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Any compilation of information that covers numerous topics and many countries incurs a correspond-
ing degree of indebtedness. We wish first to express our gratitude to the David and L ucile Packard Foun-
dation for underwriting the work that produced this volume, and our special appreciation to Dr. Mar-
tha Campbell for her sustaining interest and initiative in advancing the project from first to last. We also
thank the Rockefeller Foundation for a period of uninterrupted concentration on the work at the Bella-
gio Study and Conference Center. We are grateful to a number of institutions that freely shared data,
including Macro International, The United Nations Population Division, The United Nations Children
Fund (UNICEF), the World Health Organization, and the World Bank. Our appreciation also goesto Ro-
dolfo Bulatao, Robert McKinnon, Diane Bernier, Erin Croughwell, and Kate Abel for their assistance
with the project, and to Cathy Johnson for manuscript preparation, layout, and production.

This volume was conceived as away to assist action programs by bringing together much of the com-
parative data that bear upon family planning and reproductive health. A matrix for 116 countries was
constructed to embrace time trends for each of numerous data sets. The object was to provide both ref-
erence information through supporting tables, and basic analyses through textual presentation. The body
of the text comments on the chief patterns and trends of each feature, usually by region. The topics cho-
sen embrace a continuum from the demographic context to past and future contraceptive use, to service
burdens and, finally, to a selection of alternative action objectives. Twenty-two large countries are giv-
en special attention, particularly for aternative projections of contraceptive use to 2015.

Chapter 1 provides an overview of the disparate geographic pattern of reproductive health problems as
a backdrop to the rest of the volume. Chapter 2 uses over 220 national surveys to describe contracep-
tive use, including trends by method and source. Chapter 3 introduces a special projection method to
anticipate future contraceptive use, again by method, with estimates of commodity needs. Chapter 4
summarizes demands on services due to growing population numbers, regarding safe motherhood ser-
vices and the burdens of maternal mortality, abortion, and HIV/AIDS. Finally, Chapter Five considers
four action goals, including full accessto contraception, satisfaction of unmet need and intention to use
amethod, achievement of the desired fertility level, and attainment of replacement fertility. A full set
of appendix tables supports these various topics.

The intended audience encompasses the many international agencies active in family planning and re-
productive health programs. It also includes officials and researchers in individual countries, who can
find here a convenient source of information on their own situation, as well as comparative data within
their region. We hope also that the text discussions will lead to a deeper understanding of some of the
dynamics that bear on each topic.



GEOGRAPHIC PATTERNS OF
REPRODUCTIVE HEALTH PROBLEMS

The distribution of people and events are The top 8 countries (including thoseJhe number of women of childbearing

cast heavily into a relatively few couneontain two-thirds of the total. age (15-49) is distributed very much as
tries, with the remainder spread thinly ) . the total population. Concentration is
over about a hundred others. The “size gf The top 14 countries contain thre&yeayy in China and India, and then with-
the problem” is a complex topic: no matlourths of the total. in 2-5 countries within every region. The

ter what one considers, whether people cture is similar for married/cohabiting
pregnancies, or deaths, a few countri omen. The number of women aged 15-
dominate the globe; a few countries also ' 49 is growing by 10% from 1995 to
dominate within each region. While China and India dominate th&000, and will grow by 9% from 2000 to

) whole developing world, a similar imbal2005, totaling a one-fifth increase over
We have chosen 116 countries as the SUyce exists within each region (see FigO years. (Outside China the figures are
ject of this report. These are restricted {g¢ 1 1), higher since its growth is slower than the

those having over one million popula- _ average.) Growth for married/cohabiting
tion, covering 98% of the developingl In the rest of Asia the next largesyomen is essentially similar. Overall,

world. Included are countries in Latircountry, Indonesia, has only 6% of thgg 504 are married/cohabiting and while
America, Asia, sub-Saharan Africa, antegion’s total; however it has one-fifthhis may decline somewhat the percent-
North Africa/Middle East, together with(21%) of the rest of Asia after the twyge js not expected to change substantial-
the five Central Asian Republics, thgjiants are removed. It is also the worldig gver the planning period to 2005. See
three Caucasus countries, and the setfodirth largest country, since the breakuRppendix Tables A.6 and A.7.

Russia, Ukraine, and Moldova. of the USSR.

'Another 91 countries make up the finz%ivi

. . . . i ) There is also a vast range among devel-
Twenty-two large developing countries) In Latin America, Brazil contains oneping countries in the pattern of deliver-

are treated individually in certain secthird of the total (34%) and Mexico hageg infant and child mortality, and mater-
tions below as ones of particular interesne-fifth (19%), for over one-half togeths, 5 mortality. Figure1.2 depicts the un-
to regional planners and internationar. The next two, Columbia and Argentiayey geographic distribution of some of
donors. na, have only 8% and 7%. Eight of th§,ose features, as follows.

_ _ . 24 countries each contains less than 1%
The 116 countries contain 5 billion peoof the region’s total. Deliveries follow much the same geo-
ple in the UN 2000 estimates. A conve- _ o raphic pattern as populations, except
nient breakdown is as follows (in thoud In sub-Saharan Africa, Nigeria ha?hat China’s share is much smaller and

sands): 18% of the total. Next is Ethiopia withy,, sanaran Africa’s share is much larg-

only_lo% and_Zaire with o_nIy 8%. Theer, reflecting their especially low and es-
top five, including South Africa and Tan-

The developing world: 4,774,059 ) ) ecially high fertility rates in relation to
China 1277558 zania, dominate the 40 members of tlfﬁe rest of the world
India 1,013,662  region. With 49% of the total population '
Rest of Asia 1023548  they contain about one-half of all birthsowever forattendedieliveries, the pat-
Latin America 515826 infant deaths, and maternal deaths in thgtrn changes sharply. China has 29% of
Sub-Saharan Africa 608,038

region, with the other half spread over thg| attended deliveries, whereas it has

North Africa/Middle East 335,427 . . . N )
The set of Russia, Ukraine, and Moldova 201,770 other 35 countries. Sixteen count_r|e§n|y 17% of all deliveries. Sub-Saharan
The five Central Asian Republics 55,887 each hfave less than 1% of the regionrica’s share dl’OpS from 22% of deliv-
The three Caucasus countries 16221 population. eries to only 14% of attended deliveries.
Grand total 5,047,937

0 In the Middle East/North Africa re-Not surprisingly, infant and child deaths

gion, Egypt and Turkey together havgsverse that pattern.
As another overview: 40% of the total, with 20% each. The

next largest, Algeria, has only 9%. Sudaviaternal deaths reverse it even more:
0 China has 27% and India has 21% afhd Morocco have similar shares; all tsub-Saharan Africa’s 37% nearly equals
the developing world, for nearly halfgether these five (of 17) countries contaihe total for all other regions together
(see Figure 1.2). two-thirds (67%) of the region’s total. outside of India.
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Figure 1.1. Population in Developing Countries
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Figure 1.2.
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1999 Population
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PAST TRENDS IN CONTRACEPTIVE USE

Chapter 2 presents past trends in conttaatin America. Both South America andas India, Pakistan, Nigeria and others,
ceptive use for (1) total use, (2) use bthe Central America and Caribbean rérave far to go, and much of sub-Saharan
method, and (3) use by source by metbions show patterns of steady rises in ugifrica still registers low levels of use.
od. Chapter 3 presents total use, for 2@ substantial levels for many countrieAppendix Table A.1 provides the full re-
countries, at four future dates under higffrigures 2.1c and 2.1d). Brazil, with itsults in surveys from 1980 on, and Ap-
medium, and low assumptions, all in thpopulation of partly European extractiorpendix Table A.3 gives the projected lev-

context of past survey results. Mexico, with a strong government proel for 116 countries at four dates from
gram; and Colombia, with a strong pri2000 to 2015.
Total Contraceptive Use vate sector, show high values, along with

Costa_ Rica, Cuba, Dominica_n Republiq]dSe by Method
The rich body of national surveys nowamaica, Peru, and Puerto Rico. Low val-
available, encompassing some 224es appear for Haiti, Guatemala, and B@urrent use of each contraceptive method
surveys in 90 countries taken since 198¥ia, though all three have risen someeflects the history of its past adoptions
(Appendix Table A.1), and many other¥hat. together with its continuation pattern.
o i 1960 document e S10L18he i Easuorn Afica, Conca- T 3 dfeentosupnly metode
of the d}é\?elo in gWorld since thg 1960§eptive use has risen steadily over tr?:eease at anpmoment tha’n it is for steril-
The 1965 a\I/Derg e was about 10% 'Fars In most countries surveyed (Figu'{%ation Whe);e rotectiion continues auto-
. 9 . L0 E.le). The longest series are for Moroc-_.." P o
couples using a method; now it is we mraltlcally for many years. This is one rea-
50%. Th d trends i Go, Jordan, and Egypt, they and SCVeIBn why sterilization use has risen to sub-
ﬁ]\ij?\r/idualoéounetrilég\{tvhaart dorr?lri]nastemFir;lj)r%hhers are at or above 50% of COUpIes?antia?/Ievels in some countries even
2.1 testify to this revolution. The patterngimg a method: Algeria, Tunisia, Turkerymough rather few couples adopt it in
by region follow. ﬁach year.

d Iran. However, Sudan, Oman, a
Yemen are at very low levels, althoug

Sub-Saharan Africa. Change has per-the latter two have risen recently. The time trend for each method in each
meated most countries, but mainly OUk<ia The immense continent of Asia %22 large countries appears in Figure

side of Sub-Saharan Africa. Even ther .2). Note that the vertical scales differ,

§vided here into three subregions (Fid: )
certain countries are impressive excepiag 2 1f_2 1h). East Asia hagthe féwe better clarify the method patterns. The
' R Witstanding feature in most countries is

tions, enough so to undermine early feagse mpers and the highest use levels, §
that African cultures were nearly immung hina. Taiwan Hong Kong, and Sout e dependence upon only two or at most

to contraceptive adoption. Moreovelarea. Considerable diversity is preseff’e€ Methods (and only one method in
clear evidence has appeared of fertilityisewwhere. In Southeastern Asia, tfadia gnd Algeria). However in some

declines in numerous African countrieg;ige spread in use is accompanied untries the sum of all other methods, in
(Cohen, 1998; Kirk and Pillet, 1998). gifferences in slope: the Philippines trenil® @99regate, protects an appreciable

s nearly flat, while Myanmar and VietProportion of couples.

However, prospects are fundamental .
different between Anglophone and Fran'l-{alm are sharply up. Thailand and Ind

. ; %even modern methods of contraception
cophone Africa (Figures 2.1a and 2'1bg‘ﬁilead?f[firzlr?toler\%?:vely level though #ave been available for enough time to
Contraceptive use is rising in Anglo- ' reveal the emergent international pat-
phone countries and has reached signifouth Asia also presents a diverse pité/ns: These are immediately evident in
cant levels in some, as in Kenya, Zimbagre, from Pakistan at a remarkably logPPendix Table A.1. Overall, the pill and
bwe, Botswana, South Africa, angevel to Bangladesh’s impressive risiemale sterilization are the front runners.
Namibia. Other trends are also upver the years, to Sri Lanka with th&OT family planning, the condom is not
though at lower levels, and Nigeria, thRighest level in the area. India is at 4¢lominant in any country, but HIV/AIDS
largest of all, is flat at a very low level. 45% but is exceedingly diverse internaf@Mpaigns in some countries have sub-

_ _ __ly. (Information for eight India states apstantially increased it_s distribL_Jti_on. Ex-
Francophone countries give a far d'ﬁerﬁears as an appendix.) cept for a few countries, the injectable

ent picture, one of very low use levels and vasectomy are unimportant. The IUD
and only modest suggestions of changi&. summary, contraceptive use has risémimportant in some countries but not in
All but two countries fall below 20% ofhistorically in much of the developingmost. Vaginal applications have won only
couples using a method, even includingorld. It is already at ceiling levels intrivial use, and the new implant methods
traditional methods, and any upwardome countries, and it continues to rise &re of significant use thus far mainly in

slopes are quite gentle. The largest coumany others. However, the pattern is utadonesia. Each of the methods is now
try, Zaire, had only 8% using as of 199%ven: a few of the largest countries, sudliscussed in more detail.
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Sterilization stands out in Asia, withpines, and Thailand in Asia; AlgeriaSouth Korea (14%), Taiwan (18%), Cos-
high figures in the group of China, TaiEgypt and Iran in Middle East/North Afta Rica (16%), Jamaica (17%), and Mau-
wan, South Korea, Hong Kong, and Sirrica; and South Africa in sub-Saharan Aritius (14%). All other countries are
gapore, and also in Thailand, Sri Lankaica. Among smaller countries, at abovaround the 5% level of use, or close to
Nepal, Bangladesh, and India. Major ext0% are Hong Kong; Libya, Moroccozero. (One qualification is that informa-
ceptions, with little sterilization use, ard&Jnited Arab Emirates; Botswana, Maurition on methods comes chiefly from fe-
Indonesia, Vietnam, and Myanmar. Mostus, Zimbabwe; Costa Rica, Dominicamale respondents, who may underreport
Asian sterilization is for females, buRepublic, Ecuador, Honduras, Jamaicapndom use.) Also, special programs for
male sterilization is substantial in Chind\licaragua, Panama, Paraguay, and Trid+\V//AIDS have raised condom use in
South Korea, and Nepal (and historicaliglad and Tobago. In a number of othefjome countries.
in India and Bangladesh, although less sountries pill use is below 10% of cou-
now). ples but still serves an appreciable shafFeaditional methods of withdrawal and

of users. Allin all, the pill plays a considrhythm are still very important. They ac-
Latin America has also seen extensivgaply wider role across many countriegpunt for a substantial share of all use in
use of female sterilization, in the tW@nhan does the IUD or injectable. many countries. Appendix Table A.1
largest countries of Brazil and Mexico, provides figures for the percentage of
and in Colombia, Costa Rica, Cuba, Ddrhe IUD’s pattern is one of minor use ircouples (not users) relying on traditional
minican Republic, Ecuador, El Salvadomost countries but with major exceptiongethods.
Guatemala, Honduras, Jamaica, Nicaraimost notably in China, where one-third
gua, Panama, and Puerto Rico. Little uséall couples use it. Itis the number ond summary, most countries are quite se-
is made of male sterilization. method in Egypt, where 30% of coupléective in their use, or non-use, of the sev-

rely on it; 23% do so in Jordan, 17% ien principal modern methods. Most use
An exception to the extensive use of ferynisia, 11% in Libya, 16% in Syria, andnly two or three to any appreciable de-
male sterilization is the group of Muslimygos in Turkey. Vietnam has alwaygree. Sterilization and the pill have
countries in the Middle East/North Afri-siressed use of 1UD, especially in themerged as the favorites, but with some
ca region. In Appendix Table A.1, 13 ojorth, and nearly 40% of couples use iitregularity, since most Muslim countries
15 countries are at or well below 5% Ofationwide. In Taiwan 22%, and in Soutkhy away from sterilization (in favor of
couples using sterilization. Iran is an korea 11% do so. In a 1987 Cuban suthe IUD) and certain large countries
ception at 12%. Tunisia is also an excepey 33% of couples used the IUD, anchake little use of the pill. The 1UD is
tion; there women with at least a fewso did so in Mexico in 1995. The IUDprominent in selected countries both in
children have been able to obtain sterils a1so prominent within the Centrathe Middle East and elsewhere; the in-
ization, and 12% were using it by 1988sjan Republics: 38% of couples use it ijectable in fewer. Condoms are used least
On the other hand, Egypt has very littigyrgyzstan, 40% in Kazakstan, and 46%although some HIV/AIDS campaigns

sterilization activity and follows whatjn yzbekistan, for the highest figure reare increasing its use).
amounts to an informal policy against ileorded.

Interestingly, however, the IUD is excep-
tionally prominent in Egypt, as it is inHowever, apart from these remarkable/S€ by Source by Method
Jordan. instances of heavy reliance on the 1U

most countries fall below the 10% leve he available cross-national information
Sub-Saharan Africa has registered onjjng many are below 5%. A glance dowd)! tN€ sources of contraceptive supply/

small figures for sterilization, except fofhe |UD column in Appendix Table A.15€VICes appears in Figure 2.3 for 16 of
18% of couples using it in South Africashows the patterns. the 22 large countries depicted above,
(as of 1998 national survey). The trend is and for all available countries and sur-
up however, in Kenya at 6%, Mauritius athe injectableis used less than the lUDYeys in Appendix Table A.2. These data
7%, and Namibia at 8%. The other 3hut is similar in being especially promicome from all past national surveys after
countries with surveys show nearly negent in certain countries — above 10% 980, as compiled previously (Ayad,
ligible levels of use. Indonesia, Jamaica, Kenya, Myanmayilkinson, and McNiff, 1994; Curtis and
South Africa, Namibia, and ThailandNeitzel, 1996; Ross, Mauldin, and Miller,
The pill accounts for more use than anyowever, its use is nearly negligible i1993) and as supplemented by recent
other method except sterilization; it i$nost countries. DHS and other surveys.
prominent in countries in all regions.
Among the 22 large countries in Figur&he condomsees relatively little use byCautions are in order regarding data on
2.2, it plays an important role (10% omarried couples nearly everywhere. THeoth levels and trends for sources. The
more couples using it) in Brazil and Coenly recent surveys of married couplegfour categories used in the figures — gov-
lombia in Latin America (only 8% inreporting more than 10% using it are iarnment, pharmacy, NGOs (non-govern-
Mexico); Bangladesh, Indonesia, PhilipHong Kong (26%), Singapore (24%)ment organizations), and other-private —
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are the only workable ones across mulfpensive due to mass production in the lathich sees little use. (Qualifications to
ple surveys and time periods. Definition$960s, governments began to add it this unfortunate picture may exist in re-
of governmentor private have varied, their method mix, and soon afterwardent efforts in particular countries not
sometimes even in successive surveyspnvate companies extended its use taught adequately in the available sur-
the same country. Also, the boundarienuntries where ministries of health pexeys.)

between government and private amaitted its sale under prescription or ) _ )
sometimes unclear to the respondent, afhere informal practices flourished. IF0r the pill, the private sector has gained
ten justifiably so where they are trulghe source figures government is respofit Kenya, Bangladesh (between 1989 and
mixed, as in some social marketing ousible for most pill supply (restricted tol993), and Indonesia (at least until the
lets. Therefore, as a partial safeguard theuntries where pill use is significant) ifgconomic collapse, which has depressed
following figures repeat the qualificathe Philippines, Thailand, and Tanzani®urchases by the poor). This counts only
tions to definitions found in each survejowever, the private sector is the majdpree countries, excluding those where
report. source in Brazil, Colombia, Mexico2ny trendis based upon trivial levels. For

o _ Egypt, Turkey, and Indonesia. In Kenydh€ condom, survey figures in most coun-
A further caution is to use source inforyyplic and private sources have equiies (not all) are too low to know the

mation only in light of the numerical im-shares of pill supply. trend reliably.

portance of each contraceptive method. S ) _
For example, the source of the injectabEhe 1UD is next in total use, after sterillndonesia historically provides the chief
may apparently shift toward the goverrization and the pill. China has by far thexample of a successful effort by govern-
ment in Pakistan, but only 1% of all useilsirgest body of 1UD users, over 70 milent to expand the role of the private
rely on it. Or the source of condom sugion or over three-fifths of all IUD usersS€ctor. Its share has grown for the pill,
ply may apparently shift in the Philipin the developing world. Governmentnjéctable, and IUD, each one important
pines, but only 1.6% of users there relglso provides most IUDs in Indonesidn the method mix. To some extent this
on condoms. At such tiny figures, sanPakistan, Philippines, Thailand, Vietnanflas occurred through a blended public-
pling error is bound to enter in, disguiskenya, Tanzania, Morocco, TurkeypPrivate effort, due to government assis-
ing the real trend. One way to give propMexico, and a number of smaller courf@nce in mass media and labeling of prod-
er weight to each method appears in Taies. (Appendix Table A.4 projects userdCts.

ble 2.1, which combines all moderitby method for each country.)

methods. _ . _ References
The various education and residence
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Table 2.1. Contraceptive Use According to Source: Government and Private, All Modern Methods

Private
Country Year Government All Private Pharmacy NGO Other
Asia
Bangladesh 1993 80 20 8 12
Bangladesh 1996 74 26 14 1 11
China 1988 100 0 0 0 0
India 1993 79 21 2 19
Indonesia 1991 76 24 2 22
Indonesia 1994 49 51 2 2 a7
Indonesia 1997 43 57 3 2 52
Korea, Republic of 1991 57 43 0 0 43
Nepal 1996 79 21 4 6 11
Pakistan 1990 64 36 15 21
Pakistan 1994 67 33 31 1 1
Philippines 1993 71 29 7 21
Philippines 1998 72 28 8 0 20
Sri Lanka 1987 87 13 3 0 10
Vietnam 1994 89 11 11
Latin America
Bolivia 1989 16 84 35 49
Bolivia 1994 33 67 21 2 44
Bolivia 1998 42 58 24 2 32
Brazil 1996 43 57 36 1 20
Colombia 1990 23 77 29 32 16
Colombia 1995 27 73 33 29 11
Dominican Republic 1986 15 85 33 39 13
Dominican Republic 1996 36 64 15 13 36
Guatemala 1995 27 73 12 42 19
Mexico 1987 62 38 21 0 17
Paraguay 1995 25 75 12 63
Peru 1986 54 46 5 7 34
Peru 1991-2 48 52 19 6 27
Peru 1996 70 30 15 3 12
Middle East/North Africa
Egypt 1988 23 77 53 1 23
Egypt 1992 36 64 29 1 34
Egypt 1995 26 74 34 15 25
Egypt 1997 41 59 20 6 33
Jordan 1990 24 76 15 31 30
Jordan 1997 28 72 14 29 29
Morocco 1995 63 37 33 1 3
Sudan 1989-90 61 39 24 0 15
Tunisia 1988 77 23 14 0 9
Turkey 1993 72 28 26 0 2
Sub-Saharan Africa
Benin 1996 44 57 17 7 33
Botswana 1988 95 5 1 0 4
Burkina Faso 1993 77 23 11 0 12
Cameroon 1998 32 68 26 7 35
Central African Republic 1994 49 51 15 5 31
Chad 1996 61 39 7 0 32
Cote d’'lvoire 1994 26 74 34 18 22
Eritrea 1995 78 22 12 4 6
Ghana 1988 43 57 28 21 8
Ghana 1993 26 75 44 2 29
Kenya 1989 71 29 1 10 18
Kenya 1993 68 32 1 17 14
Kenya 1998 58 42 3 17 22
Madagascar 1992 39 61 7 32 22
Madagascar 1997 52 48 4 20 24
Malawi 1992 70 30 6 1 23
Malawi 1996 59 41 1 5 35
Mali 1995 54 46 22 11 13
Mozambique 1997 83 17 7 10
Namibia 1992 88 12 3 0 9
Niger 1992 93 7 3 4
Niger 1997 84 16 13 0 3
Nigeria 1990 40 60 13 5 42
Rwanda 1992 97 3 0 0 3
South Africa 1989 72 28 28
Tanzania 1991-92 78 22 2 0 20
Tanzania 1994 71 29 5 11 13
Tanzania 1996 74 26 6 8 12
Togo 1988 49 51 27 10 14
Togo 1998 48 52 7 6 39
Uganda 1995 47 53 6 2 45
Yemen 1997 51 49 21 28
Zaire 1984 64 36
Zambia 1996 60 40 4 7 29
Zimbabwe 1994 85 15 3 1 11
Central Asia Republics
Kazakstan 1995 68 32 0 32
Kyrgyzstan 1997 97 3 0 3
Uzbekistan 1996 98 2 0 2
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Figure 2.1. Percentage Using Contraception (cont.)
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Figure 2.2. Time Trends in for Percent of Married Women using Each Contraceptive Method
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Figure 2.2. Time Trend for Percent of Married Women Using Each Contraceptive Method (Cont.)

Figure 2.2e Figure 2.2f

—eo— pill —o—pill
—&— iud —&—iud
—&— inject —a— inject
—>— vaginals —>—vaginals
—%— condom —%— condom

—e— fster
——— mster
—=— trad

—e— fster
—+— mster

—=— trad

Figure 2.2g Figure 2.2h

—ao— pill —o—pil
—&— iud —&— iud
—aA— inject
—%— vaginals

—%¥— condom
—%— condom —eo— fster

—aA— inject
—— vaginals

—@— sterilization —+— mster

—=— trad —=—trad

Figure 2.2i Figure 2.2j

—o—pil —o—pil
—— jud —&—iud
—&— inject —a— inject
—— vaginals —— vaginals
—*— condom —¥— condom
—eo— fster —e— fster
—+— mster —+— mster

—=—trad —=—trad

11



Chapter 2

Figure 2.2. Time Trend for Percent of Married Women Using Each Contraceptive Method (Cont.)
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Figure 2.2. Time Trend for Percent of Married Women Using Each Contraceptive Method (Cont.)
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Figure 2.3. Source of Contraception

Figure 2.3a

Bangladesh
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Government is defined as hospital/health center and home delivery in the 1989 survey. In the 1993/94 and 1996/97 surveys, government
includes government hospital, family welfare center, Thana health complex, satellite clinics, and FWAs. Pharmacy includes contraception
purchased at a pharmacy/shop in the 1989 survey, and private pharmacy in the 1993/94 and 1996/97 surveys. Other private is other in the 1989
survey, but includes other, private clinic/doctor and traditional doctor in the 1993/94 and 1996/97 surveys. No data are available for NGOs in the

1989 or 1993/94 surveys, but the 1996/97 survey includes NGO clinics.
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Figure 2.3. Source of Contraception (Cont.)

Figure 2.3b
Brazil
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Government is defined as hospital do governo, Secretaria Estudual de Saude, and Providencia Social in the 1986 survey. In the 1996 survey,
government (“setor publico”) is defined as hospital publico, hospital conveniado (SUS), and centro/posto de sante. Pharmacy data are available
for both surveys and defined the same way in 1986 and 1996. Other private includes medico/clinica/hospital particular, instituicoes privadas, and
amigos/parentes in 1986. In 1996, other private includes hospitals and clinic particular, consultorio/medico particular, parceiro, and amigos/
parentes. NGO is defined as family planning clinic and posto communitario in 1996.
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Figure 2.3. Source of Contraception (Cont.)

Figure 2.3c
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In 1990, government is defined as hospital, centros de salud, and Puestos de Salud. In 1995, the public sector includes hospital, centro de
salud, promotora de salud, otra fuente del gobierno, seguros sociales, and cajas de prevision. Pharmacy data are available from both the 1990
and 1995 DHS surveys. Other private is defined as cajas de compensacion, private clinic or hospital, medico particular, seguro social (1995
only), cajanal or other private sources. NGO is defined as Profamilia, clinica and puesto for 1990; no distinction is made for 1995.
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Figure 2.3d
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For all three surveys, government is defined as urban and rural hospitals and health units, other MOH, teaching hospitals, Health Insurance
Organization, Curative Care Organization, and other government organizations. Pharmacy data are available in all three DHS surveys. Other
private includes private hospitals, clinic and doctors, friends and relatives or other vendors in all three surveys. NGO is defined as home delivery
agents, Egyptian Family Planning Association, Clinical Services Improvement Project, other private voluntary organizations and mosque and
church health units.
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Figure 2.3. Source of Contraception (Cont.)

Figure 2.3c
India
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In the 1992/93 survey, government is defined as government or municipal hospital, public primary health center or sub center, family planning
and public mobile clinics, camps, government paramedic and other public organizations. Pharmacy/drugstore data is included. Other private is
defined as private hospitals, clinics and doctors, shops, friends, relatives, and other private sources.
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Figure 2.3. Source of Contraception (Cont.)

Figure 2.3e
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Government includes government hospital, health center (Puskesmas), health post — Posyandu (1991 only), FP Post/VCDC/Paguyu (1991
only), fieldworker — PLKB, FP mobile — TKBK/TMK, and FP safari (1991 and 1997) and village official (1997 only) in the three surveys.
Pharmacy is a private source of contraception in all three surveys, and includes "drugstore” in the 1991 survey. "Other private" includes private
hospitals, clinics, doctors and midwives, as well as traditional healers, friends and relatives in all three surveys. In the 1994 and 1997 surveys,
"other private" also includes village delivery posts (polindes), health posts (posyandus), family planning posts, and traditional birth attendants
(dukuns). NGO is defined as "private family planning clinic" in the 1994 and 1997 surveys.

19



Chapter 2

Figure 2.3. Source of Contraception (Cont.)

Figure 2.3f
Kenya
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Government is defined as government hospitals, clinics, health centers, and dispensaries (1993 and 1998 only). Pharmacy data are available in
all three surveys as a private source of contraception. Other private includes private hospitals, clinics, doctors and shops, and husbands, friends
and relatives. NGO includes the Family Planning Association of Kenya clinics, mission churches and hospitals (1993 and 1998 only), field
workers (1989 only), mobile clinics and community distribution/health workers (1993 and 1998 only).
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Figure 2.3g
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Government is defined as IMSS, ISSSTE, SSA and other Instituciones del Gobierno. Other private is defined as consultorios and others. No

data are available for NGO as a source of contraception.
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Figure 2.3. Source of Contraception (Cont.)

Figure 2.3h

Nigeria

Government includes government hospitals, health centers, and doctors. Pharmacy data are available from the 1990 survey. "Other private"
includes private doctors, hospitals, health centers, patient medical offices, markets and places of work, missions, and friends and relatives. NGO
is defined as PPFN for Planned Parenthood Federation of Nigeria.
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Figure 2.3. Source of Contraception (Cont.)

Figure 2.3i
Pakistan
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Government is defined as government hospitals, clinics (FWC in 1994/95) and the Family Welfare Center (FP worker). Pharmacy data are
available in both surveys, defined as drugstore in 1990/91 survey, and drug/general store in 1994/95 survey. Other private includes private
doctors, hospitals, other shops (1990/91 only), friends/relatives, TBAs (TBA/Dai in 1994/95 survey), RHC, and other sources. NGO is defined as
an NGO center (1994/95 survey only), serving as a source for only IUD and female sterilization.
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Figure 2.3. Source of Contraception (Cont.)

Figure 2.3j
Philippines
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Government or public sector is defined as government hospital, barangay health station, barangay supply office, and puericulture center in the
1993 and 1998 surveys. The 1998 survey also includes other public in the category of public sector. Data for pharmacy are available in both the
1993 and 1998 surveys. Other private includes private hospital/clinic, private doctor, private nurse/midwife, store, church," and friends/relatives
in both the 1993 and 1998 surveys. The 1998 survey also includes puericulture center and industry-based clinic under other private. NGO is
covered only in the 1998 survey, and its role appears to be confined to the provision of oral contraception.
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Figure 2.3. Source of Contraception (Cont.)

Figure 2.3k
Sudan
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Government includes government hospital, government health center, dispensary, and family planning clinic. Pharmacy is tabulated separately
as shown. Other-private includes private doctor, private hospital, friends/relatives, and other. NGO is negligible/undefined.
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Figure 2.3. Source of Contraception (Cont.)

Figure 2.3

Tanzania

Government is defined as public, government, regional, consultant, or district hospitals, health centers, dispensaries, parastatal health facilities,
village health posts, and workers. Pharmacy and medical store data are available in all three surveys. "Other private" is defined as private
doctors, hospitals and clinics, shops/kiosks, churches, and friends and relatives. NGO is defined as religious organization facilities and Family
Planning Association of Tanzania CBD workers.
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Figure 2.3m
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Thailand

Government is defined as government hospitals and health centers. Pharmacy data are available for 1987. Other private includes family
planning clinic, mobile clinic, health volunteers, private hospitals or clinics, MCH center or Bangkok health center, and friends and relatives.

No data are available specifically for NGOs in the 1987 survey.
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Figure 2.3. Source of Contraception (Cont.)

Figure 2.3n
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Government is defined as government hospital or health center. Pharmacy data are available in the 1993 survey. "Other private" is defined as
private hospitals or clinics or private doctors. The 1993 survey has no NGO data.
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Figure 2.30

Vietnam
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Government is defined as commune health center, district clinic, province clinic, central clinic and other health care unit. No pharmacy data
appear in the 1988 or 1994 surveys, only "private market" which is included here as "other private". No NGO data appear in the 1988 or 1994

surveys.
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FUTURE TRENDS IN CONTRACEPTIVE USE

This chapter presents, for each of 2Bigure 3.1. Contraceptive Prevalence and Total Fertility Rate
large developing countries, three scenar-

ios for future contraceptive use. These «
projections are part of a series to 2015
that includes (1) the percent using each
method, (2) the number of users by
method, and (3) the commodities needed
by method. Each of these is presented
below. We therefore pause here to ex-
plain briefly the projection methodolo-
gy; the appendix “Technical Projection
Methods” gives the full detalil.

80

8 60

3

8

Contraceptive Prevalen:
8

The starting point of the projectionisthe
published set of UN projections (1998)

for numbers of women aged 15-49 and
total fertility rates, for the 116 countries 0 . . . . . . .
included here. The equivalent values for 0 t 2 s 4 ° © Y 8
future years for contraceptive prevalence TotalFertility Rate

(from the relationship in Figure 3.1) are

EL?d;feeda;Gﬂ:]tggeattoiﬁlefegggti)r/]r:;;tgséglgure 3.2. Model Method Mix Pattern

agree with the latest survey estimates.
By reference to the high, medium, and
low variations in the UN materials, the

alternatives for future contraceptive use 8%
are produced for the 22 large countries.

10

100%
Tradiional

Inecabes
Malke
sterilzation

Female
sterilzation

Percent using each methodTo produce 60%
projections for individual contraceptive
methods the body of past national sur-
veys was used to establish the relation-
ship of each method’s use to total use.
On average this changes through time, as 20%
total use rises (Figure 3.2), so the pro-
jected method mix in each country de- o
pends upon its path for total use. Howev- "0 5 10 15 0 5 30 3 o 4 0 s 0 6 0 75 80

er the beginning method mix was adjust- Total Prevalence

ed to match the actual mix in the most

recent survey, just as total use was. Ap- This model shows, on average, how method mix changes as total prevalence
pendix Table A.3 provides the medium of use rises, as registered in past national surveys in many developing coun-

40% Condom
Vaginals

1UD

Pil

estimate for 116 countries, for both total tries. Traditional method use, at the top, declines as a proportion of all use,
use and use by method, for the period while female sterilization increases considerably. Pill use declines, while
2000-2015. IUD use increases somewhat, as does condom use. Minor roles on average
are played by male sterilization, injectables, and such vaginals as foaming
Numbers of users by methodTo pro- tablets. Note that all these changes are relative ones, adding to 16énper

duce the actual number of users of each  of use. Because total use is increasing, up to about 80% of all couples, the

method, the UN figures for numbers (_)f number of pill users for example will be lamger than suggested by the rela-
women aged 15-49 were employed in tive decline.

combination with the percentage of
women relying on each method. This This model is used for the projections of use by method in this report, with

was done for all women and also for adjustments for Muslim countries, whose method mix shows less sterilization
married women, using the proportions and more IUD use, etc., and for certain other countries. See Appendix B,
married published by the UN, with up- Technical Projection Methods, for details.
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dates from recent national surveys. Agd. Note that certain statistical items iAppendix Table A.3 extends the empiri-
pendix Table A.4 gives the number of ughe lower-right boxes come from the latal information in Appendix Table A.1
ers by method for 2000-2015. (See Amst survey, not from the projectiondor use as registered in all national sur-
pendix Tables A.6 and A.7 for the proThese include the TFR, wantélFR, veys for developing countries from 1980
portions married for all countries.) unmet need, and percent of women witb the present.
Adiust ) de to th unmet need who intend to use a method.

justments wereé made to these proCehe aportion rates are from WHO (1998 rgiecti

: rojections for Total Numbers

dures to allow for a few special countryng the Alan Guttmacher Institute (Her}- ) :
cases, as when the original method mghay, Singh, and Haas, 1999). The mrQ_SIng Contraception
was very unusual and shollld control thrnal mortality rates are from WHO an he numbers of contraceptive users will
projection. Also. a separaie et of SIUGNICEF (1996). The percentages Ghcrease very substantiallgl in the future
tions was used for MU-S“m countrisadults with AIDS are from UNAIDS/due to the double force of larger popula-
since their method mix is typically dif-wHo (1998). tions and larger proportions practicing a

ferent from others. ) .

It is important to treat these alternativ@ethod. As seen in Table 3.1, there will
Commodities needed by methodThe projections with caution, since they arle sizeable growth both in the number of
quantities of commodities needed afgzsed upon a complex methodology, afd@rried women and in the proportion
calculated for each method and each fyye underlying data are subject to me}ho use a method, and consequently in
ture year, by reference to values for codyrement error. This is stressed in thBe number of married users. Even larg-
ple years of protection (CYP). One Yeagures by showing three variations fof" increases are expected in the number
of protection requires 15 pill cycles (nNobrevalence, adapted from the high, méf all users. Over the 15 years, married
13, to allow for wastage), 120 condom§ym, and low projections of the UN/Sers increase by over one-third (37%),
or vaginal tablets, or 4 injectables. ARith reconciliations to the latest survey@nd all users increase by 41%. That is
IUD lasts 3.5 years and a male or females e|sewhere, it is best to think of each+L Users for every 100 currently, which
sterilization 8, 9, or 10 years (dependingata point as lying within a band tha@ther things equal means an equivalent
upon the region in question) (see Stovgpntains the true figure. increase in the resources needed, includ-
et al., 1997). The corresponding supplies ing supplies, facilities, training, and ser-
needed depend primarily upon newimilar projections, for the mediunvice arrangements.
adoptions, which on average follow aariant, are given in Appendix Table A.3 ) , )
consistent relationship to the time patfor all 116 countries at the four dates ¢fV€N in the next five years, an increase
for users. 2000, 2005, 2010, and 2015 These iff 8.6% must be absorbed. This howev-

o _clude percentages for both total use afffj Varies sharply by region (Figure 3.4),
That compressed description containgse by method. from China’s 3% rise to sub-Saharan

the essential features, and the technical Africa’s 43%. Note however that the pre-
appendix gives the details. Thiserall Projections for the percentage using dicted rise in contraceptive use in these
approach produces, for 116 countriesach methodin Appendix Table A.3 the projections is approximately tied to the
and for each year 1999-2015, estimat@grcentage of married women who ateN projections for declines in the total
for proportions and numbers using, usasing each contraceptive method is gifertility rates, and those are probably
by method, and commodities needed. ¢ for the four dates just mentioned; no@ptimistic in the case of sub-Saharan
also projects numbers of women, arttiat additional users exist among unmaidrica. If fertility falls less than epect-
numbers married. High, medium, anded women as well, and these are taked, the associated rise in contraceptive
low variations are included for prevaaccount of in the projections for totalise will be less. However, it is best for
lence in the 22 large countries. numbers of users below. donors and governments to plan for

The following paragraphs discuss each
of the above. ] ] ]
Table 3.1. Percentage Increases for Married Women, for Proportion Using a

Projections for the Percentage Method, and for Married Users and Total Users, in Five-Year Periods,

. . 2000-2015

Using Contraception

For No. of For For No. of For No. of
Three scenarios for future Contraceptive Married Women 2 Proportion Using ® Married Users All Users
use in 22 countries appear in Figure 3.200-2005 8.7 5.1 14.2 15.4
at the end of this chapter, which provide#005-2010 6.7 4.2 n.2 125
high, medium, and low projections, alP010-2015 50 26 7.7 8.9
in the context of past survey results. F&22221> 21.8 124 368 14

each COUﬂtry. additional Summary Stati&ércentage increases for all women and married women are nearly identical.
tics and a brief commentary are includamong married women.
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more users rather than fewer, as a hedggure 3.4. Percent Increase Over the Next Five Years in Number of
against the usual shortages and interrupentraceptive Users, 2000-2005, by Region
tions in supply lines and services.

45
Appendix Table A.4 provides numbers —
of users among all women, by method, 40
for 2000-2015, for all countries.

35
Paralleling Figure 3.4 is Figure 3.5, to
show the regional pattern for the 15-year o 3°
increases. It is very similar in appear-
ance to Figure 3.4 except that sub-Sahar<
an Africa’s increase is now more than € ,,
double the next highest region, reflect-
ing the longer range effects of the very ~ 15 —
young age structure in most countries
there. 10 ]

creas

Perc

5 -

Turning to absolute numbers to be
served, Figure 3.6 shows the changes. | [T]

China again, a‘_IFhOUQh havmg the Iqrg_est China India  RestofAsia  Latin Middle  Sub-SahararCentral Asia All Regions
numbers, stabilizes at about 190 million America EastNorth Africa  Republics
users. India, however, is slated to experi- Africa

ence a drastic rise, nearly reaching Chi-
na's level, due to the combination of

population growth and a rise in the pro-
portion using. The rest of Asia will also

face rapid growth, due not only to high-

er prevalence of use but also to the
young age structures in Pakistan, Banfigure 3.5. Percent Increase over the Next Fifteen Years in Number of
ladesh, Indonesia, and elsewhere. Latontraceptive Users, 2000-2015, by Region

America and the Middle East/North Af-

rica can expect milder increases, unlike 180
sub-Saharan Africa where again, rapid ]
growth is projected. 160

140

By method, users in 2000 are distribut-
ed for each region in Table 3.2. Over
one-half billion users are estimated, &
three-fourths of them in Asia (as in Fig- £ 100
ure 3.6). Sterilization dominates in Asia,
where it accounts for 40% of users; the§ 80
IUD is next at one-fourth of users due & 60 ]
largely to its extensive use in China.
Sterilization is important in Latin Amer- 40
ica, also at 40% of users, but the pill
comes next at 22%. Thus two methods 20
cover about two-thirds of all users in

both regions. .Further' in the Middle China India  Restof Asia  Latin Middle  Sub-SaharanCentral Asia All Regions
East/North Africa, the IUD and pill Amerca  EastNorth  Africa  Republi

make up 60% of all use, and in the Cen- Afrca Pbtes

tral Asia Republics, the IUD alone is

over one-half of all use (due mainly to

Uzbekistan). In sub-Saharan Africa, the

pill and injectable make up 42% of use.

The overall pattern is that two modern

methods, out of the seven candidates,

33
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Figure 3.6. Users of All Contraceptive Methods, 2000-2015, by Region
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== Central Asia Republics
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60,000 x//
40,000
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Table 3.2. Projected Numbers (000s) and Percent of Contraceptive Users Among All Women by Method, by
Region for 2000, and for Four Dates 2000-2015

Sterilization Any
Region Total Female Male Pill Injectable IUD Condom Vaginals Traditi onal

Total Numbers by Region

Asia 396,756 159,954 33,382 31,946 22,117 96,745 15,904 2,227 34,481
Latin America 63,875 25,418 1,710 14,151 2,380 6,941 4,671 417 8,187
Middle East/North Africa 27,399 1,582 135 7,804 937 8,680 1,510 202 6,548
Sub-Saharan Africa 28,868 3,161 302 6,923 5,294 2,177 1,594 316 9,101
Central Asia Republics 6,161 741 164 459 154 3,438 329 35 842
Total 523,059 190,855 35,693 61,284 30,881 117,981 24,008 3,198 59,160

Percent Distribution by Region

Asia 100.0 40.3 8.4 8.1 5.6 24.4 4.0 0.6 8.7
Latin America 100.0 39.8 2.7 22.2 3.7 10.9 7.3 0.7 12.8
Middle East/North Africa 100.0 5.8 0.5 28.5 34 31.7 55 0.7 23.9
Sub-Saharan Africa 100.0 11.0 1.0 24.0 18.3 7.5 55 11 315
Central Asia Republics 100.0 12.0 2.7 7.4 25 55.8 5.3 0.6 13.7
Total 100.0 36.5 6.8 n.7 59 22.6 4.6 0.6 11.3

Total Numbers by Date 2000-2015

2000 523,059 190,855 35,693 61,284 30,881 117,981 24,008 3,198 59,160
2005 603,833 198,975 32,837 93,142 37,545 124,122 39,598 3,622 73,994
2010 679,334 200,998 28,804 127,417 43,296 130,180 56,053 4,003 88,581
2015 739,520 194,945 23,525 161,845 48,206 134,261 71,269 4,300 101,168

34
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emerge in each region as dominant. Tllmrojections for Commodities ply show the overall rise in total com-
eighth choice, traditional methods, conyjeeded by Method modities needed for pills, condoms,
tinues to be very important in both sub- ' IUDs, and vaginal methods for the de-
Saharan Africa and the Middle Eastfhe user numbers above translate dire¥gloping world as a whole (Figure 3.7).
North Africa, at one-third and one-fourthy jnto commodity needs by the ruleblote that the condom figures are under-

of use respectively. explained above, based on couple yedf@ted since they omit the need for dis-

This method mix will chanae over theOf protection. For example, the numbe@se prevention.
! X Wi ge ov of pill cycles needed in any country irlg

15-year period under discussion, and éto inding ways to cope with these large

. . ) ; 00 is simply 15 times the number % ; - .
will change differentially by region. . .. -Increases in users and commodities will
9 y by reg u§ers in that year. Note that the Ste”"zgécupydonors and governments for the

However, the changes are somewh . ; .
on figures are simply estimates for thle()reseeable future. The role of the pri-

gg?]?wl:?yl., aAr:)dpgr]%)i/xvir.i ap?oov?geie?lzlﬁjugz 2iGSr f%fr %?Ssﬁyrfjlgjgﬁoinsn?nﬂltyi f3te sector will be quite important as a

T o Tt 270 Bucea) o the ks and other suppliel ™y 2 S(°V10 ese Prdens boner

’ ’ , fieeded. Appendix Table A.5 projects t%sose used heretofore if private sectors in
any countries are to significantly en-

large their contribution.

needs for each method by country a
year, with regional totals. ¢te we sim-

Figure 3.7. Projection of Annual Commodity Needs, Four Methods, 2000-2015, Developing World
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Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age
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Algeria

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Algeria’s latest survey (1995)
shows about half of couples using
amethod; in the medium projection
this rises to two-thirds by 2010,
increasing at 1.1% per year. Inthe
ten-year period before then the
population will grow by 19%-24%,
depending upon the projection
chosen. The low percent married
helps to depress the fertility rate,
but the TFR is still above 4 (UN
2000 TFR 3.6). The 1994 program
effort score was only a modest
44%. The MMR is lower than in
many other countries but still has
much room to fall.

1995 2000 2005 2010 2015
Estimated Population (000’s)

2000 2005 2010 2015 2050
High 31,572 | 35,314 | 39,094 | 42,664 | 68,808
Medium 31,471 | 34,965 | 38,304 | 41,199 | 57,731
Low 31,182 | 34,259 | 37,101 | 39,412 | 47,110
% Married/in Union (Ages 15-49) 57.6
Unmet Need
% Spacing NA
% Limiting NA
Of MWRA with Unmet Need % Intending to Use NA
Abortion Rate (Number per 1,000 Women/Year) 10
1994 FP Effort Score (% of maximum) 44
% Public of Al Modern Methods NA
TFR: Total Fertility Rate 4.2
TWFR: Total Wanted Fertility Rate NA
MMR: Maternal Mortality Ratio (per 100,000 Births) 160
Estimated % of Adults with HIV/AIDS <1




Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
Bangladesh
Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
90
- Survey
80 [] HighTer
B vedium TFR

70 [] LowTer

60
Q
2
K]
g 50
[
T
2
B8 40
3
g
€
§ 30

10

1981 1983 1985 1988

The Bangladesh FP program is
noted for its exceptional achieve-
ments despite an unfavorable
social setting. About half of
couples use contraception; in the
medium projection this rises to
two-thirds over the next decade,
increasing at 1.6 % per year. In
that ten-year period the population
will grow by 20%-30%, depending
upon the projection chosen. The
TFR fell to 3.3 by 1996 despite a
high percent married (UN 2000
TFR 3.0). Favorable features are
that most women with unmet need
intend to use a method; the FP
effort score is high; and the
TWFRis at the replacement level.
Unfortunately the MMR is very
high.

1991 1993 1996 2000 2005 2010 2015

Estimated Population (000’s)
2000 2005 2010 2015 2050

High 130,144 | 143,187 | 156,684 | 169,415 | 262,640
Medium | 129,155 | 140,566 | 151,799 | 161,540 | 212,495
Low 128,067 | 137,792 | 146,742 | 153,499 | 169,770
% Married/in Union (Ages 15-49) 79.7
Unmet Need
% Spacing 7.9
% Limiting 7.9
Of MWRA with Unmet Need % Intending to Use 81
Abortion Rate (Number per 1,000 Women/Year) 12
1994 FP Effort Score (% of maximum) 69
% Public of All Modern Methods 74
TFR: Total Fertility Rate 3.3
TWEFR: Total Wanted Fertility Rate 2.1
MMR: Maternal Mortality Ratio (per 100,000 Births) 850
Estimated % of Adults with HIV/AIDS <1
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Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
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Brazil

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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The Brazilian government has
never mounted a strong national FP
program, although the NGO sector
has historically been active. Public
interest in contraception and
sterilization has been high through
the years and use has spread
throughout the country. Over the
next decade the population will
grow by 9%-16%, depending upon
the projection chosen. The TFR is
low, helped by arelatively low
percent married, and the TWFR
has dropped well below replace-
ment (UN 2000 TFR 2.2). Most of
the relatively few women with an
unmet need intend to use a method
in the future. Maternal mortality
persists at an unfortunately high
level.

1996 2000 2005 2010 2015

Estimated Population (000's)
2000 2005 2010 2015 2050

High 170,997 | 184,022 | 198,073 | 211,859 | 305,892
Medium | 170,115 | 180,638 | 190,875 | 200,697 | 244,230
Low 169,297 | 177,718 | 184,104 | 189,970 | 192,327
% Married/in Union (Ages 15-49) 60.1
Unmet Need
% Spacing 25
% Limiting 4.7
Of MWRA with Unmet Need % Intending to Use 76.4
Abortion Rate (Number per 1,000 Women/Year) 12
1994 FP Effort Score (% of maximum) 43
% Public of All Modern Methods 43
TFR: Total Fertility Rate 25
TWEFR: Total Wanted Fertility Rate 1.8
MMR: Maternal Mortality Ratio (per 100,000 Births) 220
Estimated % of Adults with HIV/AIDS <1
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Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
Colombia
Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Contraceptive prevalence is

already high in Colombia and is Estimated Population (000's)

expected to continue in the mid-

seventies. Over the next decade 2000 2005 2010 2015 2050

the population will grow by 15%-

20%, depending upon the High 42,560 | 46,757 | 51,067 | 55,458 | 86,821

projection chosen. The TFR is Medium | 42,321 | 46,039 | 49,665 | 53183 | 71,550

estimated at 3.0, and the TWFR

is 2.2 (UN 2000 TFR 2.7). Low 42,076 | 45422 | 48534 | 51,367 | 59,744

Favorable conditions are the

unusual.ly IOV\_’ proportion of % Married/in Union (Ages 15-49) 54.7

women in union, and the broad Unmet Need

participation of the private sector % Spacing 3.2

in contraceptive supply-service g’f"-\;l"\;\'/t:g e 84?;51

. . _ Wil nmet Nee 0 Intending to Use .

including a strong NG_O pres Abortion Rate (Number per 1,000 Women/Year) 30

ence. Maternal mortality needs to 1994 FP Effort Score (% of maximum) 66

fall further. % Public of All Modern Methods 27
TFR: Total Fertility Rate 3
TWEFR: Total Wanted Fertility Rate 2.2
MMR: Maternal Mortality Ratio (per 100,000 Births) 100
Estimated % of Adults with HIV/AIDS <1

39



Chapter 3

40

Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
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Egypt

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Egypt’s contraceptive prevalence
was stable in the early 1990s at
about half of couples using a
method, but rose to 55% in the
1997 survey. It may rise over the
next decade to about two-thirds of
couples using, or an increase of
about 1.6% annually. In that ten
years population will increase by
14% - 20%, depending upon the
projection chosen. The TFR, at 3.6
in 1995, was well above the TWFR
of 2.6. (The TFR was 3.3 in the
1997 survey.) (UN 2000 TFR 3.1.)
The FP effort score was 59% in
1994. The private sector is very
important, providing more than half
of supplies/services. Maternal
mortality should be less, since
distance from emergency services
is less than in many countries with
much of the population along the
Nile, close to health centers.

1992 1995 1997 2000 2005 2010 2015

Estimated Population (000's)

2000 2005 2010 2015 2050
High 68,917 | 75,814 | 82,681 | 89,565 | 141,883
Medium 68,470 | 74,535 | 80,063 | 85,224 | 114,844
Low 68,019 | 73,240 | 77,389 | 80,771 91,402
% Married/in Union (Ages 15-49) 66.8
Unmet Need
% Spacing 5.6
% Limiting 12.2
Of MWRA with Unmet Need % Intending to Use 73.8
Abortion Rate (Number per 1,000 Women/Year) 15
1994 FP Effort Score (% of maximum) 59
% Public of All Modern Methods 41
TFR: Total Fertility Rate 3.3
TWER: Total Wanted Fertility Rate 2.6
MMR: Maternal Mortality Ratio (per 100,000 Births) 170
Estimated % of Adults with HIV/AIDS <1
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Contraceptive Prevalenc e

Ethiopia

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Contraceptive use is nearly
negligible in Ethiopia; projections
suggest that it might rise to a sixth
to afifth of couples in the next ten
years. Due to ayoung age
structure in combination with a
high TFR, the population is
expected to grow by a full 25%-
29% over the next decade (UN
2000 TFR 6.1). FP effort is not
strong nationally. Conditions are
very difficult; maternal mortality is
extremely high; and HIV/AIDS
prevalence is already quite
substantial.

1995 2000 2005 2010 2015
Estimated Population (000's)

2000 2005 2010 2015 2050
High 62,730 [ 71,060 | 81,103 | 92,908 | 193,473
Medium 62,565 | 70,480 | 79,944 | 90,947 | 169,446
Low 62,234 | 69,390 | 77,914 | 87,717 | 142,855
% Married/in Union (Ages 15-49) 71.8
Unmet Need
% Spacing NA
% Limiting NA
Of MWRA with Unmet Need % Intending to Use NA
Abortion Rate (Number per 1,000 Women/Year) 24
1994 FP Effort Score (% of maximum) 39
% Public of All Modern Methods NA
TFR: Total Fertility Rate 6.4
TWFR: Total Wanted Fertility Rate NA
MMR: Maternal Mortality Ratio (per 100,000 Births) 1,400
Estimated % of Adults with HIV/AIDS 9
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Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
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India

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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India’s latest survey shows less
than half of couples using
contraception; since then the
reversal of the target system in at
least some states has depressed
the use of resupply methods and
the numbers of new sterilizations.
Prevalence may reach two-thirds
of couples by 2010, although that
implies an annual rise exceeding
2.5%, which is unlikely; even the
low projection implies about 2%
growth annually. Population will
increase by then by 11%-16%, on
an already large base. FP effort is
uneven across the various states.
The TWFR is well below the TFR
(UN 2000 TFR 2.9). Much
depends upon future actions in the
subset of states with the greatest
problems, where the percent
married is very high, services are
limited, and conditions are
forbidding (see Appendix on India
for state statistics).

1993 2000 2005 2010 2015

Estimated Population ( 000's)
2000 2005 2010 2015 2050

High 1,018,825 1,103,705| 1,186,618 1,269,525| 1,896,744
Medium | 1,013,662 1,087,459 1,152,164 1,211,665 1,528,853
Low 1,008,470[ 1,071,070 1,117,029 1,152,510| 1,215,636
% Married/in Union (Ages 15-49) 78.6
Unmet Need
% Spacing NA
% Limiting NA
Of MWRA with Unmet Need % Intending to Use NA
Abortion Rate (Number per 1,000 Women/Year) 24
1994 FP Effort Score (% of maximum) 68
% Public of All Modern Methods 79
TFR: Total Fertility Rate 3.4
TWFR: Total Wanted Fertility Rate 2.6
MMR: Maternal Mortality Ratio (per 100,000 Births) 570
Estimated % of Adults with HIV/AIDS <1
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Indonesia

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Indonesia’s contraceptive prevalence
has risen to 57%, and is expected to
reach 68% in 2000, implying over
1.0% growth per year. From
historical experience that is feasible,
but itis subject to some economic
recovery, especially as much
contraceptive supply is paid for in the
private sector. Population will grow
by 8%-16% during the next decade,
on alarge base in this fourth largest
country in the world. The TFR is still
above the TWFR, and the FP
program is exceptionally strong (UN
2000 TFR 2.4). The MMR is very
high.

1994 1997 2000 2005 2010 2015

Estimated Population (000’s)
2000 2005 2010 2015 2050

High 213,607 | 230,357 | 247,467 | 264,725 | 390,096
Medium | 212,107 | 225,475 | 238,012 | 250,383 | 311,857
Low 210,578 | 220,345 | 228,049 | 235,418 | 243,458
% Married/in Union (Ages 15-49) 66.2
Unmet Need
% Spacing 4.2
% Limiting 5
Of MWRA with Unmet Need % Intending to Use 50.0
Abortion Rate (Number per 1,000 Women/Year) 35
1994 FP Effort Score (% of maximum) 84
% Public of All Modern Methods 43
TFR: Total Fertility Rate 2.8
TWEFR: Total Wanted Fertility Rate 2.5
MMR: Maternal Mortality Ratio (per 100,000 Births) 650
Estimated % of Adults with HIV/AIDS <1
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Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
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Iran

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Two surveys in Iran put contracep-
tive prevalence at 65%-70%, and it
is expected to plateau at about
73%. Over the next decade
population will grow by 10%-17%,
depending upon the projection
chosen. The percent married is
exceptionally high, but the TFR
has fallen substantially from over 6
traditionally to 3.4 in the 1994
survey (UN 2000 TFR 2.6). The
FP program is moderately strong.
The MMR has ample room to fall
further.

1994 2000 2005 2010 2015
Estimated Population (000’s)

2000 2005 2010 2015 2050
High 68,192 | 72,641 | 80,086 88,034 | 142,050
Medium 67,702 | 71,143 | 76,932 83,054 | 114,947
Low 67,213 | 69,647 | 73,929 78,174 91,813
% Married/in Union (Ages 15-49) 78.6
Unmet Need
% Spacing NA
% Limiting NA
Of MWRA with Unmet Need % Intending to Use NA
Abortion Rate (Number per 1,000 Women/Year) 10
1994 FP Effort Score (% of maximum) 61
% Public of All Modern Methods NA
TFR: Total Fertility Rate 3.4
TWEFR: Total Wanted Fertility Rate NA
MMR: Maternal Mortality Ratio (per 100,000 Births) 120
Estimated % of Adults with HIV/AIDS <1
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Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
Kenya
Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Contraceptive prevalence, now at
nearly 40%, grew an average of
1.6% per year from 1984 to 1998. To
reach the medium projection of 57%
by 2010 implies 1.4% growth per
year, which may be feasible.
Meanwhile, over ten years the
population will grow by 14%-20%,
depending upon the projection
selected. Unmet need is large for
both spacing and limiting (although
the percent who say they intend to
use a method is low). The FP
program is moderately strong with a
good balance of public and private
sector involvement. The TFR is still
well above the TWFR, as of the
1998 survey (UN 2000 TFR 4.1).
The MMR is quite high, and HIV/
AIDS prevalence is among the
highest in the world.

1998 2000 2005 2010 2015

Estimated Population (000’s)
2000 2005 2010 2015 2050

High 30,252 | 33,246 | 36,351 | 39,436 | 62,601
Medium 30,080 | 32,637 | 35,205 | 37,611 | 51,034
Low 29,906 | 32,022 | 34,034 | 35,760 | 40,783
% Married/in Union (Ages 15-49) 61.4
Unmet Need
% Spacing 21.3
% Limiting 14.2
Of MWRA with Unmet Need % Intending to Use 35.5
Abortion Rate (Number per 1,000 Women/Year) 25
1994 FP Effort Score (% of maximum) 56
% Public of All Modern Methods 58
TFR: Total Fertility Rate 4.7
TWEFR: Total Wanted Fertility Rate 35
MMR: Maternal Mortality Ratio (per 100,000 Births) 650
Estimated % of Adults with HIV/AIDS 12
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Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
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Mexico

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Contraceptive prevalence reached
66% by 1995 and should plateau
around 69%. Over the decade before
2010 population will increase by
12%-17%, depending upon the
projection chosen. Mexico enjoys a
high FP effort score, reflecting the
involvement of multiple public and
private agencies. Unmet need is
relatively low at 11%, but the TFR is
still above the wanted TFR. Maternal
mortality still has substantial room to
fall.

1995 2000 2005 2010 2015
Estimated Population (000’s)
2000 2005 2010 2015 2050

High 99,437 | 108,096 | 116,770 | 125,295 | 182,136
Medium 98,881 | 106,147 | 112,891 | 119,178 | 146,645
Low 98,325 | 104,645 | 110,003 | 114,423 | 119,061
% Married/in Union (Ages 15-49) 60.1
Unmet Need

% Spacing 6.9

% Limiting 5.2
Of MWRA with Unmet Need % Intending to Use NA
Abortion Rate (Number per 1,000 Women/Year) 19
1994 FP Effort Score (% of maximum) 74

% Public of All Modern Methods 62
TFR: Total Fertility Rate 3.1
TWEFR: Total Wanted Fertility Rate 2.8
MMR: Maternal Mortality Ratio (per 100,000 Births) 110
Estimated % of Adults with HIV/AIDS <1
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Myanmar

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Contraceptive prevalence rose

rapidly from 1991 to 1997, at 2.7% Estimated Population (000's)

per year, and may reach two-thirds

of couples by 2010, implying a 2000 | 2005 | 2010 | 2015 | 2050
further rise at 2.4% per year. During _

the decade before 2010 population High 45,789 | 49,110 | 52,771 | 56,425 | 79,524

= o e :
will increase by 8%-15% depending Medium | 45,611 | 48,254 | 50,903 | 53,533 | 64,890
upon the projection chosen.

Although the FP score is low, the Low 45,345 47,215 48,853 50,461 | 51,888
1997 survey TFR estimate for
1995-1996 was only 2.8 (UN 2000

= — - -
TFR 2.3). The abortion rate is quite Snxzmggz Union (Ages 15-49) 28.2
high, and the percent married is low. % Spacing NA
The MMR is unfortunately still % Limiting NA
serious. Of MWRA with Unmet Need % Intending to Use NA
Abortion Rate (Number per 1,000 Women/Year) 45
1994 FP Effort Score (% of maximum) 27
% Public of All Modern Methods NA
TFR: Total Fertility Rate 2.8
TWEFR: Total Wanted Fertility Rate NA
MMR: Maternal Mortality Ratio (per 100,000 Births) 580
Estimated % of Adults with HIV/AIDS 2
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Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
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Nigeria

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Contraceptive use in the 1990
survey was nearly negligible, but
the medium projection shows it
growing to 28% over the 20 years
from 1990 to 2010, at 1.1% a year.
Due to ayoung age structure and a
high TFR the population in the
decade before 2010 will grow
rapidly, by 23%-27% depending
upon the projection chosen.
Wanted fertility is close to the high
1990 TFR of 6.0 (UN 2000 TFR
4.9), and the FP effort score is
unimpressive. The percent married/
cohabiting is exceptionally high.
Unmet need is substantial at 20%
of couples, although only 45% of
these say they intend to use a
method. The MMR is one of the
highest recorded, and HIV/AIDS is
spreading.

1995 2000 2005 2010 2015
Estimated Population (000's)

2000 2005 2010 2015 2050
High 112,757 | 127,458 | 143,175 | 160,030 | 292,717
Medium 111,506 | 124,714 | 138,698 | 153,307 | 244,311
Low 111,031 | 123,549 | 136,469 | 149,604 | 209,271
% Married/in Union (Ages 15-49) 78.3
Unmet Need
% Spacing 155
% Limiting 4.9
Of MWRA with Unmet Need % Intending to Use 39.7
Abortion Rate (Number per 1,000 Women/Year) 17
1994 FP Effort Score (% of maximum) 42
% Public of All Modern Methods 40
TFR: Total Fertility Rate 6
TWFR: Total Wanted Fertility Rate 5.8
MMR: Maternal Mortality Ratio (per 100,000 Births) 1,000
Estimated % of Adults with HIV/AIDS 4
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Pakistan

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Contraceptive prevalence was rising
but was still low as of 1994, at 18%.
It may reach 41% in 2010, implying
growth at 2.4% per year, or 1.2% by
the low projection; even the latter
may be optimistic. Population growth
is very rapid; an increase of 26-30%
in the ten years before 2010 is
projected, and the TFR is a high 5.6
(UN 2000 TFR 4.8). Unmet need is
one of the highest in the world, at
37% of couples in the 1994 survey;
however in the previous survey only
26% of women with unmet need said
they intended to use a method,
partly reflecting a weak FP effort.
The MMR is a substantial 340.

1994 2000 2005 2010 2015
Estimated Population (000’s)

2000 2005 2010 2015 2050
High 157,549 | 179,854 | 204,340 | 230,067 | 409,693
Medium | 156,483 | 177,309 | 199,745 | 222,587 | 345,484
Low 155,404 | 174,729 | 195,086 | 215,009 | 287,924
% Married/in Union (Ages 15-49) 69.1
Unmet Need
% Spacing 6.7
% Limiting 30
Of MWRA with Unmet Need % Intending to Use 25.9
Abortion Rate (Number per 1,000 Women/Year) 25
1994 FP Effort Score (% of maximum) 49
% Public of All Modern Methods 67
TFR: Total Fertility Rate 5.6
TWER: Total Wanted Fertility Rate NA
MMR: Maternal Mortality Ratio (per 100,000 Births) 340
Estimated % of Adults with HIV/AIDS <1
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Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
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Philippines

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Contraceptive prevalence has risen
slowly over the years, at about 1%
per year, to 46% in 1998. It is
expected to do better, to reach 63%
in 2010 by rising at 1.4% per year.
The population will grow by 17%-
22% over the ten years to 2010,
adding 13 to 17 million to the current
76 million. Unmet need is substantial
at 26% of couples; 40% of these say
they intend to use a method. The
1994 FP score was 60%, but
current adjustments to the decen-
tralization of health structures may
reduce this. Wanted fertility was
well below the 1993 TFR of 4.1 (UN
2000 TFR 3.4). The MMR remains
high.

1993

1998 2000 2005 2010 2015
Estimated Population (000’s)
2000 2005 2010 2015 2050
High 76,514 | 84,846 93,152 | 100,989 | 158,863
Medium 75,967 83,450 90,544 | 96,732 | 130,893
Low 75,693 82,525 88,504 | 92,994 | 107,214
% Married/in Union (Ages 15-49) 59.6
Unmet Need
% Spacing 12.4
% Limiting 13.5
Of MWRA with Unmet Need % Intending to Use 40.5
Abortion Rate (Number per 1,000 Women/Year) 42
1994 FP Effort Score (% of maximum) 60
% Public of All Modern Methods 72
TFR: Total Fertility Rate 4.1
TWEFR: Total Wanted Fertility Rate 2.9
MMR: Maternal Mortality Ratio (per 100,000 Births) 280
Estimated % of Adults with HIV/AIDS <1
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South Africa

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Contraceptive prevalence in the
1998 survey was 62% among all
women sexually active in the last
four weeks, which matches the 63%
for 1994 above. However, it was
only 56% among women married or
in union. Itis expected to plateau at
about 70%. Population growth in the
ten years before 2010 is relatively
low; the total population will grow by
3%-8%, depending upon the
projection chosen. The proportion
married is exceptionally low. The
1998 survey estimate for the TFR is
2.9. The 1994 FP score was
moderate at 56%; the private sector
supplements the public sector in
contraceptive services/supplies. The
MMR is high, and HIV/AIDS
prevalence is extremely high.

1994 2000 2005 2010 2015
Estimated Population (000's)

2000 2005 2010 2015 2050
High 40,580 | 42,541 | 43,898 | 45,587 | 65,192
Medium 40,377 | 41,836 | 42,515 | 43,387 | 52514
Low 40,172 | 41,116 | 41,177 | 41,278 | 41,392
% Married/in Union (Ages 15-49) 46.2
Unmet Need
% Spacing NA
% Limiting NA
Of MWRA with Unmet Need % Intending to Use NA
Abortion Rate (Number per 1,000 Women/Year) 20
1994 FP Effort Score (% of maximum) 56
% Public of All Modern Methods 72
TFR: Total Fertility Rate NA
TWEFR: Total Wanted Fertility Rate NA
MMR: Maternal Mortality Ratio (per 100,000 Births) 230
Estimated % of Adults with HIV/AIDS 13
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Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
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Sudan

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
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Contraceptive prevalence is nearly
negligible at about 10%, but the
projections show it rising to about
a third of couples by 2010,
implying an annual increase of
1.4%, which is optimistic.
Conditions for all social and
economic programs are forbidding.
Population is expected to grow
over the ten years to 2010 by a
high 21%-25%, depending upon
the projection chosen. Wanted
fertility is not much below actual
fertility (UN 2000 TFR 4.4). Unmet
need is relatively high at 29%, but
only one-sixth of women in need
intend to use a method. The FP
score is quite low. The MMR is
very high.

corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)

1993 2000 2005 2010 2015
Estimated Population (000's)

2000 2005 2010 2015 2050
High 29,643 | 33,128 | 36,938 | 40,914 | 68,782
Medium 29,490 | 32,753 | 36,257 | 39,811 | 59,176
Low 29,313 | 32,331 | 35,503 | 38,611 | 50,107
% Married/in Union (Ages 15-49) 65.1
Unmet Need
% Spacing 15.5
% Limiting 13.4
Of MWRA with Unmet Need % Intending to Use 17.1
Abortion Rate (Number per 1,000 Women/Year) 12
1994 FP Effort Score (% of maximum) 29
% Public of All Modern Methods 69
TFER: Total Fertility Rate 4.7
TWFR: Total Wanted Fertility Rate 4.2
MMR: Maternal Mortality Ratio (per 100,000 Births) 660
Estimated % of Adults with HIV/AIDS <1
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Tanzania

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Contraceptive prevalence is low, at ] _
about 18%. It may increase to athird | Estimated Population (000's)
of couples by 2010, rising by 1.1%

per year, compared to perhaps 2% 2000 2005 2010 2015 2050
per year from 1992 to 1996. The i
population is growing rapidly, and is High 33,703 | 38,262 | 43,407 | 49,087 | 96,063

estimated to increase by a high 22%-
29% in the decade before 2010.
Wanted fertility is still high, not much Low 33,210 | 36,622 | 40,435 44,499 | 64,726
below the 1996 (survey) TFR of 5.8
(UN 2000 TFR 5.3). However unmet

Medium 33,517 | 37,633 | 42,235 47,221 | 80,584

) . % Married/in Union (Ages 15-49) 65.4
need is also substantial at 24% of Unmet Need
couples, and two-thirds of these % Spacing 15.3
intend to use a method. The FP gc'fm,tgf — T y 86-2
; ; ; 0, with Unmet Need % Intending to Use
scor_e 'S or.“y intermediate, at 48% of Abortion Rate (Number per 1,000 Women/Year) 15
maXImum, howe_ver.donor and NGO 1994 FP Effort Score (% of maximum) 48
involvement provide important % Public of All Modern Methods 74
support. The MMR is very high, and TFR: Total Fertility Rate 5.8
HIV/AIDS preva]ence is among the TWEFR: Total Wanted Fertility Rate 5.1
highest in the world. MMR: Maternal Mortality Ratio (per 100,000 Births) 529
Estimated % of Adults with HIV/AIDS 9
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Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
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Thailand

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Contraceptive prevalence has been
at a near ceiling level for several
years and is expected to remain
there. The population is growing at a
modest rate and will increase by 6%-
11% in the ten years before 2010,
depending upon the projection
selected. The FP effort score is
among the highest in the developing
world; most supplies/services
continue to be provided by the
government. Given the high
prevalence level unmet need is
probably quite low. In the 1993
survey wanted fertility was below
replacement and below the TFR then
of 2.3 (1.98in a 1996 survey) (UN
2000 TFR 1.7). The MMR needs to
fall much further. HIV/AIDS
prevalence is worrisome, and the
government for some years has
mounted a determined campaign of
public education and selective
outreach.

1993 1996 2000 2005 2010 2015

Estimated Population (000’s)
2000 2005 2010 2015 2050

High 61,844 65,151 | 68,531 71,735 | 89,904
Medium 61,399 63,989 | 66,511 68,872 | 74,188
Low 61,121 63,132 | 64,917 66,380 | 62,014
% Married/in Union (Ages 15-49) 59.3
Unmet Need
% Spacing NA
% Limiting NA
Of MWRA with Unmet Need % Intending to Use NA
Abortion Rate (Number per 1,000 Women/Year) 13
1994 FP Effort Score (% of maximum) 75
% Public of All Modern Methods 75
TFR: Total Fertility Rate 2.3
TWEFR: Total Wanted Fertility Rate 1.9
MMR: Maternal Mortality Ratio (per 100,000 Births) 200
Estimated % of Adults with HIV/AIDS 2
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Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)

Turkey

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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1980 1983 1988 1993 2000 2005 2010 2015

Contraceptive prevalence held
steady at nearly two-thirds of Estimated Population (000's)
couples from 1988 to 1993; nearly
half of use was of traditional 2000 2005 2010 2015 2050
methods, especially withdrawal. i
Prevalence is projected to plateau at High 66898 | 720636 | 78615 84,320 | 124,365
about 71% by 2010. The population Medium | 66,591 | 71,509 | 76,054 | 80,284 | 100,664
will grow by 10%-18% over the ten
years before 2010, depending upon Low 65,689 | 69,343 | 72,371 | 75,076 78,981
the projection chosen. The TFR is
IOW.§t a_bOUt 2.7 (1993) but wanted % Married/in Union (Ages 15-49) 68.7
fertility is even below the replace- Unmet Need
ment level (UN 2000 TFR 2.4). % Spacing 3.7
Unmet need is moderate at 11%; two | % Limiting 7.6
thirds say they intend to use a Of MWRA with Unmet Need % Intending to Use 62.8

. Abortion Rate (Number per 1,000 Women/Y ear) 19

0,

metr_‘Od' FP effort IS_OnIy 54% Of_ 1994 FP Effort Score (% of maximum) 54
maIX|mum but the private Se_Ctor IS % Public of All Modern Methods 72
active for supplies and services. The TFR: Total Fertility Rate 2.7
MMR is excessive, at 180. Turkey is TWEFR: Total Wanted Fertility Rate 1.8
noted for Sharp regional disparities in MMR: Maternal Mortality Ratio (per 100,000 Births) 180
most of these indicators Estimated % of Adults with HIV/AIDS <1
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Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
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Vietnam

Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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1988 1994

Contraceptive prevalence in Vietnam
is estimated to be at near ceiling
level and to remain there. The
population will grow by 9%-18%
during the decade before 2010,
depending upon the projection
chosen. The TFR of 2.7 (5-yr. ave.)
(UN 2000 TFR 2.4) is still well above
the wanted fertility rate. Atsuch
high prevalence, unmet need as
usually defined is very low, at 7%,
although 19% of couples use
traditional methods and there are
many failures, which underlie part of
the exceptionally high abortion rate.
The FP effort score is high, and
most contraceptive supplies/services
come from the government. The
MMR still has much room to fall.

1997 2000 2005 2010 2015
Estimated Population (000’s)

2000 2005 2010 2015 2050
High 80,323 | 87,229 | 94,627 | 102,502 | 157,689
Medium 79,832 | 85,296 | 90,764 | 96,610 | 126,793
Low 78,855 | 82,414 | 86,023 | 89,873 99,065
% Married/in Union (Ages 15-49) 60.7
Unmet Need
% Spacing 3.5
% Limiting 3.5
Of MWRA with Unmet Need % Intending to Use NA
Abortion Rate (Number per 1,000 Women/Year) 57
1994 FP Effort Score (% of maximum) 67
% Public of All Modern Methods 88
TFR: Total Fertility Rate 2.7
TWEFR: Total Wanted Fertility Rate 2.3
MMR: Maternal Mortality Ratio (per 100,000 Births) 160
Estimated % of Adults with HIV/AIDS <1
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Figure 3.3. Contraceptive Prevalence of Married Women of Reproductive Age (Cont.)
Zaire
Contraceptive Prevalence of Married Women of Reproductive Age
(Past survey estimates are shown, followed by three projections of contraceptive prevalence
corresponding to the expected levels associated with the UN's high, medium, and low fertility projections.)
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Contraceptive prevalence is nearly
negligible; projections suggest that it
might rise to about a fourth of
couples by 2010, a growth rate of
0.8% per year. This is necessarily
speculative since conditions are
currently so chaotic. The population
is growing very rapidly indeed, at
32%-38% in the decade to 2010,
depending upon the projection
chosen. The UN estimate of the TFR
is 6.2in 2000. The FP score was
28% in 1989. Unfortunately, little
reliable information is available on the
other indicators, except for the
extremely high MMR.

1995 2000 2005 2010 2015
Estimated Population (000’s)

2000 2005 2010 2015 2050
High 52,049 | 61,212 | 71,750 | 84,008 | 191,802
Medium 51,654 | 59,923 | 69,389 | 80,261 | 160,360
Low 51,261 | 59,027 | 67,824 | 77,745 | 136,755
% Married/in Union (Ages 15-49) 75.8
Unmet Need
% Spacing NA
% Limiting NA
Of MWRA with Unmet Need % Intending to Use NA
Abortion Rate (Number per 1,000 Women/Year) 8
1994 FP Effort Score (% of maximum) NA
% Public of All Modern Methods 64
TFR: Total Fertility Rate NA
TWFR: Total Wanted Fertility Rate NA
MMR: Maternal Mortality Ratio (per 100,000 Births) 870
Estimated % of Adults with HIV/AIDS NA
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DEMANDS ON SERVICES

This chapter sets out five kinds of deFhe percentage increases for the regiooger the next 5 years, also over the next
mands that will impinge upon the servicare given in Table 4.1. Apart from Chind5 years. Posed against those are the
es networks of both public and privatand the former USSR areas, all develofarge percentage increases coming in
sectors. The first provides the demang areas experience substantial growHthiopia (24%), Zaire (30%), Nigeria
graphic context of the sheer numbers @f each five-year period, on an evef1l3%), Iran (12%), and Tanzania (16%).
women and deliveries to be expected;growing base. The picture for births iFhis points to the need for plans that are
is within that framework that the othequite different, as explained above. specific to each country, notwithstand-
four will evolve. Those four concern the ) ing the overall picture of stability in
care needed for pregnancy and deliverye same 22 large countries that afgrth numbers.

the related maternal mortality and moRighlighted elsewhere in this report ap-

postabortion contraception, and finalljpumber of births in 2000, echoes theubstantial improvement in coverage
the burden of the HIV/AIDS epidemiclarge role being played by India in aland quality of services, so relief from
These five sections follow. demographic matters. It has more birthigsing numbers of births does not allow

than the next six countries together, der any relaxation of effort. Quite the

. alternately, more than the bottom 16. contrary, especially since the picture
Growing Numbers of Women, given here depends heavily upon future

Married Women, and Deliveries Twelve of these countries are projectef@rtility trends that may not obey the de-
by the UN to experience birth declineslines assumed.
While the number of women, and mar-

r_ied women, will ce_rtainly rise SUbStanTable 4.1. Percent Increases for Women, Married Women, and Bins, by
tially in the developing world, the num-Region 2000-2015

ber of births will not, according to the

UN’s projections (Appendix Tables A.6- Percent Increases in Numbers of Women Aged 15-49

A. 9) . 2000-2005 2005-2010 2010-2015 2000-2015
China 35 1.9 1.7 3.6

However this differs by region: Figurandia 10.3 8.5 6.4 27.3

4.1 (on the next page) shows the trendsst of Asia 10.8 7.7 6.3 26.9

for China, India, and the major regiongatin America 8.3 6.4 4.5 204

Note that the numbers of women to e)Middle East/North Africa 12.8 10.4 9.6 36.5

tin th t 15 | yb-Saharan Africa 15.0 14.6 14.4 50.8
pect in € nex_ . years are_ a rea_ )éntral Asia Republics 9.0 5.8 4.7 20.8
born so the projections are fairly reliz,;casus 45 08 3.3) 20
able; also the proportions marriegoidova, Russia, Ukraine (0.4) (5.9) 6.1) (12.0)
through time are held constant, so theirL REGIONS 8.6 6.6 4.9 215

trends mirror those for all women but at

lower levels that vary by region. China’s
China 35 1.9 1.7) 3.6

Percent Increases in Numbers of Married Women Aged 15-49

age structure is such that little growth IS o 103 g 64 973
expected n numbers of women, th@est of Asia 10.9 7.7 6.7 27.3
number of births is also quite flat. Indigatin america 8.3 6.4 45 204
is different: large increases are projectedidie East/North Africa 13.1 10.4 8.8 35.8
for numbers of women, but the UN ansub-Saharan Africa 15.3 15.0 14.7 52.1
ticipates enough of a fall in the fertilitycentral Asia Republics 92 59 48 211
rate to cause an actual decline in tfﬁé{‘)‘l‘dcj\f:smssia ki (04':; (50'98) EZ?; (1226(;
numb_er of births. In the rest of AsmtALLREGIo,\‘S 87 67 50 218
large increases are expected for the pop-
ulation of women but births remain Percent Increases in Numbers of Births
about constant. China (2.9) 1.4 (0.9) (2.5)
India (5.7) (5.3) (0.4) (11.0)
The other regions vary: in Latin Ameri-Rest of Asia 0.2) 0.7) (1.4) 22
ca and the Middle East/North Africalatin America (0.1) (0.3) (0.7) (1.1
women become more numerous bMddle East/North Africa 2.1 1.1 0.5 3.7
births do not. In sub-Saharan Africa botf > >2haan Africa 68 >3 3> 166
. X entral Asia Republics (2.4) 3.3) 4.7) (10.0)
women and births increase very sharply,,casus 15 40 ©0.5) 50
The other three regions, all parts of thgidova, Russia, Ukraine 47 03 (6.6) 2.0)
former USSR, show no growth in eithenLL REGIONS (0.0) 0.3 0.1 0.4
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Table 4.2. Number of Births Annually and Percent Change for 22 Large Countries, 2000-2015

Number of Births in Each Year (000s) Percent Change
2000 2005 2010 2015 2000-2005 2005-2010 2010-2015 2000-2015
India 24,241 22,855 21,643 21,566 (5.7) (5.3) (0.4) (11.0)
Pakistan 5,388 5,600 5,759 5,715 3.9 2.9 (0.8) 6.1
Indonesia 4,525 4,319 4,274 4,314 (4.6) (1.0) 0.9 (4.7)
Nigeria 4,238 4,512 4,701 4,771 6.5 4.2 1.5 12.6
Bangladesh 3,491 3,524 3,322 3,054 1.0 (5.7) (8.1) (12.5)
Brazil 3,357 3,382 3,395 3,374 0.7 0.4 (0.6) 0.5
Ethiopia 2,747 2,979 3,212 3,414 8.5 7.8 6.3 24.3
Zaire 2,317 2,520 2,779 3,017 8.8 10.3 8.6 30.2
Mexico 2,306 2,238 2,181 2,137 (2.9) (2.6) (2.0) (7.3)
Philippines 2,052 2,002 1,886 1,779 (2.4) (5.8) (5.6) (13.3)
Egypt 1,701 1,630 1,554 1,558 (4.2) (4.7) 0.3 (8.4)
Vietnam 1,666 1,619 1,677 1,749 (2.8) 3.6 4.3 5.0
Iran 1,450 1,500 1,577 1,630 3.4 52 3.3 12.4
Turkey 1,387 1,350 1,328 1,315 2.7) (1.6) (1.0) (5.2)
Tanzania 1,345 1,428 1,504 1,555 6.2 5.3 34 15.6
South Africa 1,046 1,013 969 931 (3.2) (4.3) (3.9) (10.9)
Thailand 994 984 971 949 (1.1) (1.3) 2.2) (4.5)
Kenya 992 1,011 994 917 1.8 (1.6) (7.7) (7.6)
Colombia 988 985 987 992 (0.3) 0.2 0.6 0.5
Sudan 957 1,012 1,049 1,042 5.8 3.6 (0.6) 8.9
Myanmar 935 931 928 915 (0.5) (0.2) (1.4) 2.1)
Algeria 878 874 821 764 (0.5) (6.1) (7.0) (13.1)
Total 69,000 68,267 67,512 67,461 (1.1) (1.1) (0.1) (2.2)
Figure 4.1a. Numbers of Women
Aged 15-49, by Region, 2000-2015
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Shortfalls in Care Table 4.3. Mean Regional Values for Care Received, with Numbers Unserved
This section builds on the previous one, % of Women Receiving Care Numbers Unserved
No. of Antenatal Tetanus Deliveries

to sketch the burdens upon the heam:] Antenatal®  Tetanus® Deliveries® Deliveries (000s) (000s) (000s)
System that result_from I‘.ﬂﬂge numbers_ Si 64.7 53.3 51.0 70,125 23,906 29,336 31,461
births, together with major shortfalls in 4, america 742 58.4 72.6 11,335 2,292 4518 2,715
the proportions of women currentlyiddie East/
served. Three functions are discussed:North Africa 58.4 53.7 65.5 11,881 3,676 5024 3,438
antenatal care, tetanus immunization$yb-Saharan Africa 62.5 39.3 35.7 25,746 8,446 14,875 14,735
and delivery attendance. Central Asia Republics 90.4 u 92.6 1,412 136 u 96

Developing World 64.9 50.8 51.2 120,499 38,455 53,753 52,445

Antenatal care. Only about 70% of =Figures are weighted by the number of deliveries in each country.

births are preceded by even a single an-

tenatal visit in the developing world as a

whole. Across regions (Table 4.3) théable 4.4. Distribution of Countries by the Percent of Women Receiving Care

range is from 66% to 69% in Asia, the o -
Percent of Antenatal Care Tetanus Immunization Attended Deliveries

Middle East/North Africa, and sub-Sa:

X N ) ~Women No. of Cumulative No. of Cumulative No. of Cumulative
haran_Afrlca, _up to 80% in Lat'_n Ame”'Receiving Care Countries Percent Countries Percent Countries Percent
ca. Itis 90% in the Central Asia Repulyg 1 1 3 3 5 5
lics as an inheritance from the formefy.19 3 4 6 10 7 1
USSR system. 20-29 9 13 11 21 6 17

30-39 2 15 12 34 11 27

In terms of numbers of women neglecto-49 4 19 15 50 14 39
ed, a full 38 million women receive no-59 14 32 12 63 12 50
antenatal care annually (Table 4.3 ar¥&6° 10 42 12 76 7 57
Appendix Table A.10). By region, the’®"® 7 9 10 86 8 64
i 23.9 million in Asia, 2.3°% v s 8 9 8 7
estimates are ' 0-100 25 100 7 100 31 100

million in Latin America, 3.7 million in _
the Middle East/North Africa, 8.4 mil-50° AppendixTable A10.
lion in sub-Saharan Africa, and 0.1 mil-
lion in the Central Asia Republics. Al-only 53% to 58% in the other three resf births by professional attendants rests
though the United Nations estimates thgions with available data. Translated tat about 51% of births for the developing
the total number of births per year in theumbers, this means an annual neglagbrld as a whole, an unfortunate level as
developing world as a whole has leveleaf 29.3 million women in Asia, 4.5 mil-bad as that for tetanus immunization
off, the number will still increase in suchion in Latin America, 5.0 million in the (Table 4.3). The range of variation
large countries as Nigeria, Ethiopia, andiddle East/North Africa, and 14.9 mil-across regions is considerably greater
Pakistan, so even if the proportions dion in sub-Saharan Africa, totaling 53.Than it is for either tetanus or antenatal
women assisted improve, the absolutrillion. Again, the coming five-year in-care (omitting the Central Asia Repub-
numbers neglected may change rathemeases in births in certain large couties for antenatal care) since only 36% of
little. tries will elevate these numbers unlegieliveries are attended in sub-Saharan
S _ ~ the proportions of women served risAfrica compared to 73% in Latin Amer-
The distribution of countries accordingfficiently to counteract it; the problenica. The Asia figure is a low 51%:; the
to the percent of women receiving ant@sen then is that the absolute numbehnggh figure for China is offset by the
natal care appears in Table 4.4, for negfpt served could then remain constantiower ones for Bangladesh, India, Indo-

ly 100 countries. One-third of countries nesia, and Pakistan (Appendix A.10).
fall below the 60% mark (column 2)The distribution of countries by the per¢a|| regional figures above weight coun-

That is, in these countries less than 60éent of women receiving tetanus immuries by number of deliveries.)
of women receive antenatal care. In 13%zations is shown in Table 4.4. A single
of countries, or about one in six, lesBgure captures the unsatisfactory stat@onverted to numbers, these percentag-

than 30% of women receive care. of coverage: in one-half of the countriegs mean the neglect of 31.4 million
_ o o less than one-half of women receive tetvomen in Asia, 2.7 million in Latin

Tetanus immunizations.A similar anal- anys injections. America, 3.4 million in the Middle East/

ysis for tetanus protection gives an even North Africa, 14.7 million in sub-Sahar-

worse picture. On average, only aboiielivery care. Professionally trainedgn Africa, and 0.1 million in the Central
one-half of pregnant women receive tebirth attendants, whether paramedics @ija Republics, for a total of 52.4 mil-
anus injections (Table 4.3). This is leasfioctors, and whether serving at home ggn.

at 39%, in sub-Saharan Africa and im facilities, are the focus here. Coverage
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Figure 4.2. Cumulative Distribution of Countries for Maternal Care:

Antenatal Care, Tetanus Immunization, and Delivery Attendance
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Maternal Mortality and
Morbidity

Maternal mortality has received continu-

ing attention as a major problem of the
developing world, but clear evidence of

progress against it is lacking. Essential-
ly no developing country has a rate any-
where close to the very low rates in the
West. The low range of rates in Appen-

dix Table A.11 is around 75-100 deaths
per 100,000 births, and the high range is
well over 1,000. On average, in develop-
ing countries about 1 woman in 48 can
expect to die from pregnancy-related

causes sometime during her reproductive
career (Table 4.5); at worst, this can be 1
in 10.

The basic facts are not in dispute; here
are examples from a recent World Bank
(1999) review:

0 Nearly 99% of the more than 500,000

Improvements in the proportions ofhe burdens of care and the needs fQi5ternal deaths each year occur in the
births attended will tend to offset the irservices will rise inexorably in those dedeveloping world.
creasing absolute numbers of births ugloping countries with increasing num-

62

countries like those mentioned abovbers of births. A race is underway bes Of all the human development indica-
but will still leave vast numbers unattween those increases and the effort ors, the greatest discrepancy between
tended. The distribution of countries biynprove coverage of services, madgeveloped and developing countries is in
the percent of births attended is shownimore challenging by the drive to alsehe risk of maternal death.

Table 4.4. Again, a single fact is eldmprove quality. Progress on coverage

quent: one-half of countries attend lessid quality may be largely cancelled il Complications of pregnancy and
than 60% of births. One-fourth of courthese countries by the rising numbers ghildbirth are the leading cause of death
tries attend less than 40% of births.  births unless both efforts and resourc@®d disability among women of repro-

are greatly augmented. ductive age in developing countries.
Three-way comparison.Most countries

in the developing world have large defi= f O One in four women in these countries
ciencies in maternal care. Figure 4Be erences suffers from acute or chronic conditions
gives the cumulative distribution of all;\;cEE The State of the World's Ch”_related to pregnancy.

countries by the percent of women rer, : i .
ceiving care for the three services of a%a[en' 1998 and 1999 issues. New York At least 20% of the burden of disease

y : xford University Press. 1998, 1999. ' ive i ib-
tenatal visits, tetanus protection, and de- y among ch|Idrer_1 _below_age five is aFt”b
utable to conditions directly associated

livery attendance. The ideal curve wouldnj ' i -

4 | | he b . United NationsWorld P(_)p_ulatlon Pros with poor maternal health, nutrition, and
stay very low along the bottom axis, irpects: The 1998 RevisioMolume I, o quality of obstetric and newborn
dicating that few countries have low pecomprehensive Tables. New York: Unitz, '
centages of care, and it would then rigg Nations Population Division. 1998. '

very sharply at the right, placing most 0 Most of this loss and suffering is pre-
countries at the favorable high percentyHO. The World Health Report 1998wntable. gisp

ages. The space beneath each line Geneva: World Health Organization.

flects the failure to provide care. Thuk998. Within the developing world the regions
the best curve is for antenatal visits and differ significantly in average risk, but

the worst is for tetanus protection. In all are far above the rates for Europe and
between is delivery care; it crosses the North America.

50% point for countries at the unfavor-

able point of only 50% to 59% of wom-

en with attended deliveries.
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Table 4.5. Women'’s Risk of Dying The ratios (MMR) partly overlap with of such analyses are that sheer numbers
from Pregnancy and Childbirth this picture. High ratios occur in Ethio-of deaths will not fall greatly until there
pia, Nigeria, Zaire, Bangladesh, Indonés close access to appropriate medical

Region Risk of Dying sia, and India. But many smaller courservices to treat emergency cases.

All Developing Countries lin48 tries suffer very high rates, most of them _ _ )
Africa Lin16 in Africa. Some 21 countries have ratio§he exception is broad-scale family
Asia 1in 65 exceeding 1,000 planning since that reduces the overall
Latin America and Caribbean 1in 130 ! ’ number of unplanned and unwanted
AllD | dC tri 1in 1,800 . . . . : .

Eumz‘e'e opedountries 1:: 00 The lifetime risks vary across a vastpregnancies in the first place. Moreover,

North America 1in3.700 range, from 1 woman in 7 in Afghanistaenlarged contraceptive use offsets abor-
or Sierra Leone to 1 in 9,200 in Hongons that would otherwise occur, many
Kong. These can be converted by thedf which produce maternal deaths from
reciprocals to the per-woman risk: 14%eptic procedures. (See abortion sec-
and 0.01% respectively. This risk in eadion.)

country reflects both the average number

Source: WHO and UNICEF, 1996.

Table 4.6. Number and Percent of
Maternal Deaths Annually

Number of of births per woman (the TFR) and th& full strategy to reduce the total num-

Maternal Deaths risk per birth (the MMR), so women inper of maternal d_eaths in the deyelo_ping

Sountly Aonaly  Perce - countries with high fertility rates andvorld must take into account their high-
Asia 303,365 53.1 high ratios will have the highest lifetimdy concentrated geographic distribution

Latin America 22295 39 risks. (See Appendix Table A.11.)  (Figure 4.3). Within any given country
Middle Eas/ deaths are a function of the number of
Sllogzg::: 34,445 60 The MMR is normally stated as matewomen, the birth rate, and the risk per

Africa, 200,745 67 nal deaths per 100,000 births. The sarbé&th (or pregnancy). The latter is to
Central Asia number of deaths can be compared $ome extent a function of unsafe abor-
Republics 1,170 0.2 pregnancies rather than births. If abotibns. Wider contraceptive use addresses
Total 571,020 100.0 120 million births occur in the developboth the abortion rate and the birth rate,

ing world, they represent perhaps twdsut the numbers of deaths will remain far
The total numbers of deaths reflect popRirds to three-fourths of all pregnanciesoo high until medical facilities improve
ulation sizes and birth rates as well d5there were at least 500,000 maternal close proximity to most women.

the mortality risks, so the numbers ardeaths in these countries the overall ratio

very uneven by region. Asia has ovdp about 415. However, with the 160 tafarences

one-half of the total, due largely to Indid80 million pregnancies as the denomi-

(see Table 4.6), and sub-Saharan Afrif@tor the ratio is less, at 277 to 313. Thabouzahr, Carla, and Erica Royston.

has over one-third. however still translates to one death p&faternal Mortality: A Global Factbook.
minute the year around, in addition tGeneva: WHO. 1991.

In the following section we discuss thremany times more for serious disability.
features, drawn from Appendix Table _ Adamson, P. “Women: Maternal Mortal-
A.11: numbers, ratios, and lifetime risksotrategies. A strong argument has beeity.” In: Adamson, P., edProgress of
Due to defects in the original data, air9ed that highly specific measures aféations New York: UNICEF. Pp. 2-7.
figures are approximations and the pszserl‘t('jal tt?] re(éuce thle_numbers oftm_Z1996.
i i rnal deaths. General improvements in .

;elrpesmrirse.sented mustbe viewed in gen s‘?ocioeconomic status will not signifi-Mame’_ Deborah Safe Motherhood PrF)-

cantly lower maternal mortality ratesgrams. _Optlo_n5 a_nd IssueNew York:
Numbers of deaths.India’s maternal since most deaths occur for lack of WeIFf:oIumbla Um_versﬁy, Center for Popula-
deaths far exceed those of any otheguipped medical facilities close ation and Family Health. 1991.
country. Its 147,000 deaths _composhﬁnd, ready at sh_ort n(_)t?ce to assist tifaine, Deborah, and Allan Rosenfield.
over one-fogrth of the total; this vastl))_ovorr_]an experiencing d_|ff|cglty. _Screen«The Safe Motherhood Initiative: Why
_exceeqls China’s total of _22,000, refle_clng in advance to_ujentlfy _hlgh-rlsk subyas It Stalled?”American Journal of
ing China’s much Iower_ birth rate and itgroups is not eff!C|ent, since _“the vaspyplic Health Vol. 89, No. 4. Pages
lower maternal mortality ratio (MMR) majority of high-risk women will deliv- 480-482. April 1999.
of 95 vs. India’s 570. Several other courer without incident. Furthermore, most
tries cluster at 30,000-40,000 annualomen who develop life-threatening sui, Amy, Judith N. Wasserheit, and
deaths: Nigeria is at 44,000; Bangsomplications belong to low-riskJohn G. Haaga, edsReproductive
ladesh, Indonesia, and Ethiopia are gtoups” (Maine and Rosenfield, 1999)Health in Developing Countries. Ex-
about 30,000; Zaire and Pakistan are apparently because of their sheer nurpanding Dimensions, Building Solu-
16,000 to 18,000. bers in the population. The implication§ons. Panel on Reproductive Health,

Committee on Population, Commission
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Education. National Research Councll.
Washington, DC: National Academy
Press. 1997. 160,000+

UNICEF. The Progress of Nationdlew 10,0001
York: UNICEF. 1996.

120,000
WHO. Coverage of Maternal Care: A
Listing of Available Information, Fourth 0
Edition. Geneva: WHO. 1997.

80,0007

WHO. Mother-Baby Package: A Road
Map for Implementation in Countries.
Geneva: WHO, Division of Family 000

Health. 1993.
WHO and UNICEF. “Revised 1990 Es-' H ﬂ ﬂ Dl EmEE
&

,000 T

timates of Maternal Mortality: A New °

” R @ 5 X N & @ ] > N 4 A S &
Approach by WHO and UNICEF._ & é@e}\ Q\Q& @@o@ éo@e o Q@@ A2 é\\e@ & ¢ & @@ <«
Geneva: WHO and UNICEF. April & N & & N
1996.

World Bank.Safe Motherhood and the
World Bank: Lessons from Ten Years 8fia dominates the number of abortiorsnd the proportion aborted (the abortion
ExperienceWashington, DC: The Worlddone annually, with 61% of the table toratio). Another perspective is that the
Bank. June 1999. tal and 69% of the developing world tonumbers reflect the abortiorate (the
tal. (All Western countries are excludpercent of women having an abortion
; ed.) China is responsible for much ofach year) times the size of the female
Induced Abortlon and . this, but the rest of Asia still contain@opulation. Thus, the size of the popula-
Postabortion Contraception over half of abortions in the developingion, the number of pregnancies, and the
world with China removed. This reflectproclivity to terminate them, all enter in.

f_’lanne:_s _r:eetd to knowt:]he kl)evzl of a,[k)h(}ﬁe large numbers in India, Indonesidurther, each of these three has its own
lon activity 1o sense the burdens angladesh, and Vietnam. Latin Ameriprior determinants; most notably, in-
weigh upon both maternal health an

. is next, due to the presence of Brazilteased contraceptive use reduces the
service networks. They also need Qe b y P

: . Mexico, and Venezuela. In sub-Saharaecond and therefore the total.
gauge the requirements for preventivey i a Nigeria ranks first; in Middle
care, including contraception and post=, . \orth Africa Turkey, and EgypRatesvary across a wide range, from
abortion Contraceptlon. Here we prOVlﬁa\/e the Iargest ’numbers. In the flVI@WS of 0n|y 3to 10 (annua| abortions
three measures of abortion activity (Ao a1 Asian Republics, Uzbekistan hder 1,000 women aged 15-49), to highs
pendix Table A.12), using data draw) " cii-iad two-thirds of the total.  IN the 60s and 70s. The rates and ranks in
primarily from the World Health Organi- " Appendix Table A.12 reflect these ex-
zation and the Alan Guttmacher Instifhe number of abortions reflects twotremes. An overview of regional differ-
tute. These data are only rough estima@sterminants: the number of pregnanciesices appears in Table 4.8; it presents
for many countries and should be used
with caution.

Table 4.7. Abortions by Region

The most recent counts of abortions by

region are shown in Table 4.7; these are No. ofAPortions Percent of PercenFofTotaI .
consistent with the latest published fig (milions) Tora lor Developing Countries
ures (Henshaw, Singh, and Haas, 199°9?a _ 24.2 614 69.3
but the regional definitions are adapte@’" Amenea . 42 104 129

. . Middle East/North Africa 1.7 4.3 4.9
to match those used in our appendix {83 s,aran Africa 44 12 126
bles. These figures are preferred over {88 a asian Republics 0.4 1.0 11
totals (not shown) in Appendix Tabl@ubtotal 34.9 88.3 99.9
A.12, which omit certain countries ang,..sus 03 08
may not reflect all of the latest countryioidova, Russia, Ukraine 4.2 10.7
information. Total 39.4 99.8
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Table 4.8. Abortion Rates and Ratios, with Ranks, by Region

Abortion Rate

Per 1,000 Females Mean Abortion Ratio Mean

Aged 15-49 Rank per 100 Births Rank
Asia 26 53 26 44
Latin America 40 31 45 29
Middle East/North Africa 16 81 13 78
Sub-Saharan Africa 20 69 n 79
Central Asia Republics 54 19 55 23
Caucasus 24 57 46 26
Moldova, Russia, Ukraine 49 15 119 4

*All figures weight countries equally; weighting by females aged 15-49 gives generally similar results.

mean regional values for the columns iRegardless of whether abortion is lega¢peat unwanted pregnancies and to ter-
the appendix table. On average the ratesillegal, increased contraceptive usminate them.

are especially low in the Middle EastWill cut into the base of unwanted preg_-[ _ )

North African region and in sub-Saharanancies. In particular, postabortion conthe scourge of unsafe abortions in much
Africa. Next highest is Asia, and thertraception addresses the population mc¥tthe developing world can be reduced
Latin America, but by a large margin theoncerned. A strategy to offer advice arty Petter contraceptive offerings, to pro-
former Soviet Union regions are highestmethods during the abortion episode ¥éde more methods and easier access to
Within every region, there is rather wideital, since many women will not beMore people. Abortion can be made saf-

country variation. seen again and many will go on to repe@f through the spread of vacuum aspira-
abortions. tion equipment. Contraception offered at
The ratios present a different picture the time of each abortion is especially

from the rates for many individual counUnsafe abortions are thought to accouimportant to reduce future unwanted

tries, but the regional patterns are largsr some 78,000 maternal deaths eaphegnancies and repeat abortions. Con-
ly unchanged. The ratios are quite low ipear (WHO, 1998), or about 13% of aliraceptive failure can be reduced by the
the Middle East/North Africa and in submaternal deaths. Thus they constituggovision of better counseling and a wid-

Saharan Africa, higher in Asia and eveabout one-eighth of the 99% of maternalr choice of reliable methods.

higher in Latin America. The highesteaths that occur in the developing

averages are for the Central Asian Revorld. Safer medical procedures, includgeferences

publics and for the group of Moldovaing new non-surgical ones, will save

Russia, and Ukraine. Five of the telives and reduce maternal morbidityjenshaw, Stanley K., Susheela Singh,
highest country ratios occur in thébortion is made safer and less traumagnd Taylor Haas. “The Incidence of

former Soviet Union. ic by the use of vacuum procedure®portion Worldwide.” International
. . . these are now in common use in marEamily Planning Perspective¥ol. 25,
Widespread contraceptive practicgeveloping countries. Pages S30-S37. Supplement, 1999.

greatly reduces the number of pregnan-

cies and therefore the rate, but the rafidere are three general strategies to i®pss, John A. and Elizabeth Franken-
may either rise or fall. It may fall if mostduce the numbers and rates of abortioherg. “Induced Abortion,” Ch. 9 in
of the remaining pregnancies are wantedhether safe or unsafe: Findings from Two Decades of Family

ones, but it may rise if there are man . . _Planning ResearchNew York: The
contraceptive failures and a high propof- Gross numbers will continue to fall 'rbopulation Council. 1993.

tion is aborted. In that case, most aboi relatively small number of countries

tions serve as backup for defective coMith large populations and high ratesyHO. “Global and Regional Estimates
traceptive methods (especially traditiofherefore, regional and internationajf Incidence of and Mortality due to
al methods) or defective use of the metfitrategies should take account of thgnsafe Abortion with a Listing of Avail-
ods. In other situations, where abortio€ographic pattern. able Country Data,” Table Maternal

is a primary instrument of birth control2 Rates within countries will fall as th anq New_b_orn Health: Unsafe Abortion
the abortion ratio can be very high, and‘re nancy rate falls. the kev to which ?ghlrd Edition. Geneva: WHO. 1998.

it matters considerably whether the rati 9 y ' y

is based on pregnancies or births. If Itne spread of reliable contraceptive use.

the Russian Federation two-thirds of The focused strategy of contraceptive
pregnancies are aborted that leaves oRgferings at the time of abortion will re-

third for births, so while the ratio is 6&jyce repeat abortions and orient action
for pregnancies it is 150 for births. {5 the subgroup most prone both to have
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HIV/AIDS Incidence and some countries, but rose rapidly in othldia as first among the 20 countries with
Prevalence ers. The di_stribu_tion of 17_2 countries bthe largest absolute numbers of HIV/
the proportionalincrease in HIV preva-AIDS cases. These reflect a balance be-
The HIV/AIDS epidemic has surprisedence from 1994 to 1997 follows: tween the country’s size and the percent
the world in its rapid growth and in itSeroportional increase Number of Countries affeCte_d' Twelve Count“es appear In
severity. It strikes the young population .. 1000 7 both Figures 4.5 and 4.6, with the unfor-
of working age, mainly in the cities, buto o 100% e tunate distinction of having both very
in some African countries it pervades theo1 to 10% 18 large numbers of cases and very high
whole society and affects up to oneNoincrease 44 rates. These are Burkina Faso, Cote
fourth of all adults, with little hope ofNo 1997 data 36 d’lvoire, Ethiopia, Kenya, Malawi,
treatment. Total 172 Mozambique, Rwanda, South Africa,

Tanzania, Uganda, Zambia, and Zimba-

Global estimates.A summary of global Over half of the countries with knowny e
estimates is provided by UNAIDS,data (74/136) have increased by 10% or

which publishes an annual status repdRore in the three-year period, some Rrevalence remains low (below 1/1,000
for HIV/AIDS in all regions. Most of Very high rates within the wide rangedults) in some large Asian countries:
this section is drawn from the 1998 rdfom 10% to over 100%. Bangladesh, Indonesia, Pakistan, the

yh id i . Philippines, and Sri Lanka. However,
: ! Rapid increases in new cases are 0CCHtayalence is notably higher in Myan-
provides estimates by country for seve|[mg in much of Asia and southern Afri-?nar’ Thailand, Vietna}llm, gamd espe?:lially

al items of information. (See also Worl%a’ and in some Latin American councambodia.

Bank, 1997.) tries. There are exceptions where growth

Highlights include the following (Tableis minimal, as in some Latin Americarin Latin America the picture is mixed.

4.9): countries and in special cases such H$V prevalence is generally low in the
Thailand and Uganda that have had vigegion compared to southern Africa, but

O In some areas AIDS is already therous prevention programs. as in Asia the pattern is uneven from one

leading cause of death among adults country to another. Adult prevalence is

(aged 15-49). The highest growth rates can be high i@stimated at less than 1 percent in most

N deed, even where prevalence alreadypuntries, but overall some 1.3 million
0 Globally it is among the top ten causralls within a high range. Figure 4.4ases exist. In the two largest countries,

es of death. At current levels of new HI\éhows the seven-year HIV trend amongrazil and Mexico, as well as Argentina,
infections, it may move into the top fivepregnant women in parts of South Afritransmission appears to be increasing,
not only in special subgroups but also
through more general heterosexual con-
facts. In 1986 in Brazil women constitut-

ca.
0 Over 30 million people were infected

with HIV by early 1998; most will die |n zimbabwe about one-fourth of th
mlér(]gllir:;iﬁedse;?ed(ejigggvrenrzzt :ﬁ;oégpbg;[sguns IareBaItready esm(;]aﬁegf\(/) have th§ one in 17 AIDS cases; now it is one in
for mass use. Already about 11.7 milliorg - dn b|o jv_va?_a, vea dar;}/’a‘four. For HIV prevalencg, abqut one-
persons have died from AIDS. nce doubled in five years, and 43% G, of cases are women in Latin Amer-
- pregnant women tested positive in & M@s, as a whole.

O New infections are continuously beinéOr ur_ban_ center. Those two countries . -
added: about 5.8 million in 1997 alone ank first in Figure 4.5, which shows th@®ecause contraceptive use is widespread
' : 20 countries with the highest percentage Latin America fewer women become
0 Nearly 600,000 children were infecte@f @dults (aged 15-49) with HIV. pregnant, which reduces the absolute
with HIV in 1997, mostly through their ) o number of mother-child transmissions;
mothers before or during birth ol ASia the pattern is different fromconsequently there are fewer infected
through breastfeeding. So far some 23°Uth Africa: levels are low in generainfants and fewer orphans when women
million children (under age 15) havd aPle 4.10), but population sizes argie. A testing effect is that women who
died from AIDS. greater and small changes in rates cgp become pregnant are less representa-

produce very large numbers of new cagive of all women than in Africa; in any
0 Only a tiny fraction of those with HIV €s. Information is sparse for much afase their levels of prevalence have
know they have it. This disguises the exdsia but China’s prevalence probablyanged from less than 1% in Panama to
tent of the epidemic and invites denigloubled in recent years to roughlgo in Haiti and parts of the Dominican
by national leaders. 400,000 cases. India has perhaps Republic.

times China’s prevalence but this is still
Growth rates. Countries differ in the less than 1% of all adults. However, givh the Middle East and North Africa, the
patterns by which the HIV virus spread®n India’s size, this amounts to an estmallest region, data are very thin, but
From 1994 to 1997, prevalence remated 4 million cases — the largest numo country estimates its HIV prevalence
mained about constant at low levels iber in any country. Figure 4.6 shows Imat above 1% of adults. Only about



Table 4.9. Global Estimates of the HIV/AIDS Epidemic

Chapter 4

as of the End of 1997 Goals and strategiesMany things can

People newly infected with HIV in 1997 Total
Adults
Women
Children <15 years

Number of people living with HIV/AIDS Total
Adults
Women
Children <15 years

AIDS deaths in 1997 Total
Adults
Women
Children <15 years

Total number of AIDS deaths since Total
the beginning of the epidemic Adults
Women

Children <15 years

Total number of AIDS orphans since the beginning of the epidemic.
(Orphans are defined as children who lost their mother or both parents
to AIDS when they were under the age of 15.)

5.8 million
5.2 million
2.1 million
590,000

30.6 million
29.4 million
12.2 million
1.1 million

2.3 million
1.8 million
800,000
460,000

11.7 million
9.0 million
3.9 million
2.7 million

8.2 million

Table 4.10. Adults and Children
Living with HIV/AIDS by Region

be done to combat HIV, but cost con-
straints force some choices. In general,
the stress has been on prevention, given
the lack of inexpensive treatments for
mass application. Prevention programs
have focused on condom use, treatment
and prevention of other sexually trans-
mitted diseases, voluntary counseling
and testing, peer education, and mass
communications. Condom distribution
has increased markedly in many coun-
tries, exceeding 50 million per year in
countries such as Ethiopia, Kenya,
Nigeria, and Zimbabwe. Worldwide,
condom use for disease protection is es-
timated at about 560 million.

Besides the above, additional prevention
strategies include the following (UN-
AIDS, 1998, p. 26):

0 Spreading public knowledge of the
disease, its means of transmission, and
how to prevent it.

infections every year equals the number N _ _ _
of people dying from AIDS each yearl) Legitimating the discussion _of safer
When prevalence stabilizes at a high lesexual practices or drug behaviors.

g“’ghSA:'ca a:‘: Middle East ” éég'ggg el, such as 20-25% in Zambia and Zim- _ _ _
e an AR Y000 DabWe, it means that about 2% of adults Reducing the stigma of having HIV or
aribbean \ N
Latin America 130000 are dying each year from AIDS and art!
East Asia and Pacific 20000 Other 2% are newly infected each year. Providing HIV testing services.
South and Southeast Asia 5,800,000
Australia and New Zealand 12,000
North America 860,000 .
' Figure 4.4. HIV Prevalence Among Pregnant Women, Selected
Western Europe 480,000 X .
Eastern Europe and Central Asia 190,000 PI’OVIHCGS, South Afrlca! 1990-1997
Total 30,600,000

30—

200,000 cases are estimated to exist (Ta-

ble 4.10), less than 1% of the world’s to- 25
tal.
Methods. Figures on prevalence and 20

mortality are subject to much error.
Prevalence estimates come chiefly from
women attending antenatal clinics, from
community sentinel sites, and in some
cases from mass screenings, for exam-
ple, blood donors. It is not enough just to
measure current HIV prevalence, since it
reflects the three different components
of the recent flow of new cases, the in- 5
herited bulk of cases from the past, and

Ay
a1

Ay
o

HIV prevalence (%)

AIDS deaths. This can confuse any prog-
nosis of growth. In a mature epidemic

prevalence may be stable, but this stabil-
ity simply means that the number of new

Eastern Cape
Free State
Gauteng
KwaZulu Natal

tte]

0
1990

| |
1991 1992 1993 1994 1995 1996 1997

Source: Department of Health, South Africa; taken from UNAIDS, 1998.
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Figure 4.5. Twenty Countries with the Highest Adult Rates of HIV
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Figure 4.6. Twenty Countries with the Most Adults and Children with HIV/

AIDS
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before the epidemic has reached the gen-
eralized stage, is most effective; howev-
er, many countries have found it difficult
to organize effective prevention pro-
grams before large numbers of AIDS
deaths begin to occur.

Prevention strategies have helped where
they have been vigorously applied, as in
Thailand, Uganda, and Senegal. Annual
HIV counts from 1989 to 1996 for preg-
nant women in Dakar have remained
quite level with no upward trend; fur-
ther, the prevalence levels of various
sexually transmitted diseases (STDs)
among sex workers there fell sharply
from 1991 to 1996. In northern Thailand
21-year-old men, tested in 1991, 1993,
and 1995, showed very favorable chang-
es in less use of sex workers, more use of
condoms with them, and reduced pres-
ence of STDs. In Uganda, HIV preva-
lence has fallen by one-half in some
sites, and it is particularly encouraging
to note that prevalence has fallen dra-
matically among adolescents.
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0 Improving access to high-quality conlence is at least 5% in one or more sub-
doms and clean needles. groups practicing high-risk behavior),
and generalized(prevalence is 5% or
0 Revising laws, regulations, and emmore among women attending antenatal
ployment practices bearing upon thelinics). In the nascent and concentrated
problem. epidemics, it is clear that interventions
targeted to high-risk groups will be most
Resources of funds, personnel, and leagffective. Such targeting strategies are
ership can focus interventions on thstill the most effective even in countries
general public or on special risk groupsith generalized epidemics. In all coun-
where the disease is concentrated, or ties, significant resources are also need-
both. Countries can be classified bgd to provide care and support for those
three stages of the epidemitascent who are infected and their families and
(HIV prevalence is less than 5% in alio mitigate the serious social and eco-
known subgroupskoncentratedpreva- nomic consequences. Early intervention,
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FOUR PROGRAM OBJECTIVES

Introduction And they should: method, but rather the proportion who
have reasonable access to it.

This chapter discusses four program olj?€cognize that appropriate methods for
jectives: couples and individuals vary accordingable 5.1 and Figure 5.1 summarize the

to their age, parity, family-size prefereombinations of methods and the avail-
O To provide full access to a variety oénce and other factors, and ensure trediility of individual methods. The rule
contraceptive methods women and men have information anemployed is that at least half of the pop-
) ) ~access to the widest possible range olation must have access to a method for
O To satisfy unmet need and intention t9,fe and effective family planning methit to be considered available. For exam-
use a method ods..” ple, the pill is considered available by
0 To reach the desired fertility level i this rule in 65% of 91 countrie_s (Table
y However there is a long way to go b&5 1, top panel) and the IUD in 54%.
fore most couples are given a trugigle sterilization is available in only
choice of alternative methods. In thisgos of countries while condoms are
section we use selected scores from paghilable in 73%, or nearly three-fourths
These objectives have been stressedCifles of the International Family Planyf countries.

various national plans or in the internd?ing Effort Study (Ross and Mauldin, _ _
tional discourse concerning the Iorope1r996). (See Appendix Table A.14.) O®ur focus however is not upon single-

goals of action programs. The first objedhe 30 scores in the study, five concemethod access but upon something close
tive is the aim of providing good acces§€ availability of contraceptive methto “full availability of contraception,”

to a full range of contraceptive method@ds to the population. Country expertthe topic of this section. That leads to the
to the population; this may be regarde’ftimate what proportion of the populeguestion of how many countries provide

as a necessary condition to the othbfn has ready access to each methodnuitiple methods.

three objectives, and so logically comddl!l; lUD, male sterilization, female _st_er-_l_h fore th d | of Table 5.1
first. The second is meant to address ufization, and condom. This is explicitly! herefore the second panel of Table >.

met need and the level of expressed {0t the proportion currently using th@ves the percent of countries where both
tention to use contraception. The third pill and 1UD availability meet the 50%

overlaps with that; it is to assist couples
to reach the desired level of fertility. Th
fourth is to move toward the replaceme
fertility level, an objective that is present

0 To attain the replacement fertility lev
el.

Sable 5.1. Percent of Countries Making Contraceptive Methods and
ombinations of Methods Available as of 1994

in numerous national plans. Latin Middle East/  Sub-Saharan
Asia America North Africa Africa T otal
Goal: To Provide Full Access to Pil 69.6 708 85.7 46.7 64.8
. . IUD 73.9 62.5 71.4 23.3 53.8
a Variety of Contraceptive Female sterilization 52.2 75.0 21.4 16.7 418
Methods Male sterilization 52.2 333 7.1 10.0 26.4
Condom 783 83.3 71.4 60.0 725
The Cairo ICPD meeting stressed thg ,.qup 65.2 54.2 71.4 233 495
goal of providing full availability to fam- pij and female sterilization 435 54.2 21.4 16.7 34.1
ily planning methods. The Programme afp and female sterilization 435 54.2 28.6 133 34.1
Action declared: Pill, IUD, female sterilization 435 45.8 21.4 13.3 30.8
Pill, IUD, female sterilization, condom 43.5 45.8 21.4 13.3 30.8
Al cou_ntrles Sh.OUId take steps _tO me%tt least one long-term method 73.9 87.5 78.6 26.7 62.6
the famlly plannmg needs of their popuA_t least one short-term method 65.2 70.8 85.7 46.7 63.7

lations as soon as possible and should afast one long-term method and ~~ 65.2 66.7 71.4 26.7 53.8
all cases by the year 2015, seek to pro-atleast one short-term method
vide universal access to a full range qf

i X N 0. of countries 23 24 14 30 91
safe and reliable family planning meth-
ods..” Note: Table contains 91 countries; 3 Central Asia Republics are omitted.
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rule — similarly for each other combinaNorth Africa does poorly on combinatwo methods appears in detail in the
tion shown. Finally, the bottom panel altions that include sterilization, whereamethod mix data in Chapter 2.

lows for some flexibility in the provision Asia and Latin America do considerably ) o

of methods: in the first row a countryetter on those. However the Middl& different kind of problem prevails in
qualifies if any long-term method ex-East/North Africa improves in the botSOme Francophone countries where no
ceeds 50% availability — either male diom panel, where flexibility is allowedMethod at all is widely available to the
female sterilization or the IUD. Numer-as to which methods qualify. mass of the population, as in Chad, Mali,

ous countries offer either the IUD or fe- _ Mauritania, and Zaire. This is equally
male sterilization, which produces th&Vverall, sub-Saharan Africa has the leatstie in some Anglophone countries, such

relatively high 63% in the last columnmethod availability. By the Cairo ICPDas Ethiopia, Nigeria, and Sudan. All
In the second row a country qualifies iffandate, it is farthest from the goal ahese and others face the elementary
any short-term (resupply) method meetull availability.” It does best for con-need to deploy services to most of the
the 50% rule, either the pill or condomdoms (top panel) but poorly for sterilizapopulation. Moreover, physical avail-
Again, many countries offer at least ondion and the 1UD, which hurts its ratingsbility of several contraceptive methods
so 64% qualify in the last column. Thé the combinations. The easiest route feeds to be accompanied by services
last line combines the two previougn enlarged choice of methods in thbat are convenient and congenial to po-
lines: a country qualifies only if it meet$hort term would be to add the pill tdential clients.

both criteria, which reduces the figure tBumerous outlets in both public and pri-

54%. vate sectors. However long-term meththus the overall picture is quite bleak
ods are also needed both for automaff@’ public access to a variety of contra-

The numbers necessarily decline a®ntinuation and reliability. ceptive choices. The rule used here, that

more stringent conditions are applied. a method is “available” if it is readily

Sixty-five percent of countries qu(njl”fyDistance to go to “full availability."_ acce;sible to at least half of the popula-
for the pill alone, but only 49% qua”fyObservers have_ long n(_)ted the adjugten, is a_Ienlent one. Yet only one-half
for the pill and IUD together, and onlyMents nee_ded in certain country praf countries provide both a shprt-term
31% for those plus female sterilizatior@rams. India and Nepal have a near-eand a long-term method (in brief, half
Thus less than one-third of all countrieglusive stress on sterilization, whiclfail half). Only one-fourth of sub-Sahar-
provide those three methods to at lea&dlls for a better balance with temporamgn countries do so. Even in Latin Amer-
one-half of the population — a far Cr);_nethods. (_Zonverg_ely,_lndonesia’s catca and Asia, only two-thirds do so.
from the ICPD goal. Even those may ndton regarding sterilization has left man . _
do so uniformly throughout the countryeouples with unsatisfactory alternatives e time trend of improvement accord-

d this occurs in Egypt as well. Vietind to the average availability score

certain areas may have most access&d ] / .
just the pill and condom, and other are&&Mm'’s preoccupation with the IUD alon@Ccross all methods (Table 5.2 and Figure

only to the pill and sterilization. has driven many couples to high-failuré-2) iS @lso disappointing. Over all 91
temporary methods and to excessif@untries the 12-year increase was only
Regions differ in the combinations ohumbers of abortions. The tendency k8 Points, from 31 to 49 (percent of

methods they provide. The Middle Eastiumerous countries toward only one dpaximum score), or an average of only
1.5 points per year. At that rate, only

80% of maximum will be reached by the
ICPD target year of 2015, leaving a one-

Figure 5.1. Availability of Multiple Contraceptive Methods
d Y P P fifth gap to full availability.

° Regions differ quite sharply in the
amount of improvement: sub-Saharan
Africa and the Middle East/North Africa
started from a low base in 1982, at only
10% and 17% of maximum, and rose
rapidly at 2.8 and 2.2 points per year. A

slower pace occurred in South Asia and

Latin America, of only 0.81 and 0.74

points per year, suggesting that a plateau

emerges in the middle range. Two fac-
] tors are involved: certain countries may

resist change due to political or cultural
0 T T T T T T

factors, or within countries an adminis-
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Goal: To Sfat'Sfy Unmet Need ple can release workers from general renapshot of unmet need it cannot direct-
and Intention to Use a Method  cruitment efforts and let them focus oty tell how rapidly it will be satisfied.

) ) o simply helping the truly interested couBecause couples move in and out of un-
Besides serving as one indicator of theg, met need statuses, it is really the net
public’s need for contraceptive assis- changes across surveys in both need and
tance, unmet need can be supplementgmet need therefore has served as gf@valence of contraceptive use that can
by information on women’s own ex-of the considerations for program plarpe observed. The Bangladesh plan there-
pressed intention to use a method. Hefitng, as it was in the 1994 Cairo ICPRore had to select dates by which the cur-
we provide first the unmet need perspegeeting. At both international and rerent level of unmet need would be less-
tive, and then additional information omjional levels it is an important rational@ned by the overall rise in prevalence.
intention to use. for justifying donor funding and for win-This feature, the time path of a net re-

ning the support of a broad spectrum @fuction in unmet need, will vary from
The unmet need concept has been usefiterest groups. This is true also withigountry to country.

through the years as a humane rationalgme individual countries, where it
for action programs and as evidence 0f@rves to help gauge the interested mifomet need reflects the puzzling gap

large subgroup in nearly every populget for family planning. For planningPetween the desire to avoid pregnancy
tion whose needs have not yet been gg3rposes however, where survey da@d the failure to use contraception. This
dressed. As a counterpoint to target-driysarmit, the unmet need estimates shoul@pP changes in size during the transition
en approaches it has helped ease intergg-requced due to clear non-intention M very low prevalence of contracep-

tional opposition to family planning,,;se put increased to recognize omittéye use, as in Zaire for example, to very
partly by demonstrating that satisfyingqples who intend to use a method. high prevalence, as in Thailand or Co-

unmet need in many populations would lombia. Unmet need starts small, since
raise contraceptive prevalence as mugh least one country, Bangladesh (Bathe desired family size is large, and ends
as meeting the targets would. That heljat et al., 1997), has used survey data small, since nearly everyone is using a
justify the discontinuance of worker tarunmet need as the direct basis of its naethod. In between, unmet need tends
gets (Sinding et al., 1994) and in princtional plan. While a survey can take to be rather large, since usually there is a
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serious lag in supplies and services Table 5.3. Annual Increase in Contraceptive Prevalence, by Level of Use at

address the public’s growing desire tthe Earlier Period, Developing Countries

avoid unwanted pregnancies. Therefore o _ _

the time trend in unmet need can dis- Annual percentage-point increase in contraceptive prevalence
. . . , . Prevalence at

guise an improvement in the program’s

e ! . earlier period <1.0 1.0-1.9 2.0 or more
effects, if it is outrun by a rapid decline _
in desired family size. Less than 15 percent BeAnlny . Carr?eroon
Cote d’lvoire Haiti
The figures below use the DHS defini- Ghana Lesotho
. K . . Iraq Malawi
tion of unmet need* since that is avail- Mall Nepal
able for numerous countries. However Mauritania Oman
the figures would be higher if the defini- Nigeria Pakistan
tion were expanded to sexually active Senegal Rwanda
single men and women, dissatisfied us- Sudan Uganda
ers, and traditional method users. In Yemen Tanzania
]}/Ietnamo for exaomple ”n_"_‘et need rlsgl%—im percent Guatemala Bolivia Bangladesh
rom 14% to 36% if Fradmonal metho Jordan Botswana Grenada
users (who have a high abortion rate for India Egypt Morocco
failures) are included (Phai et al., 1996). Honduras Zambia
Kenya
By any definition a high level of unmet Malaysia
need reflects a programmatic inadequa- Nicaragua
cy, either in public action or in stimulus Philippines
to the private sector, or both. Donors and Syria
planners typlca”y regard hlgh unme:$5—49 percent Dominica Algeria Antigua and Barbuda
need as a call to a strengthened response. El Salvador Barbados Iran
. Saint Lucia Dominican Republic Saint Vincent and
How rapidly can unmet need be erased? Ecuador the Grenadines
Programs work best by satisfying the in- Indonesia
terest that already exists, as good in it- Paraguay
self and as the best way to enlarge that Peru
interest. International experience (Ta- South Africa
ble 5.3) indicates that an annual rise of ;.””:'2
about two points in prevalence is as mbabwe
much as can be expected, unless the PiRz4 percent Colombia Bahrain Republic of Korea
gram is exceptionally strong and the Trinidad and Tobago Jamaica
public is especially ready. In the text ta- Panama Mesxico
ble below a 2% rise per year in Kenya Puerto Rico Singapore
would require ten years for unmet need Thailand
to fall from 35% to 15%, the current lev- ;:rt:’]ka
el in Egypt and Bangladesh. In fact, Vietham
Kenyan prevalence rose by 1.5 points
annually from 1989 to 1993 and by 1.8 percent or more Costa Rica Brazil
points annually from 1993 to 1998. Mauritius China
However unmet need fell only slightly. Hong Kong

from 1989 to 1993, from 38.0 to 35.5, . _ _
since the desire to avoid regnand OTE: Annual percentage-point increase is calculated for the period between the 1980s and 1990s, on
preg eXerage. Dates for countries vary; for details, see Tables 4 and 5 in United Nations, 1999.
changed nearly as fast as the prevalence
level did. The ICPD directive to reduce unmeand out of the pool of users and the var-
need translates in practice to a rise ious unmet need categories. If for exam-
contraceptive prevalence, in progranmde a goal is chosen to reduce unmet
, that focus on women or couples who areeed from 20% to 10%, that might prag-
*Women with unmet need are those who are mar- inelv int ted i t . ticallv b ted t . .
ried/cohabiting, fecund, not using a method, arfd€nuinely interested in postponing pregnatically be converted to a rise in prev-
wish to postpone birth at least two years. Womdhancy and in using contraception. Uralence of 10 points over time, e.g., over
who are pregnant or amenorrheic have unmet negfet need may rise during an intermediive years at 2% rise per year.
if they did not want the current pregnancy or recegtte stage but it finally diminishes as con-
birth either at that time or at all, but if a contracep- : . idihe followi text tabl ks 11 of th
tive failure was responsible the woman is treated H&CeEptive prevz_ilence Increases to a h_@- € Tollowing text table ranks orthe
having no unmet need. level. Meanwhile there is movement i22 countries of special interest, separate-
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ly for spacing and limiting needs. (Ap+igure 5.3. Trends in Unmet Need and Prevalence
pendix Table A.15 gives the available in-

formation on the full group of 116 coun-
. Ghana 1988
tries.) These are ranked by total need, ghana 1993 B Unmet Need
with Kenya at 35.5% in need and Co-
H H . . Kenya 1988 | O Prevalence
lombia and Brazil at about 7%. There is ' oo |
a rough correspondence between the lev-
el of need and the level of contraceptive Egymiggg '
t ]
prevalence o
) Morocco 1988 ]
Percent MWRA with Unmet Need Morocco 1992 ]
Spacing Limiting Total Bolivia 1089 |
Kenya 213 14.2 355 Bolivia 1994 !
Pa.k.IStE.iI’l 16.3 15.4 317 Colombia 1986 |
Philippines 12.4 13.5 25.9 Colombia 1995 ]
Tanzania 15.3 8.5 23.8
Nigeria 15.5 4.9 20.4 Dom. Rep. 1986 ]
Egypt 53 10.7 16.0 Dom. Rep. 1996 ]
Bangladesh 7.9 7.9 15.8 Peru 1986 |
Turkey 3.7 76 11.3 Port 1996 |
Indonesia 4.8 5.8 10.6 ‘ , ‘ ‘ , ‘ , ‘ ‘
Colombia 3.2 4.5 7 0 10 20 30 40 50 60 70 80 9%
Brazil 2.5 4.7 7.2

Percent of Women in Union

Trends in unmet need.In some coun-
tries, most of them with medium to higrlfigure 5.4. Percent of Unmet Need Converted to Net Prevalence Increase per
prevalence, unmet need has declinggar
over time. Figure 5.3 (updated from 16%
Westoff and Bankole 1995) shows unmet —
need and contraceptive prevalence at **
two dates for eight countries. In each 1
one prevalence has risen and need has
decreased. Together these are termed to-
tal demand, which rather remarkably % S I N
runs at 65% to 75% in all of the surveys
except for Ghana.

10% —1

6% ]

4% — — BN S S SR —
Another way to approach the interaction "
between prevalence and unmet need is  2» — — 1 1
by calculating the annual increase in oo |:|‘

prevalence as a percent of need at the

> 4 g d ¢ @ o ¥ ® . > . @ o
. ) . F F F TN FF S
time of the first survey. The range is P EF ¢ Py T T T T E
&) N A4S & & &) N @

from 1.2% to 15% around an average of
about 6.4% (Figure 5.4). There is of Note: Some countries had multiple surveys.
course considerable circulation of indi-
viduals in and out of using statuses arabout 30% of all couples in need in th20.0% for both Asia and North Africa/
unmet need categories over time, but tiieveloping world. Further, half of allMiddle East, and 20.8% for Latin Amer-
net changes have been favorable. couples in need live in the top six couriea. It is higher, at 28.4%, for Sub-Sahar-
tries: India, Pakistan, Indonesia, Nigerian Africa, where more need is for spac-
Global estimates of needSurveys pro- Bangladesh, and Mexico. The top 1lihg than it is elsewhere. Within each re-
vide estimates of unmet need for 45 @¢fave two-thirds of the total, and the topion there is considerable variation. Low
the 116 countries included in Appendizg have three-fourths of the total. IndiaBgures appear where contraceptive prev-
Table A.15. By assigning to unknowmjominance appears in Figure 5.5.  alence is already high, as in Thailand,
countries the regional averages of the Sri Lanka, Brazil, and Turkey, although
known countries we can provide a cruden overall average (unweighted) ishe definition assumes that users of tra-
picture of unmet need for most of the de&3.9% of couples with unmet need (totaitional methods have no need. The
veloping world. Table 5.4 presents thior spacing and limiting). This figurehighest figures occur in sub-Saharan Af-
results; it shows that India containsaries little for three of the regions, afica, as in Malawi, Rwanda, and Togo.
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Table 5.4. Countries Ranked by Number of Married Women (MWRA) in Need and by Percent of Nonusers in Need,
ca. 1998

Ranking Ranking
No. of Percent of No. of MWRA No. of Percent of No. of MWRA
Nonusers Nonusers in Need Percent Nonusers Nonusers in Need Percent

(000s) in Need (000s) Distribution (000s) in Need (000s) Distribution
India 77,271 49.2 37,996 30.4 Chile 730 50.3 367 0.3
Pakistan 15,291 48.7 7,439 6.0 Haiti 678 50.3 341 0.3
Indonesia 13,080 40.0 5,231 4.2 Guinea 877 38.1 335 0.3
Nigeria 16,171 28.2 4,553 3.6 Rwanda 704 47.4 334 0.3
Bangladesh 10,456 43.0 4,498 3.6 Benin 805 38.1 307 0.2
Mexico 5,759 65.1 3,749 3.0 Laos 659 45.5 300 0.2
Brazil 8,577 42.4 3,637 2.9 Togo 560 51.2 287 0.2
Iran 7,559 45.5 3,442 2.8 Chad 734 38.1 280 0.2
Ethiopia 8,939 38.1 3,410 2.7 Bolivia 670 41.4 277 0.2
Philippines 5,484 54.4 2,985 24 Tunisia 541 50.7 275 0.2
Egypt 4,879 49.0 2,392 1.9 Libya 642 42.7 274 0.2
Vietnam 4,916 45.5 2,238 1.8 Zimbabwe 1,085 24.7 268 0.2
Zaire 5,735 38.1 2,187 1.8 Niger 1,293 20.6 267 0.2
Afghanistan 3,772 45.5 1,716 14 El Salvador 400 63.2 253 0.2
Kenya 2,714 56.4 1,532 12 Burundi 816 31.0 253 0.2
Myanmar 3,179 45.5 1,447 1.2 Honduras 488 50.3 246 0.2
Colombia 2,000 69.0 1,380 11 Taiwan 471 45.5 214 0.2
Turkey 3,995 33.2 1,328 11 Cuba 414 50.3 209 0.2
Tanzania 3,417 38.5 1,314 11 Sierra Leone 541 38.1 206 0.2
Sudan 2,764 42.2 1,168 0.9 Dominican Rep. 452 45.5 206 0.2
Nepal 2,771 42.1 1,165 0.9 Papua New Guinea 431 45.5 196 0.2
Thailand 2,533 a4.7 1,133 0.9 Nicaragua 360 50.3 181 0.1
Argentina 1,985 50.3 999 0.8 Jordan 508 32.9 167 0.1
South Africa 2,573 38.1 981 0.8 Central African Rep. 379 38.1 144 0.1
Ghana 2,010 48.2 969 0.8 Eritrea 367 38.1 140 0.1
Mozambique 2,539 38.1 968 0.8 Liberia 337 40.0 135 0.1
Yemen 2,262 42.7 966 0.8 Oman 289 42.7 124 0.1
Algeria 2,211 42.7 944 0.8 Paraguay 427 27.7 118 0.1
Iraq 2,131 42.7 910 0.7 Costa Rica 216 50.3 109 0.1
Korea, Rep. 1,892 45.5 861 0.7 Congo 276 38.1 105 0.1
Saudi Arabia 2,013 42.7 860 0.7 Bhutan 212 455 97 0.1
Uganda 2,805 30.4 851 0.7 Mauritania 238 38.1 91 0.1
Morocco 1,665 48.1 801 0.6 Hong Kong 196 455 89 0.1
Venezuela 1,542 50.3 776 0.6 Lebanon 204 42.7 87 0.1
Madagascar 1,730 44.3 766 0.6 Mongolia 191 455 87 0.1
Burkina Faso 1,672 38.5 644 0.5 Puerto Rico 161 50.3 81 0.1
Cote d'lvoire 1,680 38.1 641 0.5 Lesotho 210 38.1 80 0.1
Malaysia 1,371 45.5 624 0.5 Jamaica 156 50.3 78 0.1
Somalia 1,349 42.7 576 0.5 Uruguay 146 50.3 74 0.1
Peru 1,451 39.4 572 0.5 Panama 145 50.3 73 0.1
Korea, DPR 1,217 455 554 0.4 United Arab Emirates 156 42.7 67 0.1
Angola 1,453 38.1 554 0.4 Singapore 144 455 65 0.1
Malawi 1,332 41.3 550 0.4 Namibia 159 34.2 54 0.0
Mali 2,021 26.9 544 0.4 Kuwait 113 42.7 48 0.0
Syria 1,267 42.7 541 0.4 Gambia 125 38.1 48 0.0
Guatemala 1,087 46.2 502 0.4 Guinea-Bissau 119 38.1 45 0.0
Ecuador 836 58.6 490 0.4 Gabon 116 38.1 44 0.0
Cambodia 1,008 45.5 459 0.4 Botswana 85 46.1 39 0.0
Cameroon 1,435 315 453 0.4 Trinidad and Tobago 69 55.1 38 0.0
Senegal 1,102 40.1 442 0.4 Swaziland 91 38.1 35 0.0
Zambia 953 43.2 411 0.3 Guyana 52 50.3 26 0.0
Sri Lanka 881 42.2 372 0.3 Mauritius 69 38.1 26 0.0

74



Chapter 5

Enough large countries have survey itirth within two years have no need. Ac37% of married women have unmet need
formation to represent most of the devetually substantial numbers of thosbkut the percent intending to use is still
oping world. China has only trivial un-women say they intend to use a methdaw. The Philippines presents yet anoth-
met need by the usual definition; it andithin that period. They do not want teer combination of factors, including
the seven next largest countries contalrecome pregnant just yet. They wish t®ome religious ambivalence. All three
two-thirds of the developing world.insure a delay of their next conceptiooountries lack vigorous program action
These eight have a weighted average (lwthin the two-year period in questionin the rural sector. In Kenya the high
1995 population size) of 11.6% oRemarkably, they are numerous enouginoportions planning to use perhaps re-
MWRA with unmet need, but excludingn many countries to more than offsdtect a better supply system and greater
China (with its zero figure) the othefosses from the unmet need group duepersonal freedom by women to adopt a
seven have a weighted average of 19.8%@n-intention to use. In 15 of 25 counmethod.

compared to the unweighted average tfes with DHS surveys there is in fact a )
23.9% above. Some countries of modemet gain in the total numbers of potentiglowever many women who say they in-
ate size are at about 25%, such as Egypsers (Ross and Heaton, 1997). tend to use will in fact not do so, at least

Sudan, Philippines, Colombia, and Tan- not in the near future. A wide range of
zania, but these are somewhat balanceBPendix Table A.15 gives survey datdeterrents exists such as personal ambiv-

off by others at about 11%, such as Th" the percent of all married women inalence, family opposition, and weak pro-
land, Sri Lanka, and Turkey. tending to use, the percent of those witframs that provide neither information
unmet need intending to use, and thmr physical access to a choice of meth-
The picture changes when the denonpercent of nonusers intending to use. Fods. Nevertheless the intention to use
nator is only non-users in need. Man¥1 large countries Figure 5.7 shows tleiggests the presence of a market for
countries (column 2 of Table 5.4) have patterns. Countries are ordered by tlw®ntraception; therefore it is of interest
third to a half of all non-users in neecpercent among married wometno track the relationship of prevalence
These in turn translate to large absolu(®WRA) (lower bars). Within eachincreases to recorded intentions to use.
numbers when the percent is high armbuntry the highest bar is for intentiodable 5.5 and Figure 5.8 show how the
the number of nonusers is large, as it&@nong unmet need women. That is egnnual increase in prevalence can be re-
in most large countries. In India for expected since the denominators shriéited to the initial intention to use. In
ample half of all nonusers are in need@cross the three types, but the highesbst cases prevalence has risen annual-
Of the top 12 countries in the table tebars are very high indeed, above 60% Iy in the range of 3% to 8% of the initial
have 40% or more nonusers in need. 7 of the 11 countries and at 40%-50% imtention level. The average is 6.4%, just

) the others, except for Pakistan. as for unmet need above.
Intention to use a method.The unmet

need perspective can be adjusted by ifike reasons for the shortest bars diffdn summary: for managers and planners,
formation on women’s own statements Brazil few married women intend tcclose attention should be paid to both
as to their intention to use, or not usese because most already do so. Howdevels and trends for unmet need and in-
contraception within the next year (Figer in Nigeria the desired family size isention to use. They are the best gauges
ure 5.6 and Appendix Table A.15). Thetill large, and access to methods is poaf. public interest in contraceptive use,
figure shows both sides of the adjustn Pakistan religious objections and husvhether supplied by the public or private
ment: some of those with unmet need dmnd opposition may help explain whgector.

not intend to use a method, but others

without apparent need do plan to use. fgyre 5.5. Number of MWRA with Unmet Need

Kenya 20.2% of nonusers intend to usea
method even though they are classified 44440
as having no unmet need — the same M
women represent 13.6% of all married **°%° ||
women (right-hand column). They more 30000
than balance out the smaller group that_
has unmet need but plans not to useg
(14.7% on the left and 9.9% on they 20000
right). The average across the 11 count
tries in Figure 5.6 is 14% of all married *
women who plan to use even though 10.000 1

they are classified without need. s000 ﬂT

Who are these “intenders” without need?

25,000

15,000 11

‘D‘D‘D‘D‘D‘D‘D‘D‘D‘D‘EI‘EI‘EI‘EI‘EI‘EI‘D‘D‘D

. . @ S R @ X0 A NS 2 & Q& @ f L N @ S N >
Many actually are in need but are said & @%o&(’\@@é\\&“%&*° & ¢ & Qﬁ‘& s &9@;@@?’ é\&\o&\&@ e &
not to be by an oddity in the DHS defini- T E @é& T ~ égf ey & <&

tion, which says that women who want a
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Figure 5.6. Overlap Between Unmet Need and Intention to Use a Method (a) Among Married Non-users of
Contraception, and (b) Among All Married Women (Note: The two columns differ only in the denominator;
the second column uses the base of all married women.)

Among Married Non-Users Among All Married Women
unmet need unmet need
Bangladesh 1993/94 YES NO YES NO
intent to use YES 25.8 40.5 66.3 YES 14.3 22.5 36.8
NO 6.5 27.0 335 NO 3.6 15.0 18.6
32.3 67.6 99.8 17.9 375 55.4
unmet need unmet need
Brazil 1996 YES NO YES NO
intent to use YES 23.7 32.3 56.0 YES 5.5 7.5 13.0
NO 7.3 35.8 43.1 NO 1.7 8.3 10.0
31.0 68.1 99.1 7.2 15.8 23.0
unmet need unmet need
Colombia 1990 YES NO YES NO
intent to use YES 24.8 29.8 54.6 YES 8.4 10.1 18.5
NO 8.0 37.2 45.1 NO 2.7 12.6 15.3
32.7 67.0 99.7 111 22.7 33.8
unmet need unmet need
Colombia 1995 YES NO YES NO
intent to use YES 23.0 43.9 66.9 YES 6.4 12.2 18.6
NO 4.7 28.4 33.1 NO 1.3 7.9 9.2
27.7 72.3 100.0 7.7 20.1 27.8
unmet need unmet need
Egypt 1992 YES NO YES NO
intent to use YES 22.3 23.1 45.4 YES 11.8 12.2 24.0
NO 15.1 39.5 54.6 NO 8.0 20.9 28.9
37.4 62.6 100.0 19.8 33.1 52.9
unmet need unmet need
Eqypt 1995/96 YES NO YES NO
intent to use YES 22.6 35.9 58.5 YES 11.8 18.7 30.5
NO 8.1 33.6 41.7 NO 4.2 17.5 21.7
30.7 69.5 100.2 16.0 36.2 52.2
unmet need unmet need
Indonesia 1991 YES NO YES NO
intent to use YES 12.1 22.9 35.0 YES 6.1 11.5 17.6
NO 15.9 49.1 65.0 NO 8.0 24.7 32.7
31.0 88.6 100.0 141 36.2 50.3
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Figure 5.6. Overlap Between Unmet Need and Intention to Use a Method (a) Among Married Non-users of
Contraception, and (b) Among All Married Women (Note: The two columns differ only in the denominator;
the second column uses the base of all married women.)

Among Married Non-Users Among All Married Women
unmet need unmet need
Indonesia 1994 YES NO YES NO
intent to use YES 11.7 31.6 43.4 YES 5.3 14.3 19.6
NO 11.7 44.9 56.6 NO 5.3 20.3 25.6
235 76.5 100.0 10.6 34.6 45.2
unmet need unmet need
Kenya 1993 YES NO YES NO
intent to use YES 38.1 20.2 58.3 YES 25.6 13.6 39.2
NO 14.7 26.9 41.7 NO 9.9 18.1 28.0
52.8 47.2 100.0 35.5 317 67.2
unmet need unmet need
Nigeria 1990 YES NO YES NO
intent to use YES 8.6 14.0 22.7 YES 8.1 13.2 21.3
NO 13.1 64.1 77.2 NO 12.3 60.3 72.6
21.7 78.2 99.9 20.4 735 93.9
unmet need unmet need
Pakistan 1990/91 YES NO YES NO
intent to use YES 9.3 6.4 15.7 YES 8.2 5.6 13.8
NO 26.7 57.7 84.3 NO 235 50.8 74.3
36.0 64.0 100.0 317 56.4 88.1
unmet need unmet need
Philippines 1993 YES NO YES NO
intent to use YES 17.5 13.8 31.3 YES 10.5 8.3 18.8
NO 25.7 43.0 68.7 NO 15.4 25.8 41.2
43.2 56.8 100.0 25.9 34.1 60.0
unmet need unmet need
Tanzania 1996 YES NO YES NO
intent to use YES 19.2 28.8 48.0 YES 15.7 235 39.2
NO 9.9 41.9 51.8 NO 8.1 34.2 42.3
29.2 70.7 99.9 23.8 57.7 81.5
unmet need unmet need
Turkey 1993 YES NO YES NO
intent to use YES 18.9 27.5 46.4 YES 7.1 10.3 17.4
NO 11.2 42.7 53.9 NO 4.2 16.0 20.2
30.1 70.1 100.3 11.3 26.3 37.6
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Figure 5.10 gives the regional averagedue to a reluctance to call a birth un-
taken from columns 1-3 of Table 5.6wanted.

The gap between actual and wanted fer- ) )
aries from 0.75 to 1.11 of a child,The regional breakdown appears in col-
time in most countries, and has consi§xCept for the low 0.23 for the thre¢Mns 4-6 of Table 5.6. In Latin America
tently stayed below actual fertility as icentral Asian Republics with data. sutanly 60% of b|rthos fall into the wanted
too has fallen. A reasonable goal for 82haran Africa has a rather small ga 0lumn: a full 40% come at the wrong
national program is to hasten movemefgflecting its high level of wanted fertil-!me or are admitted to be entirely un-

to the desired level, and this section tralty- wanted. The figure for wanted births is

es the mutual changes in both actual and below 70% in the other regions, except
desired fertility 9 Recond way of documenting the gap for the Central Asian Republics. In sub-

desired fertility is by whether recenBaharan Africa relatively fewer births

Four measures of desired fertility arBirths were wanted or not. Appendix Taare unwanted so the ratio of ill-timed to

available: ble A.16 shows the percent of births innwanted births is exceptionally high.
the last three years that were wanted, ndevertheless because overall fertility is

0 The desired, or ideal size taken fromwanted at that time, or not wanted at aliigh the absolute number of unwanted

women across all ages, so that the largeross 58 countries only 68% of birth&irths is substantial.

numbers of younger women dominateere wanted then; 19% were ill-timed _ )

the figure. and 12% were not wanted at all. Thu§ends: Declines in both wanted and ac-

3 nearly one-third of births were admittedual fertility for 15 countries appear in
0 The total wanted fertility rate (TWFR)to pe unwelcome; actually the percerf@ble 5.7, based on trends between the

similar to the total fertility rate (TFR) innot wanted is almost certainly higheYVorld Fertility Surveys in the late 1970s
that each age group receives the same
weight.

Goal: To Reach the Desired
Fertility Level

The desired family size has fallen oveHity Vv

0 The percent of births that respondentsigure 5.9. Wanted Fertility Rate and Actual Fertility Rate:
say were wanted, in contrast to the pes5 Developing Countries

cent said to be either unwanted or ill
timed; this measure like the TWFR
merges women in all age groups.

0 The percent of women saying the% !
want no more children. s

E ° . *e
Here we concentrate on the last thr%
measures. (Appendix Table A.16 give

data for the first three.) :

The TWFR has been measured in neardy 3 L
60 surveys since 1980 and it consister?-/ 5 /”".’

ly falls below the TFR (see Figure 5.9)g
The TWFR is constructed simply by de=
leting all births that were termed un-
wanted or ill-timed in each age group ©
and is calculated like the TFR, on an © 1 2 3 4 5 6 7 8
age-specific basis. The figure shows the Total Fertility Rate (TFR)

difference for 55 countries: in all cases (No. of Births)

wanted fertility is below actual fertility.
The amount of difference varies; the av- - - ; o
erage is 0.86 of a child, and 37 of the ;Eable 5.6. Regional Mean Values for Indicators of Excessive Fertility
countries have a difference between 0.20

(&)
\
L &
> *

*
*»
*
*»
*

Fertil

Planning Status of Births

and 1.0 of a child. The other 18 have Wanted Not Wanted
even larger discrepancies. Over the de- TFR TWFR Gap Then Wanted Later
veloping world this amounts to a larggg;, 35 27 075 695 173 126
body of unwanted childbearing as eXtin America 3.7 2.9 0.84 59.7 20.3 19.7
pressed by the women themselves, quit@die East/North Africa 4.6 35 111 68.8 15.1 16.0
apart from any pub||c p0||cy regardingSub—SaharanAfrica 6.0 52 0.80 68.8 21.4 8.4
Central Asia Republics 3.1 2.8 0.23 88.3 6.1 5.0

fertility.
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Figure 5.10. Total Fertility Rate, Total Wanted Fertility Rate, and was less. However the sum of the second
Difference, by Region gaps (16.4) exceeded the sum of the first
gaps (13.8). So on balance, declines in
wanted fertility for these countries may

6 be said to equal or exceed those in actu-
5 al fertility.
4 ] . :

T OTFR Nevertheless t_hese countries differ a
3 ETWFR good deal. Thailand experienced such a
2 OIDiff. large fall in fertility that its gap declined
1. sharply. But Ghana’s gap grew greatly
o while its TFR actually rose slightly (by

0.3 child, not shown in figure). Other

Asia Latin America Middle Sub-S-aharan Central A3|a countries with Iarge fertility declines
East/North Africa Republics .. K .
Africa and diminishing gaps include Mexico,

the Dominican Republic, Colombia, and
and the DHS surveys in the late 1980between actual and wanted fertility, butunisia. Counter examples include Peru,
These declines indicate that the nationial the ensuing 11 years the TFR fell fdhdonesia, and Kenya: sizable fertility
program that seeks to reach the desirawbre than that, by 1.5 children, to end geclines but growing gaps.
fertility level will find it to be rather elu- 6.4, far below the earlier wanted level. In

sive. While programs in Kenya and Inthe meantime however desired fertilit;'/:’ercent wanting no more children

donesia were working to reach the initidell to 4.5, leaving a new gap of 1.9 chil'—A‘_ further_r_nez_isgre of time_ trends in de-
levels of desired fertility, they fell bydren. The desired level outpaced the fajred fertility is increases in the percent

40%. On average, desired levels fell by the actual level. of women who say that they want no
30% in Latin America, by 25% in the more children. Nineteen countries have

three North African countries, by 36% in eight of these fifteen countries théformation on this at two or three points
the three Asian countries, and by 26% Fecond gap exceeded the first; in severifitime, from the World Fertility Surveys

the three sub-Saharan African countries.
These are impressive changes in repro-
ductive desires. Table 5.7. Trends in the Total Fertility Rate (TFR) and Wanted Fertility

Across the 15 countries in Table 5.7 th%ate (TWFR) Over the Past Decade, Selected WFS and DHS Surveys

average changes were: Percent
WFS DHS Decline
TFR TWFR GAP_ Country Year TFR  TWFR || Year TFR TWFR|[ TFR  TWFR
Late 1970s 5.2 43 09  Sub.Saharan Africa
Late 1980s 4.1 3.0 11 Ghana 1979/80 6.1 6.0 1988 6.4 5.3 +(5) 12
Change 11 13 Kenya 1977778 7.9 76 || 1088180 6.4 45 19 41
Senegal 1978 7.1 6.9 1986 6.6 56 7 26

Both quantities fell over the decade, bl#\lt A
the gap actually increased as the desireg. o

tertil i aypt 1980 5.0 36 || 1988589 44 2.8 12 22

ertility level fell more rapidly than actu-yqocco 1979/80 55 44 1087 46 33 16 25

al fertility. Such results show both fea-runisia 1978 55 41 1988 41 29 25 29

tures: the progress that has been madg,

and the large amount of unwanted fertifzgonesia 1976 43 40 1987 2.9 2.4 32 40

ity that persists. Sri Lanka 1975 3.4 2.9 1987 2.6 2.2 23 24
Thailand 1975 4.3 3.2 1987 2.2 18 49 44

Figure 5.11 portrays the individual coun-_.. .
try information. It shows the early gapibbean

between actual and desired fertility, angbiombia 1976 4.6 3.4 1986 3.1 2.1 33 38
then whether the ensuing fall in actualominican Republic | 1975 5.2 3.8 1986 3.6 2.6 31 32
fertility was enough to erase it. Then icuador 1979 52 4.1 1987 4.3 2.9 17 29
shows the new gap that emerged fromxico 1976 5.7 4.5 1987 4.0 2.9 30 38
the simultaneous fall in the desired ley-"" torris 53 35 1986 4.0 23 2 3

Trinidad & Tobago 1977 3.2 2.5 1987 4.0 2.2 6 12

el.
Note: The total fertility rate is based on the period 1-24 months prior to the survey. The wanted fertility rate is

The gap was nowhere static. In Kenycalculated by deleting births (in the two years preceding the interview) of women whose actual number of

for example, the World Ferti“ty Surveyiving children exceeds the number desired.

of 1977/78 found a gap of only 0.3 chilcource: westoff, 1991.
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Figure 5.11. Early and Later Gaps Between TFR and TWFR, with Interim TFR
Declines, 15 Countries
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of the late 1970s through multiple DH3n summary. The national program havReferences
surveys to the early 1990s (data pertaiimg a goal to hasten the movement to the
only to fecund women in union)desired fertility level can expect it to reBankole, Akinrinola, and Charles F.
(Bankole and Westoff, 1995). The demain out of reach; it may well fall as fastWestoff. Childbearing Attitudes and In-
gree and consistency of upward trends ar faster than the actual fertility levetentions DHS Comparative Studies No.
Figure 5.12 are remarkable, and they odees. That however is a favorable devel7. Calverton, Maryland: Macro Interna-
cur in both periods shown. Table 5.8pment, and it demonstrates the contintienal Inc. 1995.
adds the mean values: the average ing presence of a public demand for con- )
crease over the 10-15 year period hapaception. The various measures aboY¢estoff, Charles FReproductive Pref-
pens to be in the range of 10-15 pointsgive a common picture: there is a gre&fénces: A Comparative ViewDHS
substantial shift, especially considerindeal of unwanted and ill-timed fertilityComparative Studies No. 3. Columbia,
that the increase probably included moeeross the developing world. To thd¥laryland: Institute for Resource Devel-
younger women, at lower parities. must be added the large numbers 8pment. 1991.

_ ) aborted pregnancies (Appendix Table
The percent wanting no more childrep 12). Actual fertility still exceeds de-
increases sharply by family size (nadjred fertility in virtually every country.
shown), but regions differ sharply in theg contribute to the closing of each cur-
gradient. In much of sub-Saharan Africgant gap the points of action are much
few women want to stop unless thej,e same as for addressing unmet need.
have three children, but in Latin AmeriThey involve the essential features of a
ca many wish to stop at one child, angnge of reliable contraceptive methods,
one-half to two-thirds of those with twqyg|| deployed to the mass of the popula-

tween these extremes, and Asian couf| public information.

tries vary across the range.
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Figure 5.12. Trends in Desire for No More Children
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Table 5.8. Trends in Desire for No More Children
WES DHS-I DHSIL I Increase
Sub-Saharan Africa
Cameroon 3.0 15.0 12.0
Ghana 12.0 22.0 34.0 22.0
Kenya 17.0 49.0 52.0 35.0
Nigeria 5.0 14.0 9.0
Rwanda 19.0 36.0 17.0
Senegal 7.0 17.0 19.0 12.0
Sudan 17.0 23.0 6.0
Zimbabwe 32.0 31.0 (1.0
Means 11.4 28.6 28.7 17.3
Middle East/North Africa
Egypt 53.0 64.0 68.0 15.0
Jordan 42.0 54.0 12.0
Morocco 42.0 48.0 53.0 11.0
Turkey 57.0 72.0 15.0
Means 48.5 56.0 61.8 13.3
Asia
Indonesia 39.0 50.0 52.0 13.0
Pakistan 43.0 39.0 (4.0)
Philippines 54.0 64.0 10.0
Means 45.3 50.0 51.7 6.3
Latin America
Colombia 61.0 70.0 66.0 5.0
Dominican Republic 52.0 64.0 66.0 14.0
Paraguay 32.0 45.0 13.0
Peru 61.0 73.0 75.0 14.0
Means 51.5 69.0 63.0 11.5
Overall Means 34.2 46.5 47.5 12.1

Source: Table 4.4 in Bankole and Westoff, 1995.
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Goal: To Attain the Table 5.9. Total Fertility Rates: Percentage Declines Toward Replacement
Replacement Fertility Level Fertility
e Extrapolated 2 UN

Replacement fel’tl|lty IS nor_ma"y setata TFR TFR TFR % Decline Date to Projected Date
total fertility rate of 2.1, slightly above 1960-1965 1995-2000 Decline to TFRof2.1 Reach2.l toReach 2.1
2.0 to allow for some mortality. By thisye,ei0ping world 6.01 3.00 301 77 2008 2035
st_andard a number of developing COURgast Developed Countries  6.59 5.05 1.54 34 2065° 2045
tries have approached or surpassed ti®-saharan Africa 6.69 5.48 1.21 26 2095° 2045
goal of replacement, In Asia these inNorth Africa 7.08 3.58 3.50 70 2012 2035
clude most prominently China as well a4estern Asia 6.18 8.7 241 59 2022 2045
South Korea (and perhaps North Koredé?s“*’” Asia 519 L. 342 111 NA NA
Taiwan. Hona Kon Sinaapore Thai_outh—central Asia 6.01 3.36 2.65 68 2014 2035

! 9 _g’ gap ! South-eastern Asia 5.90 2.69 3.21 84 2004 2018
land, probably Sri Lanka, and at least, merica 5.97 2.70 3.27 84 2004 2035

Kerala State in India. In Latin America

. . ., Spurce: United Nations, 1998.
there are CUba' Puerto RICO’ Trinid xtrapolation of trend from 1960-65 to 1995-2000.

and TObagO, _and numerous small Carik_l}:‘arlier dates result if the pace of decline is extrapolated from a more recent period.
bean populations. Two others are Mauri-

tius and Kazakstan.

Many other developing countries havealue, and it is a working proxy forThe additional contraceptive users re-
moved far along the path toward low femovement toward the two-child family.quired to reach 75% prevalence for the

tility and smaller family sizes, enough to o developing world as a whole are highly
produce, for the developing world as What of the future? Predictions are hagoncentrated in a few countries (Figure

whole, a 77% decline toward replaced’dous as suggested in the right-mosf13). India alone has 29%, over a fourth
ment over the past 35 years. Table 58@/umns of Table 5.9. A simple extrapopf the entire gap. Five countries account
shows the United Nations TFR estimatdation of the long-term trend from 1960for half of the total and eleven account
for 1960-1965 and 1995-2000 (region§965 to 1995-2000 gives earlier dates fRSr two-thirds of it, spreading the other

according to U.N. definitions). All re-"€aching a TER of 2.1 than the dates {fird among 93 countries (Appendix Ta-

gions began at traditionally high fertiliN€ UN published (1998) projections, &jje A.17).

ty levels, and all fell to levels that refleceast for all regions except sub-Saharan_ . . .

truly historic changes in marriage anéfrlca (which composes most o_f th&Vithin each region (F|gures_ 5.14a-
reproductive behavior. East Asia, withLeast Developed” group). The differ5.14e) the pattern of concentration of the
China, has fallen below replacemen£"c€ for the developing world as a wholgap is the same: within Asia India has
and Southeastern Asia and Latin Ameris 2008 vs. 2035. half of the total, and in each other region

the top five countries contain half to
ca have fallen 84% of the way. ThAnother approach to future developsye.ihirgs of the total (Table 5.10)
L .10).

North Africa and Western Asia regiongnents concerns one determinant of the

are the closest to the "Middle East/Nortiter Actions to hasten the fertility deTwo factors create these extreme distri-
Africa” region used elsewhere in this réjine toward replacement may consideyutions: population size, and low preva-
pOI’t; they fell by 70% and 59% respeghat the four most immediate determience of use. A large country, with few

tively of the distance to replacemenhants are contraceptive practice, abagsers, requires a very large number of
Sub-Saharan Africa has moved only ongon use, breastfeeding, and cohabitadditional users to reach 75% preva-
fourth of the way. Fina”y' a group of 4&i0n. National pOliCieS have been direc‘ence_ India is |arge and has On|y an in-
countries (33 in Africa) identified by theed variously toward all of these, and afkrmediate level of prevalence; Pakistan

U.N. as "least developed” (second rowour have been important in differenfjigeria, and Ethiopia are Iargé and have
of table) have fallen only a third of thejegrees in producing fertility declinesguite low prevalence.

way. However past declines have come pre-

o L dominantly from increased contracep-These calculations use numbers of
It is important to bear in mind that th ive use, and that is examined next. women 15-49 in union, and all figures

total fertility rate is only one measure o are projections for the year 2000. Num-
fertility behavior. Unlike the crude rateacross many countries, a total fertilit)bers of women and proportions married

or general fertility rate, it gives equatate of 2.1 corresponds to contraceptivge closely estimated by the United Na-
weight to every age group, and it ipractice by about 75% of couples. Paghns and prevalence of use comes from
sometimes sensitive to short-term fluctuand future trends for prevalence are rﬁhst’surveys and from the projections
ations, for example in age at first birth. iewed in earlier chapters; here we ©%xplained in Chapter 3 and in the Appen-
does not reflect population momentunplore the distance that countries have V&Y% for Technical Projection Methods.)
populations will continue to grow forto go to reach the 75% level, taken for
some decades after replacement ésnvenience as the gap to the replace-
reached. However the TFR has its owmnent level.
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Figure 5.13. Distribution of Additional Users Needed to Reach 75%
Contraceptive Prevalence in the Developing World

India

93 Others

Afghanistan——

Sudan———
TanzaniaJ .

PhilippinesJJ \\
Indonesia / L Ethiopia
Zaire

Bangladesh

™ Pakistan

a

Nigeria

Table 5.10. Concentration of Users Needed to Reach 75% Prevalence: Top Five Countries within the Developing
World and Within Each Region

Percent of Percent of Percent of

Country Total Gap Country Total Gap Country Total Gap
Developing World Latin America Sub-Saharan Africa
India 29 Mexico 27 Nigeria 23
Pakistan 8 Guatemala 11 Ethiopia 13
Nigeria 8 Argentina 9 Zaire 10
Ethiopia 4 Venezuela 9 Tanzania 5
Bangladesh 4 Haiti 8 Mozambique 4

Total 53 Total 64 Total 55
Asia Middle East/North Africa Five Central Asian Republics
India 54 Sudan 21 Uzbekistan 48
Pakistan 16 Egypt 15 Kazakstan 18
Bangladesh 7 Yemen 12 Tajikistan 17
Indonesia 6 Iraq 11 Turkmenistan 10
Philippines 4 Saudi Arabia 10 Kyrgyzstan 7

Total 87 Total 100
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Figure 5.14. Percent Distribution of Gap to 75% Prevalence
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Figure 5.14. Percent Distribution of Gap to 75% Prevalence (Cont.)
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Summary shortfalls differ from one country to aning contraception, the geographic pat-

other: from cases like India and Vietnartern is fundamental. India has over one-

Major observations from this chapter inwhere the extremely narrow method mifourth of the additional users required to

clude the following: calls for diversification, to cases like Nivreached prevalence of 75% in the devel-
) ) geria and Pakistan where the weak fielthing world as a whole; it and four oth-

To provide full access to a variety of connfrastructure of personnel and services countries account for over half of the
traceptive methodsountries have far torequires extension to the rural populdetal. Within each region one to three
go. About half of countries fail to pro+jon. Indices of program effort (Appen-countries dominate. Fertility itself has
vide both one long-term method and ongx Table A.14) provide one basis for difallen considerably over the last four de-

short-term method to at least half of thgynosis and remedial attention. cades, but unevenly. In the 48 countries

population, which is a very lenient rule. classified as “least developed” by the
By another measure, that of the average reach the desired fertility levgdlan- yn, fertility has declined in four de-

availability score, most regions (outsidaers should recognize that it is almoghdes only one-third of the way toward a
of East Asia) rate low even after the imuniversally below the actual fertility levyota| fertility rate of 2.1. Moreover the
provements that were registered froml, and that there is a substantial SUpER js only one gauge and is sometimes
1982 to 1994. Country programs need group needing contraceptive assistanggificially low. The transition to the
address the deficient state of contraceip-nearly every developing country. Thigma|| family occurs over more than one

tive choice as a high priority. group may increase in size, and not jugkneration and typically involves chang-

. . _ because of population growth. As thgs in poth childbearing and infant and
To satisfy unmet need and intention iesired level falls toward smaller familypiq mortality. That perspective is re-

use a methacplanners should take acsizes, it may outpace the fall in actuglected in the broadened international
count of the very uneven geographic pafertility rates, producing a larger gagtention to reproductive health services;
tern. Some 30% of all unmet need in th@an before. That demonstrates a Cofie programmatic challenge is to devise
developing world exists in India; it andinuing market for contraceptive provifie|d methods that can serve its imple-
the next five countries contain half o§jon, ysually in both public and privatgnentation. Difficult questions that call
unmet need. Moreover the rest is COBpctors. Programs should find ways i@y analysis and resolution include re-
centrated heavily in a few large counstimulate the private sector, both to adghyrce allocation, cross training of staff
tries within each region. As prevalencgnhannels of supply and to diversifand coordination of services under dif-
of contraceptive use increases, UnMffethod offerings. Beyond that, proferent administrative structures

need tends to decline, but not in a ongrams should identify the disparate '

to-one relationship since unmet need Cfoups in the population that are at difR

increase even faster than use does. Magyent life stages, with different contral eferences

women with unmet need do not plan tgeptive needs and with different resoure; 4 NationsWorld Population P
use a meth(_)d, but others, listed in Suss to meet them. Such segmentation &Elte' Tﬁ 'ng'ggrR qu;'?n rols-
veys as lacking any need, do plan to Usfe relevant population can improve effie cis: h © - T bleVIS,\IIO OYumk.eU' it
Morebover, thtiy ma;(/j eqﬁal or”exceted thﬁ‘ency and reduce cost. e(;)rlillgtriininSZSar?meenstl of eEVgor?gﬁic rE;In-d
numbers with need who will not use.

Action programs therefore should be orifo attain the replacement fertility leyelSOcial Affairs, Population Division.
ented to both groups. The programmatequivalent to about 75% of couples ugk998.
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Sources for Appendix Table A.1

Appendix A

Thefollowing sources are cited numeroustimes and are therefore abbreviated asindicated:

Designated as Berent, 1982: J. Berent, Family Planning in Europe and USA in the 1970's, WFS Comparative Studies No. 20 (International
Statistical Institute and World Fertility Survey, 1982), Tables 1 and 6.

Designated as Carrasco, 1981: E. Carrasco, Contraceptive Practice, WFS Comparative Studies N0.9, Cross-National Summaries (International
Statistical Institute and World Fertility Survey, 1981).

Designated as Morris, 1981: L. Morriset a., “ Contraceptive Prevalence Surveys: A New Source of Family Planning Data,” Population Reports,

SeriesM, No. 5 (May—June 1981), Table 3.

Designated asL ondon, 1985. K.A. London et al., “ Fertility and Family Planning Surveys: An Update,” Population Reports, SeriesM, No. 5 (Sept.—

Oct. 1985), Table 6.

SUB-SAHARAN AFRICA

BENIN, 1981-82: Ministére du Plan, de la
Statistique et de I’ Analyse Economique,
Enquéte Fécondité au Bénin: Rapport
Prédiminaire (May 1983), p. 233, Table 4.4.1.

1996: Institut National de la Statistique et de
I’ Analyse Economique, Benin Enquete
Demographique et de Sante 1996 (Demo-
graphic and Health Surveys, Macro Interna
tional, April 1997).

BOTSWANA, 1984: W.G. Manyeneng, P.
Khulumani, M.K. Larson, and A.A. Way,
Botswana Family Health Survey 1984 (Family
Health Division, Ministry of Health, and
Westinghouse Public Applied Systems, July
1985), pp. 147, 150, and 151.

1988: Family Health Division, Ministry of
Hedlth, Botswana Family Health Survey 11 1988
(Demographic and Health Surveys, Ingtitute for
Resource Development, Macro Systems, August
1989), p. 42.

BURKINA FASO, 1993: Institut National de
la Statistique et de la Demographie, Burkina
Faso Enquete Demographique et de Sante 1993
(Demographic and Health Surveys, Macro In-
ternational, June 1994).

BURUNDI, 1987: Ministére de I’ Intérieur,
Département delaPopulation, and Demographic
and Health Surveys, Enquéte Démographique
et de Santé au Burundi 1987 (Institute for Re-
source Development/Westinghouse, October
1988), p. 4.

1991: Direction Nationale du Deuxieme
Recensement General de la Population et de
|"Habitat, Enquete Demographique et de Sante
Cameroun 1991(Demographic and Health Sur-
veys, Macro International, December 1992).

1998: Bureau Central des Recensement et des
Etudes de Population (BUCREP) and Demo-
graphic and Health Surveys, Enquete
Demographique et de Sante au Cameroun

1998- Rapport Preliminaire (Macro Interna-
tional, August 1998).

CENTRAL AFRICAN REPUBLIC, 1994:
Division des Statistiques et des Etudes
Economiques, Republique Centrafricaine
Enquete Demographique et de Sante 1994/
1995 (Demographic and Health Surveys,
Macro International, December 1995).

CHAD, 1996: Bureau Central du
Recensement, Direction de la Statistique,
Tchad Enquete Demographique et de Sante
1996/1997 (Demographic and Health Surveys,
Macro International, May 1998).

COTE D’'IVOIRE, 1980-81: Ministére de
I"Economie et des Finances, Enquételvoirienne
sur la Fécondité 1980-81, Rapport Principal,
Volume 2 (Abidjan: Direction de la Statistique,
1984). Data were caculated from Tables 1.6.1
and4.4.1.

1994: Ingtitut Nationa de la Statistique, Cote
d'Ivoire Enquete Demographique et de Sante
1994 (Demographic and Health Surveys,
Macro International, December 1995).

ERITREA, 1995: National Statistics Office,
Eritrea Demographic and Health Survey 1995
(Demographic and Health Surveys, Macro In-
ternational, March 1997).

ETHIOPIA, 1990: Central Statistical Author-
ity, The 1990 Family and Fertility Survey: Pre-
liminary Report (AddisAbaba, 1991), Tables4.1
and 4.6.

GHANA, 1980: Ghana Fertility Survey 1979—
1980, First Report, Volume 2 (Central Bureau
of Statistics, 1983), Table 4.4.1.

1988: Ghana Statistical Service, Ghana Demo-
graphic and Health Survey 1988 (Demographic
and Hedlth Surveys, Ingtitute for Resource De-
velopment, Macro Systems, September 1989),
p. 36.

1993: Ghana Statistical Service, Ghana Demo-
graphic and Health Survey 1993 (Demographic
and Health Surveys, Macro International, De-
cember 1994).

KENYA, 1984: Central Bureau of Statistics,
Kenya Contraceptive Prevalence Survey 1984—
First Report (Nairobi: Ministry of Planning and
National Development, December 1984), p. 86.

1989: Kenya Demographic and Health
Survey 1989 (National Council for Popu-
lation and Development, and Demo-
graphic and Health Surveys, Ingtitute for
Resource Development, Macro Systems,
October 1989), p. 35.

1993: Central Bureau of Statistics, National
Council for Population and Development,
Kenya Demographic and Health Survey 1993
(Demographic and Health Surveys, Macro In-
ternational, May 1994).

1998: Central Bureau of Statistics, National
Council for Population and Development,
Kenya Demographic and Health Survey 1998-
Preliminary Report (Demographic and Health
Surveys, Macro International, September
1998).

LIBERIA, 1986: Bureau of Statistics, Minis-
try of Planning and Economic Affairs, Liberia
Demographic and Health Survey 1986 (Demo-
graphic and Health Surveys, Ingtitute for Re-
source Development/Westinghouse, February
1988), p. 41.

MADAGASCAR, 1992: Ministere de la Re-
cherche Appliquee au Devel oppement, Mada-
gascar Enquete Nationale Demgraphique et
Sanitaire 1992 (Demographic and Health Sur-
veys, Macro International, February 1994).

1997: Ingtitut National dela Statistique, Mada-
gascar Enquete Demographique et de Sante
1997 (Demographic and Health Surveys,
Macro International, November 1998).
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MALAW!I, 1984: National Statistical Office,
Family Formation Survey, 1984.

1992: National Statistical Office, Malawi De-
mographic and Health Survey 1992 (Demo-
graphic and Health Surveys, Macro Interna
tional, January 1994).

1996: National Statistical Office, Malawi
Knowledge, Attitudes and Practices in Health
Survey 1996 (Demographic and Health Sur-
veys, Macro International, September 1997).

MALI, 1987: Centre des Etudes et de Recher-
che sur la Population pour le Développement,
Enquéte Démographique et de Santé au Mali
1987 (Demographic and Health Surveys, Insti-
tute for Resource Devel opment/Westinghouse,
January 1989), p. 49.

1995: Ministere de la Sante, de |a Solidarite et
des Personnes Agees, Mali Enquete
Demographique et de Sante 1995/1996 (De-
mographic and Health Surveys, Macro Inter-
national, December 1996).

MAURITANIA, 1981: Ministry of Economic
and National Planning, Enquéte Nationale
Mauritanienne sur la Fécondité 1981, Rapport
Principal, Volume 2 (March 1984), Table 4.4.1.

1985: Mauritius Contraceptive Prevalence Sur-
vey 1985—Final Report (Evauation Unit, Fam-
ily Planning/Maternal-Child Health Division,
Ministry of Health, February 1987), Table 26.

1991: Ministry of Health, Centers for Disease
Control, Mauritius Contraceptive Prevalence
Survey 1991- Final Report, June 1993.

MOZAMBIQUE, 1997: Instituto Nacional de
Estatistica, = Mozambique Inquerito
Demografico e de Saude 1997 (Demographic
and Health Surveys, Macro International, Au-
gust 1998).

NAMIBIA, 1992: Ministry of Health and So-
cial Services, Namibia Demographic and
Health Survey 1992 (Demographic and Health
Surveys, Macro International, May 1993).

NIGER, 1992: Direction dela Statistique et des
Comptes Nationaux Direction Généraledu Plan
Ministére des Finances et du Plan, Enquéte
Démographique et de Santé Niger 1992—Rap-
port Préliminaire (Demographic and Health
Surveys, Macro International, October 1992).

1997: Enquete Demographique et de Sante
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EIGHT INDIAN STATES

Current Status Indicators and  concern. The infant mortality rate is esstate surveys. Therefore the series was

Proiections for Fertility an t!mated in the 73-112 range; immunizaadjusted at the_ start to agree with the
OJectio S. orre y and tion coverage has far to go. 1992/93 DHS figures and was then ex-

Contraception tended forward to come gradually closer

0, . .
O Growth rates are about 2% per Yeafy the predicted value and to match it at

Because of India’s size, internal diversranging from 1.6% to 2.4%, with dou'the point where the TFR falls to 2.0

ty, and the difficult conditions it facespling times of 29-43 years, on large pop-

the following section displays profilegjlation bases. The results appear in Table B.3 and in
for eight selected states. Data are taken Figures B.2a and B.2b. The higher the
gggi;?;rlggg]gjj'_'ai?]tiasttiysirfv(aljr'ntgprojeCtionS for Fertility and prevalence level the earlier it levels off,

' i i just below 60% prevalence for four of
Affairs, and other sources. Summarg;omracept've Practice ) op

foll based bl the eight states (West Bengal, Gujarat,
;?]gm?:?gltﬁeso gmi’a_gslee E)OnnT?heenBej'he 1996 fertility projections by the In-Assam, and Orissa). Three others
page) ' ' chan government (Table B.2) can béMadhya Pradesh, Rajasthan, Bihar) rise
' converted to contraceptive prevalenc® the low 40s by 2011-2016 and are still
Contraceptive prevalence ranges froristimates by the relationship of fertilityclimbing, while Uttar Pradesh reaches
20% to 57%: six states are below 43%@and prevalence found in the 1992/930%. The All-India average is estimated
’ DHS surveys taken in all 25 states. Agio reach 52% and to be continuing its
0 Modern methods account for essemlying this relationship mechanically torise. All these projections derive from
tially all of this use; traditional methodghe TFR values in Table B.2 would prothe fertility and prevalence information
are little used except in West Bengal ardlice a regression series for contracem the state DHS surveys and from the
Assam. tive prevalence, but when extended bagovernment TFR projections of 1996
to 1992/93 the series would not necesnd are subject to the usual uncertainties

O Sterilization is the chief method evyarily agree with the figures found in thef future estimations.
erywhere except in Assam, and the gov-

ernment is the C.hlef source. _Use_ of tra.ld'l'_able B.2. Fertility Rates (TFRs) as Projected for India and Eight States,
tional methods is nearly trivial in India

as a whole. Exceptions occur in Assad26-2016 =
04- 0,

and_v_veSt Bengal’ where 20%-22% u%?ates 1991 1996-2001 2001-2006 2006-2011 2011-2016
traditional methods.

Assam 3.50 2.82 2.55 2.33 2.17
0 Total fertility rates (TFRs) are high Bh& t g";g 232 2'22 222 ii’i’
up to 4.0 in Bihar and 4.8 in Utta"® ' ' ' ' '

. . Madhya Pradesh 4.60 3.99 3.72 3.49 3.27

Pradesh. Five states are at 3.5 or highgf., 2.30 564 536 16 501
The survey measures may be underestijastnan 460 391 358 3.30 3.06
mates; they are below the SRS 1991 vaitar Pradesh 5.10 475 450 4.27 4.05
ues. West Bengal 3.20 256 231 2.13 1.99

INDIA 3.64 3.13 2.88 2.68 2.52

a ContribUting to the hlgh TFRS are th%RS: Sample Registration System, Office of the Registrar General.

ear|y ageS of marriage and first births. source: Population Projections for India and States, 1996-2016: Report of the Technical Group on Population Projections
Constituted by the Planning Commission. Registrar General, India, Ministry of Home Affairs, New Delhi: Government of
. . India, August 1996.
0 In every state, wanted fertility is well

below actual fertility. Table B.3. Contraceptive Prevalence As Projected for India and Eight States,
. 1996-2016

0 Both unmet need among all marrlog' Re

couples, and intention to use a methagl, 1991 1996-2001  2001-2006  2006-2011  2011-2016

among non-users, are high. Sub_stant@Sa 3 0 " = .

proportions in all states have an interegf, .. 19 2 2 37 a1

in contraceptive use, indicating thagjarat 48 52 54 56 58

better supply is a serous constraint Qudhya Pradesh 26 34 38 4 44

higher prevalence and lower fertility. Orissa 32 45 51 55 59
Rajasthan 20 30 34 38 42

0 Death rates have fallen to about 1@jftar Pradesh 16 21 24 27 30

1000 (1%/year) in all eight states, bufest Bengal 53 57 58 58 59

37 44 47 50 52

since this crude rate is for young populd2A
tionsi the age-specific rates are still ¢frevalence level that corresponds to the TFR in the 1991 Sample Registration System (SRS).
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Appendix for Eight Indian States

Table B.1. Statistics for India and Eight States

B.2

Uttar Madhya West

India Rajahstan Pradesh Pradesh Bihar Orissa Bengal Assam Gujarat
Population (1991) (000s) 846,303 44,006 139,113 52,179 86,374 31,660 68,000 22,414 41,310
Density (population per sg.km.) 273 129 473 118 497 203 767 286 211
Decadal population growth (% 1981-91) 23.9 28.4 255 25.3 235 20.1 24.7 24.2 21.2
Crude Birth Rate (DHS) 29 27 36 32 32 27 26 30 27
Crude Death Rate (DHS) 10 8 12 10 12 11 10 11 9
Crude Growth Rate (DHS) 19 19 24 22 20 16 16 19 18
Infant Mortality Rate (DHS) 79 73 100 85 89 112 75 89 69
Total Fertility Rate 1991 (SRS) 3.6 4.6 5.1 4.6 4.4 33 3.2 35 31
Total Fertility Rate (DHS) 34 3.6 4.8 3.9 4.0 29 29 35 3.0
Wanted TFR (DHS) 2.6 2.8 3.8 3.2 3.2 23 22 25 23
Unmet Need for Spacing and Limiting 20 20 30 21 25 22 17 22 13
Intention to Use Contraception 29 20 19 25 23 29 a7 44 44
Contraceptive Prevalence
Pill 1.2 0.5 1.0 0.7 11 0.9 35 2.8 1.0
IUD 1.9 1.2 11 11 0.5 15 13 0.9 3.0
Injectable 0.0 0.0 0.1 0.0 0.0 0.0 0.1 0.0 0.1
Vaginals 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Condom 24 15 3.2 2.2 13 0.6 1.9 17 1.8
Female Sterilization 27.3 253 11.7 26.4 17.3 214 26.3 12.1 375
Male Sterilization 34 24 14 5.1 13 13 4.3 23 35
Periodic Abstinence 2.6 0.4 0.9 0.7 0.9 0.9 11.3 15.7 17
Withdrawal 14 0.4 0.2 0.1 0.5 0.3 8.3 6.3 0.7
TOTAL 40.2 31.7 19.6 36.3 229 35.8 57.0 41.8 49.3
Contraceptive Prevalence (Modern Methods)
Urban 45.3 46.8 29.6 46.2 39.2 45.1 36.5 33.6 49.0
Rural 33.1 27.1 15.8 327 18.6 32.7 37.6 18.0 45.7
Total 36.3 30.9 18.5 35.7 21.7 34.6 37.3 19.8 46.9
Source of Supply
Government Source 62 92 75 90 76 93 80 72 76
Private Medical Source 26 3 9 5 15 4 16 25 20
Private Non-Medical Source 10
Other and Unknown 1 5 17 6 9 3 4 3 4
Median Age at Marriage, Women 20-49 16 15 15 15 15 17 16 17 18
Median Age at First Birth 20 20 19 19 19 20 19 19 20
Immunization: Percent with 3 DTPs 58 30 34 44 29 56 52 31 64
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Figure B.1
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Figure B.2a. Total Fertility Rates Projected for India and Eight Selected States
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TECHNICAL APPENDIX FOR
PROJECTION METHODS

METHODOLOGY FOR PROJECTING FAMILY PLANNING USERS BY YEAR AND METHOD

1. Estimates and projections of TFR by
country are from the Population Divi-
sion of the United Nations' 1998 Assess-
ment. These five-year period rates are
linearly interpolated to produce single
year figures.

I. FOR MWRA
A. Total Prevalence

2. Contraceptive prevalence among
married women of reproductive age is
estimated from the TFR using the regres-
sion equation:

[1] regression-prevalence, = 97.7
-126x TFR,

Al. Surveyed Countries

3. For most countries, prevalence esti-
mates are available from surveys. These
estimates will not exactly match the es-
timates produced by the regression equa-
tion. An adjustment factor is calculated
that is equal to the survey-based preva-
lence estimate divided by the regression-
based estimate.

[2] AF = survey-prevalence,
Iregression-prevalence,

where s = year of most recent survey

4. Thisadjustment factor can be used to
adjust the regression estimate of preva-
lence to match the survey estimatein the
year of the survey. We cannot assume
that the adjustment will be the samein
the future. At low levels of prevalence, a
large variation across countries is ex-
pected. However, this variation should
narrow at higher levels of prevalence.
We assume that all countries will fall on
the regression line when TFR declinesto
2.0. The adjustment factor is modified to
reflect this, so that it changes linearly
from its original value in the year of the
most recent survey to 1.0 when TFR
reaches 2.0.

[3] AF =AF-(AF-1)x (TFR_-TFR)
/ (TFR_ - 2.0)

5. This factor is multiplied by the re-
gression estimate of prevalence to pro-
duce thefinal estimate, for each year, of
total prevalence among married women
of reproductive age.

[4] prevalence, = AF', x regression-
prevalence,

A2. Non-Surveyed Countries

For countries without surveys since
1980, no adjustment is applied. Preva-
lenceistaken just from itsrelation to the
UN TFR projection.

B. Prevalence by Method

6. Contraceptive prevalence by method
is estimated using a set of regression
equations that estimate method preva-
lence as a quadratic function of total
prevalence (p).

(A)

are:

(5]

For most countries, the equations

Pill prevalence = 0.4351 x p
-0.0037xpxp
[6] I1UD prevalence=0.0888 x p
+0.0011xpxp

[7] Vaginal prevalence = 0.0084 x p

+0.00005x px p
[8] Condom prevalence = -0.05998
X p+0.002437 xpxp
[9] Female sterilization prevalence
=0.11535 x p + 0.002829 x p x p
[10] Male sterilization prevalence
=-0.0239 x p + 0.000924 x p X p
[11] Injectable prevalence = 0.114535
Xp-0.00107xpxp
[12] Traditional prevalence =
0.322835 x p - 0.00267 x px p

(B) For Muslim countries a separate set
of equations was developed, since the
method mix in these countries differs
significantly from the other countries,
particularly in the use of sterilization.
For these countries the equations follow;
they omit the squared term in equations
5-12 sinceit did not add significantly to
the fit to the data.

[13] Pill prevalence =0.356 X p
[14] 1UD prevalence = 0.2500 x p
[15] Vaginal prevalence = 0.0089 x p
[16]

[17]

Condom prevalence = 0.0606 x p

Femal e sterilization prevalence
= 0.06956 x p

[18] Male sterilization prevalence

= 0.004642 X p

[19] Injectable prevalence = 0.06873

Xp

Traditional prevalence = 0.1530
Xp

(C) Neither of these models fits the sit-
uation in certain other countrieswell, so
their future method mixes were decided
by reference to their own exceptional
historical trends: Turkey for its high use
of traditional methods, Vietnham and
Egypt for their high use of the IUD, and
Thailand, Indonesia, South Africa, and
Kenya for their high use of the inject-
able.

[20]

7. For countries with no survey data,
the regression eguations shown in step 6
were used to estimate prevalence by
method. For countrieswith survey data,
we assumed that the method mix in each
country would start from the mix found
in the survey and change to the method
mix described by the regression equa-
tions by 2015. The method mix in the
years between the most recent survey
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C.2

and 2015 was estimated by linear inter-
polation between those two estimates.

8. The final estimates of prevalence by
method were derived by normalizing the
estimatesin step 7 to ensure that the sum
of prevalence for all methodsis equal to
the total prevalence (estimated in step
5).

9. #WRA Estimates and projections of
the number of women of reproductive
age were taken from the 1998 assess-
ment of the Population Division of the
United Nations. Linear interpolation was
used to calculate values for the years not
provided by the UN.

10. Estimates of the proportion of wom-
en 15-49 who are married were taken
from Levelsand Trendsin Contraceptive
Use as Assessed in 1994 (United Na-
tions, 1996) or from more recent DHS
surveys. The average value, 64.0%, was
used for countries without data.

11. #MWRA Married women of repro-
ductive age is calculated by multiplying
women of reproductive age by the pro-
portion married.

12. #USERS The number of users by
method is calculated by multiplying
method prevalence by the number of
MWRA.

13. The total number of contraceptive
usersis calculated by summing users for
all methods.

14. #COMMODITIES Commodity re-
guirements are cal culated according to
the following equations, as presented in
Stover et al. 1997:

[21] Pill cycles = pill usersx 15
[22] 1UDs=1UD users/ 3.5

[23] Vaginal tablets = Vaginal tablet
users x 120

[24] Condoms = condom users x 120

[25] *Female sterilizations = female
sterilization users/ 8 or 9 or 10
depending on the region

[26] *Male sterilizations = male
sterilization users/ 8 or 9 or 10
depending on the region

[27] Injections = injectable users x 4
II. FORALL WOMEN

15. For many countries, nearly all con-
traceptive users will be married. For
these countries there is no need to make
separate projections for all women. For
most countries where there are signifi-
cant numbers of contraceptive users who
are not married, survey data provide es-
timates of prevalence among all women.
Where survey datafor prevalence among
all women are available, we obtained the
number of all users by taking the ratio of
prevalence for all women to prevalence
for married women, and dividing that by
the percent married. The resulting ratio
was then multiplied by the number of
married users to yield the number of all
users. This was done for each method

separately.

Brazil’s 1986 and 1996 surveys covered
both married and unmarried women,
which gave baseline ratios of prevalence
by method. These were kept constant
through time because of Brazil’s high
total prevalence and unusual method
mix.

However, if the prevalence for a method
for married women was less than 3% in
the most recent survey, or if theratio (all

*For male and femal e sterilizations, es-
timates are only for the number of pro-
cedures performed annually, as a basis
for country calculations of the kits and
other supplies needed.

women:married women) for the method
was zero or not available (i.e., no data
for all women for that particular meth-
od), the ratio for total prevalence was
used for that method to calculate users
among all women. This was to protect
against large or unstable ratios at low
prevalence levels that would not accu-
rately reflect the relationship of married
users to all users in the projection to
2015.

16. For most countries without survey
data on prevalence among all women,
we could safely assume that they do not
have a significant number of unmarried
users. For these countries, the figuresfor
married users were used.

17. Seven countries, without survey
data for all women, were given special
treatment because they appear to have a
significant number of unmarried users.
These are Ethiopia, Malaysia, Panama,
Puerto Rico, South Africa, Thailand, and
Vietnam. For these seven countries, the
regional average of the ratio of total
prevalence for al women to total preva-
lence among married women was used
for each method. Number of usersfor all
women was then calculated as if the
country had survey datafor both married
women and all women (see step 15).

18. Once the number of users for each
method was estimated for all women,
commodities were calculated in the
same way as for married women.
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