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Family planning has become a normal part of marned ife for
a growing proportion of women in parts of the world where
contraception was virtually unknown only twenly years ago
The specihic level of contraceptive use and the tempo of is
change has become an avid interest of policymakers and
others concerned with the social and economic quiility of hfe

Most people interested in specific levels of contraceptive
use beheve that itis abuve all a humanitanan icsue In 1668
the United Nation's Teheran Confererce on Human Rights
athrmed that couples have a basic nght 1o decide on the
number and spacing of their children This was reaffirmed af
the 1971 World Population Conference in Bucharest where
many other population and family planning 1ssues wers hotly
debated In some Latin Amencan countnes one of the mamn
reasons for estabhistung family weltare programs that mclude
farmily planning services has been the larce nurmber of women
admited to hospitals because of ersantary illegal abortions
Higher fevels of contraceptive use could reduce unwanted
pregrancies and diminigh the ncidence of abortion Atfnican
leaders n Zaire Mab and other countnies have been con
cerned about the dangers of high fertilty rates to the health
ot women and chiddren In these countrigs family planring 1s
promoted as an integral part of successtul maternal anc child
health programs

For a couple. contraception means the freedom to plan
family stee and the tming of pregnancies For nations. an
merease N the proportion of couples using contraception
without changes i ather factors alfecting fertity reduces the
number of births Interestin the potential demographic rnpacl
o' amuly ptannmg s a direct result of the perception that the
 pid populaton growth charactenszing most developing coun-
tnes today frustrates therr efforts to unprove the ives of their
people But contraceptive use 1s not the only factor affeching
a country s birth rate The level of contracephive use cannot
simply be inferred from a birth rate because other vanables
most importantly. marnage pattems. breast-feeding habits
induced abortion. and mvoluntary stenhity. also have a direct
impact on fertility

The biological abiity to sire or bear children vanes botween
populatons High proportions of childless women ate common
n many Afncan countrnies and m other areas with widespread
malounshment and disease Carmeroon and Gabon have
birth rates lower than other sub-Saharan Afncan countries !
In Gabon there are an estimated 33 tirths per 1000 population n
dyear o Cameroon Central Alncan Republic and Equatonal Gainea
the rate s 42 These are low compared o rates of over 45 m the
remamdor of the saub Saharan Afnca Card Hauls 1981 World Popu-

lation Datir Sheet. Washington D C - Populaton Reference Bureau
1981



They appear to result from higher levels of sterility rather than
a conscious effort to limit births. As these areas develop it is
likely that fertility will increase. at least temporarily. as a resull
of improved health conditions.

The age at which women enter marriage or other relatively
stable sexual union.? the proportion who marry sometime dur-
ing their reproductive years. and the probability of them re-
maining married determines the proportion exposed to the risk
of pregnancy. The longer a woman i1s married during her re-
productive period (approximately ages 15-49) the more time
she has to bear children. Other factors being equal. one would
expect fertility to be higher in Bangladesh where the average
age of marriage is 16. than in Sri Lanka which has an average
age of marriage of 24.°

Breast-feeding can inhibit ovulation for many months after
childbirth, lowering the probabiiity of another pregnancy. In
some countries women nursing a child avoid or reduce the
frequency of sexual intercourse because of cultural taboos.

Another factor affecting fertility 1s abortion. Since abortion
isillegalin many countries itis difficult to determine accurately
its incidence. Even when the practice is legal. statistics are
not always compiled or circulated However. the abortion rate
is known to be high in several countries, contributing to birth
rates lower than would be expected from the level of contra-
ceptive use.

This report will not attempt to determine family planning's
effects on a country’'s birth rate. That would require reliable
information about many additionai factors. The purpose of this
paper. although narrower. s nonetheless important. It re-
sponds to the growing interest in contraceptive behavior around
the world and the need for descnptions of the patterns of use.

After briefly discussing sources of information and explain-
ing the term “contraceptive prevalence rate.” the report pre-
sents the most recent information available on overall levels
of contraceptive use. methods. and ages of married female
contraceptors around the world. The text will strive to identify
regularities in the patterns of behavicr of women in diverse
cultural and economic settings. but the primary goal is lo
supply the reader with an international compilation of data on
family planning practices.

Sources of Information on
Contraceptive Behavior

Estimates of the prevalence of contraceptive use can be based
on service statistics from family planning programs, tallies of
the supply of contraceptives sold or distributed. or surveys
on the family planning practices of the population. Until very
recently most of the information available for developing coun-
tries came from service statistics which originate from admin-
istrative records indicating the number of new clients. or “ac-

#"Marriage ought to be understood to imply most socially recognized
and relatively stabie scxnial unions, not Just those umions with formal
legal or relgious standing.” Jane S Durch, “Nuptiality Patterns in
Developiry éounmcs Implicazions for Fertiity.” Reports on the World
Fertilty Survey, No 1, Washington. D C Population Reference Bu-
reau, December, 1980 Th's broad meaning of the term is used
throughout this report

Actually. very young ages of marniage found in many Middle South
Asian countries are associated with high rates of adolescent sterility
causing fertility to be lower than would be expected Population Di-
vision, United Nations. "Selected factors aﬂectm? fertility and fertility
preferences in developing countries. Evidence from the first fifteen
WES countries " Paper presented at World Fertility Survey Conference,
London, July 7-11, 1980. Nevertheless, age at marriage is an important
determinant of fertility (See Durch, 1980.)

cepiors,” at family planning clinics. In order to convert the
number of acceplors to the number of current users, as-
sumptions are made about the average length of time accep-
tors will continue using each method. Statistics based on con-
traceptive supply must also lake into account these continuation
rates. Inaccurate assumptions will bias the results.

Sarvice stalistics can give a distorted view of the prevalence
of contraceptive use. Regardless of how the data are collected
itis difficult t . distinguish tetween clients or consumers who
are starling contraceptive use and those who are continuing
use. Scivice statislics are most likely to inflate the number of
acceptors.

Another serius problem with administrative sources of in-
formation is th4! they measure only the use of modern con-
traceptives, excluding methods such as withdrawal which. if
properly practiced, can be effective. Service statistics also
tend to measure ¢ -ly contraception by women who receive
supplies from gov. :nment or private programs. In many coun-
tries a large shair. of users receive supplies from other sources
such as smaller organizalions or commercial distributors. These
omissions give a downward bias to the derived prevalence
rate.

A more straightforward approach to measuring contracep-
tive practice is to ask a representative sample of individuals
about their family planning behavior. knowledge, and opinions
Unfortunately for the purposes of international comparison,
such data are not available for the majority of countries. Na-
tionwide surveys. particularly in developing countries, require
technical sophistication to design ana administer the ques-
tionnaire and select a sample that is nationally representative.

The number of countries that have conducted contraceptive
use surveys has increased dramatically in the past decade.
In 1965 demographer Parker Mauldin was able to report the
results of KAP (knowledge. attitude. and practice) surveys
from only 14 countries, and only six were from the less de-
veloped world.* Today, data based on surveys are available
for over 50 countries. This is undoubtedly a result of the height-
ened concerns about population growth and maternal and
child health as well as financial and technical assistance from
the United Nations' Fund for Population Activities (UNFPA),
United States Agency for International Cevelopment (USAID),
and similar agencies in other developed countries.

Some countries conduct national surveys as part of their
family planning or vital statistics efforts. In other countries the
contraceptive use surveys are administered by the govern-
ment in collaboration with international efforts. The two major
international programs are the World Fertility Survey (WFS)
and the Contraceptive Prevalence Studies (CPS).

The WFS project is direcled by the international Statistical
Institute in London. Through WFS, international assistance is
given to developing countries to design, conduct, and analyze
national fertility and family planning surveys. These have been
tailored to fit the specific needs of each country while main-
laining international comparability by using standard defini-
tions and questions. In developed countries surveys taken in
the late 1970s have been designed in cooperation with WFS
in order to improve international comparisons and make the
results more readily available.

The CPS program is conducted by Westinghouse Health
Systems, Inc. and the United States Center for Disease Control.
They have a narrower focus than the World Fertility Survey,
asking fewer questions, and concentrating on quickly col-

‘W Parker Mauldin, “Fertility Studies: Knowledge, Attitude, and Prac-
tice," Studies in Family Planning, June, 1965



lecting. tabulating, and disseminating information on the basic
parameters of fertility and contraceptlive use behavior. To-
gether. the WFS and CPS provide information for 34 countries.
and more resulls are anticipated in the near future.

To be sure, survey data can be only as accurate as the
information offered by the respondents. Contraceptive be-
havior 1s a personal matter and it 1s easy lo imagine women
being reluctant to discuss such in:imate aspects of their lives.
However, itis encouraging that interviewers from a wide variety
of settings express confidence that the women they ques-
tioned willingly gave frank and honest replies. Surveys are
also of imited accuracy because they are based on reports
from only a sample of eligible women. This produces a margin
of error surrounding the results

Despite the pciential shortcomings of surveys, under most
circurnstances this report uses survey data to describe the
levels and differences in contraceptive use because of their
advantages over service stalistics With surveys it 1s not nec-
essary to make assumptions about the length of contraceptive
use, and all contraceptive behavior is included. regardless of
the type of method or its source. Rates estimated from nrogram
statistics for the same year may vary because they employ
different estimates of the population base. With a represen-
lative sample. the base for the prevalence rate (all married
women in the reproductive ages) is derived directly from the
survey results.

When nationwide survey data are absent. service statistics
or tallies of contraceptive supplies have been used in the
report if they seem to provide a reasonable estimate of the
prevalence of tamily planning. In a few cases existing survey
data were not used because they gave resulls judged unrea-
sonable and contradicted by other evidence of contraceptive
use. When more than one data source is available, that which
is most recent and consistent with past trends is shown.

It should be kept in mind that all of the surveys were not
conducted under the same procedures. Methods of sampling
the population. questions on current contraceptive use. de-
sign. and overall objectives of the surveys vary considerably.
although the WFS and CPS have gone a long way towards
standardizing survey data. It is nol possible in this report to
assess the quality or the degree of comparability of each
survey. Therefere. caution should be used in interpreting dif-
ferences among two or more countries.

The Contraceptive Prevalence Rate

The contraceptive prevalence rate (the percentage of women
in a stable sexual union and of reproductive age who currently
are using any method of contraception) provides a “snapshot”
of the behavior of a population at the time of interview, or the
time specified in calculziions from service statistics. With sur-
vey data. the measure of current use is taken directly from
women's reports of their own behavior in the immediate past.
It reflects both the number of women who have ever used a
contraceptive method and the average length of time methods
are used. Two countries could have the same current contra-
ceptive use rate but different continuation rates that are offset
by complementary ever-use rates.

The preferred population base for the contraceptive prev-
alence rate is women in relatively stable sexual unions, in-
cluding, but not limited to, those legally married. Women in
consensual unions are included in the surveys of most Ca-
ribbean and Latin American countries and, increasingly, of the
more developed countries. In these areas significant propor-
tions of women in certain age groups exposed to the risk of

pregnancy are not legally married. However, in other cases
conlraceptive use surveys are reslricted to women who have
been legally married at least once. In those countries this
group represents the vast majority of women who are exposed
to the risk of pregnancy and it is feared that unmarried women
will be offended by questions about their contraceplive be-
havior.

An important discrepancy belween surveys is the age of
women interviewed. The majonty of surveys used in this report
selected women from the 15-49 age group. Yel. some had a
narrower age range. In countries where the average age of
marriage is high, marned women under age 18 or 20 may be
too rare lo include in a survey. Similarly, older women often
are excluded in countries with low fertility and widespread use
of contraception. since births to women over age 39 are in-
frequent and births to women over age 44 exceedingly rare.
Even in high fertility countries few women over age 44 give
birth, and some surveys omit this group. A bias occurs when
comparing prevalence rates based on different age groups
because contraceptive use rates are lowest for the youngest
and oldest ages. A narrower age range will inflate the pro-
portion of contraceptive users.

The proportion of married women using contraception varies
tremendously from country to country. Table 1 shows recent
prevalence rates for ali countries which have reliable esti-
mates The type of data source, the reference year, and the
women's age group are listed. Whenever the secondary sources
provide sufficientinformation, the prevalence rate is given only
for women aged 15-44 to enhance comparability

Recorded contraceptive prevalence rates range from 81
percent in Belgium to 2 percent in Nepal. Rugional tendencies
can be observed if a prevalence rate is given in broad cat-
egories: very low, if less than 15 percent of married women
use contraception; /fow, if the proportion is 15-39 percent;
moderate, if it is 40-59 percent; and high, if the contraceplive
prevalence rate is over 60. With lew exceptions, European
countries and more developed countries outside of Europe
have high prevalence rates and Alrican countries have very
low rates. But grouping the countries by geographic region
does nol completely explain the variation. Asia and Latin
American countries display remarkable differences in contra-
ceplive practices.The range is even more pronounced when
one considers the best "guess-timate” for countries without
data.

In the four Southwest Asian countries in Table 1. the con-
traceptive use level ranges from low to moderate. Of the coun-
tries not listed, lower levels of use probably exist in Saudi
Arabia and the smaller countries on its southern border. Higher
levels are likely in Cyprus and Israel. Middle South Asia, the
poorest region in the continent, has ic v or very low prevalence
rates.

Southeast Asian countries (except for Singapore) shown in
Table 1 have moderate levels of family planning practice.
Those that are not included, such as Vietnam, Laos, Cam-
bodia, and Burma, are unlikely to have rales which are as
high, but reliable information on these countries is not avail-
able. Singapore, which has attained a relatively high level of
economic development, resembles the prosperous East Asian
countries of Hong Kong, Japan, and Taiwan. All have a high
proportion of married couples using contraception. South Ko-
rea has a lower level of use, but its rate has been increasing
rapidly in recent years and it is not improbable that in the
future Korean women will be practicing family planning to the
same gxtent as women in neighboring countries.

There is some evidence that the prevalence rate in the Peo-
ple's Republic of China is quite high. This comes from surveys



Table 1 Description of Source of Contraceptive Use Prevalence Data and Contraceptive Use
Prevalence Rate for Selected Countries

Percent of Women

Region Reproductive
and Type o{ Age Group of Age Using Any
Country Source Respondents Year? Contraceptive
NORTHERN AFRICA
Egypt Survey — 1978 20
Morocco Service Stat, 15-49 1974 7
Tunisia Service Stat. 15-44 1977 17
SUB-SAHARAN AFRICA
Ghana Service Stat. 1644 1978 4
Kenya WFS 1544 1977-78 7
Mauritius Survey 1649 1975 50
SOUTHWEST ASIA
Jordan WFS 15-44 1976 23
Lebanon Survey 16-49 1971 53
Syria Survey 1549 1973 23
Turkey WFS 15-44 1978 40
MIDDLE SOUTH ASIA
Afghanistan Survey 1549 197273 2
Bangladesh WFS 1544 1976 8
India Service Stat. 15-44 1977-78 24
Nepal WFS 1544 1976 2
Pakistan WFS 1544 1975 5
Sri Lanka WFS 1544 1976 33
SOUTHEAST ASIA
Indonesia WFS 1544 1976 28
Malaysia WFS 1544 1976 36
Philippines WFS 1544 1978 38
Singapore Survey 1544 1977 71
Thailand CPS 1544 1978 53
EAST ASIA
Hong Kong WFS 1544 1977 77
Japan WFS 1544 1974 68
Korea, Rep. of CPS 1544 1979 54
Taiwan Survey 1544 1977 65
NORTH AMERICA
United States WFS 1544 1976 68
MIDDLE AMERICA/CARIBBEAN
Barbados Survey 1549 1971 64
Costa Rica CPS 1544 1978 65
Dominican Republic WEFS 15-44 1975 33
El Salvador CPS 15-44 1978 34
Guadeloupe WEFS 15-49 1976 44
Guatemala CPS 1544 1978 18
Haiti Service Stat. 15-44 1976 5
Honduras Service Stat. 1549 1976 12
Jamaica WFS 1544 1975-76 41
Martinique WFS 1549 1976 51
Mexico CPS 15-44 1978 42
Panama CPS 15-44 1979 61
Puerto Rico Survey 15-44 1974 62
Trinidad & Tobago Survey 1544 1970 44

in Union in



Percent of Women
in Union in

Region Reproductive
and Type o Age Group of Age Using Any
Country Source Respondents Year? Contraceptive
SOUTH AMERICA
Chile Service Stat. 1544 1978 43
Colombia CPS 1544 1978 49
Ecuador Service Stat. 1544 1975 6
Guyana WEFS 1544 1975 32
Paraguay CPS 15-44 1977 24
Peru WEFS 1544 1977-78 34
Venezuela WEFS 15-44 1977 44
NORTHERN EUROPE
Denmark WFS 18-44 1975 76
Finland Survey 18-64 1971 77
Ireland Survey 1544 1973 60
Norway WFS 1844 1977 71
United Kingdom WFS 1649 1976 75
WESTERN EUROPE
Belgium WEFS 1644 1975-76 81
France WEFS 2044 1978 79
Netherlands WEFS 20-44 1975 70
EASTERN EUROPE
Czechoslovakia Survey 15-49 1970 66
Hungary WFS 15-39 1977 73
Poland Survey 15-49 1972 57
Romania WFS 1549 1978 57
SOUTHERN EUROPE
Spain WEFS 1544 1977 51
Yugoslavia Survey 15-49 1970 59
OCEANIA
Australia Survey 1544 1971 67
Fiji WFS 1544 1974 4
! The following terms are used to describe the source of the contraceptive use prevalence rate:
CPS: Contraceptive Prevalence Survey conducted by the Westinghouse Health System, Columbia, Maryland or the U.S. Center

for Disease Control, Atlanta, Georgia.

Service Stat.: Program statistics based on number of acceptors or amount of supplies distributed and assumptions about discontinuation

rates.

Survey: A nationwide survey conducted by the national government or an independent organization, but not related to CPS or
WFS.
WFS: Survey sponsored directly by the World Fertility Survey project, London. In .he case of developed countries the nature of

the survey, although conducted in cooperation with WFS, varies considerably to reflect the interest and needs of the

executing agency.

2 The year refers to the time the interviews were conducted or the reference point.



of workers in factories or in isolated cities, as well as official
figures from family planning associations in several provinces.
Unfortunately. these estimates are too fragmented to use. Since
evidence on the birth rate, incidence of abortion, and marriage
patlerns is still subject to some question. the contraceptive
prevalence estimates cannot be evaluated.

Latin American countries maintain their diversity even within
broad regional categories. Several countries in the Middle
America-Caribbean region have high levels of contraceptive
use (Costa Rica. Panama. and Puerto Rico). The majorily are
inthe moderate range; yet, some. such as Haiti, the Dominican
Republic, Guatemala. and Honduras. have remained low or
very low.

Data on South American countries indicate low to moderate
levels of family planning. Ecuador’s very low prevalence rate
1S an exception. and it can be assumed that Bolivia has a
similar level. The low fertility rates of Argentina. Chile, and
Uruguay suggest that the level of contraceptive use is high
In companson to other Latin American countries. But. reports
of high incidence of abortion may mean that faniily planning
1s less common than would be expected This appears to be
the case in Chile. where the estimated prevalence rate (based
on lhe sug 2ly of contraceptives in the country) is 43 percent
and the cri.7e birth rate is 21 births per 1,000 persons. Other
countries v.ith birth rates in the low 20s have contraceptive
prevalence rates of about 60.

Rehable estimates are not available for most of sub-Saharan
Afnca. but contraceptive use can be assumed to be very low.
Observations and studies by ¢ecmographers such as John C.
Caldwell of the Australian National University® suggest thal
few countries would achieve rates higher than one percent
during the 1970s

Surveys have been taken in Afnica. but they tend to be
confined to particular villages or regions of cities. Even when
nationally representative samples have been used. published
results discuss attitudes toward contraceptive use. awareness
of methods. and ever-use of specific methods rather than
levels of current use which are frequently too low to be useful
for analysis. Only Egypt. Kenya. and Mauntius have preva-
lence rales based on surveys.

Yet many African governments. once ambwvalent or formally
opposed to fertility control. are now more receptive to family
planning. either as a component of their economic develop-
ment policy or as an integral part of maternal and child health
programs. As family planning becomes more widespread. and
awareness and interest grow among people and governments.
more service and survey data should become available. Efforts
are already well underway for surveys in 11 African countries
under the auspices of the World Fertility Survey and results
will be available in the near future.

The North African countries listed have contraceplive use
rates which are higher than "hiose found in the rest of Alfrica,
and more closely resemble patterns in Southwesl Asia. The
island country of Mauritius has achieved a moderate level of
use.

The highest prevalence rates in the world are found in North-
ern and Weslern Europe and in the developed nations of Aus-
tralia and the United Stales (although several Asian and Latin
American countries have also achieved high rates). More
moderate levels of use are found in Southern Europe. parts
of Eastern Europe and Ireland.

*John C. Caldwell. “Fertility Contrbl" in Johir C. Caldwell, ed.. Popu-
lation Growth and Soctoeconomic Change in West Afnica, New York.

7

Columbia University Press for the Population Council, 1975, pp. 58-
9

As a United Nations' study of fertility and family planning
in developed countries concluded. among countries with high
rates, differences in contraceptive prevalence are relatively
uninteresting.® They reflect variations in the exposure to the
risk of pregnancy through marriage patterns and fecundity,
rather than resistance o the use of contraceptives. Any rate
from approximately 65 to 80 percent seems to represent a
saturation level at which virtually all married women who may
need contraception are using a method.

In developed countries women on average desire small
families. This means that through most of their childbearing
years they want to avoid pregnancy. [n the developing worla
family size norms vary and within countries can change over
time, but in most of the countries women want more children
than is common in develope:d countries. Although these women
may plan their families as effectively. ~t any one ime they are
less likely to be active contraceptive users: this lowers the
saturation level. However, the level can change and over time
should rise.

Method Mix

Although the contraceptive prevalence rate describes the overall
family planning practices of married women in a country, de-
tails about the specilic methods women reiy on can sharpen
the view of contraceptive behavior. Methods of contraception
often are grouped into three broad categories: traditiona!, sur-
gical sterilization, and modern reversible methods.

Traditional methods are those which do not require chemical
or mechanical supplies. The most common are rhythm, with-
drawal, and abstinence. but in some areas folk methods may
be important. Even though withdrawal and abstinence are
such elementary techniques to avoid pregnancy. an analysis
of the prevalence of each type of contraceptive method will
show that traditional methods are not necessanly the ones
used most frequently.

Surgical sterilization 1s the only method which. in practice,
is irreversible and virtually 100 percent effective. Since there
are both male and female sterilization procedures. if awoman's
partner has been sterilized she is recorded as being protected
by sterilization. The popularity of sterlization has grown in
recent decades partly due to the development of safer and
simpler operating procedures. Not only is sterilization more
altractive to potential patients, but the improvements have
made it possible for programs to expand their services. When-
ever the data permit only the women (and their husbands)
who were sterilized for family planning purposes and not for
other medical reasons are included as contraceptors.

Madern reversible methods encompass a wide variety of
contraceptive techniques. Oral contraceptives, developed in
the 1950s. revolutionized family planning by providing an ef-
fective, easy-to-use. coitus-independent form of birth control,
although the method is not completely free of side effects. The
modern IUD was significantly improved shortly thereatter. Other
effective methods such as condoms, diaphragms. and spermi-
cides are still used with exrellent resulls by many women;
however, it is thought that their interference with the sexual
act dampens their potential popularity. Hormone-based in-
jectable contraceptives are used in some countries. In this

®*Deparliment of Economic and Social Alfairs, Fertilty and Farnily Plan-
ning in Europe around 1970: A Comparative Study of Twelve National
Surveys, Population Studies No 58, United Nations' New York. 1976.



report injectables are included in the "other modern methods”
category.

Table 2 displays the percent of all contraceptive users re-
lying on e ch of the five types of methods. This makes it easy
to compare the use of each mthod across boundaries. The
total contraceptive prevaler ce rate is provided so tat the
reader can calculate the praportion of married women who
use each type of method.

Among contraceptive users around the world. the oral con-
traceptive is the most common method. At least 20 percent
of current users rely on the pill in the great majority of countries
shown. However. beyond this. few global generalizations can
be made. The mix of methods used in individual countries will
be discussed in a regional context. The summary will remark
on some of the forces shaping the method mix.

Africa

In general, the statistics in Table 2 must be studied with cau-
tion. For axample. Ghana, Tunisia, and Morocco data are from
service statistics. which do not measure traditional methods.
This overstates the relative use of modern methods. and. in
Alrica. produces a serious bias in a study of contraceptive
behavior. Anthropological and demographic work has ern-
phasized the important role of abstinence. prolonged breast-
feeding. and other traditional methods in spacing births. Sur-
vey data from Kenya and Mauntius show 40 and 30 percent
of contraceptive users. respectively. rely on traditional meth-
ods.

Despite the bias. 1t is clear that there 1s substantial reliance
on orals among users in North and sub-Saharan Africa. How-
ever. a considerable proportion of users in Tunisia and Mo-
rocco rely on the IUD. and Ghana has an unusually high per-
centage of condom users. Surgical sterilization i1s rare throughout
the continent. with the exception of Tunisia: but. since the
prevalence of contraceptive use 1s low. very few married women
in Tunisia are steriizea. Twenty-eight percent of all current
users in Tunisia have been sterilized. but that amounts to onty
5 5 percent of the married women of reproductive age.

Asia

South Asia is characlerized by a relatively low proportion of
users relying on the pill and a high proportion surgically ster-
ihizec. Nepal and India are extreme cases. Although the Nepal
data are subject to question because of the small number of
current users who were mterviewed, the information on India,
based on program statislics, 1s confirmed by surveys taken
in the early 1970s that show only a small proportion of users
relying on tradtional methods. The most striking aspect of
India’s method mix i1s the predominance of sterihzation. Oral
contraceptives have never been introduced in India's national
family planning program, and efforts to promote the 1UD have
not been successful. Condoms have been distributed free and
through commercial outlets since the late 1960s.

Bangladesh has a more typical method mix. Over 30 percent
of users are on the piil, but approximately equal numbers rely
on traditional methods. Sterilization is relatively infrequent. Sri
Lanka has the highest contraceptive prevalence rate in tF:
region, but in many respects it resembles its neighbors: pilt
use is low and 30 percent of current users are sterilized.
Rhvthm (25.3 percent) and abstinence (11.1 percent) are also
quite common.

Sterilization is not used extensively in the four Southwest
Asian countries shown in Table 2. In Lebanon and Syria with-

drawal and rhythm are popular methods. The pill is the choice
of at least half of the users in Aignanistan, Syria, and 'urdan
and 20 percent in Lebanon.

Sterilization is quite common in Fiji, Souih Korea, and Sing-
apore and is used by 20 percent or more of the contraceptors
in Taiwan and Hong Kong. It is less common in the Southeast
and East Asian countries with the loweslt prevalence rates:
Indonesia, Malaysia and the Philippines.

More than fifteen percent cf women who practice family
planning rely on condoms in Singapore (29 5 percent), Taiwan
(18.5 percent). and Hong Kong (17.8 percent). accounting for
most of the “other modern” methods used. Oral contraceptives
are taken by at least half of the women who use contraception
in Indonesia and Malaysia. but they are considerably less
important in the other countries. The IUD is extremely popular
in Taiwan and as pcpular as the pill in South Korea. Fifty
percent of users in the Philippines rely on traditional methods,
the highest proportion in the region.

Latin America

Latin America contains another mosaic of widely varying method
mixes. Sterilization is the most common technique in Panama,
a country with one of the highest prevalence rates, and in =l
Salvador. with one of the lowest rates in the region. The prc.-
portion of contraceptive users relying on orals tends to fall
between 30 and 40 percent. but it 1s higher in Paraguay and
lower in Peru.

Peru is the only Latin American country shigwn in Table 2
where women rely mainly on traditional methods. Another de-
viation is the high dependence on 1UDs in countries as diverse
as Ecuador and Venezuela.

Like thewr neignbors in Latin America. Caribbean countries
exhibit a moderately high use of oral contraceptives. Sterili-
zation 1s frequently used in Puerto Rico and the Dominican
Republic. In the other three countries. Barbados, Jamaica,
and Trinidad and Tobago. condom use is prevalent. Traditional
methods and tUDs are used almost equally across each of
the five countries.

More Developed Countries

The wide differences in the methods used to contro! fertility
by women in developed countries reinforces the conviction
that there are no simple generalizations about method mix.
The more developed countries, with few exceptions. have high
rates of contraceptive use. Only in Spain and ireland was the
government aclively limiting the availability of contraceptives
al the time of the survey, and even in those countries the
majority of women were alfluent enough to obtain supplies
from the private sector. Yet. traditional methods— predomi-
nately withdrawal—are used by more than 50 percent of cou-
ples practicing contraception in Czechoslovakia. Ireland, Po-
land, Romania, Spain, and Yugnslavia. These countries also
have the lowest prevalence rates among developed countries
and a low reliance on oral contraceptives.

More importantly, in Australia, Belgium, France, and Hun-
gary, which have nearly universal contraceplive use, 30 per-
cent or more of the users rely on traditional methods. On the
other hand, withdrawal and rhythm are relatively rare in Den-
mark, the Netherlands, and the United States. The Netherlands
has an unusually high proportion of IUD users. Sterilization is
particularly popular in the United States.



Table 2 Percent of Current Contraceptors Using Each Method and the Total Contraceptive
Prevalence Rate for Women in Union in the Reproductive Ages, for Selected Countries'

Percent of Contraceptors Using:

Region Other Modern , Cuntraceptive
and Reversible Prevalence
Country Pill IUD Method Traditional Sterilization Rate
NORTHERN AFRICA
Egypt 84.0 8.7 15 5.6 — 20
Morocco 58.2 37.3 45 - — 7
Tunisia 282 368 34 - 31.6 17
SUB-SAHARAN AFRICA
Ghana 54.5 9.1 36.4 - — 4
Kenya 300 10.0 10.0 40.0 10.0 7
Mauritius 45.7 4.3 15.2 326 2.2 50
SOUTHWEST ASIA
Jordan 50.3 9.6 6.9 25.6 7.6 23
Lebanon 208 189 1.3 45.2 3.8 53
Syria 50.9 — 14.0 355 — 23
Turkey 16.1 7.9 9.5 64.7 1.6 40
MIDDLE SOUTH ASIA
Afghanistan 60.0 10.0 30.0 - — 2
Bangladesh 35.8 6.2 141 371 9.9 8
India - 4.1 12.3 - 83.6 24
Nepal 17.4 - 8.7 - 69.6 2
Pakistan 21.6 11.8 25.5 27.6 16.7 5
Sri Lanka 5.1 15.9 8.7 39.0 30.6 33
SOUTHEAST ASIA
Indonesia 56.7 209 94 12.6 0.4 28
Malaysia 50.8 2.2 9.5 27.0 10.6 36
Philippines 12.8 6.4 11.0 55.1 144 38
Singapore 23.7 4.3 425 - 295 71
Thailand 41.0 7.5 12.9 7.7 30.9 53
EAST ASIA
Hong Kong 36.1 3.2 26.5 1.2 22.8 77
Korea, Rep. of 132 176 10.8 20.9 37.4 54
Taiwan 123  49.2 18.5 - 20.0 65
NORTH AMERICA
United States 329 9.0 20.6 9.0 285 68
MIDDLE AMERICA/CARIBBEAN
Barbados 278 108 39.8 7.6 14.0 64
Costa Rica 38.8 7.3 19.2 13.7 21.0 65
Dominican Republic 26.0 9.3 1.7 15.8 37.2 33
El Salvador 25.3 9.6 4.4 8.4 52.3 34
Guadeloupe 22.2 7.8 14.2 295 26.3 44
Guatemala 29.8 7.2 13.3 14.4 35.4 18
Jamaica 32.0 49 384 5.4 19.4 1
Martinique 33.7 5.1 14.2 24.2 22.8 51
Mexico 374 16.7 10.2 20.7 18.2 42
Panama 311 6.6 6.6 6.5 49.2 61
Puerto Rico 32.7 59 4.7 10.0 46.6 61
Trinidad & Tobago 38.6 6.8 31.8 18.2 45 44



Region
and
Country

SOUTH AMERICA

Colombia
Guyana
Ecuador
Paraguay
Peru
Venezuela

NORTHERN EUROPE

Denmark
Finland

Ireland
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United Kingdom
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Belgium

France
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Pill
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30.7
36.5
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57

51
59

67
4

1See the text for an explanation of the groupings of contraceptive methods, Table 1 describes the sources from which the data are derived.



Method Mix Summary

Although a fzw generalizations could be drawn about the prev-
alence of s pecific contraceptive methods within regions, Table
2 gives the impression of a myriad of combinations. Even
countries that have the same level of contraceptive use have
very different method mixes

The proportion of women using each method 1s a product
of the supply of different methods and the demand by couples
to use them Tlis 1s also true of the level of tolal contraceptive
use. but. since traditional methods do not require the purchase
of supplies and therefore are “free” to each couple. public
programs cannot totally influence the practice of contracep-
tion. On the other hand. programs can alter the supply of
specific modern methods.

In effect. a country’'s method mix may be a result of the
explicitor implcit policy of the government and other providers
of contraceptives. The Republic of Korea i1s an example of the
influential role of governiment policy. During the 1960s Korea's
family planning policy promoted the use of IUDs by rural womein
through puolic programs. Oral contraceptives were not dis-
Inbuted by the program unti 1968 wher. it was decided that
alternative methods were necessary for some women. How-
ever. lUDs continued to be the government's preferred method
until 1976. when dissatistaction with high discontinuation rates
and the discovery that 85 percent of couples practicing con-
traception did so to terminate childbearing. led to a policy
decision to promole surgical sterthzation

Surveys taken dunng Korea's IUD promotion campaign in-
dicate that while the me*hod was not substantially more pop-
ular than orals. it had at least an equal number of users. As
Table 2 shows. this 1s an unusual method mix since oral con-
traceptives are normally much more prevalent than IUDs. The
increase n stenlization was even more dramatic. In 1966 on'y
2 percent of married couples of reproductive age had been
sterilized for contraceptive reasons. This had risen to only 11
percent by the time the government decided to encourage
sterilization 1n 1976. Three years later sterihzation was used
by 23 percent of married women and 42 percent of all con-
traceptive users

The Iiterature also suggests that women with diffe.unt cul-
tural backgrounds do not have the same preferences for con-
traceptive methods, resulting in different method mixes. In a
recent study. family planning clinic patients in India, Korea,
the Philippines. and Turkey were given identical. balanced
presentations on the adventages and disadvantages of the
pill. the lUD. and the injectanie contraceptive. "Depo-Provera.”
and encouraged lo cha. ;¢ the best method for themselves.”
The women's choices varied considerably: for example, 9
percent of the women in India chose Depo-Provera. but it was
preferred by 60 percent of the women in the Philippines.

In Indonesia, societal attitudes have contributed to the IUD's
popularity in Bali but not in Java.? Balinese women, predom-
inately Hindu, are accustomed to males aiding in childb.rth,
but the Muslim women of Java have female birth attendants,
SO are hesitant to have male doctors insert an [UD.

"World Health Organization Task Force on Psychosocial Research in
Family Planning and Task Force on Service Research in Family Plan-
ning. “"User Preference for Contraceptive Methods in Indra. Korea, the
Philippines. and Turkey,” Studies i Family Planning (Sept /Oct , 1980),
pp 267-273

*Terence H Hull, Valerie J. Hull and Masri Singarimbin. “Indonesia’s
Family Planning Story: Success and Challenge.” Population Bulletin
Vol. 32. No 6 (1977). pp. 19-22
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Age-specific Rates

Age-specific rates of contraceptive use are important because
of their relation to fertility. In the absence of conscious con-
traceptive activity, fertility (often called natural fertility) can vary
considerably bacause of other important factors such as mar-
riage patterns, the biological ability to bear children, and the
average length of breast-feeding. But the age pattern of natural
fertility is constant because of bioiogical constraints The ca-
pacity to conceive and bear children normally follows men-
arche (about age 12-15). attans a broad maximum by age
20, falls shightly by age 30. and then dechines at an accelerated
pace alter age 35 Only a very small minonty of women can
bear children after age 50

Because fecundity declines with age. family planning can
have the greatest impact on a population’s birth rate when it
Is practiced by women with the highest potential fertility. This
can be demonstrated by a model of natural fertiity developed
by statistician and demographer Louis Henry.? If one thousand
women aged 20-24 and another thousand women aged 30-
34 accept a 100 percent effective cortraceptive and use it
correctly for two years the younger women would avert 440
births in the second year. The older women would avert only
370 births. or 16 percant fewer than the younger women. Under
the same circumstar.ces women aged 35-39 would avert 300
births, 37 percent fewer births than the youngest age group.

The percent of married women using contraception in each
age group 1s shown in Figure 1 Although no two countries
have the same contraceptive use curve, two general patterns
emerge. The more common shape. resembling an inverted
U. indicales that the proportion ot users is lowest in the young-
est and oldest ages. A llatler slope illustrales contraceptive
use in many of the more developed countries. where young
married women are more likely to practice contraception than
in developing countries. The rates in the United States. Den-
mark, France, Belgium. and. to a lesser extent. Australia. peak
in the middle age groups and then decline. but the slope of
the rise and fall 1s gradual. Since women over 45 years old
were not interviewed in many of the more developed countries,
the extent of the decline in contraceptive use among older
womenis not known. Pakistan, Kenya. Bangladesh, and Nepal
have flalter curves than some of the European countries only
because contraceptive use is uniformly low in all age groups.

The age-specific curves vary a great deal. bul the reasons
behind this are not easy to id~ntify Not all European countries
have ihe flalter shape: Ireland's use rale peaks very sharply
inthe 30-54 year age group: and Spain's curve declines rapidly
in the older ages. although the rates for younger married
women are quite similar to the peak rate. Nor do all countries
with high prevalence rates have the flatter curve Japan, with
a contraceptive prevalence level of 68 percent, Costa Rica
with 66 percent. and Panama with 61 percent all have pro-
nounced inverted U shaped curves.

In the majonty of countries shown, the proportion of married
women using contraception increases with age untit 30-34 or
35-39. It would seem that in these countries many women
choose to use contraception oniy after they have had time to
bear several children. They practice famuly planning when they
want to postpone a birth or to terminate childbearing. The
specific motivation for using contraception---spacing or lim-
iting births---is not as important as the timing of the decision.
Countries as different as Japan. Ireland. Peru. and Sri Lanka

*Numerical example from Dorothy L Nortman, “Slenlization and the
Birth Rate.” Studies in Farnily Planning (Sept /Oct 1980). pp 286-300



Figure 1 Age-Specific Contraceptive Use Rates for Selected Countries'
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have essentially the same pattern of age-specific use. In coun-
tries with a flatter curve. contraception 1s chosen at an earler
age by women who have been marncd for less tume and have
fewer children. This implies a very different subjective ap-
proach to family planning. transcending the prevalence of
contraceptive use. the program effort. and socioeconomic
conditions

The decline m contraceptive use among older women has
two possible explanatons First. the likelthood of pregnancy
declines with age. When a woman s convinced that she s
stente. she will not use a contraceptive The older the age
group. the higher the proportion of women who believe that
they are unable to conceive In countries with a high level of
use and a flat curve. a substantal percentage of women will
have used contraception for most of their marned lives and
may be unaware of increasing infecundity Rates ot use there-
fore would be expected to dechne less rapidly Second. in
areas where family planning 1s still a rew idea. older women
may be the most resistant to change For example in Span
younger women appear to behave much ke women of similar
age in other European countnes. yet olaer women have much
lower use rates In countries where contraception has a well
estabhished place in marttal relations. there should be no dif-
ferences inthe attitudes of specific age groups and prevalence
rates will be less likely to decline among older women. But
this explanation 1s not universal In Japan. despite a long
history of birth mitation. the age-specific use pattern declines
steeply m the older ages

Imagine two countries that are identical m aspects which
directly influence fertiity (marnage patterns as well as level
and types of contraceptives uscd). but with different age-spe-
cthc use rate curves. The population with the inverted U shape
curve would be expected to have higher fertility than the pop-
ulation with a flatter curve. In the former. women with the
highest potential fertility have a lower prevalence of contra-
ceptive use. so fewer births are averted.

Median Age of Contraceptors

The family planning needs of women at different ages are
reflected in their choice of specific methods. Table 3 presents
the median age of users of each of the five types of contra-
ceptive methods discussed carlier. It also gives the median
age of all married women in the sample and of users of any
method.

A median age is the age that divides a group in half, with
half older than that age and hall younger. Those shown in
Table 3 are derived from published reports giving the distri-
bution of women in five or ten year age groups. Because data
were not available by single years of age the median age
should be taken as only a rough indicator of the average ace
of the women. But when comparing two groups it generally
can be assumed that the women in the group with the higher
median age are. on average, older. This report does not show
the age-specific use rates for each of the categories of women
because in many incidences the estimate would have been
based on too few women 1o be reliable

In countries where most women marry young. the median
age of married wamen 1s low It is high in countrics with a lale
age at hrst marnage. The median age is also affected by the
relalive proportion of women in each age group due to pasl
fertility. In Table 3 it ranges from a low in Bangladesh of 26.2
years to a high in Hong Kong and Spain of 35.8 years.
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in order to sludy the age patterns of use by method. the
median age of users of all methods and each type of method
should be compared to the median age of all marned women
n the childbeanng ages in the same country Comparisons
of the average age of users should not be made between
countnies because they are confounded by the countnes’ dif-
ferences in age structure and marnage pattems

(n almost all countries the median age of users 1s virtually
the sami cr higher than e median age of all marned woimen
This 1s consistent with the observation that typically. use rates
are lower among young married women. and peak only i the
30-34 or 35-39 year age groups. Inmaost countnes the majority
of women aged 25-29 are in stable unions

The users are younger than all mamed women m Peru
Belgium. Ireland. Spam. and the United Kingdom  Thus s due
o a combination of high use rates for women under age 30
and a dechine mthe use of contraceptives among older women
at a more rapid rate than the fall in the proportion who are
marned

Inevery country except Peru IUD users are older than women
who rely on the pill. even though both methods are sinilar in
that they are highly effective, coitus-independent, and re-
versible Aside from the medical nisks associated with pill use
among older women a woman who has carrnied a child fuliterm
experiences less discomfort with an 1UD than one who has
never been pregnant. Women who are unsure whether they
want contraception or desire it for only a short time would be
attracted to the pillbecause the method can be stopped easily.
while the IUD user must have the assistance of a physician
or trained medical worker. IUDR users have been found to have
alonger average span of use than women on the pill. A sampile
of current IUD users has a larger proportion of women who
started longer ago than a comparable sample of women taking
oral contraceptives. and this would tend to increase the av-
erage age of 1UD users

Another consistent finding in Table 3 s the high median age
of women who rely on surgical sterilization for protection against
pregnancy. In every country shown the median age of those
using sterihzation 1s hugher than for all users and all marnied
women. The median age 1s generally higher for the sternhized
group than for any other method group in the country. It 1s not
surprising that stenhization - virtually 100 percent effective.
permanent, and relatively free of side effects. appeals to
older women. However, part of the reason for the high median
age 1s that women who were stenlized in the past are nol
withdrawn from the group of current users until they are no
longer of reproductive age or are widowed, divorced. or sep-
arated.

Women who use modern methods other than the pill and
IUD are not consistently younger or older than all marrnied
women or all users. Most of these users rely on the condom
and its appeal to women of specific ages seems to vary by
the local conditions in each country. On the other hand, women
who use tradiional methods have a higher median age than
the sample of rmarned women, and in twenty one developed
and developing countries therr median age is higher than that
of women relying on the 1UD.

It is not clear whv traditonal methods are chosen by older
women. Withdrawal and rhythim are less reliable than the well-
known modern methods; but their use entals no supply prob-
lems, no health side effects, but ther use entals and can be
discontinued at any tunc. if L1 true that younger wormen are
less commutied to contraception or use it for spacing births,
one would expect traditional methods to be the choice of the
young. While a detailed analysis cannol be attempted here
of why women of certain ages use rhythm, withdrawal, and



Table 3 Median Age of Women in Union in the Reproductive Ages and the Median of Users by
Method for Selected Countries, 1970-1980'

Median Age of Women in the Reproductive Age

Women Using Women
Women Women Other Women Protected
Region All Using Using Women Modern Using by
and Women Any the Using Reversible Traditional Sterili-
Country in Union  Method Pill IUD Methods Methods zation
ASIA
Bangladesh 26.8 29.8 28.8 36.9 24.8 29.3 36.0
Fiji 31.3 325 29.5 31.7 28.0 30.8 36.6
Hong Kong 35.8 35.7 29.8 40.8 36.4 38.2 38.8
Indonesia 311 31.0 29.5 33.3 32.7 32.7 -
Jordan 31.2 33.3 31.6 33.2 34.8 333 39.56
Korea, Rep. of 33.8 35.3 33.7 36.3 33.0 36.2 35.3
Malaysia 33.2 32.6 20.8 338 33.4 34.1 38.3
Nepal 28.7 334 — - — — -
Pakistan 30.2 35.56 335 36.2 31.8 36.8 40.8
Phitippines 33.7 33.7 31.1 33.8 325 33.9 35.4
Sri Lanka 334 34.1 30.6 3156 30.9 34.9 35.7
Thailand 32.6 32.8 30.4 36.3 30.8 314 35.7
Turkey 31.3 32.2 29.7 29.8 339 40.9 -
LATIN AMERICA
Colombia 31.6 32.2 28.3 33.0 31.7 34.1 37.8
Costa Rica 30.9 31.4 26. 325 31.0 334 38.3
Dominican Repubic 29.9 30.9 26.9 30.8 30.8 31.8 344
El Salvador 30.2 30.3 27.7 336 — 325 33.0
Guatemala 29.7 32.9 28.6 — — 324 35.1
Guyana 29.9 31.6 28.3 29.8 30.7 29.7 38.5
Jamaica 30.2 30.1 27.7 35.3 26.9 31.8 38.5
Mexico 30.3 30.0 274 28.3 29.6 315 35.1
Panama 29.9 31.6 26.6 — — 29.6 36.8
Paraguay 295 31.4 317 — - 32.6 41.6
Peru 32.7 32.1 30.0 27.7 321 321 37.7
Puerto Rico 33.5 33.8 28.2 35.0 30.8 34.7 37.4
Trinidad & Tobago 29.4 30.3 — — — — —
Venezuela 29.9 29.2 27.0 31.0 30.7 30.5 37.3
MORE DEVELOPED COUNTRIES
Australia 31.7 31.0 28.0 314 35.1 223 -
Belgium 32.6 33.1 29.3 31.7 329 35.6 38.6
Denmark 31.7 31.7 30.2 31.6 326 334 -
France 31.2 32.1 28.2 32.2 339 34.3 37.9
Hungary 29.9 30.2 28.4 30.0 31.2 325 —
Ireland 34.6 33.3 [— — — =303 - — — — — / 34.3 -
Spain 35.8 33.8 29.2 - 334 36.1 -
United Kingdom 35.3 344 28.9 325 377 40.1 36.7
United States 311 30.9 26.4 29.7 29.9 333 35.1

'Seo Table 1 for description of sources.
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abstinence, cultural attitudes may play an important role. In
many countries older women may be the strongest opponents
to “unnatural” family planning methods. They are likely to be
less educated and to show a greater belief in traditional values.
Women who feel uncomfortable in general about using con-
traception might postpone trying any method unti the end of
therr childbearing years. At that tme traditior.al methods may
be the least stressiul. If older women are using traditional
methods to terminate childbeaning. therr continuation rates
would be high. further raising the median age of users. Older
women who have mtercourse infrequently may feel that tra-
ditional methads are the most appropriate.

The information in Table 3 indicates that. in a typical country.
young married women will rety more on oral contraceptives
and less on trachtionat methods and surgical sterilization. The
earlier discussion of age-specific use rates stressed that family
planning has the largest potential demographic effect when
itis prevalent among women in therr twenties durng the peak
chitdbearing years. This suggests. assuming an equal number
of users in each category. that at any pomt in time pill users
are on average averting more births than steriized women.
[n most casens. pill use I1s more demographically effective than
use of the IUD and the practice of traditonal methods.

Conclusion

The data assembled In this report reflect. in part. the growing
concern of jJovernments international organizations. and pri-
vale citizens aboul family planning as a humanitanan. health,
and soctal weltare 1ssue. But. despite recent improvements
in mformation-gathering, knowledge about contraceptive be-
havior is still fragmro .ary There 1s virtually no reliable data for
sub-Saharan Africa and very Iittte national data for South America
and most of Southeast and Southwest Asia. Many of the more
developed countries such as Canada. Sweden. and the USSR
have not conducted national family planning surveys.
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The information that is available suggesls thal the preva-
lence of countraceptive use is very low in Africa and low to
mocerale in most of Asia and Latin America. But. high rates
of contraceplion are being obtained in many areas and family
planning is no tonger a phenomenon unique to the Western
world.

Because women in their twenties have the highest potential
fertility of all age groups. contraception probably has a stronger
demographic impact where a high percentage of young mar-
ried women are practicing farmily planning. m many of the more
developed countries. Large proportions of women in the de-
veloping world tend to rely on contraceptives only duning their
middle childbearing years. probably with the intent of limiting
their family size to the present number They choose contra-
ception at a later age. after more years of marrned hfe. and
with a greater number of children

The contraceptive techniques that women eventuaily choose
are influenced by the avadability of modern services. and the
cultural acceptability of different methods. Governments and
others who provide family planming services can structure
these choices.

Certain global patterns emerge concerning the ages at which
women practice family planning and use specific methods
although countries vary widely in therr particutar mix of con-
traceptives. It 1s not true that women in traditional countries
are attracted solely to traditional methods. but older women
may be fess likely to rely on modern contraceptives than younger
women.

Reversible methods. which have proven the most attractive
to younger women. may also be the most effective for fertility
control. In virtually every country pill users are younger than
IUD users. and in general the popularity of the pili 1s greater
than that of the 1UD. Stenlization, used to a large extent in the
older age groups. may be less demographically effective than
the pill since younger women have the potential to bear more
children.



rrounded in 1929, the Population Reference Bureau is now in its second half century of
“telling the world about population.” PRB members regularly receive the most vital, up-
to-date information available from the authorities who write PRB's six annual POPULA-
TION BULLETINS; from the monthly summaries of population-related events reported
in the international news magazine INTERCOM; and from the widely used WORLD
POPULATION DATA SHEET wall chart, a yearly update of demographic data for some
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