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FOREWORD

This study, undertaken by the Population Division of the Department
of International Economic and Social Affairs of the United Nations Secretariat,
is one in a series dealing with findings from the World Fertility Survey data.
The present study of variations in the knowledge and use of contraception
is based on the data from 20 developing countries which were available
by the end of 1980.

This work is part of a programme of international comparative analysis
of data from the World Fertility Survey that is being undertaken by the
Population Division in fulfilment of recommendations by the United Nations
Population Commission and with the financial support of the United Nations
Fund for Population Activities.

Although the 20 countries included in this study cannot be considered
fully representative of the developing world, a wide range of contraceptive
use patterns has been observed. The findings seem to support the general
views already held that the co-existence of development and family planning
programmes provides a more favourable climate for the adoption of contraceptive
use and fertility decline than the existence of either one separately.
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Explanatory notes

The following symbols have been used in the tables throughout the
report:

Three dots (...) indicate that data are not available or are
not separately reported

A dash (--) indicates that the amount is nil or negligible
A blank indicates that the item is not applicable

A minus sign (~) indicates a deficit or decrease, except as
indicated

Details and percentages in tables do not necessarily add to totals,
because of rounding.

The following apply throughout the text and tables:
A full stop (.) is used to indicate decimals

A slash (/) indicates a twelve-month period commencing in the
first year shown, e.g., 1970/71

A hyphen (-) between dates representing years, e.g., 1971-1973,
signifies the full period involved, including the beginning and
end years

Reference to "tons" indicates metric tons, and to "dollars" ($)
United States dollars, unless otherwise stated

Annual rates of growth or change, unless otherwise stated, refer
to annual compound rates.
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INTRODUCTION

It has been well documented that many developing countries began a
process of rapid demographic transition in the course of the 1970s. In
many cases, that transition began at much lower levels of economic development
than the demographic transition that occurred in the nineteenth century
in Western Europe. The availability of modern birth control devices and
the adoption of widespread family planning programmes in many of today's
developing countries are two important aspects of current experience which
have no historical parallel. These unique aspects of recent demographic
experience have stimulated considerable interest in the study of contraceptive
knowledge and use. This interest has resulted in the production of an
enormous volume of retrospective survey data focusing on the measurement
of contraceptive prevalence and factors influencing family building in
developing as well as developed countries. These data derive principally
from two sources: the knowledge, attitudes and practice of contraception
(KAP) type of survey and more recently the national surveys carried out in
connexion with the World Fertility Survey (WFS). The KAP surveys have
been taken over a period of time without any common over-all direction,
although recommendations and model questionnaires developed by the Population
Council and the International Union for the Scientific Study of Population
(IUSSP), in collaboration with the United Nations, 1/ provided some
comparability across surveys in certain basic indicators. The WFS surveys,
on the other hand, were concentrated in their timing in the mid and late
19708 and achieved much greater comparability than the KAP surveys both in
the basic knowledge and use questions and with respect to important back-
ground variables.

The United Nations published a study in 1979 entitled Factors Affecting
the Use and Non-use of Contraception: Findings from a Comparative Analysis
of Selected KAP Surveys 2/ which summarized findings on the factors
influencing the practice of contraception from 17 KAP studies covering women
in 12 countries of Asia, Africa and Latin America. Since the publication
of that study, comparable data for 20 developing countries representing a
wide range of cultures as well as social and economic conditions have
become available from the World Fertility Survey. The availability of
these WFS data provides us with a unique opportunity to update our
knowledge of patterns of, and factors affecting, contraceptive use in the
context of a comparable survey instrument.

1/ See Population Council, A Manual for Surveys of Fertility and Family
Planning: Knowledge, Attitudes and Practice (New York, 1970); Variables and
Questionnaire for Comparative Fertility Surveys,Population Studies, No. 45
(United Nations publication, Sales No. E.69.XIII.4).

2/ United Nations publication, Sales No. E.79.XIII.6.
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A factor of great importance for this analysis has been the willingness
of governments of countries participating in the WFS to release the basic
survey data to the United Nations for the purpose of comparative analysis.
Although the data published in the WFS First Country Reports permit cross-
cultural comparisons to be made, access to the original data has permitted
attention to be given to several variables and combinations of variables
which were not utilized in the published reports.

A. Data and objectives of the study

The present study of variations in the knowledge and use of contraception
is based on data from 20 developing countries which were available by the
end of 1980. The countries included in this study are as follows. The
year that the survey was conducted is shown in parentheses after the name
of the country. 1In Asia, the survey dates range from 1974 to 1978; in Latin
America, they range from 1975 to 1977,

Africa: Kenya (1977)

Asia and Oceania: Bangladesh (1976), Fiji (1974), Indonesia (1976),
Jordan (1976), Malaysia (1974), Nepal (1976), Pakistan (1975),
Philippines (1978), Republic of Korea .(1974), Sri Lanka (1975),
Thailand (1975)

Latin America: Colombia (1976), Costa Rica (1976), Dominican Republic
(1975), Guyana (1975), Jamaica (1975/76), Mexico (1976/77), Panama (1976),
Peru (1977).

In this study, all the data were ultimately derived from the individual

core questionnaire, and no material has yet been systematically analysed

from some of the optional modules which also relate to family planning and
contraceptive use but which were only available for a handful of the 20
countries for which data are analysed here. Attention has therefore been
devoted entirely to contraceptive practice and no consideration has been
given to either induced abortion, on the one hand, or other factors affecting
fertility (such as abstinence for non-contraceptive purposes, sterility,
breast-feeding etc.). It should be borne in mind that abortion, legal or
illegal, may represent a widely utilized alternative to contraceptive use.

Of the developing countries covered here, induced abortion is clearly most
important in the Republic of Korea, where it is readily available in medically
supervised circumstances. At the time of the survey in 1974, 30 per cent

of ever-married women aged 15-49 reported having had at least one induced
abortion, and the reported incidence had increased over time; 14 per cent

of pregnancies reported by ever-married women had been terminated by

induced abortion. 3/

3/ These figures have mot been corrected for underreporting. World
Fertility Survey, The Korean National Fertility Survey 1974, First Country
Report (Seoul, Korean Institute for Family Planning, 1977), pp. 130-137.
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The present report has several major purposes: first, to document
levels of knowledge and use of contraceptives in the developing countries
for the mid 1970s. Secondly, to assess trends in levels of use and methods
used on the basis of earlier, and even sometimes later, KAP surveys conducted
in the same countries. Thirdly, to analyse differentials in contraceptive
use as they relate to demographic factors such as age, number of living
children and incidence of child death. Fourthly, to provide a critical
assessment of the concept of so-called "unmet need" ﬁj based on data relating
contraceptive use to desire for more children. Fifthly, to analyse
differentials in contraceptive use according to socio-economic background
characteristics (i.e., education, urban/rural residence and occupation), changes
in which are frequently associated with the demographic transition, and,
finally, to assess patterns of change in contraceptive use differentials
to the extent that data permit.

In analysing socio-economic differentials in contraceptive use, multiple
regression analysis was used to isolate statistically, to the extent possible,
the separate effect of the various socio-economic variables. For this analysis,
the country data tapes were required and, therefore, only 17 countries
could be included. Of the 20 countries in the study, no material could be
presented on socio-economic differentials for Jamaica, Mexico or the
Philippines. With respect to all other topics the data have been largely
derived from the First Country Reports with the exception of Kenya where
computations were made directly from the data tape, given the unavailability
of the First Country Report at the time initial tabulations had to be made. 5/

4/ See Charles F. Westoff, "The unmet need for birth control in five
Asian countries', International Family Planning Perspectives and Digest,
vol. 4, No. 1 (Spring 1978).

5/ Bangladesh: World Fertility Survey, Bangladesh Fertility Survey, 1975,
First Report (Dacca, Ministry of Health and Population Control, 1978)

Colombia: Instituto Internacional de Estadistica, Encuesta Nacional de
Fecundidad, Colombia, 1976, Resultatos Generales (Bogota, 1977)

Costa Rica: Direccifn General de Estadistica y Censds, Encuesta National
de Fecundidad, 1976, Costa Rica (San José, 1978)

Dominican Republic: Consejo Nacional de Poblacién y Familia, Encuesta Nacional
de Fecundidad, Informe General (Santo Domingo, 1976)

Fiji: World Fertility Survey, Fiji Fertility Survey, 1974, Principal Report
(Suva, Bureau of Statistics, 1976)

(foot-note continued on following page)
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B. Relevant country characteristics

In analysing WFS data with respect to patterns of contraceptive use,
it must be kept in mind that levels of use and observed differentials in
use will be affected not just by demographic and socio-economic characteristics
that vary from individual to individual at the micro level but also by over-
all levels of socio-economic development, on the one hand, and by the
strength as well as distribution of family planning programme activities,
on the other. The adoption of modern contraceptive methods requires not
only the motivation but also the information, economic means and the
accessibility of supplies. Therefore, in analysing intercountry differences
in patterns of contraceptive use, it is important to bear in mind a country-
by=-country profile which ranks the countries included in relative terms

(footnote continued from previous page)

Guyana: World Fertility Survey, Guyana Fertility Survey, 1975, Country
Report, vols. I and II (Ministry of Economic Development, 1979)

Indonesia: Central Bureau of Statistics and World Fertility Survey, Indonesia
Fertility Survey, 1976, Principal Report, vols. I and II (Jakarta, 1978)

Jamaica: World Fertility Survey, Jamaica Fertility Survey, 1975/76, Country
Report, vols. I and II (Kingston, Department of Statistics, 1979)

Jordan: World Fertility Survey, Jordan Fertility Survey, 1976, Principal
Report, vols. I and II (Amman, Department of Statistics, 1979)

Malaysia: World Fertility Survey, Malaysian Fertility and Family Survey - 1974,
First Country Report (Kuala Lumpur, National Family Planning Board, 1977)

Mexico: Secretaria de Programacidn y Presupuesto, Encuesta Mexicana de
Fecundidad, Primer Informe Nacional, vols., I and II (Mexico, 1979)

Nepal: World Fertility Survey, Nepal Fertility Survey, 1976, First Report
(Kathmandu, Ministry of Health, 1977)

Pakistan: World Fertility Survey, Pakistan Fertility Survey, First Report
(Lahore, Population Planning Council of Pakistan, 1976)

Panama: Ificina de Estudios de Poblacidn, Encuesta de Fecundidad, Informe
General, Panama, 1977 (1977)

Peru: Instituto Nacional de Planificacidn, Encuesta Nacional de Fecundidad
de Peru, 1977-1978, Informe General (Lima, Direccidn General de Censos, Encuesta
y Demografia, Direccidén de Demografia, 1979)

Philippines: World Fertility Survey, Republic of the Philippines Fertility
Survey, 1978, First Report (Manila, National Census and Statistics Office,
December 1979)

Republic of Korea: World Fertility Survey, The Korean National Fertility
Survey, 1974, First Country Report (Seoul, Korean Institute for Family Planning, 1977

Sri Lanka: Department of Census and Statistics, Ministry of Plan Implementation,
World Fertility Survey, Sri Lanka, 1975, First Report (Colombo, 1978)

Thailand: World Fertility Survey, The Survey of Fertility in Thailand: Country
Reports, vols. I and II (Bangkok, Institute of Population Studies, Chulalongkorn

University, and Population Survey Division, National Statistical Office, 1977)
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with respect to demographic and socio-economic levels as well as family
planning programme strength. This information has been summarized in simple
form in table 1. By reviewing the table, it is possible to group the
countries represented here into several categories in terms of both programme
strength and socio-economic development, which will be useful in the
subsequent discussion of levels, trends and patterns of contraceptive use.

While the countries included in this report cannot be regarded as
representative of all developing countries, the group does include countries
of widely varying cultural and economic background. All of these countries
were experiencing rapid population growth in the mid 1970s. The estimated
rates of natural increase range from slightly under 2 per cent per year to
over 3 per cent per year. 6/ Especially high rates of natural increase
(3 per cent per year or more) are to be found in Jordan, Kenya, Mexico and
Pakistan. In some other countries, a high level of mortality rather than
a relatively low level of fertility currently acts to reduce the rate
of natural increase below these very high levels.

In table 1, each country is ranked according to several indicators
as either A, B or C, with A associated with low levels of development and
high birth and death rates. At the other extreme, C represents, within
this group of countries, those which have achieved in relative terms
low birth and death rates and high levels of socio-economic development.
The range applicable for each indicator is shown in the notes to table 1.
The total fertility rate and life expectancy at birth are used as a basis
for the demographic rankings, and the percentage of women over the age of
25 with zero years of schooling and gross domestic product per capita are
used for the socio-economic rankings. On the left-hand side of the table,
countries have been ranked in terms of the existence and strength of
organized and government-supported family planning programmes. Three of
the 20 countries included here (i.e., Guyana, Jordan and Peru) have no
official family planning programme.

The lack of an official family planning programme does not necessarily
mean that family planning services are unavailable to the population. None
of the 20 countries surveyed had a policy of limiting access to modern
contraceptive methods. In Guyana, there is no organized family planning
programme; ''such contraceptive knowledge and use as does exist, therefore,

6/ World Population Trends and Policies, 1981 Monitoring Report, vol. I
Population Trends (United Nations Publication, forthcoming).
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will be essentially the result of personal effort on the part of women and
their partners". 7/ Regulations in Peru regarding family planning underwent
a change shortly before the survey was conducted. Sterilization for
contraceptive purposes was porhibited as were organizations devoted exclusively
to fertility control; family planning is required to be totally integrated
with other health services. 8/ A number of government-supported clinics
now provide family planning services, but such services were not widely
available in the period preceding the survey. 9/ The Jordanian Government
supports the Jordan Family Planning and Protection Association, which is
responsible for implementing family planning in that country. A number of
clinics offer services, and contraceptive pills may be purchased at
pharmacies without prescription, but subsidized services are not readily
available to most couples. 10/

Although it is likely that the activities of family planning programmes
have served to speed the diffusion of contraceptive information and use in
most of these societies, it is extremely difficult to separate the effects
of such programmes from the effects of other factors. The programmes have
been in operation for varying lengths of time and have had varying degrees
of success at extending services throughout the nation, a fact which is
itself related to the widely differing social and economic contexts in
which the programmes operate. While an investigation of the effects of
family planning programmes on contraceptive practice is not the purpose
of this report, it is interesting to note a certain rough grouping of
countries with respect to programme characteristics as well as demographic
and socio-economic development.

The most notable feature of table 1 at first glance is the consistency
with which countries with weak family planning programmes have been ranked
as low (code A) according to both levels of socio-economic and demographic

7/ Guyana Fertility Survey, 1975, Country Report, vol. I, (Ministry
of Economic Development, 1979), pp. 53-54.

8/ Annual Review of Population Law, 1978 (New York, United Nations
Fund for Population Activities, n.d.), p. 2.

9/ Population Policy Compendium: Peru (New York, United Nations and
United Nations Fund for Population Activities, 1979), p. 4.

10/ Family Planning in Five Continents (London, International Planned
Parenthood Federation, 1979), p. 42.




development. The only other countries with extremely high (6.0 or greater)
total fertility rates - Jordan and Peru - are those with no official
programmes. By far the most heterogeneous group of countries are those with
strong family planning programmes. Although none of these countries had

a total fertility rate above 6, there is a wide range of socio-economic
levels displayed, from Indonesia at one end of the scale to Costa Rica

and Jamaica at the other end. The countries whose family planning
programmes are rated as moderate in strength seem more homogeneous on the
whole with most showing demographic levels and socio-economic levels in

the middle range for the countries included. The countries with no
programme are also extremely heterogeneous.

Clearly, an analysis of contraceptive use must be conducted in the
context of a knowledge of both the potential supply of contraceptives and
the prerequistes for motivation which are related to the phase of the demographic
transition, as well as over-all social and economic development. A strong
family planning programme is neither a necessary nor a sufficient condition
for contraceptive use butnone the less its presence may be an important
factor mediating hypothesized relationships between differentials in
contraceptive use and general levels of development., In the analysis which
follows, it will be important to keep in mind the information summarized in
table 1.

C. Review of the literature

The level and patterns of contraceptive use are critical variables in
fertility change, and causal inference about fertility conditions and
changes in them must be supported, inter alia, by some empirical knowledge
of what causes people voluntarily to regulate conception by applying
contraceptives. A number of scholars have been concerned with the specific
conditions in which individuals or couples will apply contraception as a
means of limiting or spacing births, but no consensus has yet emerged, nor
has any theory been developed which is capable of predicting with any degree
of accuracy when individuals will voluntarily control births with contraceptives
or other methods. An important problem in determining conditions of
contraceptive use is the existence of a practial alternative to it, i.e.,
abortion, which played a prominent role in the historical decline of fertility
in the now developed countries and which has been widely used in modern
times, especially in Eastern Europe. The unsatisfactory state of knowledge
about the conditions of contraceptive use reflects not only the familiar
difficulties inherent in determining cause with regard to human behaviour
but also a lack of knowledge of the conditions underlying the acceptability
of abortion as an alternative to contraceptive use in the control of fertility.
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Thus, the incidence of abortion and the circumstances of its use have been
very difficult to assess, given social and religious taboos as well as national
laws banning or severely restricting its use.

Research relating to the conditions of contraceptive use has been
undertaken both at the societal level and at the individual level.
Significantly, there has been relatively little research emphasis upon the
interplay between societal conditions and factors in the lives of individuals
which might influence the prevalence and patterns of contraceptive use
within a population.

In much of the relevant literature, widespread control of conception
is seen mainly as a societal response to economic and social conditions
and institutions, rather than a response of individuals to those conditions
and institutions and to changes in them. Where this is true, there is
little focus upon the relevance of personal and family circumstances and
experiences for individual behaviour in regard to the control of conception.
The view that the control of births occurs widely once a society has
undergone sufficient modernization is broadly in keeping with the theory
of demographic transition. It implies, however, that individuals do not
necessarily control births in response to their personal circumstances,
but that the practice becomes widespread when aggregate mortality declines
and social and economic conditions are favourable to adoption of the small
family norm. 11/

It should be noted, though, that such changes in society are often
sufficient to alter attitudes and motives in regard to reproduction.
Indeed, it is doubtful that a shift in individual attitudes and motives
such that they no longer favoured high fertility but were oriented towards

11/ This view has had wide currency for some time. For a discussion,
see, among others, R. Freedman, "Next steps in research on problems, motivation
and communication in relation to family planning', in C.V. Kiser, ed.,
Research In Family Planning (Princeton, 1962), pp. 598-604. See also,
R. Freedman, ''Statement of the Moderator", in World Population Conference,
1965, vol. I. Summary Report (United Nations publication, Sales No. 66.XIII.5).
According to Freedman, 'family planning is unlikely to be widely adopted
in any country until there has been a significant mortality decline and
until there has been enough social and economic development to lessen
dependence on local and familial institutions and make smaller families more
rewarding than larger families" (p. 45).




control of conception could take place without supporting alterations of
social, economic and cultural institutions. One theory states that 'the
principal change responsible for controlled fertility has been a change in
attitude or motivation". 12/ This view, which deals with the matter from
the perspective of the individual and allows hypotheses about variations
within cohorts of individuals in regard to contraceptive behaviour, implies
that people adopt contraception in order to achieve certain goals or to
accommodate tastes and perferences. For example, a prominent element of
the theory is that "the desire for protection against conception grows

out of the recognition of the hazards or disutilities associated /by the
individual/ either with pregnancy itself or with an increase in family
size". 13/

However, societies may not always permit the exercise of individual
options in matters of reproduction. An observation that an individual's
choice, if there is one, as to whether to control conception depends
entirely upon her environment 14/ alludes to the interplay between societal
prescriptions and conditions and the options that people have with respect
to fertility control. 12/ In some communities or ethnic or kinship groups,
a married woman may be subject to ridicule if the interval between her
pregnancies 1s considered too long, if she fails to conceive or if, as

12/ A.J. Coale, "The voluntary control of human fertility", Proceedings
of the American Philosophical Society, vol. III, No. 3 (June 1967), p. 168.

13/ G.W. Beebe, Contraception and Fertility in the Southern Appalachians
(Baltimore, Md., Williams and Wilkins, 1942), p. 87.

14/ Ibid., p. 88.

15/ G.W. Beebe, op. cit. According to Beebe, individuals living in
pre-modern societies may conform in a rigid social system (such as early
marriage, a large family and domestic existence for a woman) that does
not tolerate or nurture deviant behaviour. But in the course of transition
to a more complex society, roles are more loosely defined, status is
differently determined and reproduction loses some of its priority to
competing functions. In summary, "As choice becomes possible, reproduction
declines in importance", and efforts are made to control births.



reported in one study, she even suggests using contraceptives. 16/ Other
societies may require adherence to the small family norm, providing for
it by abstinence, infanticide, abortion, and so on. 17/ Thus, the society
may enforce its norms regarding reproduction, and the wishes of the
individual may be subordinated to those of the family or the society.

This interrelatedness between societal norms and individual choice
is acknowledged in the postulated conditions for the control of conception
that have been advanced in a restatement of the demographic transition
theory. 18/ Accordingly, people will control conception when (1) there is
acceptance of calculated choice as a valid element in marital fertility;
(2) individuals perceive advantages from reduced fertility; and (3) they
possess knowledge of effective techniques of control. 19/

One among many reasons for the widespread emphasis in the literature
on macro-level research has been the controversy surrounding the effectiveness
of family planning programmes in bringing about wide use of contraceptives
and the conditions under which it could be accomplished. A highly prominent
view is that, because there exists a latent demand 20/ in any given high-
fertility population, only knowledge and means are needed to ensure the
spread of fertility limitation methods, and that people would be motivated

16/ G.T. Acsadi, A.A. Igun and G.Z. Johnson, Surveys of Fertility, Family
Planning in Nigeria (Ile-Ife, Nigeria, University of Ife, 1972), pp. 57-58.
It was reported, inter alia, that to mollify an Ishan (Nigerian)man whose
wife, mother of 13 children, had suggested using contraception, the village
elders levied upon her a fine of one goat and, if she had failed to pay,
she would have been banned from the community.

17/ See, for example, I.B. Taeuber, The Population of Japan (Princeton,
N.J., Princeton University Press, 1958), p. 31.

18/ A.J. Coale,, "The demographic transition", The Population Debate:
Dimensions and Perspectives, Papers of the World Population Conference,
Bucharest, 1974, vol. I (United Nations publication, Sales No, E/F/S.75.XIII.4).

19/ 1Ibid., pp. 353-354.

gg/ As noted above, families, ethnic groups and even communities may
force compliance with norms about family size and reproduction, subordinating
the desires of the individual to those of the group or of family members.
Thus, individuals or even couples may not be expected to behave in accordance
with wishes about family size, and where there are discrepancies between
a stated wish not to have another child and the use of contraception, this
does not necessarily represent an unmet need for family planning.
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to limit fertility once the value of doing so was communicated to them. 21/
In other words, a population could be prevailed upon to control conception
without supporting changes within the society. In this connexion, it

has been shown that, other things being equal, the stronger the family
planning programme effort, the sharper the birth rate decline, the corollary
being that people are more likely to practise contraception in areas where
there is a strong family planning programme. 22/ At the same time, the
incidence of fertility control has been shown to be even greater when a
strong family planning programme was introduced into a favourable development
setting. 23/

In conflict with the argument that people would ocntrol fertility given
the knowledge and means is the more prevalent view that without a moderation
of mortality as well as the achievement of sufficient modernization to alter
social institutions - in particular the family, its role and preferences as
to its size - fertility control could not be adopted om a wide scale,
with or without a family planning programme. 24/

The view that fertility was not widely controlled in pre-modern societies
because the knowledge and means were lacking has some wvalidity but would be
more tenable if it were modified to reflect the important influence of
cultural and other institutions as well as social conditions. Certainly,
it is well documented that, in most societies "traditional" methods of
regulating births have been widely known. 25/ Although there may be
societies in which, for some reasons, people have not lerned any means of
contraception (of fail to recognize them as such and thus do not report them),
it is more often the case that modernization, including the introduction of

21/ B. Berelson, "National family planning programmes: where we stand",
in S.J. Behrman, L. Corsa and R. Freedman, eds., Fertility and Family Planning:

A World View (Ann Arbor, Mich., 1969), pp. 364-369.

22/ W.P. Mauldin and B. Berelson, "Conditions of fertility decline
in developing countries, 1965-75", Studies in Family Planning, vol. 9, No. 5

(May 1978), p. 90.

23/ Ibid.
24/ See, for example, R. Freedman, "Statement of the Moderator", loc. cit.

ggf N.E. Himes, Medical History of Contraception (New York, Gamut Press,
1963), p. 55; see also, G.T. Acsadi, "Traditional birth control methods among
the Yoruba", in J.F. Marshall and S. Polgar, eds., Culture, Natality and
Family Planning (Chapel Hill, N.C., Carolina Population Center, 1976),
chapter 7, and A. Molnos, Cultural Source Materials for Population Planning
in Fast Africa, vol. III, Beliefs and Practices (Nairobi, Institute of African
Studies, University of Nairobi, 1973), p. 16.
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family planning programmes, brings a change from traditional to modern
means of fertility control; that the growing incidence of contraceptive
use witnessed over the past two decades represents not innovation but
adjustment, 26/ a response of individuals to changing societal conditions
which include the availability of previously unavailable modern methods of
birth control, 27/ The "new style of ideas ... only became stronger in
modern society, or /was/ more consistently put into action'. 28/

It is no longer thought profitable to argue the relative merits of
development and family planning programmes as policy measures for reducing
fertility for it is now evident that the two conditions provide a more
favourable climate for widespread use of contraceptives than does either
one singly. In spite of the fact that little basis yet exists for making
causal inference about the conditions leading to society-wide changes in
fertility control, perhaps because the available data are not suitable
and most of the empirical research currently being reported fails perforce
to seek such causes., For some time, perhaps owing to the popularity of
knowledge, attitudes and practice surveys, most studies of contraceptive
use have focused upon individuals' personal characteristics. Results of
these studies have strengthened the view, already prominent in fertility
research, that women and men who belonged to certain social and economic
classes, ethnic and religious groups and who possessed certain demographic
characteristics were more likely than their counterparts to apply contraception.
Additionally, those with certain tastes and preferences in respect to size
and composition of family were more likely than others to control conception. 29/
Results of one extensive study allowed the authors to theorize that "demographic
variables are much more important than social and economic variables in
determining who becomes an acceptor" 30/ of contraceptives from a family

26/ G. Carlsson, "The decline of fertility: innovation or adjustment
process", Population Studies, vol. XX, No. 2 (November 1966), pp. 149-174,

27/ N.E. Himes, op. cit., chap. 1.
28/ G. Carlsson, loc. cit., p. 172.

29/ 1Indeed, many of the analysts, writing mainly in the late 1950s
through the early 1970s, took only superficial note of the social, economic
and cultural milieus in which the subjects of their research lived. Multi-
level analysis, as it is coming to be know, has been little explored and
appears not to have been applied in this sphere of research.

QQ/ R. Freedman and J.Y. Takeshita, Family Planning in Taiwan; An
Experiment in Social Change (Princeton, N.J., 1969), p. 149.
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planning programme, and that "demographic pressures provide the constant
incentive for family limitation with and without the existence of an
organized programme". 31/ However, such findings may not be equally
characteristic of all societies. Thus, results of an analysis of 17

KAP surveys offered evidence that the effect upon contraceptive use of
preferences in regard to the sex of children varies with the culture. 32/
Indeed, the relative influence of demographic, socio-economic and other
personal attributes upon the practice of contraception may vary not only
among cultures but also over time in any given milieu.

D. Highlights of the study

In many ways, the analysis undertaken here follows in the tradition
of the literature described above. Despite the availability of more recent
comparable data on patterns of contraceptive use for a broad range of
developing countries, this study suffers from many of the difficulties of
previous empirical research. The absence of comparable information on
the incidence of abortion as well as the usual difficulty of deriving
causal inferences from cross-sectional micro-level data plague this study
as they have many others before it. None the less, the data under investigation
in this study provide an unusual, and indeed perhaps ever a unique,
opportunity to gain some new vantage points on conditions of contraceptive
use at a time in which rapid change is known to be in progress. Not only
does this study provide the opportunity to analyse trends in use for the
first time in many countries but it also (because of the comparability of
WFS data) enables the comparison to be made across countries of patterns
of contraceptive use which prevail under very different socio-economic
and institutional circumstances. Such a comparison makes clear that not
only does the incidence and type of contraceptive use vary within countries
according to individual preferences and characteristics but the patterns
of individual differences vary between countries in ways that may often
be related to country-specific characteristics such as the institutional
setting (i.e., the strength of family planning programmes) and the level
of development.

31/ 1Ibid. The demographic variables included family size, number of
sons, number of children wanted additionally and age and marriage duration
of the woman both of which reflected the number of children ever born. The
social and economic variables were rural/urban background, income, family
structure, employment status of the husband, ownership of modern consumer
objects, education and literacy of spouses.

32/ Factors Affecting the Use and Non-use of Contraception: Findings
from a Comparative Analysis of Selected KAP Surveys (United Nations
publication, Sales No. E.79.XIII.6), pp. 36-38.
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The study will begin, in chapter I, with a description of the level
of knowledge and use in the 20 countries for which WFS data are currently
available. Patterns of use in terms of type of method and trends in use
based on a comparison with previous KAP surveys will be discussed. Because
the level of knowledge of contraception is quite high in all the countries
analysed, subsequent analysis deals only with the patterns and trends in
current contraceptive use.

In chapter II, differentials in contraceptive use by various demographic
characteristics and desire for no more children are presented. Here,
the importance of contraceptives for birth spacing as well as for family
size limitation is discussed. Breast-feeding and contraceptive use can
be viewed as alternative approaches to birth spacing and evidence is
presented to document this point, through a comparison among countries
of breast-feeding practices and the prevalence of contraceptive use of
women who want more children.

In chapter III, differentials in contraceptive use by various socio-
economic factors are analysed with the use of multivariate statistical
techniques. Wife's and husband's education, urban/rural residence and
wife's and husband's occupations are all included in the analysis. Important
differentials remain after statistical controls, most consistently in
the case of education. One important finding, here, is that a strong
family planning programme can moderate the size of differentials in
contraceptive use by education groups which would otherwise be expected
to be relatively large in the course of the demographic tramsition. It
is possible that a vigorous family planning programme which includes a
post—-partum information and education programme may be an important
source of education in some countries. 21/ Small but statistically
significant differentials are also found by urban/rural residence and
husband's occupation after other variables were controlled.

Chapter IV reviews the scraps of evidence now available on trends in
use by number of living children, rural/urban residence and education.
General conclusions are difficult to reach because no data are available
for many of the countries included in the study. However, some evidence
does emerge that the phase of development as well as the institutional
setting may play an important role in explaining intercountry differences
in trends and patterns of contraceptive use.

33/ One of the criteria used by Mauldin and Berelson for evaluating
the strength of the programme. See W.P. Mauldin and B. Berelson,
log, edt.. p. 102.
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Table 1.

Some characteristics of 20 World Fertility Survey countries with

respect to demographic and socio-economic levels and strength
of family planning programmes approximately as of the
date of their respective surveys

Strength of family- Total Expectation Percentage of GDP per
planning programme fertility of life women{;> 25 capita,
a/ rate b/ at birth c/ with zero 1975 e/
(eo) schooling d/
Strong
Fiji [ C B &
Indonesia B A A A
Philippines B B B A
Republic of Korea C B B B
Thailand B B B A
Costa Rica C C Cc c
Jamaica C (i c C
Moderate
Malaysia (Peninsular) B (¢ B B
Sri Lanka Cc Cc B A
Colombia B B B B
Dominican Republic B B B B
Mexico B B B C
Panama B B B c
Weak
Bangladesh A A A A
Nepal A A A A
Pakistan A A A A
Kenya A A A A
No official programme
Jordan (East Bank) A B A A
Guyana B C C B
Peru A B B B
Code Rate Years Percentage Dollars
A 2 6.0 < 55 > 50 < 500
B 4-5.9 55-64 20-50 500-1,000
c L4 > 65 < 20 > 1,000
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(Foot-notes to table 1)

a/ W.P. Mauldin and B. Berelson, "Conditions of fertility decline in
developing countries 1965-75", Studies in Family Planning, vol. 9, No. 5
(May 1978), p. 90. The rating of programme strength was based on 15

"programmatic criteria" developed originally in R. Lapham and W.P. Mauldin,
"National family planning programs; review and evaluation'", Studies in
Family Planning, vol. 3, No. 3 (March 1972), pp. 29-52. The programme
strength was rated at roughly mid decade for the period 1965-1975 under
veview, A further elaboration by Mauldin in his text indicates that
certain programmes gained strength over the decade and should be upgraded
if evaluation is made at the end of the decade under review. Based on
his evaluation, Indonesia, the Philippines and Thailand were rated as having
strong programmes by the date of the WFS surveys, and Mexico was rated
as having a programme of moderate strength by 1977.

b/ For all countries except Fiji, Malaysia and Panama, figures were
taken from table 2.1 of "Report on monitoring of population trends"
(ESA/P/WP.68, 9 December 1980). For Fiji, Malaysia and Panama, data were
taken from tables 8 and 9 of World Population Trends and Policies - 1979
Monitoring Réport, vol. 1 (United Nations publication, Sales No. E.79.XIII.4).

¢/ Unless otherwise noted, data taken from '"Report on monitoring of
population trends" (ESA/P/WP.68, 9 December 1980), table 4.1,

For Dominican Republic, Malaysia, Panama and Peru, Levels and Trends
of Mortality since 1950 (United Nations publication, Sales No. E.81.XIII.3).

For Fiji, Guyana and Pakistan, no figures were available for the 1970s.
Estimates taken from World Population Trends and Prospects, by Country,
1950-2000: Summary Report of the 1978 Assessment (United Nations publication
ST/ESA/SER.R/33, 1979), table 3.B.

For Jordan, above-cited reports showed a wide range, from 54 to 65.
On the basis of United Nations estimate, it seems appropriate to class Jordan
in the 55 to 64 range for the mid 1970s.

gj United Nations Educational, Scientific and Cultural Organization,
Statistical Yearbook, 1980, table 1.4.

Percentage of women over age 25 with zero schooling. In the case of
Mexico and the Republic of Korea, rankings were changed from A to B on the
basis of the rapid change which had taken place in those countries which is
reflected by the currently married women 15-49 with zero years of schooling
from the WFS survey data themselves.

e/ Gross domestic product per capita in US dollars at 1975 prices.
Yearbook of National Accounts Statistics, 1979, vol. II, (United Nations
publication, Sales No. E.80.XVII.1l vol. II), pp. 3-9, table 1A.

o LB -



Chapter I
PREVALENCE OF KNOWLEDGE AND USE OF CONTRACEPTION

A. Knowledge of contraception

1. Knowledge of any method

Data from the World Fertility Survey have shown that the level of
awareness of contraception is quite high in most of the countries surveyed
to date (table 2). 1In 14 of the 20 developing countries for which information
is available, at least 90 per cent of ever-married women of reproductive
age had heard of one or more methods, and in all but one country -- Nepal --
at least three fourths of the women had heard of a modern method. 1In all
countries, the percentage of women who had heard of one or more of the
modern methods -- sterilization, the pill, injectables, intra-uterine device
(IUD), condom or other effective female methods (diaphragm, foam, other
spermicides) 1/ -- was almost as large as the percentage that had heard of
any method. Simple recognition of a method does not, of course, imply that

1/ For convenience in discussion, contraceptive methods are classed as
modern and traditional, even though some of the "modern' methods have a
long history and although there are some variants of the rhythm method that
are of recent origin. The two method groups are called "efficient" and
"inefficient" in the World Fertility Survey First Country Reports. The
modern group includes the methods most often offered by family planning
programmes, though few programmes make all these methods generally available.
These methods are also distinguished by their requirements for supplies and/or
medical attention and by their greater effectiveness at preventing accidental
pregnancies. There are few measurements of rates of contraceptive failure
in developing countries for methods other than IUDs, pills, injectables and
sterilization. Studies of other methods, conducted primarily in developed
countries, show wide variations in failure rates, depending at least in
part on the age and degree of motivation of the groups of users studied.
It is quite possible that in some countries particular traditional methods,
such as withdrawal, have lower failure rates than some modern methods,
particularly the condom and the female barrier and chemical methods. For
reviews of effectiveness of various methods, see Population Reports (Baltimore,
Md., Johns Hopkins University), Series B, No. 3; Series H, Nos. 3, 4 and 5;
Series I, No. 1; Series K, No. 1; Series C; Series D, No. 2; Series A, No. 2;
A.L. Southam, "Contraceptive methods: use, safety, and effectiveness", in
B. Berelson and others, eds., Family Planning and Population Programs
(Chicago, Ill., University of Chicago Press, 1966), pp. 385-386; C. Tietze,
"The use-effectiveness of contraceptive methods", in C.V. Kiser, ed., Research
in Family Planning (Princeton, N.J., Princeton University Press, 1962),
PP. 357-369.
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the method can be used effectively. The more effective methods require
regular supplies or expert medical attention and many methods, including
some of the less effective ones, require detailed instructions for proper
use.

2. Knowledge of specific methods

Over-all, the most widely recognized methods are the pill, the IUD and
female sterilization (table 2). 1In all but one country (Nepal), at least
one half of the ever-married women interviewed knew about the pill, and in
14 of the 20 countries at least three fourths of them recognized this method.
Three fourths of the women recognized the IUD in 12 countries and three
fourths knew about female sterilization in 10 countries. Male sterilization
is less widely known (at least by women) than is female sterilizationm,
except in the Republic of Korea and Nepal. The other modern male method -
the condom - is, with a few exceptions, less widely known than the major
female methods. It is not surprising to find greater awareness of female
methods given their promotion by national family planning programmes.
However, it is likely that the level of awareness of male methods among
men, who were not interviewed, is higher than that recorded here. 2/

It should be noted that, with a few exceptions, all the figures in
table 2 represent the level of knowledge after the interviewer described
each method with a probe question, thereby possibly influencing greatly
the apparent level of knowledge of all the specific methods, but especially
of the traditional methods. 3/ To the extent that these variations in

2/ This was true in Thailand, where husbands as well as wives were
interviewed. Husbands reported a higher level of knowledge of male sterilization
and the condom than did wives, while wives more frequently recognized the
pill, the IUD and female sterilization. The Survey of Fertility in Thailand:
Country Reports, vol. II (Bangkok, Institute of Population Studies,

Chulalongkorn University), table 6.2.16.

3/ See, for example, Sri Lanka, Department of Census and Statistics,
Ministry of Plan Implementation, World Fertility Survey, Sri Lanka, 1975,
First Report (Colombo, 1978), p. 127, table 7.2. Knowledge of traditional
methods was probably seriously underreported when probes were omitted. The
following are countries that omitted certain probes: on injection: Bangladesh,
Jordan, Nepal, the Philippines, Panama, the Republic of Korea; douche:
Malaysia, Nepal; abstinence: the Dominican Republic, Nepal, Panama; rhythm:
Nepal. (This information was not available for Kenya.) No probe questions
were asked in the Pakistan survey.
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procedure influenced the answers, some international incomparability was
introduced. Although in most countries there were questions for the

methods shown by name in table 2, most surveys did not include probe
questions when investigating familiarity with indigenous folk methods,

which are included in the category "other". 4/ It is likely that familiarity
with such methods is underreported. Omission of probes probably also had

an impact on reported levels of use of folk methods which are discussed

in section B.3 of the present chapter.

It is of interest that, in all countries except Fiji, only a minority
of the women reported knowing about abstinence which, along with the
relatively small number that knew of withdrawal suggests '"that what is
being measured is not simply a technical type of knowledge but rather an
orientation to fertility regulation". 5/

The proportion of women who recognized at least one traditional method
tends to be higher in countries where knowledge of modern methods is widespread
than it is in the other countries. In several, a fairly large fraction of
women mentioned that they knew one or more methods in addition to those
shown by name in table 2 including 55, 28 and 21 per cent, respectively,
in Jordan, Indonesia and Malaysia. Except in Indonesia, such methods were
mentioned spontaneously. 6/ For most of the countries there is no detailed
information as to other methods women mentioned. 7/

4/ The effect of probes on the apparent level of use may be substantial.
For example, in Sri Lanka only 17 per cent of the women who later in the
interview said they had used rhythm had mentioned that they knew about this
method before the probe question was asked; most of the other 83 per cent
of the users would presumably not have mentioned using the method if the
probe question had been omitted. An even smaller percentage of ever-users
of withdrawal and abstinence had mentioned the method before the probe. By
contrast, over 90 per cent of ever-users of the pill and the IUD, about 80
per cent of condom users and 60 per cent on injectable and "other female
methods" users had mentioned the method before the probe.

5/ World Fertility Survey, Sri Lanka, 1975, First Report, p. 125.

6/ 1In Fiji, in addition to the methods shown in table 2, women were
asked if they had heard of breast-feeding being practised for contraceptive
reasons; 50 per cent of ever-married women responded that they had. Fiji Fertility
Survey, 1974, Principal Report, table HIL.

7/ In Malaysia, herbal medicines were mentioned most frequently. Other
traditional methods mentioned there include massaging of the uterus, exercise
immediately after intercourse, and ceremonies involving incantations and the
eating of special foods. Malaysian Fertility and Family Survey - 1974,

First Country Report, p. 130. In Indonesia, the other methods were primarily
herbal medicines, massage of the uterus and "uterus inversion". Indonesia
Fertility Survey, 1976, Principal Report, vol I, p. 39. Some of these
indigenous methods may act as abortifacients rather than contraceptives.
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Information for three Asian and two Latin American countries suggests
that women with little education and those who live in rural areas are
usually less likely than others to know of a family planning outlet. 8/
Table 4, adapted from a recent analysis, shows that in all five countries
studied, there is a regular and strong increase with education in the
likelihood that a woman knows of an outlet, before or after control for
the other variables. 9/ In four of the five countries, 88-95 per cent of
the women with post-secondary education knew of an outlet, while the
percentage with no education that knew of an outlet ranged from 40 to 80,
In Nepal there is also a strong differential, but the level of knowledge is
relatively low in all educational groups. The intercountry differences in
knowledge in rural and urban areas appear to be related to activities of
the family planning programmes in those countries. Where the programme
is regarded as strong, as in Costa Rica and the Republic of Korea, or
where there has been considerable emphasis within the programme on serving
rural areas, as in Malaysia, rural women are nearly as likely as urban
women to know of an outlet. In Colombia and Nepal, where programme services
have been concentrated in urban areas, urban women are much more likely
than rural women to know of an outlet. 10/

B. Levels of and trends in contraceptive use

Tables 5 and 6 show the levels of contraceptive use and type of method
used at the time of the WFS survey and, where roughly comparable survey
information was available, also changes over time in contraceptive practice.
Contraceptive use at the time of the WFS survey will be discussed first.

8/ G. Rodriguez, '"Family planning availability and contraceptive
practice", Family Planning Perspectives, vol. 11, No. 1 (January/February
1979), pp. 51-71.

9/ 1In the case of the education differentials, effects of rural/urban
residence are also controlled. These adjusted figures can be interpreted
in the same way as one would interpret figures that had been directly
standardized on the over-all within-country distribution of the control
variables.

10/ J. Stoeckel, '"Differentials in fertility, family planning practice,
and family size values in South Korea, 1965-1971", Studies in Family Planning,
vol. 6, No. 11 (November 1975), p. 378; R. Freedman and B. Berelson, "The record
of family planning programs", Studies in Family Planning, vol. 7, No. 1 (January
1976), pp. 22, 26; United Nations Fund for Population Activities, Malaysia:
Report of Mission on Needs Assessment for Population Assistance, Report No. 10
(1979); Nepal: Report of Mission on Needs Assessment for Population Assistance,
Report No. 21 (October 1979). In some countries, including Nepal, some services
are provided by mobile workers for teams, so that there may be no fixed outlet
in many areas that receive some services.
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1, Levels of ever-use and current use of contraception

Among the developing countries for which data are available, contraceptive
use is, on the average, higher in the Latin American countries than in the
Asian countries. Within the Asian and Oceanic countries, from 4 per cent
in Nepal to 69 per cent in Fiji of currently married women in the reproductive
ages had used contraception at some time (table 5). Within the Latin
American countries, the range is smaller, from 47 per cent in Mexico to
84 per cent in Costa Rica. The percentage using contraception at the time
of the interview ranged from 2 in Nepal to 41 in Fiji among the Asian and
Oceanic countries and from 30 in Mexico to 64 in Costa Rica among the Latin
American countries. The level of use in two of the Latin American countries,
Costa Rica and Panama, is within or near the range observed among developed
countries. 11/ Preliminary data are available for one African country,

Kenya. Although approximately one third of ever-married Kenyan women aged
15-50 had used contraception at some time, only 7 per cent of the currently
married women were using at the time of the interview.

Among the Asian countries, there are three, Bangladesh, Nepal and Pakistan
in which 14 per cent or fewer of the married women had ever used contraception
and fewer than 10 per cent were currently using. These countries are
clearly separated, in their level of use, from the other Asian countries; in
Indonesia and Jordan, the countries in table 5 with the next lowest level
of use, about one fourth of the married women were currently using.

In the developing countries (except Kenya) for which data are available,
most ever-users were currently using at the time of the survey. 12/ For the
countries shown in table 5 (except Kenya), the percentage of currently
married women who ever-used contraception correlates almost perfectly with
the percentage currently using (r> .9). Thus, since the time reference of
current use is clearer than that of ever-use, and also since current use
may be somewhat more accurately measured than ever-use, the remainder of
this discussion focuses on current use.

11/ See table 2.20 in part C of chapter 2 of "Report on monitoring of
population trends" (ESA/P/WP.68, 9 December 1980), for levels of use
in selected developed countries.

12/ This comparison is made for results from World Fertility Survey
inquiries only.
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2. Trends in contraceptive use

For several of the developing countries participating in the WFS,
surveys conducted before or after the WFS survey permit an examination of
trends in the level of contraceptive use. 13/ Differences between successive
surveys, in questions, wording, in training of interviewers and in other
interviewing conditions, may have affected the estimates of changes over
time in the level of use of contraception and in the types of methods used.
In particular, the level of use of traditional methods appears much lower
if these methods are mentioned spontaneously by the interviewer than if
"probe" questions are introduced. Differences in the wording of questions
were judged not to affect the general impression of time trends that this
table conveys, but the statistics should be treated with caution.

These figures show a rapid increase in the level of use between the
late 1960s and the mid 1970s in Colombia, Malaysia, the Philippines, the
Republic of Korea, and Thailand. The percentage of currently married women
who were using contraception more than doubled (starting from initially
low levels) in a period of less than 10 years in Malaysia, the Philippines
and Thailand and approximately doubled in the Republic of Korea between
1971 and 1978. Surveys taken in Mexico roughly two years apart (1976/77, 1978)
show a dramatic increase in current contraceptive use, from 30 to 40 per
cent, while in Indonesia there was a rise in current and ever-use of from
10 to 26 per cent of married women between 1973 and 1976. However, such
rapid increases recorded over a short space of time must be viewed with
extreme caution for, as noted above, sampling error, differences in population
sampled, sample design and methodology may explain some part of the recorded
differences.

By contrast, surveys in Costa Rica, Jordan and Pakistan reveal little
if any change in the level of use. The Costa Rican surveys were conducted
only two years apart, and the level of use was already quite high at the
time of the earlier survey. Other surveys, which were not national in
scope, indicate that the level of use in Costa Rica increased markedly from
the mid 1960s to the mid 1970s, while contraceptive use in rural Peru
increased slowly between 1969 and 1977. 14/ 1In Pakistan, however, the

13/ This comparison is restricted to countries for which World Fertility
Survey information is available. Figures shown in table 5 are taken from
surveys that were judged roughly comparable to the WFS. Cf. D. Nortman and
E. Hofstatter, Population and Family Planning Porgrams: A Compendium of
Data through 1978, tenth edition (New York, Population Council, 1981),
table 21, for estimates derived from survey and other sources.

14/ See the discussion in chap. IV and table 16.
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methodology of the two surveys differed in a way that probably led to an
understatement of use at the later data. 15/ There may have been a modest
increase in contraceptive use in Pakistan but there is no reason to suppose
that the increase has been as dramatic as that recorded in some other

Asian countries. The reported level of contraceptive use in Jordan increased
only slightly between 1972 and 1976.

3. Specific contraceptive methods used, and trends in method used

In all the developing countries shown in table 6 and figure I with
the exception of Peru and the Philippines, a majority of the women using
contraception are using one of the modern methods: male or female
sterilization, pill, injectable, IUD, condom or female chemical or barrier
methods (diaphragm, foam, other spermicides). 16/

The pill is an important method in most developing countries and, in
many, it is the most frequently used. And while one method rarely accounts
for as much as one half of total contraceptive use, over half of all
contraceptors in Indonesia were using the pill. The only countries in
which the pill accounted for less than 20 per cent of use are Nepal,
Pakistan, Peru, the Philippines and Sri Lanka.

Female sterilization is also a major method in many countries, especially
in Panama, where one fifth of currently married women had been sterilized,
but it accounted for less than 10 per cent of use in Bangladesh, Indonesia,
Jordan, Nepal and Peru.

Both the pill and female sterilization have tended over time to increase
in share of total contraceptive use in most developing countries for which
such information is available. In the Republic of Korea, however, use
of the pill has declined, relative to use of other methods, while female
sterilization has increased greatly, following an extension of programme
subsidies to cover that method.

The IUD and condom are important methods in many countries but generally
attract fewer users than do the pill and female sterilization. However,
these methods have not grown in relative importance over time, except in
the Philippines, though actual number of users has, in most cases increased.
It is possible that condom usage would appear somewhat higher if men had
been interviewed.

15/ N.M. Shah, "Past and current contraceptive practice in Pakistan'",
Studies in Family Planning, vol. 10, No. 5 (May 1979), pp. 164-173.

16/ See section A above, "Knowledge of contraception”.
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Male sterilization is infrequently practised in all of the Latin
American and most of the Asian countries. 1In the Republic of Korea, roughly
5 per cent of couples were using this method (11 per cent of users in 1978),
and while male sterilization accounted for 65 per cent of all current use
in Nepal, only 2 per cent of married couples were using this method, reflecting
the low over-all levels of use. Injectables and female vaginal methods
account for less than 10 per cent of all use, and the diaphragm, foam
and other similar methods appear to have decreased in relative importance
over time.

In Bangladesh, Colombia, Jordan, Kenya, Malaysia, Pakistan and
Sri Lanka, at the most recent survey shown, between one half and one fourth
of users were applying one of the traditional methods -- rhythm, withdrawal,
abstinence, douche, and miscellaneous other methods. Of the traditional
methods, rhythm and withdrawal are numerically the most important in most
countries, and they account for 45-50 per cent of all use in Peru and the
Philippines. With the exception of Peru, modern methods are heavily predominant
in the Latin American countries.

There is no clear difference between Asian and Latin American countries
in the types of methods most frequently in use. There is wide variability
among countries within each region; the mix of methods is probably determined
by many factors, including relative cost and availability, factors greatly
influenced by official or other organized family planning programmes. Most
programmes actively promote the use of some combination of methods that
are classified here as modern though a few programmes also encourage the
use of other methods. 17/

One conclusion to be drawn from the foregoing discussion is that the
contraceptive methods responsible for the fertility decline now occurring
in many developing countries are not primarily those that produce the
earlier fertility decline in the countries of Europe, which occurred at
a time when most methods classed here as "modern " did not yet exist.
Indeed, with a few exceptions - notably Peru and the Philippines, among
the countries examined here - most couples who practise contraception are using
modern, relatively effective female methods. A large fraction of women in
the developing countries reported that they had never heard of the traditional
male methods, while there was in most countries a high level of awareness
of one or more of the modern methods, no doubt largely because family

17/ For example, Catholic-supported services in the Philippines
promote the use of rhythm. R. Freedman and B. Berelson, '"The record of
family planning programs| Studies in Family Planning, vol. 7, No. 1
(January 1976), p. 11.
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planning programmes have emphasized those methods. It is possible that
knoweldge and use of male methods would have appeared more prevalent had
husbands been interviewed. At the same time, traditional methods are of
importance, as they were practised by at least 10 per cent of exposed
women in 11 of the 20 countries for which information was available.

C. Summary

The level of simple recognition of one or more contraceptive methods
is high in most countries. In 14 of 20 developing countries at least 90
per cent of women had heard of one or more methods, and in all countries,
with the exception of Nepal, at least three fourths of the women knew of
a method. Knowledge of a place where contraceptive supplies or services could
be obtained was often much less widespread than was simple recognition of
a method, suggesting that use of modern methods is still seriously constrained
by a lack of availability of family planning services.

The level of current contraceptive use varies widely among the 20
developing countries; fewer than 10 per cent of currently married women
in the reproductive ages were using a method in three Asian countries and
in Kenya, while in Costa Rica nearly two thirds were currently using. Among
the countries whose family planning programmes were rated as strong in table 1,
the level of current use ranged from 26 per cent in Indonesia, which is by
far the least developed country in this group, to 64 per cent in Costa Rica,
which is the most developed. In other countries in this group, roughly
one third or slightly more were current users. The level of use among
the countries rated as having moderate programmes is roughly similar,
ranging from 54 per cent in Panama, the most developed country in this group,
to 30 per cent in Mexico, which is the country which has undergone the most
rapid changes in recent years with respect to economic and demographic
conditions as well as programme strength. The levels of use among countries
with weak programmes (i.e., Bangladesh, Kenya, Nepal and Pakistan) is
universally low as is their level of development. In the three countries
with no official programme (i.e., Guyana, Jordan and Peru) levels of use
range from 25 to 32 per cent indicating that the absence of an official
programme does not necessarily provide a barrier to contraceptive use.

Surveys which pre-date or post-date the WFS show that very rapid
increases in the level of contraceptive use have occurred in many countries:
Colombia (1969-1978); Indonesia (1973-1976); Malaysia (1966/67-1974);
the Philippines (1968-1979); the Republic of Korea (1971-1978); Thailand
(1969/70-1979). All these countries are rated as having either strong or
moderate family planning programmes, with the programmes of Indonesia, the
Philippines and Thailand having grown notably in strength during the

- 25 -



period under review. 18/ In Costa Rica, the level of use has more or less
stabilized at a high level after increasing rapidly earlier. By contrast,
there was evidently little increase in Pakistan (1968-~1975), a country
rated as having a weak programme, or in Jordan (1972-1976), and only a
rather modest increase in rural Peru (1969-1977), the last two countries
having no official programme.

There is considerable variation among countries in the particular
methods currently in use. 1In 15 of the 20 developing countries, at least
two thirds of users were employing a modern method (pill, IUD, injectionm,
sterilization, female vaginal methods, condom). In two countries, Peru
and the Philippines (both heavily Catholic countries), traditional methods
account for most of the total contraceptive practice. As the over-all level
of contraceptive use has increased, there have also been shifts in the
types of methods used; modern methods, particularly the pill and female
sterilization, have increased their share of total use over time. A
shift towards modern methods has also been evident in many developed
countries. 19/ Although the over-all level of use is typically higher in
developed countries than in developing countries, traditional methods
(particularly withdrawal and rhythm) account for a larger fraction of total
use in some developed countries than in most of the developing countries
studied here.

18/ W.P. Mauldin and B. Berelson, "Conditions of fertility decline in
developing countries 1965-75", Studies in Family Planning, vol. 93 No. 5
(May 1978), p. 90.

19/ See table 2.21 in part C of chapter 2 of "Report on monitoring
of population trends" (ESA/P/WP.68, 9 December 1980) for patterns
of use in developed countries.
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Table 2. Percentage of ever-married women who had heard of specifie

contraceptive methods, selected WFS countries

Number Foam,
Count of Any Any Any Sterilization diaphragm With-  Abstin-
EY method modern traditional Female Male Pill Injection IUD Condom etc. Rhythm drawal  ence Douche Other
women method method
a/ b/ b/
Africa
Kenya s/ 8 100 88 84 70 54 14 74 55 49 40 20 50 25 45 12 2
Asia and Oceania
Bangladesh 6 515 82 80 49 53 51 64 e 40 21 105, 28 15 12 31 a/ 5
Fiji 4 928 100 100 87 96 40 98 50 97 83 41— 57 56 57 e 5
, Indonesia 9 155 17 75 34 11 8 71 17 50 41 5 12 7 13 3 28
o Jordan 3 611 97 97 81 79 19 96 i 76 51 21 50 54 33 20 55
~ Malaysia 6 318 92 90 61 73 34 87 48 40 52 26 38 30 30 ks 21
I Nepal 5 840 23 22 6 13 16 12 0 6 5 0 0 0 5 0 1
Pakistan 4 952 75 75 [ 7 2 63 12 48 14 7 0 0 2 0 1
Philippines 9 268 94 94 79 75 70 90 grow B6 88 40 66 65 36 21 4
Republic of
Korea S5 430 97 97 68 66 84 94 5 91 75 5 58 37 25 27 2
Stri Lanka 6 808 91 90 56 82 38 79 43 62 51 11 44 20 31 9 3
Thailand 3 820 97 96 55 87 70 92 71 86 48 22 32 22 36 17 1
Latin America
Colombia 3 302 96 95 74 72 38 90 71 82 60 56 56 47 28 41 9
Costa Rica— 3 037 100 100 91 94 67 98 88 91 91 71 81 67 31 60 7

(Table continued on following page)



Table 2. (continued)

Number  Any Any Any Sterilization . Foam, With- Abstin-
Country of method wmodern traditional Female Male Pill Injection IUD Condom diaphragm, Rhythm drawal ence Douche Other
women method method etc.
a/ b/ b/
Latin America (continued)
Dominican
Republic 2 256 98 98 75 95 30 91 68 78 72 60 43 56 e 47 12
Guyana 3 616 95 95 71 79 22 78 38 79 73 45 46 48 32 36 * :
Jamaica 2 765 98 98 78 88 40 95 87 84 90 67 39 59 38 £ 43
Mexico ol 6 255 90 89 63 68 38 83 68 75 42 28 48 47 aie .J 38 4
Panama— 3 203 99 98 86 93 65 95 26 89 76 56 66 61 35 62 4
Peru 5 639 82 78 69 60 19 63 61 42 40 31 55 40 24 47 11

-az-

_q_/ Unless otherwise indicated, based on women aged under 50 or 15-49 ever-married or in a union.
Data taken from M. V » Knowledge of Contraceptive Methods, World Fertility Survey Comparative
Studies No. 8, (Voorburgh, the Netherlands, May 1980), p. 16, table 1, and from standard
Tecode tapes.
b/ Modern methods include sterilizatiom, pill, injection, TUD, condom and female vaginal methods (diaphragm, foam,
other spermicides). Other methods are counted as traditional.
c/ Based on all women aged 15-50.
d/ Douche included with foam etc.
e/ Based on ages 20-49.
£/ 1Included with "other".




Table 3. Percentage of currently married women who had heard of an
efficient method of contraception and percentage who
knew of a family planning outlet, selected
WFS countries a/

Country Knew of a / Knew of
modern method— an outlet
Colombia 96 66
Costa Rica &/ 100 &/ 89 &/
Indonesia 80 53
Kenya gg L/ 42 &/
Malaysia 90‘9/ 77 e/
Nepal 22 & 6 el
Pakistan 15 32
Panama &/ 99 72
Republic of Korea 98 86

a/ Percentages were taken from World Fertility Survey First Country Reports
or data tapes and based on currently married women aged 15-49 or under age
50, except as noted.

b/ Sterilizatiom, pill, injection, IUD, condom, diaphragm, foam and other
spermicides.

c/ Ages 20-49.
d/ Based on ever-married women.

e/ G. Rodriguez, "Family planning availability and contraceptive practice",
Family Planning Perspectives, vol. 11, No. 1 (January/February 1979),
p. 53, table 1.

£/ Based on all women aged 15-50.

g/ Based on ever-married women aged 15-50.
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Table 4. Percentage of currently married women who knew of a family
planning outlet, by education and type of place of
residence, selected WFS countries

Type of place
of residence
Country Level of education Urban Rural
Total None Primary Secondary Higher City Town

Colombia ——
Unadjusted percentage 66 36 66 90 93 79 43
Adjusted a/ 66 42 66 83 87 80 42

Costa Rica

Unadjusted percentage 89 68 88 93 95 92 85

Adjusted a/ 89 71 89 92 94 93 85
Malaysia

Unadjusted percentage 77 62 84 90 90 80 83 75

Adjusted a/ 77 66 81 89 91 80 82 75
Nepal e

Unadjusted percentage 6 4 30 48 S5 38 ]

Adjusted a/ 6 5 29 38 g 37 5
Republic of Korea

Unadjusted percentage 86 76 87 91 88 87 83 85

Adjusted a/ 86 77 86 93 91 87 83 85

Source: Adapted from G. Rodriguez, "Family planning availability and contraceptive
practice", Family Planning Perspectives, vol. 11, No. 1 (January/February 1979),
p. 54, tables 2 and 2A.

a/ Education percentages adjusted using analysis of covariance, for years since
first marriage, number of living children, and type of place of residence. Type
of place of residence percentages adjusted for years since first marriage and

number of living children. Based upon unadjusted data in G. Rodriguez, loc. cit.

.
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Table 5.

of contraception, selected WFS countries

Levels of and trends in knowledge, ever-use and current use

Currently married women —

a/

Percentage who:

Year of Knew a Used a Are currently
Country survey Number method method using
Africa
Kenya 1977 (WFS) 88 b/ 32 ¢/ 7
Asia and Oceania
Bangladesh 1976 (WFS) 5 762 83 15 8
Fiji 1974 (WFS) 4 658 d/ 100 ¢/ 69 40
Indonesia 1973 e/, £/ 56 12 10
1976 (WFS) 7 880 80 38 26
Jordan 1972 g/ 4 938 94 ¢/ 49 ¢/ 22
1976 (WFS) 3 458 97 46 25
Malaysia 1966/67 E/J k/ — 67 e 9
1974 (WFS) 5 811 d/ 92 ¢/ 50 33
Nepal 1976 (WFS) 5 502 d/ 22 ¢f 4 2
Pakistan 1968 1/ 2 910 97 12 6
1975(WFS) 4 667 75 10 5
Philippines 1968 e/, m/ — 63 19 16
1978 (WFS) 8 866 d/ 9% c/ 58 36
Republic of Korea 1971 e/, h/ 4 949 25
1974 (WFS) 5 062 98 59 35
1978 i/, i/ . . 49

(Table continued on following page)
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Table 5. (continued)

Currently married women &

Percentage who:

Year of Knew a Used a Are currently
Country survey Number method method using
Asia and Oceania (continued)
Sri Lanka 1975 (WFS) 6 159 92 45 32
Thailand 1969/70 e/, n/ 15
1975 (WFS) 3 517 97 48 33
1979 e/, n/ 48
Latin America
Colombia:
Urban 1969 o/ . 65 p/ aTote 45
Rural 1969 o/ o 36 p/ vun 15
Urban 1976 (WFS) ' e 54
Rural 1976 (WFS) aee 32
Total 1976 (WFS) 2 827 96 62 43
1978 o/ 2 086 9% p/ 62 46
Costa Rica 1976 (WFS) q/ 2 699 d/ 100 ¢/ 84 64
1978 r/ 2 037 ware 83 64
Dominican Republic 1975 (WFS) 1 842 4/ 97 ¢/ 49 32
Guyana 1975 (WFS) 3 216 96 55 31
Jamaica 1975/76 (WFS) 2 302 4/ 98 ¢/ 66 38
Mexico 1976/77 (WFS) 5 659 d/ 90 47 30
1978 s/ 2 855 94 65 40
Panama 1974 e/, t/ —_— wilh - 31 e/
1976 (WFS) q/ 2 723 99 75 54
Peru 1977 (WFS) 5 060 82 50 53

(Sources and foot-notes on following page)
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(Sources and foot-notes to table 5)

Sources:
Unless otherwise stated, data are from World Fertility Survey First Country Reports and/or data tapes.
a/ For currently married women, percentages have been calculated based on women currently married or in
a union, aged 15-49, unless otherwise gpecified. For exposed women, percentages have been calculated based
on women aged under 50, married or in a union, excluding those who are currently pregnant or infecund
(but including those sterilized for contraceptive purposes), unless otherwise specified.
b/ Percentage calculated on the basis of all women aged 15-50.
c/ Percentage calculated on the basic of ever-married women.
d/ 1Including currently pregnant women who are not currently married, if any.

e/ Women aged 15-44 years.

£/ J. Sinquefield and B. Sungkono, "Fertility and family planning trends in Java and Bali", Intermational
Family Planning Perspectives, vol. 15, No. 2 (June 1979), pp. 49-51, table 9.

g/ Jordan, Department of Statistics, National Fertility Survey in Jordan 1972 (Amman, 1976), pp. 80, 114,
128, tables 33, 51 and 58.

h/ World Fertility Survey, The Korean National Fertility Survey, 1974, First Country Report (Seoul, Korean
Institute for Family Planning, 1977), pp. 122, table 69.

i/ Women aged 20-44 years.

j/ D. Nortman and E. Hofstatter, Population and Family Planning Programmes: A Compendium of Data through
1978, tenth edition (New York, Population Council, 1981), table 21.

k/ World Fertility Survey, Malaysian Fertility and Family Survey -- 1974, First Country Report
(Kuala Lumpur, National Family Planning Board, 1977), p. 143, table 8.11.
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(Foot-notes to table 5 (continued))

1/ N.M. Shah, "Past and current contraceptive practice in Pakistan", Studies in Family Planning, vol. 10,

No. 5 (May 1979), p. 166, tables 1 and 2.

m/ M.B. Concepcidn and P.C. Smith, The Demographic Situation in the Philippines: An Assessment in 1977,
Papers of the East-West Population Institute, No. 44 (Honolulu, Hawaii, East-West Center, 1977), p. 34,
table 9.

n/ J. Knodel and others, "Thailand's continuing reproductive revolution", International Family Planning
Perspectives (September 1980), vol. 6, No. 3, p. 89, table 6. The 1969/70 and 1979 figures have been

standardized on the 1970 age distribution of ever-married women. The corresponding age-standardized percentage

using among women 15-44 in 1975 is 26.

o/ Encuesta Nacional de Prevalencia del Uso de Anticoncepcidn, Colombia, 1978 (Bogotd, Corporacidén Centro
Regional de Poblacidn, 1979), pp. 52, 60 and 65, tables 5.5, 6.6, 6.13

p/ Percentages have been calculated on the basis of all women aged 15-49.
q/ Women aged 20-49.

r/ Informe de la Encuesta Nacional de Uso de Anticonceptivos, Costa Rica, 1978 (San José&, Direccidn
General de Estadistica y Censos, 1978), pp. 50-51, tables 7.2 and 7.3.

8/ Encuesta Nacional de Prevalencia en el Uso de Methodos Anticonceptivos: Informe de Resultados, Mexico
‘(Mexico, D.F., Coordinacién del Programa Nacional de Planificacidn Familiar, 1978), pp. 99 and 103,
tables 5.1 and 5.4; R. Rodriguez-Barocio and others, "Fertility and family planning in Mexico'", International

Family Planning Perspectives, vol. 6, No. 1 (March 1980), p. 6, table 5.

t/ R.W. Rochat and others, "Using contraceptive prevalence surveys to study the demographic impact of
contraceptive sterilization in Latin America", paper presented at the IUSSP Workshop on Methodological
Aspects of Contraceptive Sterilization (Atlanta, Ga., Center for Disease Control, 1979).



Table 6.

selected WFS countries

Distribution of women currently using a contraceptive, by method used,

All users
Modern Traditional Sterilization Diaphragmu With-  Abstin-
Country Year Tatal-y uethodﬁ_"‘ methods Female Male Pill Injection IUD Condom Foam etc.— Rhythm drawal ence Douche Other
Africa
Kenya (WFS) 1977 100 64 36 13 1 30 8 10 2 1 16 2 16 - :
Asia and Oceania
Bangladesh (WFS)1976 100 61 39 4 6 35 - 6 9 - 13 7 15 3
Fiji (WFS) 1974 100‘1"’ 86 14 39 = 20 e 11 15 &/ 6 ——
Indonesia (WFS) 1976 100 87 13 1 - 56 1 21 7 - 4 - 5
Jordan 197287 1008/ | y et 6 4 5 8 0 1 3 5 -
(WFS) 1976 100 69 31 7 - 47 . 8 6 1 8 13 1 - 8
Malaysia 1066/67%  100% e - o 8 sl 2 9 2 40
.:, (WFS) 1974 100 72 28 10 1 e g e 2 9 1 11 6 5 —fi—
“'Nepal (WFS) 1976 100 98 2 3 6 17 5 3 9 = g = 5 "
Pakistan (WFS) 1975 100 72 28 18 1 18 - 12 19 3 2 2 22 - 2
Philippines 19682/ 100 17 83 —_ 11— 9 - 3 3 % 32 47 - 2 2
(WFS) 1978 100 45 55 13 2 513 - 6 10 - 24 26 5 - -
: Republic of h/ 1/
Korea 1971— 100— Tiae o — R — 30 - 28 14 17
(WFS) 1974 100 77 23 5 9 24 1 23 15 1 13 7 1 1 -
1978 100% : — 2 1 @ — 13— 20 %
Sri Lanka (WFS) 1975 100 59 61 —— 5 i 15 7 - 25 5 11 = -
Thailand (WFS) 1975 100 92 8 19 6 41 6 18 1 - 3 3 2 - 1

(Table continued on following page)



Table 6. (continued)

All users
a/ Modern b/ Traditional Sterilization Diaphragm, With- Abstin-
Country Year Total— methods— methods Female Male Pill Injection IUD Condom foam, etc.c/ Rhythm drawal ence Douche Other

latin America

Colombia:
Urban 19692’ 100 51 49 4 - 22 - 1 7 7 16 24 vee —9 —
Rural 19692’ 100 40 60 7 a 13 = 7 7 7 20 13 v ——
(WFS) 1976 100 72 28 9 . 3 1 20 4 5 12 11 2 1 2
19782/ 100 81 19 16 & 17 o LY 3 8 sk e
Costa Rica(WFS) 1976 100 83 17 19 2 35 3 8 14 3 1 = -
19788 100 86 14 22 1 37 3 7 14 2 6 vee —1
Dominican Re-
:.' public (WFS) 1975 100 84 16 38 - — 26 — 9 5 7 4 1 1
‘I" Guyana (WFS) 1975 100 90 10 27 - 29 1 18 9 6 3 4 2 =
Jamaica (WFS) 1973= 44 9% 6 21 = 1 16 5 17 4 1 4 1 = “
1976
Mexico (WFS)  1976/77 100 77 23 9 1 36 6 19 2 5 10 12 1 -
1978 1002 83 ! 17 18 - 35 7 16 3 4 7 7 s o §,
Panama (WFS) 1976  100% 85 15 39 1 32 1 2 3 5 6 3 1 1
Peru (WFS) 1977 100 36 64 9 - 13 3 4 3 3 35 10 11 2

(Sources and foot-notes on following page)
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(Sources and foot-notes to table 6)

Sources: Unless otherwise stated, data are taken from World Fertility Survey Country Reports and magnetic

data tapes. Where results of one or more surveys are given, the World Fertility Survey is so
designated.

Percentages calculated on the basis of currently married current users aged 15-49 or under 50, unless
otherwise specified.

Sterilization, pill, injection, IUD, condom, diaphragm, and foam and other spermicides.
Including other spermicides, such as jelly, suppositories.

Excluding women practising post-partum abstinence.

Included with "other" category.

Jordan, Department of Statistics, Natiomal Fertility Survey in Jordam 1972 (Amman, 1976), pp. 123, 128,
tables 56, 58.

Figures do not add to 100 because women using a combination of methods are shown under each method.

Factors Affécting the Use and Non-use of Contraception: Findings from a Comparative Analysis of Selected
KAP Surveys (United Nations publication, Sales No. E.79.XIIL.6), p. 52, table 6.

Percentages calculated on the basis of users aged 20-39.

D. Nortman and E. Hofstatter, Population and Family Planning Programs: A Compendium of Data Through 1978,
tenth edition (New York, Population Council, 1981), table 21.

Percentages calculated on the basis of users aged 20-44.

World Fertility Survey, Malaysian Fertility and Family Survey - 1974, First Country Report (Kuala Lumpur,
National Family Planning Board, 1977), p. 143, table 8.11.

Percentages calculated on the basis of users aged 15-44.
Data supplied by the Government of the Philippines.

Encuesta Nacional de Prevalencia del Uso de Anticoncepcidn, Colombia, 1978 (Bogot;; Corporacidn Centro
Regional de Poblacidn, 19/9), p. 65, table 6.13.

(Foot-notes continued on following page)
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(Foot-notes to table 6 (continued))

p/ Included with diaphragm etc.

q/ Informe de la Encuesta Nacional de Uso de Anticonceptivos, Costa Rica, 1978 (San Jos&, Direccion General
de Estadistica y Censds, 1978), p. 55, table 7.6.

r/ Encuesta Nacional de Prevalencia en el Uso de Metodos Anticonceptivos; Informe de Resultados, Mexico
(Mexico, D.F., Coordinacidén del Programa Nacional de Planificacién Familiar, 1978), p. 102, table 5.3.

s/ Percentages calculated on the basis of current users among all women aged 15-49.

3/ Percentages calculated on the basis of users aged 20-49.



Figure |

Percentage of currently married women who are currently using
contraception, by type of method, 20 WFS countries
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Chapter II

DIFFERENTIALS IN CONTRACEPTIVE USE BY DEMOGRAPHIC FACTORS
AND DESTRE FOR MORE CHILDREN

In order to understand differences among countries in patterns of
contraceptive use, it is important to examine the role of purely demographic
factors (such as age, number of children and child death) as well as of preferences
(for family size and sex composition) in determining these differentials.
Differentials in contraceptive practice according to certain demographic
variables such as age and number of living children may be expected to persist
over time and from place to place since they partially reflect changes over
the family life cycle in the desire to control fertility. Thus, it is
reasonable to suspect that intercountry differences in the rate of practice
of contraception might be at least partially due to differences in the
demographic composition of the propulation. Couples who have experienced the
death of a child might be expected to be less likely than others to use
contraception and therefore intercountry differences in levels and patterns
of child mortality may also contribute to an explanation of intercountry
differences in contraceptive practice. Cultural values which affect family
size preferences as well as sex preferences may also play a role in explaining
intercountry differences in contraceptive use. A preference for sons has
been observed in many, though not all, developing countries. These preferences
can only influence fertility if couples use methods of fertility control in
a way that is contingent on the sex composition of the children they bear.

In the course of the transition to low fertility, demographic differentials
in contraceptive use may be expected to undergo some change in form while
maintaining the same over-all direction of relationship., Contraceptive
practice is usually not entirely absent even in societies in which the level
of fertility is high and apparently stable. Logic would dictate that contraceptive
practice would occur mainly among older women, among women with large families,
and among women, in these countries, who state that they want no more children.
When marital fertility begins to decline, it is generally accepted that it
declines at first at the older ages, as couples who already have several
children or more than they want begin to limit the size of their families.
Statistics gathered by family planning programmes have consistently shown a
decrease over time in the age and family size of programme acceptors. 1/

1/ This is probably due in part to the eventual exhaustion of the pool of
older, high parity women who have not already become acceptors (the saturation
hypothesis) as well as to an increased propensity of younger, low-parity women
to begin using contraception. J.A. Ross, '"Declines in the age and family size
of family planning program acceptors: international trends'", Studies in Family
Planning, vol. 10, No. 10 (October 1979), pp. 290-299.
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These changes in demographic differentials in contraceptive use in the
course of the demographic tramsition can be partially explained by the effect
of modernization on family size and sex composition preferences (as well as
on the desire for child spacing). In many developed countries, where couples
tend to want small families, current contraceptive practice is nearly as
high among women with one child as among those with two or more children,
although women with no children are less likely than others to use contraception. 2/

In this chapter, WFS data from the 20 countries discussed in chapter I will
be used as a basls for a comprehensive analysis of differentials in contraceptive
use with respect to demographic factors and preferences. After a preliminary
discussion of the appropriateness of using women exposed to the risk of pregnancy
as the relevant base population for the subsequent analysis, the following
variables will be examined in relation to contraceptive use: (1) age and
number of living children; (2) desire for more children and sex composition of
the family; and (3) the experience of the death of a child. The choice
of variables has been constrained by a desire to maintain comparability across
countries. Thus, variations within countries in contraceptive use by region,
ethnic group or religion have not been considered here. These and other
factors may have a very important influence on the practice of contraception
which is independent of the effects of the variables examined here. Basic
tabulations showing the relationship of the latter variables with contraceptive
practice and fertility can be found in most of the first country reports, and
these variables will in many cases receive attention in country-specific
analysis. 3/

2/ PFertility and Family Planning in Europe Around 1970: A Comparative Study
of Twelve National Surveys (United Nations publication, Sales No. E.76.XIII.2),
p. 159, table 128.

3/ Several country-specific analyses which examine factors related to
contrabeptive use have been compared and others are in preparation. See
J.G. Cleland and others, Tllustrative Analysis: Socio-ecomomic Determinants
of Contraceptive Use in Thailand, Scientific Reports, No. 5 (Voorburg, the
Netherlands, International Statistical Institute, August 1979); T.N. Pend
and I Abdurahman, "Factors affecting contraceptive use in Peninsular Malaysia';
B. Soeradji and S.H. Hatmadji, '"Contraceptive use in Java-Bali: multivariate
analysis on the determinants of contraceptive use"; and N.I. Kim and B.M. Choi,
"Preferences for number and sex of children and contraceptive use in Korea",
papers presented at a Seminar on the Use of Multivariate Techniques in Second-
stage Analysis of World Fertility Survey Data (Bangkok, August 1980)
(mimeo.).

o



A. Exposure to the risk of pregnancy

For a discussion of trends in contraceptive use the most convenient base
population is "currently married women in the reproductive ages', because reports
of most surveys that precede the WFS tabulated statistics on that basis. However,
the group of currently married women contains many who cannot reasonably be
expected to be current contraceptive users: those who are currently pregnant,
those who believe themselves incapable of having more children or who,
owing to recency of birth, are amenorrheic and believe themselves protected
from the risk of pregnancy, and those practising abstinence for a non-
contraceptive reason (such as temporary absence of the spouse, recency of
the last birth and, in some cultures, terminal abstinence). It is not possible
to observe all the categories of non-risk for all countries. However, all
of the WFS surveys permit identification among the currently married of a
group of "exposed women'", i.e., women who are non-pregnant and who believe
themselves to be fecund, plus the contraceptively sterilized (who are counted
as current contraceptive users). This group provides a more refined base
population for the analysis of differentials in contraceptive use, and "exposed
women'" will be the base population employed for all the discussion in this chapter.

Table 7 shows the percentage of currently married women who were, at
the time of the interview, pregnant, involuntarily infecund and exposed, the
percentage of all women in the reproductive ages who were currently married,
and exposed women as a percentage of all women in the reproductive ages.
In all of these developing countries, two thirds or less of the women in
the reproductive ages were exposed to the risk of pregnancy at the time of the
interview. 4/ Among currently married women, the percentages ranged from
68 to 85. Although there is considerable variation within each region, the
percentage of currently married women who were exposed is slightly lower, on
average, in the Asian countries than in the Latin American countries. This is
due more to higher estimates of infecundity in Asian countries than to higher
percentages currently pregnant. These reports of level of infecundity should
not be taken at face value. Except where non-contraceptive sterilizing surgery
is common, as in the United States of America, most women conclude that
they are infecund only if they have engaged in sexual relations for a long
period when they were not using contraception and have failed to become
pregnant. In countries where a high proportion of women practise contraception
many women who have become infecund have no way of knowing it. Intercountry

4/ 1In some countries premarital sexual activity is common. The WFS
definition of "marriage'" is a broad one, including legal and consensual
unions and, in some countries, visiting unions. TIn this report, these various
types of unions are, for convenience, referred to as "marriages". There are
some sexually active women who were counted as never married; these are excluded
from discussion here because contraceptive use information for such women is lacking
for most of the countries.
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variations in the level of self-reported infecundity can thus be expected to

reflect, inter alia, variations in proportion practising contraception in the

recent past, and this is probably a major reason for the negative association

in these data between ''percentage infecund" and '"percentage practising contraception".
Reported rates of involuntary infecundity are lower in several developed

countries for which comparable data are available. 5/

Women may be temporarily removed form risk of pregnancy for reasons other
than current pregnancy and infecundity. Where lengthy breast-feeding is the
norm, a large fraction of women may be in a state of post-partum amenorrhea at
any given time, and these women may not consider themselves to be at risk.
Information about breast-feeding practices is available for all of the WFS
survey countries but, while it is possible to draw conclusions about the
approximate average duration of amenorrhea in each population, 6/ it is
not possible to identify the individuals that are currently amenorrheic.
Direct information about post-partum amenorrhea is accessible only for Fiji,
Kenya and the Philippines, among the countries considered here. Twenty-one
per cent of Filipino women whose last pregnancy led to a live birth and
who were not currently pregnant were still amenorrheic at the time of the
interview. In Fiji, 9 per cent, and in Kenya a little over one-third, of
exposed women were in this state. There is no direct information in the WFS
about the extent to which women believe themselves protected by amenorrhea. 7/

5/ H. Leridon, "Les facteurs de la fécondité dans les pays développés",
paper presented at the World Fertility Survey Conference (London, 7-11 July
1980), p. 25, table 11. The United States has relatively high levels of
non-contraceptive sterility due to the prevalence of sterilizing operations
performed for health reasons.

6/ It was estimated, on the basis of sevefal studies, that the average
amenorrhea increases with the average duration of breast-feeding roughly
as follows:

Months of breast-feeding Months of amenorrhea
0 2
3 3
6 4-5
9 6
24+ 15

H. Leridon, '"Biostatistics of human reproduction", in C. Chandrasekaran and

A, Hermalin, eds., Measuring the Effect of Family Planning Porgrams on Fertility
(Dolhain, Belgium, IUSSP, 1975), pp. 93-131; see also, R.J. Lesthaege

and H.J. Page, "The post-partum non-susceptible period: development and
application of model schedules", Population Studies, vol. 34, No. 1 (March 1981),
ppP. 143-169.

7/ Although amenorrhea does provide fairly effective protection from
conception ovulation often resumes in the month preceding the first
menstrual period, and women may thus become pregnant while amenorrheic. Some
women may believe that there is no risk of pregnancy during amenorrhea, however.
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Factors other than breast-feeding and the associated period of ammenorrhea may
also be important in some countries. Women may be protected from pregnancy

for a long period after a birth by the practice of post-partum abstinence.

This practice may not be regarded by the people themselves as a form of contraception,
although it certainly has the effect of increasing birth intervals. 1In most

of the countries discussed here, post-partum amenorrhea probably endures for

a longer period, on average, than does post-partum abstinence, but data regarding
this are unavailable for most countries. For example, in the Philippines, 9

per cent of women whose last pregnancy ended in a live birth and who were not
currently pregnant were practising abstinence, 8/ compared with 21 per cent
amenorrheic (at the time of the interview) among women whose last pregnancy ended
in a live birth.

For two countries, Fiji and Kenya, it was possible to examine the
level of current contraceptive use among exposed women from the standpoint of
whether the women were practising post-partum abstinence, were amenorrheic
or were currently breast-feeding (table 8). Of exposed women who had
borne at least one child, 14 per cent were either amenorrheic or were practising
post-partum abstinence in Fiji, while 41 per cent were in one of these states
in Kenya. 1In both countries, the level of contraceptive use among women who
were amenorrheic but were not practising post-partum abstinence was intermediate
between the level among those practising abstinence and those who were not
amenorrheic. 9/

This indirectly suggests that some but by no means all of the women
regarded amenorrhea as adequate protection against closely spaced pregnancies.
In Kenya, but not in Fiji, women who were currently breast-feeding were

8/ Republic of the Philippines Fertility Survey, 1978, First Report,
tables 6.4.3 and 6.2.5.

9/ 1In Fiji, nearly one fourth of those practising post-partum abstinence
were coded as contraceptive users. While a few of these may have been coded
erroneously, most of these users had been contraceptively sterilized, a procedure
which is often performed immediately post-partum. Others were using an IUD,
which may also be accepted by the woman immediately after a birth.
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somewhat less likely than others to be using contraception, within the group
of amenorrheic women and within the group that was not amenorrheic. 10/ In
Kenya, all of these effects were rather small in absolute terms; women were
unlikely to be using contraception regardless of their exposure status.

Another  factor which is important in some countries is the temporary
separation of spouses; information about this is also lacking for most
countries. In Kenya, for which statistics on this are available, only
1 per cent of women were not at risk because of the husband's absence in
addition to those removed from risk by the other factors discussed above. 11/

Variations across countries in patterns of breast-feeding and post-
partum abstinence make it difficult to define exposure to the risk of
pregnancy in precise terms. The definition of exposure adopted in the present
report is a practical one given the information available in a practical
one given the information available in a comparable form from the WFS surveys.
However, in interpreting findings, it must be kept in mind that these other
non-contraceptive factors (including the practice of abortion) may be important
in understanding cross-national patterns in contraceptive use. In addition,
it must be noted that self-defined infecundity is a negative function of
the level of contraceptive use.

Therefore, the group measured as exposed in these data, which excludes
those currently pregnant and those who believed themselves to be infecund,
includes some women who were using contraception but did not realize that
they were infecund and some women practising prolonged breast-feeding and/or
post-partum abstinence who were non-contraceptive users but not in fact exposed.

10/ There 1is inconclusive evidence that lengthy breast-feeding may
continue to depress level of fecundability even after menstruation resumes,
but even if there is some residual effect of breast-feeding, it probably
does mnot approach the degree of protection offered by traditional methods
of birth control. M.L. Berman and others, "Effect of breast-feeding on post-
partum menstruation, ovulation, and pregnancy in Alaskan Eskimos', American
Journal of Obstetrics and Gynecology, pp. 524-534, vol. 114 (15 October 1972);
A. Jain and others,"Lactation and natural fertility" in J. Menken and H. Leridon,
eds., Patterns and Determinants of Natural Fertility (Ligge, Ordinal, 1979).
Breast-feeding women may be reluctant to use some methods of contraception not
because they believe themselves to be protected from pregnancy but because
they fear that contraception will interfere with the flow of breast milk.
There is some evidence that combined and sequential pills do shorten the
duration of lactation, although other pill formulations may not do so.

F.W. Rosa, "Resolving the 'public health dilemma' of steriod contraception and
its effects on lactation", American Journal of Public Health, vol. 66, No. 8
(August 1976) pp. 791-792.

11/ Kenya, Central Bureau of Statistics, Kenya Fertility Survey Major Highlights,
table 35, op. cit. Only absences of three or more months' duration are
counted here.
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As contraceptive use increases, the amount of unreported infecundity will
increase at the same time as the importance of factors other than contraception
decrease. It is difficult to assess how these counteracting biases will

affect the interpretation of intercountry differences in contraceptive use,

but it is clear that particular country characteristics must be kept in mind
when interpreting these differentials.

Table 9 shows the distribution of exposed women according to the
characteristics to be analysed in this chapter. This provides a backdrop
against which the differentials within and between countries can be assessed.

B. Differentials in contraceptive practice by age and
number of living children

Current contraceptive use is typically highest among women in the
middle of the reproductive ages, from 25 to 39 years, although the precise
age at which contraceptive use peaks varies (table 10 and fig. II). Older
women are, in most countries, less likely to be using contraceptives, even
though women who believe themselves to be infecund are excluded from the
base population in the comparison shown here. Although young women are,
in most countries, much less likely to be using a method than are women in
the peak ages 25-39, the level of current use among younger married women
is fairly high in many countries, suggesting that contraception is frequently
used to space births. (This is examined more directly below.)

The decline in use at the higher ages is not always a large one. The
difference between the percentage using contraception among women aged 45-49
and the level in the five-year age-group with the highest use was under 10
percentage points in nine of the 20 countries: Bangladesh, Kenya, Nepal and
Pakistan (where fewer than 20 per cent of any age-group were using contraception)
and also in Fiji, Indonesia, Jordan, Panama and Sri Lanka.

There are several possible reasons for the typical curvilinear relationship
between contraceptive use and age. Older women may be less likely to use
contraception because of lack of information or because of adherence to
traditional norms which discourage contraceptive use. Young women may be less
subject to the influence of tradition, but some may also be relatively poorly
informed about contraception. Furthermore, many of them will be trying to
have more children. These possibilities may also apply in respect to the
variations by parity noted below. A crude measure of contraceptive knowledge,
the recognition of any method, shows that in most countries women aged 25-39
years are more likely to be informed about contraception than are younger or

- 46 -



older women, 12/ but in many countries, among exposed women, the difference
by age in recognition of a method is much smaller than the age differential
in contraceptive use.

It seems self-evident that motivation to use contraception is determined
to a major extent by the number of children already in the family. It might
be expected therefore that the percentage of women currently using contraception
would increase as family size increases, Table 11 and figure III show the level
of current contraceptive use among exposed women by number of living children.
In all countries the level of contraceptive use increases with family size -
in most cases very sharply - among women with zero to three children. In
general, there is very little further increase with family size in the
level of contraceptive use once a moderate family size has been reached and,
in many countries, the level of use among women with large families is lower
than among those with a moderate number of children. These variations are
evidently influenced by the age of the woman. As discussed above, older women,
who tend to have large families, are less likely to be suing contraception
than are those in the middle years of the reproductive period. 13/

Many of the countries in which the level of use shows little or no
tendency to decline at higher family sizes are those in which the over-all
level of use is very low -~ Bangladesh, Kenya, Nepal and Pakistan. 1In
these countries, fewer than 20 per cent of women with seven or more children
were using contraception at the time of the interview.

Although there are some general differences between the Latin American and
the Asian countries in the shape of the curves displayed in figure III, it
cannot be said that there is a single Asian pattern or a single Latin American
pattern. In most Asian countries there is a positive association of family
size with level of use, at least until the family contains three or four
children, while in many Latin American countries use is not greater among
couples with three or more children than among those with two children.

12/ Martin Vaessen, Knowledge of Contraceptive Methods, World Fertility
Survey Comparative Studies, No. 8 (Voorburg, the Netherlands, May 1980).

13/ The relationship between family size and contraceptive use is usually
similar in form, though less pronounced, even after statistical control for
age and socio-economic variables. Results not shown.
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While the level of use among childless women was always much lower
than among women who had a living child, the level among childless exposed
women 14/ was over 30 per cent in several Latin American countries and
over 10 per cent in all the Latin American countries studied. By contrast,
in Kenya and the Asian countries, with the exception of the Republic of Korea,
10 per cent or less of exposed women with no children were using contraception.
These levels of use among childless women may be somewhat misleading; those
women who use contraception before the first child will, naturally,
remain childless longer than other women and thus, at the time of the interview,
would be over-represented in the group of non-pregnant women with no children.
In several of the countries, women were asked how many children (or how
many pregnancies) they had had before they first used contraception. Table 12
shows the percentage who reported using contraception before they had a
live birth (or before they became pregnant), tabulated by age. 15/ When
compared with table 11, table 12 does suggest that the level of use among
exposed childless women gives a misleadingly high impression of use before
the first child, but it also shows that, in five of the six countries (with
the exception of Sri Lanka), younger cohorts report much higher levels of
use before the birth of the first child. 1In Costa Rica, Colombia and
Panama, between 20 and 30 per cent of the younger ever-married women reported
having used contraception before they had a child. Thus, although a large
majority of women in those countries do not begin to use contraception
until they have one or more children, contraceptive use in order to delay
the first child is no longer very uncommon in a number of Latin American
countries, and use early in marriage appears to share to some extent in
the general increase in use in a number of Asian countries.

There is an Interesting difference between the two English-speaking
countries in or near the Caribbean and the other Latin American countries.
In Guyana and Jamaica, women with one child are only slightly more likely
to be using contraception than are women with no children, while, in the
other Latin American countries, contraceptive use among women with one child
is much more frequent than among childless women., This difference is
related to cultural differences in marriage patterns. In Guyana and Jamaica

14/ Figures for contraceptive use for women with zero live births
(not shown) differ little from those for women with zero living children.

15/ Data available for six countries only.
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and some other countries in or near the Caribbean, visiting unions, which
are less stable than either common law or legal unions, are very common,
especially among young women. In Guyana and Jamaica, 42 and 44 per cent,
respectively, of childless women in visiting unions were using contraception,
compared with 26 and 37 per cent, respectively, among women with one child.
Childless women in visiting unions are much more likely than childless women
in other types of unions to be using contraception. 16/ This may represent
an attempt to delay childbearing until there is a prospect of forming a

more stable family. Conversely, women may enter more stable unions only
after becoming pregnant or bearing a child.

The Republic of Korea exhibits a pattern distinct fromthat of all the
other Asian countries. The level of contraceptive use among women with
no children is higher than in other Asian countries and, as observed for
Guyana and Jamaica, there is little difference in level of use between women
with zero children and those with one child. Use increases rapidly after
one child to a peak among Korean women with four children and then declines
substantially with further increase in family size.

Some perspective can be gained by comparing the patterns observed
for developing countries with those in developed countries, as summarized
in a comparative analysis based on data gathered around 1970. 17/ The
curvilinear pattern noted in table 11 and figure III for developing countries
was also found in the developed countries; in the latter, the peak level
of contraceptive use was generally observed among women with two children.
In some countries (including Czechoslavakia, Hungary and Yugoslavia) the
decline with increased family size was quite pronounced, while in others
(including Belgium, Denmark, England and Wales, France and the United
States of America) it was small. The over-all pattern in the latter
countries resembled that observed in the non-Caribbean countries of Latin
America, except that the over-all level of use was higher, and the level
of use among childless women relative to that among women with one child
was also somewhat higher in those developed countries. In other developed
countries, however, notably Poland and Yugoslavia, the level of use among

16/ Jamaica Fertility Survey, 1975/76, Country Report, vol. I, p. 74;
Guyana Fertility Survey, 1975, Country Report, vol. I, p. 59,

17/ The developed countries for which relevant information was
presented are Belgium, Denmark, England and Wales, Finland, France, Hungary,
Poland, the United States of America and Yugoslavia. The available
statistics for developed countries are somewhat incomparable with those in
table 11. The developed country figures refer to contraceptive use by parity
rather than by number of living children and exclude contraceptive sterilizatiom,
although this method may have been of minor importance in the countries
studied, except for the United States and England and Wales. The statements
made above are based primarily on a table showing contraceptive use by
parity, for currently married, non-pregnant, fecund women. Fertility and
Family Planning in Europe Around 1970: A Comparative Study of Twelve
National Surveys (United Nations publication, Sales No. E.76.XIII1.2), p. 159,
table 128.
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childless women was lower than in some of the South American countries. Thus
there is no clear distinction between patterns observed in developed countries
and some of the developing countries. Within both groups of countries there is
diversity in the level of use among couples with no children relative to those
with at least one child.

Finally, it may be noted that in none of the developing countries shown in
table 11 does contraceptive use increase so sharply and regularly with family size
as does the stated desire for no more children; ;g/ in most of the countries,
among women with small families (0-2 children), the percentage of exposed women
using contraception is higher than the percentage who say that they want no more
children. Thus, contraception in developing countries should not be viewed solely
as a practice that couples adopt in order to limit their family size; it is also
used for birth spacing.

Standardization of rates of contraceptive use among exposed women by number
of living children or age shows that intercountry differences in demographic
composition have only a modest effect on the magnitude of observed differences
in the level of contraceptive use. Tables 10 and 11 show the level of current
use among exposed women, standardized for age and family size, respectively. 19/

18/ A summary for 15 countries of the percentage desiring no more children,
according to size of family, may be found in United Nations Population Division,
"Selected factors affecting fertility and fertility preferences in developing countrie
evidence from the first fifteen WFS country reports', paper prepared for the
World Fertility Survey Conference (London, July 1980), p. 34, table 15.

19/ Direct standardization involves calculation of a weighted average of
within-group "rates'" (in this case, the rates are percentages of exposed women
practising contraception) using a standard proportional distribution to form the
weighted average:

T, = Ir,.w
“2 18"
where‘fl is the standardized rate for country i
511 is the rate within group j of country i
Ei is the weight for group j.

For example, the proportion using contraception in Kenya standardized on the age
distribution of Colombian women, is calculated as follows:

10 = 3(.055) + 7(.178) + ... + 12(.082).

Thus if women in Kenya had the age distribution of Colombian women but the age-
specific rates of contraceptive use observed in Kenya, the level of contraceptive
use among exposed women would be 10 per cent. Further examples may be found in
United States Department of Commerce, The Methods and Materials of Demography,

by Shryock and Siegel, vol. II (Washington, D.C., 1973), pp. 481-485.

-
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The Colombian age and family size distributions (see table 9) were used as
standards. 20/ After standardization for either age or number of children,
the variation from country to country is nearly as pronounced as before
standardization.

Thus differences among countries in levels of contraceptive use among
married women of reproductive age, unlike differences in cumulative fertility,
can be accounted for only to a minor extent by differences in age or other
demographic variables. Demographic variables are related to contraceptive use
within each population, but there are typically very large differences among
populations in the level of contraceptive use for women of any particular age
or parity. 21/

C. Differentials in contraceptive practice by desire for more
children and sex composition

Although family size and sex composition goals are often viewed as the
primary determinants.of contraceptive use, the desire to limit family size is
not the only reason for using contraception. Couples may use contraception in
order to ensure adequate spacing between births or because the wife is in poor
health and wishes for that reason to avoid pregnancy. The discussion above
relating to the comparatively wide use of contraception among women with small
families suggests birth spacing as an additional reason. In some Latin American
countries, use in order to postpone the start of childbearing is also becoming
common.

In most of the countries 22/ between 50 and 65 per cent of the exposed women
said that they did not want more children. Lower percentages were reported in
Kenya (16), Nepal (30), Indonesia, Jordan, Malaysia, Pakistan and Guyana (40 to
49), and a higher percentage (74) in the Republic of Korea.

Table 13 shows the percentage of exposed women using contraception, among
those who want more children or are undecided, and among those who want no more.
It distinguishes use of any method and use of a modern method: pill, injectable,
IUD, condom, sterilization and female barrier methods, i.e., techniques offered
most often by family planning programmes.

20/ Colombian women have an age and family size distribution near the median
for the countries examined here. Because patterns of use by age and family size
are not identical for all countries, the choice of standard has some effect on
apparent intercountry differences after standardization, but alternative reason-
able choices of standard would not affect the conclusion reached above.

21/ A similar conclusion is reached using a different technique by A.I.
Hermalin and W.M. Mason, "A strategy for the comparative analysis of WFS data,
with illustrative examples', in The United Nations Programme for Comparative
Analysis of World Fertility Survey Data (New York, United Nations Fund for
Population Activities, 1980), pp. 90-168.

22/ The discussion excluded Bangladesh, where some women were asked, 'Do
you want another child soon?'. The data for Bangladesh are none the less
shown in table 13.
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Exposed women who do not want more children were, as would be expected,
more likely than others to be using contraception in all countries (see table 13,
left-hand columns), and in 19 of the 20 countries at least one half of the current
users were women who wanted no more children (right-hand columns of table 13).
The exception is Kenya, where 84 per cent of exposed women wanted more children
or were undecided, and only about two fifths of current users were women who
wanted no more children.

In 17 of the 20 countries, at least 40 per cent of women who said that they
did not want more children were not using any method of contraception. Omnly in
Costa Rica were at least three fourths of the women who did not want more children
using a method. Statistics presented later show that this gap between stated
desire to stop bearing children and current contraceptive practice is, in most
countries, heavily concentrated among women with little or no education.

Use of modern methods is not confined to women who want no more children
(and who might for this reason be highly motivated to practise contraception
effectively), although it generally comprises a slightly larger proportion of
total use among them than among the others (fig. IV). Only in Kenya, the Philip-
pines and Sri Lanka was the proportion employing a modern method at least 10
percentage points lower among current contraceptive users who wanted more children
than among those who did not want more. Thus, where use of traditional methods
is prevalent among women who want more children, it is also found among those who
do not.

In most of the Latin American countries, the level of use is quite high among
women who want more children, ranging from 25 per cent in the Dominican Republic
to 71 per cent in Costa Rica, an indication that deliberate birth spacing is
common. In the Asian and Oceanic countries, however, the level of use among
women who want more children is generally lower, ranging from 0 in Nepal to 38
per cent in Fiji. This compares to a range in the percentage using contraception
among exposed women who wanted no more children in the Latin American countries
of 46 (in Guyana) to 84 (in Costa Rica) and to a range in the Asian and Oceanic
countries of 8 (in Nepal) to 74 (in Fiji) among such women.

In countries in which contraceptive practice is relatively frequent among
women who want no more children, it is also relatively frequent among those who
want more children. The correlation among the 19 countries (excluding Bangladesh,
for which the information is not comparable to that for the other countries)
between "proportion using among those who want more children" and "proportion
using among those who want no more'" is over 0.8. In other words, where use of
contraception is fairly widespread, both birth spacing and family limitation are
being practised.

As noted earlier, the extent to which lengthy breast-feeding is practised
may be an important determinant of demand for contraception for the purpose of
spacing births. It is clear, though, that use of contraceptives among women who
want more children varies among countries closely with the level of use among
women who want no more, suggesting that most of the intercountry differences in
the level of use among women who want more children can be attributed to the same
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factors that influence use among women who want no more children. Contraceptive
use may be restricted by lack of information or lack of availability of modern
methods or by disapproval or distrust of methods that are available; these factors
will limit use by women who would prefer longer birth intervals as well as by women
who wish to limit their family size. It is expected that at any given moment, the
level of use among exposed women who wish to have more children will be lower than
the level among women who want no more, if only because at any particular time some
of the women who want more children will already have experienced a long enough
delay and will be hoping for another pregnancy. The level of use among women who
want no more children may be regarded as an upper limit to the level of current

use that is expected to appear among women who want more children. Thus the ratio
between the level of use among women who do want more children and women who do not
provides a rough index of the intensity of use for birth spacing. 23/

Figure V shows a comparison between this index of the intensity of use for
spacing births and a rough measure of the extent of practice of extended breast-
feeding - the percentage of women who breast-fed more than six months in the last
closed birth interval. It can be seen that, as hypothesized, the practice of
extended breast-feeding does show a fairly strong relationship to the index of
intensity of contraceptive use for spacing of births.

As a rough generalization, extended breast-feeding has been found primarily
in those countries and in those social groups within countries in which the level
of contraceptive use is low. 24/ Fertility will tend to rise as the duration of
breast-feeding decreases, unless, to compensate, the use of family planning methods
increases. While broad comparisons of a cross-section of developed and developing
countries show that, on average, the increased use of family limitation methods
has more than compensated for decreased breast-feeding; 25/ trends in these two
practices cannot be assumed to move in exact conjunction with each other over
shorter intervals of time within particular societies. There is obviously nothing
automatic about this relationship between breast-feeding and the use of contraceptives.

23/ Given that both numerator and denominator are affected by the same
within-country constraints affecting availability, this index should be relatively
unbiased.

24/ J. Bongaarts, "The fertility-inhibiting effects of the intermediate
fertility variables'", Working Paper No. 57, Center for Policy Studies (New York,
Population Council, May 1980); A.XK. Jain and J. Bongaarts, ""Socio-biological
factors in exposure to child-bearing: breastfeeding and its fertility effects',
paper presented at the World Fertility Survey Conference (London, July 1980).

25/ J. Bongaarts, op. cit.
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The view is commonly held that the sex composition of the family may also
be an important factor affecting the motivation for contraceptive use. It has
been reported that couples in many developing countries prefer a family that
contains more sons than daughters, 26/ and that they may deliberately surpass
their desired parity, unless they have one or two sons by the time they reach
the most preferred family size. The WFS First Country Reports included tabula-
tions of the level of current contraceptive use and of desire for more children
(and, among women who wanted more children, preferred sex of the next child) by
sex composition of the current family. An examination of stated desire for more
children and preferred sex of the next child for 15 of the WFS countries 27/
suggested that in most countries women prefer to have at least one child of
each sex. In several, the desire to have at least one son appeared stronger
than the desire to have a daughter, but this was not a universal pattern.
Preference for sons is found in many Asian countries, including Bangladesh,
Jordan, Nepal, Pakistan and the Republic of Korea. In some other Asian countries
and some Latin American countries, women with at least one son and at least one
daughter were more likely than others with the same size family to say they wanted
no more children, but there was no clear preference for sons, and there was no
discernible differential by sex composition in Costa Rica and the Dominican
Republic.

The relationship between sex composition and current contraceptive use
should, in general, be weaker than the relationship between sex composition and
desire for more children. 28/ Where fertility regulation is not widely practised,
sex preferences will be nearly irrelevant to achieve fertility. Where most couples
prefer large families, sex preferences tend to have little effect on aggregate
fertility regardless of the extent of fertility control practised once the desired
size i1s reached because, if most couples desire large families, few will reach
the desired size without bearing a son and a daughter. 29/ The fact that
contraception is practised to space births as well as to limit family size will
also tend to render the association between sex composition and contraceptive
use weaker than that between sex composition and desire for more children.

26/ Nancy E. Williamson, Sons or Daughters, A Cross-cultural Survey of
Parental Preferences (Beverly Hills, Calif., Sage Publications, 1976).

27/ These are Bangladesh, Colombia, Costa Rica, Dominican Republic, Fiji,
Indonesia, Malaysia, Mexico, Nepal, Pakistan, Panama, Peru, Republic of Korea,
Sri Lanka and Thailand. United Nations Population Division, "Selected factors
affecting fertility and fertility preferences in developing countries: evidence
from the first fifteen World Fertility Survey country reports'', paper presented
at the World Fertility Survey Conference (London, July 1980).

28/ One study based on data from surveys other than the WFS bears out
this expectation. R. Freedman and L.C. Coombs, Cross-cultural Comparisons:
Data on Two Factors in Fertility Behavior, Occasional Paper of The Populationm
Council (New York, 1974).

29/ This statement is based on the assumption that the number of children,
not simply the sex of children, is important to couples, and that couples who
achieve an acceptable number of sons or daughters before they have as many
children as they prefer will tend to go on to have the preferred number.
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Results of any examination of current contraceptive practice by the sex
composition of the respondent's family are likely to underestimate the effect
of sex preferences on contraceptive practice. Even if one kind of sex preference -
a preference for at least two sons, for example - is heavily dominant in a society,
some couples will have other preferences - a preference for at least one son and
at least one daughter, for example, or an indifference with regard to the number of
sons but a desire to have daughters. When aggregate statistics are examined, only
the average pattern of preference will be revealed; the existence of a minority
pattern that is opposite in effect to the majority pattern tends to give the
impression that sex preferences have a smaller impact on intention to have more
children and on contraceptive use than is actually the case. 30/ A more sophis-
ticated measure of sex preference, the Coombs sex preference scale, provides a
measure of sex preferences for each individual. This measure shows that there
is indeed a distribution of preferences within societies, with a minority of couples
preferring daughters even when most couples prefer more sons than daughters. 31/
This measure also reveals an underlying preference for sons in some societies in
which the preference does not express itself clearly in the form of differentials
in the stated desire to continue bearing children. This was true for the Malaysian
survey data examined here; the Coombs scale reveals that most Malaysian women prefer
more sons than daughters, but this does not necessarily mean that they will be
willing to revise their goals for family size upwards in the hope of improving
the sex composition of the family. 32/

An analysis of differential contraceptive use according to current family
composition revealed small effects in all but one, the Republic of Korea, of the
17 countries for which data tapes were available. Table 14 includes only those
countries in which effects were statistically significant. Contraceptive use by
Korean couples depends heavily on the number of sons they have. In Sri Lanka,
differentials are smaller, and the pattern of effects suggests a desire to have

30/ G.H. McClelland, "Determining the impact of sex preferences on fertility:
a consideration of parity progression ratio, dominance, and stopping rule measures",
Demography, vol. 16, No. 3 (August 1979), pp. 377-388.

31/ L.C. Coombs, Are Cross—cultural Comparisons Possible? A Measurement-
Theoretic Approach, IUSSP Papers, No. 5. The Coombs measure has revealed an
underlying preference for sons in most of the countries examined. These countries
have included chiefly Asian developing countries, plus the United States of America
and Hungary. In the Philippines, however, the modal preference is for more daughters
than sons, with a large minority preferring sons. This scale was not included in
most of the WFS inquiries.

32/ McClelland has proposed combining the Coombs scale approach with
questions about whether couples would stop having childrem if they had various
combinations of sons and daughters. G.H. McClelland, loc. cit.
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at least one child of each sex, rather than an over-riding desire for ome or two
sons. A small but statistically significant association between contraceptive

use and the presence of sons is observable in Kenya and Nepal. In all other
countries sex composition had no detectable effect on contraceptive use. A
preference for sons undoubtedly does exist in a number of other Asian populations,
in spite of the lack of significant effects in this investigation. These prefer-
ences are apparently not always translated into differential contraceptive use,

so that preference for sons probably has little effect on fertility in these
countries at present, except in the Republic of Korea.

Important differentials in contraceptive use by sex composition of living
children may yet emerge in such countries as Bangladesh, Nepal and Pakistan,
where contraceptive practice is now relatively rare even among those who stated
that they did not want more children. 1In the Latin American countries and in
some of the other Asian countries examined, however, contraception is already
relatively widely diffused, and it is questionable whether really large differ-
entials, such as those observed for the Republic of Korea, will emerge in these
countries as contraceptive practice increases still further. Even in these
countries, however, the desire for smaller families in the future may strengthen
the importance of sex composition as a factor determining practice of family
planning, since, as the number of desired children, more couples will reach the
desired size without having one or two sons, or both a son and a daughter.

The findings presented here which relate levels of contraceptive use to
preferences demonstrated the complexity which underlies the motivation for and
the practice of contraceptive use. Given the multiple goals of postponement,
spacing and fertility limitation, it is difficult to measure the so-called
"unmet need" for family planning in any precise way. In addition, desired
family size as expressed by the female respondent cannot always be presumed
to correlate with those of the male decision-maker in the family whose prefer-
ences may be more important in explaining actual family size. Clearly, a woman's
expressed desire for no more children is neither a necessary nor a sufficient
condition to establish contraceptive practice. In the subsequent discussion,
various factors related to the process of modernization will be discussed
(i.e., child death, urban/rural residence, education and occupation) which
individually and jointly affect the motivation for, as well as the knowledge
and availability of, contraception. These factors can be more objectively
defined and more comparably measured than preferences but, at the same time,
are likely to be correlated with preferences in a systematic way.

D. Differentials in contraceptive practice by incidence of child death

There has been much speculation about the link between the level of early
childhood mortality and the level of fertility control, but knowledge is as yet
insufficient to permit firm conclusions about the interrelationships. Although
there may be relationships between fertility and mortality that manifest themselves
at the level of the community or cultural group, the tabulations discussed here
pertain only to relationships between a couple's own experience of the death of
a child and their contraceptive practice.
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It has been hypothesized that parents who have experienced the death of a
child may be less likely than others of the same parity to practise contraception,
because they would want to replace the child lost as soon as possible. However,
at higher parities, couples may not wish to replace the lost child. Other couples
may already have succeeded, at the time of the interview, in replacing the child
that died. In still other cases, the child may have been lost after the women
became infecund. Therefore, the difference in the level of current contraceptive
use between couples who have experienced a child death and couples who have not
cannot be expected to be a particularly sensitive indicator of the relationship
between child mortality and the attempts of couples to control their own fertility.
It is not thought that there should be large differentials in countries in which
knowledge of fertility regulation is not widespread, or the means of fertility
control are not widely available, or in which most couples disapprove of their
use, or in which the average family size desired is so large as to be beyond the
reach of many couples. Thus it might be expected that large differences in
current contraceptive practice will be observed among couples of low to moderate
parity in countries in which the level of contraceptive use among women who want
no more children is high and in which most couples desire small to moderate-sized
families.

For the 17 countries for which data could be tabulated, table 15 shows the
percentage of exposed women currently using contraception by number of children
ever born and by whether any of the children died.

In most countries contraceptive use appears to have been more prevalent
among women who had not experienced a child death than among those who had, but
the over-all differences are often small. In fact, in five of the 17 countries
(Bangladesh, the Dominican Republic, Jordan, Malaysia and Panama) the over-all
difference in level of contraceptive use between women who had experienced a
death and women who had not was statistically insignificant after demographic
and socio-economic variables were controlled. 33/ In several countries the death
of a child had, as expected, a larger effect on contraceptive use for women who
had few children than for those with a large number of births, but this was not
apparent in all the countries. Only Costa Rica, Guyana, Indonesia, Malaysia,
the Republic of Korea and Sri Lanka clearly exhibited the pattern that was
expected. These data suggest that the event of a child death does tend to
depress contraceptive use, but the magnitude of the effect is probably not of
great significance demographically.

33/ The data were adjusted for the effects of age, number of living children,
rural/urban residence, husband's and wife's education and husband's occupation
using multiple regression analysis (as discussed below in chap. III). With
controls, couples showed levels of contraceptive use that were within 10
percentage points of the rate of use among women whose children were all
living. Women with no births were excluded from the analysis.
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A similar analysis of data for four Latin American and one Asian country
also revealed a small or zero difference in current contraceptive practice
according to experience of a child death. 34/

Another question regarding the relationship between death of a child and
subsequent fertility, desired family size and practice of family planning is
whether couples who have experienced the death of a child will try not merely
to replace the lost child but to have additional children as an insurance
against the possibility that children will die later, after the couple is no
longer capable of replacing a lost child. (Even though couples who lose a child
may not, on the average, succeed in replacing the loss, some couples do succeed,
and it may be inquired whether they will then go on to have more children than
do similar couples who have not experienced a death.) In order to test this
hypothesis, levels of current contraceptive use must be compared between groups
of women with the same number of living children. An earlier study of factors
affecting contraceptive use, using data from 17 surveys conducted prior to the
WFS, showed that there were small differences (in most cases less than 10 percent-
age points) in the level of use between women who had experienced a child death
and women who had not, controlling for number of living children, age and several
socio-economic variables. 35/ The direction of the relationship was in most
cases consistent with the expectation that women who had experienced a death
would be less likely than others to use contraception, but the small size of
the differential suggests that this cannot in itself account for much of the
difference among countries in the average level of fertility. 36/

34/ S. Rutstein and V. Medina, "The effect of infant and child mortality
in Latin America'", Seminar on Infant Mortality in Relation to the Level of
Fertility (Paris, CICRED, 1977), pp. 225-246. This study employed a more complete
set of control variables than was used here. Differences in ever-use of
contraception according to the number of child deaths were more pronounced in
the countries studied by Rutstein and Medina than were differences in current
contraceptive practice.

35/ Factors Affecting the Use and Non-use of Contraception: Findings from
a Comparative Analysis of Selected KAP Surveys (United Nations publication,
Sales No. E.79.XIII.6), pp. 36-38, 76-77.

36/ A similar analysis of WFS data reinforced this impression. Results
are not shown because of space limitations. Generally, the difference in
contraceptive use by occurrence of a death is smaller when the comparison
is between groups with similar numbers of living children than when it is
between groups with similar numbers of children ever born, and the tendency
for the difference to be largest at small family sizes weakens or disappears.
The over-all difference in use between women who had experienced the death of
a child and women who had not was less than 5 percentage points, after control
for number of living children and several socio-economic variables.
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Other studies have shown that couples who have lost a child do not, on the
average, make up the loss entirely; they generally finish their reproductive
years with more live births, on the average, but fewer living children than do
"otherwise similar" couples who have not experienced a child death. 37/ The
moderate size of the differences in the level of contraceptive use between those
who have experienced a death and those who have not, in these WFS data, seems
consistent with the latter finding.

It may be, however, that the chief link between mortality and fertility
control is not that between couples' experience of child mortality and their own
fertility behaviour. The general level of mortality in an area may influence
fertility norms throughout the area, in ways obvious neither to survey respondents
nor to demographers. Indeed, there is a strong relationship among the 20 developing
countries for which WFS information is available between the national level of
mortality and the level of current contraceptive use, as can be seen from tables
1 and 5, and among developing countries for which sufficient information is
available there is also evidence of an association between fertility and change
in mortality. 38/ The difficulties in interpreting cross-national correlations
of this sort are well known. Leaving aside problems of international comparability
of measures, it is clear that countries differ sharply in many respects. Alternative
sets of explanatory variables which seem to measure different concepts are often,
in practice, so highly interrelated that each set can "explain" fertility
differences equally well. Thus, a full testing of this hypothesis will require
research at an intermediate level of analysis, perhaps at the level of communities
within countries.

E. Summary

In most countries, both age and number of living children are curvilinearly
related to current contraceptive use. There is a sharp rise in the level of use
with age to a peak in the middle of the reproductive years followed by a decline
at older ages. Similarly, in most countries, the level of current use increases
sharply from generally low levels among women with no children to a much higher
level among women with 2-4 children, but the level frequently declines slightly
with further increases in family size. In Latin America the peak level of use
tends to occur at a smaller family size than in Asia, but it cannot be said that
there is a single Asian or a single Latin American pattern. However, differences
between countries in distributions of exposed women by age and number of living

37/ See, for example, S. Preston, "Introduction", in S. Preston, ed., The
Effect of Infant and Child Mortality on Fertility (New York, Academic Press, 1978),
for a review and discussion.

38/ See World Population Trends and Policies: 1979 Monitoring Report,
vol. I (United Nations publication, Sales No. E.79.XIII.4), pp. 172-180.
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children provide very little of the explanation of intercountry differences in
levels of contraceptive use.

Probably the most important finding in the chapter is the extent of
contraceptive use for birth spacing in countries where the over-all level of
contraceptive use is relatively high. In 10 of the 20 countries the rate of
use of contraception among exposed women who wanted more children, or were
undecided, was over 50 per cent of the rate of use among women who wanted no
more children. The relative level of use among those who do want more children
and those who do not is associated with the practice of extended breast-feeding.
In countries in which extended breast-feeding is practised by most women,
contraceptive use 1s relatively infrequent among women who want more children.
Extended breast-feeding, which increases birth intervals by delaying the return
of ovulation after a birth, may lessen the need women feel to increase the
spacing between births by using contraception.

In every country women who say they want no more children are, as expected,
considerably more likely than others to be using contraception. However, in 17
out of the 20 countries, at least 40 per cent of the women who said they wanted
no more children were not currently using contraception. Although such figures
are often used as a measure of "unmet need" for family planning services, they
are extremely inaccurate indicators, given, on the one hand, the additional
demand for birth control for birth spacing purposes and, on the other hand,
the absence of information on perceived costs of family planning in relatiom
to the intensity of stated family size desires. It must be acknowledged, too,
that the seeming incongruence of the woman's behaviour and stated wishes may be
attributable, inter alia, to her obligation to accede to the wishes and preferences
of others,

In the Republic of Korea couples with no sons or with only one son were much
less likely to be using contraception than were other couples with the same size
family. Small differentials in use according to number of sons were noted in
several other countries, and in some countries couples with at least one child
of each sex were slightly more likely than others to be current users. However,
only in the Republic of Korea did the differences appear large enough to suggest
that sex preference may have an important impact on fertility. It is argued that
in order for a large differential in contraceptive use according to sex composition
to appear, several conditions must obtain: most couples in the society must hold
roughly the same pattern of preference for sex composition of offspring; family
size desires must be low enough that a substantial fraction of couples will reach
their desired family size without having one or two children of the preferred
sex, or without a child of each sex; many couples must be willing to subordinate
their desire for a particular number of children to their desire for children of
a particular sex; and the means of fertility control must be widely available and
accepted and the population capable of applying it. Many societies do not meet
all these conditions at present. In some cases the increasing availability and
acceptance of contraceptives and declines in the number of children desired may
cause important differences to appear in the future.
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Women who had experienced the death of a child were slightly less likely to
be using contraception than women whose children were all living. When statistical
control was introduced for socio-economic and demographic variables, including
number of children born, couples who had experienced a child death showed rates
of contraceptive practice which were usually within 10 percentage points of the
rate of use among women whose children were all living. These differences may be
taken to indicate that there is some differential in contraceptive use aimed at
replacing lost children. When couples with similar numbers of living children
were compared, those who had experienced a child death often showed lower use
(an effect that was statistically significant in seven of 17 countries), but the
over-all difference between the two groups amounted to 5 percentage points or
less. Thus, although the general level of mortality in a society or community
may have an important and pervasive impact on the practice of family planning
(a hypothesis which could not be examined here), it appears that, at the individual
level, the occurrence of a child death may have only a minor effect on family

planning practice.
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Table 7. Marital status of women in the reproductive ages and exposure
status of currently married women, selected WFS countries

Percentage of Percentage
Currently Percentage expo sed
married of cﬁ?EEEEI§_%Erried of all
of women women women
aged aged
Country 15-49 TotalEj ‘Exposed Infecund Pregnant 15-49
Africa
Kenya 71 1002 73 11 17 52
Asia and Oceania
Bangladesh 81 100 b/ 81 7 13 65
Fiji 64 100 — 78 10 12 50
Indonesia 66 100 72 17 12 48
Jordan 70 100 b/ 68 11 21 47
Malaysia 60 100 5/ 77 11 12 | 46
Nepal 84 100 = 79 11 11 66
Pakistan 75 100 b/ 71 12 17 54
Philippines 54 100 = 75 11 14 41
Republic of Korea 62 100 76 13 11 47
Sri Lanka 54 100 76 14 10 41
Thailand 60 100 73 17 10 44
Latin America
Colombia &l 53 100 b/ 82 6 10 44
Costa Rica — 68 100 b/ 82 9 9 56
Dominican Republic 56 100 = 75 8 18 42
?uyana cerq/ 100 b/ 85 5 10 v
amaica 63 — 100 5/ 84 7 9 53
Mexico ” 60 100 = 73 13 15 43
Panama — 74 100 83 7 10 61
Peru 56 100 76 1l 13 43

Sources: Except as noted, data taken from WFS First Country Reports and standard
T recode tapes prepared by the World Fertility Survey from raw data tapes;
the percentage of women who were currently married taken from M. Kabir,
The Demographic Characteristics of Household Populations, World Fertility
Survey, Comparative Studies No. 6 (Voorburg, the Netherlands, May
1980), pp. 20-21, 36, 43, tables 1.1, 3.1, 3.8.

a/ Percentages may not add to 100 because of rounding.
b/ Including women currently pregnant but not married, if any.
c/ All figures pertain to age-group 20-49.

d/ S. Singh, "Evaluation of the Jamaica Fertility Survey" (WFS/TECH.1203,
19 October 1979) (mimeo.), p. 21, table 10.
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Table 8. Percentage of exposed women currently practising contraception,
by detailed exposure status, Fiji and Kenya

Fiji Kenya
Number Percentage Number Percentage
of using of using
Exposure status and parity women contraception women contraception
All classes 3 634 52 4 214 9
No live births 302 9 278 1
One or more births:
Practising post-partum
abstinence 369 23 480 -
Not practising post-partum
abstinence:
Not amenorrheic:
Breast-feeding 299 61 767 12
Not breast-feeding 2 568 61 1 560 16
Amenorrheic:
Breast-feeding 74 50 1 036 4
Not breast-feeding 22 45 93 9

.2

Sources: World Fertility Survey standard recode tapes prepared by the World
Fertility Survey from raw data tapes.
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Distribution of exposed women, by selected demographic variables, selected WFS countries

Table 9.
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Table 9 (continued)

Kenya Bangla- Fiji Indo- Jordan Malay- Nepal Pak- Philip- Republic Sri Thail- Colom- Costa Dominican Guy- Jama- Mexico Pan- Peru

Variable desh nesia sia istan pines of Korea Lanka land bia Rica Republic ana ica ama
Desire for more
'“:Ezia;;;—‘——‘ Percentage

Want more oty

undecided — 83.6 36.0 49.8 60.4 58.0 53.8 70.3 57.3 45.6 25.9 37.8 38.8 38.7 47.9 47.9 47.0 52.2 44.2 37.4 139.1
Want no more 16.4 64.0 50.2 39.6 42.0 46.2 29.7 42.7 54.3 74.1 62,2 61.2 61.3 52.1 52.1 53.0 47.8 55.8 62.6 60.9
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Whether any e/
child died —

- 69 =

No 59.1 44.4 87.1 60.3 64.0 76.5 50.5 47.1 ... 77.4 75.1 70.8 67.7 76.0 60.3 73.5 ... ees  18.5 59.4
Yes 40.9 55.6 12.9 39.7 36.0 23.5 49.5 52.9 ... 22.6 24.9 29.2 32.3 24.0 39.7 26.5 ... sse 21.5 40.6
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 ... 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Sources: Data taken from World Fertility Survey First Country Reports or tabulated from WFS standard recode tapes. Excluding women who were
currently unmarried, currently pregnant or who believed themselves to be infecund; including those sterilized for contraceptive
purposes. Except as noted, the age range is 15-49 or under 50 years.

a/ Women aged 20-49.

b/ Including women who did not state whether they wanted more children.

c/ Based on exposed women with at least one live birth.



Table 10. Percentage of exposed women currently using contraception, by
age of woman, selected WFS countries

Total Age of women
Unstand- Stand- /
Country ardized ardized— <20 20-24 25~29 30-34 35-39 40-44 45+
Africa
Kenya 9 10 3 7 8 13 9 13 12

Asia and Oceania

Bangladesh 10 b b 4 9 9 14 17 11 8
Fiji 52 52 29 42 49 57 59 62 59
Indonesia 37 38 16 33 40 43 42 43 36
Jordan 37 38 13 25 37 44 46 48 41
Malaysia 42 42 21 37 48 46 43 43 34
Nepal 3 3 - 1 2 5 6 4 5
Pakistan 7 9 - 3 7 9 13 11 17
Philippines 48 46 23 40 49 52 54 48 40
Republic of Korea 46 41 18 19 36 51 60 52 45
Sri Lanka 41 40 16 26 37 49 48 48 42
Thailand 45 45 23 39 48 52 50 46 40

Latin America

Colombia 52 b/ 52 of 38 52 56 65 53 45 31
Costa Rica 79 = 1r ~ v 77 79 82 80 77 64
Dominican Republic 42 42 20 37 51 51 45 35 27
Guyana 38 39 24 32 40 48 44 39 32
Jamaica 45 46 37 45 49 57 48 38 32
Mexico 42 b/ 41 e/ 21 36 48 46 46 39 33
Panama 65 — 63 wiais 56 70 66 67 64 65
Peru 41 41 24 38 46 50 42 39 31

Sources: Data taken from World Fertility Survey standard recode tapes and First Country Reports.
a/ Standardized on the age distribution of exposed women in Colombia
b/ Women aged 20-49.
¢/ Assuming the same ratio as in Colombia between contraceptive practice at

ages 15-19 and 20-24.
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Table 11. Percentage of exposed women currently using contraception,
by number of living children, selected

WFS countries

including standard recode tapes.

a/

b/

Standardized on the distribution of exposed Colombian women, by number of

living children.

The percentage using contraception differs slightly from that shown in other
tables because of small discrepancies in the source tables and because of

rounding errors.
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Total Number of living children
Country Unstandard- Standarg7 0 1 2 3 4 5 6 7+
ized ized —
Africa
Kenya 9 10 2 4 8 10 10 13 12 15
Asia and Oceania
Bangladesh 10 11 3 7 8 11 12 13 15 16
Fiji 56 57 10 39 52 56 66 69 72 75
Indonesia 37 42 4 27 40 46 43 48 51 54
Jordan 37 36 7 27 37 36 36 43 45 43
Malaysia 42 42 10 37 43 45 47 45 45 46
Nepal 3 5 - 1 2 3 5 9 9 11
Pakistan 7 8 - 2 4 7 9 12 14 16
Philippines 48 46 6 36 49 55 54 52 51 48
Republic of Korea 45 42 16 17 47 54 37 54 49 37
Sri Lanka 41 43 4 26 41 48 53 53 55 47
Thailand 45 45 10 38 47 53 58 52 45 43
Latin America
Colombia 52 52 24 50 60 57 59 56 47 45
Costa Rica b/ 78 77 39 75 82 83 80 82 78 76
Dominican Republic — 42 43 15 30 44 51 50 57 41 41
Guyana 38 39 22 26 37 39 38 46 49 47
Jamaica 45 47 32 34 50 45 52 57 55 51
Mexico 42 42 13 38 49 47 46 41 43 39
Panama 65 64 31 58 70 73 71 67 69 58
Peru 41 40 16 36 49 48 43 38 39 36
Sources: Data from World Fertility Survey First Country Reports and from magnetic data tapes,
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Table 12. Percentage of ever-married women who used contraception before the
first child, by age of woman, selected WFS countries

Age of women

Country Total <20 20-24 25-29 30-34 35-39 40-45 45+
Colombia 9 21 16 13 6 4 3 1
Costa Rica 15 28 24 13 8 5 4
Malaysia &/ 5 10 13 8 4 2 2 1
Panama 10 22 14 8 6 5 3
Republic of Korea 4 11 11 7 3 2 1 0
Sri Lanka 2 4 4 5 2 1 2 0

Sources: World Fertility Survey standard recode tapes.

a/ Percentage who used contraception before the first pregnancy.
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Table 13. Percentage of exposed women by contraceptive-use status and percentage of
users by desire for more children, selected WFS countries

Percentage of users Percentage of exposed women who wanted
among those who /

wanted More children® No more children

All Users More No more and were and were
Gountay (per cent) childrengf children Totalbf Users Non-users Users Non-users

A. Any Contraceptive HethodEj
Africa
Kenya 9 7 21 100 6 78 3 13

Asia and Oceania

é Bangladeshd’ 10 2 14 100 1 35 9 55
' opey1e/ 56 38 74 100 18 30 38 13
Indonesia 37 26 53 100 16 45 21 18
Jordan 37 22 59 100 13 45 25 17
Malaysia 42 3% 52 100 18 26 24 22
Nepal 3 0 8 100 - 70 3 27
Pakistan 7 1 15 100 1 56 6 36

Philippines 48 33 60 100 15 31 33 22



Table 13. (continued)
Percentage of users Percentage of exposed women who wanted
among those who
wanted More childrengj No more children
Country ?;iruz::i) chziziengf Eﬁi?g::n Totalhj Usersand wgzz-users Usersagg_;:;fusers
Asia and Oceania (continued)
Republic of Korea 46 16 56 100 4 22 41 33
Sri Lanka 41 22 54 100 8 30 33 29
Thailand 45 29 56 100 11 28 34 27
Latin America
;; Colombia 52 45 56 100 17 21 34 27
! Costa Rica 78 71 84 100 34 14 44 8
Dominican Republic 41 25 57 100 12 36 29 23
Guyana 38 29 46 100 13 32 25 29
Jamaica 46 39 55 100 19 33 27 22
Mexico 42 34 48 100 15 29 27 29
Panama 65 50 74 100 19 19 46 16
Peru 41 33 46 100 13 26 28 33



Table 13. (continued)
Percentage of users Percentage of exposed women who wanted
among those who al
wanted More children— No more children
Country All Users More aj No more b/ and were and were
(per cent) children— children Total— Users Non-users Users Non-users
B. Modern Contraceptive Methodssf
Africa
Kenya 6 3 17 100 3 81 3 14
Asia and Oceania
Bangladeshgf 6 1 9 100 - 36 6 59
]
S Fij s/ 49 30 66 100 15 34 34 17
]
Indonesia 32 23 46 100 14 47 18 21
Jordan 26 14 42 100 8 50 18 24
Malaysia 31 25 37 100 13 41 17 29
Nepal 3 0 8 100 - 70 3 27
Pakistan 5 1 11 100 1 57 5 38
Philippines 21 12 29 100 5 40 16 39
Republic of Korea 35 12 44 100 3 23 32 42
Sri Lanka 24 9 34 100 3 34 26 41
Thailand 42 26 52 100 10 29 32 30



Table 13.

(continued)

Percentage of users Percentage of exposed women who wanted
among those who a/
wanted More children— No more children
Coiaii All Users More al No more b/ and were and were
24 (per cent) childremr— children Total— Users Non-users Users Non-Users
Latin America
Colombia 37 32 40 100 13 26 25 37
Costa Rica 65 57 i1 100 27 20 37 15
Dominican Republic 30 15 43 100 7 41 22 30
Guyana 29 25 43 100 11 34 23 31
]
~ Jamaica 43 35 52 100 18 34 25 23
]
Mexico 32 26 37 100 11 33 20 35
Panama 55 40 65 100 15 23 41 22
Peru 15 11 17 100 4 35 10 51

Sources: Data from World Fertility Survey First Country Reports and standard recode tapes.

a/ Wanted more children, or were undecided, or desire for more children was not stated.

b/ Percentages may not add to 100 because of rounding.
¢/ Panel B shows use and non-use of modern methods (sterilizatiom, pill, injection, condom, diaphragm, IUD

foam and other spermicides), while Panel A shows use and non-use of either a modern or a traditional method.
d/ Some women were asked "Do you want another child soon?".
e/ Base excludes those practising post-partum abstinence.



Table 14. Percentage of exposed women currently using contraception, by
number of living children and sex composition of family,
Kenya, Nepal, Republic of Korea and
Sri Lanka
Country and Percentage currently using contraception and having
number of / More girls Same number of More boys
living children Total?’ No boys than boys boys and girls than girls No girls
Kenya
Total 10 5 10 9 14 8
1 4 2 5
2 8 8 6 11
3 10 8 7 12 11
4 10 10 %}' 8 10 10 15 -E—’;
5 or more 13 10 ~ 11 12 15 22~
Nepal
Total 4 1 4 5 6 2
1 1§ 1 1
2 2 1 3 4
3 3 3 1 5 5
2 5 o & 4 6 7 5 b/
5 or more 9 cf 8 18 8 c/
Republic of Korea
Total 47 20 47 54 56 45
1 17 14 20
2 47 22 46 61
3 54 37 43 60 64
4 57 23 b/ 46 62 64 60 %;
5 or more 50 el 51 61 47 44 =
Sri Lanka
Total 45 35 48 52 51 32
1. 26 28 24
2 41 36 45 39
3 48 43 47 52 40
4 53 61 %ﬁ 47 60 49 w6 2
5 or more 51 63 = 49 56 51 39 =
Sources: Tabulated from World Fertility Survey standard recode tapes.

a/ Confined to women with at least one living child.

b/ 20-49 cases.

¢/ TFewer than 20 cases.
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Table 15. Percentage of exposed women with at least one live birth who were currently using contraception,
by number of children ever born and whether any child died, selected WFS countries

Country and Number of children ever born
child deaths Total 1 2 3 4 5 6 7+
Africa
Kenya:
None 12 5 9 13 13 16 15 17
One or more 7 7 : - 5 5 2 8 10
; Asia and Oceania
= Bangladesh:
[ None 11 6 9 12 13 18 17 17
One or more 11 2 9 6 11 10 12 12
Fiji:
None 56 35 & 51 af 52 62 64 71 71
One or more 57 9= (5 R 39 43 58 64 68
Indonesia:
None 42 27 43 48 44 54 57 65
One or more 38 16 26 31 39 48 43 41
Jordan:
None 41 25 40 39 42 45 50 48
One or more 36 b/ b/ 28 30 23 30 39
Malaysia:
None 46 38 45 al 47 51 46 46 49
One or more 38 b/ it = 37 36 33 46 41

(Table continued on following page)
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(Table continued on following page)

Table 15 (continued)
Country and Number of children ever borm
child deaths Total 1 2 3 4 5 6 7+
Asia and Oceania (continued)
Nepal:
None 4 - 2 2 5 13 8 15
One or more 4 - 1 1 4 4 4 6
Pakistan:
None 9 2 o) 6 10 8 14 19 20
One or more 8 L = 2 1 5 5 10 11
Republic of Korea:
None 47 16 47 «/ 55 59 55 52 37
One or more 47 b/ 22 = 41 50 45 56 46
Sri Lanka:
None 45 26 al 44 50 56 54 53 47
One or more 43 13 — 19 30 41 39 53 49
Thailand:
None 50 39 47 al 56 65 54 53 47
One or more 42 b/ 37 = 43 50 46 47 38
Latin America
Colombia:
None 59 54 63 i/ 61 63 66 52 52
One or more 41 b/ 30 = 42 51 53 46 38
Costa Rica:
None 82 76 83 86 82 81 87 79
One or more 72 b/ 65 &/ 70 B/ 74 77 80 71



Table 15 (continued)

Country and Number of children ever born

child deaths Total 1 2 3 4 5 6 7+
Latin America (continued)
Dominican Republic:
None 46 30 47 &l 56 b/ 47 63 41 39
One or more 41 b/ 28 = 30 = 45 48 49 42
Guyana:
None 40 29 al 38 e 40 38 45 50 51
One or more 37 8 = 13 - 25 34 38 39 44
I Panama:
~ None 59 59 70 76 a/ 69 &l 70 74 62
b One or more 60 b/ b/ 67 = 64 = 79 62 53
Peru:
None 51 40 56 57 55 48 49 46
One or more 29 b/ 25 36 33 28 29 28

Sources: Data tabulated from World Fertility Survey standard recode tapes.

a/ Cell size 20-49.

b/ Not shown when cell size < 20.
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Figure i
Percentage of exposed women currently using contraception, by age, 20 WFS countries
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Figure Il (continued)
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Figure Il

Percentage of exposed women currently using contraception, by
number of living children, 20 WFS countries
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Figure IV

Percentage of current contraceptive users who are using a
modern method, by desire for more children, 20 WFS countries
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Figure V

Relative level of contraceptive use among exposed women who

wanted more children and among those who did not want more,
by percentage of women who breast-fed for more than six
montns in the last closed birth interval, 18 WFS countries
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Data not available at present for Fiji and Kenya.
For Bangladesh,percentage who breast-fed excludes women who breast-fed until the child died. _
For Nepal, Pakistan, Republic of Korea, Costa Rica, Dominican Republic, Mexico and Panama, the data pertain only to

women whose last closed birth interval did not exceed five years.
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Chapter III

DIFFERENTTALS IN CONTRACEPTIVE USE BY SOCIO-ECONOMIC FACTORS

A persistent idea in the demographic literature is that large differences
in fertility and contraceptive practice according to socio-economic group are
temporary phenomena associated with the demographic transition; this idea has
been called the theory of cultural lag. 1/ It holds that, in the course of the
demographic transition, differentials arise among groups defined by topographical
divisions of a country or by social and economic classes; groups that are
relatively isolated from social and economic change or which hold beliefs
especially supportive of high fertility maintain a level of high and stable
fertility longer than other groups. Further, the theory is that urban women
of high socio-economic status are the first to adopt small family size goals
and accept family planning, and that rural women of lower socio-economic status
are, on the other hand, the last to change traditional attitudes. 2/ Thus
differentials in contraceptive use should widen and ultimately narrow. However,
there may be changes in the precise form of this relationship as a society
experiences a fertility decline.

Although there is a general expectation that socio-economic, cultural and
areal differentials in contraceptive use will widen during a transition from
high to low fertility, the bases do not exist for predicting the magnitude of
these differentials at any point during the transition or for expecting the
differentials to become equally large in all countries over the course of a
transition to lower fertility.

The WFS data examined here pertain to some countries in which the transition
to lower fertility is well under way and also some in which there is little or no
evidence of change; it might be expected that differentials in contraceptive use
by variables such as education and urban/rural residence will be smaller in the
latter countries. 3/

1/ C.V. Kiser, "Changing patterns of fertility in the United States"
Social Biology, vol. 17, No. 4 (December 1970), p. 306.

2/ The Determinants and Consequences of Population Trends, vol. I (United
Nations publication, Sales No. E.71.XIII.5), p. 86.

3/ Of the 17 countries included in the analysis of socio-economic differences
in contraceptive practice there is little evidence of marital fertility decline or
of recent increase in contraceptive practice over time in Bangladesh, Jordan, Kenya,
Nepal and Pakistan. 1In the case of Jordan, the level of contraceptive use is
moderate but there is no firm evidence of a decline in marital fertility. It is
possible that some decline has occurred in Jordan but, because of inaccuracies in
the fertility measurements, this is not clear.
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An issue of great importance concerns the role that government policy,
through family planning programmes, may play in hastening the transition once
it has begun. To the extent that the pace and timing of the start of the
fertility decline within various social groups is dependent on the spread of
knowledge about contraception and of the accessibility of services, an active
family planning programme which strives to provide services to all social groups
may hasten the transition and, in the process, reduce the size of the socio-
economic differences that are observed at any point during the transition. Thus
it might be expected 