
New Surve Findin s

The Reproductive

Revolution Continues

Fertility fell in almost all developing

countries surveyed since 1990, as use

of modern contraception rose. These

trends continue a long-term change in

attitudes and behavior. Findings from

more than 100 surveys conducted since

1990 suggest that, as family planning

programs have become widespread,

more and more people want smaller

families, and more succeed in having

the size of family that they want.

Since 1990, 120 surveys of women (many also including men)

have taken place in 71 countries as part of the Demographic

and Health Surveys (DHS) and the Reproductive Health

Surveys (RHS) programs. These surveys report on contraceptive

use, Child survival, and other key reproductive health topics.

What Surveys Find

Contraceptive use and fertility rates vary substantially among

developing countries. In a few countries of Asia and Latin

America, at least three—fourths of married women use a contra—

ceptive method—levels equal to those in developed countries.

In contrast, in some sub—Saharan African countries fewer than

10% of married women use contraception. Fertility rates range

from just 2.3 children per woman in Vietnam to 7.2 in Niger.



Although fertility is higher and contraceptive use less common

in sub—Saharan Africa than elsewhere, surveys suggest that

parts of Africa have started down the path already taken in

other regions. Fertility fell by more than 1% per year in 9 of 16

sub—Saharan countries with more than one survey since 1990.

Use of contraception: Around the world, over 600 million

married women are using contraception—nearly 500 million in

developing countries. Among married women, contraceptive use

rose in all but two developing countries surveyed more than

once since 1990. Among unmarried sexually active women

contraceptive use rose in 21 of 25 countries.

Four modern contraceptive methods—female sterilization, oral

contraceptives, injectables, and lUDs—are the most widely

used methods among married women in developing countries.

Together they account for almost three-fourths of all contracep—

tive use. Male condoms rank just behind lUDs. Since 1990 use

of injectables has increased substantially, and they have

become the third most commonly used method in developing

countries surveyed.

Reproductive intentions: A growing share of married women

want to stop having more children. Outside sub—Saharan

Africa, nearly 60% of married women surveyed since 1990

want to end childbearing. As new reproductive attitudes

spread, the family sizes that women consider ideal are falling.

Unmet need: An estimated 105 million married women, about

1 in every 5, have an unmet need for family planning—that is,

they are sexually active and want to avoid pregnancy, but are

not using contraception. The percentage of women with unmet

need fell since 1990, but the number Changed little because

populations grew.

Unmarried youth: In many countries a growing share of

unmarried women ages 15 to 24 are sexually active before

marriage. These young women increasingly use contraception,

and in particular, condoms. Still, many unmarried young

women have unintended pregnancies, and many are at risk for

HlV/AIDS and other sexually transmitted infections.

Child survival and health: infant and child survival rates

improved by nearly 30% in surveyed developing countries as a

whole since 1990. But infant and Child mortality increased in

some sub—Saharan countries, particularly in those hardest hit

by the HlV/AIDS epidemic. Few surveyed countries have met

the goal set by WHO and UNICEF of immunizing at least 80%

of children against the common Childhood diseases by 2000.

Maternal health care: In general, the percentage of married

women who gave birth in a medical facility increased some—

what since 1990. Nevertheless, in much of North Africa and

Asia and in some parts of sub—Saharan Africa, women are still

much more likely to deliver at home than in a medical facility.

One-fourth of women surveyed in developing countries

received no antenatal care from a skilled attendant during their

most recent pregnancy.
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The fertility decline in developing countries that began in

the 19605 and 19705 and that picked up speed in the

19805 continued through the 19905, according to recent

surveys. Among 38 developing countries with more than

one survey since 1990, the total fertility rate (TFR)1 fell in

almost all.

The surveys are part of the Demographic and Health

Surveys (DHS) program and the Reproductive Health

Surveys (RHS) program (see box, p. 14). in all, 71 coun—

tries have had one or more DHS or RHS survey since

1990—including 60 in developing countries and 11 in

the former members of the Soviet bloc. Another five

countries have conducted Young Adult Reproductive

Health Surveys (YARHS), comparable to the DHS and

RHS in content but focused on youth (see Appendix

Table, p. 40).

Among the 60 developing countries surveyed since 1990,

the TFR varies from 2.3 Children per woman in Vietnam

to 7.2 in Niger. The average is 4.5 children per woman

for these 60 countries as a whole. (A5 are most averages

' The TFR is a summary measure of fertility. It represents the aver—
age number of Children a hypothetical group of women would
have over their childbearing years (ages 15 to 49) if they survived
to age 50 and experienced current age—specific fertility rates. The
TFR thus does not refer to the actual number of children any
woman or actual group of women has, Age-specific fertility rates
are the number of live births per year per 1,000 women of a spec—
ified age.
Because of space limitations, not all of the data upon which the
discussion in this report is based could be included in printed
tables. These data are available to readers in several other formats
including the Internet at http://www.p0pu|ationreports.org/m17/
m17tab|es.shtml (see box, p. 27).

Table 1

Estimate of Contraceptive

Use Worldwide

Among Married Women

Ages 15—49, 2000

3 Includes periodic abstinence and withdrawal

Methodology and data sources: Data for the number of females

ages 15—49 for each country were obtained from population

projections for 2000 by 305, 1994 (25). Percentages are weighted
by population size and use the most recent data from the DHS and
RHS and, for countries without these surveys, data fiom the United

Nations, 2002 (714), the US Census Bureau’s International Database
(http://www.censusgov/ipC/www/idbnew.html), and other nationally

representative surveys.
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in this report, this average is unweighted—that is, it does

not reflect differences in population among the countries.

It is calculated by summing the national TFRs and divid—

ing the total by the number of countries.)

Behind fertility declines is the continued increase in con-

traceptive use, particularly use of modern methods (see p.

9). Population Reports estimates that in 2000 about 55%

of married women of reproductive age—defined in sur—

veys as ages 15 to 44 or ages 15 t0 49—in developing

countries were using a contraceptive method (see Table

1). This estimate includes China and other countries not

surveyed by the DHS or RHS. This level of contraceptive

use is well below the level in Northern Europe, North

America, Austraiia and New Zealand of 75% to 84% of

married women (see Web Table 12). This is the level of

contraceptive use generally considered necessary to

achieve replacement—Ievel fertility.

Replacement—level fertility is the fertility rate at which

each generation has only enough children to replace

itself and thus is the level at which the population even—

tually stops growing. 1n industrialized countries, where

mortality is lower than in most developing countries, the

replacement fertility level is a TFR of about 2.1. In devel—

oping countries higher mortality levels, particularly

among Children, can push replacement—Ievel fertility

higher—to as high as a TFR of 3.5 or 4.0 (86).

I

Fertility Differences and Declines

Fertility varies among regions. Among developing coun—

tries surveyed since 1990, fertility is highest in sub-

Saharan Africa, at an average of 5.3 Children per woman,

and lowest in Asia and Latin America and the Caribbean

at 3.5 (unweighted averages calculated from the most

recent data for each country, see Table 2, next page). In

the Near East and North Africa, the average TFR is 4.3

children per woman. In surveyed countries of Eastern

Europe and Central Asia, fertility averages 2.1 Children,

nearly as low as in Western Europe and North America.

% Currently Using

Any Any Modern Tradi-
Method Method tionala

55 50 5

15 12

Region

DEVELOPING AREAS ......

Sub-Saharan Africa ..............

Near East &

North Africa ......................

Asia ......................................

latin America &

Caribbean ..........................

Pacific (Oceania) ................

DEVELOPED AREAS ........

Australia &

New Zealand ....................

Europe ................................

Eastern Europe &

Central Asia ......................

japan ...................

North America

45

60

35

57

68

30

68

59

24

56

76

72

72

61

62 41

54

71

51



Table 2

fi Total

Fertility

Ratesa

Among Women

Ages 15—49,

1974—2001

Data for 1974 to 7984 are
from the World Fertility
Sun/ey, predecessor to the
DHS and RHS.

Data for 1985 to 2001 are
from the DHS and RHS.

a TFR: the average number
of children a hypothetical
group of women would have
over their childbearing years
if they survived to age 50
and experienced current age-
specific fertility rates. These
TFRs are for three to five
years preceding the survey
date and include all sur—
veyed women.

”Data for women ages 15—44.

E The TFRs calculated for the
1992—93 and 1998—99
India surveys may be low
estimates, as evidence exists
for the omission of recent
births. Adjusted TFRs for the
two surveys have been cal—
culated at 3.9 and 3.4,
Rutstein, 2002 (98).
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SUB-SAHARAN AFRICA
Benin 1981—82 ............ 7.0

1996 ...............
2001 ...............

Botswana 1988 ............ 49
Burkina Faso 1993 ...... 6.5

1998—99 .................... 6 .4
Burundi 1987 ............. 6.9
Cameroon 1978 .......... 6 . 3

1 991 ........................ 5 .8
1998 ........................ 4.8

Cape Verde 1998 ........ 4.0

Central African
Rep. 1994-95 .......... 5 .1

Chad 1996—97.............. 6.4
Comoros 1996 ............ 4.6
Cate d’Ivoire 1 980—81 7. 3

1994 ........................ 5 . 3
1998—99 ............ 5 .2

Eritrea 1 995 ............. 6.1
Ethiopia 2000 .. ..... 5 .5
Gabon 2000 .......... 4.2
Ghana 1979—80 .......... 6.3
1988 ........................ 6 .4
1993 ........... 5 .2
1998 ................. 4.4

Guinea 1999.... ..... 5.5
Kenya 1977—78 ..... 8.2

1989 ..................... 6. 7
1993 ........... 5.4
1998 .................. 4 7

Lesotho 1977 .............. 5. 6
Liberia 1986 ................ 6. 7
Madagascar 1 992 ........ 6 .1

1 997 ........................ 6 .0
Malawi 1992 ........ 6.7
2000 .................. 6 .3

Mali 1987 .............. 7 .1
1995—96. ........ 6. 7
2001 ........................ 6.8

Mauritius 1985 ............ 2.0
1 991" ........................ 2 .4

Mozambique 1 997 ...... 5 .2
Namibia 1 992 .............. 5 .4
Niger 1992 ............... 7.0

1 998 ........................ 7 .2
Nigeria 1981—82 .......... 6 .4

1990 ........................ 6 .O
Rwanda 1983

1992 .............
2000 .............

Senegal 1978
1936 .............
1992—93.
1 997 ........................ 5.7

South Africa 1 998 ...... 2 .9
Swaziland 1988 .......... 5 .0
Tanzania 1 991—92 ...... 6.2

1 996 ........................ 5 .8
1 999 ............... 5 .6

Togo 1988... ........ 6.4
1 998 ........................ 5 .2

Uganda 1988—89 ........ 7.4
1 995 ........................ 6.9
2000—01 ............... 6. 9

Zambia 1 992 .............. 6. 5
1996 ........................ 6. 1

Zimbabwe 1988 .......... 5.4
1 994 ........................ 4. 3
1 999 ........................ 4.O

NEAR EAST &
NORTH AFRICA

Egypt 1980 ................ 5.3
1988 ............ .. 4.4
1992 ............ 3.9
1995 ............ 3.6
2000 ...... 3.5

lordan 1976 7.8
1983 ............ 6.6
1990 ............ 5.6
1997 ...................... 4.4

Mauritania 1981 ........ 6.2
2000—01 ................ 45

Morocco 1980 .......... 5.9
... 4.6

1992 ...................... 4.0
Syria 1978 ................ 7.3
Tunisia 1978.... .. 5.7
1988 ............ . 4.2

Turkey 1978 4.6
1993 ............ 2.5
1998 ............ 2.6

Yemen 1979 .............. 8.5
1991—92 ................ 7.7
1997 ...................... 6.5

ASIA
Bangladesh 1975—76 6.1
1993—94 ................ 3.4
1996—97 ................ 3.3
1999—2000 ............ 3.3

Cambodia 2000 ........ 3.8
Fiji 1974 .................... 4.2
India 1992—93‘.... 3.4
1998—99 C................ 2.8

Indonesia 1976 ........ 4.7
1987 ...................... 3.1
1991 ...... 3.0
1994 ...... 2.9
1997 ...................... 2.8

Korea, Rep. of 1974 .. 4.2
Malaysia 1974 .......... 4.6
Nepal 1976......... 6.1
1996 ......... 4.6
2001 ............. 4.1

Pakistan 1975 ...... 6.3
1990—91 ................ 4.9

Philippines 1978.. 5.1
1993 ...... 4.1
1998 ................ 3.7

Sri Lanka 1975 3.7
1987 ................ 2.7

Thailand 1975 4.5
1987 ............... 2.2

Vietnam 1997 ............ 2.3

LATIN AMERICA &
CARIBBEAN

Belize 1991” .............. 4.5
1999 ............. 3.7

Bolivia 1989 ..... 5.0
1994 ...... 4.8
1998 ......... 4.2

Brazil 1986... 3.4
1996 ................ 2.5

Colombia 1976.... 4.6
1986 .................... 3.2
1990 2.8
1995 3.0
2000 ...................... 2.6

Costa Rica 1976 ........ 3.8
1993 ...................... 3.1

LATIN AMERICA &
CARIBBEAN (continued)

Dominican Rep. 1 975 5.7
1980 ............................ 4.3
1986 ............... 3 . 7
1991 ............... 3 .3
1996 .................. ......3.2

Ecuador 1979—80... ...... 5.3
1987 ......................... 4 .2
1989 ............... 3 .8
1 994 ............................ 3 .6
1999 ............................ 3 .4

El Salvador 1979 ...... 6.3
1985 ......................... 4. 2
1988 b ............. 4. 2

1993 ............... 3 .9
1 998 ......................... 3 .6

Guatemala 1987 ...... 5 .5
1995 ......................... 5. 1
1998-99 ...................... 5 .0

Guyana 1 975 .................. 4.9
Haiti 1 977 ............ 5 .4
1989 ............... 6.0
1994—95 ...... 4.8
2000 ......................... 4. 7

Honduras 1 996 ........... 4 .9
2001 ......................... 4.4

lamaica 1975—76 ...... 5.0
1 983 ......................... 3.5
1989 ............... 2.9
1993 " ................ 3.0
1997 ............................ 2.8

Mexico 1 976—77 ............ 6.1
1987 ............................ 4.0

Nicaragua 1 992—93 ........ 4.6
1998 ............................ 3 .6
2001 ............................ 3 .2

Panama 1 975—76 ............ 4.4
1984 ............................ 3 .7

Paraguay 1979 ......... 4.9
1987 ......................... 5 .4
1990 ............... 4. 7

1995—96 ......... 4.3
1 998 b ....................... 4. 3

Peru 1977—78 ......... 5.5

1 986 ............................ 4.1

1 991—92 ...................... 3.5

1996 .................. 3.5

2000 ............................ 2 .8

Puerta Rico 1 996 ............ 2.3
Trinidad & Tobago 1 977.. 3 .2

1987 ............................ 3 .1
Venezuela 1 977b ............ 4.4

EASTERN EUROPE &
CENTRAL ASIA

Armenia 2000 ................ 1 .7
Azerbaijan 2001b ............ 2 .1
Czech Republic 1 993 b 1 .9
Georgia 1 999 b ................ 1 .7
Kazakhstan 1 995 ............ 2 .5
1999 .......................... 2 .0

Kyrgyz Republic 1997 3 .4

Moldova 1 997" .............. 1 .8
Romania 1993 ” .............. 1 .6

1 999 b .......................... 1 .3

Turkmenistan 2000.......... 2 .9

Ukraine 1999 b ................ 1 .4

Uzbekistan 1996 ............ 3 .3
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Fertility differs widely among countries within regions, as

well. In six countries surveyed in the Near East and North

Africa since 1990, the TFR ranges from 2.6 children per

woman in Turkey to 6.5 in Yemen. Among eight countries

surveyed in Asia since 1990, the TFR ranges from 2.3 in

Vietnam to 4.9 in Pakistan. (Survey data in Pakistan are

now more than 10 years old, however.) Among 16 recent

surveys in Latin America and the Caribbean, the TFR

ranges from 2.3 in Puerto Rico and 2.5 in Brazil to 5.0 in

Guatemala.

In the 11 countries of Eastern Europe and Central Asia

surveyed since 1990, the TFR is less than 2.0 children per

woman in all Eastern European countries and between

1.7 and 2.1 in the Caucasus region. In Central Asia the

TFR ranges from 2.0 Children per woman in Kazakhstan

to 3.4 in the Kyrgyz Republic.

Differences in declines. As mentioned, fertility declined

in almost all countries with two or more surveys since

1990 except in Mali, Niger, and Turkey, where apparent

increases were slight. The TFR fell by almost 2% per year,

on average, in the five Asian countries surveyed more

than once since 1990. The decline was largest in lndia, at

one—half of one child per woman between surveys in

1992—93 and 1998—99 (see Web Table 2).

In the four countries in the Near East and North Africa

surveyed more than once since 1990, fertility fell by over

1% annually, on average. Fertility fell by nearly 2% per

year in the 13 countries in Latin America and the

Caribbean with at least two surveys since 1990.

In several developing countries—including Bangladesh,

Egypt, Indonesia, and Turkey——fertility declines slowed

and in some cases appeared to reverse direction in the

19905 compared with the 19805. This trend reflects

changes in many factors, including people’s family size

preferences and socioeconomic Circumstances, as well as

£8321?BESSEMGESQEFLEmF—E:ATifiEfiEELtELEEEEEm}
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a country’s stage in the demographic transition—the his—

toric change from high levels of mortality and fertility in

a population to lower levels. Measurement issues may

also affect the data (20, 21, 29) (see box, next page).

Fertility in sub-Saharan Africa. While fertility remains

higher in sub-Saharan Africa than in any other region,

recent surveys provide evidence that the demographic

transition is underway in parts of Africa (35, 124, 125). For

instance, fertility declined by more than 1% per year in 9

of 16 sub-Saharan countries with more than one survey

since 1990. The TFR declined most in Cameroon—1.0

child per woman between 1991 and 1998.

Compared with earlier demographic transitions elsewhere,

the transition in sub-Saharan Africa is much slower (29).

Many factors—cultural, economic, political, and demo-

graphic—help explain the difference. Some researchers

point to continued strong cultural preference for large

families, to large rural populations relying on subsistence

farming, and to low levels of economic development (28,

35, 46, 61, 80). In addition, continued high rates of infant

and child mortality (see p. 32) have contributed to high

fertility levels, because many couples may have ”extra”

Children to make up for those who die young (28, 35).

In the past, lack of government commitment to family

planning programs in some countries limited access to

the range of contraceptive methods and services needed

to meet people’s needs. Moreover, some sub-Saharan

countries have faced internal conflicts that have made it

difficult to provide family planning (28).

Nevertheless, if recent fertility trends in sub—Saharan Africa

are any indication, fertility rates in the region will fall in the

future as they already have elsewhere. Reflecting such an

expectation, the latest medium variant UN projection

shows a TFR in Africa of 2.4 children per woman by

2045—2050 (126).

b.EERGLE l} QRSE axmaxa

dDD/nlll

Surveys provide growing evidence that in parts of sub-Saharan Africa, including Cameroon, fertility rates have started to

decline. While fertility remains higher in sub—Saharan Africa than elsewhere, recent trends suggest that rates could fall in

the future, as more family planning programs improve access to information and services and improve the quality of care.

POPULATlON REPORTS 5



ThePaceofFertlhtyDechne

Fe11111ty has fallenbyan 3Verage 0f: 1% per yearin the 38

{ developing countries Surveyed mete; than once since ,

31990. The pace of ehange varies Widely 31110111,! eeuntri’es;

howeVer—ifrom Yemen, where the TFR fell by 12 Chi1— / '

jdre11perWoman 111 fiVeyea13, to Niger where theTFR

rose by 0.2 ch11dren per woman in 51X years.A1thongh '7

generallyfert111tyhas been f3111ng, surveys conducted I

since 1990 Suggest th3t the pace ofdeclinehas been 1 7 I 1

slowing Compared With fertility declines1n the 1970s

? 3nd 19803.C0nside1111g 311 conntries that have hadmore

thanone survey, including surveys before 1990 as well

as afteL instances of slowing111 the rate of fertility

' dechne onmumber accelerations111 the rate of decline

by two to one. 7 7 ' ,, . ,

Many faetdrs'help to explain why the pace of fertility " '

decline appears to be slowing” Feltihty declines faster ‘

when fertility rates are high (21) 33 was the case in many

develOping countries in the 19703 and 19803. Meanwmle

economic and social chahges, new information 3nd ideas,

new reproductive attitudes, sm311er1:1:me sizeide313,311d

access to effectiVe contraception Were spreading rapidly.

Atthe sametin1e,inf3nt3nd child mortality was falhng111

response to better public health measures in most coun— ,

tn'es. Family sizes increased'as more children survived

their first few years of life. Thusdemand for feWer chil—

dren and 113e of contraception grew, resulting 111 rapid

declines in fertility. .,

By the st31170f the 19903, in contrast?) family planning 7

informatibn and services had become Widespread ,

throughout much of the developing world. Most peop1e

aheady knew about contraception and where to obtain it.

Moreover, the influence ofnew social norms favoring 7

smaller families had already been reflected in lower '

fettility rates. Much of the latent demand for family

”planning had been met Given these trends and smaller

family sizes cbmpa'red with the 19703 and 19803 it

should not be surprisingthat,wh11e fertility continued

to dechne1n the 19903111 mest countries, thepace of

decline 1133 been slower.

Prospects for fui'ther decline. Despitefertihtydechnes.

1n 3 number of developing countries women st111 are h3v~

111g more children than they: say they would'prefer, and

many still prefer larger famflies than women 111 developed 1

The impact of AIDS. HIV/AIDS is another crucial factor

affecting fertility. Sub—Saharan Africa faces some of the

highest levels of HIV/AIDS anywhere in the world. AIDS,

which has raised mortality levels substantially in hard-hit

countries (see p. 34), also can affect fertility in a number of

ways, both biological and behavioral. These include deaths

to people of reproductive age, reductions in coitai fre—

quency, more spontaneous abortions and stillbirths, in-

creased amenorrhea, and lower fecundity (the abihty t0

6

countnesThusthereremams substanflalseopefor further 7

ferhhty eechnes Fert1hty 9311 be expectedto £311 further33 '

11111113 111 30dit1en,fnturefertihty1evels are 11ke1y to

depend increasingly onchanges1n s0ci31 and economic

7 factors that lead people111 deve10p1ng countfies to desire 5’

fewer ch11t11en(21). 7 V , 1

In the coming years fettihty13hkely to decline festest

where it is now highest——that13,111 sub—Saharan Afric3.

, Sofar the pace of fertilitydechne1n sub—Saharan Africa ,

has been considerably slower than111 other developing

, regions since on average African ceuples prefer to have

more children thanido' couples elsewhere (29).

In the 19803 fertility st3rted to decline1n 3 few sub-

Saharan countries—the beginning of 3 trend to sm311er

family preferenees and more contraeeptive use in the ,

region NeVefthelessduring the 19903 many sub—8311312111

' countries were 0111y Starting their fertility transitions,

leaving room for more rapid deehnesithan elsewhere,

whete the fertility transition was more 3dVanced (29).

The “tempo effect.” Recent1y,fertility appears tohave

stopped fafling altogether1n some developing countries " '

(52). One reason is 3 demographic‘tempo effect.” This

effect results from changes in thetiming of childbearing

rather than the oyerall demand for children. It probably

explains Some of'the' apparent stalhng Ofrfe‘rtility decline

in such countries '33 Bangladesh, Colombia, Egypt

Indonesia and Turkey, although the magnitude of the

tempo effect13 difficult to estimate (18)

The tempo effect operates as follows: When the average

age at which women givebirth rises, the TFR appears to

decline temporarily, even if women continue eVentuaflyto

reach the same completed family size as before. When

completed family size is f311ing at the same time that the

average agerat first birth is Iising, as has been the case 111

1 the past few decades until recently, the TFR declines even

faster (1 8).

But when the average age at whichwomen haVe their first

' b111h stops rising, as was the case in somecountries dur—

ing the 1,9903 theTFR can temperafily stopitsdechne or '

even rise somewhat. This effect13 completely independ—

ent of any changes1n f311111y size preferences or levels of

contraceptive use.

conceive) (47). In addition, as more and more people be-

come aware of HIV/AIDS and of how to avoid infection

(56), they may delay the onset of sexual relations, curtail

extramarital relations, use condoms, or avoid sexual rela—

tions entirely, all of which could reduce fertility leveIS.

While the possible links between HIV and fertility seem

Clear, the actual impact is less certain (47', 72, 104). No

studies have come to firm conclusions about the overail

fertility effect of AIDS 0n nationa! populations (47).
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Age Differences in Fertility

Fertility rates differ by women’s ages. These differences

reflect reproductive preferences, the ability to act on these

preferences, sexual behavior, and fecundity. Age patterns

of fertility vary considerably among regions, countries,

and different groups within countries (26).

In most countries fertility peaks among women ages 20 to

24. In nearly, half of surveyed countries of sub—Saharan

Africa, however, this peak extends to age 29. In addition,

in sub—Saharan Africa women continue to have children

at older ages than elsewhere. In sub—Saharan countries

women over age 40 contribute an average of 0.5 children

to the TFR (98) (see Web Table A). The lack of availabili—

ty and use of contraceptive sterilization throughout much

of the region may help to explain this pattern (93).

In most regions fertility has fallen first among the

youngest and the oldest age groups. In sub-Saharan

Africa, however, the pattern is somewhat different. In

most sub-Saharan countries fertility has fallen rather uni—

formly across age groups. An exception is Senegal, where

most of the 1.5 child decrease in the TFR between 1978

and 1997 occurred among women age 30 and younger,

caused partly by a rise in the age at marriage (124).

Where fertility is highest, women generally have their first

births by age 20. High fertility among adolescents (ages

15 to 19), however, does not necessarily mean that a coun-

try’s TFR will be high (113). In Bangladesh, for example,

most women have their first birth around age 18, but the

TFR of 3.3 children per woman is among the lowest in

Asia because many women end their childbearing at rel-

atively young ages (69).

Fertility Among Different Groups

Fertiiity levels vary according to women’s educational at—

tainment, residence, and other social and economic

characteristics. Such differences often are substantial.

Women’s education. In most surveyed countries, the more

years of school that women have completed, the lower

their fertility. Women’s educational attainment has a

stronger effect on fertility than does men’s education or

other characteristics of households, such as wealth (5, 57).

In Malawi, among women with no education the TFR is

7.3, while among women who have completed secondary

education, it is only 3.0. Similarly, in the Dominican Re—

public fertility among women with no education is twice

as high as among those with a secondary education, at

TFRs of 5.0 and 2.5, respectively (see Web Table B).

In general, women’s level of education tends to affect fer-

tility levels at all ages (115). Education affects fertility

through a number of interrelated factors, including

women’s sociaI and economic status, status within the

househoid, age at marriage, family size desires, access to

family planning information and services, and use of con-

traception (61).

emphasis on having children as life’s central reward.

Education improves women’s status (5, 30). Women who

have more education usually have more control over re—

sources and more autonomy in decision-making (53, 57).

Education can transform attitudes and lead to questioning

of traditional beliefs and practices, such as those support—

ing high fertility (30, 53). For example, in India women

with more education are less likely to report a preference

for male children (33) (see next page).

Surveys confirm that women with more education gener—

ally want to have fewer children than do women with

less education. They are more likely to use family plan-

ning and thus to succeed in having no more children than

they want (30, 100, 115, 131).

Fertility declines have tended to occur first among women

with more education and later spread to those with less

education (5, 57, 69, 89, 115). Currently, however,

around the world millions of women with little formal

schooling are using contraception and are having fewer

children—a fact that refutes the contention that wide—

spread increases in formal education are necessary for

substantial declines in fertility (97).

Rural or urban residence. Along with women’s educa—

tion, the most consistent fertility differences between

groups reflect where women live—whether in urban or

rural areas (35, 69, 76). In all countries surveyed since

1990, the TFR is lower in urban areas—from a difference

of just 0.1 Child per woman in Mauritius to as much as

3.4 children in Uganda (see Web Table B).

Historically, in countries where fertility was high and the

demographic transition had not yet begun, fertility differ—

ences between urban and rural areas were generally small.

In countries making the transition, however, urban-rurai

differences grew because fertility declines usually began

in urban areas.

{4a

In Bangladesh most women have their first Child at a young

age. But many also end childbearing at young ages, as family

planning is widespread. Thus fertility has fallen substantially.

Women with more education usually have higher aspira—

tions for themselves, and education can open the door to

greater achievement and personai growth (53) and less

POPULATION REPORTS 7



Urban residents usually have more interest in family plan-

ning, more access to modern contraception, and better

education. Children in urban areas are less of an eco-

nomic asset to the family, living costs are higher, and

social norms that favor large families are weaker than in

the countryside.

Later in the demographic transition, urban-rural differ-

ences in fertility decrease. The small family norm diffuses

throughout the country, and family planning information

and services become more widely available. Thus fertility

declines spread from urban to rural areas, and fertility

falls throughout the country (34, 87, 90, 91).

Among 30 sub-Saharan countries surveyed, in only 3——

Chad, Mali, and Niger—does fertility in urban areas

remain high enough to be considered “pre-demographic

transition”——that is, a TFR above 5.2 children per woman

(124) (see Web Table B).

in rural areas, however, the TFR remains above 5.2 in all

but seven sub-Saharan countries—Cape Verde, Central

African Republic, Comoros, Kenya, Mauritius, South

Africa, and Zimbabwe. Thus, in sub-Saharan countries

where lower percentages of the population live in urban

areas, national fertility declines have been slower than in

the region’s more urbanized countries (28).

Gender preferences. In sub—Saharan Africa, Southeast Asia,

and Latin America and the Caribbean, fertility levels are

8

N Iger. .Congo

Figure 1. Relationship Between Fertility and Contraceptive Use

relatively unaffected by couples’ desire to have a Child of

a specific sex (8). in parts of the Near East and North

Africa and parts of South Asia, however, preference for

male children puts upward pressure on fertility levels.

Because many couples continue to have children until a

son is born, fertility is higher than would be the case

without gender preference.

For example, a study of data from six countries with

strong son preference—Bangladesh, Egypt, India, Nepal,

Pakistan, and Turkey—estimated that the number of

women pregnant at the time of the survey would be

lower by 9% to 21% in the absence of son preference (8).

in India, if there were no son preference, the national fer-

tility rate would fall 8% (78).

Among developing regions, levels of contraceptive use

vary widely, from an average of 15% in sub-Saharan

Africa to 68% in Latin America and the Caribbean (see

Table 1, p. 3). Fertility levels closely correspond to levels

of contraceptive use. In countries where contraceptive

use is widespread, fertility is low, and where contracep—

tive use is uncommon, fertility is high (see Figure 1).
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Contraceptive Use Grows

in Developing Countries

increases in the use of contracep—

tion have been the principal

direct cause of the fertility de-

clines in the developing world

(31, 44, 61, 131). in developing

countries around the world, a

growing percentage of women—

both married and unmarried—are

using contraception.

Currently, an estimated 55% of

married women in the developing

world are using some sort of con—

traception, and 50% are using a

modern method (see Table 1, p.

3). By contrast, in 1990 an estimat—

ed 41% of married women in

developing countries were using

contraception, and in 1983 about

33% (111, 112). These levels of

contraceptive use are weighted

by population size and thus are

heavily influenced by levels of use

in China and India, the world’s two

most populous countries. Without these two countries,

the percentage of married women of reproductive age

currently using any contraceptive method in the devel-

oping world would be an estimated 42% instead of 55%.

Data from the 38 developing countries with multiple

DHS or RHS surveys since 1990 show that use of any

family planning methods among married women rose by

at least 10% in all except 7 countries—El Salvador, Ghana,

Jamaica, Mali, Rwanda, Turkey, and Zimbabwe (see Web

Table 3). Levels of contraceptive use fell only in Rwanda,

and there by more than 40%, as civil war and ethnic strife

in the 19905 disrupted family life.

The increases in contraceptive use in developing coun-

tries since 1990 continue a longer trend. Between 1975

and 1995 contraceptive use among married women rose

in 30 of 31 developing countries with two or more sur—

veys (62). Moreover, levels of contraceptive use among

unmarried sexually active women also rose in the

1990s—by 10% or more in all but 6 of 24 developing

countries with such data3 (see Web Table C).

While other direct factors—the proportion of women

married, postpartum insusceptibility, infertility, and induced

abortion—are also important influences on fertility levels

(see p. 19), none of these has changed as much as con~

traceptive use has Changed in developing countries in

recent years. Thus none has contributed as much to fer-

tility decline as have rising levels of contraceptive use

(23, 44, 61).

3 Most surveys taken since 1990 in the Near East and North Africa
and in Asia were limited to ever—married women. The exceptions
were Mauritania, Morocco, Cambodia, and the Philippines. Sur-
veys in these countries, as in all of those in sub—Saharan Africa,
in Latin America and the Caribbean, and in Eastern Europe and
Central Asia, collected information on all women, that is, on
never—married women as well as ever—married women.

POPULATlON REPORTS

In Uganda as in other countries, more and more women are using contraception.

Increases in contraceptive use have been the principal direct cause of declines in fer-

tility. in developing countries about half of all married women use modern methods.

An increase in modem method use—in particular injecta-

bles, but also female sterilization, oral contraceptives

(0C5), and the intrauterine device (iUD)——accounts for

half or more of the increase in total contraceptive use

among married women in all countries but Burkina Faso,

Cameroon, and Ecuador, among the 38 developing coun—

tries with multiple surveys since 1990 (31, 131) (see Web

Table 3). -

Current Contraceptive Use

Worldwide, more than 620 million married women of

reproductive age—57% of all such women—were using

contraception in 2000, Population Reports estimates“.

The percentage of women using contraception is higher

in the developed world, at 68%, than in the developing

world, at 55% (see Table 1, p. 3). The absolute number of

contraceptive users is much larger in the developing

world, however, at almost 500 million women compared

with 120 million in the developed world.

On average worldwide, nearly 9 in every 10 contracep—

tive users rely on modern methods, while only about 1 in

every 10 rely on the traditional methods of withdrawal

and periodic abstinence. Contrary to what might be ex—

pected, in developed countries a much higher percentage

of women (12%) use traditional methods than in devel—

oping countries (5%) (see Table 1, p. 3).

In the developing world as a whole, about half of married

women of reproductive age use modern contraceptive

methods. This figure falls to 35% if India and, especially,

4 These percentages are weighted by population size and use both
DHS and RHS data and, for countries without these surveys, other
nationally representative surveys (see Table 2 for methodology).
Results from surveys in this report, beginning with Table 3, are not
weighted by population size; that is, simple averages and medi—
ans of country data are taken.
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Region,Country&Year
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China are omitted, both because of their large popula—

tions and their above-average reliance on long-term con—

traceptive methods. in developing countries other than

India and China, an estimated 7% of women use tradi-

tional contraceptive methods. (For more on contraceptive

method mix, see p. 13.)

Based on statistics about contraceptive prevalence, de-

veloping countries as a group are about halfway through

the demographic transition from higher to lower fertility.

Levels of contraceptive use of 75% to 84%, as found in

North America and Northern Europe, reflect the comple—

tion of the transition. The highest contraceptive preva-

lence rate found in any country with a population over 3

million is 87%, in Hong Kong and 86%, in the United

Kingdom (see Web Table 1).

While the discussion above mostly includes all develop-

ing and developed countries, the following discussion of

contraceptive use is based only on data for the 71 coun—

tries with DHS and RHS surveys since 1990.

Regional patterns among married women. Among 30

countries surveyed in sub-Saharan Africa since 1990, con—

traceptive prevalence varies substantially. In five coun-

tries—Cape Verde, Kenya, Mauritius, South Africa, and

Zimbabwe—over one-third of married women use con—

traception. In seven other countries—Chad, Eritrea,

Guinea, Mali, Mozambique, Niger, and Nigeria—contra-

ceptive prevalence is 6% or lower (see Table 3).

Among six surveyed countries in the Near East and North

Africa, at least half of married women in Egypt, Jordan,

and Turkey use contraception. In contrast, prevalence is

lowest in Mauritania (8%) and Yemen (13%). Among the

eight surveyed countries in Asia, prevalence is highest in

Vietnam (75%) and lowest in Pakistan’s 1990~91 survey

(12%). (Recent estimates are that contraceptive prevalence

has risen to almost 30% in Pakistan (85).)

Among 16 surveyed countries in

Latin America and the Caribbean,

contraceptive prevalence is 75%

or higher in Brazil, Colombia,

Costa Rica, and Puerto Rico. In

contrast, in Haiti prevalence is

28%. Among 11 countries sur-

veyed in Eastern Europe and

Central Asia, contraceptive preva—

lence is more than 50% in all but

Georgia (41%).

Regional patterns among unmar-

ried sexually active women. in 35

of 45 developing countries with

applicable survey data, contra—

ceptive use among unmarried

sexually active women ages 15 to

49 is higher than among married

women by five percentage points

or more. Like married women,

most unmarried women who use

contraception rely on modern

methods (see Web Table C).

ly active women of reproductive age is at least twice as-

high as among married women, on average. More than

half of the difference is due to higher levels of condom

use among unmarried women. Contraceptive use among

unmarried women reaches 50% or more in 8 of 28 sur-

veyed sub-Saharan countries. (For discussion of contra-

ceptive use among young unmarried women, see p. 29.)

Similarly, in all but 3 of 17 countries surveyed in Latin

America and the Caribbean, and in all 4 countries in

Eastern Europe and Central Asia for which data are avail-

able, levels of contraceptive use among sexually active

unmarried women are equal to or higher than among

married women. The differences are less than in sub—

Saharan Africa, however, because contraceptive use

among married women elsewhere is much more wide—

spread than in sub—Saharan Africa. Comparable data are

not available for Asia or the Near East and North Africa.

Differences in Contraceptive

Use Among Groups

Differences in contraceptive use are primarily responsi-

ble for the differences in fertility among various groups of

women—whether grouped by age, education, or residence.

Age and number of children. Much like age differences

in fertility (see p. 7), contraceptive use among married

women usually rises from low levels at ages 15 to 19 to

peak at ages 30 to 39 and then falls (see Web Table D).

Contraceptive use tends to rise with parity (the number of

living children a woman has), but in some countries con-

traceptive use declines with increasing parity. Lower use

among women with five or more children can reflect

lower fecundity—and thus less Chance of becoming preg—

In Egypt a provider counsels a family planning Client. Among six surveyed countries in

the Near East and North Africa, including Egypt, contraceptive prevalence averages

45%. It is highest in Latin America, at 68%, and lowest in sub—Saharan Africa) at 15%.

in sub—Saharan Africa contracep-

tive use among unmarried sexuaL
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Village women talk on a street in rural Boliva. Amost everywhere con—
traceptive use is lower in rural than in urban areas. In countries where
contraceptive use is widespread, however, differences between rural
and urban areas tend to be smaller than where contraceptive preva-
lence is Iower—reflecting the spread of ideas, information, and services.

nant—as women near the end of their reproductive lives‘

In addition, many women with large families probably

rarely or never did use contraception in the past.

Women’s education. Women’s education is closely relat—

ed to contraceptive use (80), as it is to fertility (see p. 7).

Even after taking account of other factors, researchers

consistently have found that better educated women are

more likely to use contraception (38). While a husband’s

education also has a positive effect, it is less important

than the wife’s education (5, 11).

in all developing countries surveyed since 1990, contra—

ceptive use is higher among women with more education

(see Web Table D). Differences in contraceptive use by

education are greatest in sub-Saharan Africa, where total

contraceptive use is the lowest of any region (36). In con—

trast, in countries where contraceptive use already has

spread among virtually all groups—as in Bangladesh,

Colombia, Jamaica, and Mauritius—differences in con—

traceptive use by level of education are relatively small.

increases in formal education are not always necessary

for levels of contraceptive use to increase. Word of mouth

and mass communication often make people aware of

contraception and can spread the small-family norm

widely throughout a society.

Rural or urban residence. Perhaps the most consistent dif-

ference in levels of contraceptive use among groups is

between rural and urban women (75). in 59 of ()0 sur-

veyed developing countries, rates of contraceptive use

among married women in rural areas are lower than in

urban areas. The exception is Jamaica, where rural and

urban levels of use are equal. ln surveyed countries of

Eastern Europe and Central Asia, differences in contra-

ceptive use between rural and urban areas are quite

small, and in Armenia and Azerbaijan, use is higher in

rural than urban areas.
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As with differences in contraceptive use by level

of education, differences by rural or urban resi-

dence vary among countries. In countries where

contraceptive use is widespread, rural-urban dif-

ferences are smaller than where contraceptive

prevalence is low (36) (see Web Table D).

Intentions To Use Contraception

Surveys ask married women who are not current-

|y using contraception, including pregnant wom—

en, whether they intend to use it in the future. The

percentage who say that they intend to use con—

traception varies among regions, from about 41%

in the Near East and North Africa to 57% in Latin

America and the Caribbean (see Web Table E).

In sub-Saharan countries levels of intention to use

contraception average 44%, ranging from 14% in

Chad to 74% in Malawi. Among countries of

Eastern Europe and Central Asia, the lowest per—

centage of women who intend to use contracep-

tion is 36% in Armenia, and about 46% in the

region overall. About half of married women in

Asia intend to use family planning in the future,

from 15% in Pakistan to 73% in Nepal.

Intentions to use contraception vary among different

groups of married women. Women with more children

are more likely to intend to use contraception soon. Also,

while women early in their childbearing years may plan

to use contraception eventually, they are less likely to say

that they plan to use it soon, presumably because many

want to have more Children.

Reasons for not intending to use contraception. Surveys

also ask married women not currently using contraception

and not intending to use it for the main reason that they

do not intend to do so. They do not ask for reasons con—

sidered second or third but that nevertheless may be

important (92).

Except in sub—Saharan Africa, the main reason women

give for not using contraception is that they are at little

risk of becoming pregnant—that is, they are subfecund,

infecund, menopausal, or sterilized (see Web Table F). As

might be expected, many women say they do not intend

to use contraception because they are pregnant or be-

cause they want more children—the most frequent rea—

son given in sub-Saharan Africa.

Other main reasons often given include concerns with

contraceptive side effects—the single main reason that

women give in Ghana, Haiti, and the Philippines. In a few

countries reasons related to religion or opposition to family

planning by the respondents or others are also important.

Relatively few married women who are not using contra-

ception point to lack of knowledge of family planning

methods or their sources as the reason they do not intend

to use it in the future. Such responses are most common

in sub-Saharan Africa, averaging 10% and as high as 29%

in Chad. in developing countries as a whole, fewer than

1% of married women give reasons related to lack of

access to family planning, cost, or difficulties obtaining

specific contraceptive methods.

POPULATlON REPORTS



The specific contraceptive methods that women use vary

substantially from country to country. The method mix in

a country reflects many factors, including the availability

of various contraceptive methods and people’s awareness

of them, their cost, and where they can be obtained (see

p. 19). In addition, personal preferences, social norms,

and perceived acceptability of family planning use affect

contraceptive choices.

Four modern contraceptive methods—female sterilization,

oral contraceptives (OCs), injectables, and the intrauter-

ine device (lUD)——are the most widely used methods

among married women in surveyed developing countries.

Together they account for almost three—fourths of all con-

traceptive use (see Table 3, p. 10).

I

Female Sterilization

In surveyed developing countries, female

sterilization is the most popular method of

contraception overall: an unweighted

average of 9% of married women have

been sterilized‘(see Table 3, p. 10). Female

sterilization is the most widely used

method, however, in only 14 0f the 60 de—

veloping countries surveyed, all of them in

Asia or in Latin America and the Caribbean.

Sterilization is little used in the Near East

and North Africa or in sub—Saharan Africa.

As might be expected, in most countries

where its use is low, access to female

sterilization is limited or even nonexistent

(32, 93).

Levels of female sterilization remained

about the same between surveys in most of

the 38 developing countries with multiple

surveys since 1990 (see Web Table 3). in

three surveyed countries, however—India,

Colombia, and Nicaragua—use of female

sterilization grew by six or more percentage

points between surveys. In India this

increase accounted for the entire increase

in prevalence of modern contraceptive use

between surveys.

Among unmarried women of reproductive

age, use of sterilization is substantial in a

few countries of Latin America and the

Caribbean—including El Salvador at 26%

of unmarried sexually active women of

reproductive age and the Dominican

Republic at 24% (see Web Table C). These

lies. In surveyed countries of sub-Saharan Africa and

Eastern Europe and Central Asia, virtually no sexually

active unmarried women rely on sterilization. *

l

Oral Contraceptives

OCs are the second most widely used contraceptive

method among married women in developing countries

surveyed by the DHS and RHS. They are the most wide-

ly used method in sub-Saharan Africa and the second

most used method in the Near East and North Africa, Asia,

and Latin America and the Caribbean (see Table 3, p. 10).

OCs are the most widely used contraceptive in one-third

of surveyed sub—Saharan countries, although in only Cape

Verde, Mauritius, and Zimbabwe do more than 15% of

married women of reproductive age use this method.

Nonetheless, the level of OC use in Zimbabwe, at 36%,

is the highest of any country worldwide, reflecting the

emphasis that the national family planning program has

put on distribution of OCs throughout the country.

OC use among married women remained about the same

among most of the 38 developing countries surveyed

more than once since 1990 (see Web Table 3). Use in—

data include many sexually active wid-

owed or divorced women who chose ster-

ilization after they completed their fami-

Overall, four modern contraceptive methods—female sterilization, oral con—

traceptives, injectables, and IUDsware the most widely used among married

women in surveyed developing countries. Traditional methods are little used.
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creased most in Bangladesh, rising five percentage points

in the six years between surveys.

Among unmarried sexually active women, OC use is

often more common—and in many countries, much

more common—than among married women (see Web

Table C). In almost all surveyed countries with such data,

unmarried women are more likely to use OCs than are

married women. This statistic reflects the fact that few

unmarried women rely on sterilization.

I

lnjectables

lnjectables have become the third most commonly used

contraceptive method among married women in sur-

veyed developing countries, although still used by Qniy

about 5% of married women. in 15 countries surveyed

since 1990, mostiy in sub-Saharan Africa, injectabies are

the most popular modern contraceptive method among

married women (see Table 3, p. 10).
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Use of injectables is highest in South Africa, at 23% of

married women. Other countries in which injectables are

widely used include Indonesia, at 21% of married women,

and Mali, at 16%. Among unmarried sexually active wom-

en of reproductive age, use of i njectables exceeds 10% in

Kenya, Guatemala, Namibia, Niger, and Paraguay.

Among married women in developing countries with mui—

tiple surveys since 1990, use of injectables rose in every

country but Rwanda, by an average of three percentage

points. Use increased most in Malawi, by 14 percentage

points, in Peru, by 13 points, and in Haiti and Indonesia,

by 9 points (see Web Table 3).

The IUD

The IUD ranks fourth among family planning methods

used by married women in surveyed developing coun—

tries. IUD use appears to have increased in 14 of the 38

deveioping countries with two surveys since 1990, but

POPULATION REPORTS



the increases were small, on average less than half a per—

centage point.

The IUD is the most widely used method in the Near East

and North Africa (see Table 3, p. 10). In surveyed coun—

tries in Asia and sub—Saharan Africa, the IUD is little used.

The one exception is Vietnam, where 39% of married

women use the method, reflecting the government’s em-

phasis on providing it. China—which has not been part of

the DHS or RHS program but has conducted its own sur—

veys of contraceptive use—has high levels of IUD use, at

36% of all married women of reproductive age (114). The

IUD is the most widely used method in most of the sur—

veyed countries of Eastern Europe and Central Asia.

Among unmarried sexually active women in surveyed

countries, levels of IUD use are generally low. Exceptions

are Kazakhstan and Moldova, and several Latin American

countries including Ecuador, Honduras, and Nicaragua.

B

Male Condoms

Despite the importance of condoms for protection against

HIV and other sexually transmitted infections (STIs), reli—

ance on the male condom for family planning is rare among

married women in developing countries.5 Levels of con—

dom use reported by married women have not changed

substantially in recent years, based on data from the 38

developing countries surveyed more than once since 1990.

Among 60 surveyed developing countries, an average of

only 3% of married women say they rely on the male

condom for contraception (see Table 3, p. 10). In only

three countries do more than 10% of married women

report condom use for contraception—Mauritius at 13%,

Costa Rica at 16%, and Jamaica at 17%.

Among surveyed countries in Eastern Europe and Central

Asia, in the Czech Republic 19% of married women use

condoms for family planning, and in Ukraine 14%.

Condom use among unmarried women. Sexually active

unmarried women of reproductive age are much more

likely to report condom use than married women—on

average, 16 times more likely in sub-Saharan Africa, and

3 times more likely in Latin America and the Caribbean.

In 11 developing countries, levels of condom use are at

or above 20% among unmarried sexually active women

(see Web Table C).

In countries with at least two surveys of unmarried women

since 1990, condom use rose an average of seven per—

centage points. Increases have been considerable in Para-

guay, from 3% to 35% of unmarried women between sur—

veys in 1990 and 1998, and in Burkina Faso, from 12%

to 36% between 1993 and 1998—99.

Other Modern Methods

In surveyed developing countries relatively few women,

married or unmarried, use other modern contraceptive

5 Reported levels of condom use for family planning often differ
from levels reported for protection from STIs. This difference is par—
tially due to extramarital use of condoms. In recent surveys both
men and women are increasingly likely to report use of condoms
for protection against HIV/AIDS and other STIs (see forthcoming
Population Reports issue on findings from men’s surveys).
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methodswincluding male sterilization, vaginal methods

(diaphragm, cervical caps, and spermicides), implants, or

female condoms. Use of vaginal methods averages less

than 1% of total contraceptive use among women in all

regions. Implant use is highest among married women in

Indonesia, at 6%, and second highest in Haiti, at just 1%.

In no surveyed country do as many as 1% of married

women use the female condom for contraception.

Male sterilization. Aside from China and India, less than

1% of women surveyed in developing countries rely on

male sterilization for contraceptive protection. In India

the figure is 2%, and in China 8%. Male sterilization is

virtually nonexistent in surveyed countries of sub—

Saharan Africa and in the Near East and North Africa.

Nepal, at 6%, has the highest level of male sterilization

among all countries surveyed by the DHS or RHS (see

Table 3, p. 10).

Traditional Family Planning Methods

Use of the two traditional contraceptive methods, peri—

odic abstinence and withdrawal, varies widely among

surveyed countries. While levels of use generally are much

lower than for modern methods, in some countries sub-

stantial numbers of women use traditional methods.

Periodic abstinence. Among all surveyed countries, peri—

odic abstinence is most widely used in Bolivia, at 20% of

married women (see Table 3, p. 10). Despite low levels of

use in developing countries overall, periodic abstinence

is the most widely used method among married women

in 12 0f 30 countries in sub-Saharan Africa—nevertheless

averaging only 4%. In addition, in sub-Saharan Africa

about 10% of sexually active unmarried women of repro—

ductive age report use of periodic abstinence.

Withdrawal. In sub-Saharan Africa use of withdrawal

among married women averages only 2% but reaches

16% in Mauritius. In the Near East and North Africa use

of withdrawal averages 7% but reaches 24% in Turkey.

In Asia use of withdrawal averages 4% but reaches

12% in Vietnam. In Latin America and the Caribbean use

of withdrawal averages 3%, with little variation among

countries (see Table 3, p. 10).

In Eastern Europe and Central Asia, withdrawal is the

most widely used method, traditional or modern, in 6 of

11 countries surveyed. Levels of use are as high as 41%

in Azerbaijan. Many unmarried women in these countries

also report relying on withdrawal for contraception (see

Web Table C).

Lactational Amenorrhea Method (LAM)

Many women report using LAM as a contraceptive method.

Although women may believe they are using breastfeed—

ing as a means of contraception, studies show that in fact

the correct use of LAM is limited. For a mother to practice

LAM, she must fulfill three criteria: fully or nearly fully

breastfeeding; less than six months postpartum; and not

menstruating (41, 63). If a sexually active woman does

not meet all of these criteria, she is not correctly prac—

ticing LAM and is thus at risk of unintended pregnancy,

unless she is using another contraceptive method as well.
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Most breastfeeding women surveyed—from 50% in Peru

to 94% in MaIi—said they were relying on breastfeeding

to avoid pregnancy. Yet in 12 countries studied, few breast—

feeding women met the LAM criteria—from 3% in Haiti

to 20% in Mali (50).

In order to use contraception, people must know about it,

regard its use as beneficial, and be able to obtain the

methods that they want to use. Surveys find that aware—

ness of contraception is nearly universal among married

women in developing countries and that most people

approve of family planning.

In most countries the mass media, especially television

and radio, are a key source of Information about family

planning. Most women who know about contraception

also know where to obtain it. Sources of contraception,

whether public, private, or other, vary widely from coun—

try to country.

I

Awareness and Approval

In 37 of 60 developing countries surveyed, at least 95%

of married women know of at least one contraceptive

method (modem or traditional).6 In 36 countries, at least

95% know of at least one modern method (see Table 4).

Even in rural areas, 70% or more of married women are

aware of at least one modern contraceptive method ex-

cept in several African countries. Urban—rural differences

in awareness of contraception tend to be smaller than

urban—rural differences in contraceptive use. In 13 of the

60 surveyed countries, women in rural areas are as

likely as women in urban areas are to know of at least

one modern method. In I7 countries, however,

awareness of a modern method ranges from 15

to 42 percentage points higher among urban

women than among rural women. Of these 17

countries, 12 are in sub—Saharan Africa, the oth-

ers being Bolivia, Guatemala, Mauritania,

Pakistan, and Yemen (see Web Table (3).

Awareness of specific contraceptive methods

varies substantially among surveyed countries

(see Table 4). For instance, awareness of OCs is

widespread, but in a few countries fewer than

half of married women know about OCs. Simi—

larly, male condoms are among the best—known

contraceptive methods in the world, but in eight

surveyed countries fewer than half of married

women know of this method.

5 In the DHS respondents are first asked to name all con—
traceptive methods that they have heard of. They are

E

While awareness of at least one contraceptive method is

necessary for use, knowledge of a range of effective meth—

ods is essential to informed choice of family planning and

makes contraceptive use more likely. The option to switch

methods is central to continued use of family planning.

Having a range of methods helps people switch methods

when their needs change, rather than use one that has

become inappropriate or unsatisfactory or else discon—

tinue use of contraception altogether (128).

The average number of contraceptive methods that women

know about varies substantially among countries. At one

extreme, among countries surveyed by the DHS, in Chad

women know of an average of only 1.4 methods. At the

other extreme, in Bangladesh, Colombia, the Dominican

Republic, Jordan, and Peru, women are aware of an aver-

age of nine methods.

Approval of family planning. In 27 of 50 countries with

survey data, more than half of married women say that

they approve of family planning and think that their hus—

bands also approve of it (see Web Table H). Among 24

developing countries outside sub—Saharan Africa, only in

Mauritania, Pakistan, and Yemen does joint approval fall

below 50%.

Many women approve of family planning, while they

believe their husbands may not approve. In sub-Saharan

Africa approval among women, regardless of husband’s

approval, averages 74%. Elsewhere, women’s approval

ranges from 76% in the Near East and North Africa to

88% in Latin America and the Caribbean.

The Mass Media

Family planning programs often rely on mass media cam-

paigns to inform people about contraception and influ-

ence social norms concerning family planning. Television,

radio, and other mass media have a powerful influence

on people’s attitudes and behavior concerning family plan-

ning and fertility (I 3, 83).

In every surveyed sub-Saharan African country, radio

reaches far more women with family planning messages

maguonelndod

(15d)IeuopvuJaiw.

In Zambia two young men read for a peer education radio show. Radio,

television, and other mass media have a powerful influence on people’s
attitudes and behavior and on social norms concerning family planning.

then asked if they recognize any of the methods that they
did not mention spontaneously. Data in this report in—
clude both spontaneous and prompted responses.
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than television (see Table 5). Elsewhere, however, in 20

of 32 countries, especially in Eastern Europe and Central

Asia, more women get family planning information from

television. The reach of family planning messages broad-

cast through the mass media including both radio and tele—

vision has grown since 1990 (see Web Table 5).

Approval of family planning messages. Throughout the

developing world most women find family planning mes—

sages in the mass media acceptable, and levels of ap—

proval are rising. In all surveyed countries except Chad

and Pakistan, more than half of women say that mass

media family planning messages are acceptable—from

an average of 74% in sub-Saharan Africa to 91% in Latin

America and the Caribbean (see Table 5). The level of

acceptability increased in 8 of 10 countries with at least

two surveys since 1990 (see Web Table 5).

Availability of Family Planning

Recently, the DHS has begun the Service Provision Assess-

ment (SPA) surveys. These collect information on the avail—

ability and quality of care for family planning, sexually

transmitted infections, HIV/AIDS, child health, and mater—

nal health. The SPA surveys differ from their predecessors,

the Service Availability surveys, in that they collect data

from a nationally representative sample of all types of

facilities-from dispensaries to hospitals—in the public

and private sectors rather than from health officials and

community leaders.

The first two of these new assessments, in Kenya in 1999

and in Bangladesh in 1999—2000, found that 88% and

85%, respectively, of all health facilities in the two coun—

tries provided family planning services. In both countries

89% of health facilities provided injectables. In Kenya

88% provided condoms, and in Bangladesh, 96%. In

Kenya 51% provided the IUD, and in Bangladesh, 87%.

In Kenya only 11% of health facilities offered female ster—

ilization compared with 37% in Bangladesh (74, 99).

Service provision reports are near completion in Egypt,

Ghana, Mexico, and Rwanda and are planned elsewhere.

Knowledge of sources. The DHS household surveys meas-

ure individual perceptions of family planning availability.

In countries with such information, most women say they

know where to obtain a contraceptive method (36). For

example, in 9 of 11 developing countries outside sub—

Saharan Africa with applicable survey data, 90% or more

of married women know where to obtain at least one

modern method. The exceptions are Pakistan and Yemen,

where the figures are 45% and 27%, respectively (36).

In sub-Saharan Africa knowledge of sources varies wide-

ly among surveyed countries. In four countries over 80%

of married women know a source of modern contra-

ception. In six other countries, however/ fewer than half

know a source.

While most women who know about contraception also

know where to obtain it, in some countries there is a large

gap between awareness of a method and knowledge of its

source. In Burkina Faso, for example, 63% of married

women know of a modem contraceptive method, but only

28% know a source for it. Substantial gaps also exist in

Niger, Pakistan, Senegal, and Yemen (36).

POPU LATION REPORTS

Public, private, and other sources. The public sector is

the main supplier of contraception in developing coun-

tries as a whole (36). Nevertheless, in the Near East and

North Africa and in Latin America and the Caribbean,

private providers supply more than half of OCs and injec—

tions. In sub-Saharan Africa and in Asia, private sources

supply more than half of condoms.

Sources vary by type of contraceptive. In many countries

more than half of users of clinical methods, such as IUDs

and injectables, obtain them at a stationary government

facility. In contrast, outside sub-Saharan Africa private

pharmacies are a major source of methods such as con-

doms and OCs (36).

Along with contraceptive use, several other factors influ-

ence fertility levels directly (17). These ”proximate deter-

minants” of fertility include women’s age at first marriage

or first entry into any union (legal, consensual, or other-

wise), the length of the period of postpartum insuscepti-

bility to conception, and induced abortion.

These factors are especially important in explaining fer-

tility levels and fertility declines where access to family

planning information and services is poor and thus con-

traceptive use has not played an important role (15).

Some researchers contend that, as contraceptive use be—

comes so widespread that substantial further increases are

unlikely, the other proximate determinants will play rela-

tively more important roles in future fertility Changes (48).

In addition to these direct factors, of course, many other

factors—social, economic, and cultural factors and family

planning program effort—influence fertility. These, how-'

ever, are indirect in their influence. They affect fertility by

affecting one or more of the proximate determinants. For

example, increases in women’s status and educational

achievement are indirect factors. They often increase the

age at first marriage and the use of contraception, two of

the factors that affect fertility directly.

I

Age at First Marriage

The age at which a woman first experiences sexual inter-

course and is thus at risk of pregnancy and childbearing

has an important effect on fertility: the older her age, the

lower her potential lifetime fertility. Although some child-

bearing occurs before marriage, the age at marriage (or,

in some countries, age at the start of a consensual union)

often represents the beginning of regular sexual activity.

Among surveyed countries/ in North Africa and the Near

East the average age at first marriage has risen from below

18 for the oldest women (ages 45 to 49 at the time of sur—

vey) to 20.6 for women ages 25 to 29 (see Web Table I).

Less dramatic downward pressures on fertility are appar—

ent in sub—Saharan Africa and Asia, but not in Latin
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America and the Caribbean, where the median age at first

marriage seems to have been steady at almost exactly 20

years for two decades or more.

A rising age at first marriage helps lower the birth rate,

especially where there is little control of fertility within

marriage. While the precise relationship of age at mar—

riage to fertility is difficult to measure, surveys reveal a

strong inverse relationship between the average age at

marriage and the TFR in a country.

Not every married woman is at risk of pregnancy, while

some unmarried women are at risk of pregnancy because

they are sexually active (see p. 27). in a study of Nigerian

women in 1990, for example, 36% of married wOmen

reported that they were not sexually active—over 80%

due to postpartum sexual absti—

nence. At the same time, 38% of

unmarried women reported that

they were sexually active (26).

I

Postpartum lnsusceptibility

Postpartum insusceptibility to preg—

nancy includes postpartum amen—

orrhea, which occurs between the

birth of a child and the resumption

of ovulation, and postpartum absti-

nence from sexual intercourse. The

length of postpartum amenorrhea

depends primarily on the intensity

and length ofbreastfeeding (61, 105).

The period of postpartum insuscepti-

bility is longest by far in sub—Saharan

Africa; the median duration aver-

ages over 15 months. This long

duration reflects mainly postpartum

amenorrhea in all but 5 0f 28 coun- CarolineJacoby

Ukraine, and 40% in Kazakhstan have had at least one

abortion (see Web Table K). At the other extreme, in Haiti

only 7% of surveyed women report that they have had at

least one abortion. Reliable estimates of the level of abor—

tion do not exist for most countries, however. -

Generally, the percentages of women who report at least

one abortion are higher in urban areas and among more

educated women. Also, as might be expected, the per—

cent of women who have ever had an abortion rises with

women’s age. Analysis of DHS data from Kazakhstan, the

Kyrgyz Republic, and Uzbekistan however, found evi-

dence of declines in abortion: young women were more

likely to have used contraception after the birth of their

first child than the older generations, thus reducing abor-

tion levels among younger ages (137).

Rising contraceptive use eventually

reduces the abortion rate in countries

where abortion has been widely prac-

ticed (54, 67). In Central Asia and in

some countries of Eastern Europe, for

instance, as contraception becomes

more widely available, it appears to be

replacing abortion as a means of birth

control (101). Analysis of data from three

Central Asian republics estimated that

abortion rates would decrease between

13% and 20% for every 10% increase in

contraceptive prevalence (132, 137).

in Romania between 1993 and 1999,

the percentage of married women using

modern contraceptive methods increased

from 14% to 30% (see Web Table 3). At

the same time, the total induced abor-

tion rate (that is, the number of abor-

tions a woman would have in the course

of her reproductive years at today’s age-tries with data. The length of post-

partum insusceptibility is much

shorter in other regions (see Web

Table J). in all surveyed countries

In Nepal a young woman awaits her
marriage ceremony. Women’s age at
marriage is one of several impon‘ant
factors that, along with contracep—
tive use, affect fertility levels directly.

specific abortion rates) fell from 3.4 to

2.2 abortions per woman (102, 103)

(see Web Table K).

Reductions in abortion rates can occuroutside sub-Saharan Africa, the

period of postpartum amenorrhea

is longer than the period of postpartum abstinence.

Worldwide, in 30 countries with data from two surveys

since 1990, declines in the duration of postpartum insus-

ceptibility to pregnancy have typically been small (aver-

aging only one—halfof one month). The changes have had

little effect on fertility levels.

I

Induced Abortion

in countries where women are trying to limit their fertility

but where family planning services are inadequate, many

pregnant women seek abortions to avoid unintended

births (24, 58). in countries where abortion is legal and
well reported, as in Eastern Europe and Central Asia, sur-

veys find that the percentage of women who report hav—

ing had at least one abortion varies widely.

Rates of abortion are high in some countries. For exam-

ple, 47% of women in Armenia, 43% in Georgia and

20

without increases in overall contracep-

tive use if couples switch to more effective family plan-

ning methods. In Turkey abortion rates declined because

many women switched from traditional contraceptive

methods, with high failure rates, to modern contraceptive

methods. The result was fewer contraceptive failures and

thus less recourse to induced abortion (54, 101).

I

Infertility

Surveys suggest that problems of infertility are especially

serious in sub-Saharan Africa. Infertility is hard to define

(16)/ however, and even harder to measure. The level of

”primary infertility” can be defined as the percentage of

women who have never given birth and who are unable

to produce a live birth. The minimum level of primary

infertility is estimated at about 3% (22). The level of ”sec-

ondary infertility” represents the percentage of women of

reproductive age who have given birth but who are no

longer able to do so (16).
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Levels of primary infertility are measured by the percent—

age of women who are childless after a given number of

years of marriage (usually seven) or, for women who have

reached the end of their childbearing years, the percent-

age who are childless. Levels of primary infertility are

highest in Central and West Africa—including Cameroon,

Central African Republic, Chad, Niger, and Nigeria (65).

Levels of secondary infertility are measured by the per—

centage who have given birth but have not had a child

within a given number of years (usually seven) (65).

Levels of secondary infertility vary more among countries

than do levels of primary infertility. They are considerably

higher, as well. For example, levels of secondary infertil—

ity for women ages 20 to 44 are above 20% in

Cameroon, Central African Republic, Lesotho, Mauri-

tania, and Mozambique (65). Levels among surveyed

sub—Saharan countries are lowest in Burundi, Rwanda,

and Togo, at about 5%.

Widespread infertility can have a substantial effect on a

country’s fertility rates. For example, if the low infertility

levels of Burundi were found in the countries that cur—

rently have much higher levels, fertility rates in those coun—

tries might be as much as one Child or more higher (65).

I

Comparing the Direct Influences

Of all the direct influences on fertility, contraceptive use

is the single most important for reproductive heath policy-

makers and program managers. Nevertheless, other prox-

imate determinants are important influences on fertility

and could affect future fertility levels. For example, a ris-

ing age at first marriage has contributed to recent declines

in fertility in many countries, especially in Asia and in the

Near East and North Africa (124).

One study of the relative importance of the different prox—

imate determinants of fertility in four sub-Saharan coun-

tries found that fertility declines were larger than would

be expected based upon increases in contraceptive use

rates alone. While increases in contraceptive prevalence

accounted for the largest proportion of the declines, other

factors also contributed directly (15).

These factors included use of more effective contracep-

tives, some delay in initiation of marriage and sexual rela—

tions, and lower coital frequency among women wanting

no more children or wanting to delay the next child. The

mix of these factors was different in the different coun—

tries, but all played a role to some degree in reducing fer-

tility levels (15, 58).

Increasingly, married women of reproductive age in de—

veloping countries want to stop having Children. More

women, too, are having the number of children they

want at the time they want them and are avoiding unin—

tended pregnancies. Still, many women have more chil-

dren than they want, and many who do not want to

become pregnant are sexually active but nevertheless

not using any contraceptive method—despite the risk

of pregnancy.

POPU LATION REPORTS

I

Reproductive Intentions

The DHS and RHS programs ask nonsterilized women

whether they want to have more children and, if so,

whether they want to have another child soon or to delay

childbearing for at least two years. Replies to these ques—

tions provide the basis for data on reproductive inten-

tions—whether a woman does not want to have any

more children (limit births), wants to have a child but not

for at least two years (space births), or to have a child

within two years. Data on reproductive intentions can

help programs estimate future demand for family plan-

ning services and are useful in making projections of pop—

ulation growth (135).

Overall, the percentage of married women in developing

countries who want to continue having Children is about

equal to the percentage who want to stop having children.

In 27 of 60 developing countries surveyed, more than

50% of married women of reproductive age want to end

childbearing. In sub—Saharan Africa, however, only in Cape

Verde, Kenya, Mauritius, and South Africa do a majority of

surveyed women want no more children. In the region an

average of one-third of married women want to end

childbearing (see Table 6, next page).

Among 30 surveyed developing countries outside sub—

Saharan Africa, only in Mauritania do a majority of mar-

ried women want to continue having children, whether

soon or after at least two years. In Latin America and the

Caribbean three women in every five want to end child—

bearing; nearly as many women in Asia report the same.

In the Near East and North Africa about half no longer

want to have children. In Eastern Europe and Central Asia

this level is 63%.

Trends. The percentage of married women who want to

end childbearing rose at least 10% in 13 of 37 develop-

ing countries with multiple surveys since 1990. Half of

such countries are in sub—Saharan Africa. In most other

countries reproductive intentions changed little since 1990.

A few countries saw dramatic increases in the percentage

of women who want to stop having children, especially

considering the short time between surveys since 1990.

In Malawi in 1992, 25% of women reported that they did

not want to have any more children; in 2000, 42% (see

Web Table 6). I

Desired Family Size

In the DHS (but not the RHS) women with children7 are

asked, ”If you could return to the time when you did not

have any Children and could choose the number of chil-

dren you have in your whole life, how many would that

be?” Women without Children7 are asked, ”If you could

choose exactly the number of children to have in your

whole life, how many would that be?” Responses to these

questions provide data about desired family size.

Changes in desired family size can indicate how social

norms about fertility are changing (9, 135).

7 Ever—married women are asked this question in countries that do
not survey unmarried women (in Asia and the Near East and
North Africa). Data in this section, Table 6, and Web Table 6
report these data only for married women in order to facilitate
cross—national comparisons.
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Region, Country & Year 3 5:

SUB-SAHARAN AFRICA

Benin 2001 .......................... 24
Burkina Faso 1998—99 ........ 2O
Cameroon 1998 ...... 34
Cape Verde 1998 ................ 8
Central African Rep. 1994—95 36
Chad 1996—97...................... 33
Comoros 1996 .................... 24
Céte d’Ivoire 1998—99 ........ 29
Eritrea 1995 ........................ 21
Ethiopia 2000 ...................... 22
Gabon 2000 ........................ 26
Ghana 1998 ........... 18
Guinea 1999 ........... 35
Kenya 1998 ............. 14
Madagascar 1997 ................ 21
Malawi 2000 ........................ 16
Mali 2001 ........... 26
Mauritius 1991"................. 3
Mozambique 1997 ........... 35
Namibia 1992 ............. 26
Niger 1993 ......... 33
Nigeria 1990 ............... 31
Rwanda 2000 ................ 15
Senegal 1997 ...................... 24
South Africa 1998 .............. 16
Tanzania 1999 .................... 28
Togo 1998 .......................... 19
Uganda 2000—01 ................ 19
Zambia 1996 ...................... 25
Zimbabwe 1999 .................. 19

median 24
mean (unweighted) 23

Egypt 2000 .......................... 1 3
lordan 1997 ...................... 1 6
Mauritania 2000—01 ............ 28
Morocco 1992 .................... 1 8
Turkey 1 998 ........ 11
Yemen 1997 ........................ 1 7

median 1 7
mean (unweighted) 17

ASIA -
Bangladesh 1999—2000c ...... 1 2
Cambodia 2000.................... 9

Desired number of children. Among 50 developing coun—

tries surveyed since 1990, married women say they want

an average of 4.7 children (see Table 7). This average

conceals a large difference between sub-Saharan Africa

and other regions. Outside sub-Saharan Africa desired

family size averages 3.3 children. In contrast, among the
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38 12 21
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29 14 16
3O 7 26
46 8 1O
33 16 15
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aWomen who want no more and those who are sterilized.

Table 6. Desire for More Children

Among Married Women Ages 15—49, 1990—2001
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ASIA (continued)

India 1998—99 .................. 1 5 1 3 3 28
Indonesia 1997............... 16 25 9 46
Nepal 2001 .............. 1 2 1 7 3 44
Pakistan 1990—91 ........... 23 18 1 6 36
Philippines 1 998 ................ 1 2 1 9 5 51
Vietnam 1997.................... 5 16 5 66

median 1 2 1 7 5 45
mean (unweighted) 1 3 1 8 9 45

LATIN AMERICA & CARIBBEAN
Belize 1999 ...................... NA NA NA 28
Bolivia 1998 ...... 9 13 3 65
Brazil 1996 ............... 7 1 2 3 32
Colombia 2000 ..... 11 15 2 42
Costa Rica 1993 ................ 8 29 3 39
Dominican Rep. 1996 ...... 14 18 2 22
Ecuador 1999 .................... 11 1 7 3 46
El Salvador 1998 .............. 8 24 3 33
Guatemala 1998—99 ........ 11 22 6 41
Haiti 2000 ........................ 13 21 6 54
Honduras 2001 ............. 7 35 1 39
Iamaica 1997 ................ 1 0 28 11 39
Nicaragua 2001 ..... 1O 22 1 39
Paraguay 1998b ..... 12 37 4 40
Peru 2000 .................. 9 1 9 2 55
Puerta Rico 1996 .............. 1O 18 2 20

median 1 0 21 3 39
mean (unweighted) 10 22 3 39

ALL DEVELOPING COUNTRIES

median 1 6 28 6 36
mean (unweighted) 18 27 7 36

EASTERN EUROPE & CENTRAL ASIA
Armenia 2000.................... 8 9 6 72
Azerbaijan 2001” ...... 14 9 2 68
Czech Rep. 1993” .............. 13 8 8 68
Georgia 1999” .................. 21 7 7 63
Kazakhstan 1999 .............. 12 13 12 55
Kyrgyz Rep. 1997 .............. 12 26 1O 45
Moldova 1997" ..... . 22 13 4 58
Romania 1999" ......... 18 9 4 66
Turkmenistan 2000 .......... 13 17 10 53
Ukraine 1999’” .................. 6 8 11 74
Uzbekistan 1996 .............. 1 3 24 1 O 51

median 1 3 9 8 63
mean (unweighted) 1 4 1 3 8 61

”Data for women ages 15—44.
‘Data for women ages 10—49.

Population Reports

Aresterilized
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WanttoEnd childbearing"
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28 sub—Saharan African countries surveyed, desired fam-

ily size averages 5.7 children.

In all sub-Saharan countries with data except South Africa,

women/s desired number of Children exceeds 4, reaching

as many as 85 in Chad and Niger. Elsewhere, women

want more than four Children only in Jordan, Mauritania,

POPU LATION REPORTS



Desired Wanted Total Total Desired Wanted Total Total
Table 7 Family Fertility Fertility Unwanted Family Fertility Fertility Unwanted

Region, Country & Year Size Rate Rate Fertility Region, Country & Year 5'19 Rate Rate Fem’lt)’
. SUB-SAHARAN AFRICA ASIA

DESIred Benin 2001 .................. 5.2 4.6 5.6 1.0 Bangladesh
7 » Burkina Faso 1998—99 .. 5.9 5.7 6.4 0.7 1999—2000b ........ 2.5 2.2 3.3 1.1
F 'l Cameroon 199B .......... 6.5 4.3 4.8 0.5 Cambodia 2000.... 3.9 3.0 3.8 0.8
aml y Central African _ India 1998—99 ...... 2.7 2.1 2.8 0.7
0 Rep. 1994—95 ............ 6.7 4.7 5.1 0.4 Indonesia 1997.... 2.9 2.4 2.8 0.4

S I28 Chad1996—97....... 8.5 6.1 6.4 0.3 Nepal2001 .......... 2.6 2.5 4.1 1.6
Comoros 1996 ............ 5.7 3.7 4.6 0.9 Pakistan 1990—91 4.1 4.3 4.9 0.6

Among C(?te d’lvoire 1998—99 .. 5.9 4.5 5.2 0.7 Flyilippines 1998 .. 3.5 2.7 3.7 1.0
M d Eritrea 1995 ................ 6.6 5.7 6.1 0.4 Vietnam 1997 2.5 1.9 2.3 0.4

arr’6 Ethiopia 2000 5.8 4.7 5.5 0.8 medlan 2.8 2.4 3.5 1.1
Women Gabon 2000 ................ 5.4 3.5 4.2 0.7 ( 71mm,

hana 1998 ................ 4.6 3.6 4.4 0.8 unweig ted) 3.1 2.6 3.5 0.9A es 15—49 C .
g / Gumea 1999 ............. 5.9 5.0 5.5 0.5 LATIN AMERICA & CARIBBEAN
1990—2001 Kenya 1998 .................. 4.1 3.5 4.7 1.2 Boh-w-a 1998 2 8 2 5 4 2 1 7

Madagascar 1997 ........ 5.7 5.2 6.0 0.8 Brazil 1996 """" 2'5 18 2'5 0'7
Malawi 2000 ................ 5,3 5.2 6.3 1_1 Colombia 26‘0"”""" 2‘5 1'8 26 0.8

Desired and wanted Mali 2001 .................... 6.5 6.1 6.8 0.7 D . . ' ' ' '
fertili data not - omlmcanavailalZle forms Mozgqblque 1997. ....... 6.2 4.7 5.2 0.5 Rep. 1996 ........ 3_4 25 32 0.7

. Namibia 1992 .............. 5.7 4.8 5.4 0.6countries. . GuatemalaNiger 1998 .................. 8.5 7.0 7.2 0.2a . . 1998—99 .............. 3.7 4.1 5.0 0.9
The difi‘erence N'ge’“ 799" """ 6'2 5'8 6'0 0'2 Haiti 2000 .......... 3.3 2.8 4.7 1.9between the total Rwanda 2000 nu . . 5.0 4.7 5.8 1.1 Nicaragua 2001"" 32 2.3 3.2 09
and wanted fertility Senegal 1997................ 5.7 4.6 5.7 1 .1. Peru 2000 ............ 2.6 1.8 2.8 1.0rates. South Africa 1998 ........ 3.3 2.3 2.9 0.6 .. median 3.0 2.4 3.2 0.8" Data f0, women Tanzania 1999 .............. 5.7 4.8 5.6 0.8 mean
3 es 70—49 Togo 1998 ............. .n 4.9 4.2 5.2 1.0 ‘
g Uganda 2000—01 .......... 5.1 5.3 6.9 1.6 (""we'ghted) 3'0 2'4 3'5 1'1

Zambia 1996 ................ 5.7 5.2 6.1 0.9 All DEVELOPING COUNTRIES
Zimbabwe 1999 .......... 4.3 3.4 4.0 0.6 median 4.8 4.1 4.8 0.7

median 5.7 4.7 5.5 0.8 mean
mean (unweighted) 5.7 4.7 5.5 0.8 (unweighted) 4-7 3-9 4.7 0.8

NEAR EAST & NORTH AFRICA EASTERN EUROPE & CENTRAL ASIA
Egypt 2000 .................. 2.9 2. 9 3.5 0.6 Armenia 2000 ,,,,,, 2,8 1.5 1.7 0,2
[ordan 1997 ................ 4.2 2.9 4.4 1.5 Kazakhstan 1999 .. 3.0 1.9 2.0 0.1
Mauritania 2001—01 6.8 4 1 4.5 0.4 Kyrgyz Rep. 1997.. 3.9 3.1 3.4 0.3
Morocco 1992 ............ 3.9 2.7 4.0 1.3 Turkmenistan 2000 3] 27 2.9 02
Turkey 1998 ................ 2.5 1.9 2.6 0.7 Uzbekistan 1996 ,, 3,8 3,1 3,3 0,2
Yemen 1997 ................ 4.5 4.6 6.5 1.9 median 3.7 2.7 2.9 0.2

Population Reports median 4.1 2.9 4.2 1.3 mean
mean (unweighted) 4.1 3.2 4.3 1.1 (unweighted) 3.4 2.4 2.7 0.3

Pakistan, and Yemen. In no surveyed country do married

women report their desired family size at or below

replacement-Ievel fertility (for a definition see p. 3).

Trends. On average, desired family size tell about 0.2

children among married women in 32 developing coun—

tries with more than one survey since 1990 (see Web

Table 7). Declines were 0.5 children or more in six sub-

Saharan African countries and in Yemen. The only sub—

stantial increase between surveys was in Rwanda; desired

family size rose from 4.4 Children in 1992 to 5.0 in 2000.

Changes in desired family size in the 19905 reflect a con—

tinued Iong-term trend of wanting smaller families. In the

19805 surveys in many countries reported substantial de-

clines in women’s family size preferences compared with

data from the World Fertility Survey in the 19705 (97,

136). Still, in many countries, desired family size—and,

concurrently, fertility rates~remain substantially above

the rates in developed countries.

POPULATION REPORTS

Wanted and unwanted fertility. Despite increases in con-

traceptive use, many women stili do not achieve their fer-

tility goals. Among 50 developing countries surveyed since

1990, married women have an average of nearly one

child more than they want (see Table 7, last column). A

birth is considered wanted if the number of living children

at the time of conception is less than the desired number

of Children reported by a respondent.

Levels of unwanted fertility depend on the proportion of

women who want no more children and how many of

them succeed in preventing another birth (19). These data

are used to calculate the ”wanted fertility rate”—the fer—

tility rate in a country if there were no unwanted births—

and also the ”unwanted fertility rate.” The wanted fertility

rate is calculated the same way as the total fertility rate

(TFR) (see p. 3 for calculation of the TFR) but does not

count unwanted births. The unwanted fertility rate is the

difference between the TFR and the wanted fertility rate.
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Why are married women having more children than they

desire? Unwanted fertility tends first to rise and then to

fall as countries move through the demographic transi-

tion (19). During early stages of the transition, when fer—

tiiity is high, most women want many children and thus

little unwanted fertility exists. In Niger, for example,

unwanted fertility rates are among the lowest of all devel—

oping countries, at 0.2, while the TFR is the highest found

in the surveys, at 7.2, and only 5% of married women use

contraception.

Unwanted fertility levels tend to be particularly large in

the middle stages of the transition to lower fertility. As

more women want to have smaller families, levels of

unwanted fertility rise. This trend occurs because desired

family size falls faster than contraceptive use increases. in

Haiti, for instance, women have about two more children

than they say they want, the TFR is 4.7, and 28% of mar-

ried women use contraception.

Then, in the later stages of the transition, as more and

more women use contraception, unwanted fertility fails

along with fertility itself. In Indonesia, for example, unwant-

ed fertility averages 0.4 children per woman, the TFR is

2.8, and 57% of married women use contraception.

In Indonesia an outreach agent poses outside a health Clinic.

Despite rising levels of contraceptive use, programs need to

reach millions of women with unmet need—that is, those

who want to avoid pregnancy but do not use contraception.

24

Unmet Need for Family Planning

Around the world more than 620 million married women

were using contraception in 2000, Population Reports

estimates—almost 500 million in developing countries.

Millions of other women, married and unmarried, are not

using contraception, however, even though they are sex-

ually active and want to avoid pregnancy. Such women

are considered to have unmet need for family planning

(133, 134).

The DHS and RHS calculate unmet need somewhat dif—

ferently, but these differences are small and thus data on

unmet need are comparable. As calculated in the DHS, the

unmet need category includes: fecund women (women

who are able to produce live offspring) who are sexually

active and are not using contraception but who say they

want to limit or space their births; women who are preg—

nant but whose pregnancies are unwanted or mistimed

due to lack of contraceptive use at the time of conception

(not including contraceptive failures); and postpartum

women who are not yet menstruating and whose

pregnancies were unintended. The RHS calcula-

tion is similar but does not include women who

are currently pregnant with an unintended preg-

nancy, nor does the calculation include postpar—

tum women.

In 1996 an estimated 102 million married women of

reproductive age in developing countries had

unmet need for family planning (88). in 2000 a

new estimate calculated that 105 million married

women and 8 million unmarried women in devel-

oping countries had unmet need (94).

While the percentage of women with unmet need

fell in many countries in the 19905, the number of

women of reproductive age increased. Thus the

number of women with unmet need changed little

(94, 133).

Based on DHS and RHS survey data for 60 devel-

oping countries, an estimated unweighted average

of 21% of married women of reproductive age

have an unmet need for family planning: 12% for

limiting births and 9% for spacing. Among devel-

oping regions, the level is highest in sub-Saharan

Africa, at 24%. it is lowest in Latin America and the

Caribbean, at 16% (see Table 8).

Unmet need among married women is greatest

in Haiti, at 40%, and Yemen, at 39%. At the

other extreme, unmet need among married

women falls below 10% in Brazil, Colombia, Costa

Rica, indonesia, Mauritius, Puerto Rico, and

Vietnam.

in sub~5aharan Africa about two-thirds of unmet

need among married women is for spacing births,

a statistic that reflects the fact that the majority of

married women want to continue having children

(see p. 21). in other developing regions levels of

unmet need for spacing births are about half of

total unmet need. (For more on spacing births, see

POPULATION REPORTS



Table 8

Unmet

For
Spacing Limiting TotalRegion, Country & Year

SUB—SAHARAN AFRICA

For For For
Region, Country & Year Spacing Limiting Total

ASIA (continued)
Benin 2001 ................ 18 10 27 Cambodia 2000............ 1 7 1 5 3 3

; da f Burkina Faso 1998—99 19 7 26 India 1298—99--- 8 8 16
7' Nee 0r Cameroon 1998.......... 13 6 20 Indonesm 1997 . 4 5 9

. O l Cape Verde 199 brC " 4 10 14 N883, 2001 .................. 11 16 28
' Fam| y Centra, African Rep_ Palflftaq 1990—91 ........ 16 15 32

: . 1994—95 ................ 12 5 16 Pljlhppmes 1998 ---------- 8 1 1 1 9
P Iann I ng Chad 1996—97 ............ 7 3 10 Vietnam 1997 ---------- 4 4 7

Comoros 1996 ............ 22 13 35 median 8 9 1 7

C618 d’Ivoire 1998—99 20 8 28 "'93" (""WE'ghte") ‘0 1 0 20
Percentage Eritrea 1995 .............. 21 6 28 LATIN AMERICA & CARIBBEAN

Among Married Ethiopia 2000 ............ 22 14 36 39",”? 1999” ---------------- NA NA 21
W Gabon 2000 .............. 20 8 28 3‘1"?” 1993 ----- 7 19 26
omen Ghana 1998 .............. 11 12 23 3’31" 15196 ----------- 3 5 7

Ages 1 5—49 Guinea 1999 .............. 16 8 24 co’ombfa 200” ----------- 3 4 6
’ Costa Rica 1993 " .......... 2 3 5Kenya 1998 ................ 14 10 24 , .

1 990—200 1 Madagascar 1997_______ 14 11 26 Dom1n1can Rebp. 1996 .. 7 5 1 3

_ Malawi 2000 .............. 17 13 30 Ecuador 1999 -------------- 1 3 6 1 9
NA = Nat ava'lab’e Mali 2001 .................. 21 8 29 5’ SH’VadO’ 1993” -------- 11 12 23
R0W5 may not add due to Mauritius 1991681........ 1 5 6 Guatemala 1998—99 12 11 23
rounding Mozambique 1997______ 17 6 23 Half! 2000 .......1.,............ 1 6 24 40

. , Namibia 1992 ........... 15 7 22 H0"‘1"’as 200' - NA N A 11
Unme}; need defined 3; fecund/ Niger 1998 14 3 17 [amalca 1997b ...... 7 7 1 4
sexua y active marrle women , , """" -
Who are not using contraception Nigena 1990 .............. 16 5 21 glcaragua $222.... - -- 3 Z 1;
but who say they want to limit Rwanda 2000 .............. 24 12 36 araguay 1 l """""

or space their bifihs; women Senegal1997 .............. 26 9 35 Per" 2000 -------------------- 4 7 10
who are pregnant but whose South Africa 1998 . ‘ 5 1O 1 5 Puerto Rico 1996” ........ 2 2 4
pregnancies are unwanted or . ' median 7 7 1 4mistimed; andpostpartum Tanzama 1999 ............ 14 8 22 mean (unwei ht d 7 9 16

_ To 0 1998 .............. 21 11 32 g 9 1women who are not yet men g
struating and whose pregnancies Uganda 2001 .............. 21 14 35 FOR A“- DEVELOP'NG COUNTRIES
were unintended Zambia 1996 .............. 19 8 27 median 12 8 21

b Unmet need defined as fecund, Zimbabwe 1999.......... 7 6 13 mean (unweighted) 1 2 9 21
sexually active married women median 16 3 25 EASTERN EUROPE & CENTRAL ASIA
who are not usmg contraC€ptI_on mean (unweighted) 16 3 24 Armenia 2000 .............. 3 9 1 2
but who say they want to limit Azerbaijan 2001M 3 9 1 2

1h ' b‘rrh . """"C or space :Irf I S . d NEAR EAST & NORTH AFRICA Czech Rep. 1993“........ 4 11 15

111312232 1515315438325 13553337:::::::::::::::: 3 3 11 080981999“ ------------ 6 17 23based on a declared desire for Mauritania 2000-01 23 9 32 Kazakhstan 1999 .......... 4 5 9
additional children or not. M 1992 " 9 11 20 Kyrgyz Rep. 1997 ........ 5 7 1 2

.1 Data for women ages 75—44- T 02064310998 ............ 4 6 1O Moldov'a 1997b" .......... 3 3 6

.. Data for women a es 10—49 ur ey """" Romania 1999“ .......... 2 4 6
g ' Yemen 1997...u.u..u..... 17 21 39 Turkmenistan 2000 ...... 5 5 10

1316193" 8 3 17 Ukraine 199991 ............ 5 12 1 7

""33" (""We'gh‘ed) ‘0 1° 21 Uzbekistan 1996 .......... 7 7 14
Population Reports ASIA median 4 7 12

Bangladesh 1999—20009 8 7 15 mean (unweighted) 4 3 12

Population Reports, Birth Spacing: Three to Five Saves

Lives, Series L, No. 13, Summer 2002.)

Unmarried women. Among unmarried women, whether or

not sexually active, unmet need for family planning is sub—

stantially higher in sub—Saharan Africa than in other

regions, at 10%, compared with 1% to 2% in Asia, the

Near East and North Africa, and Latin America and the

Caribbean (94). Unmet need among unmarried women is

lower than for married women because many unmarried

women are not sexualiy active, whiie those who are sex-

POPULATION REPORTS

uaily active tend to use contraception more than married

women (94) (see p. 11).

Trends. Among 37 countries surveyed more than once ‘

since 1990, unmet need feii an average of 14%. As noted,

levels of unmet need typically rise as more and more

women want to control their fertility and then fall as more

and more women use contraception to do so (134). 1n

Senegal and Uganda, for example, unmet need grew

about 20% between surveys. 1n contrast, declines of 40%

or more took place in Colombia, Egypt, Ghana, and

Honduras (see Web Table 8).
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Region,Country8:Year

%Reporting
AnyPremarital

Intercourse“ All
Women 15—19

SUB—SAHARANAFRICA Benin2001 BurkinaFaso
1998—99

Cameroon1998 CapeVerde1990“...... CentralAfricanRep.
1994—95

Chad1996-97.. Comoros1996 Céted’Ivoire
1998—99

Eritrea1995 Ethiopia2000. Gabon2000... Ghana1998 Guinea1999. Kenya1998 Madagascar1997 Malawi2000.............. Mali2001 Mozambique2001“.. Namibia1992 Niger1998................ Nigeria1990 Rwanda2000 Saneal1997 Sou!Africa1998 Tanzania1999

.-

Togo1998 Uganda2000—2001.. Zambia1996

mean(unweighted)

ASIA Cambodia2000 Philippines1998..

41 23 42 39 32 13
8 29

1

All
Women 20—24

55 31 57 78 49 18 16 68
6

10 73 54 29 66 54 40 3O 63 68 31 3O 20 15 79 54 69 44 54 56 54 45

Medianageatfirstsexualintercourse:theage bywhichhalfofthepopulationinthatage grouphadbecomesexuallyactive. Medianageatfirstmarriage:theageatwhichhalf oflhepopulationinthatagegroupwasmarried.

Table9.YoungAdultPtémaritalSex‘ualvAttiVitVandMarriage,1990—20011

%ReportingMedianAgeMedian%Reporting
SexualActivityinatFirstSexualAgeatFirstAnyPremarital theLast4WeekslntemaurseMamagna

UnmarriedUnmarriedAllAllAllAll
WomenWomenWomenWomenWomenWomen 154920.2420.2420.24Region,Country&Year15—1920—24

LATINAMERICA8:CARIBBEAN Belize1999“..6768 Bolivia1993....1339 Brazil19962447 Colombia20003059 CostaRica1993a............2148 DominicanRep.1996920 Ecuador1999.1845 ElSalvador1998a2042 Guatemala1998—99.724 Hai1120002554 Honduras2001”....1838 lamaica1997a519O1 Nicaragua2001..............922 Paraguay1998“..............3062 Peru20001544 PuertoRico199632546

median2146

mean(unweighted)2447

ALLDEVELOPINGCOUNTRIES

median2546

mean(unweighted)2542

EASTERNEUROPE&CENTRALASIA Armenia200001O0 Azerbaijan2001a03-——-—--1—— CzechRep.1993a5497NANA Georgia1999“..02120.9b Kazakhstan1999......12261320.0

1 4

KyrgyzRep.1997............270119.5 Moldova1997“144O321NA Romania1999a2258123219.5 Turkmenistan200001O021.911 Ukraine1999”........3073153617.8 Uzbekistan1996.020019.7

median271119.720.7

mean(unweighted)122841019.820.7

"Lessthan50%oftherespondents’Datafrom1991survey. ages20—24and25—29weremar—‘7Includesvisitingrelationships. riedbyage20or25;dataarefor“Datafrom1995-96survey. womenages30—34.NA=Notavailable
5Datafrom1999survey.PopulationReports

%ReportingMedianAgeatMedianAge
SexualActivityinFirstSexualatFirst

MMMS—mm. UnmarriedUnmarriedAllAll
WomenWomenWomenWomen 15—1920—2420—2420—24

132817.219.1

1917.0
619.6

2318.7 2818.4

19.4f 18.7 19.3 18.7 19.0 18.2 18.2

1517.1
918.1

1517.9h 1119.6 21NA 1018.7 1218.5

18.0 20.9b 21.0” 21.4b 20.4f 19.5 21.3 20.3 19.5 20.6b 19.0 17.0g 18.7 20.2h 21.9b 180 20.3 19.9

17.6 18.6 19.0

1322 204516.3 1737

x—v—[\NOOKONNNOLDNFMOOfi'anl-O

174016.0
720 3

819.7b

17.4 16.3 20.4b

2446
01 24

2547 1O21 1131

16.2 17.9 18.1 16.2 17.5 16.0

91617.3 91617.0 71217.1
122715.9 183316.05 17

1 6 1 2

19.7h 17.6 18.1 20.4b 19.3 16.6 20.2'“ 18.8 18.2 16.7 17.4C 24.9d 15.7 17.8 21.0b 19.9 24.7" 19.0 18.8‘“ 17.7 18.5 19.7.2 18.8 18.9

CONQLONVN

17.5

1917.9

19.1 19.3

\9‘—

CO0

2918.6
415.7

3417.0
220.3h 519.3

173717.8 153616.9 203317.2
81716.7

132016.6
51618.9e

122217.1 112417.2

19.7h 21.5b 17.7

19.8b 21.5" 21.0 20.9" 20.7b 19.5 20.0 22.1 22.0b 20.0 19.8

O119.9“19.9b 0122.8"22.7h

“Firstintercourseisconsideredpremaritaliftheageoffirstsexualex- perienceislessthantheageatmarriage.Forcountriesmarkedwith“, themonth,year,andrelationshipwithpartnerisaskedaboutfirstinter- course.Ifthepartnerisreportedashusband,intercourseisclassified aspremaritalifitoccurredatleastonemonthbeforemarriage.

1’Lessthan50%oftherespondents
ages20—24weremarried/had intercoursebyage20;dataare forwomenages25—29.

CDatafrom1997survey.



The DHS and RHS programs increasingly are surveying

unmarried youth8 in addition to married couples. The great

majority of survey data about unmarried young women in

developing countries come from sub—Saharan Africa and

Latin America and the Caribbean.9 Few comparable surveys

in other developing countries include unmarried women.

Surveys in Eastern Europe and Central Asia include data

for unmarried women as well as married women.

Such surveys since 1990 show that, in sub-Saharan Africa

and Latin America and the Caribbean, although the propor—

tion of young women having premarital sex has changed

very little, the average length of time between young

women’s onset of sexual activity and marriage is increas—

ing. In sub—Saharan Africa the gap is widening because

women are marrying later. In Latin America and the Carib-

bean women are starting to have sex at younger ages than

in the past. Surveys also find that a growing percentage of

sexually active unmarried young women are using contra-

ception, especially condoms, which protect against both

pregnancy and most sexually transmitted infections (STls),

including HlV/AlDS.

I

Sexual Activity

Surveys ask women ages 15 to 24 whether they have ever

had sex. Answers provide information about the proportion

who have ever been exposed to the risks of pregnancy and

STls. Surveys also ask whether young women have been

sexually active within four weeks before the survey (as an

indication of whether they are currently sexually active).

Premarital sexual experience. Among adolescent women

(ages 15 to 19), reported levels of premarital sexual expe—

rience are slightly higher in sub-Saharan Africa (29%)

than in Latin America and the Caribbean (24%). Half or

more of surveyed adolescent women in Belize, Gabon,

Jamaica, and Togo report having sexual experience

before marriage. In contrast, in the three Asian countries

whose surveys include comparable data, levels of pre—

marital intercourse among women ages 15 to 19 are neg-

ligible (see Table 9).

Among 30 developing countries with more than one sur-

vey since 1990, levels of adolescent premarital sexual

experience remained about the same. Repeat surveys in

Colombia and Paraguay reported increases of 18 and 12

points respectively. In contrast, levels in Ghana fell 19

points—nearly by half—between 1993 and 1998 (see

Web Table 9).

8 The terms ”youth,” ”adolescents,” and ”young people” are de—
fined variously. For example, WHO refers to people between the
ages of 10 and 19 as adolescents and the larger age group 10 to
24 as young people. This issue of Population Reports uses the
term “adolescents” for women ages 15 to 19, and ”youth” or
“young women” for those ages 15 to 24.

9 The standard DHS questionnaire covers all married and unmar—
ried women ages 15 to 49 except where countries restrict cover-
age by age or marital status. The RHS program conducts the
Young Adult Reproductive Health Surveys (YARHS) in countries
that request such a survey, Also, a young adult module is part of
the standard RHS, including unmarried women where requested.
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A11 data tables pubfished1n this report(Tab1es 1—14) aiSo ,

appear as Web Tables on the Internet With additional data

included from EarfierDHSand RHS shrveys for conn—

tries with more than one Survey since 1990. Thus, for ,

‘exathple,’ “Web Table 5” is cémparabl'e to“Table 5”111

this report but with data from earlier surveys as well as

the most recent. I11 add1tion,thé fo1loWi11g 11 supple- ‘

mentafy data tables appear on the Internet but 110t 111 the

punth report, as fofloWs:

Supplementary DataTableS

Web Table A. Total Fertility Rates and Age-SpSCifio 1 1

Fettflity R‘a’tes,’A11 Wémen Ages 15—49, 1990—2001

Web Table B.fTotal Fertility RatEs, All Women Ages.

15—49, by Education and Residence,1990—2001

.Web Table C. Contraceptive Use,Un1narr1¢d, Sexuafly

Active Women Ages 15—49, 1990—2001

Web Table D. Contraceptive Use by Women’s Charac—

tenstics, Married Women Ages 1549,1990—2001 ‘ ' "

Web Table E Intention to Use Contraception, M31fied

Women Ages 1549,1990—2001

Web Table F. Reasons for Nonuse of Contraception,

Married Women Ages 15—49, 1990—2001

Web Tab1e G Knowledge of Modern Contraceptives,

MamedWomen 15—49, by Women8 Characteristics,

1990—2001

Web Table H. Attitudes of Couples Toward Family

Planning, 1990—2001 ,

Web Table 1. Age at First Marriage, Married Women 1

Ages 1549,1990—2001

Web Table 1. Breastfeeding and Postpartum

Insusceptibility, Married Women Ages 15—49,

1990—2001

Web Table K. Abortion Rates, Manied Women Ages

15—49, 1990—2001

27



HarveyNelson

As might be expected, unmarried women ages 20 to 24

are more likely than women ages 15 to 19 to be sexually

experienced. In sub-Saharan Africa and in Latin America

and the Caribbean, nearly half of surveyed women ages

20 to 24 report having had premarital intercourse. Levels

reach nearly four of every five such women in Cape

Verde and South Africa. In Latin America and the Carib-

bean women ages 20 to 24 are two to three times more

likely to have had premarital sex than women ages 15 to

19 in every country except Belize (see Table 9, p. 26).

Among women ages 20 to 24, the percentage reporting

premarital intercourse increased only slightly (an average

of four points) in sub-Saharan Africa in the 16 countries

with trend data since 1990. In Latin America and the

Caribbean premarital sexual activity among women ages

20 to 24 increased about 8 percentage points during the

19905, rising in all 13 surveyed countries except Jamaica

(see Web Table 9).

Eastern Europe and Central Asia differ substantially in lev-

els of premarital intercourse among young women. In

Central Asia and the Caucasus the levels are negligible

except in Kazakhstan. In Eastern Europe half of women

ages 15 to 19 in the Czech Republic and half or more of

women ages 20 to 24 in the Czech Republic, Romania,

and Ukraine had sex before marriage (see Table 9, p. 26).

Recent sexual activity among unmarried women. Few

unmarried women ages 15 to 19 report recent sexual

activity (that is, in the four weeks before being surveyed),

according to data for 47 c0untries—11% in sub~Saharan

Africa and 5% in Latin America and the Caribbean.

Levels of recent sexual activity among adolescent women

are highest in Cameroon, Cote d’Ivoire, Gabon, and Togo,

28

In many surveyed sub—Saharan countries, married women under

the age of20 have low levels of contraceptive use, at an average

73%. In this region sexually active unmarried women ages 15

to 19 are three times as likely as married women in the same

age group to use contraception. Around the world, most young

women become sexually active only after they marry or enter a

union. Nevertheless, many become sexually active beforehand.

at between 20% and 25%. In contrast, the highest

levels among unmarried adolescents in Latin

America and the Caribbean are 10% in Brazil and

Colombia, and 11% in Jamaica (see Table 9, p. 26).

Recent sexual activity is considerably more com—

mon among unmarried women ages 20 to 24 than

among younger unmarried women. The level aver—

ages 24% in sub-Saharan Africa and 12% in Latin

America and the Caribbean.

While average regional levels of recent sexual

activity among unmarried youth changed little since

1990, a few countries reported large changes.

Levels of current sexual activity fell by one-half

among adolescents in Ghana between 1993 and

1998. In Colombia the levels rose from 3% to 10%

between 1990 and 2000 among unmarried adoles—

cents and from 10% to 28% among the older

group (see Web Table 9).

I

Ages at Sexual Onset and Union

Most young women become sexually active only

after they marry or enter a formal union, but, as

noted, many become sexually active beforehand.

Even in conservative settings couples who are

about to marry often start sexual intercourse before

the marriage date (140).

First intercourse. Among women ages 20 to 24 in

46 developing countries surveyed since 1990, the medi-

an age at first intercourse is about 18 years. The median

age at first intercourse is the age at which half of the

women in this age group became sexually active.

The lowest median age at first sexual experience among

all surveyed countries is in Niger, at age 15.7, while the

average for 29 sub-Saharan African countries surveyed is

approximately 17 years. In Latin America and the Carib—

bean the median age at first intercourse is between 18

and 19 among women. In Eastern Europe and Central

Asia the median age at first intercourse is about 20 (see

Table 9, p. 26).

The median age at first intercourse increased by about

two months, on average, among 15 sub—Saharan African

countries with more than one survey since 1990 (see

Web Table 9). In Senegal, however, the median rose 18

months between surveys in 1992—93 and 1997. Senegal

has launched a number of programs focusing on youth, in—

cluding promoting safe sex through the media and street

theater, providing HIV prevention and health education

in schools, offering life skills training, and trying to reach

out—of-school youth and youth in the military (4, 110, 127).

In Latin America and the Caribbean the median age at

first intercourse fell by about seven months overall in the

12 countries with multiple surveys. The only increases

were in Bolivia and Guatemala.

First union. In sub-Saharan Africa as a whole, about half

of women ages 20 to 24 have married by about age 19

(or have entered a legal, consensual, or_ similar union).

Among sub-Saharan countries the median age at mar—

riage is lowest in Niger at age 15.7. In surveyed countries

of Latin America and the Caribbean, the median age at

POPULATION REPORTS



first marriage is about 20, and in Eastern Europe and

Central Asia nearly 21 (see Table 9, p. 26).

In sub-Saharan Africa overall the median age at marriage

rose by about four months among 15 countries with more

than one survey since 1990. It increased most in Senegal

(see Web Table 9).

Time between sexual onset and marriage. In sub—Saharan

Africa the average time between median age at first sex-

ual intercourse and the median age at marriage is 1.7

years. In South Africa, where the median age of marriage

is nearly 25, the time between onset of sexual activity

and marriage is 6.9 years, the longest time among coun—

tries surveyed in any region.

In Latin America and the Caribbean the average differ—

ence between the median ages at sexual debut and mar-

riage is 1.4 years. It is longest in CoIombia, at 3.0 years.

In Eastern Europe the average difference is between two

and three years, while in most of Central Asia there is lit—

tle or no difference.

Among 14 sub-Saharan countries with repeat surveys since

1990, the average time between median age at first inter-

course and median age at first marriage increased by three

months, largely because women are delaying marriage.

Among 12 Latin American and Caribbean countries sur-

veyed, the average increase was eight months, largely

because women are starting sex younger (see Web Table 9).

In Eritrea the median age at marriage is younger than that

at first intercourse. In some cultures girls traditionally are

married at young ages, and the couple waits to consum—

mate the marriage until the wife reaches menarche (73, 82).

Young Adult Contraceptive Use

In surveyed countries the highest levels of contraceptive

use are among unmarried, sexuaIIy active women ages

20 to 24; the lowest levels are among adolescent mar—

Table 10

Contraceptive Use

Among Young Women

Unweighted Averages of

Country Data, 1990—2001

ried women (ages 15 to 19). Particularly in sub-Saharan

Africa and South Asia, young married women often face

cultural expectations and social pressure to ”prove” their

childbearing abilities to their families and their husbands’

families immediately (73, 82). As a result, few married

adolescents use contraception.

Conversely, sexually active young unmarried women

have strong motivation to avoid pregnancy, and so they

tend to use contraception (70). Still others—married 0r

unmarried—may want to use contraception but face bar-

riers to obtaining family pIanning because of their young

age and unmarried status (51, 60, 106).

In sub—Saharan Africa married women ages 15 to 19 have

particularly low levels of contraceptive use, at about 13%

(see Table 10). Among unmarried sexually active adoIes-

cents, however, the level of contraceptive use reaches

39%. In the region some 20% of married women ages 20

to 24 use contraception compared with 49% of sexually

active unmarried women in the same age group.

Unmarried women most often use condoms, while mar—

ried women most often use OCs or traditional methods.

In Latin America and the Caribbean an average of 39% of

married women ages 15 to 19 use contraception. By

comparison, 60% of sexually active unmarried women

this age use contraception. Women ages 20 to 24 are

even more Iiker to use contraception, at 52% of married

women and 69% of sexually active unmarried women.

Among married women, pills and injectables are the

most widely used; among unmarried women, piIIs, con-

doms, and traditional methods.

In Eastern Europe and Central Asia nearly 30% of married

adolescents use family pIanning, mostly traditionaI meth-

ods. Eight of every 10 unmarried sexually active adoles—

cents use a family planning method; half use condoms.

Among married women ages 20 to 24, IUDs and tradi-

tional methods are most used, while unmarried women

this age rer on condoms as well as traditional methods.

% Currsing 7

Any Tradi- Con- Other
Region Method tional' OCs“ IUD dom Modern‘

SUB-SAHARAN AFRICA

Married 15—19 ........ 1 3 4 4 2
Unmarried 15—19 39 10 5 20
Married 20—24 ........ 20 5 7 2
Unmarried 20-24 49 1 5 1O 1 7

NEAR EAST 81 NORTH AFRICA

Sub—Saharan Africa: Data for 30 countries.
Married 15—19 ........ 1 8 5 6

9Married 20—24 ........ 29 7
Near East & North Africa: Data for 6 countries.

Asia: Data for 8 countries.

Latin America & Caribbean: Data for 16 countries.

Eastern Europe & Central Asia: Data for 17 countries.

ASIA

a Withdrawal and periodic abstinence.

’3 Oral contraceptives.

‘ Includes injectables, implants, vaginal methods,
and female condom.

Married 15—19 ........ 19 3

Married 20—24 ........ 34 6

LATIN AMERICA & CARIBBEAN
Married 15—19 ........ 39 8 15
Unmarried 15-19.... 59 17 11

Married 20—24 ........ 52 8 18

Unmarried 20—24 69 13 20

6

9

EASTERN EUROPE & CENTRAL ASIA
Numbers may not add due to rounding. Married 15-19 ........ 28 1 3

Unmarried 15—19.... 79 17

Population Reports

POPULATION REPORTS

2

I 1

Married 20—24 ........ 47 19 4

Unmarried 20—24 49 16 8



Currently
Married/

Table 1 1

Region, Country & Year

SUB-SAHARAN AFRICA

Benin 2001 ................ 82

Burkina Faso 1998—99 69

Cameroon 1993 ........ 69
Cape Verde 1998 ...... 79

Central African

Rep. 1994—95 .......... 67
Chad 1996—97 ............ 77

Comoros 1996 78

Céte d’Ivoire 1998—99 80

Eritrea 1995 ..............

Ethiopia 2000

Gabon 2000 ......
Ghana 1998 ......

Guinea 1999 ......

Kenya 1998 ................
Madagascar 1997 ...... 78

Malawi 2000 .............. 79

Mali 2001 ..........
Mauritius 1991 .......... 74

Mozambique 2001 65

Namibia 1992 ............ 78

Niger 1998 ................ 68

Nigeria 1990 .............. 71

Rwanda 2000 ..... 79
Senegal 1997.............. 65

South Africa 1998 ...... 50

Tanzania 1999 ............ 74
Togo 1998 .................. 77

Uganda 2000—01 ........ 84

Zambia 1996 .............. 84

Zimbabwe 2001 .......... 78
median 75

mean (unweighted) 73

Adolescent

Childbearing,

1990—2001

Percentage of

Women Ages

75—19 Who

Have Begun

Childbearinga

Countries in Asia and
in the Near East and North
Africa are excluded because
only ever-married women
were surveyed.

NA = Not available

3 Women who are pregnant
or have had a Child.

NEAR EAST & NORTH AFRICA

Mauritania 2000-01 .. 54

Morocco 1992 ............ 5 8

ASIA

Cambodia 2000 .......... 64
Philippines 1 998 ........ 79

Population Reports

Comparable survey data for Asia and for the Near East

and North Africa are available only for married youth. In

both regions about one-fifth of married adolescent

women use contraception, as do nearly one—third of mar-

ried women ages 20 to 24.

Trends in contraceptive use. Contraceptive use among

unmarried sexually active young women has increased

substantially since 1990, according to repeat surveys in

26 devetoping countries. Contraceptive prevalence

among unmarried women ages 15 to 19 increased by an

average of 5 percentage points in sub—Saharan Africa and

by 21 points in Latin America and the Caribbean.

In particular, sexually active unmarried adolescents were

twice as likely to use condoms at the time of the later sur—

vey than at the earlier one (see Web Table 10). Increases

in condom use accounted for neariy all of the increase of

contraceptive use in sub—Saharan Africa and 61% in Latin

America and the Caribbean.

30

In Union married Total

Currently
Married/ Un-

Region, Country & Year In Union married

LATIN AMERICA & CARIBBEAN

Belize 1999 .............. 78 NA 15

2 25 Bolivia 1997 ............ 89 14

10 31 Brazil1996 .............. 82 18

18 Colombia 2000 ........ 84 1 9

Costa Rica 1993 ...... 77 1 7

Dominican Republic

Un-
Total

3 22

\IOOU'ILN
36
39

9

31

23

23

20

25

22

18

23

24

25

16

13

18

19

19

Ecuador 1999 .......... 85

El Salvador 1998 83

1 6 Guatemala 1998—99 78

3 3 Haiti 2000 .............. 86

1 4 Honduras 2001 ........ 66

3 7 lamaica 1997............ 61

21 Nicaragua 2001 ...... 77

3 6 Paraguay 1998 ........ 71

3 3 Peru 2000 ................ 84

40 Puerto Rico 1996 100

9 median 80

28 mean (unweighted) 80
22
43 ALL DEVELOPING COUNTRIES

2 8 median 77 6 22

2: mean (unweighted) 75 7

16 EASTERN EUROPE & CENTRAL ASIA

26 Armenia 2000 .......... NA NA

g? Azerbaijan 2001 ...... 40

31 Georgia 1999 .......... 67

21 Kazakhstan 1999 ...... 7O

26 Kyrgyz Republic

26 1 997 .................... 71

Moldova 1997 .......... 65

0 Romania 1999 .......... 64

0 Ukraine 1999 .......... 64

Uzbekistan 1996 ...... 73

median 66

mean (unweighted) 64

G‘NNU‘IVOVKOU‘INWO‘N

Levels of contraceptive use grew 6 percentage points

among sexually active unmarried women ages 20 to 24

in sub-Saharan Africa and 18 points in Latin America and

the Caribbean. Greater condom use was again responsible

for most of the increase in contraceptive use in sub—Saharan

Africa and 57% in Latin America and the Caribbean.

In the face of the HlV/AIDS epidemic, many countries

have focused on increasing young people’s access to and

use of condoms. In Colombia, for example, the nation—

wide family pianning program PROFAMILIA has increas—

ingly integrated sexual and reproductive health services

into their clinics, including focusing on the needs Of

youth (55). Between 1990 and 2000 condom use in

Colombia grew from 3% to 28% among unmarried sexu-

aHy active adolescent women, and from 4% to 28%

among unmarried sexually active women ages 20 to 24

(see Web Table 10). '

Similarly, in Senegal condom use increased from 15% to

29% among unmarried sexually active adolescent

POPULATlON REPORTS



women and from 7% to 41% among such women ages

20 to 24 between the 1992—93 survey and the 1997 sur-

vey. Recently, Senegal has made substantial efforts to pro—

mote condom use among young people (4). (For more

information on HlV/AIDS among young people, see

Population Reports, Youth and HIV/AIDS: Can We Avoid

Catastrophe?, Series L, No. 12, Fall 2001.)

Adolescent Childbearing

Worldwide, each year an estimated 15 million births take

place among women ages 15 to 19 (7). Adolescent child—

bearing can pose particular health risks to mothers and

their newborn children. Women under 20 years of age

are more likely to experience maternal complications

than women ages 20 and above (40, 143). Early Child-

bearing can be especially perilous where anemia and

malnutrition are common and where access to trained

obstetrical care is poor (61, 107).

Unintended pregnancies, particularly among unmarried

women, may lead to unsafe abortions (70). Complications

of unsafe abortion account for 40% to 54% of all maternal

deaths in Ethiopia, Myanmar, Senegal, and Trinidad and

Tobago, for example (1).

Among 50 developing countries surveyed, an average of

23% of adolescent women, including both married and un-

married women, have given birth or are pregnant (see Table

11). Adolescent childbearing is most common in sub-

Saharan Africa, at 26% of women ages 15 to 19. In the

Central African Republic, Chad, Guinea, Madagascar,

Mali, and Niger, over one—third of adolescent women are

pregnant or have had a child.

On average, among 16 surveys in Latin America and the

Caribbean, 19% of all adolescent women have begun

childbearing. The levels are highest in El Salvador and

Nicaragua, at 25%. In nine countries suweyecl in Eastern

Europe and Central Asia, about 8% of adolescent women

are mothers. (Survey data for most countries in Asia,

North Africa, and the Near East are available only for

married adolescents and thus are not comparable.)

Most adolescents who are married or in a union have

begun childbearing. in Latin America and the Caribbean,

on average, 80% of married adolescents have begun

childbearing, and in sub—Saharan Africa, 73%. Among all

developing countries surveyed, South Africa has the

lowest proportion Of married adolescents who have

begun bearing children, at 50%.

Among unmarried adolescents in 49 developing coun—

tries with data, an average 01‘ about 7% have started

childbearing. In 13 of 30 sub—Saharan countries with data

since 1990, however, between 10% and 25% of unmar—

ried adolescents were pregnant or had had a Child. Else-

where, the highest level of childbearing among un-

married women ages 15 to 19 is in Nicaragua, at 10%.

Trends. Average levels of childbearing among adolescents,

whether married or unmarried, have remained virtually

unchanged, according to data from 29 countries with

multiple surveys since 1990. Levels of adolescent child-

bearing have declined substantially, however, in Ghana,

Mozambique, and Uganda (see Web Table 11).
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In Ghana reducing levels of adolescent childbearing has

been a high priority in recent years. The government adopt—

ed a national Adolescent Reproductive Health Policy,

and youth centers opened to provide information on fam-

ily planning, reproductive and sexual health, and STls

and their treatment (6, 45, 84).
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During the 19905 an average of 11 million children under

age five died each year in developing countries, down

from 20 million annually fout decades earlier. In sub—

Saharan Africa, however, deaths to children under five

nearly doubled during this time, rising from an estimated

2.3 million per year to 4.5 million per year(117). In 2000,

43% of the world’s child deaths were among children liv—

ing in sub-Saharan Africa, compared with 14% in 1960

(118).

Despite improvements in child survival in many devel-

oping countries, other countries have yet to meet the

goals for reducing infant and child mortality set for 2000

at the 1990 World Summit for Children. Among these

goals was reducing levels of infant mortality (the proba—

bility of a child dying between birth and age one) and

under—five mortality (the probability of a child dying

between birth and age five) either by one-third or to

between 50 and 70 deaths per 1,000 births, whichever

was less, by 2000 (123).

in surveys conducted from 1990 to 2001 , 30 of 56 coun-

tries had achieved the World Summit goal for infant mor-

tality, and for under—five mortality, just 19. In Cameroon,

Kenya, and Haiti infant mortality levels fell to between 50

and 70 deaths per 1,000 births in their first surveys of the

19905, but then rose above these levels by the next surveys.

Countries have failed to reach the World Summit goals

for various reasons. Among them are reduced commit-

ment to Childhood immunization programs, conflicts and

Civil strife, and mother—to—child transmission of HIV (130,

142). in contrast, breastfeeding practices have improved

in many countries since 1990, with more mothers adher-

ing to feeding practices beneficial to infant and Child

health and survival.

Infant and child survival rates are linked to fertility rates

(10, 43, 59). A study of 23 sub-Saharan African countries

concluded that differences in child survival rates aC-

counted for much of the differences in fertility rates

among countries in the 19805 and 19905 (61). One rea—

son is that when many of their children die, couples have

strong motivation to have many children.

Before the demographic transition occurs in a country,

mortality levels among infants and chiIdren alike are

high. Deaths to Children between one and five years

account for most of under—five mortality levels. When

mortality and fertility rates fall during the transition,

deaths to children between one and five years decrease

more rapidly than among infants under twelve months.

As countries make improvements in child health care,

infant deaths will begin to account for most of the under—

five mortality. Thus programs that have substantialiy

improved chiId survivaI—immunization, oral rehydration

therapy, treatment for acute respiratory infections—will

need to be joined with greater efforts to improve infant

survival, such as improved maternal health services and

better nutrition during the early weaning period (14).

Infant Mortality

Among 56 developing countries surveyed since 1990, for

every 1,000 children born, an average of 68 die by age

one. Infant mortality rates vary widely within and among

developing regions. On average, infant mortality IeveIs

are highest in sub-Saharan Africa (at 87 infant deaths per

1,000 births) and lowest in Latin America and the

Caribbean (at 39 per 1,000). Among countries, infant

mortality is highest in Mozambique, at 135 deaths per

1,000 births, and lowest in Colombia, at 21 deaths per

1,000 births (see Table 12).

Among 37 developing countries with more than one sur-

vey since 1990, infant mortality rates improved in 12 but

worsened in 6. (Changes of fewer than 10 deaths per

During the past decade an average of 11 million Children

under the age of five died each year in developing countries.
1,000 births are not statistically significant and thus can—

not be considered to reflect reaI changes in the mortality
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rate (96).) In sub—Saharan Africa infant mortality im—

proved only in Ghana and Malawi; it deteriorated most in

Céte d’Ivoire and Rwanda (see Web Table 12).

Elsewhere, average regional levels of infant mortality im-

proved by between 16% and 19% from one survey to the

next. In Bangladesh, Belize, Indonesia, Nicaragua, and

Peru, infant mortality rates fell between 20 and 29 deaths

per 1,000 births in the 6 to 9 year period between subse—

quent surveys. Of 28 surveyed countries outside sub—

Saharan Africa, all except Cambodia, Haiti, Mauritania,

Pakistan, and Yemen have reduced infant mortality to lev—

els set as goals for 2000 at the World Summit for

Children.

Infant mortality levels range widely among the nine

countries with data in Eastern Europe and Central Asia,

from as few as 14 deaths per 1,000 births in Ukraine to

as many as 74 in Azerbaijan and Turkmenistan. Infant

mortality is higher in Central Asia and the Caucasus than

in Eastern Europe. With the exception of Kazakhstan,

where infant mortality rates may have increased, infant

mortality levels generally have decreased in the region

since 1990.

Under-Five Mortality

During the 19905 under—five mortality levels and trends

were similar to those in infant mortality. The same dis-

eases that cause the deaths of many infants also kill many

children after infancy but before they reach the age of

five. Differences in under—five mortality among 56 devel-

oping countries surveyed, however, are greater than dif—

ferences in infant mortality.

% of
Children

Deaths 12—23
W Months
Ages Ages Fully

Region, Country & Year 0.1 0—5 Immunized“

ASIA

Bangladesh 1999—2000 66 94 60
Cambodia 2000................ 9 5 1 24 40
India 1998—99.................. 68 95 39
Indonesia 1997 ................ 46 58 55
Nepal 2001 ...................... 64 91 66
Pakistan 1990—91 ............ 86 112 35
Philippines 1998 .............. 35 48 73
Vietnam 1997 .................. 29 38 50

median 65 93 53

mean (unweighted) 61 83 52

LATIN AMERICA & CARIBBEAN

Belize 1999...................... 22 26 NA
Bolivia 1998 .................... 67 92 26
Brazil 1996 ...................... 39 49 73

Colombia 2000 ................ 21 25 52
Dominican Rep. 1996 ...... 47 57 39
Ecuador 1999 ........'.-. ........ 30 39 77
El Salvador 1998 .............. 35 43 77
Guatemala 1998—99 ........ 45 59 6O
Haiti 2000........................ 80 119 34

Honduras 2001 ................ 34 45 89
Nicaragua 2001 .............. 31 40
Paraguay 1995-96e .......... 27 33 50

Peru 2000 ........................ 33 47 56
median 34 45 58

mean (unweighted) 39 52 59

% of
Children

Deaths 12—23
mm: Months
Ages Ages Fully

Region, Country & Year 0—1 0—5 lmmunized"

SUB-SAHARAN AFRICA

Benin 2001 .................... 89
Burkina Faso 1993—99 .. 105 219 29
Cameroon 1998 ............ 77 1 51 3 6

Cape Verde 1998 .......... 31 42 3 7

Central African Rep.
1 994—95 ...................... 9 7

Chad 1996-97 .............. 1 03 194 11
Comoros 1 996 .............. 7 7 1 O4 5 5
Céte d’lvoire 1998—99.. 1 12 181 51

Eritrea 1995 .................. 66 1 36 41

Ethiopia 2000................ 97 1 66 1 4
Gabon 2000 .................. 57 89 1 5

Ghana 1998 .................. 5 7 1 08 62
Guinea 1999 ................ 98 1 77 32
Kenya 1998 .................. 74 1 12 60
Madagascar 1997.......... 9 6 1 59 3 6
Malawi 2000 ................ 1 O4 189 70
Mali 2001...................... 113 229 29

Mozambique 1 997........ 1 3 5 201 47
Namibia 1 992 .............. 5 7 84 5 8
Niger 1998.................... 123 274 1 8

Nigeria 1 990 ................ 8 7 1 93 2 9
Rwanda 2000 ................ 1 07 196 76
Senegal 1 997 ................ 68 1 39 49c
South Africa 1 998 ........ 45 5 9 63
Tanzania 1999 .............. 99 147 68
Togo 1 998 .................... 80 146 31

Uganda 2000—01 .......... 88 152 37 AU DEVELOPING COUNTR’ES
Zambia 1996 ................ 109 197 78 @993" 57 "’4 50
Zimbabwe 1999 ............ 65 102 64 mean (unwe'ghl‘ed) ‘38 111 49

median 89 158 41 EASTERN EUROPE & CENTRAi ASIA

mean (unweighted) 87 1 54 45 Armenia 2000 .................. 36 39 71
Az " 2001 .............. 74 88 NA

NEAR EAST 3‘ NORTH AFR’CA 65:21:19,999 .................. 43 46 NA
Egypt 2000 .................... 44 54 92

Kazakhstan 1999.............. 6 2 71 73
lordaq 19.97 .................. 2 9 34 21 Kyrgyz Republic 1 997 ______ 61 72 70
Mauntanm 2001 ............ 70 1 04 3 2 Romania 1999.................. 30 32 NA
Mama" 7992 -------------- 57 76 76 Turkmenistan 2000 .......... 74 94 85
Turkey 1998 ................ 43 52 46 Ukraine 1999 .................. 14 14 NA
Yemen ’997 ------------- 75 105 28 Uzbekistan 1996 .............. 49 59 79

medtan 50 65 39, median 49 59 73
mean (unweighted) 53 71 49 mean (unweighted) 49 57 76

Table 12

Infant and

Childhood

Mortality

: , and Immu-

; nization

Rates,

1 990—2001

NA: Not available

160 59

158 37

a For the five—year period
preceding the survey.

[7 . . ’
According to Immunlza -
tion cards and mother‘s
reporting.

C Data for 1992—93
(immunization data NA
for 1997).

d For children 18—29
months.

6 For the ten—year period
preceding the survey;
data for 1998 survey
NA.
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In sub—Saharan Africa under—five mortality is two to three

times the average for any other region, at 154 deaths per

1,000 births. Poverty, the spread of infectious diseases

including an upsurge in TB and HIV/AIDS, increases in

levels of malnutrition, and limited medical services con—

tribute to the continued high levels of under—five mortali—

ty in the region (118).

In over half of the 29 countries surveyed in sub-Saharan

Africa, under—five mortality rates exceed 150 deaths per

1,000 births. Under—five mortality levels are over 200 in

Burkina Faso, Mali, and Mozambique and reach 274 per

1,000 births in Niger. Among 27 surveyed countries in

other regions, the highest under—five mortality rates are be—

tween 104 and 124 deaths per 1,000 births in Cambodia,

Haiti, Mauritania, Pakistan, and Yemen (see Table 12, p. 33).

Among 37 developing countries with more than one sur—

vey since 1990, under—five mortality rates fell In 17,

increased in 6, and remained about the same in 14. In

Asia under—five mortality In the five countries with multi—

ple surveys decreased substantially. In Latin America and

the Caribbean, where under—five mortality rates are lower

than in other developing regions, mortality declined sub—

stantially in 7 of 12 countries with two or more surveys

since 1990.

The six countries with increases in under—five mortality

rates are in sub-Saharan Africa: Burkina Faso, Cameroon,

C6te d’Ivoire, Kenya, Rwanda, and Zimbabwe. In three

other sub—Saharan countries, however—Malawi, Niger,

and Uganda—substantial improvements in child survival

occurred in the 19905 (see Web Table 12).

I

Impact of HIV/AIDS

AIDS will take the lives of 3.7 million children before age

five in Africa between 1995 and 2015, the UN estimates.

In countries hit hardest by AIDS—Botswana, Kenya,

Lesotho, Malawi, Namibia, South Africa, Swaziland,

Zambia, and Zimbabwe—projected under—five mortality

rates are as much as two to three times higher than they

would be in the absence of AIDS (113). Even in countries

where the full impact of the HIV/AIDS epidemic has yet

to be felt, further reductions in child mortality are unlike-

ly as AIDS deaths overwhelm advances made against

other causes of death (3).

One study using DHS trend data for 25 countries since

1990 estimated that in countries with high HIV preva—

lence rates, HIV was responsible for a substantial propor—

tion of under—five deaths—from 13% in Tanzania to 61%

in Zimbabwe (2). Other researchers have estimated that

increases in the prevalence of HIV/AIDS offset improve—

ments in child survival in Tanzania between surveys in

the 19905 (71 ).

In all 25 countries studied, however, HIV/AIDS was not

the most important factor affecting under—five mortality

rates. A family’s social and economic circumstances and

the country’s medical infrastructures were more impor—

tant (2). Another study, covering 39 sub—Saharan coun-

tries, found that in Botswana, Namibia, Swaziland,

Zambia, and Zimbabwe over 30 deaths per 1,000 births

among children under five were due to HIV, while in 18

other countries HIV caused fewer than 10 deaths

per 1,000 births (130).

Child Immunization

The 1990 World Summit for Children set a goal of

immunizing 90% of the world’s children under

one year of age by 2000 (123). As of the most

recent survey, however, levels of full immuniza—

tion for children ages 12 to 23 months reach 90%

or higher only in Egypt, with Honduras Close, at

89%. Full immunization among children averaged

only 49% among 55 surveyed developing coun—

tries. Low levels of Immunization have affected

child survival in sub-Saharan African countries in

particular (118).

The World Health Organization (WHO) Expanded

Program on Immunization focuses on six common

childhood diseases that can be prevented by immu—

nization: diphtheria, pertussis, and tetanus (DPT),

measles, polio, and tuberculosis (BCG). Full

immunization includes three doses of the DPT

vaccine, three doses of the oral polio vaccine, a

measles vaccination, and a BCG vaccination.

Among 29 sub-Saharan countries surveyed, full

childhood immunization coverage varies widely,

from only 11% of Children ages 12 to 23 months

in Chad to 78% in Zambia. Similarly, among six

North African and Near Eastern countries, immu-

nization levels vary from 21% in Jordan to 92% in

Egypt. Among eight Asian countries surveyed, lev—

In Morocco and several other surveyed countries, over three—fourths

of young children have been fully immunized. But in many countries

immunization levels still fall far below the WHO recommendations.
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Figure 2. Effect of Stopping Breastfeeding

on Infant and Child Mortality
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els of full immunization range from one-third of children

in Pakistan to about three—fourths in the Philippines.

Average levels of full immunization are highest in Latin

America and the Caribbean at 59%. Levels are as low as

26% in Bolivia but over 75% in Ecuador, El Salvador, and

Honduras (see Table 12, p. 33).

In some countries, missing the third dose of vaccine in the

DPT and polio series is the reason that complete immuni—

zation levels are low. in Uganda, for example, fewer than

half of children received the third DPT and polio vaccines,

although over 70% received the first in the series (109).

in other countries missing a specific vaccine explains

why full immunization is not achieved (37). Incomplete

vaccinations can reflect flawed service delivery and

logistics systems, as well as lack of heaith services in

remote locations, and conflicts or civil unrest that disrupt

health services (116, 121).

I

Breastfeeding and

Infant and Child Health

Breastfeeding practices in developing countries appear to

have improved since 1990. The level of exclusive breast—

feeding among infants to three months of age increased

an average of 10 percentage points for 35 countries with

more than one survey since 1990, chiefly because moth—

ers stopped introducing non—milk foods to children too

early. Substantial increases in exclusive breastfeeding since

1990 took place in some countries, including an increase

of 59 percentage points in Malawi (see Web Table 13).

The practice of introducing complementary foods at the

appropriate time increased an average of six percentage

points among 35 countries with multiple surveys. 1n three

countries the increases were much greater—28 points in

Ghana, 30 points in Bangladesh, and 38 points in Uganda.

POPU LATION REPORTS

Breastfeeding can save young lives.

It offers important benefits to infants

and Children in health and nutrition.

Population Reports

Overall, the level of continued feeding for children 12 to

15 months and 20 to 23 months remained about the

same in developing countries with multiple surveys since

1990. in El Salvador, Malawi, Nicaragua, and Peru, how-

ever, levels of continued feeding rose between 12 and 28

percentage points between surveys.

in several surveyed countries breastfeeding practices de-

teriorated. The level of exclusive breastfeeding fell from

32% to 15% in Jordan between surveys, as did comple-

mentary feeding in Benin (from 83% to 64%) and Turkey

(from 45% to 33%). In Niger and Rwanda continued

breastfeeding among children 20 to 23 months fell by

26% and 40% between surveys.

Benefits of breastfeeding. Breastfeeding provides valuable

heaith benefits to infants and children, conferring immu-

nity from certain diseases, avoiding exposure to unclean

drinking water, and helping ensure adequate nutrition. A

study of recent survey data from 17 countries illustrates

the impact that breastfeeding has on infant survival.

When other factors that affect mortality are accounted

for, an infant is four times more likely to die if a mother

stops any breastfeeding at age 2 to 3 months than an infant

whose mother continues breastfeeding (see Figure 2).

Breastfeeding protects even older infants from death. For

instance, infants who stop any breastfeeding between 9

and 12 months are 2.3 times more likely to die than

infants who continue any breastfeeding at this time (95).

Almost a|1 infants in developing countries receive some

breastfeeding during their first three months. Survey data

since 1990 from 56 developing countries show that one—

third of infants under four months are exclusively breast—

fed—from 44% in Asia to 29% in sub—Saharan Africa. In

Latin America and the Caribbean an average of 37% of
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infants under four months are exclusively breastfed, and

34% in the Near East and North Africa (see Table 13).

Initiating complementary feeding too late could malnour-

ish an infant. At about six months, infants need solid or

semi-solid foods to supplement nutrients in breast milk

(120). Surveys indicate that 64% of infants ages six to

nine months receive complementary feeding, with sub—

stantial variation among countries (see Table 13).

Breastfeeding up to age two, in conjunction with appro—

priate complementary feeding, helps maintain good

nutrition and also continues to help prevent diarrhea

(120). Among children ages 12 to 15 months, 78% of

mothers in surveyed developing countries continue any

amount of breastfeeding. Levels of continued breastfeed-

ing drop considerably between 20 and 23 months of age,

to 45%. Mothers in sub—Saharan Africa and Asia are

almost twice as likely to continue any breastfeeding late

into the second year of a child’s life as those in other

developing regions (see Table 13).

Skilled medical assistance during childbirth, whether at

home or in a medical facility, can save women’s lives.

Untreated or improperly treated complications of preg-

nancy, delivery, and the postpartum period are a leading

cause of death for women in developing countries (77).

To prevent maternal complications, skilled attendants are

needed to provide assistance with delivery and monitor-

ing of the postpartum period (66, 68, 108, 129, 139).

Skilled attendants include doctors, nurses, and midwives

trained to manage normal deliveries and _who can also

diagnose and refer or else manage obstetric complications.

Antenatal care can identify and treat conditions such as

malnutrition, tuberculosis, syphilis, severe anemia, pre-

eclampsia, and eclampsia. Skilled attendants can supply

tetanus injections and iron and folate supplements and

can advise women on health and nutrition during preg-

nancy. Also, they can help women make preparations for

the birth and plan what to do if complications arise (68).

Maternal health practices often fall short, surveys show.

Oneefourth of women surveyed in developing countries

received no antenatal care from a skilled attendant dur-

ing their most recent pregnancy within the past five years.

Over one—third did not obtai n any tetanus toxoid injections,

and nearly one-half had no skilled attendant at delivery.

Only a few countries have made substantial improve—

ments in these maternal health indicators since 1990.

I

Antenatal Care

Women in developing regions vary widely in access to

antenatal care, based on 60 countries surveyed. in Asia

and in the Near East and North Africa, nearly 60% of

pregnant women received one or more visits from a

skilled provider during their most recent pregnancies. in

Bangladesh, Morocco, and Yemen, however, only one-

third of women received such care, and in Pakistan just

POPULATION REPORTS

one-fourth. In contrast, in lndonesia and Jordan 9 women

in every 10 received antenatal care from a skilled

provider (see Table 14, next page).

In sub—Saharan Africa an average of 77% of women saw

a skilled attendantrfor antenatal care during their last

pregnancy. In each of 30 surveyed countries except Chad,

Ethiopia, and Niger, at least half of pregnant women

received antenatal care, and in 11 of the countries, 90%

or more. In Latin America and the Caribbean the average

was 86%, with much lower rates in Bolivia (65%) and

Guatemala (60%). In all surveyed countries of Eastern

Europe and Central Asia, 90% or more of women

received antenatal care from a skilled attendant during

pregnancy, except in Azerbaijan and Kazakhstan.

Since 1990 the percentage of women who received

skilled antenatal care increased slightly in Asia (6 per—

centage points), North Africa and the Near East (8 points),

and Latin America and the Caribbean (7 points), but

remained about the same in sub—Saharan Africa. Among

38 countries with repeated surveys, increases of 10 points

or more in antenatal care coverage occurred in Bolivia,

Haiti, Jordan, Mali, Nepal, Nicaragua, and Peru. In no

developing country did the percentage of women receiv-

ing skilled antenatal care decrease by more than 3 per—

centage points (see Web Table 14).

I

Tetanus Toxoid Injections

Maternal tetanus killed an estimated 150000 to 300,000

women during the 19905 (42). Tetanus spores infect

women and children through unsafe or unclean deliver-

ies, accounting for an estimated 5% of maternal deaths

and 14% of neonatal deaths (119).

Tetanus toxoid vaccines can prevent infections and save

the lives of mothers and infants alike. Pregnant women

should receive at least two doses of tetanus toxoid, which

provide one to three years of protection (122).

in Guatemala women await antenatal care at a rural clinic.

Women in developing countries vary widely in access to

skilled medical assistance during pregnancy and Childbirth.
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Skilled Tetanus
Ante-Table 14
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Toxoid Birth in Atten-
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SUB-SAHARAN AFRICA ASIA (continued) '

Maternal Benin 2001.............. 87 71 76 73 India 1998-9911 ........ 65 75 34 42

Health Burkina Faso Indonesia 1997 ........ 89 72 21 49

C19-93-99 "1.99.8.------- g; :3 3i :2; Nepal 2001 .............. 49 55 8 13

' ammo" ------ Pakistan 1990—91 26 30 13 19

Indicators! gapgz‘zg‘i 799:: 97 77 93 97 Philippines 1998 ...... 86 69 34 56

1 990_2001 §g9L95’wa" eP- 67 70 50 46 Vietnam 1997 .......... 71 71 62 77
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Comoros 1996 ........ 85 57 43 52 '"ea" (""We'ghted) 57 52 23 33

r gate moire LATIN AMERICA & CARIBBEAN

Pe centage 1998—99 ................ 84 75 47 47 Belize 1999.............. 96 80 85 84

Of Women Eritrea 1995 33 17 21 Bolivia 1998 ............ 65 46 53 57

- - Et iopia 2000.. 26 5 6 Brazil 1996 .............. 86 59 92 88

Recelvmg Gabon 2000.... 80 85 87 Colombia 2000 ........ 91 83 88 86

SerVIces Ghana 1993 81 43 44 Costa Rica 1993 ...... 95 NA 98 98
Guinea 1999 .......... 71 68 29 35 Dominican Rep.

F . d . Kenya 7993 ------------ 97- 90 42 44 1996 .................... 98 96 95 95
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the five yew preceding flgzagfsz‘foroww g3 33 3‘51 5; Ecuador 1999 .......... 81 NA 69 69

the surve _ . """"" El Salvador 1993 ...... 76 90 58 58
y Mai: 2001 ................ 57 49 23 39 Guatemala 199849 60 56 40 41
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Wife Mozambique 1997.. 71 34 44 44
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NA = Not available. Tanzania 1999 ........ 93 83 44 44 med'a" 36 80 63 67
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Zimbabwe 19991-13"- £932 (73 Z: :2 mean (unweighted) 75 64 50 53
me Ian

mean (unweighted) 77 63 47 49 iéi-g-Zfiéfolékopf & 9C2ENLng‘4L A3I1A 97

NEAR EAST & NORTH ““04 Azerbaijan 206133321 70 NA 74 89
Egypt2000 ............ 56 72 48 61 Czech Rep 1993 _ 99 NA NA NA
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. . Georgia 1999 .......... 91 NA 92 93
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Among 56 countries with survey data since 1990, nearly

twoethirds of women obtained one or more tetanus tox—

oid injections during a pregnancy within five years of

being surveyed (see Table 14). Tetanus immunization and

antenatal care are not always linked. For example, in

Jordan nearly all women surveyed received antenatal

care during their last pregnancy, but only about 40%

received tetanus toxoid injections. Conversely, in Egypt

about half of women received antenatal care, while near—

ly three—fourths received tetanus toxoid injections. Nearly

30% of women receiving a tetanus toxoid injection

sought no other antenatal care (39).

38

On average, tetanus toxoid coverage is lowest in the

Near East and North Africa, at 44%. In sub—Saharan Africa

and in Asia, about three pregnant women of every five

have had at least one tetanus toxoid injection, as have al-

most four of every five in Latin America and the Caribbean.

The percentage of women who received a tetanus

toxoid injection during pregnancy increased by an aver—

age of 5 percentage points among 36 countries with mul-

tiple surveys since 1990. Increases were greatest in

Colombia and Peru. In four countries, however—Burkina

Faso, Madagascar, Rwanda, and Uganda—tetanus

toxoid immunization rates fell (see Web Table 14).
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Delivery Care

When women develop obstetric emergencies or medical

complications during or immediately after delivery,

skilled attendants are crucial to managing the problem

quickly and effectively (138). Surveys measure skilled

delivery care in two ways: by the percentage of women

giving birth in a health facility rather than at home and by

the proportion of all births that are attended by skilled

personnel, whether at home or in a health facility.

Usually, the higher the level of home deliveries, the lower

the level of skilled assistance. In countries where many

women deliver in health facilities, skilled assistance at

delivery is also high.

Delivery in a medical facility. In much of Asia and some

parts of sub-Saharan Africa and the Near East and North

Africa, women are far more likely to deliver at home than

in a medical facility. In Asia an average of about one-

fourth of pregnant women delivered in a medical facility.

The range across countries is wide, from 10% or fewer in

Bangladesh, Cambodia, and Nepal to 62% in Vietnam

(see Table 14).

Among 30 sub—Saharan countries surveyed in the 19905,

nearly half of women who gave birth did so in a medical

facility, from 5% in Ethiopia, the lowest level of all sur—

veyed countries, to more than 90% in Mauritius and

Cape Verde, near the highest level anywhere. Similarly, in

the six surveyed countries of the Near East and North

Africa, about half of pregnant women gave birth in a

medical facility, from 16% in Yemen to 93% in Jordan.

In Latin America and the Caribbean an average of 70% of

pregnant women gave birth in a medical facility. The

level was lowest in Haiti, at 17% and highest in Costa

Rica, at 98%, and Puerto Rico, at 99%. In every surveyed

country of Eastern Europe and Central Asia, over 90% of

women gave birth In a medical facility except in Azer-

baijan, at 74%.

Countries in the Near East and North Africa had the great-

est increases in the proportion of births in medical facili—

ties during the 19905, rising an average of 30% between

surveys. Most striking was the Increase in Egypt, where in

the 2000 survey 48% of women reported that their most

recent delivery was In a medical facility compared with

27% reported in 1992 (see Web Table 14).

Among sub—Saharan African countries with multiple sur-

veys since 1990, gains in delivery care in some countries

were outweighed by decreases in others. A study in eight

sub-Saharan African countries with repeat surveys in the

19905 found a decline in caesarean section rates. This

decline was linked partly to a decline In access to health

services (27).

Skilled attendants at birth. In surveyed countries of

Eastern Europe and Central Asia, nearly all women deliver

with assistance from skilled attendants. In developing

countries surveyed, however, skilled attendants are pres-

ent at an average of only about half of births.

Women are most likely to have skilled delivery assistance

in Latin America and the Caribbean, at an average of

69% of births. In Costa Rica, the Dominican Republic,
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and Jamaica, skilled assistance at delivery is nearly uni—

versal. The only countries in the region where fewer than

half of women deliver with the help of skilled attendants

are Guatemala (41%) and Haiti (24%) (see Table 14).

Among the 30 countries surveyed in sub—Saharan Africa,

about half of women deliver with skilled assistance. This

average conceals wide variation, however. Sub—Saharan

countries report some of the highest and the lowest levels

of skilled delivery assistance, from more than 9 women in

every 10 in Cape Verde and Mauritius to fewer than 1 in

every 10 in Ethiopia.

The level of delivery care differs between Southeast Asia

and South Asia. For example, in the Philippines 56% of

women have skilled attendants during childbirth, but in

Bangladesh, Nepal, and Pakistan, fewer than 20%. Among

the six countries surveyed in the Near East and North

Africa, the level of delivery with skilled attendants ranges

from 97% In Jordan to 22% In Yemen.

Among 37 countries surveyed more than once during the

19905, the average percentage of women who delivered

with skilled assistance remained largely unchanged. In

Asia and some countries in other regions, however, sub-

stantial Increases occurred. A few countries had de—

creases In levels of skilled delivery assistance, including

Burkina Faso and Yemen (see Web Table 14).

I

The Value of Surveys

The DHS and RHS programs provide unique survey data

that are valuable in a number of ways. They fill an infor—

mation gap, since many developing countries lack vital

registration systems capable of producing reliable data.

Even where such systems exist, they do not necessarily

produce all the information needed about contraceptive

use, maternal care, child mortality, and other key topics.

DHS and RHS not only provide reproductive health data

useful for program and policy planning and for compar-

isons across countries, they also allow analytical studies

to explore potentially causal relationships. In other

words, surveys allow analysts to go beyond description to

explanation, and especially when they are used with data

from other sources, as well.

Surveys are also used for evaluating programs, measuring

their effects, and improving the design of health care pro—

grams. For example, survey data have helped show the

role of family planning programs in the fertility declines

in developing countries.

Over the past two decades DHS and RHS surveys have

substantially deepened understanding of the levels,

trends, and determinants of fertility, documented the

growing use of contraception in the developing world,

and pointed to the need for better reproductive health

services. These surveys are continually being improved to

address the questions that policy—makers and program

managers ask about how to deal with HIV/AIDS, how to

focus on young people, how to reach the unmarried as

well as the married, and other Issues. As they do now, sur-

veys will continue to offer important guidance in the future

for providing access to good—quality health care for all.
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Appedix Table. Surveys Covered in This Report

Region, Survey
Country 8: Year Type

SUB-SAHARAM AFRICA
Benin 1996 ............ DHS
2001 .................... DHS

Burkina Faso 1993.. DHS
1998-99 .............. DHS

Cameroon 1991 DHS
1993 .................. DHS

Cape Verde 1998 .. RHS

Central African
Rep. 1994—95 ...... DHS

Chad 1996—97........ DHS
Comoros 1996 ........ DHS
Céte d’Ivoire 1994 DHS
1998—99 .............. DHS

Eritrea 1995 .. DHS
Ethiopia 2000 ........ DHS
Gabon 2000 DHS
Ghana 1993 DHS
1998 ........... .. DHS

Guinea 1999... DHS

Respondents“

All women ages 15—49
All women ages 15—49
All women ages 15—49

All women ages 15—49
All women ages 15—49

All women ages 15—49
All women ages 15—49

All women ages 15—49
All women ages 15—49
All women ages 15—49
All women ages 15—49
All women ages 15—49
All women ages 15—49
All women ages 15—49

All women ages 15—49
All women ages 15—49
All women ages 15—49
All women ages 15—49

Region, Survey
Country & Year Type

ASIA
Bangladesh 1993—94 .. DHS
1996—97 .................. DHS
1999—2000 ..... DHS

Cambodia 2000 DHS
India 1992—93 .. DHS
1998—99 ......... DHS

Indonesia 1991.. DHS
1994 ........... DHS
1997 ........ DHS

Nepal 1996 DHS
2001 .................. DH5

Pakistan 1990—91 ........ DHS
Philippines 1993 ........ DHS

DHS
Vietnam 1997 .............. DHS

Respondentsa

Ever-married women ages
Ever-married women ages
Ever-married women ages
All women ages 15—49
Ever—married women ages
Ever-married women ages
Ever—married women ages
Ever-married women ages
Ever—married women ages
Ever—married women ages
Ever—married women ages
Ever-married women ages
All women ages 75—49
All women ages 15—49
Ever—married women ages

LATIN AMERICA & CARIBBEAN
Belize 1991 ................ RHS
1999 ............ RHS

Bolivia 1994 DHS
1998 ........ .. DHS

All women ages 15—44
All women ages 15—49
All women ages 15—49
All women ages 15—49

10—49
10—49
10—49

13—49
15—49
15—49
15—49
15—49
15—49
15—49
15—49

15—49

Kenya 1993 DHS All women ages 15—49 Brazil 1996 ....... DHS All women ages 15—49
1998 .................. DHS All women ages 15—49 Colombia 1990 . DHS All women ages 15—49

Madagascar 1992 .. DHS All women ages 15_49 1995 ............... DHS All women ages 15—49

1997.......... DHS All women ages 15—49 2000 ............... DHS All women ages 15—49
Malawi 1992 DHS All women ages 15-49 Costa Rica 1991 YARHS All women ages 15—24

1996 ,,,,,,, DHS All women ages 15_49 1993 ........................ RHS All women ages 15—49

2000.................... DHS All women ages 15—49 Dominican REP- 7991" DHS A“ women ages 7549
Mali 1995—96 ........ DHS All women ages 15_49 1992 ........................ YARHS All women ages 75—24

2001 .................. DHS All women ages 15—49 1996 """ DHS A” women ages 75—49

Mauritius 1991 ...... RHS All women ages 15—44 5673;]? 7994 -- fig: 2;; women 3595 1:23
- ............... women ages

Mozambique 1997" DHS A” women ages 15_49 El Salvador 1993. RHS All women ages 15—49
2001 .................. YARHS All women ages 15—24

. . 1998 ........................ RHS All women ages 15—49
Namibia 1992 . DHS All women ages 15—49
N' 1992 DHS All 15_49 Guatemala 1995 DHS All women ages 15—49
'3‘" ----- women 3395 1993—99 ...... DHS All women ages 15_49
.1998............. DHS All women ages 15—49 Haiti 1994_95 DHS All women ages 15_49

Nigeria 1990b """" DHS A” women ages ”‘49 2000 ............... DHS All women ages 15—49
Rwanda 1992 ........ DHS All women ages 15—49 Honduras 1996 . RHS All women ages 15_49

2000 ------------------ 0H5 A” women ages 75-49 2001 ............... RHS All women ages 15-49

Senegal 1992—93 DHS All women ages 75—49 jamaica 1993.. ...... RHS All women ages 15—44

1997-------------------- DHS All women ages 75—49 1997 ........................ RHS All women ages 1549
South Africa 1998 .. DHS All women ages 15—49 Nicaragua 1992—93 RHS All women ages 15—49
Tanzania 1991—92 .. DHS All women ages 15—49 1998 ........................ DHS All women ages 15—49

1996 .................. DHS All women ages 15—49 2001 ............ DHS All women ages 15—49

1999 ....... DHS All women ages 15—49 Paraguay 1990 DHS All women ages 15—49

Togo 1998 .............. DHS All women ages 15—49 1995—96........ RHS All women ages 75—49

Uganda 1995 ........ DHS All women ages 15—49 1998 ............... RHS All women ages 15—44
2000.01 .............. DHS All women ages 15_49 Peru 1991-92 .............. DHS All women ages 15—49

Zambia 1992 __________ DHS All women ages 15_49 1996 ........................ DHS All women ages 15—49

1996 .................. DHS All women ages 15_49 2000 ........................ DHS All women ages 15—49

Zimbabwe 1994 DHS All women ages 15_49 Puerto RICO 1996 ........ RHS All women ages 15—49

1999 .................. DHS All women ages 15_49 EA5TERN EUROPE & CENTRAl A5”
2001 ..... YARHS All women ages 15_29 Armenia 2000 ............ DHS All women ages 15—49

"""""" Azerbaijan 2001 RHS All women ages 15—44
NEAR EAST & NORTH AFRICA .
E . Czech Republic 1993.. RHS All women ages 15—44
gypt 1992 ..... DHS Ever-marrled women ages 15—49 .
1995 DHS E . d 7549 Georgia 1999 .............. RHS All women ages 15—44

2000 """""" DH5 Ever—marhed women ages 7149 Kazakhstan 1995 ........ DHS All women ages 15—49

---------- VEFma’”? women ages 3 1999 DHS All women ages 75—49
jordan 1990 .......... DHS Ever-marhed women ages 75—49 Kyrgyz Republic 1997" DHS All women ages 7549

1997...:................ DHS Ever—mamed women ages 15—49 Moldova 1997 ............ RHS All women ages 1544

Mauntama 2000—07 DH5 A“ women 3395 75—49 Romania 1993 ...... RHS All women ages 15—44

Morocco 7992 ------ DH5 A” women 3895 75—49 1996 ..................... YARHS All women ages 15—24

Turkey 7993 ---------- DHS Ever—married women ages 75—49 1999 ........................ RHS All women ages 15—44
1998 .................. DHS Ever—married women ages 15—49 Turkmenistan 2000 DHS All women ages 15_49

Yemen 1991—92 DHS Ever-married women ages 7549 Ukraine 1999 .............. RHS All women ages 15—44
1997.................... DHS Ever—married women ages 15—49 Uzbekistan 1996 ........ DHS All women ages 15_49

DHS: Demo raphic and Health Sun/eya Not all respondents are included in all tables reportin data from these surveys.
5A 1999 Nigeria survey was collected with limited techgnical assistance from
the DHS program. DHS provides the results of that survey as a coun‘esy to
data users, but the data from that sun/ey are not included in this report.

RHS: Repro uctive Health Survey
YARHS: Young Adult Reproductive Health Sun/ey .
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