is effectively considered to not be fully 

menstruating by the fourth day. After the first three days all subsequent menstrual 

discharge is referred to as "after menstruation." For the first three days a woman will not 

163See Loumala (1980) for an account of these forms of magic practiced on pre-adult 
males. 

164ln the household in which I lived there were no restrictions regarding handling food 
while menstruating. Alternatively, I found in talking with another I-Matang woman who was 
living with a local family on Tarawa where the male household members who were 
powerful and high (relative) status clergy there was definite tabu regarding her being 
involved in food preparation during menstruation. 
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bathe in the sea, as while the cervix is open during menstruation water may be able to 

enter the body, where it will become "rotten" -- which will not only make the woman ill but 

will also cause the sex organs to "stink" if the "rotten liquid" later leaks out. On the fourth 

day after beginning to menstruate the woman will bathe completely and manually clean 

out the vagina. 

Regular menstruation is an important symptom of generalized reproductive health 

in women, and it is appreciated that menstruation itself is a health preserving event. On 

rare occasions women will use emmenagogic drinks to hasten a delayed period if they 

are concerned about the possibility of "retention sickness" (te tibu) and, for women who 

have not reached menarche by the age of nineteen or twenty, these may be employed 

in combination with massage to bring about menarche. Women noted that menstruation 

was sometimes associated with stomach pain -- the best cure for this being light repetitive 

work, such a sweeping, which allows the blood to flow out smoothly and reportedly stops 

"stomach pains." 

LAY NOTIONS OF REPRODUCTIVE HEALTH AND ILL HEALTH 

Women's notions of generalized reproductive health are focused on three primary 

symptoms. These are regular menstruation, low level of vaginal secretions, and sex 

organs which do not smell distasteful or unclean. Of these, menstrual regularity is the 

most worrisome in terms of perceived health risk, and the latter two are perceived as 

more important to an attractive and healthy female sexuality. To the list of symptomology 

must be added kabuebue (fever or heat), which is the primary and single most important 

dtsease symptom in Kiribati ethnomedicine, and uterine misalignment, which is discussed 
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in greater detail below. The following is a description of reproductive disorders mentioned 

by women. Of these te tibu was the most commonly mentioned, and the most commonly 

feared. 

1. Te tibu. This is caused by menstrual blood being retained in te kai. Symptoms 

include cessation of menstruation and a swelling of the abdominal region. It is treated 

primarily by massage, which promotes the discharge of the retained blood through the 

vagina. If untreated this condition can lead to death, where the woman will continue to 

swell until she dies. The ultimate cause of te tibu is misalignment of te kai or "heating" in 

the abdominal cavity. 

2. Ten rara. This is heavy, prolonged bleeding from the v,'gina (whether menstrual 

or other). This may occur after birth, or after hard work at critical times -- such as after 

birth or during menstruation -- when the cervix is not properly closed, or if a woman has 

sex while menstruating, or possibly if te kai is out of place. It can be treated through 

herbal drinks or through massage. If not adequately treated it can lead to death as the 

woman will "be left with no blood." A miscarriage in the first month of pregnancy or an 

escaping "loop" (intra-uterine device) may also cause ten rara. 

3. Te aoraki n aine. This is watery, foul smelling discharge from the vagina, 

although it sometimes refers to any disorder in the sex organ area -- including te waiwai 

(bladder infection with painful frequent urination), or to localized pain (such as lower 

backache or dysmenorrhea). The specific former condition is thought to be associated 

with reproductive disorders. Watery foul smelling vaginal discharge is sometimes referred 

to as te tari kamara (if the source of the discharge is the woman's tari turning foul and 

leaking out). Such discharge may occur following a birth if the woman's abdominal 
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organs ''fail to return to their proper place." 

4. E mka kina n aine. This is where the vagina itself becomes "rotten" and 

produces a foul-smelling watery discharge. The rottenness can be caused by kotokoto 

treatments (described above), or by allowing water to enter the abdominal area (for 

example, by swimming when menstruating and the cervix is open). The source of the 

liquid may be external (such as when seawater intrudes), or internal (where the woman's 

tari is unhealthy or turns "rotten"). 

5. Te ngongo. This is generalized vaginal itching or discomfort, although the word 

also applies to any form of itching. In the sense it is used by women to describe 

reproductive ill-health, it is most commonly the result of an overly wet or unclean vagina. 

It is both prevented and cured by manually removing all mucus from the vagina once or 

twice each day and seminal residue after sex; the condition is considered symptomatic 

of being "unclean." 

6. Te tine and te ruanako. These are conditions which are said to occur when a 

woman does hard work too soon after giving birth. Te ruanako is when the vagina or 

rectum protrudes (a hernia), and te tine is hemorrhoids. Both are considered painful but 

treatable. The most common treatment is a form of heat application, such as with sitting 

on a hot coconut shell. 

7. Te buanuri. A rare reproductive condition in women is te buanuri -- an eel like 

creature which can live attached to a woman's vagina. This condition reportedly only 

occurs in older women, and may occur if a woman does hard work closely following a 
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birth {such as in the first month post partum).165 The buanuri begins as an egg attached 

to the vagina wall, about the size of a hen's egg. Some believe this egg comes from 

within the woman, and is forced down into the vagina by the hard work, at which time it 

begins to grow, although no informant was able to venture an opinion of the ultimate 

source of the "egg." When the egg hatches the "eel" hides in the vagina. It generally only 

ventures beyond the hymen when tempted by the smell of roasting fish, at which time it 

will emerge between the woman's legs. Informants said this was an incurable condition; 

to kill the buanuri would also kill the woman. Two women reported the story, however, of 

a case where a woman had been able to tempt the creature out with morsels of fish, grab 

it, and kill it. During the course of fieldwork I spoke with several women who had seen a 

buanuri, and one woman who had been treated after the egg "developed" but who had 

been "cured" because the buanUlj never hatched. The following is her account: 

After my final child was born I was supposed to not do any hard work for 
one month. But I did some anyway. Then five years or so later the buanuri 
came. I was cleaning myself inside and I felt the egg there. It was big like 
a chicken's egg. I went to the clinic and the doctor put something inside 
me. The inside felt so smooth after he did that. The thing that the doctor 
put inside stayed there. But this didn't make the buanuri go away, I could 
still feel it inside when I washed. So I went to Nei R [a local practitioner]. 
She put a hot cloth on her foot and pushed up inside me. Then the 
buanuri went back up into my body and never came back again. She did 
the treatment once each day for three days. Now the buanuri is back in my 
stomach and is part of my body. If it hadn't been treated it would have 
grown and grown and then become the buanuri. 

To this list of women's reproductive disorders needs to be added te kiriti 

pregnancies, which are discussed specifically below in the section on pregnancy and 

birth outcomes. 

165Clinically, this condition appears to refer most commonly to post partum hernia. 



247 

ENCOURAGING AND DISCOURAGING CONCEPTION AND HEALTH RISK 

As outlined in Ch. 5, clinic contraception methods are available to Butaritari 

women but are "resisted" for a number of reasons, including perceived health risk. In this 

section various contraceptive method options are discussed in terms of use factors and 

perceived health risk. Given the discussion above on lay notions of reproductive anatomy, 

health, and ill-health, it is easier to understand women's resistance to various 

contraceptive methods. In the section that follows each family planning method known 

to the women is discussed in relation to this understanding. 

With the exception of oral contraceptives, all clinic based family planning methods 

are considered potentially life-threatening. This is obviously a major disincentive to 

method use, and in many cases it means that women need to be extremely motivated 

before they will seriously consider using any of the clinic methods listed below. 

Clinic Methods: 

1.Te batin (Eugynon oral contraceptives). In terms of health risks, the "pill" (batin) 

is the contraceptive of choice for these women. It is not, however, considered ideal in this 

respect, and some women noted that it may have a dangerous "heating" effect on the 

body and could therefore be associated with an enormous array of diseases. Women are 

happy, however, with the menstrual regulation which follows pill use, which is an indicator 

of reproductive health. Women are generally unsure how the pill "works," although some 

note it kills the female tari by heating the abdominal region above a "normal" level. 

One mentioned side effect of the pill is an increase in feelings of vaginal wetness 

and in mucus production, both of which are sexually undesirable. Other mentioned side 
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effects include fatigue and dizziness. 

The primary problem with oral contraceptives is that women find it very difficult to 

keep taking a pill each day, and often they became confused at the instructions. At one 

time an unmarried sexually-active older woman approached me with some pills she had 

ubtained at the clinic, as she was unsure how to use them, and was embarrassed to 

return to the clinic. After explaining in some detail how to use the pills, she began to take 

them. What is pertinent about this case is that the woman was very highly motivated to 

prevent a birth (she supported herself and already had children and felt she couldn't 

afford, or cope with, any more); yet, she was pregnant within three months, as she "had 

trouble remembering to take the pills." Motivation is not sufficient to the pill being a 

successful contraceptive. The women also need to be very well educated about this 

method and to be very well organized in order to remember to take it. 

2.Te ruba (Lippes loop). When the Lippes loop intra-uterine device was first 

introduced in the Butaritari clinic in the late 1960s women were extremely enthusiastic 

about the new method, and this is indicated in the high acceptance rates noted at first 

introduction. At present the "loop" is considered a dangerous and unpleasant 

contraceptive option. One aspect of the fear associated with the loop is the story, which 

has now circulated for several years, regarding one women who had died after a loop 

"traveled into her stomach." This story has now become firmly entrenched in local 

"gossip," and most women interviewed could recount it. This is an important story in 

creating contraceptive resistance, given the way women think of their reproductive 

systems. The loop, they say, sits in or on top of the cervix. It works by killing either the 

man'$ _or the woman's tari. As the area above where the loop sits is empty of all organs 
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and filled with liquid, there is the possibility that the loop can become unattached, travel 

freely upward, and damage internal organs. If a woman becomes pregnant while using 

a loop it is thought to be potentially damaging to the fetus -- causing congenital 

deformations such as hare-lip and cleft palate or birthmarks. The loop has also been 

linked on occasion to the occurrence of ten rara, although informants were unable to 

describe the exact nature of the causal connection. 

Another problem described with the loop is the irregularity of menstruation that 

many women describe as a side effect. As described above, menstrual regularity is a very 

important aspect of feminine health, and irregular bleeding is seen as a possible symptom 

of te tibu, which is considered a life-threatening condition. 

The main advantages of the loop is that it requires little upkeep, and can be 

essentially ignored for several years. It is not, however, an ideal "secret" contraceptive, as 

husbands can sometimes feel the connective threads during intercourse. There have been 

cases, however, of women having loops which had been inserted up to ten years before 

and never removed. Several women had loops spontaneously released, and this was very 

frightening for them as they were concerned about bleeding to death. In other cases 

women with hydatidiform moles (te kiriti, see below) had connected this condition with 

previous use of the loop. Thus, there is a perceived connection between this condition 

and loop use, which had made some wary of the method. 

3.Te iti (cepo provera injectable contraceptive). Te iti is the most popular clinic 

contraceptive method on Butaritari, mostly because it is the method most aggressively 

promoted by clinic staff. The most often cited problem with this method is the possibility 

of te tibu occurring, as menstr~al blood is not released regularly. Women state that the 
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possibility of te tibu is much higher in te iti than the loop because women are often aware 

of weight increases as they use this method. It is the weight gain, rather than the 

cessation or irregularity of menstruation, that is the real concern. The weight gain is 

considered a clear indicator that te tibu is in progress, as the kai fills up with the retained 

menstrual blood. As te tibu is perceived as a potentially fatal condition, women who 

perceive body changes indicative of te tibu are strongly motivated to discontinue this 

method. One woman in the village had been given an enormous (accidental) dose of 

depo provera over a decade ago and had been unable to conceive subsequently. 

However, at the time she had been told by the clinician that she would not be able to 

conceive for ten years; she became pregnant almost exactly ten years later. This accurate 

prediction actually heightened perceptions of the effectiveness of this method among 

women who were aware of this case. 

4.Te raba (male condoms). Although condom supplies are available in the 

Butaritari clinic they are not being used and only a few women are aware of this 

contraceptive option. Those who are aware of this option said they can inhibit physical 

enjoyment in sex (for both sexes), are unwieldy, and require too much forethought and 

organization. Condoms are considered especially problematic where drinking occurs 

before sex, despite the best of intentions. Withdrawal methods (below) are considered to 

be preferable to condom use. Withdrawal and condom use are not considered an option 

by younger couples (say under thirty-five). There was never any spontaneous or unelicited 

discussion of condoms offering any protection beyond pregnancy (as from sexually 

transmitted diseases). Condoms are also not considered an option for never-married 

women who are sexually active, given that nikiranroro sexual behavior should not indicate 
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forethought, but rather appear spontaneous.166 

5.Surgical sterilization. During the course of interviews three husbands who had 

undergone vasectomy for contraceptive purposes were encountered. In every one of 

these cases the men now desired more children, and asked if I knew how to arrange a 

reversal. With remarriage or partner change being common on Butaritari family size 

desires can change suddenly for men, and they may be denied desired children when 

they remarry.167 There were no women in the study group who had undergone 

hysterectomy or tubal ligation for contraceptive reasons, although several hysterectomized 

women were interviewed. Most failed to connect their "stomach operation" to their 

subsequent inability to bear children. 

Non-Clinic Methods: 

1.Katibanako (withdrawal). Three older women, all over fifty years of age, 

mentioned withdrawal methods as a family planning technique. In these cases the man 

withdraws and will ejaculate between the woman's legs into his lavalava, or leave the 

sleeping platform and "finish" outside the house. This method requires male control, and 

the women mentioned that it was practiced sporadically rather than systematically. In 

some cases wives who had been practicing te taubong (below) had encouraged their 

husbands to attempt withdrawal after they had given indication that they may go to other 

women while their wife was refusing them relations. Younger women generally believed 

166As information about condoms is virtually absent in the village at this time they are 
the contraceptive method with almost no misinformation. 

- 167Remarriage and divorce statistics are described in Appendix 5. 
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their husbands incapable of this sort of control or unwilling to commit to it. This method 

is not considered very reliable, and is limited to stopping a pregnancy from occurring too 

soon after a child was born. 

2.Te taubong ("Catholic" Family Planning, using Billings' method). All Catholic 

women were aware of the "Catholic rule," which disallows the use of clinic-based 

contraceptive methods. Many of the women had attended Catholic Family Planning 

classes in the maneaba, and several still have the literature which had been distributed 

at that time. The information on the Billings' method had been shared with non-Catholic 

family and friends, and several Protestant women have attempted to use the method. 

Several women mentioned that the tau bong was difficult to adhere to because 

your husband would be tempted to go off to another woman while you were "counting 

days." In this case it is not what the men actually do that is important, but rather what the 

wives think they might do or are doing. A wife who has some evidence that her husband 

is regularly visiting another women is likely to prefer giving up on family planning to the 

possibility of losing her husband. 

One of the most commonly mentioned problems of the "Catholic" method is 

alcohol consumption. Although some women found the method easy to adhere to while 

their husbands were sober, this was not the case when the men, or the couple together, 

were drinking. As this method needs to be very consistently used in order to provide any 

protection, in marriages where alcohol was sometimes consumed this method has been 

found to be difficult to maintain. 

Although education about the "Catholic method" has been substantial, and there 

is stilJ much residual literature stored around the village, many "misunderstandings" exist. 
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Some women had been initially very conscientious and subsequently become bored or 

confused as time went by. Many of the women expressed a lack of confidence in their 

own ability to "know themselves" and to successfully interpret any body changes through 

the monthly cycle. This was the most commonly cited cause of method discontinuation. 

A very few women had been using Billings' method over many years, were consistent and 

organized in its use, had successfully spaced births, and were very happy with the 

method. It appears that the nature of the marital relationship was very important in these 

cases -- the women communicated effectively and openly with their husbands and had 

their total cooperation. They were also all married to non-drinkers. Education about the 

method seems vital -- the single most successful and satisfied method-user was an ex

nun. 

Some women have a problem understanding the timing of sexual abstinence with 

Catholic family planning, believing that the most fertile period of a woman's cycle is just 

immediately before and, especially, after menstruation. Others feel that, as mucus 

symptomology is linked to pregnancy risk, the removal of all the mucus in the vagina 

once or twice daily reduces the risk of pregnancy. 

3.Kamoi (herbal medicinal drinks). None of the women interviewed had used 

herbal treatments to prevent pregnancy, even though such knowledge is retained by a 

few specialists. Some women had used plant based drinks to encourage pregnancy, 

'w"Jhich had been prepared for them by a specialist or knowledgeable female relative. 

These are usually taken in association with massage treatments. 

4.Kabaoua te ririniman. kabaoua te kai (cervical and uterine manipulation). Several 

speCialists in the village have _practiced on occasion some form of uterine ~r cervical 
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manipulation to either encourage or discourage pregnancy. The practice is used very 

rarely for contraceptive purposes, and more commonly for infertility disorders. As the 

cases in which this method has been used for contraceptive purposes are rare, it is 

impossible to assess whether or not it has any effect on women's fertility. Abdominal 

massage is practiced to move te kai off center and to thus to prevent "implantation," or 

the cervix was manipulated so it sits "above" the head of the penis during sex and the 

man's ejaculate will not shoot directly into the woman's inner body, which will prevent 

"conception.,,16B The procedure for repositioning te kai is almost the direct reverse of 

the procedure for realignment (described below). Many women state they are kabi (not 

knowledgeable) about these methods, others resist using them because they had heard 

the treatment could be very painful. 

PROTECTING AND CONTROLLING PREGNANCY AND BIRTH OUTCOMES 

Protecting Pregnancies: 

Pregnancies are considered most vulnerable to being lost between the third and 

sixth month of gestation, before the fetus has finished being formed into a "human.,,169 

Female fetuses are considered much more vulnerable to miscarriage than male ones, as 

female fetuses take longer to fully form and are also weaker and more greatly affected by 

any external trauma. 

168Cervical manipulation and alignment is also a treatment for sexual dissatisfaction 
in women. 

169Female fetuses are said to become "human" at about five months, male at about 
three months. 
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Any form of physical stress or trauma may force a pregnancy to "drop down out 

of place" and then subsequently be lost. For this reason women often avoid, or are 

encouraged to avoid, any strenuous or heavy work in pregnancy -- including gardening, 

lifting water from the well, or carrying loads. Forms of travel are also potentially dangerous 

-- including motor-cycles, boats, and aircraft -- especially before around the sixth month 

of gestation. The fear associated with travelling is strong before this time, and women will 

try to limit travel to other islands and distant villages as much as possible. This is linked 

both to the fear of "jogging" the fetus and to exposure to "spirits" -- which may lurk in wait 

for the pregnant woman in unfamiliar territories. 

The activity of these "spirits" can be malevolent and "mischievous" toward pregnant 

women, who are considered much more vulnerable to their actions. The spirits are most 

likely to "catchll a woman if she is out after dark or in the bush, where spirits tend to 

congregate. Thus in pregnancy, especially before the fourth or fifth month, a woman 

needs to watch her movement to keep herself beyond their reach and should stay in the 

safer areas around her own household as much as possible. A woman may be unaware 

that she has been "caught" by a spirit until she later experiences some indication of 

abnormal occurrences, such as pregnancy complications, a congenital defect, or has a 

dream in which the spirit features. The following story illustrates the way in which a spirit 

may let a woman know that she has been IIcaught:" 

During my second pregnancy I began to dream about an I-Matang man 
whenever I would sleep in the day or the night. He had curly hair. When 
I would dream of him at night I would always feel sick the next day. This 
happened because when I was visiting in Keuea [village] I would go to 
defecate on the east side beach and the people told me there was a spirit 
living there. The spirit must have followed me home after he saw me. I 
dreamt that I had sex with him, but it doesn't seem to have hurt the baby. 



But I think this is why I couldn't eat much when I was pregnant. After the 
baby was born I had heavy vaginal bleeding. The sickness stopped after 
Nf3i T gave me local medicine against the sorcery. After that the I-Matang 
nr;ver came again and the bleeding stopped. 
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"Fright" can also cause a woman to miscarry. The fright may come from a person 

or a dream. Those around a pregnant woman are careful not to surprise her in any way, 

as this may cause the baby to "loose it's place" and subsequently miscarry, especially in 

the most vulnerable time before the baby is considered essentially ''formed'' (at about five 

to six months). 

Grimble (1989:41, also 1921 and 1972) discusses the vulnerability of pregnant 

women to the malicious magic of others, which may conspire the death of either the 

mother or the unborn child. The risk was most pronounced in the time before the 

pregnancy became openly visible. He notes that the leftovers of all the woman's meals 

and everything that touched her body were zealously guarded in order to prevent any 

opportunities for mischief to arise. Informants mentioned that keeping pregnancy secret 

is no longer a common practice.170 The greatest fear of magical practice is that it will 

cause the child to become "stuck" inside the woman, and so both the mother and child 

will die. 

Today, most preventive care during pregnancy is centered on cementing a healthy 

child through being careful about sympathetic associations. That is, women who are 

pregnant are said to need to be surrounded by aesthetically pleasing stimuli, and to 

expose themselves to as much beauty as possible. This is so that the child will be 

17°And, certainly, women were not overly reserved about disclosing pregnancies 
during-the course of research. 
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beautiful itself and also because it will ''feel the happiness" of the mother. For example, 

food prohibitions in pregnancy are mainly directed at those which are considered "ugly" -

- such as fish with both eyes on one side of the body (which would cause the child to be 

cross-eyed), porpoise (where the child would have bad teeth like the animal), and turtle 

(which is cowardly and crawls on its belly).171 The woman will try to eat "beautiful" 

foods, such as reef crab with beautiful pink spots on the shell as this will encourage an 

attractive pink glow on the child's cheeks. Women also resist sharing a meal with people 

that are considered unattractive (such as those with hare-lips). The fetus is considered 

especially vulnerable to acquiring the features and physical traits of those with whom a 

pregnant woman shares a meal. The mother will endeavor to sit and eat with a beautiful 

young woman so that the child will have the opportunity to acquire her 

characteristics.172 For the same reasons some pregnant women bathe each morning 

facing out to the sunrise. It is also stated that pregnant women should not be consumed 

with strong negative emotions (especially koko) as this may congenitally damage the 

fetus. 

Women report that from the sixth or seventh month the primary risks to the 

survival of the pregnancy is if the mother falls ill (such as with fish poisoning or fever), or 

because she is not eating properly. Table 2 lists the reasons given by women for a 

171See Grimble (1921) and Jansen (1977) for further examples. 

1721 was fortunate enough to find that the women in Butaritari village generally thought 
of me as an attractive woman, with pale skin and straight white teeth. Many pregnant 
women took opportunities to sit or eat with me because of this and, at the very least, I 
was considered no threat around pregnant women. I can only speculate that fieldwork 
would have been more difficult if I had been considered to be less attractive by local 
standards. 
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pregnancy being lost before the seventh month (N=46) or after seven months (N=13) 

taken from all incidents of fetal wastage given in the reproductive histories. Hard work or 

lifting is the most commonly cited cause of fetal loss before seven months of gestation, 

and illness in the mother is the most commonly cited cause in the final trimestei. 

If a pregnant woman fears that pregnancy loss is imminent, such as after some 

form of strain or trauma or if pronounced vaginal bleeding occurs, it is common practice 

to take a series of local medicinal drinks as soon as possible to protect and fortify both 

the mother and the child. A single dose of medicine is said to either protect and 

strengthen a fetus against miscarriage, or to promote a rapid and safer miscarriage --

depending on whether the fetus will be able to be saved or not. Recipes for such 

medicines vary by family and are considered to be secret -- at least at the level that 

people generally do not make enquiries about how they are prepared.173 The following 

173Almost all medicinal recipes are "family secrets" and are passed as special 
knowledge between close kin or friends with a special relationship to the "expert." Some 
families have a wide tradition of healing knowledge, other families do not. Some healers 
received recipes in dreams rather than as handed down, but will pass this "visionary" 
knowledge to the next generation. Recipes are secret both in that it is a special bestowal 
to a close associate to pass on the knowledge, and also because asking for recipes 
without having them offered is considered demeaning to the one making the enquiries. 
In the course of fieldwork I was given an enormous range of treatment procedures for 
reproductive and child health treatments using local medicine. Further, I took all possible 
opportunities to observe massage therapy in action and had speCialists practice it on me 
whenever I became ill. The openness I was allowed in recording ethnomedical practices 
was in part because I was seen as needing the knowledge when I returned home (or else 
I would have to risk going to the hospital, which is not a favored place to be when ill) as 
I-Matang are known to have no knowledge in these areas. In many cases, these medicinal 
recipes and massage techniques were shared for (what was perceived as) my own 
personal use, and it was requested that I be discreet in their transmission. In other cases, 
healers expressed no concern over the recipes being shared with others, and these are 
the recipes which are described in this thesis in greater detail. In all cases, giving the 
recipes to an outsider, especially one from another country, is not considered to be 
breaking any secrets within the community, and I promised not to use the "secrets" to 



259 

is one account given to me by a female informant who did not mind if I shared the 

knowledge: 

If you are about four or five months pregnant and you think you might 
loose the baby, you can use the kiaou fruit [Iriumfetta procumbens]. You 
take the unripe fruit and squeeze it into rainwater. The juice is very slippery 
and will make the baby slip out quickly. If you are bleeding and you use 
the fruit the baby will either slip out quickly or the baby will live and the 
bleeding will stop. If the baby is to die it will happen quicker. This will not 
hurt the woman. You use 150 fruit the first time, and give the treatment 
three times. 

Other medicines take similar forms, using leaves or fruit squeezed into rainwater in groups 

of three administered in periods of three (three times a day for three days and so 

on).174175 

Massago treatments are also employed to prevent a miscarriage although, unlike 

herbal medications, they are not intended to hasten an imminent fetal loss as well. These 

massage treatments are designed to raise the fetus back up into a correct position if it 

has ''fallen downward." The massage style is not vigorous. Women have some form of 

preventive massage at around three and at six to seven months of pregnancy to ensure 

that the child will not "drop downward" and is securely positioned high in the abdomen. 

One cause of miscarriage is fever (kabuebue) in the mother. This may either be 

the result of a sudden sickness or more directly caused by the "natural" heating which 

practice on the Island. On occasions where it seemed more appropriate, I asked the 
healers to give details of the components of the medicines without divulging the timing 
of administration, so that the full secrets of the efficacy of the medicine would not be 
given away. 

174Very similar and often identical treatments are used to forestall bleeding after a 
miscarriage or birth or to hasten and facilitate labor. 

- 17srhree is a number with special significance in the Gilbertese magic and healing arts. -
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takes place in the woman's abdomen during pregnancy. Heat is central to the Kiribati 

symptomology of almost all illness -- excess heat in the abdomen being a cause of 

virtually every possible health problem. However, in pregnancy it is an especially 

dangerous symptom and, for this reason, is dealt with prophylactically as well as after any 

symptoms appear. Pregnant women will make special attempts to bathe in chilly water 

in the early morning in order to reduce the kabuebue inside themselves and to prevent 

any "heat damage" to the fetus. The coolness is thought to fortify the fetus as well as the 

mother. If any symptoms of abdominal heating are noted women may also use local 

medicines to reduce the heat. 

Eating habits are also considered crucial to a healthy, successful pregnancy. 

Women are encouraged to eat more while pregnant, and a husband and family are 

careful to see that all her "cravings" are answered, however curious they appear. The 

attention that a husband will give to his wife's cravings during pregnancy is exemplified 

in the following story: 

There was a woman in Makin that had a craving when she was pregnant 
to eat human excrement. She asked her husband if he could help her eat 
some. Instead of letting her eat it her husband helped her another way. He 
took her to the sea and defecated. Then he lay his wife down-wind and 
encouraged her to inhale deeply so she could smell it. They stayed there 
until her craving was satisfied. 

Other pregnancy cravings which are commonly cited including eating soap, small insects, 

dog, cat, and sea birds -- all of which are considered to be safe and appropriate to eat 

in limited amounts if a pregnancy craving needs to be satisfied. Many women note that 
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most pregnancy cravings could be satisfied with the smell of the object of the 

craving.176 If a craving is not satisfied it will not harm the baby directly but will rather 

make the woman very ill. Many also note that they are concerned during pregnancy 

because they had strong aversions to certain foods, and some women cite this as the 

cause of subsequent miscarriages, stillbirths, or unhealthy neonates. It is widely 

appreciated that it is important to eat heavily during pregnancy and this will build a 

healthier child and prepare the woman for an easier birth. 

After the critical months of pregnancy have passed and the child is fully "formed," 

a woman can start paying less attention to her activities and diet. Heavier work late in 

pregnancy is advocated to prepare for and ease a birth, and the fetus is considered to 

be "secure" after about six months and less vulnerable to knocks and strain. As the baby 

is considered essentially fully formed by this stage the women is much less at risk to the 

action of magic or spirits and can move outside the household with less risk. The time 

of greatest risk is now well passed. 

It is important to note in a discussion of pre-natal care that most women in 

Butaritari make visits to the local clinic for check-ups after the fourth month of pregnancy. 

The medical officer will check the position and development of the fetus and listen for a 

heart-beat. Women are weighed and provided with iron-rich vitamin supplements. 

However, the majority of pre-natal care takes place in the household and most pregnancy 

complications are seen to by local specialists (many of whom work part time as nurse-

aids in the clinic with no biomedical training at all, and are also paid by the clinic for each 

176A couple of women noted that while they were pregnant they craved the smell of 
a particular person, and could -only eat when that person was sitting beside them. 
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home delivery they oversee}. 

The Condition and Nature of the Birth: 

As mentioned above, fetuses are considered to acquire congenital defects through 

sympathetic associations during the earlier months of pregnancy. Sex during pregnancy 

is considered, for the most part, not to provide any health risk to mother or child, at least 

until the advanced stages of pregnancy. After the seventh or eighth month of pregnancy, 

couples may stop having sex because they fear that the penis will "grate" against the 

child's head; this will leave a hollow or a mark which will leave the child scarred and open 

to teasing. Sex during earlier months is generally only avoided in first pregnancies, when 

couples are most concerned about how their activities will harm a child and are most 

motivated to take all possible steps to avoid any problems in the pregnancy. In such 

cases, some women stop having sex as early as three or four months. In most second 

and higher order pregnancies women continue to have sex up to as late as the ninth 

month, with most stopping at the seventh or eighth -- mainly because they are scared the 

weight of the man during intercourse could hurt the child and because they find sex 

uncomfortable or difficult. Women share the view that "it is alright to have sex when you 

are pregnant, and it is no different if you do not. Either way the child is well 

accommodated." 

The Sex of Offspring: 

Informants state that the sex of offspring is determined in utero. Chance or "God's 

will" is considered to play the greatest role in determining the sex of a pregnancy. 
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Sided ness and biological sex are considered by all women to be an integral characteristic 

of pregnancy once the fetus has had sexual identity determined, which happens almost 

at the point of "conception." Male fetuses tend to move toward the right side of the body, 

and females to the left. The differential character of male and female fetuses, as 

exemplified in their differential development rates, also determines the form of the 

woman's own pregnancy experience. While pregnant with a female a woman will have 

more food aversions, experience greater nausea, be more fatigued, and unable to do as 

much work. In a male pregnancy she will have less aversions and be stronger and more 

vital. Because female fetuses form later and are weaker by character they are more at risk 

of miscarriage. Following a miscarriage the sex of the dead child may be ascertained 'oJy 

examining the level of development and formation of the expelled fetus in relation to the 

month of pregnancy. A formless miscarriage is probably female, and a more formed fetus 

probably male.177 

Although couples often have preferences for an offspring of a given sex and there 

is much attention given to the signs of which sex the child will be, most couples do not 

effect any behavior overtly directed at controlling the sex of an offspring. For example, it 

is considered dangerous to attempt to massage a fetus to the preferred side of the 

abdomen; although this may influence the sex of the child it is most likely to end only in 

cases of transsexuality or gender confusion. Some parents note that a man with a desire 

for a male child might habitually sleep on the left side of his wife in the period before the 

woman became pregnant. I know of no alluded or described cases where a woman 

- 177 Chambers (1986: 180) describes an similar ideology in Nanumea, Tuvalu. 
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sought an abortion on the grounds of the presumed sex of a fetus. It is appreciated that 

although the signs may be given that a child will be one sex or the other that these are 

never absolute. For example, as one woman told me: 

I went to a woman on Makin and she felt my stomach and said my child 
would be a girl because it was on the left. I waited and waited for a girl, 
but then when it was born it was a boy. I think the women who do this are 
not always right. 

Further, as described in Ch. 5, there is no strong and clear value placed over a child 

being either male or female. Although there is a detectable delight in a first born being 

male, children of both sexes are valued and women agree that a balance of sexes in a 

family is preferable. 

Multiple Births: 

There is no stigma attached to multiple births in Butaritari society. The causes of 

multiple births are speculated upon by some women, and include the man having two 

rapid ejaculations in a single sex act, or both partners having multiple orgasms in the 

course of an evening. It is well known, however, that risk of multiple births increases 

dramatically if a pregnant woman passes over special spots on particular beaches or 

rocks on the island, which are inhabited by "mischievous spirits." These dangerous places 

are generally well known, and women unfamiliar with a village are considered to be those 

most at risk because they may unknowingly pass the spot. One informant told the story 

of an unfortunate woman who had unknowingly passed over one of these rocks while she 

was pregnant and had subsequently died while five months pregnant with quintuplets. 

Despite these postulated causes of multiple births most women who had given births to 
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twins simply said there was "no reason" a woman would have twins or triplets. One 

woman postulated she had given birth to twins after sharing a meal with a relative of her 

husband who had herself given birth to twins. It is appreciated that there is an increased 

risk of the woman dying in multiple pregnancies and births, and this is considered the 

primary reason why such pregnancies should be avoided if possible.178 

Te kiriti (lit. grease) is a pregnancy condition which is dreaded and feared by 

Butaritari women. Of the 201 women interviewed, three had experienced te kiriti, and in 

the course of investigations I turned up several more cases of women from the village 

which had te kiriti and were either still alive or who had died in the previous few decades, 

including one living woman who had experienced three episodes of te kiriti pregnancy. 

In biomedical terms te kiriti refers to a hydatidiform mole, either with a co-existing fetus 

or without.179 In the pregnancy history sample risk of te kiriti was one in 234 

17Brhe birth registration data yielded a twinning rate of 4.4 twin births per thousand 
live births, of a sample of 5,446 births. 

179 Hydatidiform moles are antecedent to gestational trophoblastic tumors. They derive 
from a normal or abnormal pregnancy, and may develop as partial moles (with co-existing 
fetus) or as classic moles (without a fetus). The outcome of this condition ranges from 
benign and non-recurring, with no subsequent effect on fertility, to highly aggressive 
choriocarcinomas where death may ensue in a matter of weeks. Between 80 and 90 per 
cent of moles spontaneously die once evacuated, and in some cases they are evacuated 
spontaneously. Oral contraceptives may reduce the rate of mole death. There are 
dramatic cross-population differences in incidence of hydatidiform moles, from an 
estimated 1/1500 pregnancies in the U.K., and 1/1200 in the U.S., to 1/200 in Indonesia 
and 1/120 in the "Far East" (Bagshawe 1969). Jacobs et al. (1982) found higher frequency 
of hydatidiform mole in Filipino immigrants in Hawaii than among other ethnic groups, 
including Japanese, and conclude that there are environmental risk factors in sedente 
Asian populations which reeluce among immigrants with longer durations of 
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pregnancies of currently living women (with increased r!sk if all women in particular 

cohorts, including those now dead, were included) -- representing 1.5% of living women 

sampled having experienced the condition. This indicates that risk rates for hydatiform 

moles are high in this population, and comparable to those found in Island Asian 

populations.18o 

Almost all the women with whom I spoke were aware of the risk and symptoms 

of te kiriti pregnancies. In te kiriti women experience normal pregnancy symptomology --

cessation of menstruation, nausea, fatigue, breast tenderness, and increased abdominal 

girth -- but at about four to six months the pregnancy seemingly ceases to develop and 

no fetus is detectable by a speCialist. Some healers noted that in kiriti cases pregnancy 

symptomology could be exaggerated, with the woman being extremely nauseous and 

unable to eat or drink, feverish, and constantly vomiting. In cases of te kiriti it is 

considered imperative for the life of the woman to remove the kiriti. This may be done 

acclimatization in Hawaii. Statistics are not, however, considered very reliable. The riskiest 
age for onset appears to be over age 35 to 40, with teenagers rarely affected. The 
intervening years are exceptionally low risk. Parity does not appear to provide any risk 
differential. Although little is known of the etiology of the condition and the causes of 
cross-population variations in incidence, it appears that partner factors are crucial. The 
trophoblast formed is foreign to the maternal host, and in most classic moles there is a 
duplicated male haplotype with two chromosome sets, and a triploid zygote in the partial 
mole (with fetus) (Kaj and Ohama 1977). Lawler et al. (1976) have shown that in many 
cases there may be a reaction which occurs between partners with different HLA 
complexes. Bagshawe (1976) has demonstrated some link between risk for the condition 
and ABO blood grouping in partners, where there is an excess of cases of A types with 
consorts of 0 type. A and AB blood groups appear to have the poorest prognosis. 

1801 have been unable to locate any reliable rates for other native Pacific Island 
populations. Jacobs et at. (1982) give a Hawaiian maternity hospital-derived rate of 
hydatidiform mole incidence, with 20.3% of all identified cases being observed in 
Hawaiiai1s or part-Hawaiians. However, in the absence of any data on the relative ethnic 
mix of the patients seen in the hospital this figure has little comparative value. 
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in the hospital in Tarawa using dilation procedures or with traditional massage techniques 

in the village. 

Lay women stated they had no idea how and why a kiriti pregnancy develops, 

although it is noted that women between about 30 and 40 years of age are especially 

vulnerable. Some specialists postulated that te kiriti is the result of kabuebue in the 

abdominal region, where excess temperatures would turn menstrual blood "bad" and 

result in the illness, making it impossible for a pregnancy to survive. 

Older women noted that they had never heard of te kiriti when they were younger, 

and cases had only come to their attention in the last few decades. The observation that 

the name given to the condition (grease) is an I-Matang word supports the idea that the 

identification of te kiriti as a specific condition is reasonably recent. This is probably not 

because the condition is itself recent in this population, but rather that it was not formally 

identified in the community before women with the condition began being sent to the 

hospital on Tarawa for treatment and their condition was "explained" to them by hospital 

staff. 

Women state that the kiriti pregnancy was "not a real baby." The pregnancy starts 

out as "normal" but at about three to five months duration the kiriti "kills" the baby; this 

is why when the remnants of a kiriti pregnancy are examined a gecko-human shape can 

be seen. All women who had experienced te kiriti and who had subsequently 

spontaneously or deliberately had the "pregnancy" removed conceptually considered the 

case to be a lost pregnancy, rather than a non-pregnancy condition. 

Induced Abortion: 
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As already discussed in Ch. 5, methods of abortion induction are a component 

ofthe ethnomedical system on Butaritari. However, deliberate abortion was, and is, limited 

in the main to nikiranroro pregnancies. As these women are limited in number in each 

village it is likely that abortion was never widely practiced at the population level, and it 

seems never by currently married women. During the reproductive history interviews two 

women disclosed that they had experienced induced abortions, and one further probable 

case was ascertained. All three of these women were single at the time the abortion was 

sought, and the current situation indicates that the practice is extremely rare -- probably 

with only one case occurring on the island every year or two. Actual number of cases 

seems to have declined markedly over this century, and this is accounted for by several 

factors. First, the influence of the Church has provided a "moral" discouragement to the 

practice. Second, many women state they are kabi in regard to abortion -- that is, they 

do not have knowledge of how to produce abortion or know where to seek specific 

knowledge or assistance. Women who are unmarried and pregnant are "ashamed" to 

seek the information from women outside the immediate kin circle, and medical 

knowledge is distributed unevenly between families. Thus, some women have no 

opportunity for abortion because the necessary technical knowledge is not available to 

them. As one healer stated: 

There are bitter medicines which are known to some. If a woman has been 
playing around and she doesn't like the baby and she knows the secrets 
of the medicine she may prepare it. 

The following cases illustrate this inequity in distribution of essential knowledge 

and skilled assistance in this area, and the risks associated with being in need of 

assistance but not having access to specialist knowledge: 



Case 21: 

About seven months after my first child was born I was pregnant again, by 
another man. When I was just three months pregnant I went to my aunt 
and asked for her help because I was ashamed of the pregnancy and I 
didn't want to get married. My aunt helped me to see Nei A, who gave me 
some local medicine. I took the medicine and my aunt did massage on my 
stomach. After that I had no more problems. 

Case 22: 

When I had my last pregnancy I was not married. I didn't tell my family I 
was pregnant because I was so ashamed, and kept quiet. I didn't want a 
husband and I wanted to play. I had no one to ask for help because I was 
shy and didn't know who to ask. I lay on my stomach on the edge of the 
house platform and rubbed my stomach up and down on the edge. I did 
this each day for about one week when I would first wake in the morning. 
Then the pain came and the baby came. 
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A number of nikiranroro women noted that they had no access to any knowledge 

about how to undergo an abortion, and for this reason it would be unlikely they would 

ever have one. Among female healers there is a body of knowledge about how abortions 

could be induced which is a subsidiary of practices regarding reproductive medicine and 

treatments for women. However, not all healers claim to hold this knowledge; others do, 

but state they would not want to help other women procure abortions except in 

exceptional circumstances (such as te kiriti). Healers often stated that such knowledge 

is retained by nikiranroro women, and they have never been taught it because they are 

married women who knew no nikiranroro in their families. 

Within the healing community several methods of abortion induction are known. 

These include drinks made from bitter plant leaves and roots in seawater. Each recipe 

generally includes only one or two plants, commonly including te mao (Scaevola sericia) 



270 

or te ren (Messerschmidia argentia).181 Massage techniques of abortion are known; 

they are basically an inverse to massage used to retain and stabilize a fetus during 

pregnancy (that is the direction of massage is reversed) but are much more vigorous. 

Often herbal drinks and massage are used in combination, the drinks being taken to 

loosen the baby and to prevent post abortum hemorrhage, and the massage used to 

effect the actual release of the fetus. One informant also mentioned a heat treatment, 

considered very dangerous, which could be employed. The woman will place a half 

coconut shell with a hole over fire. She will squat over the shell with her vagina in direct 

line of the heat. Although similar treatments are given for excess vaginal discharge, in the 

case of abortion the heat is much greater .182 

Despite the purported efficacy of these methods in producing abortion, hospital 

staff indicate that septic abortion is a reasonably common outcome of ethnomedical 

abortion induction. Regarding the two specific cases of induced abortion I was able to 

discuss directly and at length with women involved, both women had been subsequently 

infertile, and one had ended up in hospital about six weeks later for "a stomach 

operation," whi~h was presumably linked to complications following a self-induced 

(unskilled) abortion (see case 22 above). 

It is important to note that induced abortion is not considered a family planning 

option by women. This is not because self-chosen abortion is currently illegal in Kiribati 

181See Polunin (1980) and Tikai (1972) for collections of Gilbertese herbal medicines, 
including some used for inducing abortion. Following the request of informants, particular 
details about the preparation methods of abortive medicines are not given here. 

182Lambert mentions a similar practice on Makin (see Ch. 5). 
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(women are unaware this is the case), but because of several factors -- the perceived 

health risk involved, the sense of fatalism associated with falling pregnant, and the lack 

of knowledge of how to go about obtaining an abortion or where to obtain the knowledge 

to administer one. Religious considerations aside, most women argue that induced 

abortion is only "morally" acceptable before the pregnancy is three to five months duration 

(after when the fetus acquires distinctly human qualities) and when a woman is unmarried. 

However, some felt it is unacceptable to practice abortion under any circumstances. As 

one informant said " ... people will say if she died that it was better anyway because she 

was trying to kill her baby." Women also tend to be very "fatalistic" once pregnant and 

would rarely actively consider the option of post-conception intervention. 

The Birth Experience and Perinatal and Postnatal Care: 

In order to ensure a quick and easy labor women begin ethnomedical treatments 

in about the seventh month of pregnancy. Herbal drinks are taken to fortify the mother 

and child for birth and to ensure an easy delivery. Recipes vary between families, but 

commonly cited primary ingredients are te non (Morinda citrifolia), te uri (Guettarda 

speciosa), te kiaou ITriumfetta procumbens), and te inato (Clerodendronn inerme). 

Women also note that the "pillS" given to them at the clinic serve the same function.183 

The use of herbal drinks will be greatest in the time labor begins, even though the 

medicines will have been used occasionally before this time. In the months leading up to 

delivery a woman will typically also be treated by a midwife with abdominal and lower 

1~hese are iron fortified vitamin pills given out to all women visiting pre-natal clinics. 
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back massage which will relieve pregnancy discomfort and promote an easier birth. After 

the seventh month women will also endeavor to move about and do as much light 

repetitive work as possible (such as sweeping) so the fetus will "come out more easily." 

In the final stages of pregnancy the woman is taken under the care of the deliverer 

and female relatives. More rarely husbands may be present at the birth, although this is 

generally only the case with women very close to and long married to their husbands or 

during especially difficult births. Women note it was not appropriate for men to participate 

in a birth event, mostly because they are "ashamed" about the possibility of their 

husbands seeing them cry or complain during delivery. Birth is expected to be attended 

with considerable pain. However, this pain is considered an integral part of a healthy birth 

experience. For this reason, there are no traditional medicines or treatments given to 

reduce labor pain. As one woman told me, of her hospital birth experience: 

There was so much pain when I was having the birth. The baby came 
down but then it went back up in my stomach again. The nurse gave me 
an injection for the pain to make me sleep. Then the pain stopped but then 
I woke up. The pain came again because the baby went back up inside. 
Then I had another injection and slept again. Then I woke and the pain 
came again. The nurse wanted to give another injection, but I didn't want 
it. Then the baby came out but it was dead. I think the injection killed the 
baby. The pain was for the baby to come out. After the injection there was 
no pain so the baby couldn't come out [emphasis added]. 

Despite labor pain, women are supposed to be as quiet as possible through the birth 

event. They should not cry out or complain, and if they do they may be scolded by their 

female relatives for not behaving bravely as befits a woman. 

During the birthing event a lavalava is tied under the breasts so that the fetus will 

be encouraged to emerge rather than retreat back into the body. Thus, "the baby will 

h~ve only one way to go." The woman will sit or lie against a friend or relative and the 
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deliverer will position herself between the woman's legs. After the baby is delivered the 

umbilical cord is not cut until the placenta is delivered, as otherwise it may "not be 

properly released." If the placenta does not deliver rapidly the deliverer may use 

abdominal massage to hasten the expulsion. On some occasions the placenta may be 

extracted by manual force, although several specialists noted only an inexperienced 

deliverer would have to do this. Healers speculate that the only reason a placenta would 

be retained is if the woman had insufficient or incorrect prenatal care, such as not having 

enough herbal drinks before the birth. Once the placenta has been expelled the umbilical 

cord is cut. This is done by measuring three fingers down from the child's body, 

massaging the blood in the cord toward the child, and then rubbing that portion of the 

cord on a board until it is soft and pliable and tying a section with cord or cotton. Then 

the cord will be severed using the husband's toddy cutting knife.184 Three days after 

birth the stump will be dripped with coconut oil to keep it healthy. The placenta will be 

buried, often with a germinated coconut planted over the top. The placenta is not burned 

as this may cause the child to become sickly (ngore) with such conditions as skin rashes. 

Immediately after the placenta is delivered the deliverer will hold a cloth across her 

foot and press upwards on the vagina to force the sex organs "back into their place." 

Massage treatment and herbal drinks may also be given to stave post partum bleeding, 

the former most especially to ensure that the kai returns to its correct central location 

under the navel. As soon as possible after the birth the new mother washes in the lagoon 

184The knife is not cleaned in preparation for this operation, but as toddy knives are 
only used for toddy cutting and no other tasks (except male circumcision) they are 
considered to be "clean." 
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or cool water in order to reduce the "heat" in her body which attends pregnancy and birth. 

The cooling will protect her from post partum hemorrhage and stimulate healthy 

breastmilk production. 

After the birth vaginal suppositories may be used to encourage internal healing, 

to stop any bleeding from being "vile" smelling, and to improve the general smell of the 

genital area. These are typically made from crushed leaves rolled in coconut husk, held 

in place with a pandanus stem and changed twice daily. About one month after delivery 

the woman's stomach may be bound to bring it "into shape." In the months following a 

birth women should not be involved in heavy work. This work can "wear out" the woman, 

causing her to be sicker and to die younger. 

BREAST FEEDING BELIEFS AND BEHAVIORS 

Most women put the child to the breast as soon as possible after birth. Although 

colostrum (te ran ni kinaka) is considered to be a "bad" milk, it is appreciated that it is 

important that the baby takes it because it "cleans the stomach," and has a medicinal 

action. After three days the black diarrhea which results from the colostrum will subside 

and the "good" or "real" breastmilk will come. 

The quality and quantity of breastmilk is a strong concern. Women will take 

specific repeated steps while breastfeeding to ensure "healthy" and copious breastmilk. 

The foods considered to be the best for breastmilk promotion are fish (especially land 

crab) and coconut. Drinking copious amounts of sweet toddy and coconut milk, often 

mixed together, soon after the birth is also said to promote copious high-quality 

breastmilk. Women should not ~at fish immediately after the birth because it "str~_ngthens" 
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the breastmilk too much for a neonate, but it is considered important to include it 

regularly in the diet of a lactating mother after this time. Any external or internal heating 

in the woman is thought to reduce the quantity of breastmilk because it dries up and 

makes the milk "spoil." This "bad" milk will cause the child to be struck with with diarrhea 

or vomiting. A lactating woman will avoid direct sunlight as much as possible, especially 

in the first few months after birth. She will tend to stay in the house and will always cover 

her breasts with a thick towel or lavalava when venturing outside. Further, she will not 

spend too much time near the cooking fire. Any feverishness (kabuebue) in the 

breastfeeding woman can also inhibit milk production and quality, and she must be 

careful to bathe in cool water and ensure the internal organs, especially the kai, remain 

in alignment. The timing of sex post partum is related to beliefs about the effects of 

semen on breastmilk constitution, as was described above. Salty foods, especially salted 

dried fish, are avoided by lactating women and these will cause the breastmilk to become 

salty and make the child refuse to feed. 

All interviewed women breastfed if they had the opportunity to do so. Cases where 

women did not breastfeed at all are those where the breast is dry, nipples are infected 

or sore, or the child has a harelip and cannot suckle, and cases where the child is taken 

for adoption at birth. Women unanimously agree that breastfeeding is best for the child 

as long as the breastmilk is "healthy," that is, not affected by heating or salty and does 

not give the child diarrhea. If the child becomes sick while on the breast, especially with 

recurrent diarrhea, or the woman becomes sick and feverish while lactating the child will 

likely be weaned for the sake of its health. Breastmilk substitutes include powdered milk, 

sweetened condensed milk, and boiled or fresh toddy. Breastfeeding is not scheduled in 
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almost all cases, and continues on demand until the child is weaned, including through 

the night. Weaning foods include drinking coconut flesh, cooked and mashed breadfruit, 

and mashed fish at later ages. Drinks for young children include boiled and sweet toddy 

and, more rarely, coconut juice. 

Among the women interviewed all children were fully weaned by the time the 

mother gave birth to another child, and 81.8% were weaned before the mother became 

pregnant again. Some women specifically delay weaning until they became pregnant 

again.165 Wetnursing is not commonly practiced, mainly because feeding substitutions 

are considered adequate; I came across only one case of wetnursing in the course of all 

investigations. 

INFANT AND CHILD MORBIDITY AND MORTALITY 

Although the relationship between infant mortality, birth spacing, and quantitative 

aspects of reproductive behavior is discussed in Ch. 8, here some initial observations 

about the cultural context of infant health and illness are described. 

Infant death risk has declined slightly in Kiribati over the last half century, but infant 

mortality remains high, about 10.9% according to the 1985 census (Booth n.d.).166 For 

all births given in the reproductive histories infant mortality is 10.2%, including the small 

proportion of children who were born less than one year previous to the interviews. Table 

3 describes reported cause of infant deaths to the 201 women covered in the 

165Chapter 8 describes the demographic evidence for breastfeeding behavior in 
greater detail. 

- 166lnfant deaths are defined as those occurring in the first year of life. 
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reproductive history interviews. Over a quarter of all infant deaths are attributed by their 

mothers to be caused by "heating" or "fever." 

Between ages one and five the death risk is substantially reduced -- 76.3% all 

deaths before age 5 occurred in the first year of life -- but the action of kabuebue and te 

ba (see below) increase as listed cause of death. In almost all childhood illness kabuebue 

(fever, heating) is given by specialists as the ultimate cause of the problem, although the 

effects may manifest as different disease syndromes. For this reason, any fever in children 

is taken very seriously and treatment may begin immediately it is identified. Primary 

symptoms of heating include skin which feels hot to the touch, paleness, insomnia, loss 

of appetite, and sweating. Home remedies include putting the child in a breeze or fanning 

and covering the child with a wet cloth. Specialist responses to kabuebue tend to focus 

on treating the "cause" of the heat through drinks and massage therapy. The treatment 

for heat reduction is at the core of child health practices undertaken by specialists. Some 

parents provide children with prophylactic treatments against kabuebue, such as drinks 

given every two weeks or SO.187 The following is an example of a relatively complex 

treatment procedure given by an older male specialist for kabuebue in children: 

First I prepare the drink. This is the first one and it will make the child 
defecate. This will help the child get better and make it feel better because 
it takes some of the heat from the stomach. Take three sweet red 
coconuts which are just ripe and cut them in half. Take an eating coconut 
and grate it up. Use only the front part of the drinking coconut and mix it 
with the grated eating coconut. Squeeze this into a small pot. Add one 

187 One healer gave the following series of prophylactic treatments for childhood 
kabuebue and the conditions it causes: Straight after birth give the drinks to prevent l'the 
blue" and treat the baby for three days. At three months mix the medicines tor l'the blue" 
and te ba and give it to the child for three days. If you use it every half moon [two weeks] 
after this the child will not get te kabuebue. 



pandanus shoot longer than your hand, pounded and squeezed into the 
pot. Boil this and then give it to the child when it is cool. Then I give the 
massage. You massage just below the navel. You begin by running your 
hand down the chest six times, going around the stomach from under the 
ribs. Then you do it six times from both sides, then six times from the 
back. Then press six times below the ribs in the front. Then go down the 
back three times, each six times. Then you do the head six times. You can 
also make a wash for the kabuebue. Take a length of te ruku as long as 
to your elbow which is facing east on the plant. You fill it with water and 
soak it. After the medicine and the massage you wash the child. You do 
this three times in one day after you do the medicine and the massage. 
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Te ba is a common and life threatening syndrome which affects children between 

about two months and five years of age, as is most often a weaning or post-weaning 

condition. A child affected by te ba has green, odorless, watery diarrhea, little appetite, 

and cries constantly. The skin will "look like the octopus," with large red raised bumps all 

over the body. One of the primary symptoms of te ba is a reddened mouth and anal area. 

The child affected by te ba may also have a distended stomach but a thin body. The 

postulated causes of te ba include feeding the child too much of one food (such as 

breadfruit), or too much "hard" food, both of which cause heating in the body -- this 

heating being the direct proximal cause of the syndrome.1B8 Clinically, te ba is a 

combination of malnutrition and oral-genital thrush, and sometimes measles (as a 

complication of malnutrition). 

There are different herbal and massage treatments given to children affected with 

te ba. Intervention is said to be necessary if the child is to survive. The drinks given for 

te ba almost exclusively include coconut products as the central ingredient. One example 

of a treatment regime goes as follows: 

1Mrhe ideal diet for weanlings is said to bea mixture of fish, coconut, and breadfruit. 



Take three white leaves from the coconut palm which will face the east 
when they open. Then take three small red coconuts that can be closed 
in your fist. Pull the edge and ribs off the leaves and chew the leaves up. 
Crush the coconuts and take out the meat. Put the meat on the crushed 
leaves and roll them up. Squeeze this into some rainwater in the bottom 
of a cup. Also squeeze some into a cup that is full of rainwater. Use the 
small cup to feed the baby and the big cup to wash down the skin. Feed 
the baby this mixture morning and evening for three days. 
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Treatments vary markedly in style between different specialists, including in some 

cases oil from the coconut husk, grated drinking coconut, grated eating coconut, and 

coconut palm bark -- although the coconut is always the primary ingredient, at least in 

the recipes I was given. As the ultimate cause of te ba is often said to be kabuebue, 

massage treatment may be given to reduce abdominal heating. 

Local specialists note separate oral conditions in children which are symptoms of 

te ba, but which can eventuate without the te ba disease syndrome. Natibaraki is 

distinguished from te tanora. The former is an infection of the mouth which comes from 

the throat, the latter is confined to the mouth alone. In natibaraki there may be open sores 

in the mouth and the child will find it difficult to eat. Te tanora looks like "white sand" piled 

on the tongue and IipS.189 80th conditions may be treated with the same medicine, 

often painted onto the tongue. The following treatment procedure provides different 

treatments for the two conditions: 

For natibaraki take the vine on the tongo plant [mangrove] about hand 
length with the ball on the tip. Take 9 balls and pull off the skin and 
remove the inside. Take the inside and mix with 3 new coconuts from the 
red coconut palm. You take the middle of the coconuts. Squeeze all this 
into a container. Give the baby one teaspoon to drink and then find a 
feather. Use the feather to remove all the sand from the mouth by putting 
the feather in the liquid and then putting it in the mouth. Keep doing this 

189Clinically, this condition is oral thrush. 



until all the mixture is gone. You do this for three days. After you give the 
first treatment give the child salt fish to chew. The salt fish stops the 
natibaraki from getting worse. For te tanora you use a different plant. Take 
the root of te ukin [PolY90naceae coccoloba} about wrist length and peel 
off the skin and then use the inside. Mix with 9 measures of shellfulls of 
red coconut meat from each of three coconuts, so there are 27 measures. 
Mix with the ukin and squeeze into a cup. Give the baby one teaspoon to 
drink then use a feather to put the rest in the mouth. Do this once a day 
for three days. 
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Another condition which can affect children after they are approximately eight 

months of age is babobo (lit. yellow). A child with this condition will be feverish, have a 

headache and stomach pain, pale skin, yellow eyes and palms, and a poor appetite.190 

This is a potentially lethal condition which is treated by specialists with massage, to 

reduce the fever which is the ultimate cause of the condition, and with drinks made with 

coconut products as the central ingredient. Healers noted that any recipe for te ba or te 

kabuebue could be used to treat this condition. 

Treatment of the sexes: 

Although I-Kiribati have distinct gender roles and expectations in adulthood these 

are not refleGted in the differential treatment of male or female children in the earliest 

years. At the youngest ages there is little apparent favoritism of children of one sex. Most 

couples see a balance between sons and daughters as the ideal sex composition for a 

family. All babies tend to be desired babies (even if the pregnancy itself was not) and are 

a source of joy in any household. The lack of difference in treatment of babies of different 

sexes is exemplified in the almost identical mean ages at weaning (14.4 months in males, 

1905abobo most often refers to hepatic diseases and is a common disease in adults 
as well as children. 



281 

14.9 months in females, for all children who did not die prior to weaning}. 

However, because it is considered important for young boys to be formed into 

strong men, male children are often treated more roughly than their female siblings. 

Young boys will be left to cry if they hurt themselves, for example. Despite this, affective 

care for both sexes is substantial and in any case where a child is seen or heard to be 

treated too roughly or harshly disciplined without reasonable cause neighbors and family 

will rapidly intervene. For this reason, "child abuse" is very uncommon in Butaritari society. 

Disciplinary action is generally confined to harsh words, spanking or confining the child 

to a platform away from household activities. Older siblings accept responsibility for much 

of the direct child care for toddlers; they may sometimes act as disciplinarians but their 

punishments are normally restricted to a quick slap and a sharp word. 

CAUSES AND CONSEQUENCES OF INFERTILITY IN BUTARITARI SOCIETY 

Causes of Infertility: 

A woman who has sexual relations over a period of several years but never has 

any children is termed kanoabo. A woman who has children but later finds herself unable 

to have any more will say she is makoro, or finished. The concept of makoro extends to 

include post-menopausal infertility, and is the general term for the onset of menopause. 

To be labelled as makoro, however, a woman must have no menstrual bleeding. Infertility 

is argued to result from both internal and external factors, and to affect both men and 

women. However, the relative complexity ofthe female reproductive system in comparison 

to that of men means that it is conceptually considered more likely to have 
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"complications" which result in infertility. The postulated causes of infertility, and 

appropriate responses are listed below. 

1. A woman may have difficulty producing or retaining menstrual blood in the kai, 

and this would lead to difficulty in producing a child. This condition is caused by either 

abdominal over-heating, or by lifting or heavy work which pulls the kai out of alignment. 

The former cause is treated with cooling therapy and massage, the latter with massage 

alone. Cooling therapy includes placing a wet cloth across the abdomen or effecting the 

massage treatment with a damp roll of cloth in the hands. If the woman is suspected to 

be kanoabo because the blood is escaping from the uterus once conception has 

occurred, massage will be aimed at making the blood in the uterus more "compact," so 

that a corpus of blood will be available to nurture the tari once it reaches te kai. 

Alternatively, if menstruation is irregular it may be suspected that "bad" blood is not being 

released from te kai (usually because of heating in the abdomen) and then the tari is 

killed by the "bad" blood when it reaches te kai. In this case a healer will attempt to cure 

infertility by massaging the "bad" blood out of the woman's body so there will be a 

''fresher'' blood ready for the time of conception and to feed the tari. 

2. Abdominal heat itself may kill the tari once it meets in the woman's body. 

Massage treatments will be used to reduce abdominal heat so that future tari will survive. 

3. If te kai is "bent" out of place pregnancy may be inhibited simply by virtue of the 

fact that the tari is unable to ''find'' the kai after the two tari have mixed together. This 

problem is corrected through realigning the kai with massage. Some healers use herbal 

drinks to reduce heating in the abdomen, which generally consist of plants mixed with oil 

or water drunk over several gays. Recipe ingredients vary widely betwee~ _ different 
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practitioners and between families, but most contain only one or two key ingredients.191 

4. If the ririniman is "misaligned" the male tari will be unable to enter the woman's 

body. In such cases the ririniman is said to sit high in the vagina and face upwards, so 

that the entrance to the body does not meet the head of the penis during sex. To correct 

this problem a specialist will use her middle finger to manoeuver the cervix back into 

position by "Clicking" around its base. Care is taken not to directly touch the mouth of the 

cervix. If the ririniman is producing too much or too little mucus or the mucus is allowed 

to accumulate in the vagina then it is thought it may be difficult for the man's tari to either 

enter the body (as the mucus is "plugging" the ririniman) or the mucus may kill the man's 

tari directly, or an absence of all mucus would also decrease conceptive ability in some 

way.192 Attitudes on this point vary markedly between different women and different 

specialists. For example, if women believe that the mucus is actually the female tari, then 

it might be presumed that an excess of mucus production indicated that the female tari 

is leaking from the body and this would make conception less likely. 

5. Beyond anatomical causes of infertility, it is considered that pregnancy may not 

occur simply because a woman is not orgasming during sex, as orgasmic contractions 

open the ririniman and allow the male tari to enter the woman's body. If a couple is 

191Grimble (1921 :34) mentions realignment therapy for infertility, but was not able to 
give details. In his own words, "Only a few women on each island appear to have any 
knowledge of the art required... I have found it impossible to elicit information ... the 
method was internal and external manipulation of the uterus." 

l~his idea of mucus production being linked to decreased fertility appears to be 
linked to local integration of information disseminated in Catholic Family Planning 
Classes. The emphasis on mucal symptomology in the Billings' method has been 
interpreted as meaning that mucus itself is a risk factor for pregnancy. 
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attempting to have a child, special care may be taken to ensure that the man and woman 

orgasm as close together as possible in each sex act. In rare cases, cervical realignment 

may be done to help a woman achieve orgasm during intercourse. 

6. It is also suspected that a kanoabo woman may have been born lacking tari, 

although none of those interviewed on this point could point to any particular 

physiological or anatomical reason why this would happen. 

7. The action of malevolent magic is occasionally suspected in cases of infertility. 

In rare instances a woman who has trouble conceiving may be considered to have come 

under its influence. The motivation of the sorcerer in this case is said to be greed -- the 

aim is to manipulate inheritance of land plots or babai pits within the family. In this way, 

a childless couple will pass their holdings to the children of siblings when they die, i.e., 

the children of those practicing the magic will be the benefactors. Although this magic 

reportedly most often causes miscarriage (as it would be practiced once the perpetrator 

knows the woman in pregnant), if the magic is powerful enough it may prevent a woman 

from conceiving. Although the practice is kept secret from others, once it is suspected 

counter-magic may be practiced to belie its influence.193 

8. At older ages, beyond about 34 or 35, a woman may become makoro, in which 

cases she has permanently lost the ability to become pregnant. Most women, it is said, 

become makoro after age 40 or so. When a woman reaches makoro status she will no 

193Grimble (1921 :42) states that, according to his informants, menarche itself was the 
time of greatest risk for magically produced sterility. The charms said during the time a 
woman is in menarcheal seclusion were in part designed to prevent such an outcome. 
Further, bloodied marriage mats are a possible mechanism for sterility magic, and are 
burned to prevent any possibility of contagious magic being practiced. 
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longer menstruate because all her menstrual blood is now ''finished'' t:3ing produced. As 

there is no further development or build up of menstrual blood in te kai it is impossible 

for the tari mixture to live or grow once it reaches the kai, as the blood is the source of 

fetal growth and development. Once an older woman ceases menstruating she will 

believe it is now impossible for her to become pregnant because the tari will always die 

once it reaches te kai. A women will suspect she is becoming makoro if she has a ''final'' 

child, which is much more widely spaced from all her other children, and she begins to 

have irregular and widely spaced menstrual events. The onset of the makoro state is 

considered a normal component of aging in women, is a blessing in the sense that a 

woman need not be bothered with the fuss of menstruation any longer and has finished 

her years of childbearing, but is not attended by any perceived changes in social or 

health status. 

9. Although it is thought that a greater proportion of causes for couple infertility 

rest with the woman, several causes of infertility are linked to the male partner. The male 

kai, which is the source of his tari or procreative fluid, may be out of alignment. If resulting 

from traumatic injury or strain this may mean that the tari is not being ejaculated 

effectively during sex. If abdominal heating is the cause of the problem then his tari may 

be "dead" because it is "cooked," and thus unable to produce a child. Such conditions 

are treated in the same way analogous problems are treated in women, with massage for 

realignment and heat reduction through medicinal drinks. 

It is important to note that even though there are postulated to exist a variety of 

mechanisms for infertility, several of the interviewed women who had never borne children 

had.lJ~ver sought any specialist care or advice to overcome infertility. These women take 



286 

a strongly ''fatalistic'' stance to their status, believing that fertility was either "God's will" or 

simply chance. Women from families which hold specialist knowledge in the area of 

reproductive health are more likely to seek interventions than women from families which 

are "unknowledgeable" in this area. In some such cases women are treated by immediate 

family members (usually women) who have recipes or massage skill, others go to one of 

the six women in the village known to have specialist knowledge and who participate in 

general healing activities around the village on a part-time basis. Women with irregular 

menstruation are also more likely to seek interventions as retained menstruation is 

thought to not only prevent conception but also to present a potentially life-threatening 

condition. 

The Infertile Woman: 

As some infertile marriages end in divorce and remarriage may ensue for both 

parties, it is often later observed which partner was more likely to have been the cause 

of infertility in a marriage. However, infertile women have a greater risk of being unable 

to secure a second marriage partner than a man, given that "blame" for infertility most 

often rests first with the woman -- at least until a man remarries and has no children with 

his new wife either. 

A woman who never has any children is at a status disadvantage in comparison 

with her fertile peers in any household. Full household power develops, at least in part, 

over mothering significant numbers of children in the family. However, an infertile woman 

is not denied the opportunity for mothering. Adoption by childless couples is extremely 

common and most couples wil~ end up raising at least one child, regardless of whether 
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they bear any themselves. These substitute children most often are provided by the 

siblings of either partner while infants, and are greatly treasured by the adoptive 

parent.194 The desire for children in Butaritari society is linked to several factors, but the 

need for the biological production of own children is not as strong as that seen in many 

other human societies. An adoptive child, especially one born to a sibling, fulfills all the 

reasons that a couple would desire a child. Children are valued as inheritors, as care-

givers in old age, and as "love objects." And as adopted children are considered to be 

special and spoiled children and to clearly benefit in inheritance if they are the only child 

a couple raises (and will therefore also be preferred marriage partners), siblings are often 

delighted to provide a child to an infertile couple. At a later time thiR will increase the land 

holdings in the adoptee family, and also provides the adoptee with a power advantage 

over the adoptive parents, who are now in their debt. An adoption is not formalized until 

land rights are handed over to the natural parents of the adopted child, so there is also 

an economic advantage to providing children for adoption. Adoption also cements ties 

between families or family members, setting up closer relationships involving a higher 

expectation of reciprocity. In some cases women with many children will be happy to 

provide one for adoption if they are making her too "busy."195 

It should be noted that the plight of the infertile woman is not nearly as 

pronounced as that of the unmarried women. As long as a woman or her husband can 

transact an adoption the marriage is not considered to be disposable simply because the 

194 A child will generally be adopted by one or other partner rather than by both 
collectively. 

195Adoption is discussed in Ch. 5. 
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couple have had no biological children of their own. Although infertile women are often 

very sad because they have never had their own children or have only raised one child 

when they would have liked several they are not necessarily "desperate" and are 

pJ'otected from any form of harsh "social disgrace" by being provided with the opportunity 

to socially parent if not to become a biological parent. Although the infertile woman is 

pitied by others, the pity for women who are nikiranroro or who cannot gain a husband 

is much more pronounced. To be married and infertile is considered sad, but does not 

undermine a woman's ability to muster support or respect from others in the family or 

community, and it need not necessarily threaten the integrity of the marital 

relationship.196 

1*rhe advantage to infertile women and couples offered by a kinship system which 
allows for widespread adoption cannot be understated. Compare this to the system 
described by Inhorn (1991) in Alexandria, Egypt, where women are cursed with harsh 
stigma for remaining childless. 



CITED CAUSE OF PREGNANCY LOSS 

Before seven months 

"fright ll 

travel 
fighting with husband 
hard work/ lifting 
fever (kabuebue) in mother 
woman not eating 
other sickness in woman 
induced 
te kiriti 
"no reason" 

2 
5 
5 

16 
3 
3 
2 
3 
3 
4 

N 

Total before seven months 46 

From seven months 

fever (kabuebue) in mother 1 
other sickness in mother 3 
fish poisoning 2 
woman not eating properly 1 
birth complications 1 
had local medicine by accident 1 
"no reason II 4 

Total from seven months 13 

l!, o 

4.3 
10.9 
10.9 
34.8 
6.5 
6.5 
4.3 
6.5 
6.5 
8.7 

100.0 

7.7 
23.0 
15.4 
7.7 
7.7 
7.7 

30.7 

100.0 

Table 2: Reason for pregnancy loss, as reported by the woman 
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CAUSE OF DEATH 

premature 
gross abnormalities 
birth complications 
kabuebue (heat/fever) 
diarrhea 
chickenpox 
measles 
vomiting and diarrhea 
mumps? 
water in lungs 
babobo (yellowing) 
te buru (bluing) 
te ba 
suffocated on breast 
accident 
no breastmilk 
no reason known 

Total 

N 

3 
3 
4 

19 
4 
2 
3 
6 
1 
3 
1 
1 
2 
1 
1 
1 

17 

72 

% 

4.2 
4.2 
5.6 

26.4 
5.6 
2.8 
4.2 
8.4 
1.4 
4.2 
1.4 
1.4 
2.8 
1.4 
1.4 
1.4 

23.6 

100.0 

Table 3: Reasons for infant deaths, as reported by mothers 
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Chapter Eight 

THE DEMOGRAPHY OF FERTILITY AND INFERTILITY BY AGE 

This chapter describes the demographic evidence for fertility performance and 

failure in the female population by age of Butaritari Island, on the basis of both census 

survey data and reproductive history interviews.197 The demographic descriptions and 

breakdowns in characteristics of the census survey population and the reproductive 

history sample are provided in Appendix 5.198 

FERTILITY IN BUTARITARI WOMEN 

In the course of the island census, conducted between November 17 and 21, 

1990, all women who were at home and available when the enumerator called at the 

household were also asked a second set of survey questions relating to current and past 

reproductive status (see Appendix 4); that is, this information was collected only from the 

women directly. In all, 896 women were tabulated in these second questionnaires, which 

constitutes 89.8% of the women over age 15 enumerated on the island. 

1971n this chapter the terms "couple" and ''woman'' are used fairly interchangeably. That 
is, as discussed in Ch. 3, it is appreciated that although measures of reproductive 
performance are focused on women's experiences that they more specifically refer to the 
performance of couples. 

1981t should be emphasized that some women in the reproductive history sample have 
been clinic contraceptive users at some stage of their reproductive careers. The factors 
predisposing clinic contraceptive acceptance and the demographic implications of this 
are discussed in Appendix 5. Unless otherwise stated, this chapter refers to the 
demographic evidence for women who have never used clinic contraception or were not 
using clinic contraception at specified points of their reproductive histories. 
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The mean number of live births reported for all women covered in the second 

questionnaire, broken down by women's birth cohort, is presented in Table 4. This table 

also differentiates between mean number of live births reported for all women, and only 

those classified as "ever-married." Fertility is comparatively high in this population, with 

a mean number of live births of 4.5 to all ever-married women over age 15. Completed 

family size (also sometimes referred to as total fertility) is approximately 7, which ranks 

as "high" in comparison with other studied populations in which overt contraceptive 

methods are not employed widely. 199 

The figures presented in Table 4 indicate that primary infertility (failure to produce 

any live births) is extremely low among the women of Butaritari. For all women over age 

45 sampled on the island (N=232) only four (1.72%) have never produced a live birth. Of 

those women in the population over 45 years who have ever been married (N=231) only 

1.29% have never produced a live birth. Notably, this figure refers to all marriage 

durations, so also includes women exposed for a very short duration of their reproductive 

spans (and who, thus, may have had "insufficient" time to demonstrate fertility). 

The low level of primary infertility in this population is also seen in Table 5, which 

presents completed family size and mean live births by current age group for those 

women in the reprojuctive history sample (N=201). In this sample, all ever-married 

19901 47 "natural fertility" populations listed by Campbell and Wood (1988:Appendix 
A), only 7 (17.5 per cent) present total fertility rates higher than that for Butaritari (7.1). 
This ranks Butaritari, on the basis of comparison with (overtly) non-contracepting 
populations in Asia, North America, Oceania, Greenland, South America, and the 
Caribbean, as a "high fertility" population. (Historical European populations are excluded 
from this count.) 
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women currently over the age of 40 (N=63) have produced least one live birth.2°O The 

primary infertility rate for post-menopausal ever-married women in the reproductive history 

sample is essentially zero; therefore, as a couple measure, all their husbands are proved 

primarily fertile as well. The proportion of ever-married women in each current age group 

in the reproductive history survey with at least one live birth (N=179) is shown in Figure 

1. 

With a primary infertility rate for post-menopausal women who are currently alive 

on Butaritari Atoll in the range of around only one per cent, this is one of the lowest 

primary infertility rates ever recorded for a human population. "Expected minimum" rates 

of primary infertility are in the order of two to three per cent in populations experiencing 

little or no impact of fertility-inhibiting disease (Bongaarts and Potter 1983). Among other 

studied "anthropological" populations, the Gainj (highland New Guinea) is one of the few 

which displays a primary infertility rate near this figure (1.1 %}.201 Such a low level of 

primary infertility is also very rare in the Pacific region, where other available primary 

infertility rates for ever-exposed post-reproductive age women fall between about 6 and 

36 per cent. Reported primary infertility rates for post-menopausal, ever-married women 

200rhere is little difference in assessment of mean number of live births for all women 
between the census survey (3.98) and the reproductive history sample (4.17), which 
indicates that the reproductive history sample can be considered fairly representative of 
the female population on the island. As interviewing was more detailed in the reproductive 
history rounds there was increased opportunity to redefine neonatal deaths as "live births" 
rather than as late fetal deaths according to demographic convention (i.e., if a child ever 
cried after birth), and this increased the sample of live births slightly above that reported 
by women in the census interviews. 

2011t should be noted that the Gainj study presents two separate calculations of a 
primary infertility rate (Wood et al. 1985). The text presents a rate of 1.1 %, the tabular 
presentation of data a rate of 2.2%. 
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in other "anthropological" populations, including several from other islands in the Pacific, 

are presented in Table 6.202 

It is possible to make some rough comparisons between measures of fertility 

performance in the 1990 Butaritari sample and data collected on neighboring Makin Atoll 

in 1971 by B. Lambert (Lambert 1975). Table 7 compares similar measures of fertility 

performance between these two data sets. Unfortunately, Lambert's data are not broken 

down to show ever-married women and refers to all women surveyed, regardless of 

marital history; for comparative purposes the Butaritari data is presented in analogous 

fashion in this table. Table 7 shows that the Makin data set also indicates extremely low 

primary infertility levels, which will be below the figures of 1 to 3 per cent nulliparous 

women (as this will include never-married women). This indicates that the Butaritari 

sample is not incongruous with another sample taken in the immediate region. 

THE BEGINNING AND END OF THE REPRODUCTIVE SPAN AND EXPOSURE LEVELS 

While the reproductive span represents the possible limits of the reproductive 

career, the number of years in which a woman is "exposed" within the reproductive span 

in indicative of the effective limits of her reproductive career. Both affect opportunity for 

the production of fertile events. 

The Beginning and End of the Reproductive Span: 

Menarche, marked by of the first menstrual event, is a proxy of the beginning of 

mrhe higher primary infertility rates in other Pacific Island populations are most likely 
due to the impact of fertility-inhibiting disease,- especially gonorrhea. 
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the reproductive spar... The final menstrual event, which is linked to the onset of 

menopause, is a "notable landmark" (Parelka and Fedigcm 1991 :14) of its conclusion. 

The earliest age at menarche reported in the reproductive history interviews is 10, 

the latest 22. Average age at menarche for all interviewed women is 14.12 (5D=1.77). 

Median age at menarche is 14.203 Distributions in reported age at menarche (N=200) 

are given in Figure 2.204 

Mean age at final menstrual event for the 42 post-menopausal women in the 

sample is 46.98 (5D=5.03), median age is 48, with a range between 34 and 56 years.205 

206 Distributions in age at final menstrual event for sampled women are given in Figure 

3. 

Taking only women in the sample now 55 years of age or greater, and allowing 

the time of first and last menstrual event to define the limits of the reproductive span, the 

203-y'his is a low median age at menarche compared to other non-industrial 
populations, where median menarche can exceed even 20 years (Campbell and Wood 
1988:Table 3.3). However, median age at menarche for native populations in Polynesia 
can be below the Butaritari figure. For example, Ducros and Ducros (1987) report that 
median age at menarche in samples of New Zealand Maori, Tahitian, and Easter Island 
women is between 12.7 and 13.3 years (although all these cases are more "Westernized"). 

204As menarche has special ritual significance in Gilbertese society (see Ch. 7) 
reportage age of menarche is likely to be satisfactorily accurate. 

20srhese calculations exclude four women who were unable to provide a sufficiently 
accurate age at final menstrual event. The total number of post-menopausal women in the 
n9productive history sample is 46, constituting 22.9% of the total sample. 

206ln industrialized countries median age at "menopause" lies in a narrow band 
between 49.8 and 51.4 years (Gray 1976). There is more variation apparent in developing 
country populations, in which median age at "menopause" is typically lower -- between 
around 43 and 49 years {Gray 1979, Beall and Weitz 1989}. The median reported age at 
final menstrual event for the Butaritari sample {48 years} places this population at the 
higher side of the spectrum for variation in non-industrial populations. 
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mean length of the reproductive span is calculated to be 33 years. 

"Exposure" Time Within the Reproductive Span: 

In terms of exposure durations in relation to the length of the reproductive span, 

time spent in marital unions is a crude proxy for time spent exposed. In order to refine a 

measure of time "exposed," care was taken to isolate any periods of prolonged spousal 

absence in a continuing marriage. To assess exposure duration, women were considered 

exposed if living permanently with a husband. Nikiranroro women, characteristically 

having more casual sexual relationships, were excluded from analysis. Exposure duration 

was calculated as whole years, beginning at marriage and stopping at the time of 

permanent separation, death of spouse, at time of final abstinence, or at six months after 

the final menstrual event -- whichever came first.207 Any prolonged period of separation 

during the course of a marriage (ascertained in interviews) was subtracted from the total 

exposure duration. Women with husbands known to be surgically sterilized (N=1) or to 

be fully sexually dysfunctional (N=1) were excluded. Subsequently, references to ''years 

exposed" match these stated criteria. 

For all currently living women ever "exposed" by being in a domestic marriage 

arrangement (N=179) the average number of years exposed to date is 14. For post-

menopausal women at or over age 50 (N=46) the average number of years exposed is 

25.9. For all women over 50, excluding those never exposed (i.e. years exposed is 0), the 

mean number of years of exposure is 27.1. Variation in exposure durations for post-

207 As first sexual act generally matches exactly to date of marriage for all women 
except nikiranroro, premarital sexual activity is not a confounding variable in calculation.-
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menopausal women are presented in Table 8. With an average duration of the 

reproductive span for ever-married post-menopausal womp.n being around 33 years and 

mean years exposed for the same group at around 26 years, women are thus, on 

average, exposed for the greater majority (over 80%) of the years in which they are 

potentially fecund, and have, on average, only around 6 reproductive years in which they 

are not exposed to any obvious risk of insemination. Thus, for most women, exposure 

durations are high in this population, with only 9.09% of ever-exposed, post-menopausal 

women having exposure durations of less than 20 years through their reproductive spans, 

and no ever-exposed post-menopausal women having total exposure durations of less 

than 11 years. 

INDIVIDUAL VARIATION IN FERTILITY PERFORMANCE 

Although mean exposure durations are high in this population, fertility can 

potentially display marked variation between individual women. In order to understand 

variations in reproductive failure by age this needs to be assessed. There are two primary 

problems in the application of standard demographic techniques to such assessments 

in "anthropological" (Le, small) samples. First, standard demographic methods emphasize 

aggregates (such as total fertility rate, crude and adjusted birth rates, and age-specific 

fertility) and ignore important inter-individual variation in reproductive performance and 

failure. Second, they are difficult to apply in cases where large proportions of women 

have not reached the conclusion of their reproductive lives (Le., are pre-menopausal). 

Recently, Hern (1990) proposed the "individual fertility rate," which is a simple 

mea~~re of variation in reproductive performance for individual women, taken as a 
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function of parity by time, and which can be applied to women with incomplete birth 

histories. The IFR is measured as: PI RS * 100, where P is parity of a woman (which Hern 

defines as full term pregnancies), and RS is duration of the reproductive span (time in 

months divided by twelve to give a measure in years). 

For the Butaritari case this tool is applied, but is further refined by taking measures 

of actual exposure duration in relation to marriage rather than simply years in marriage 

or time expired. Thus: PI ES * 100, where ES is a measure of complete years exposed 

(as described above), and P is defined as number of live births. For example, in order to 

be assigned with a value of over 50.0 a woman would be required to have a child born 

for every two years of exposed time (including duration of pregnancy), in order for an 

assigned value of 20.0 a woman would need to bear one child for every five years of 

continuous exposure. The measure of ES is a more accurate proxy for time spent in 

marriage duration, as it represents time spent in a domestic marital arrangement rather 

than simply time in which women are more generally defined as "married" (but may not 

be in co-residence with spouses for possibly protracted periods). 

The mean individual fertility rate (IFR) for women in the reproductive history sample 

is 33.8., which roughly equates to women producing, on average, one live birth for every 

3.3 years of exposure time, regardless of marital history. Post-menopausal, ever-exposed 

women (N=44) yield a mean IFR 33.0 (SD=14.0), which is barely different from the mean 

for pre-menopausal and post-menopausal women combined, despite their longer 

exposure durations. 

In terms of variability expressed for women with similar exposure histories, the IFR 

can be used to isolate women ~ith proven low risk of pregnancy despite expo~~re to the 
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risk of intercourse occurring. For women exposed continuously for more than five years, 

the proportions of women attaining a given level of individual fertility are reproduced in 

Table 9. The plots in Figure 4 show that the level of actual variation in fertility in relation 

to some control for exposure factors and for overt contraceptive method employment in 

this population is not dramatic. This is a reflection of actual clinic contraceptive "use" 

patterns, where most women are not especially "effective" users and tend to employ 

methods for only a few months at a time. 

In examining the variation in fertility for women who have never employed any 

measure of overt fertility regulation and who have had at least five years of continuous 

exposure in a married situation, less than ten per cent display an individual fertility ratEl 

of under 10.0 -- that is, have produced less than one live birth for every ten years of 

exposure (Table 9). Roughly another ten per cent have produced less than one live birth 

on average for each five year exposure duration (IFR between 10.0 and 19.9). This gives 

a crude measure of proportions of women (couples) with notably low fecundability. In 

total, of women continuously exposed at least five years and not employing clinic or 

"Catholic" methods of contraception, around 20 per cent have some apparent level of 

reduced risk for producing or maintaining pregnancy (that is, on average produce less 

than one live birth for every five years of exposed time elapsed). 

Most importantly, the calculation of IFR by years exposed, presented in Table 10, 

shows that at durations above five years there is very little change in individual fertility 

measures between women on the basis of variation of duration of exposure. In Table 11 

IFR measures are calculated for post-menopausal women attaining different completed 

fertility levels. This shows that women with higher parities have higher duration times 



300 

rather than having dramatically higher fecundability for similar exposure durations than 

women at lower parities as a group. 

In summary, the calculations of IFR indicate that, despite variations in exposure 

duration across reproductive span, the actual level of production of live births is 

reasonably constant per exposure year. For example, ~s can be seen in Table 9, women 

exposed for 5 to 9 years to date yield a mean IFR of 32.0, women exposed 15 to 19 years 

present a mean IFR of 32.5, while for women exposed over 25 to 29 years the 

comparable figure is 32.6. This indicates that, with increasing durations of exposure (as 

a proxy for marriage duration), women collectively maintain similar levels of live births per 

exposure year as durations increase. There is no indication of a decline in fertility with 

increasing time spent in marriage while pre-menopausal on the basis of IFR measures at 

the population level, even though individual women show marked variation in ability to 

produce a live birth by exposure time (i.e., differential fecundability). At the population 

level, actual time spent in marital residence has little impact on low final parity values. 

IFR is a longitudinal measure based on the level of fertility performance by 

exposure duration. In order to examine some cross-sectional measures of exposure risk 

in this population the current age distributions of reproductive status are presented in 

Table 12. The proportion of women at each age group under 50 years reporting a recent 

menstrual event is very high (between 48.6% and 87.5% of all women in a given age 

group). If we exclude current contraceptors and the currently pregnant, but include 

lactating women, the vast majority of women reportedly experienced a menstrual event 

within the six weeks prior to interviewing (see Table 13). Hence, the proportions of non-
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pregnant women currently ovulating can be inferred to be high, independent of age.208 

MEASURES IN INFERTILITY BY PARITY AND AGE 

The IFR measures give some indication of a rough level of notably reduced 

fecundability among the women in the sample and a distribution of the level of variation 

in reproductive success, but these measures cannot be effectively measured in terms of 

age-associated changes in reproductive failure at the population level. In order to assess 

the infertile status of the sample on the basis of age-progression different tools need to 

be employed. 

Infertility in Relation to Parity: 

"Parity progression ratios" are measures of the onset of secondary infertility for 

post-reproductive age women in small samples which show the relationship between 

changing parity and inability to subsequently prove fertility. The parity progression ratios 

(PPR) use final parity of currently post-menopausal women to demonstrate parity-linked 

failures in producing a subsequent live birth (see Pennington and Harpending [1991] for 

a fuller description). For example, a PPR at parity 1 of 1.000 indicates that 100% of 

women producing one live birth continue to have proven fertility and produce a second 

live birth during their reproductive lives. Figure 5 shows variation in parity progression for 

the reproductive history sample, for women currently post-menopausal. 

208Although menstrual cycling is not an exact measure of ovulation occurring it is a 
reasonable proxy for making rough estimations of proportions of women currently having 
ovulatory episodes. 
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The parity progression ratios calculated for the Butaritari sample show that 

subsequent inability to produce a live birth becomes most pronounced after births of the 

eighth order. This indicates crudely, at least at parities below nine, parity itself does not 

strongly affect actual fertility levels. The "jump" at parity nine is indicative of a 

heterogeneity in fertility levels within the sample, which is also seen in the spread of the 

IFR (above) for the same sample of women. 

Infertilitv in Relation to Age: 

Although PPR measures give a rough indication of the effect of parity on the onset 

of secondary infertility, they give little indication of age-associations in infertility onset. 

Recently, Larsen and Menken (1989, 1991) have presented methods for estimating 

"sterility,,209 -- "subsequent sterility" and "sterility status" -- which, unlike most other 

demographic procedures with similar aims, do not require a broad spread in age at 

marriage and, in the case of sterility status, does not require completed reproductive 

histories (Le., can accommodate pre-menopausal women). A further advantage of this 

method is its applicability to small scale populations.21o That is, the methods seem 

insensitive to sampling variability (Larsen and Menken 1991), which is important when 

using small samples of women to determine measures -- as is necessary in the Butaritari 

209Sterility is defined as "the inability of a non-contracepting sexually active woman or 
couple to have a live birth" (Larsen and Menken 1991 :230). Here, as discussed in Ch. 3, 
the term "infertility" is employed in the place of "sterility." That is, It is appreciated that 
measures of failures to have a live birth are not necessarily a reflection of absolute 
inability to do so, but may in fact represent decreased opportunity. 

21°Although Larsen and Menken apply the method to broad scale survey data from 
the World Fertility Survey. 
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case. 

The "infertility status" (IS}211 of a woman is an individual measure of infertility 

which can be estimated for all women (including the pre-menopausal) from their age at 

marriage to five years before the reproductive histories are taken, and which allows 

examination of variation in fertility achievement and reproductive failure in different age 

groups. The status of ''fertile'' or "infertile" was assigned to each woman who passed 

through a complete five year age interval while married continuously, in residence with 

a spouse and potentially sexually active, and not using clinic contraception. Age brackets 

in which women permanently ceased sexual activity -- if earlier than six months after the 

final menstrual event -- were excluded. If a woman had a live birth in the five year age 

bracket she was assigned a ''fertile'' status at that age group, if not she was assigned as 

"infertile" in that age group.212 IS for the reproductive sample at various ages is given 

211See note 209. 

212For demographers, clinical definitions of infertility do not translate easily to 
population level analyses of infertility. In examining surveyor even reproductive history 
data most demographers would argue that twelve months inability to conceive indicates 
very little about subsequent reproductive ability, Straight "waiting times to conception" 
in assumably fertile women can often and easily exceed one year, even in cases where 
no reproductive impairment is either apparent or suspected (Menken and Larsen 
1986: 161, Menken et al. 1986: 1391, also Barrett 1986 and Trussell and Wilson 1985). 

In demographic terms it is more reasonable to identify infertility as the inability to 
produce a live birth through the equivalent of a standard 5 year age group. This could be 
either done by the estimation of an open birth interval of over 60 months, or through the 
identification of women which pass completely through a standard five year age group 
and fail to produce a child in that time. A five year framework is used by Larsen and 
Menken, who state methodologically that, "A woman was considered eligible to become 
sterile in [5 year] age group s if her current status at the end of the interval was estimated 
to be fecund and if her sterility status at the end of the interval was available" (1991 :237). 

Leridon (1977) provides a simpler utilitarian framework for estimating primary and 
secondary sterility in individuals. He determines a five year waiting period for a birth 
following initial marital exposure as indicative of primary sterility and a 5 year exposed 
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in Table 14 and plotted in Figure 6. 

A measure of "subsequent infertility" can be applied to post-menopausal women 

only. This measure assigns an age group of "final infertility" for each woman, which is the 

age group when a woman fails to prove fertility and after which does not later return to 

a ''fertile'' status. Only women married through all age groups over age 20 and in 

residence with the same husband, and currently over age 55 were included (N=34). 

Measures of SI (subsequent infertility) by age are shown in Table 15 and graphed in 

Figure 7. 

Whichever method of infertility by age assessment (SI or IS) is employed it is clear 

that not only are primary infertility levels very low for this sample of women, but also that 

onset of secondary infertility is imperceptible until entering the 25-30 year age group. 

Furthermore, it does not become pronounced until the age 35-39 age group. There is 

very little increase in proportions of couples infertile when women are between their early 

and mid thirties. 

It should be noted that these procedures, as outlined by Larsen and Menken 

(1989, 1991), can tend to over-estimate proportions sterile at specific age groups. 

Measures of "subsequently infertile" (SI) women are not able to be interpreted as 

measures of proportions finally sterile at the beginning of a specified age group. Rather, 

they are representative of women infertile at some subsequent age, that is, they become 

birth interval following a birth event as justification for assigning secondary sterility status. 
In fact the selection of a five year analytical "waiting time" is arbitrary in itself, but allows 
both a "reasonable" duration for fertility to be proven, as well as fitting comfortably with 
standard demographiC age grouping procedures. That is, five year age groups are a very 
standard clustering device in demography. 
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sterile at some later age but before they become pregnant again. Thus, SI is a measure 

which can over-estimate the real proportion sterile at the beginning of an age group, and 

actually refers to proportion sterile at some subsequent reference age (Larsen and 

Menken 1989:186, 1991 :237).213 In assessing proportions infertile in any age group, 

women who are assigned "infertile" can be considered to be either sterile or to have very 

low fecundability. Using this method it is very difficult to mis-assign a woman with 

moderate to high fecundability incorrectly as infertile. 

Discussion: 

In summary, the parity progression ratios, measures of infertility status by age, and 

measures of subsequent infertility by age indicate that primary infertility rates are 

extremely low in the Butaritari sample, and tt'iat secondary infertility does not appear to 

have a significant age-association before approximately age 35 onward. However, some 

women have reduced fecund ability in comparison to other women which is independent 

of both age and exposure duration. 

The very low primary infertility rates in this population (ca. one per cent) require 

some explanation. There are several key factors which can explain this comparatively very 

low level of proportions of ever-exposed women failing to have at least one live birth. 

First, the very low current and historical levels of sexually transmitted and other fertility-

inhibiting diseases are at least, in part, responsible (see Ch. 5). It has been estimated that 

in populations exposed to high levels of infertility-inducing disease (such as gonorrhea) 

213For this reason Figures 6 and 7 plot IS and SI measures by midpOint of the age 
interval. 
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may demonstrate up to 50 per cent primary infertility (e.g., McFalls and McFalls 

1984:Table 1.1). In the Butaritari case this is coupled with near universal pre-marital 

retention of "integral virginity," which would mean that risk of acquiring sexually 

transmitted diseases is effectively absent for most women before they are married, and 

thus the associated risk of exposure to fertility-inhibiting disease is also dramatically 

lowered (even if it were present at higher prevalences among the sexually active portions 

of the population). 

Second, exposure durations across the reproductive span are very high in this 

population -- for example, a minimum of 11 years for all ever-exposed post-menopausal 

women, and a mean of 25.9 years within the reproductive span. This pattern of high 

exposure durations would tend to select for women with very reduced fecundability 

becoming "fertile," allowing them extended opportunity to produce at least one live birth 

in the course of a reproductive career. That is, women with comparatively very reduced 

capacity for conception (Le., low fecundity) have extremely long periods of exposure in 

which to (eventually) prove themselves fertile. The nature of the marital relationship in 

Butaritari society is a crucial factor here. As infertility does not generally pre-dispose 

women for exit from marriage (i.e., women are not divorced simply because they are 

infertile, and can fulfill a positive parenting role through adoption) high exposure durations 

can be maintained in the absence of fertility events. It may be, most simply, that time itself 

eventually becomes sufficient for women with very low fecundability to "play the odds" and 

eventually bear a child. 

CHANGES IN BIRTH INTERVAL LENGTH WITH AGE 
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The following section uses birth interval length as a measure of changes in levels 

of fertility by age in women which retain a reported ability to conceive and bear to term 

(Le., the ''fertiles''). This analysis concentrates primarily on closed birth intervals - the 

interval between two reported live births. That is, unless otherwise specified, the open 

intervals preceding the first birth and following the last birth are not included. 

However, one method for estimating changes in fertility performance by age in 

women proven to have ever been fertile is to examine the duration of the first (open) birth 

interval by women's age at the first birth. Such measures have the advantage of being 

unaffected by parity or obstetric history. Table 16 and Figure 8 show variation in 

distributions of interval to the first birth for the reproductive history sample. This measure 

excludes cases where women reported having intercourse prior to marriage (N=12), 

where the husband was absent for an extended period prior to the first pregnancy (N=1), 

and refers only to first order marriages. The distributions in age at marriage are narrow 

in this population, so it is impossible to extend analysis into and beyond the 30-34 year 

age bracket (as no first marriages occurred beyond this age). Intervals to first births are 

generally shortest in women under 20 years of age, and are slightly shorter in 20-24 age 

group than in the 25-29 year age bracket. 

Mean birth interval by mother's age (all parities) and by birth order (all ages) are 

given in Tables 17 and 18 respectively (see also Figures 9 and 10). Age and parity are 

disassociated from each other, for unprotected intervals in which exposure was 

complete,214 in Table 19 and the results plotted in Figure 11. 

214"Complete" refers to no marital separation in the interval, "unprotected" to no overt 
employment of any pregnancy or birth-limiting method. 
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The degree of change in closed interval length with maternal age at the end of the 

interval is very low. For example, at higher parities (seven up) there is almost no change 

in preceding interval duration between maternal ages 25 and 39, and the effective change 

for the same ages is only around 2 months at birth orders 4 to 6. The notable elevation 

in mean birth interval for women attaining Ic>w order births at advanced ages is selected 

for by their having proportionally greater amounts of exposed time available for 

conception to (finally) occur. That is, it is a reflection of a greater proportion with low 

fecundability in earlier age groups who (expectedly) require much longer waits for a fertile 

event to occur. In examining the change in mean intervals, there is only limited change 

in birth interval duration with either age or parity. For women with closed birth intervals 

only (Le., excluding the interval before the first birth) it can be seen that there is less 

differential in the preceding birth interval by age for women under 20 years of age, with 

a mean increase in birth interval length of five months (or around 25 per cent). 

In summary, the evidence from closed, unprotected, exposed birth interval 

durations indicates that, for women retaining the ability to bear children in the sample, 

fertility performance does not change markedly with age between ages 20 and 40. This 

lack of loss of fertility in women in these ages matches the lack of dramatic increases in 

proportion of women failing to reproduce in the same age brackets, and indicates the 

maintenance of fecundability for women as a group, despite advances in age. 

AGE-RELATED CHANGES IN BIRTH INTERVAL COMPOSITION 

The factors which provide variation in (unprotected) closed inter-birth intervals in 

human populations are duratign of gestation of the live birth (generally con.~idered to 
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average 9 months), fetal death events, and waiting time to conception. Waiting time to 

conception is inversely related to the duration of the non-susceptible period (NSP) -

which can be decomposed into the post partum non-ovulatory period, the period of 

lactationally controlled suppression of ovulation, and post partum abstinence and coital 

timing once sexual relations are resumed (Santow 1978, Bongaarts and Potter 1983). In 

order to ascertain if these factors vary with maternal age -- and hence if the dynamics 

which underlie birth interval composition vary with age -- the demographic evidence for 

each of these factors is discussed in turn in the following section. This is to check that 

the lack of measured change in closed birth interval length with maternal age is not due 

to competing forces -- that is, that some of the compositional factors underlying birth 

interval length are not changing with age in opposite directions and therefore counter

balancing each other. 

Fetal Wastage and Maternal Age: 

The are enormous problems in the accurate prediction of fetal loss rates, most 

especially in the first two to four weeks of gestation. It has been suggested that up to 50 

or 60 per cent (Bongaarts and Potter 1983:33, Leridon 1977:81), or even over 75 per cent 

(Gill 1992), of all conceptions are lost in the first two weeks of pregnancy, before any 

delay in menstruation would be noted by women. Thus, reported rates of pregnancy lost 

by women will exclude a significant proportion of all conceptions which are wasted. In 

reference to the Butaritari case, ethnomedical symptomology makes it likely that women 
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will note any fetal death events after around 6 to 8 weeks of gestation.215 For this 

reason, although the data on reported pregnancies misses pregnancies which would 

waste before any menstrual event was notably delayed, data on fetal death can be 

considered fairly accurate at or beyond the second month of gestation. It would be 

reasonable to guess that the real number of conceptions for women in the sample is at 

least 50 per cent greater than the number of reported pregnancies.216 

Table 20 gives rates of fetal wastage for all women in the reproductive history 

survey on the basis of all reported pregnancies occurring in specified women's age 

brackets at or above the second month of pregnancy. The reproductive history sample 

indicates increased risk of fetal wastage in pregnancy in line with increasing maternal age, 

but that this increase is not notable until after women reach the 40-44 year age bracket 

(see Figure 12). Changes in risk of fetal loss with pregnancy order is given in Figure 13. 

In order to control, to some degree, for the role of gravidity order in calculating 

reported risk of fetal wastage, Tab!e 21 outlines the proportion of wasted pregnancies by 

mother's age at parturition for the first three pregnancy orders. Table 22 takes all 

pregnancies at advanced orders only (here defined as order 6 and above) and calculates 

reported wastage rates (Figure 14). For comparative purposes, flat rates of fetal wastage 

at each pregnancy order are presented in Table 23. 

215For example, menstrual regularity is carefully checked, the "remains" of any possible 
miscarriages are often carefully checked by speCialists. Further, local symptoms of 
pregnancy are very similar to those noted biomedically (see Ch. 7). 

2161f it is estimated that fifty percent of all conceptions are lost before pregnancies are 
noted in this set of women then, for 690 reported pregnancies, the number of "actual" 
conceptions would be at least 1380; thus only 46.4% of all conceptions would survive to 
become a live birth. 
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The Butaritari sample shows elevation in risk of fetal wastage with woman's age 

is only notable after women reach the 40-44 year age group. In regard to pregnancy 

order, first pregnancies are particularly at risk. At higher order pregnancies (six and 

above) the effect of age is similar, with risk of fetal wastage only significantly increased 

once women enter the 40-44 year age group. The "jump" in this age group is dramatic -

the order of a 400 per cent increase. 

Table 24 presents the distribution of fetal death by month of reported pregnancy 

wastage for women in different age groups at the time the pregnancy was lost. The 

distribution of months at death by age is fairly consistent through different maternal ages. 

The low rates of reported deaths in the final month of pregnancy for pregnancies 

surviving to the beginning of the ninth month of gestation (0.77 per cent), coupled with 

low levels of mortality in the first month of life for all live births (1.09 per cent -- see Table 

28), indicates that parturition is relatively "safe" for children, at least if the mother survives 

the birth. Less than two per cent of recorded pregnancies died in the peri-natal period 

(between the ninth month of gestation and first month post parium). Reported fetal death 

by trimester of occurrence is reasonably invariant by mother's age at the time of the 

termination of the pregnancy. 

Maternal age and the Duration of the Non-Susceptible Period: 

Several researchers have posited a direct relationship between increasing maternal 

age and increasing post partum waiting times to conception, linked in turn to an age

related increase in the duration of "lactational amenorrhea" (e.g., Corsini 1979, Wood 

1989)._ This possible association needs to be considered in light of changing 
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reproductivity patterns by age.217 

Although post partum resumption of menstruation does not exactly mimic the 

timing of post partum resumption of ovulation, the two have shown close association in 

many studies. Despite some reservations, there is reason to use the duration of 

amenorrhea as a crude proxy measure of post partum infecundity. For example, Perez 

et al. (1971) review evidence and conclude that ovulation precedes the resumption of 

menstruation in around 75 per cent of cases, and the duration of the two can be 

considered essentially equivalent. 

Reported post partum menstrual resumptions are ~ rapid in the sample. For all 

pregnancies ending in a live birth menstruation resumed in over a quarter of cases by the 

end of the first six weeks, and in over half of all cases within six months. Figure 15 shows 

the cumulative proportions reportedly menstruating by month post partum for all 

pregnancies which ended in a live birth (N=584), but ignores cases where women 

became pregnant once again without a single menstrual event occurring in the interim 

(N=6). 

Maternal Age and Duration of Post Partum Amenorrhea: 

The mean number of months for duration of post partum amenorrhea increases 

with both women's age and birth order (Figures 16 and 17). With age, increase in length 

217The exact relationship between post partum amenorrhea and post partum 
anovulation (in non lactating women) is in dispute (e.g., Santow 1987). Roughly, it has 
been proposed that the longer exclusive breastfeeding continues the later menstrual 
resumption tends to occur, at least as measured at population levels. Where 
breastfeeding does not occur mean times to menstrual resumption (theoretically) tend to 
be much shorter. 
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is most pronounced after 30 years. With birth order, mean values increase through 

successive births gradually. 

In order to disassociate the effects of age and parity in relation to the duration of 

post partum amenorrhea Table 25 shows the changes by age in menstrual resumption 

by birth order of pregnancy groupings. It can be seen in Figure 18 that the increase in 

amenorrhea parallels increases in parity more closely and varies less in association with 

age. This disaggregation of data shows that age does not affect menstrual resumption 

to any dramatic or directly discernable way at least before age 40. Unfortunately, numbers 

of births beyond this age are insufficient to warrant any clear conclusions to be drawn for 

women over 40 years. 

Post Partum Amenorrhea and Breastfeeding Behavior: 

Two measures of breastfeeding behavior are here presented in relation to the 

duration of post partum amenorrhea -- age at weaning and age at first introduction of 

supplementary feeding.218 Age at weaning varies within an upper limit of around five 

years, but for most women takes place within two years post partum. The reasons for the 

particular timing of weaning are various (see Ch. 7) and reasons for weaning (and the 

associated timing) are controlled by the particular circumstances surrounding each birth 

and post natal period -- although one year is a favored age for weaning a child. Age at 

first supplementation is very standardized -- 63% of surviving births having food 

21srhere is little discern able change in breastfeeding measures or in the duration of 
post partum amenorrhea on the basis of women's birth cohorts. Therefore, cohort effects 
can be realistically discounted in these discussions. 
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introduced precisely in the third month.219 Proportions weaned and fed post partum by 

month are shown in Figure 19. In order to examine the relationship between these two 

measures of breastfeeding behavior and resumption of menstruation following births, 

Figure 20 outlines variation in mean months post partum for food introduction and 

weaning by variations in the duration of post partum amenorrhea. There is little variation 

in mean time to next pregnancy, or in mean age of weaning and first supplementation, 

in line with differing times until menstrual resumption post partum. 

The observation that there is no effective change in the duration of mean birth 

interval length, mean age of child at weaning, and age of child at introduction of first solid 

feeds with variation in the duration of post partum amenorrhea indicates that changes in 

time to first reported post partum menstrual event are not due to any substantial variation 

in breastfeeding behavior; in turn, this is not linked to any difference in mean waiting 

times to conception. Rather, it indicates a pattern whereby women who breastfeed for 

longer durations are more likely to become pregnant while breastfeeding. This is, most 

simply, because their risk of becoming pregnant increases with increasing time in which 

to do so. More specifically, if we examine age-related changes in lactational behavior 

(measured as child's age at weaning and age at first supplementation, in months) it can 

be seen in Tables 26 and 27 that lactation patterns do not change much in line with 

maternal age when disassociated from birth order. 

Weaning age is affected by child death before weaning would otherwise have 

21srhe figures are not due to truncation errors, but rather show the close correlation 
between the "special" first birthday of an infant and the social conclusion of "infancy" and 
the decision to wean (see Ch. 7), and food introduction times being linked to the special 
(magical) significance of the number "3" in the Butaritari healing system. 
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taken place; that is, the death of a child necessarily matches the moment of weaning. 

Weaning age is also affected by the arrival of a subsequent pregnancy or the a new child, 

which can act as a "signal" that time for weaning has arrived. Table 28 outlines variation 

in neo-natal, infant, and child death by mother's age for the women sampled. Mothers 

under age 20 and over age 40 have the higher rates of infant and child death. As Table 

29 shows, the reduction in survival at low maternal ages (15-19) is higher for second than 

first order births in this age group. Very young mothers have reduced probability of child 

survival. 

With increased infant mortality in younger mothers, and also in mothers over age 

40, this would (theoretically) reduce the length of the following birth interval as lactation 

patterns would be disrupted. However, as the higher risks of infant deaths are 

concentrated at the very beginning and end of the reproductive span this would have little 

appreciable effect on birth interval length through women's twenties and thirties. 

Returning to the crucial question of the relationship between maternal age and 

post partum anovulation or amenorrhea, the Butaritari data indicate that women's age has 

little impact on time to post partum resumption of menstruation when the effects of birth 

order are removed. Birth order itself has a slightly stronger influence on duration of post 

partum amenorrhea, increasing duration in the order of around 5 to 6 months between 

first order and high order births independent of age. The influence of breastfeeding 

behavior in this relationship is barely discernable. Age at first supplementation is almost 

invariant by birth order and age, and therefore can have little impact on the birth order 

changes. Age at weaning shows little variation with women's age at the time of the birth, 

but a_ ~light increase in line with order of the birth. In summary, increases in maternal age 
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do not appear to be directly affect either post partum resumption of menstruation or on 

the two utilized measures of breastfeeding behavior. However, birth order has a slight 

influence on increasing duration of breastfeeding and post partum amenorrhea, and it can 

be assumed that the two factors are correlated. 

The lack of variation shown in mean closed birth interval by the timing of 

menstrual resumption is startling. In one of the more extensive studies of the relationship 

between post partum amenorrhea, breastfeeding patterns, and time to next conception, 

which was conducted in central Java, Santow (1987) reports two observations that may 

explain the Butaritari pattern. First, women with rapid return of menses displayed a 

"hazard of instantaneous conception" which was half of that of women who were 

amenorrheic post partum for eight months or longer. That is, women who menstruated 

earlier had a lower chance of conception occurring in the first subsequent month of 

exposure than women who menstruated later. Second, it appeared that waiting times to 

conception (and subsequent birth interval lengths) were inversely related to the previous 

duration of post partum amenorrhea. For the Java case, this was accounted for in terms 

of post partum sexual abstinence; so, in a situation where prolonged post partum sexual 

abstinence is prescribed (and dictates "real" behavior) there would be little discernable 

difference in following birth interval lengths between women menstruating early and those 

doing so later. In the Butaritari case, women are engaging in coitus early in the post 

partum period, although coital rate::; are lower than they will be later (say, after 6 to 8 

months). If coital frequencies are kept low in the first few months post partum this would 

explain the lack of clear differentiation in subsequent birth interval length by time to return 

of menses. This is the pattern _of post partum coital activity which is describ.~d by the 
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ethnographic data. 

Further, if the risk of ovulation (taken to roughly match menstrual resumption) 

increases with the length of post partum amenorrhea, this would provide another 

explanatory mechanism. That is, women menstruating later would be more likely to have 

ovulatory. cycles at or before the first post partum menstrual event, and this wculd 

comparatively reduce their actual waitir.g times to conception. In regard to the Butaritari 

case, women are often influenced by the notion that menstruation is a precursor to 

pregnancy. Thus, women who menstruate sooner after a birth arl3 actually more likely to 

limit acts of coitus or take other measures to control pregnancy compared to those who 

menstruate later, given the belief that pregnancy occurring too soon after a birth will have 

a deleterious effect on the health of both mother and child. That is, in cases of longer 

delays until post partum menstrual resumption, when ovulation is more likely to precede 

first menstrual event, women will be at an elevated risk of pregnancy simply by virtue of 

higher coital frequencies. Combined with the idea that conception risk in the first month 

after resumption is greater in women who resume later, this would have a dual effect of 

increasing risk in late resumers so that actual time to pregnancy post partum need not 

be much, if any, longer than for early resumers. 

The observation that weaning time has little discernable effect on the subsequent 

waiting times to conception adds weight to this argument. If weaning age and age at first 

supplementation are not linked to either the duration of post partum amenorrhea or 

subsequent birth interval length, it appears that the primary determinant of post partum 

pregnancy risk is not lactation patterns, but is post partum sexual activity patterns. 
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SUMMARY OF DEMOGRAPHIC EVIDENCE FOR FERTILITY AND INFERTILITY BY AGE 

The demographic evidence presented in the preceding sections of this chapter 

indicate that, in the Butaritari population, infertility shows little increase before women 

enter the 35-39 year age bracket, that individual collated measures of fertility performance 

per exposure year remain reasonably constant despite individual variations in years 

exposed between 5 and 30 years (which are age and marriage duration associated), and 

also that women remaining fertile (those with increasing parities) show little collective 

increase through the same ages in the duration of the non-susceptible period and (in 

combination) in waiting times to conception (measured as changes in mean inter-birth 

interval). This is matched to minimal age-associated changes in lactational behavior, 

resumption of menstruation post partum, survival of second or higher order children 

(which may potentially affect time to next birth through an impact on lactational behavior 

in individual cases), or increases in fetal death rates with age. 

Such lack of age-associated variation in female reproductive performance through 

the twenties and early thirties is atypical of the patterns reported for most studied human 

populations. The one other study which, to my knowledge, demonstrates a similar lack 

of age-associated decline in fertility is the historical native population of Guam -- also a 

Pacific Island population -- reported by Underwood (1988, 1990). With reference to the 

Butaritari case (and in line with Underwood's conclusion with reference to the Guam 

case), the maintenance of fertility into the late thirties necessarily dictates that both coital 

frequencies and fecundity are maintained (at the population level) through a significant 

portion of the reproductive span, and that these are maintained in line with marriage 

dl!ration, and with increases in female, male, and couple age. 
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The Butaritari and Guam cases yield clear evidence of the lack of decline in 

fecundity through the twenties and thirties for these women, and also indicate that the 

special factor which makes this phenomenon demographically observable is the 

concurrent maintenance of reasonably constant coital frequency with increasing marriage 

duration and, therefore, with progressive age of women. 

In order to provide a rough demographic cross-check of the inference that coital 

frequencies must be maintained at a reasonably constant level despite increases in 

marital duration and maternal age an indirect method is applied in the following section. 

The rough indicator employed is variations in the secondary sex ratio. 

AN INDIRECT METHOD FOR ESTIMATING SEXUAL FREQUENCY: 

SECONDARY SEX RATIOS 

Secondary sex ratios have been shown to vary within and between populations 

in line with a wide host of factors, including genetic background of the population, birth 

order, sexual composition of previous births, smoking in mothers, Hepatitis B infection, 

and the timing of fertilization (for summaries see Siefi: 1990, James 1987, Blaffer Hrdy 

1987, Chahnazarian 1988, Teitelbaum 1972). James (1985, 1986, 1987a, 1987b) has 

argued that variation in sex ratios may be attributable to maternal hormone levels, in 

relation to menstrual cycling, at the time of conception. Gonadotrophin increases relative 

to estrogen at ovulation, and embryonic sex is more likely to be male under the influence 

of higher levels of estrogen. Therefore, conceptions which take place earlier or later in the 

fertile period will be more likely to be male (James 1983b). Thus, James argues (with 

som~ _ appropriate reservations regarding confounding factors) that the timing of 
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conception in relation to ovulation can influence primary, and in correspondence, 

secondary sex ratios.220 Following this, couples engaging in more frequent coitus are 

more likely to have a conception earlier in the fertile period, and to conceive a male. 

It should be noted that the sex ratio data presented here draws from the histories 

of 636 live births, but Howell (in Sieff 1990) estimates 1,000 births or more are needed to 

make reliable inferences about secondary sex ratios. However, as Sieff (1990:45) counter 

argues, the use of reproductive history data overcomes some of the problems in less 

reliable data sets, such as vital registrations, which require larger samples to ensure 

accuracy at an "acceptable" level. From the reproductive histories of 636 live births a 

secondary sex ratio of 111 was calculated for Butaritari.221 222 Secondary sex ratios 

for other Pacific Island populations in Microne~ia and Polynesia, collected using 

anthropological census or reproductive history interview data, tend to demonstrate 

pronounced "masculinity," given "expected" sex ratios for human populations are between 

104 and 107 at birth (Cavalli-Sforza and Bodmer 1971, Chahnazarian 1988). Data from 

other native Pacific island populations are presented in Table 30. 

The largest and most complete known secondary sex ratio sample derived from 

a native Pacific Island population is the Guam case. For over 18,000 legitimate births a 

secondary sex ratio of 109.6 is demonstrated (Underwood pers. comm.). With the 

22O"Secondary" sex ratios are those at birth, "primary' refers to those at conception. 

221From Butaritari Atoll vital registration records for 5,470 births, a secondary sex ratio 
(SRB) of 113 was calculated -- although the vital registrations are absent or incomplete 
for some years. 

222Secondary sex ratios (sex ratios at birth) were calculated as N (male births)/N 
(female births) x 100. 
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exception of the American Samoan figure, Table 30 shows these are all reasonably similar 

(Le., clearly masculinized) to the 111 ratio derived for recorded births in Butaritari, and 

indicate that high (masculinized) sex ratios at birth may be "typical" of native Pacific Island 

populations. Thus, the Butaritari case is not anomalous in the region. 

Hunt et al. (1965) propose that there is clinal distinction in increasing masculinity 

in sex ratios in Pacific island populations more closely associated with Asian populations 

(such as Yap) which have been estimated to typically have higher sex ratios. There is 

clearly a possibility that genetiC factors are in some way predisposing to higher sex ratios 

in these groups.223 Although high recorded secondary sex ratios could also be 

potentially generated through either sex selective care during pregnancy, at birth, or in 

early childhood or through some form of male sex-specific memory bias in mothers, 

neither of these factors could be argued to apply to the Butaritari case. As pointed out 

in Ch. 7, Butaritari women practice no overt sex selective practices during pregnancy, and 

there is little effort placed on manipulating the sex of a child after conception has 

occurred. Children of both sexes are valued highly (although differently) by parents and 

family. 

The Butaritari secondary sex ratios were broken down further in the following ways 

from the reproductive history data:224 (a) for all complete exposur&s only (Le., if there 

was no spousal separation or change of partners in the interval previous to the birth); this 

223For example, U.S. Blacks have typically lower sex ratios at birth (102-104) than U.S. 
Whites (106). This has been attributed to genetic differences in gonadotrophin levels in 
women (Chahnazarian 1988). 

224AII ratios are rounded to the nearest whole number. 
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yields a SRB of 10B.7, (b) by birth order (Table 31); which indicates birth order has a 

notable effect on SRB, (c) by age, when age brackets are collapsed; SRB at maternal 

ages under 25 years is the highest (121), declines in ages 25 to 34 (101) and take a more 

intermediatory value at ages above 35 (114) (see Table 32 for uncollapsed age-specific 

SRB), (d) by preceding birth interval; given that the average birth interval preceding all 

births is approximately 27 months, including the interval between marriage and the first 

birth (N=603), birth interval has a marked effect on SRB (Table 33). Of all these, birth 

interval preceding the birth has the most notable and direct relationship to variations in 

SRB. 

Despite the influence of stochastic elements in samples this small, there appears 

to be a very clear differential between the sex ratios expressed for longer than average 

closed birth intervals versus shorter than average duration, with a preponderance of 

females born after longer birth intervals (see Figure 21). There is also a clear sex 

differential between mean interval preceding a male birth (25.39 months, SO=15.25) and 

that preceding a female birth (29.25 months, SO=17.30). 

If we assume, following James (1971, 1983b, 1987b), that secondary sex ratios are 

influenced by timing of fertilization and that male zygotic sexing tends to correspond to 

coitus acts occurring earlier or later in the cycle, it is anticipated that couples engaging 

in more frequent acts of coitus would be likelier to conceive slightly earlier in the cycle, 

and would therefore be more likely to produce a male. If we addend this with the 

assumption that couples having sex more frequently tend to have shorter closed birth 

intervals because they will conceive more rapidly, then we would expect longer birth 

intervals to show a lower sex ratio. This is exactly what the secondary sex ratios derived _ 
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from previous birth interval lengths demonstrate -- a dramatic increase in masculinity 

associated with birth average lengths which are below average and which can be 

presumed to generally represent more frequent coitus than those which are longer than 

average duration (Le., shorter waiting times to conception). 

Sex ratios increase with parity to a discernable degree. Conventional wisdom in 

this area states that sex ratios decrease with parity (Le., with birth order) (e.g., Sieff 1990), 

although this pattern is not seen in the Butaritari data. We must assume that either the 

sample size is creating stochastic expression of secondary sex ratios,225 or the 

Butaritari case holds some special conditions which are creating higher sex ratios at 

increasing parity and birth interval length, and also to a degree in line with advanced 

maternal age (over 35).226 

Underwood's calculation of a sex ratio of around 110 from Guam demonstrates 

little deviation when disassociated by mother's a~e, although some degree of 

differentiation was seen on the basis of birth order (Underwood pers. comm.).227 Given 

225A sex-biased differential in "remembering" male versus female births is unlikely 
among these women (see Ch. 7). 

22&rhe demographic-molecular evidence on this point has been previously thought to 
be clear. Birth order has a significant effect on sex ratios at birth, and maternal and 
paternal age do not (e.g., Teitelbaum 1972). The Butaritari samples are too small to 
disassociate age factors from parity factors, so here it is assumed, following this 
substantial body of evidence, that changes with age are most likely only expressed as an 
indirect function of "real" changes with parity. 

227For 18,202 marital births in Guam, Underwood has determined a SRB of 109.58 
overall, which varied between 111.07 for births at order 5 and below, 105.03 for births in 
orders of 6 to 9, and 110.29 for births over the order of 10. First births yielded a sex ratio 
of 108.19, which is very close to the Butaritari figure for first births (Underwood pers. 
comm.-). 
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the very large size of Underwood's samples, this may indicate that the Butaritari patterns -

-although different from "expected" patterns derived from non-Pacific Island populations -

- may be displaying a "real" pattern for a Pacific Island group. Unfortunately, the lack of 

data break-down in other studies from the region by birth order or other possible 

influential factors makes further comparability impossible at present. 

For the Butaritari sample, the effect of Hepatitis B infection rates on secondary sex 

ratios is important to figure into analysis. It has been argued from several studies that 

high prevalences of Hepatitis B infection in women at conception or during pregnancy are 

associated with a decline in sex ratios (Robertson and Sheard 1973); or, alternatively, 
, 

infants of carrier mothers have higher sex ratios than non-carriers, with anti-HBs mothers 

having the displaying the lowest sex ratios at birth (Drew et al. 1986). This association has 

tentatively been suggested to be the result of sex-selective fetal mortality (Robertson and 

Sheard 1973), although James (1987a) argues that the determination of such associations 

is highly inferential. 

If we follow the assumption that this association exists it may explain in part the 

high sex ratios in the Butaritari sample, derived from a population where Hepatitis B is a 

serious health problem. Although it is impossible at present to make any quantitative 

comments regarding Hepatitis B infection rates in Kiribati, there is a general perception 

among medical staff that infection rates are high, that vertical transmission is common, 

and that there has been a significant increase in Hepatitis B infection over the previous 

few decades. Following from the observation that the extensive spread of Hepatitis B 

through Kiribati populations is relatively recent the secondary sex ratio data was 

differentiated by birth cohort of _mothers. Mothers born before 1950, assumed ~? be less 
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likely to be exposed to Hepatitis B, gave a secondary sex ratio for all births of 115, while 

mothers born after this time yielded a secondary sex ratio of 112. The sex ratios appear 

to decline rather than increase with mother's birth cohort, which may indicate that an 

increase in the sex ratio at birth in the last twenty years -- when Hepatitis B infection rates 

appear to have risen dramatically -- is not apparent. If Hepatitis B infection is clearly 

impacting on secondary sex ratios we would expect to see a discernable increase in the 

sex ratio for the births to women who were born more recently. 

Smoking prevalences among pregnant women have been noted to affect 

secondary sex ratios (James 1987a), being slightly lower among smokers than non

smokers. As Butaritari women have increased rather than decreased opportunity for 

smoking as they age, especially after they are established as senior female in a 

household, this does not explain the increased secondary sex ratios across women's life 

courses. 

Changes in secondary sex ratios also require consideration in relation to possible 

changes from primary sex ratios (Le., at conception). The question is whether there is 

some factor affecting sex-specific survival in utero over women's life courses in this 

population. If the sex ratio tends to increase with life course advancement, it is possible 

some factor is selecting against survival of female fetuses. Measurement in this area is 

very difficult, however, and a gamut of studies have yielded conflicting results (see 

Chahnazarian 1988). 

Given the difficulty in explaining why the Butaritari secondary sex ratios vary by 

birth order in ways inconsistent with "expected" patterns (for non Pacific Island 

populations, at least), and which do not match expected patterns of masculinization 
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associated with Hepatitis B infection or changing smoking patterns it is difficult to draw 

any firm conclusions from the data. Here possible reasons from these inconsistent 

patterns are proposed. 

First, sample sizes may be inducing dramatic stochastic bias in the sex ratios at 

birth. However, given the very high sex ratios calculated for other populations in the 

region, this is probably not the cause of the masculinized patterns observed. Second, the 

observation that secondary sex ratios vary markedly with birth interval length but less 

dramatically with mother's age or birth order (and, in fact, increase rather than decrease 

in line with early versus advanced orders) could indicate that sexual frequencies are 

maintained at a higher level in Butaritari society than in many, but not all, other 

populations from which data has been derived. The lower sex ratio expressed for births 

which were not preceded by the use of the Billings' method (SRB=108) over all births 

(SRB=111) gives support for this proposition -- following James (1987a), who argues that 

failures of "rhythm" methods which result in a birth tend to correlate with conception 

occurring on "non-peak" days, and would then tend toward higher sex ratios. Although 

small samples of births preceded by use of the Billings' method make it impossible to 

provide more detailed breakdowns, this is worthy of consideration as a possible 

explanation of this pattern. This conclusion fits with the Guam case, where, according to 

Underwood (1990), coital activity is maintained significantly with advancing age in ways 

analogous to the Butaritari case. 

Further, lower sex ratios at birth have been calculated for Melanesian populations. 

For example, a sample of 855 cases from Kar Kar yield a SRB of 83.5 (Drew et al. 1982), 

aod a sample of 2030 cases from Bourganville give a SRB of 100.4 (Hesser et al. 1976). 
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Melanesian socibties, as an extreme (and almost inexcusable) generalization, have much 

more pronounced prohibitions surrounding sexual behavior and expression and, 

therefore, typically lower coital frequencies than Polynesian-Micronesian societies. This 

does, with appropriate reservations for such generality, at least indirectly support the 

notion that higher secondary sex ratios in Micronesian-Polynesian populations are linked 

to typically higher sexual frequencies. 

Following the observation that sex ratios at birth in Micronesian-Polynesian 

populations, which have been collected by reproductive history interviews and vital 

registration, tend to be very high in comparison with other non-Pacific populations, there 

are several possible explanatory options. First, sexual frequencies in Pacific island 

societies may tend to be higher than those in populations from which other sex ratio at 

birth data has been derived, both across the board and through successive age groups. 

Second, maternal Hepatitis B infection may be a possible explanatory mechanism. 

Hepatitis B prevalence rates in other Pacific Island countries are also generally very high. 

Clearly, more specific investigation is required in this area. Third, as Hunt et at (1965) 

have previously postulated, there may be clinally associated genetic influences for higher 

sex ratio at birth in parts of the Pacific region. More recently, some researchers, such as 

James (1987a) have proposed that this may be due to population differences in levels of 

maternal (or even paternal) gonadotrophin levels. Clearly, larger samples and more 

thorough research protocols are required before any more concrete conclusions could 

be drawn in any of these possible influences on Pacific Island secondary sex ratios. 

In summary, if we follow James' (1983b) argument that higher sex ratios imply 

high~~ coital frequencies, there is some indication that coital frequencies in Butaritari 
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exceed those of other populations in other (non-Pacific Island) regions from which sex 

ratio at birth has been determined, both through the reproductive span and proportionally 

maintained at a higher level with increasing parity.22B This is consistent with the 

demographic data on fertility performance presented above and the ethnographic data 

presented in the previous chapter, which indicate that coital frequencies are maintained 

with increasing age, parity, and marriage duration in this population. 

22BSuch as U.S. Blacks, U.S. Whites, Japan, Greece, Germany, Korea, West Africa, 
Caribbean Blacks, and Scotland. 
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Figure 3: Cumulative and proportional distribution in reported age at menopause as 
represented by age at final menstrual event 
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Figure 11: Variation in duration of birth interval (in months) by maternal age and birth 
order 
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Figure 12: Fetal wastage risk-by maternal age 
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Figure 19: Distributions in post partum timing of first supplementation and weaning 
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Figure 20: Duration of post partum amenorrhea in relation to child's age at weaning 
and first supplementation 
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Birth Cohort 

1900-09 
1910-19 
1920-29 
1930-39 
1940-44 
1945-49 
1950-54 
1955-59 
1960-64 
1965-69 
1970-74 

Total 

ALL WOMEN ALIVE IN 1990 

N 

11 
15 
50 

100 
56 
62 
84 

117 
134 
158 
109 

896 

Mlb 

5.09 
8.53 
8.26 
7.25 
5.79 
5.58 
5.48 
4.02 
2.75 
1.49 
0.30 

3.98 

Ni 

o 
o 
1 
3 
o 
4 
1 
5 

15 
43 
81 

153 

%i 

0.0 
0.0 
2.0 
3.0 
0.0 
6.5 
1.9 
4.3 

11.2 
27.2 
74.3 

17.1 

EVER-MARRIED WOMEN ALIVE IN 1990 

Birth Cohort 

1900-09 
1910-19 
1920-29 
1930-39 
1940-44 
1945-49 
1950-54 
1955-59 
1960-64 
1965-69 
1970-74 

Total 

N 

11 
15 
50 
99 
56 
61 
84 

115 
125 
132 

43 

791 

Mlb -- mean number of live births 

Mlb 

5.09 
8.53 
8.26 
7.35 
5.79 
5.67 
5.48 
4.10 
2.95 
1.69 
0.77 

4.51 

Ni 

o 
o 
1 
2 
o 
3 
1 
3 
6 

17 
15 

48 

%e - precentage of all women in birth cohort ever-married 
Ni - number of women having no live births 
%1 - percentage of women reporting no live births 

%i 

0.0 
0.0 
2.0 
2.0 
0.0 
4.9 
1.9 
2.6 
4.8 

12.9 
34.9 

6.1 

Completed family size (ever-married women) = 7.13, completed family size (all 
women) = 7.10 

Table 4: Mean number of births to women on Butaritari by birth cohort -- census 
survey data 
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Age group N Ne Nf %i Mlb 

15-19 18 6 1 83.3 0.30 
20-24 27 23 20 13.0 1.30 
25-29 33 31 30 3.2 2.58 
30-34 36 34 33 2.9 3.56 
35-39 22 22 21 4.5 4.45 
40-44 9 8 8 0.0 5.00 
45-49 10 10 10 0.0 6.30 
50-54 15 15 15 0.0 8.60 
55-59 7 7 7 0.0 6.43 
60-64 10 9 9 0.0 9.33 
65-69 6 6 6 0.0 11.33 
70+ 8 8 8 0.0 9.87 

All ages 201 179 168 6.1 4.65 

Ne -- number of ever-married women 
Nf - number of women with one or more live births 
%i - percentage of ever-married women reporting no live births 
Mlb - mean number of live births for ever-married women 

Completed family size (ever-married women) = 8.50, completed family size (aU 
women) = 8.36 

Mean number of live births for aU women aged 15 and over = 4.17 (SD = 3.74) 
Mean number of live births for all ever-married women = 4.65 (SD = 3.69) 

Table 5: Fertility performance of ever-married women -- reproductive history data 
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NON-PACIFIC GROUPS 

N %i Reference 

!Kung 155 8.0 Harpending and Draper 1990 
Lese ? 37.0 Bentley et al. 1990 
Herero 239 15.0 Pennington and Harpending 

1991 
Hutterite 209 2.4 Tietze 1957 
Gainj 91 1.1 Wood et al. 1985 

2.28 

PACIFIC ISLAND GROUPS 

N %i Reference 

Yap 270 33.0 Underwood 1973b,c 
Guam 1181 6.1 Underwood 1988b 

Namoluk 46 8.7 Marshall 1975b 

Nukuoro 102 36.3 Carroll 1975bb 

Outer Reef Is 41 14.3 Davenport 1975b 

Romonum 175 32.0 Gallagher Goodenough 
Mangaia 51 19.6 Marshall 1971b 

Butaritari 239 1.3 see text 

N - number of post-menopausal women presenting histories 
%i - percentage of women failing to produce at least one live birth 
a - see note in text 

1970d 

b - calculated from data for women over 40 years of age, but unstated whether post
menopausal or not 
c - may include unmarried women 
d - may include some women under age 40 

Table 6: Primary infertility rates for post-menopausal ever-married women in several 
human populations 
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Women's N Mlb %i 
Age 

15-19 89 0.29 78.0 
20-24 46 1.24 39.0 
25-29 43 3.23 7.0 
30-34 40 5.75 5.0 
35-39 42 6.43 9.0 
40-44 28 8.85 0.0 
45-49 23 6.83 0.0 
50-54 20 5.90 0.0 
55-59 15 5.33 1.5 
60-64 14 4.70 2.0 
65-69 9 6.33 2.9 
70+ 11 4.27 1.1 

Total 380 

Data source: Lambert (1975:Table 6.12). 

Mlb - mean number of live births for all women 
%i - percentage of all women alive in 1991 reporting no live births 

Table 7: Mean live births and proportions nulliparous by age for Makin in 1971 



354 

Years exposed N % 

0 2 4.3 

11 1 
12 0 
13 0 
14 0 
15 1 9.5 
16 0 
17 1 
18 0 
19 1 

20 1 
21 1 
22 4 19.5 
23 2 
24 1 

25 2 
26 2 
27 4 34.8 
28 3 
29 5 

30 2 
31 1 
32 5 28.3 
33 1 
34 4 

35 0 
36 1 4.3 
37 1 

Total 46 100.0 

Mean = 25.93 (SO = 7.89). Median = 21. 

Table 8: Distribution in years of exposure for post-menopausal women. 



PERCENTAGE OF WOMEN 

IFR unprotected no clinic all women 

0.0 4.92 3.16 2.14 
0.1- 9.9 4.92 4.21 2.86 
1. 0-19.9 9.84 12.63 14.29 

20.0-29.9 21.13 15.79 20.00 
30.0-39.9 22.95 30.53 32.14 
40.0-49.9 24.59 24.21 21.14 
50.0+ 11.47 9.47 9.29 

Total 100.00 100.00 100.00 
N = 61 N = 95 N = 140 

unprotected -- no employment ever of any method of overt family limitation or birth 
spacing (including Billing's method, abstinence for family planning purposes, and 
withdrawal) 

no clinic -- no employment ever of clinic contraceptive methods 

all women - including overt contraception method users 

Table 9: Percentage of women with individual fertility rates by overt contracepting 
behavior, women exposed for a minimum of five years to date 
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Years exposed N mean IFR 

1-4 31 43.3 
5-9 30 32.0 

10-14 30 32.1 
15-19 22 32.5 
20-24 19 31.2 
25-29 22 32.6 
30+ 17 28.7 

All exposures 171 33.8 (SD = 21. 0) 

IFR -- Individual fertility rate 

Table 10: Mean individual fertility rates by variation in years exposed 



CF n mean IFR 

o 
1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 

1 
2 
o 
1 
2 
4 
3 
1 
4 
6 
6 
5 
3 
3 
4 
1 

N = 46 

CF - completed family size 
IFR - Individual Fertility Rate 

0.0* 
6.9 

13.6 
19.7 
21.2 
20.7 
20.6 
26.4 
31.9 
35.2 
40.7 
38.4 
44.0 
54.0 
65.2 

* - includes no ever-exposed women 

Table 11: Individual fertility rates by number of live births at menopause 
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Percentage of Women in Sample at each age 

PREGNANT NOT PREGNANT INELIGIBLE 

Age group N Preg Amen Cycl LaAm LaCy Cont Clim PoMe 

15-19 18 5.6 22.2 61.:1. 5.6 5.6 0.0 0.0 0.0 
20-24 27 14.8 3.7 25.9 3.7 25.9 7.4 0.0 0.0 
25-29 32 6.2 3.1 28.1 9.3 31.3 6.2 0.0 0.0 
30-34 35 11.4 5.7 20.0 14.3 28.6 5.7 0.0 0.0 
35-39 22 4.5 4.5 31.8 18.1 31.8 4.5 0.0 0.0 
40-44 8 0.0 12.5 75.0 0.0 12.5 0.0 0.0 0.0 
45-49 10 0.0 0.0 50.0 0.0 0.0 10.0 20.0 20.0 
50-54 15 0.0 13.3 13.3 0.0 0.0 0.0 0.0 73.3 
55-59 7 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 
60+ 24 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 

N = 201 

Preg - women currently reporting pregnancy 
Amen -- women not reporting pregnancy, not lactating, and reporting no menstrual 

event in the six weeks preceding the interview 
Cycl - Women not reporting pregnancy, not lactating, and reporting a menstrual event 

in the six weeks preceding the interview 
LaAm - Women not reporting pregnancy, currently lactating, and reporting no 

menstrual event in the six weeks preceding the interview 
LaCy - Women not reporting pregnancy, lactating, and reporting a menstrual event in 

the six weeks preceding the interview. 
Cont -- women reporting current use of any overt method of contraception (not 

included in counts in the other categories) 
Clim - women over 45 with no menstrual event in the six weeks prior to the interview 

but reporting an event within the preceding 12 months 
PoMe - women over 45 reporting no menstrual events within the 12 months preceding 

interview 

Table 12: Current reproductive status of women in the reproductive history sample, 
percentages at each age group 



Age group 

15-19 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 

Total = 

N 

18 
27 
32 
35 
22 

8 
10 

152 

Percentage of women 
reporting recent 
menstrual event* 

70.73 
87.50 
82.72 
70.85 
73.78 
84.50 
55.56 

359 

N -- total number of women interviewed 
.. -- percentage of women in age class reporting a menstrual event within six weeks 

prior to the interview 

Table 13: Proportion of non-pregnant, non-contracepting women in each age group 
reporting a recent menstrual ~vent 
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INFERTILITY STATUS 

Age group N N"fertile" N"infertile" %"infertile" 

20-24 94 93 1 1.06 
25-29 102 94 8 7.84 
30-34 85 77 8 9.41 
35-39 61 49 12 19.70 
40-44 44 23 21 47.73 
45-49 34 4 30 88.24 
50-54 28 0 28 100.00 

Total = 108 

Table 14: Infertility status by progression through age groups 
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AGE OF SUBSEQUENT INFERTILITY 

Age group N ~ 0 Cumulative % 

20-24 0 0.00 0.00 
25-29 1 2.94 2.94 
30-34 0 0.00 2.94 
35-39 6 20.59 20.59 
40-44 7 47.06 41.18 
45-49 16 47.06 88.24 
50-54 4 11.76 100.00 

Total = 34 

Table 15: Subsequent infertmty by progression through age groups 
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Age Group 

Birth Interval N 15-19 20-24 25-29 
(months) % % % 

9-11 31 31.6 26.7 20.0 
12-17 29 44.7 16.7 13.4 
18-23 25 13.2 28.3 20.0 
24-35 13 7.9 11.7 20.0 
36+ 15 2.6 16.7 26.7 

N = 38 N = 60 N = 15 

Mean interval (months) 15.1 22.8 29.0 
SD 6.1 16.2 19.8 

Table 16: Distributions (per cent) in interval to first birth (months) by mother's age at 
birth, and mean interval duration by age 
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Mother's Age N Mean interval so 
(months) 

15-19 14 20.64 3.69 
20-24 107 22.93 8.45 
25-29 95 25.59 8.22 
30-34 76 28.00 16.78 
35-39 54 27.87 16.04 
40-44 12 31.67 14.38 
45-49 3 56.67 46.23 

All ages 361 25.92 12.97 

Table 17: Closed birth interval by mother's age at end of interval, complete exposures 
only 
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Birth Order N Mean interval SD 
(months) 

1 120 22.60 17.95 
2 85 26.03 15.66 
3 67 24.46 15.62 
4 51 24.55 9.55 
5 47 .27.76 15.87 
6 32 25.38 7.56 
7 23 23.30 7.21 
8 18 25.11 9.85 
9 14 26.36 11.13 

10 11 25.82 5.58 
11 4 25.25 8.58 
12 4 22.50 5.20 
13 3 23.33 2.52 
14 2 28.50 16.26 

All orders 481 25.09 14.42 

Table 18: Mean birth intelVallength by birth order, complete exposures only 
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MEAN BIRTH INTERVAL (MONTHS) 

Age of Mother Birth Order 
at Birth 1 2-3 4-6 7+ 

15-19 15.05 20.17 
20-24 22.78 23.17 22.00 
25-29 29.00 26.57 25.00 21.92 
30-34 26.68 24.81 
35-39 24.81 30.63 

N 120 152 130 79 

Total N = 481 

Mean all births = 25.02 months (SD = 14.43), range = 9-120 

Table 19: Mean birth interval (months) by birth order of following birth and mother's 
age at end of the interval, exposed intervals only 



Women's age Np Nm Nsb Nfw 

15-19 67 3 1 4 
20-24 229 14 3 17 
25-29 162 9* 3 12 
30-34 133 6* 2 8 
35-39 78 4 1 5 
40-44 17 2 1 3 
45+ 4 1 0 1 

Total = 690 

Np -- number of pregnancies concluded in age group 
Nm - number of pregnancies miscarried 
nsb -- number of pregnancies stillborn 

% 

5.97 
7.42 
7.40 
6.02 
6.41 

17.65 
25.00 

Nfw - number of episodes of fetal wastage (stillbirths and miscarriages) 
% - percentage of concluded pregnancies in age group not resulting in a live birth 
'It __ includes one induced abortion 
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Table 20: Fetal death rates for all reported pregnancies by age of woman at time of 
preglJancy parturition 



Women's Pregnancy Np Nfw % 
Age Order 

15-19 1 50 4 8.00 
2 13 0 0.00 
3 3 0 0.00 

20-24 1 81 7 8.64 
2 75 5 6.67 
3 47 4 8.51 

25-29 1 18 5 27.78 
2 23 3 13.00 
3 38 2 5.26 

30-34 1 5 1 20.00 
2 17 1 5.89 
3 13 0 0.00 

All Ages 
15-34 1-3 383 32 8.36 

Np -- number of pregnancies concluded in age group 
Nfw - number of pregnancies concluded in age group not resulting in a live birth 
% - percentage of pregnancies concluded in age group not resulting in a live birth 

Table 21: Rates of fetal wastage for reported pregnancies by pregnancy order and 
women's age 
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Women's age Np Nfw % 

30-34 37 2 5.41 
35-39 50 2 4.00 
40-44 17 3 17.65 
45-49 3 1 33.33 

Total 107 8 7.48 

Np -- number of pregnancies concluded in age group 
Nfw -- number of pregnancies concluded in age group not resulting in a live birth 
% - percentage of pregnancies concluded in age group not resulting in a live birth 

Table 22: Rates of fetal wastage for reported pregnancies by women's age for 
pregnancies above the fifth order 
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Pregnancy Np Nmc Nsb Nfw 
Order 

1 154 12 5 17 
2 127 8* 1 9 
3 105 6 0 6 
4 82 4 2 6 
5 62 3* 0 3 
6 47 0 1 1 
7 31 0 0 0 
8 27 2 0 2 
9 20 2 0 2 

10+ 34 3 2 5 

Total 690 40 11 51 

Np - number of pregnancies concluded in age group 
Nm -- number of pregnancies miscarried 
Nsb - number o'f pregnancies stillborn 

% 

11.04 
7.03 
5.71 
7.32 
4.84 
2.13 
0.00 
7.41 

10.00 
14.70 

100.00 

Nfw -- number of episodes of fetal wastage (stillbirths and miscarriages) 
% - percentage of concluded pregnancies in age group not resulting in a live birth 
* - includes one induced abortion 

Table 23: Rates of fetal wastage for reported pregnacies by pregnancy order 
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Women's Month of reported fetal death 
Age 

2 3 4 5 6 7 8 9 

N' N N N N N N N 

15-19 2 0 1 0 0 0 0 1 
20-24 3 6 3 0 2 0 1 2 
25-29 2 4 1 2 0 0 2 1 
30-34 3* 1 2 0 0 1 1 0 
35-39 0 3 1 0 0 1 0 0 
40-44 0 2 0 0 0 0 0 1 
45+ 0 1 0 0 0 0 0 0 

Total = 50 

Percentage of deaths in each trimester 

1st trimester 2nd trimester 3rd trimester 

15-19 50.0 25.0 25.0 
20-24 52.9 29.4 17.6 
25-29 50.0 25.0 25.0 
30-34 50.0 25.0 25.0 
35-39 60.0 20.0 20.0 
40-44 66.7 0.0 33.3 
45+ 100.0 0.0 0.0 

All ages 54.0 24.0 22.0 

* -- includes one case which was reportedly induced 

Table 24: Numbers of fetal deaths reported at month of gestation and proportions 
wasted by trimester of pregnancy by mother's age at time of wastage 
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MEAN DURATION POST PARTUM AMENORRHEA (MONTHS) 

Age of Mother Birth Order 
at Birth N 1 2-3 4-6 7+ All 

15-19 62 4.S 6.S 5.35 
20-24 212 3.6 5.5 S.5 5.13 
25-29 150 4.5 6.5 7.2 11.2 6.73 
30-34 125 4.5 6.7 6.2 9.2 7.15 
35-39 67 8.S 10.0 9.06 
40-44 S 12.0 12.0S 

Total = 624 

Table 25: Mean duration of post partum amenorrhea (months) by birth order and 
mother's age at preceding birth 
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MEAN AGE AT FIRST SOLID FEED (MONTHS) 

Age of Mother Birth Order 
at Birth N 1 2-3 4-6 7+ 

15-19 62 4.2 4.7 
20-24 212 4.2 3.5 4.5 
25-29 150 4.2 3.7 3.6 4.6 
30-34 125 5.0 3.6 3.6 4.0 
35-39 67 4.0 3.7 3.8 
40-44 13 3.3 

Total = 629 

Table 26: Age at introduction of first solid feed, in months, by mother's age at time of 
birth and order of birth 
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MEAN AGE AT WEANING (MONTHS) 

Age of Mother Birth Order 
at Birth N 1 2-3 4-6 7+ 

15-19 62 12.7 10.6 
20-24 212 15.8 13.7 15.9 
25-29 150 14.6 16.3 14.3 15.6 
30-34 125 20.5 16.6 14.6 14.2 
35-39 67 25.0 16.0 16.7 
40-44 13 16.7 

Total = 629 

Table 27: Mean age of children at weaning in months by mother's age at time of birth 
and order of birth 



374 

Nn Ninf Nch Ns N im cm Tm* 

Age 

15-19 2 7 2 51 62 .145 .038 .177 
20-24 3 13 4 191 211 .076 .021 .095 
25-29 0 6 5 144 155 .039 .034 .071 
30-34 0 3 4 117 124 .024 .033 .056 
35-39 2 4 2 65 73 .082 .030 .109 
40-44 0 1 2 11 14 .071 .154 .214 
45+ 0 2 0 1 3 .667 .000 .667 

Birth 
Order 

1 2 9 1 140 153 .072 .007 .079 
2 1 6 3 114 124 .056 .026 .080 
3 2 6 1 86 95 .084 .011 .095 
4 1 3 3 69 75 .040 .042 .080 
5 1 3 2 49 55 .073 .039 .109 
6 0 3 3 33 39 .077 .083 .154 
7 0 0 0 28 28 .000 .000 .000 
8 0 4 1 18 23 .147 .053 .217 
9 0 2 1 15 18 .111 .063 .167 

10+ 0 1 4 24 29 .034 .178 .172 

All 7 36 19 580 642 .067 .031 .097 

Age - mother's age group at time of the birth 
Nn - number of neoatal deaths (before 4 weeks of age) 
Ninf -- number of infant deaths (1-12 months of age) 
Nch -- number of child deaths (1-4 years) 
Ns -- number of children surviving to age 5 
N - total number of live births 
im - infant mortality rate (proportion children dying before one year of age) 
cm - mortality rate children aged 1 to 4 
Tm -- mortality rate all children under 5 years of age 

* - All mortality rates are calculated as proportions alive at begining of age group who 
fail to survive to the conclusion (qJ 

Table 28: Child survival and mortality by mother's age at birth and by birth order of 
children 



Age N Nn Nif Nch im em 

First order births 

15-19 47 2 5 0 .149 .000 
20-24 72 1 3 1 .056 .015 
25-29 18 0 0 0 .000 .000 
30-34 8 0 0 0 .000 .000 

Second order births 

15-19 12 1 2 1 .250 .111 
20-24 72 0 4 1 .056 .015 
25-29 23 0 0 1 .000 .043 
30-34 16 0 0 0 .000 .000 

Age -- mother's age group at time of the birth 
Nn - number of neoatal deaths (before 4 weeks of age) 
Nif -- number of infant deaths (1-12 months of age) 
Nch -- number of child deaths (1-4 years) 
N -- total number of live births 

TIn 

.149 

.071 

.000 

.000 

.361 

.071 

.043 

.000 

im - infant mortality rate (proportion children dying before one year of age) 
cm -- mortality rate children aged 1 to 4 
Tm -- mortality rate all children under 5 years of age 
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Table 29: Child survival and mortality for first and second order births by mother's age 
at birth 



Case N SRB* 

Nukuoro 600 114 
ontong Java 689 109 
Yap 1,804 110 
American Samoa 4,132 104 
Guam 18,202 110 
Butaritari 636 111 

SRB -- Secondary sex ratio 
* -- ratios are rounded to nearest whole number 

Reference 

Carroll 1975b 
Bayliss-Smith 1975 
Hunt et. al 1965 
Hunt et. al 1965 
Underwood pers. corom. 
see text 
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Table 30: Comparative sex ratios at birth calculated for Micronesian and Polynesian 
populations (non census survey data) 
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Birth order N SRB 

1 151 107 
2-3 219 97 
4-6 167 139 
7+ 108 83 

N - number of births 
SRB -- Secondary sex ratio 

Table 31: Secondary sex ratios by order of birth 



Mother's age 

15-19 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 

N - number of births 
SRB - Secondary sex ratio 

N 

64 
212 
151 
121 

71 
14 

3 

SRB 

146 
114 

89 
120 
129 

56 
200 

Table. 32: Secondary sex ratios bY' mother's age at time of birth 
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Length of interval N SRB 
(months) 

9-17 140 160 
18-26 219 143 
27-35 84 110 
36-44 64 64 
45+ 87 76 

N -- number of births 
SRB -- Secondary sex ratio 

Table 33: Secondary sex ratios by duration of the interval preceding the birth 
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Chapter Nine 

CONCLUSIONS 

The demographic evidence presented in the preceding chapter demonstrates that 

in the female population of Butaritari there is no perceptible decline in fertility before 

approximately age 35 in women who have continued marital exposure through their 

reproductive spans. This would be considered by most demographers as an unusual 

pattern for a human population, which are thought characteristically to show fertility 

declines after about age 25 following a peak in the 20-24 year age bracket (Henry 1961, 

Bongaarts and Potter 1983). The Butaritari pattern, however, is not unique and a similar 

lack of decline in fertility has been demonstrated recently for the native population of , 

Guam (Underwood 1988, 1990). 

The lack of decline in the observed level of fertility performance among the section 

of the Butaritari population proven subsequently fecund is attended by a lack of increase 

in proportions of women that could potentially be infecund through the same age 

brackets. The level of reproductive non-performance among married women, once 

exposure risk is controlled, does not rise dramatically before age 35, and is virtually 

absent in the 30 to 34 year age bracket. 

These factors provide the basis for two important conclusions regarding change 

in reproductive opportunity and performance in line with advancing age in the female 

population of Butaritari. First, there is little change in fecund ability , and hence fecundity, 

among women with proven non-zero fecundability before the end of the thirties. Second, 
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there is little change in the proportions of women displaying extremely low or zero 

fecundability, and hence low or no fecundity, before age 35 at the earliest. 

After age 40 there is a dramatic upturn in risk of fetal wastage, and this is in part 

responsible for an increase in both proportions failing to report a live birth, and an 

increase in birth interval length when women are beyond age 40. However, this is not 

singly sufficient to explain the extent of the decay of reproductive performance seen in 

women through their forties. Declines in fecundability at these ages are most likely a 

reflection of changes in biological capacity for attaining and maintaining a pregnant state. 

That is, at these ages susceptibility factors (fecundity) are markedly reduced. Although 

changes in fecundity are suspected after approximately age 40 among these women, the 

only means by which this could be definitively determined is through hormonal assay 

procedures. 

In summary, the demographic evidence describes a situation where, necessarily, 

a "speCial" set of behavioral factors are maintaining fertility through the twenties and 

thirties in women. These can be summarized as follows: 

1.ln some human populations, such as the IKung (e.g., Rosetta 1990), inadequate 

diet and excess "energetiC stress" have been posited to affect conception risk and to 

suppress fertility accordingly. The population of Butaritari is generally under little or no 

dietary or activity stress. Women are typically well-nourished, and food shortages are very 

rare. Although individual children occasionally display clinical symptoms of malnutrition, 

these cases are often isolated and are not due to actual lack of adequate dietary supply 

in households. The work load of women is not heavy in comparison to that in many other 
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subsistence economies. In summary, dietary and activity stress are unlikely to have much, 

if any, impact on conceptive ability in the Butaritari population. 

2. Primary infertility rates are very low in this population, and the impact oflertility

inhibiting or sterility-inducing disease, especially sexually transmitted forms, is not evident 

either demographically or medically. Thus, sexual exposure and sexual behavior patterns 

cannot be expected to change risk factors for such disease exposure. That is, increasing 

exposure duration is most like!y not linked to any discernable increase in risk of specifio 

disease-induced reproductive failure. This could also be a potential confounding factor 

in many human populations, but it is one which can be effectively discounted in this case. 

Other potentially fertility-inhibiting diseases which are present in this population are adult 

onset diabetes and tuberculosis (see McFalls and McFalls 1984). Diabetes cases are, 

however, rare. Tuberculosis is endemic, but no cases of genital forms of the diseases 

were noted in the course of fieldwork and archival research. It is only in genital forms of 

tuberculosis that a direct link with reduced procreative function can be made. 

3. Most couples do not involve themselves in overt and intentional fertility-limiting 

behavior. Ail couples act to optimize their chances of producing a birth as soon as 

possible after a marriage. This includes the avoidance of any behaviors or methods 

perceived as fertility-limiting, and an attempt is made by both partners to optimize 

chanCElS of pregnancy by keeping coital rates as high as possible. As almost all adults 

marry at least once, this means that -- at the population level -- couples have a high 

probability of producing at least one pregnancy. Further, as failure to produce a desired 

child within the first few years of marriage does not necessarily strongly stigmatize either 

part'1~r (as they can provision for children through the adoption system) and need not 
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threaten the continuance of the marriage, a woman with very low fecundity will have 

extended opportunity in which to become pregnant. This is one reason that primary 

infertility rates are so low in this population. 

There are several factors which may potentially reduce conceptive risk to a 

degree. First, the practice of daily and post-intercourse vaginal "cleaning" undertaken by 

sexually active women could provide opportunity for the introduction of infection to the 

cervix. However, women are extremely careful to keep their nails short and their hands 

clean while doing this, and to avoid touching the cervix directly. Second, the risky practice 

of kotokoto, involving a non-sterile cauterization of the cervix or vaginal entrance, appears 

to not only create sterility, but also to ultimately kill the women who practice it. This is, 

however, a very rare practice, and none of the sampled women currently alive had 

undergone such a treatment to my knowledge. Third, abortions induced by local 

methods, in all three cases, have resulted in a subsequent inability to become pregnant. 

This practice is also, however, very rare, and is not undertaken by married women. 

Fourth, it has been argued that verv high sexual frequencies can inhibit sperm quality, 

possibly making conception less likely (Amelar et al. 1977:206). This may, in part, account 

for the conceptive delays before the first pregnancy seen in some women. 

4. Increasing female age and parity do not alter obstetric and breastfeeding 

behavior to any notable degree. This is important given the relationship pOSited to exist 

between changing breastfeeding behavior and change~ in the duration of the post partum 

non-susceptible period. Women almost uniformly introduce first supplementation to 

children at three months of age, and most women wean children when they are between 

12 and 14 months of age. Further, weaning time does not, for most women,. ~ffect the 
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timing of post partum resumption of coitus. The majority of women resume intercourse 

rapidly after a birth, and this pattern is reasonably consistent with both increasing age 

and parity. 

5. As fecundability is being maintained it is necessary that coital activity is also 

being maintained with increasing marriage duration, and in line with this, with increasing 

maternal age. The conclusion that coital activity is maintained with time since marriage 

is supported by the analysis of sex ratio dynamics in Ch. 8 and the self-report interview 

data discussed in Ch. 7. Roughly, the interview data indicate that sexual frequencies are 

highest in the period between marriage and the middle of the first pregnancy, and tend 

to decline thereafter in the first few years of marriage, but once this decline has occurred 

remain reasonably constant. Although there are periods in women's life courses where 

abstinence or a marked reduction in activity is preferred -- such as in the last months of 

pregnancy and the first post partum period, and during menstruation -- these are all 

pOints in the reproductive career where biological capacity for conception are absent or 

extremely low. Outside of these periods, coital activity is maintained at a reasonably 

constant level -- showing little change with increasing parity, marriage duration, or in 

association with increasing age. 

The ethnographic data presented in Ch. 7 indicates several key elements of the 

Butaritari life course experience of women which operate to maintain coital exposure 

factors despite increasing marital duration. The dynamics and style of marital relationships 

on Butaritari, especially the overt concern for control of female sexuality and sexual 

interest by husbands, tend to reinforce the importance of regular sexual activity as a 

means to maintaining the integrity of the marital relationship for both husbands and wives. 
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This notion of regular sexual performance as symptomatic of "good" spousal behavior is 

further reinforced by the fear and respect of the expression of the koko emotional 

complex within marriage. The importance placed on continuing sexual receptivity by 

women and sexual performance by men endures to the pOint at which couples pass into 

the period of their lives which is socially constructed as non-reproductive and non-sexual. 

This is when men near unimane status, and women unaine, and become more involved 

in village level activities. This status change is not generally before about forty years of 

age for both genders. At this time a woman is no longer construed by her husband as 

potentially sexually attractive to other men, and therefore much of the motivation for 

controlling her sexuality on the one hand, and satisfying it on the other, dissolves. 

Further, at this time koko is no longer a threat in either partner, and older couples do not 

need to fear or anticipate the emotion. And along with this, coital activity patterns undergo 

a marked transformation. The need to maintain regular intercourse in the marriage in 

order to conserve the integrity of the marital relationship is mitigated. Further, the lack of 

a marked age differential between most spouses means that one spouse does not attain 

the social label of "elderly" well before a partner. 

Clearly, it is variation -- or in this case, lack of variation -- in age-associated 

behavior patterns in the life course which dictate patterns of female (couple) infertility with 

advancing female age prior to approximately age 40. For this reason we must expect that 

changes in reproductive performance in the twenties and thirties (Le. fertility and infertility) 

to be, to the greatest extent, dependent on patterns of sexual behavior, and therefore 

culturally influenced and population specific. 
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The conclusion that maintenance of coital frequency is the major contributing 

factor in a lack of reduction in fertility in women prior to ages 35 to 40 has important 

implications for examining inter-population infertility-by-age patterns. The development of 

standardized models to describe the progression of infertility in line with increasing female 

age, such as those of Vincent (1950) and Pittenger (1973), apparently obfuscate the vital 

factors in the age-infertility equation -- those of individual and population specific 

variations in sexual and reproductive behavior across the life course. 
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Appendix 1 

GLOSSARY OF NATIVE AND TECHNICAL TERMS 

GLOSSARY OF GILBERTESE TERMS 

The Gilbertese terms in this thesis are spelt according to Fr. Sabatier's 

Gilbertese-English Dictionary, translated from the French by Sr. Olivia (1971). The 

article te, which translates as both "a", ''the'', and "one," is sometimes applied in the 

text for grammatical purpose~ -- nouns given here are presented in plural form without 

the article. This glossary includes some vocabulary which is not included in the ~ext, 

but which refers to concepts applied in the text -- as some of these words are not 

included in or are inadequately described in the Gilbertese-English dictionary. 

aba: land, earth, country 

aba n nati: land rights conferred to illegitimate children 

aine: woman, female 

ainenuma: housewife 

akoi: kind, good, hospitable 

anti: spirits, ghosts 

aomata: (1) person, human (2) Gilbertese people (as distinct from outsiders) 

aoraki: sickness, ill, unwell, disease 

aoraki n aine: women's illness (fig. menstruation) 

ariri: birth labor 

ataeinaine: young girl 



aukanoanimata: eye-gouging 

ba: child disease syndrome with anal and oral thrush, diarrhea, malnutrition 

babai: giant swamp taro (Cyrtosperma chamissonis) 

babobo: hepatic disease (lit. yellow) 

bainaine: land fine charged against a man having sex with a betrothed or married 
woman 

bai n aoraki: clinic medicine 

bai ni Kiribati: traditional medicine 

bai riaboro: medicinal responses to sorcery 

baka: (1) fall, (2) loss of a pregnancy 

baki: thin, wasted, hungry 

bunimoa: egg 

bangabanga: vagina 

bara ni kai: vaginal inserts (also kabara ni kai) 

batata: chickenpox 

batin: pills (including oral contraceptives) 

baoua: crooked, bent, out of place 

beka: excrement 

ben: green coconut 

beru (1) gecko, (2) fetus 

beti: (1) placenta, (2) fibrous center of pandanus fruit 

bia: labia 

bike: beach 
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bikoukou: pregnant 

bina: the youngest or last born child 

binabinaine: men assuming the dress and personality of women 

binabinarnane: women assuming the dress and personality of men 

birinako: elope 

biroto: stomach, abdomen 

botaki: meeting, party, union (including sexual) 

bu: spouse (either sex) 

buanuri: eel which inhabits the vagina 

bubuti: unrefusable request 

bue: hot, warm 

bung: birth 

buru: (1) blue, (2) frayed cloth 

buto: navel 
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eiriki: courtesy sexual relationship between ego's wife and his classifactory siblings 

ewe: (1) jump, (2) be spellbound by 

iaki: when a bride joins her husband's household 

ibenao: considered undesirable, unattractive 

iein: marriage, married 

I-Matang: foreigners, usually Anglo 

innankanum: belonging to different generations 

iti: (1) injection, (2) clean 

k~baeriri: promise of marriage 
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kabaka nati: induced abortion 

kabanin: make solid, compact 

kabekabeka: diarrhea 

kabi: unknowledgable, unskilled 

kabotakikia ataei: virginity test, loss of virginity 

kabuebue: heating, fever 

kabwebwe: twins 

kabutiman: procedure of or request for an arranged betrothal 

kai: uterus 

kainga: communally held land, residence site of major kin group 

kainrou: formally engaged to be married 

kakaie: games, competition (sexual) 

kakamaku: fright, fear, terror 

kameaka: very promiscuous, nymphomaniac, one who behaves like a dog 

kamaimai: boiled coconut toddy 

kamara: dirty, promiscuous 

kamoi: medicinal drinks 

kangenge: tuberculosis 

kanikira: incest 

kanoabo: infertile, sterile 

kanobutika: dancing and sexual play between members of the bride's and groom's 
families in celebration of the wedding 

kao: cord 



kaokioki: fermented coconut toddy 

kara: old, aged 

karewe: fresh coconut toddy 

kariki: conceive, create 

karimoa: the elder or eldest child 

karinerine: respect, honor 

katei: way, custom 

katei n aomata: Gilbertese way, custom 

kateirake: a feast in the honor of a menarcheal girl 

katibanako: coitus interruptus 

katuna: forced marriage 

kauaba: land rich 

kawakawa: stealthy sexual violation (lit. creeping, crawling) 

kere: female external genitalia 

kie: mat 

kiko: clitoris (also bon ni kiko, bon ni kere) 

kinaka: skin disease, sores 

kinano: lovers 

kiriti: (lit. grease), an ill-formed pregnancy (hydatidiform mole pregnancy) 

ko: tradition bleaching hut for seclusion of menarcheal girls 

koko: conjugal sexual jealousy 

koro: (1) finished, complete, (2) cut, incise 

korobero: circumcision 
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kotokoto: heat application with a pOinted object 

kurikuri, kuritia : excited grabbing, pulling, jostling 

mai: breadfruit 

maiaki: south 

maitoro: cool, refreshing 

maiu: (1) alive, living, (2) active, prosperous 

makoro: finished producing (trees, animals, people) (fig. menopause) 

mama: ashamed, embarrassed, shy, humiliated 

mamma: breastfeed, breast 

mane: (1) man, male, (2) opposite sex sibling 

maneaba: communal meeting house 

mao: Scaevola frutescens, medicinal plant 

makemake: arrowroot 

man: creature 

maraki: physical pain, hurt, grief 

mariri: chill, cold 

marurung: fit, healthy, hard-working, robust 

mata: eyes, face 

matamata: the search for an appropriate marriage partner 

maung: stink, smell bad 

meang: south 

mitira: measles 

mka: rotten, decomposing 
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mora: mucus (nasal, vaginal, etc.) 

mumuta: vomit 

mwenga: household 

mwin: after, following 

nabairina: nose-biting 

nari: hard, smooth reef stone 

nati: child 

natibaraki: oral infection 

nati n tama: illegitimate child (lit. child of the father) 

nei: article or title preceeding female names 

ni: coconut palm, fruit 

nikiranroro: unmarried non-virgin (lit. remnant of the generation) 

nimamannei: polite, respectful, considerate, gentle 

nganga: fish poisoning 

ngongo: itch 

ngore: sickly, puny, weak 

oro n Tuangaono: fig. cunnilingus 

raba: condom 

rabakau: wise, skilled, knowledgeable 

ran: water, liquid, juice, sap 

ran ni kinaka: colostrum 

ran ni mamma: breastmilk 

rara: blood, bleeding 
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raure: separation, removal, split (marital separation, also weaning) 

rebera: leprosy 

ren: Messerschmidia argentia, medicinal plant 

riarawa: a bad turn while travelling (in pregnancy) 

ririniman: cervix 

riring: massage, touching 

ruanako: hernia 

ruba: intra-uterine device 

ruberube: beat, throb 

ruku: Ibomoea pes-caprae, medicinal creeper 

tabetabe: (1) busyness, occupied, (2) adoption at a young age 

tabunea: magical spells and incantation 

tabu: forbidden, sacred 

takakoro: play about 

tama: father 

tanora: oral thrush 

tangira: love 

tari: (1) sea, (2) procreative fluid, esp. semen, (3) same sex sibling 

tata: lust, sexual attraction 

tatanako: sexual power, irresistibility 

taubong: counting days ("natural" family planning) 

tauao: hold tightly, covet, cherish, guard 

tautal:l:_ aggressive forced sexual intercourse 
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tei: child 

teinaine: female virgin 

ten rara: prolonged, heavy vaginal bleeding 

tia: finish, complete, orgasm 

tia kabung: deliverer, midwife 

tibanga: allotment, lot in life 

tibu (1) swollen, swelling, (2) grandparent or grandchild 

tibumamano: great great grandchildren of an individual 

tibutoru: great grandchildren of an individual 

tina: mother 

tinaba: cross-generational courtesy sexual relationship 

tine: hemorrhoids 

tintin: roast fish 

toka: aristocracy 

tongo: mangrove 

unaine: elderly woman 

unimane: elderly, senior man 

ukin: Polygonaceae coccoloba, medicinal plant 

uri: Guettardia speciosa, medicinal plant 

utu: generic term for family (affinal or consanguinal) 

utunikan: near relatives 

utunraroa: distant relations 

uea: high chief, king 
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waiwai: burning or painful urination, bladder infection 

wene ni bure: adultery 
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GLOSSARY OF TECHNICAL TERMS 

abstinent: not engaging in sexual intercourse 

amenorrhea: temporary cessation of menstrual events 

anovulation: cessation of ovulatory events 

climacteric: period of reduction in reproductive capacity associated with the onset 
of menopause 

closed birth intervals: the time elapsed between two live births 

fecundability: risk for producing a live birth 

fecundity: biological capacity or risk for conception 

fertility: proven reproductive performance (live birth) 

fetal wastage: fetal death at any point of gestational duration 

gravidity: number of pregnancies 

infecund: physiological incapacity for conception 

infertility: failure to produce a live birth 

menarche: the first menstrual event 

menopause: the end of the senescent decline of the female reproductive system 

miscarriage: fetal death before seven months of gestation 

neo-natal mortality: child death in the first four weeks of life 
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non-susceptible period: period of reduced or lost opportunity for conception following 
a birth 

nulliparous: never experienced a birth 

open birth intervals: the intervals before the first birth and after the last birth 

parity: number of children previously born 
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peri-natal mortality: fetal death in the ninth month of gestation or child death in the first 
four weeks after birth 

primary infertility: failure to ever produce a live birth 

post partum: following a parturition event 

secondary infertility: failure to produce another live birth despite having previously 
given birth 

secondary sex ratio: the sex ratio at birth (number of males per 100 females) 

sterility: physiological inability to ever produce a further recognized pregnancy 

stillbirth: fetal death after six months of gestation 

susceptible: describes a woman not using overt contraceptive methods, not pregnant, 
not abstinent, and not sterile 

unprotected intercourse: intercourse without employment of any overt method of 
pregnancy limitation 
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Appendix 2 

CENSUS SURVEY QUESTIONS 

Information collected in the course of the full island census was: 

1. For every identified hous&hold: date visited; size; location; number of structures; 

name of household head; names, dates of birth, and ages of all members; relationship 

to head of household; any members temporarily absent; duration of absence and reasoll. 

2. For each individual: sex; marital status; date of last marriage; place of last 

marriage; place of birth; birth mother's name; birth father's name; highest level of 

education; occupation. 

3. For all women age 15 or older present when the enumerator called: number of 

own children currently living in house; number of own children living elsewhere; number 

of children born alive; number of adopted children; date of last live birth; place of last live 

birth; is last live birth alive or dead; currently breastfeeding -- partial or full; currently 

pregnant or not, or not known; if pregnant, expected date of delivery. 



Appendix 3 

REPRODUCTIVE HISTORY QUESTIONS 

Topics covered in reproductive history interviews were as follows: 

1. Date of interview; place of interview; persons present. 
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2. For each woman: date of birthl current age; place of birth; home island; 

current household location; current household size and census number; previous 

household affiliation; number of current dependents, names, ages and relationships; 

number currently living children -- names and ages; cash income -- type, regularity, 

amount; participation in cash economy; previous location and times of off-island 

reSidence, if any; current occupation; educational experience; religious affiliation (past 

and present); mother's and father's name; religious affiliation of parents; natal 

household; current marital status; current spouse -- name and age; date and place of 

marriage; husband's income and partiCipation in cash economy; children's occupation 

and participation in cash economy; previous spouses (dates). 

3. Age at menarche; description of first menstrual event and early cycles; date 

last menstruation; regularity of menstruation; normal cycle length -- changes?; age first 

intercourse; situation of first intercourse; current coital status; changes in coital 

frequency through life; coital timing in cycle; when menarcheal -- how many children 

desired (why); when first married -- how many children desired (why); when first 

pregnant -- how many children desired? (why); husband's ideal family size -- now and 

at marriage. 
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4. Number pregnancies experienced; number live births; number miscarriages! 

stillbirths; for each pregnancy -- pregnancy order. Interval from last birth or' pregnancy 

lost; place and date pregnancy ended, explanation for pregnancy loss; duration of 

pregnancy; planned or not?; methods used if any to encourage or discourage; 

extramarital?; when and how pregnancy was identified; place of residence during 

pregnancy; details of specific pregnancy experience. 

S. For each live birth -- birth order; name of child; sex; length of time since 

previous birth! pregnancy wastage; date and place of birth; form of birth -- singleton or 

twin; details of birth experience (difficult/weight-size!persons attending! name of 

midwife if any, paternal role; details of post-natal experience (medical assistance! 

paternal attitude! familial attitude! household interaction! naming and registration. 

6. Is this child still living? if not -- place and date of death (age at death in 

months); reason stated! considered for death; breastfed or not? if yes -- time post 

partum of first feeding (colostrum?); on demand?; frequency?; child's age at first solid 

food -- amount and type; breastfed by others?; reason for weaning; method for 

weaning; date of complete weaning; timing of resumption of menstruation -

description; timing of resumption of coitus -- circumstances; method of fertility 

suppression or promotion used after birth and timing; discontinued -- why? 

At the end of each interview dates of marriage, pregnancy, breast-feeding 

timing, subsequent pregnancies, etc. were cross-checked to find any inconsistencies 

and checked again with the woman. A rough calculation of years "exposed" was made 

and checked with the woman. Any long waiting times to pregnancy or failures to 



change parity were specifically discussed and explanations were requested. Any 

marital separations were specifically discussed, for reasons and duration. 
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Appendix 4 

INTENSIVE INTERVIEW TOPICS 

Fertility-related beliefs and behaviors interview topics included: 
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1. Draw and describe the female reproductive anatomy (informant is given a 

blank outline form); what causes women to menstruate?; when would a woman stop 

menstruating?; describe menarche -- why and how and when it occurs; what is 

"menstruation" -- what causes it?; how often and for how long should women 

menstruate? how does a woman get pregnant?; when is she most likely to conceive? 

(age, timing in cycle, coital behaviors, partner factors); how could a woman stop 

herself getting pregnant?; when would a woman want to stop herself getting 

pregnant?; what would her recourse be? what would her partner/ family think of this?; 

when should women start sexual relations?; when do most women start sexual 

relations?; why would a woman have trouble getting pregnant? what could she do to 

encourage a pregnancy?; when do women stop menstruating permanently? when do 

women generally stop being able to have children?; when is a woman too old to have 

children?; what is menopause -- description, causes, effects, status changes?; when 

do men stop being able to have children -- as above? what should a woman do when 

she menstruates? (diet/activity); what behaviors and circumstances can change the 

nature of the menstrual event (frequency, length)? 

2. How are children formed/made (including conception and changes through 

pregnancy)? what actually makes a woman pregnant? how and from whom do women 

acquire this knowledge? 



3. What happens to women who get pregnant extra-maritally?; what choices 

does she have?; how would people treat her?; who would she go to for advice -- if 

anyone? 
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4. What is a good period between births?; how could a woman manipulate 

birth spacing to this end?; when/who/why do other people become involved in a 

pregnancy?; how is pregnancy/ parturition dangerous for women? for others?; do 

women die in child birth?; how does childbirth and pregnancy affect maternal health 

and fertility? 

5. List, and the describe, all the "women's illnesses" of which you are aware -

including symptoms, causes, outcomes, and possible treatments. 

Beyond this, informants were encouraged to talk freely about any topics which 

they had specific interest or knowledge. 



Census Sample: 

Appendix 5 

CHARACTERISTICS OF THE SAMPLES 
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The age and sex breakdown of the population of Butaritari as enumerated in the 

island census is given in Table 34. 

Reproductive History Sample: 

The majority of women (72.6%) in the sample were currently married, 11.0% had 

never been married, 9.5 per cent were widowed, and 6.9% were currently separated or 

divorced. Of women ever married, 61.5% of marriages were of "legal" status (conducted 

in the Church or committed legally through the government). Most currently married 

women were still in a first marriage (72.0%), and only one woman (0.56%) had been 

married more than twice. 

The current religious breakdown of women interviewed was Catholic 83.6%, 

Kiribati Protestant Church 10.9%, and other religions (Mormon, Bahai'i, and Seventh Day 

Adventist) was 5.5% of the sample. Catholic fertility exceeds that of other religions by a 

margin. The average number of live births to all Catholics in the sample is 4.20, and to 

Protestants is 3.82 (independent of marital status). T~is differential is less than for the 

whole country (Census 1985), which was in the order of 1.9 births on average gap 

between Catholics and Protestants. 

Clinic Contraceptive Use: 
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Contraceptive method acceptors can be differentiated on the basis of age and 

number of children as well as religion. Between ages 25 and 55 somewhere between 60 

and 70 per cent of these women have accepted some family planning method (either 

Catholic method or a clinic based one). Table 35 gives the proportions of women covered 

in the reproductive history surveys who have ever employed any clinic or "Church" 

methods of birth regulation. Method choice and method mix is expressed in Table 36 for 

all the interviewed women who have ever attempted a family planning method use. Of the 

clinic methods injectable de po provera remains the most common choice. This is the 

method most likely to be promoted by clinic staff -- the "default" method choice for most 

women seeking family planning assistance in the village clinic. Almost all the women were 

concerned with spacing behavior, but the few interested in stopping any further births 

were those more likely to be currently using the loop. 

It is particularly interesting to note that even in the absence of religious injunctions 

a proportion of Protestants are opting for the "natural" family planning methods. This is 

indicative of a non-religiously based resistance to clinic methods even though these 

women are motivated to control their own fertility. I suspect a greater number of 

Protestants would attempt Catholic methods if they had fuller access to information, and 

the acceptance of the method by more Catholics is, at least in part, a reflection of greater 

availability of information to them than their non-Catholic counterparts. None of the 

women interviewed had attempted any pregnancy prevention between marriage and their 

first birth. 
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Age Group Male Female Total % 

<1 53 63 116 3.29 
1-4 284 254 538 15.27 
5-9 288 286 574 16.29 

10-14 227 166 393 11.16 
15-19 113 110 223 6.33 
20-24 152 175 327 9.28 
25-29 141 143 283 8.03 
30-34 119 137 256 7.26 
35-39 84 85 169 4.80 
40-44 59 62 121 3.43 
45-49 64 64 128 3.63 
50-54 50 59 109 3.09 
55-59 37 48 85 2.41 
60-64 41 53 94 2.67 
65+ 44 62 106 3.01 

Total 1756 1767 3523 100.00 

Table 34: Age and sex breakdown of Butaritari, November 1990 (excluding Bikati islet) 
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Ever-married women 
Catholic Protestant 

Number of women 123 22 

Number ever accepting 
clinic method 36 9 

Percentage accepting 
clinic method 29.3 40.9 

Number ever accepting 
"Catholic" method 39 3 

Percentage accepting 
"Catholic" method 31.7 13.6 

Ta~le 35: Clinic or "Church" method acceptance ever by women's religion 



Methods Ever 
Accepted 

Oral contraceptives 

Depo provera 

Lippes Loop 

Oral contraceptives and 
Lippes Loop 

Oral contraceptives and 
Depo provera 

Total 

Percentage 
of Acceptors 

14.5 

52.0 

6.4 

4.2 

22.9 

100.0 
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Table 36: Methods ever employed by women ever accepting clinic-based methods of 
family planning 
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