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Preface

This report presents the major findings and implications from the World Fertility Survey,
on the completion of the project after 12 years of endeavour - . .. un the occasion of the
1984 International Conference on Population in Mexico City.

The World Fertility Survey (WFS) is an international programme of research on human
fertility throughout the world, carried out through the promotion and support of
nationally representative, internationally compargble and scientifically designed and
conducted sample surveys in 42 developing countries and 20 developed countries. It was
initiated in 1972 largely in response to the announcement of the World Population Year
1974 and the United Nations® call for concerted world action on population maticrs, The
project drew renewed support from the Plan of Action adopted by the World Popalation
Conference at Bucharest in 1974, which invited countries to participate in the WFS
programme. It is appropriate that this final report is presented at the successor conference
ten years later.

The WES was established against a background of a lack of adequate information,
especially in developing countries, on human fertility and the factors which influence it.
Such data are required for the fori:ulation, implementation and monitoring of policies
affecting and affected by population trends We hope that some of the main findings as
presented in this report show that the WFS has made a significant contribution to
mecting this shortfall, and that the programme has bequeathed to countries a legacy of
enhanced capability to investigate these matters in the future.,

The report is presented in a non-technical way, to ensure the widest possite dissemi-
nation of the information it contains. It draws upon a number of sources, mamly WES's
own publications, but also from publications such as the Populiation Reference Bureau’s
population bulletin The Waorld Fertility Survey: Charting Global Child bearing, The papers
ard discussion at the WIS Symposium, held in London in April 1984 to review the
results of an overall assessment of the various aspects of the WES programme, have been
another valuable input. We acknowledge the contribution of Mrs Lynn Landman ag a
consultant in the preparation of this document.

We would like to take this opportunity to thank all those  too numerous to mention
individually  who have contributed to the success of the WES programme ir one way or
another. Our grateful appreciation goes to the providers of financial support, principally
the United Nations Fund for Population Activities and the United States Agency for
International  Development, with a substantial contribution from the UK Overseas
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Development Administration and contributions from a number of other sources. On this
occasion we also zcknowledge with appreciation a grant received frosn the Simon
Population Trust of the United Kingdotn, making the publication of this report possible.

HALVOR GILLE
Project Director

June 1984
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1 The WFS: origins and achievements

ORIGINS

In 42 developing and 20 developed countries covering about 1.7 billion people, over
330000 women in the reproductive age range were interviewed during the period
197482, As u result, today's policy-muakers, international agencies and researchers have
access to a bluepiint that charts, with a reliability not hitherto achieved, the detailed
features of the fertility of cach of the natjions. The new data cover fertility levels and
trends and aspirations of women as to the size of their families and they make it possible
to trace the way in which individual characteristics like educational level, urban rural
residence and employment status act to affect fertility through such nmechanisms as
changing age at marriage, breastieeding habits and contraceptive practices.

‘These national fertility surveys are 2 product of one of the boldest and largest social
survey undertakings in history, the World Fertility Survey. Just a decade ago, following
two years of preparation, the first survey was fielded. In the intervening years, developing
nations in virtually every region of the world agreed to take part in the WES, As regards
developed countries, nearly all Furopean countries participated in addition to the United
States (see table on page 0),

The WES was commissioned at a time of growing concern among povernments and
international agencies over the aceelerated rates of growth of human populations and
their soctal and cconomic consequences. Mficial attitudes to family planning programmes
varicd widely unong countries and there was a view in some quarters that cconomic
development would of itself bring down birth rates as it had done long betore in nmany of
the andustrialized countries. In the absence of rehable ditta on these issues, the Inter-
nattonal Statistical Institute (ISD tesether with the United States Agency for Inte -
mational Development (USAID) and the United Nations Fund for Population Activities
(UNEPA) took the bold initiative of setting up in 1972 this ambitious programme of
fernfity research. The proposal quickly received support from the countrics, Fagually
enthusiastic were the professional demographers and statisticians working in the area of
developimg country problems, Conmstantly frustrated as they were by the need torely on
ad hoc, ansystemetized studies done at the whin of mdwidual mvestpators and tacking
in comparability. they saw research opportunitics tor vears 1o come trom such 4 co-
orduated body of work which held out the prospect ol g Lipe volume ot well-docu-
mented, casily aceessable and pood quality datit covenng most of the countres of the
warld, So the WES was bornin an atmosphere of enthustim and widespread suppaont,



The programme was funded mainly by UNFPA and USAID with additional support
from the governments of the United Kingdom, France, Canada and Japan. The executing
ageney, the ISI was a non-profit organization with a longstanding reputation for its work
in suppoit of international co-operation in the field of statistics. It was agreed that the IS]
should work in close collaboration with the International Union tor the Scientific Study
of Populatiou, the recognized world body of demographers.

The objectives of the WES were:

To assist developing countries ta obtain the data they needed to deseribe the fertility
status of their population;

To collect internationally comparable data;,

To promote the development of national competence in survey design, execution and
interpretation.

These aims were summed up as ‘promoting and supporting nationally representative,
internationally comparable, and scientfically designed and conducted sample surveys of
fertility behaviour' in order to assess the current state of human fertility throughout the
world. Although not explicitly stated, it was 1ecognized that WES surveys were to have
the further ohjective of being usetul to policy-mahers. This aspect reccived preater
cmphisis as time went on.,

The leader selected, Sir Maurnice Kendall, was chosen tor s worldwide stature in
statistical scholarship and tor his reputation as a tirm managet and diplomatic negotiator,
‘The quahity and achievements ol the World Fertility Sturvey stand as 0 monument to
Kendall who Jed the organization tfrom its challenging bepinnings until 1280 when ill
health compelled him to tesipn.

The WES ultimately covered 42 develaping countrices. One country, Iran, has no,
campleted the analysis of datac eollected, For the hst ot countiies, with dates of ficldwork
and sample sizes, see the table on po.

The 20 Geveloped countries participating in the WES caraed out national fertility
surveys tollvimg the version of tie core questionnare adapted to low fertility situations,
They did not receive bmancial o1 technical assistance trom WES, while the comparative
analysis was carned out by the Population Team in the Feonomic Commission for
Furope. The remainder ol this reporCis based mainly on the results from, and experieney
with, the WES operations in the 41 developing countries.

CONTENT OF THE SURVEN

At the time WES was estiblished, tew developing countries had experience with national
tertility cinveys, Only five such stveys had been carried out in developing countrics and
13 inindustrialized nations, To orpanize compatable and relevant surveys across a broad
ranpe o cultores was a0 challenpmy sk The onginal dratts of the two basic survey
documents, a core questiontinre tor mdiidual women and a household survey sehedule,












Table  Countries patticipating in World Fertitity Survey

Region Population Year of Sample
and mid-1983 ficld- size
country {estimate, millions) work (women)
Developing countries
Afyica
Benin 1.8 1981/82 4014
Cameroon 9.1 1978 8219
Ghana 139 1979/80 6125
Ivory Coast 8.9 1980/81 5764
Kenya 18.6 1977/78 8100
l.esotho 14 1977 3603
Nigeria 842 1981/82 9727
Senepal 6.1 1978 3985
Feypt 159 1980 8788
Manritania 1.8 1981 3500
Moroceo 229 1680 S800
Sudan (Northy 206 1978/79 3115
lunisia 6.8 1978 4123
Asia and Pacific
Irun 425 1977 4878
Jordan 3.6 1976 3610
Syria 9.7 1978 4487
Tarkey 49.2 1978 4411
Yemen AR, 57 1979 2608
Bangladesh 96.5 1975/76 6504
Nepal 15.8 1976 5940
Pakistan 98.7 1975 4952
Sri Lanka 15.6 1975 6810
liji 0.7 1974 4928
Indoncsia 155.6 1976 9155
Korea, Rep. of 44.3 1974 5430
Malaysia 15.0 1974 €321
IPhidippines 528 1978 9268
Fhailand 50.8 1975 3820
Americas
Colombia 217 1976 5378
Fcuador 8.8 1979/80 6797
Paraguay 35 1979 4622
Peru 19.2 1977178 5640
Venezuela 18.0 1977 4361
Costa Rica 2.4 1976 3935
Dominican Rep. 6.2 1975 311S
Mevico 5.7 1976/77 7310
Panama 2.1 1975/76 3701
Guyana .8 1978 4642
Haiti 57 1977 3350
Jamaica 23 1975/76 3096
Trinidad & Tobago 1.2 1977 4359
Lurope
Portupal 9.9 1979/80 5148

Totl population: 1081 million
Total women in samples: 223 460




Table (continued)

Repion
and
country

Belewm
Bulparia
Crechostovakia
Prenmark
Iindand

I rance
Creat Bnitain
Hungary
tarae]

Italy

Japan
Netherbandy
Notway
Poland
Raomania
Spain
Sweden
Switserland
USA

Yug b

Lotal population

Population Year of Sample
mid-1Y43 tield- Mie
testimate, milliony) work (worien)
Developed countries
99 1978/ 4560
N9 1976 6911
154 1977 WM
s 1978 $240
48 1927 S44v
46 1971/78 AT
560 1976 6HAKY
10.7 1977 1009
4.1 1973/7% 6000
563 1979 $499
1192 1974 IN6
14.4 19758 s}
4.1 1977778 HW
6 ¢ 1977 97949
2271 1978 o144
RELK) 1977 6940
K.} 1981 SO
6.5 1980 6l
1342 1976 LIV
AR} 1976 LEA )

Fotal women in samples 110698

Fotal population in partiapating countnes 1814 nnllion

Percent ot [958 world population (4677 nulhony Y8 K per cent

Total number b women m swmples 334155

NOTES

Source of population tigures. FORY World Popoddsnom Data Mieet, of the Population Rotetence Huteau
O the Lae countries, Braal Indiaand the 10ople’s Republic of © g did net patticipate the Hial
twa on the prownds that they had conductod simlar sutvey s in partsy of their countires Chinas o cntaatly
apphed togomn, but as the deadline for tecrutment of countrses to the Wi S provtanune had taen

prosed IS made other atranpements o support implementition of WIS type od anveys




2 WES findings

FERTILITY LEVELS, TRENDS AND DIFFERIENTIALS

When WES was founded, detailed information on fertility in developing countries was
very scarce. Some countries did not have even basic data on births collected through vital
registration systems, while others had fairly complete vital statistics and census data but
lacked the detailed information on fertility that can be compiled from sample surveys.

One of the primary aims of the WFS was to fill these gaps by measuring both past and
present fertility. Emphasis was also placed on measurement of the factors that directly
affect fertiliy: marriage, breastfeeding and contraception. However, the socio-economic
and cultural factors which influence both the demographic characteristics and fertility
itself were considered less important for this first set of baseline surveys. Nevertheless
detailed dota evaluations have shown that, despite some problems with data quality, the
collection of complete birth histories proved extremely useful in most countries, for
deseribing the current level, past trends, and, to a limited extent, differences between
socio-cconomic subgroups.

Current fertility levels

For most of the developing countries which completed WFS surveys, current fertility
levels far cxceed those required to attain moderate population growth, let alone bring
about an eventual end to such growth. In these countries, fertility would have to be
sustained at the ‘replacement’ level of 2.2 2.5 births per woman for up to 60 years
before annual births and deaths would come into balance. (The ‘replacement-level
fertility® depends on current mortality levels, which are higher in developing than in
developed countries, In developed countries today, replacement-level fertility is 2.1 births
per woman.)

We may compare the level of fertility across countrics using a well-known measure, the
total fertility rate. This is the number of children a womun would bear in her lifetime,
were she to experience, at cach period of her life, the currently prevalent rate of child-
bearing among women of hier age. Total fertility rates for the WFS countries are shown in
figure 1.

Among WES participating countries the level of fertility measured in this way is highest
in the Middle East and Africa south of the Sahara: both regions have an average of about
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7 children per woman. North Africa (Fgypt, Mauritania, Moroceo, Sudan and Tunisia)
averages only about 6 children. Sub-Saharan Africa shows great variation, however, with
Kenya having the highest level of 8.3 children per woman, while three other countrics
average about 6.5 children (Cameroon, Ghana, Nigeria) and Lesotho has 5.8 children (see
figure 1).

Anaother high fertility group of countries is Bangladesh, Nepal and Pakistan, averaging
slightly over 6 children per woman. By contrast, the rest of the Asian and Pacific
countries surveyed, and the Latin American/Caribbean region, have definitely begun the
transition to low fertility, The average family sizes here are about 4.5 in Asia/Pactfic and
about 4.8 in the Americas. The latter region sho  quite a wide range, however, from
under 4.0 children in three small countries (Costa Rica, Panama and Trinidad and
Tobago) to around 5 children in sevesal countries, and to a high of 6.2 children in Mexico.

Timing of childbearing

The timing of childbearing, as measured by current fertility rates for women in specilfic
age groups, showed considerable variation among the 41 countries. In countries where
women marry young, fertility rates arc high for women aged 15 19 - generally 100 or
mare births per 1000 women of this age. Fxamples of this are found in several African
and Middle kastern countries, Bangladesh, Indonesia, Nepal, Pakistan, and some countries
in the Caribbean Basin. A rate of 100 indicates that one in ten women in this age group
give birth cach vear, The rates are for all women, whether or not they are or have ever
been married. A few countries (Fiji, Haiti, Malaysia, Philippines, Sri Lanka and
Thailand)  all with a high mean age at marriage  had rates of under 70 for women aged
15 190 At the time of its 1974 survey, the Republic of Korea had the extraordinarily low
rate of 11 for women aged 15 19, (In the United States, the 1978 fertility rate for
wonen of this age, whether or not married, was 52,

Among women aged 40 44 and 45 49, low fertility rates were found in several Asian
conntries, including those with high overall fertility, such as Bangladesh and Pakistan.
There is evidence to suggest that this may be due to a stigma attachied to women who
continue to have children after their own children have started childbearing: these older
women have traditionally controlled their fertility through abstinence.

The age pattern of fertility indicates that, as countries experience declining fertility,
reproduction becomes increasingly concentrated in a narrow age range, usually 20 -29
years, Countries which show a peak in this age group are: Colombia, Fiji, Korea {Republic
ol), Malaysia, Panama, Paragusy. Thailand and Turkey, all of which have had large
declines in fertility. Exceptions to the 200 29 peak age of childbearing are found among
some countries with large fertility declines, usually where the age at marriage is cither
very delayed or very early. In Philippines and Sri Lanka, where ma ny women marry after
age 30, peak fertility is delaved to ages 25 34. A few countries which had substantial
fertility declines, but still had a low age at marnage, peaked at ages 20 24 these include
Dominican Republic, Guyana, Jamaica and Panama. In contrast, some high fertility
countries, such as most of the African and Arab countries, Jordan, Nepal, Pakistan and
Syria, have high fertility rates over a wider age range, generally 20 34,



Fertility trends

Changes in fertility can be pinpointed by comparing the lifetime childbearing experience
of women aged 45--49 at the time of the survey with current fertility, alrcady defined.
Alternatively, ane may look at the birth histories of the women interviewed for evidence
of changes occurring over time.

The first method shows that about half of all WEFS countries, mainly those in the
Anericas, Asia and North Africa, have had substantial declines. Six other countries in the
Americas and Asia had moderate declines (Dominican Republic, Haiti, Indonesia,
Jamuica, Jordan, Mexico) of between 0.4 and 1 child. Three countries had declines which
are quite small, and which may therefore not indicate any definite trend (Ghana, Sudan
and Syria). One country showed almost no change (Senegal), while seven, almost all
African (Benin, Ivory Coast, Kenya, Lesotho, Mauritania, Nepal, Nigeria) showed
moderate rises in fertility, usually about 0.5 child. Only two countries report large rises
in fertility, Cameroon and Yemen ALR.

While it is possible that the fertility increases are an artifact, it is more likely that a
combination of real increase, date misreporting and occasionally omission account
for the observed rise. Two cases where misreporting probably did occur are Bangladesh
and Pakistan. The apparent decline from 6.8 to 5.9 children recorded in Bangladesh
appears to reflect both a real, temporary decline resulting from the famines of the carly
1970s and misdating of births, which causes current fertility to appear too low. The small
decline which apparently occurred in Pakistan has been cast into some doubt following
the results of a second survey, which suggests that misreporting of recent birth dates
affected both surveys.

Use of the full birth history data shows about half of all WIS countries had clear
fertility declines since the late 19505 or carly 1960s: these countries are mainly in the
Americas (Colombia, Costa Rica, Ecuador, Guyana, Haiti, Panama, Paraguay, Peru,
Trinidad and Tobago, Venezuela), North Africa (Egypt, Morocco, Tunisia) and Asia
(Viji, Republic of Korea, Philippines, Sri Lanka, Thailand). Ghana and Indonesia also
show consistent, if small, declines but these are niore recent, from the late 1960s or early
1970s. A few countries showed continuous rises in fertility (Cameroon, Nepal and Yemen
AR,

Fertility differentials

The influence of social and economic characteristics on the number of children couples
have is an important arca of research because of its implications for government policies
and programmes. Differences in fertility among socio-economic subgroups have been
observed in many countries, even those with high, stable fertility. However, there is much
less evidence as to whether these differences represent cause or effect.

Women's education
In general, the average number of children per woman declines as the woman’s level of
cducation increases. Differences in fertility according to level of education can be seen



even in countries with little or no fertility decline, although they are greater where
substantial decline has occurred. For example, in Colombia, where fertility has declined
markedly, women with no education average 7 children, compared to only 2.6 children
for the secondary educated (total fertility rates). The difference between the lowest and
highest education groups in expected lifetime fertility is largest in the Americas and the
Middle East, usually 4--5 children; it is smaller in Africa, the Caribbean and Asia —
ranging from | to 2 children in most cases.

It is interesting to look across countries at the level of fertility among women with
secondary education. In the Americas it is typically 2.5-3.0 children, while in Asia 3-4
children is more typical. In Africa, fertility for such women runs at around 4.5—6.0
children, indicating quite a high level in this region, even for the most educated group.

A reversal in the pattern of declining fertility as education increases was observed in
some countries - notably several African countries and Indonesia, Pakistan, and
Philippines. In these countries, women in the primary school category had higher fertility
than those with no education. The explanation may be that women with a few years of
primary schooling are more likely to discontinue traditional practices following a birth
(such as breastfeeding and abstinence, which serve to decrease fertility by increasing the
interval between births).

These reversals ia the effect of education on fertility suggest that smail increases in
female education may not be sufficient to cause fertility declines. In countries where
other socio-economic changes are taking place, improved education may not even be
necessary for fertility decline. For example, in Colombia fertility declined among women
with no education as well as among those with primary and sccondary schooling,
although there was a time lag of about ten years before this took effect. Nevertheless,
increased education usuallv results in lower fertility because women who are more
educated tend to marry later, be employed outside the home, appreciate the advantages
of restricting family size and practise contraception effectively,

Place of residence

The WIS data permit analysis of fertility differences between residents of large urban,
other urban and rural arcas. These differences were substantial, but not as large as those
by cducation. Differentials were more pronounced and universal in the Americas, and in a
few Middle Eastern countries, than in other regions. In addition, in a number of countries
the difference between rural and urban groups was larger than that between the smaller
and larger cities, For example, in the Americas, the large urban and other urban groups
usually differed by 1 child or less, while the difference between the other urban and rural
groups was 1.5- 2.5 children.

Urban --rural residence makes little difference to fertility in Bangladesh, Indonesia,
Mauritania, Pakistan, Sri Lanka and Trinidad and Tobago.

In some countries major urban areas had higher fertility than small urban arcas (Haiti,
Indonesia, Mauritania, Nigeria and Senegal). This may be due to the breakdown in large
urban arcas of traditional practices, such as breastfeeding, which have depressed fertility
in the past.
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Women's employment

Research in developing societies suggests that the relationship between work and fertility
is complex. Women who worked in the urban or modern market economy, those in
higher status occupations and those working away from home or for non-family
employers had lower fertility than their national average. These jobs have in common the
fact that they make greater demands on the woman’s limited time, while providing higher
income or status than other kinds of jobs. It is this combination of conflicting demands
and greater rewards that pushes women into controlling their fertility. The opposite
situation, where high fertility motivates or requires women to start working, was also
found in this group of developing countries, and applied to women in low-status, low-
paid jobs. Support for this interpretation comes from the fact that these groups
occasionally had higher fertility than women who had never worked.

MARRIAGE PATTERNS

Although in most of the developing countries virtually cveryone ultimately marries, there
are wide variations in the timing of marriage between the major geographical regions and
between the countries within these regions. There are differences by urban-rural
residence and across levels of educational achievement. The age at first marriage is under-
going changes and the main trend is towards later marriage.

Age at first marriage for the WES countries is shown in figure 2.

First marriage generally takes place carly in the life of women in most developing
countries. The highest proportions of married women aged 15--19 are found in Africa
and Asia (particularly in the Muslim sccieties). Asian and African countries are also much
more likely to have nearly all women married (or in consensual unions) by the age of 40
than  Latin American and Caribbean countries (except for Jamaica). The highest
proportions of women who never marry (whether legally or not) are found in the
Caribbean and Latin America. In Colombia, Costa Rica, Ecuador and Portugal over
S per cent of women do not marry.

The proportion of females married within any age group is higher than the proportion
of males, because men tead to marry later. The difference between the mean age at
margiage for men and women is smallest in the Americas and largest in Africa.

There is a clear trend towards later marriage in a large majority of countries. Asia is
the region of greatest change in age at first marriage between the younger and older age
groups. The increases in the mean age at first marriage, over the past five years or so, are
one to two years for Asia and for most of the countries of the Middle East and North
Africa. In the Americas there is only a modest trend towards later marriage. There are,
however, some signs of a downward trend in some countries in sub-Saharan Africa.

In all countries, marriage patterns are related to various socio-economic factors such as
residence and education. Women with more education or who were raised in urban areas
have a later age at first marriage. In some cases the differences are small, but the consist-
ency of these relationships is striking. Because of these patterns, countries where more

14
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women are brought up in urban areas or where there are more educational opportunities
for women tend to show later ages at marriage.

African women marry carly and the rural women are likely to marry earlier than the
urban ones. In all regions, larger proportions of rural women than urban women are
married, in all age groups. The rate and size of the change in the age at first marriage secem
to be very similar in rural and urban areas.

The relationship between education and age at first marriage is persistent in all regions.
The Asian and Arab countries show larger differences in age at first marriage according to
educational level than the Latin American and Caribbean countries. The most noticeable
changes in the age at first marriage begin to occur when women have had seven or more
years' education. Education at still higher levels is associated with high age at first
marriage.

A large part of the recent change in marriage patterns is, therefore, due to a decline in
the number of first marriages made by young and middle teenagers. This trend has altered
the age pattern of births in many countries, for it has had the effect of decrcasing the
exposure to childbearing by reducing the proportion of teenagers who are potential
mothers. It is not ¢ srprising to find that, as the age at marriage rises overall, fertility at
younger ages falls.

Major diffescaces exist in the extent of divorce and separation. The time spent in
marital unions for the average woman is less for countries with high dissolution rates than
for countries with lower rates, but rarely is the difference more than a year. This is
because where dissolution is more frequent remarriage is relatively fast. In most countries
the average woman of childbearing age, once married, spends a very large proportion of
her time in a marital union. Thus marital dissolution has only a minor depressing effect
on the overall level of marital fertility in most developing countries.

These changes may indicate evolving values and aspiratiors in the developing
countries. In any case they entail other changes throughout the demographic, social and
cconomic scene in developing countries, because the numbers of marriages and births in
any year has inevitable effects in future years,

CONTRACEPTION

Contraceptive awareness

Since WES respondents were only asked whether they had ‘heard of' various contracep-
tive methods, the surveys provide, at best, information on contraceptive ‘awareness’,
rather than the extent to which women actually know about use of specific methods.
Respondents were ashed to recall all the methods for avoiding childbearing they had
heard of. After noting these ‘spontancously mentioned’ methods, the interviewer read
short descriptions of other methods and asked whether the respondent had heard of
them. Contraceptive awareness includes both the methods mentioned spontancously and
those recognized from the interviewer's probe.

Ten countries Benin, Cameroon, Ghana, Lesotho, Mauritania, Nepal, Nigeria,
Senegal, Sudan and Yemen A.R. - had large proportions of women (from 32 to 92
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per cent) who had not heard of a single contraceptive method. The percentage ranged
from 10 to 18 per cent in ten more countries - Bangladesh, Ecuador, Egypt, Haiti,
Indonesia, Ivory Coast, Morocco, Peru, Syria and Turkey. In the remaining 21 WFS
countries less than 10) per cent said they had heard of no method. '

Among respondents who had heard of at least one contraceptive method, the over-
whelming majority in all countries (except Benin, Ivory Coast and Senegal) mentioned at
least one efficient or modern contraceptive method (ie oral contraceptives, intra-uterine
device (1UD), condom, injectables, female or male sterilization, or female barrier niethods
such as the diaphragm).

Contraceptive use

The data on contraceptive use presented here relate to women currently married under
age 49, Across the 41 countries, 26 per cent of such women, or their husbands, were using
some form of contraception around the date of interview. Rates of current use are
shown for the WIS countries in figure 3.

Among currently married women, contraceptive use ranged from | per cent in
Mauritania and Yemen A.R. to 64 per cent in Costa Rica. The figure is highest in the
Americas, where the average is 39 per cent (weighting cach country equally), with
proportions of 40 per cent and more in five countries and 19--39 per cent in the other
eight. In Asia -- with a regional average of 25 per cent — the proportions vary from 41 per
cent in Fiji down to 10 per cent or lower in Bangladesh, Nepal and Pakistan. The Middle
Eastern countries have moderate proportions of between 24 and 38 per cent while the
African countries have generally low proportions of just 2-8 per cent. Morocco and
Tunisia occupy a special position in Africa with use reaching 20- 30 per cent.

Developed countries typically have much higher levels of contraceptive use. Among
the 16 developed countries for which comparable data are available from WFS surveys,
contraceptive use was below 60 per cent in only three countries - Romania, Spain and
Yugoslavia and the overall average was 72 per cent. Belgium, Czechoslovakia and
Finland had proportions between 80 and 95 per cent. while the figures were between 63
per cent and 78 per cent in the remaining ten countries. These figures are for women still
married to their first husbands and under age 45 (rather than age 49).

Contraceptive use patterns also differ substantially by age between developing and
developed countries. For example, in the United States at the time of its 1976 survey,
77 per cent of women who were fecund and currently married were using contraception.
This was three times the 26 per cent average for the developing countries for which WFS
data are available. However, American married women aged 15--19 in 1976 were five
times more likely to use contraception than their counterparts in developing countries.
By ages 35- 39, American married women are only twice as likely to use contraception as
women of that age in developing countries.

Contraceptive use in developing countries is comparatively low among women aged
less than 30 and rises substantially after that, whereas in the United States, it is relatively
even among all married women aged 15--44. There is, in fact, a clear tendency for women
in most developing countries to use contraception mainly for stopping childbearing
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altogether, rather than for childspacing, while women in developed countries make
greater use of contraception to postpone the first birth and to space subsequent births.
For more information on the use of contraception for spacing, see the section on child-
spacing below.

Methods used

Despite widespread awareness of efficient, modern contraceptive methods, 31 per cent of
the women using contraception at the time of interview in the 41 developing countries
were using inefficient or traditional methods.

The proportion of contraceptors using inefticient methods was highest in the African
and Middle Eastern countries (38 and 36 per cent respectively) and lowest in the
countries of Asia and the Americas (26 and 24 per cent respectively). The figures
exceeded 40 per cent in 11 couatries - Benin, Cameroon, Haiti, Ivory Coast, Lesotho,
Nigeria, Peru, Philippines, Portugal, Senegal and Turkey. Since inefficient methods are
generally more difficult to use, their use seems to indicate a strong commitment to
postpone or stop childbearing as well as cither lack of access to efficient methods or
religious beliefs opposed to the use of such methods.

Giving cach of 29 countries equal weight, 73 per cent of all contraceptive use is
accounted for by five methods, led by the pill (30 per cent) and female sterilization
(13 per cent), with rhythm, the 1UD and withdrawal all having 10 per cent cach, The
remaining 27 per cent of current contracepiive use includes the condom (8 per cent),
abstinence (7 per cent), injectables (4 per cent), male sterilization (4 per cent), female
harrier methods such as the diaphragm and foam (2 per cent), douche (2 per cent) and
folk methods.

The methods used vary widely from country to country. For example, the pill is used
by only 5 per cent of all contraceptors in Sri Lanka, compared with 55 67 per cent in
Indonesia, Sudan and Syria. Female sterilization accounts for only | per cent of
contraceptive use in Haiti, Indonesia, Senegal and Turkey, compared with 27 -39 per cent
in Dominican Republie, Fiji, Guyana and Sri Lanka,

Withdrawal is used by less than 1 per cent of contraceptors in Nepal and Scaegal, but
by 2549 per cent of contracepting couples in Haiti, Lesotho, Philippines and Turkey.
Abstinence is used by 67 per cent of all users in Senegal and 15 22 per cent in
Bangladesh, Haiti, Kenya and Pakistan.

Male sterilization is used by 67 per cent of contraceptors in Nepal and 10 per cent in
the Republic of Korea. Condom use assumes major importance in Trinidad and Tobago
(29 per cent of all users) and in Fiji, Jamaica, Republic of Karea and Pakistan (15-19
per cent). Use of injectables averages less than 4 per cent across all countries, but
injectables are more widely used than the pill in Panama (39 compared with 32 per cent).

Turning to the 16 developed countries that have had recent WIS surveys, striking
differences in contraceptive practice were found. Use of efficient contraceptive methods
ranges from 9 per cent of all current users in Romania to 96 per cent in Finland. The pill
was the most popular method in Belgium, France, Great Britain, Hungary, Netherlands
and United States. The TUD ranked first in Norway (39 per cent of all contraceptive
use) and was also popular in Finland (36 per cent), where the condom ranked first
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(40 per cent), as it did in Denmark (39 per cent). Female and male sterilization for
contraceptive purposes was of little importance in these 16 countries at the time of their
surveys, with the major exceptions of Great Britain (21 per cent) and the United States
(25 per cent). Inefficient methods account for 48 per cent or more of current contra-
ceptive use in Bulgaria, Czechoslovakia, Italy, Poland, Romania, Spain and Yugoslavia,
These are mainly withdrawal, except in Poland, where rhythm ranks first (41 per cent
of all use), and in Romania, where rhythm (41 per cent) is almost as popular as with-
drawal (44 per cent). Induced abortion is still the main method of birth control in
Bulgaria and Romania, and remains important in other East European countries, including
Hungary, where the pill is now the most popular contraceptive method.

Contraceptive availability and use

A key issue for policy-makers seeking to influence fertility trends is the extent to which
contraceptive vse is alfected by the availability of family planning services. Some answers
are now available from data on current contraceptive use and questions asked in 12 WES
surveys about respondents’ knowledge of sources of family planning supplies. These
questions, however, assessed only perceived availability. 1t is likely that couples who are
highly motivated to limit their fertility will seek out family planning services wherever
they are, while those who are less motivated will not make such an effort, More objective
data on the availability of services in specific areas are needed and were, in fact, collected
for some WES surveys that interviewed local officials, using the community variables
module. The one study of such data completed to date, for rural areas in Bangladesh,
Republic of Korea and Mexico, tound that contraceptive use was higher in communities
with better availability of services. This is in line with the general conclusions drawn from
women's responses, deseribed in this section.

Among the 12 developing countries for which data are available, knowledge of a
family planning *outlet’ ranged as high as 91-92 per cent in Paraguay and Trinidad and
Tobago, 86 per cent in the Republic of Korea and was well over 50 per cent in most other
countries. Mexico’s figure was 49 per cent and Kenya’s 42 per cent - a low level
compared with the non-African countries but still appreciably higher than Lesotho’s
27 per cent,

As one might expect, women who knew a family planning outlet were more likely to
be using contraception. Nevertheless, contraceptive use was far from negligible in several
countries among women who knew no outlet. Most of these women were using modern
contraceptive methods which suggests that those who had obtained contraceptives from
private physicians or who had been sterilized in hospital may not have mentioned these as
outlets.

In an analysis of WIS data for nine countries, it was found that in cight of these at
least half of the women who knew of a family planning outlet lived within 30 minutes’
travel time ol the outlet, Of course travel time is only one of many factors involved in the
decision-making of a prospective family planning user. The mode and cost of transpor-
tation, the cost of child care and of contraceptive supplies, and the hours of service and
adequacy of supplies at the family planning outlet may also be important considerations.



Travel time does make some difference in contraceptive use: the use level was
generally 5--10 per cent higher among women who knew of an outlet less than 30
minutes away than among women who had to travel 30 minutes or more. Some of this
difference is due to lower contraceptive use and longer travel time in rural than in urban
areas. Within urban areas, longer travel time results in slightly lower contraceptive use in
Republic of Korea, Malaysia, Paraguay and Venezuela, while in rural areas the same holds
true in Colombia, Malaysia, Mexico, Paraguay and Philippines. ‘The small size of these
differences and the fact that they do not oceur in all countries support the argument
that motivation is generally a stronger determinant of contraceptive use than availability
of services.

However, a stronger association cmerges when acceessibility is related to use of specific
methods. Using data from the Philippines, it was found that accessibility was particularly
important in relation to methods needing a regular source of supply, such as the pill and
the condom, atthough it was unrelated to use of sterilization and the IUD  methods not
needing a regular supply source. Rural women were even more likely to use the pill or
the condom than urban women if they lived near a soncee of supplies, and even 1UD use
was higher among rural women who knew ot a family planning outle,. The association
between acceessibility and visits 1o outlets and possession of contraceptives in the home
was also notable in rural areas.

The general conclusion to be drawn trom these findings is that contrae :ptive use
would increase in developing countries, especially in rural arcas, il more convenient
tamily planning services were available.

Cortraceptive use and fertility

WIS data for 29 countries indicate that contraceptive use is closely associated with
fertility declines in developing countries: countries with higher levels of contraceptive use
consistently have lower crude birth rates than those with lower levels. More exactly, a
3 per cent increase in contraceptive use is associated with a one point decline in the crude
birth rate. According to this analysis, to lower the birth rate by one point would take a
2.4 per cent increase in contraceptive use il efficient methods are used and a 3.3 per cent
increase if inefficient methods are used (after allowing for the effects of breastfeeding and
marital status),

Contraceptive use and level of development

Increases in gross national product (GNP) per capita, education and the proportion of
people living in cities are all part of the complex of factors known as modernization
and are usually positively associated with the level of contraceptive use.

Economic indicators

At a national level, contraceptive use generally rises as GNP per capita increases. However,
there is considerable variation among countries at similar income levels. For example,
among the countries with a GNP per capita under US$200 in 1978, contraceptive use is



32 per cent in Sri Lanka, in contrast to 8 per cent in Bangladesh and 2 per cent in Nepal,
In the $200 399 range, contraceptive use is 10 per cent or lower in five countries
Kenya, Lesotho, Pakistan, Senegal and Sudan - and yet is 19 per cent in Haiti and 26
per cent in Indonesia. Within the next rank ($400. 1499), Guyana, Philippines and
Thailand have substantially higher jevels of contraceptive use than countries with twice
the level of GNP per capita. Costa Rica has a high level of contraceptive use (05 per cent)
althcagh its 1978 GNP per capita ($1540) was scarcely halt the $2900 in Trinidad and
Tobago and Venezuela, where contraceptive use was 32 and 50 per cent respectively at
the time of their 1977 surveys.

While one can question the use of US SGNP as a measure of real income (it may fail
to count non-cash income, reflects exchange rates rather than purchasing power, and does
not take income distribution into account), it is clear from the WIS data that some
countries have heen able to achieve higher levels of contraceptive use than others of
similar economice status, This finding calls into question the hypothesis that contraceptive
use cannot be expected to spread widely before massive ceonomic development has

oceurred,

Fducarion

Fducation, measured by literacy as well as years of schooling, is also closely associated
with contraceptive use at the national level. Accerding to an gnalysis of the WIS data,
low literacy appears to be more of a barrier to contraceptive adoption than low GNP
per capita. For example, Indonesia, Sri Lanka and ‘Thailan 4 have higher levels of
contraceptive use than one might expect from their GNP per cipita levels, but the levels
are close to what would be predicted by their literacy rates.

The WES data suggest that widespread contraceptive use is cifficult to achieve where
literacy levels are low. Except for Haiti, none of the countries waere less than 30 per cent
of adults are literate have contraceptive use fevels higher than 10 per cent. The levels are
considerably higher in countries where 50 percent or more of the people are literate.

Educational attainment is similarly a critical ingredient in the mix of factors contribu-
ting to high contraceptive use. Contraceptive use increases dramatically as women's yvears
of schooling rise. For instance., Bangladeshi women who have attended school for seven or
more years are nearly five times more likely to be contraceptors than women with no
education,

This finding is contirmed by developed countries, Data trom 16 developed countries
showed that. regardless of the number of living children they had, the more educated
women were more likely to use contraception than those with less schooling.

Urbunization
Analysis also shows that, at the national level, contraceptive use increases as urbanization
increases. However, the correlation is weaker than for GNP per capita and literacy, and
several countries diverge from the general pattern. On average, contraceptive use increased
by 1 percent for every 2 per cent of the population living in urban arcas.

When the data for individual respondents are tabulated a more consistent pattern
emerges. With o few notable exceptions. such as Indonesia, women who live in urban
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areas are much more likely to be contraceptive users than rural women, Much of this
difference can be attributed to education and other socio-ecconomic factors, as well as to
the wider availability of contraceptives in urban areas.

REPRODUCTIVE MOTIVATION

Desire to restrict fertility

The WES fertility preference data and evidence from other surveys conducted in the
past 30 years scem to indicate that there are hardly any countries where women have
an unlimited desire to reproduce. In most African countries and some count-ies in the
Middle Fast, the desired family size is relatively high (between 5 and 8), but in Asia
and Latin America the range is between 2 and §.

There are two dimensions to the wish to restrict one’s own fertility - the desire to
stop childbearing and the desire to postpone the next biith, Among the countries par-
ticipating in the WIS, the pereentage of women not wanting additional children ranged
between 3 and 54 per cent in the 13 African countries, between 24 and 68 per cent in
the 14 Asian countries, and between 33 and 62 per cent in the Americas. While the
African continent had some of the highest percentages wanting additional children,
it also had particularly high percentages of women uncertain as to whether they wanted
another child. In all the countries surveyed, women's desire for additional children
diminishes with increasing family size.

A number of WES and other surveys have asked women who wanted additional
children whether they wanted the next birth soon or whether they wanted to postpone
the next birth. This has provided cvidence of a widespread desire to delay the next
birth in most countries, varying between 40 and 60 per cent in African countries, 35
and 70 per cent in Asian countries and 70 and 80 per cent in the Americas. While women
who want to postpone were found in most countries to be somewhat less likely to use
contraception than those who wanted no additional children, about 30 per cent of all
contraceptors in all the 41 countries surveyed by WES were women who said they wanted
additional children.

It has often been assumed that the desire to postpone is transient and represents
only a short-run desire 1o space births. Evidence from a number of countrics suggests
this is by no means always true and that in some countries large numbers of women
wish to postpone the next birth for long periods. This has led to the conjecture that
many of the women who say they want additional children may be ‘permancnt post-
porers’. The long birth intervals that would follow from this would have far greater
impact in reducing fertility than the short spacing intervals of two or three years that
have often been assumed.

It might be thought that the desire for at least one child of a particular sex would
increase the average number of children born per woman. An important finding, however,
in all but a handful of countries, is that the preference for children of a particular sex
does not usually affect either tertility or contraception.,

While there is now extensive information on the reproductive preferences of wives
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for a very large number of countries, the evidence on husbands is much more limited.
From the few available surveys with information on husbands’ preferences it is clear that,
venecially among women who would like to terminate childbearing after two or three
children, there are many with husbands who would prefer them to have more. On the
other hand, the reverse is also sometimes true, that the husband does not want additional
children while the wife does. But such observations are based on the very fragmentary
information available, which also suggests that wives often do not communicate their
current preference to stop or continue childbearing to their husbands, and that similarly,
husbands often do not communicate their own preferences to their wives,

It has been argued that the desire to restrict fertility is minimal or absent in traditional
societies, and that a combination of socio<conomic change and diminished mortality are
necessary before a drop in fertility occurs. This view implies that poor and uneducated
and rural women — who are numerically so important in many countries — are unmotiv-
ated to restrict their fertility and that resources spent on contraceptive distribution and
information campaigns to such populations are wasted, since the desire to limit child-
bearing will come only after substantial economic development has taken place. Various
analyses of socio-economice differentjals in fertility preferences, however, have suggested
that fertility preferences are usually only marginally higher among less educated and
rural women and that most of the &ifferentials in actual fertility by social group are
due not to differences in preference, but to differing degrees of success in controlling
fertitity.

Unmet need for family planning

When a woman does not wish to be pregnant and is either at substantial risk of pregnancy
but using no contraception or is using an inefficient method with a high rate of failure or
has an unwanted pregnancy, it seems reasonable to regard her as having an ‘unmet need’
for modern contraception. Under this definition, the unmet need for modern contracep-
tives observed at the WFS survey time varied widely among currently married women
aged 1549,

In the African countries, the unmet need for contraception for stopping childbearing
and spacing births varied between 5 per cent in Benin and 21 per cent in Egypt, and stood
at 8 per cent in Nigeria and Sudan, at 16 per cent in Ghana, and at 13 per cent in
Mauritania. In the Asian countries, the unmet need ranged from 9 per cent in Yemen
A.R. 1o 53 per cent in Fiji, and stood in the region of 30 per cent for Bangladesh,
Republic of Korea, Malaysia and Thailand. In the Americas, the unmet need ranged
between 22 per cent in Costa Rica and 58 per cent in rural Mexico, and stood at about
30 per cent in Eeuador, urban Mexico and Paraguay, and at about 40 per cent in
Colombia.

Various other definitions of unmet need have been proposed, some of which take no
dceount of desire to space births., However, the estimates given here provide reasonable,
though necessarily approximate, estimates of the increase in contraceptive use that would
accur if women were to implement their stated preferences for stopping and postponing
childbearing.



Unwillingness to use contraception

Respondents who had never used a contraceptive method were asked whether they
thought they might use a method in the future. In some countries quite large numbers of
women said they would not consider using a method in the future. Among ever-married
women, the percentage ‘unwilling to use’ varies between 12 per cent in Trinidad and
Tobago and 91 per cent in Mauritania. It is low in the Americas (below 20 per cent),
ranges greatly in the Asian countries (between 8 per cent in the Republic of Korea and
70 per cent in Nepal), and, similarly, ranges considerably in Africa. Although the
proportion classified as unwilling to use is high in Mauritania, in Ghana it is comparatively
low at 34 per cent, which is close to the percentages observed in Egypt, Morocco and
Tunisia. If it is assumed that women are unwilling to change their minds cn this particular
issue, and would permanently refuse to consider contraceptive use, then there are a
number af countries where the prospects for fertility decline are considerably reduced,
The available data suggest this is not the case, however, and support the theory that
unwillingness is a transient phenomenon. A follow-up study of some 4000 respondents in
Sri Lanka has revealod that among women who had never used contraception, there was
little difference in * e likelihood of adoption over a four-year period between the willing
group and the unwilling group,

It seems logical to suppose that when women are more fully informed about
contraception, unwillingness to use tends to disappear, and that use then begins to
snowball, once relatives and neighbours begin to use. It also scems logical to concluaa
that when the proportion unwilling to usc is high, considerable effort will be needed ‘o
overcome this barrier if the country in question wishes to lower its fertility.

Desired family size and prospects for fertility decline

One approach frequently used to assess the prospects for fertility decline is to compare
the total fertility rate with contemporaneous measures of desired family size. Under this
reasoning, there is a prospect for fertility decline, the argument goes, only if desired
family size is less than the total fertility rate. A full assessment of prospects for decline
would also have to take into account a number of other factors, such as the politica!
will of the government, receptivity to innovation, and whether there are deeply scated
religious or moral objections to fertility control.

Measuring desired family size is a controversial area in demography. The appendix
table shows actual total fertility rates together with two very different measures of
desired family size. One of these measures, ‘conventional desired family size’, is based
on simply asking women the number of children they would have ‘if they could choose
exactly’. This particular measure has been widely criticized. An alternative measure,
which overcomes many of the objections, is the ‘wanted total fertility rate’, based on
excluding unwanted births in the calculation of the total fertility rate. The interpretation
of the wanted TFR is that it reflects the number of wanted births the average woman
would produce over a lifetime, if each woman’s preference, as well as the fertility rates
observed at survey time, were to persist into the future. Since preferences are more
likely to decline than to rise, the wanted TFR is likely to overestimate the number of
hirths wanted in the long run. The wanted TFR as caleulated here only partly accounts



for desires to postpone births, and there are some countries in which desired fertility
levels would be substantially lower if this factor could be fully accounted for.

As can be seen from the appendix table, the wanted TFR indicates substantially
fewer births wanted than does the ‘conventional’ measure of desired family size, and
implies far greater prospects for decline in many countries. In most Latin American
countries, quite moderate levels of fertility would prevail if unwanted births were avoided,
averaging between two and three births over a lifetime. The picture in the very diverse
Asian group of countries is more mixed. In some countries, such as Sri Lanka, Thailand
and Republic of Korea, wanted TFRs are very moderate at 2.6 births or below, while
at the other end of the spectrum the wanted TFR is as high as 7.4 in Yemen Arab Repub-
lic. Reproductive preferences favour moderate sized families in several countries that
have definitely not modernized, where there is high infant mortality and where only
a small proportion of the population is urban or educated, High fertility in such societies
is possibly explained by the absence of well-developed or legitimized methods of fertility
control rather than the desire for large families. From the experience in India and Pakistan
it is clear, however, that moderate fertility desires do not by themselves guarantee rapid
acceptance of birth control, and that in some countries it may take decades to secure
relatively modest gains. On the other hand, the Indian experience has not been typical,
In most countries with large proportions of women who do not want additional children,
widespread access to contraception has led to a rapid rise in contraceptive use, as in
Thailand and Indonesia, and virtually all Latin Anterican countries.

Among the African countries, there is a marked difference between those south and
north of the Sahara, Wanted TFRs in north Africa range from 3 to 7 births wanted,
and are especially low in Egypt. In countries south of the Sahara, however, the lowest
wanted TFR is 5.3 in Lesotho, and the highest is 7.0 in Ivory Coast, and there are probably
several countries where both actual and wanted fertility may rise in the future owing
to declines in breastfeeding and wider treatment of diseases known to impair fecundity.
There are nevertheless quite large proportions of women in some African countries who
cither wish to postpone births or who are undecided whether they want addijtional
children. Taken together with greater cducation, a rapidly increasing urban population, and
the disruption of the traditional way of life, especially the flow of wealth from children to
parents, there is the possibility that African preferences will fall rapidly in the near future.

Overall, the WES data on reproductive motjvation suggest a good prospect for sub-
stantial fertility decline in a number of countries, if women avoid unwanted births,
though frequently to levels that still imply rapid population growth. It should be em-
phasized that the estimates currently available do not fully account for desires to post-
pone childbearing. Initial experimentation with other techniques has suggested that
when desires to postpone are fully accounted for, some developing countries may have
much lower desired fertility levels than those estimated here.

CHILDSPACING

Childspacing and contraception

By asking contraceptive users whether or not they want more children in the future,
contracepting couples can be divided into those who are using for the purpose of stopping




childbearing altogether and those whose aim is childspacing. While the majority of
contraceptive use in developing countries is for stopping rather than spacing, it is
important .o recognize that those whose aim is childspacing form a very substantial
minority. Data from 27 WFS countries show an average (giving each country equal
weight) of 35 per cent of current contraceptors using for spacing. The figure was over
50 per cent in four countries - Kenya, Lesotho, Paraguay and Sudan. Nearly 8¢ per cent
of contraceptors in the Americas and 30 per cent in the Middle East were using con-
traception for childspacing. Among the Asian countries, childspacing was an important
motive for contraceptive use in Fiji, Indonesia, Philippines, Sri Lanka and Thailand,
though less significant in Republic of Korea, Nepal and Pakistan,

These findings indicate that family planning programmes in developing countries
should focus on potential users of contraception for childspacing as well as women who
already have several children and who wish to cease childbearing. Women who use con-
traception for spacing are more likely to use it successfully when they eventually want to
cease childbearing, Childspacing also has an important demographic impact by reducing
the fertility of married women in the younger age groups in which fertility is highest, and
by increasing the average interval between births and hence extending the time between
generations. Since the average reproductive span is about 30 years, family planning
programmes need to take into account users’ needs throughout their reproductive years.

Childspacing effects on infant and child mortality

The harmful effects of rapid childbearing on the survival of children have been studied for
at least the past 60 years. The analysis of WIS data has now contributed to a better
understanding of this relationship and has provided policy-relevant findings. In general,
children born less than two vears after the preceding birth are much less likely to live
until their fifth birthday than those born within two to three years, LEqually, children
born after long intervals (four or more years) have a better chance of living up to their
fifth birthday. In some countries babies born after short interval  re two-and-a-half times
more likely to die within the first five years of life than these burn after four-year
intervals (see figure 5). The harmtul nature of closely spaced births affects both the
younger and older children.

The harmful effects of short birth intervals on childhood mortality are sometimes
explained by the ‘maternal depletion syndrome’, whereby one pregnancy coming too
soon after the previous confinemeat leaves the mother little time to recover her health,
especially if the child is breastfed for a long time or is still unweaned at the time of the
next conception. Moreover, a continuous cycle of pregnancy and lactation leads to a
progressively higher risk of low birth-weight babies with decreased chances of survival in
the carly years. The other explanation for poor survival chances is ‘competition’. A large
number of children requiring feeding and attention at the same time may result in a
situation where the older children take precedence in access to the limited resources
available in the family, or all the children may be at higher risk as a result of sharing the
meagre resources among larger numbers, An important aspect of the phenomenon is the
competition of a rapid subsequent pregnancy. The effect of such a pregnancy is often to
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induce too rapid weaning, with consequent harmful effects on the surviva of the preced-
ing child.

The analysis based on WES data shows that both maternal depletion and competition
play a role when children are born in rapid succession. From a study of 26 countries it
emerges that the occurrence of a birth less than two years after the previous birth
increased the mortality rate in the first month of life by at least 50 per cent in 24
countries, and more than doublzd it in 14 of them, The effects of rapid childbearing were
cqually apparent in the 2nd to 12th month of life, where the mortality risk was raised by
at least 50 per cent in 22 countrics and actually doubled in 12. A closely spaced subse-
quent birth also tended to adversely affect the survival chances of the older child. These
effects of childspacing on mortality were largely independent of the mother’s educational
level, thereby demonstrating the possibility of reducing mortality by increased child-
spacing tor all educational groups.

The effects of childspacing on infunt and child mortality are not independent of the
effects of maternal age and birth order sinee births to young moihers who ve numerous
children are of necessity closely spaced. A question often asked is which is the primary
causative agent - childspacing or the inter-relation of birth order and maternal age,
Detailed cross-national analysis in 30 countries has left little doubt that the childspacing
effects are real and that they cannot result purely from maternal age or birth order
patterns.

A successtul fomily planning programme could, therefore, directly contribute to a
decline in infant and child mortality by reducing the fertility of younger and older
women, by reducing the number of women with very many births, and by lengthening
the interval between successive births, It is estimated that there is a reduction in the
probabilitv of dying during the first year of life or about 10 per cent and of dying
between the wges of one and four of about 16 per cent if all births are spaced at least
two years apart.

BREASTFLEEDING

In the absence of significant use of contracepiion, breastfeeding is an important determi-
nant of fertility. Its effect in inhibiting ovulation increases the birth interval and results in
lower completed fertility. Post-partum sexual abstinence may further lengthen the period
between births in some cultures. The effect of breastfeeding on fertility depends on how
long, frequently. intensely and exclusively infants are breastfed. Ovulation returns sooner
if supplemental feeding is introduced, and for this reason the ‘contraceptive’ effect of
lactation rarely lasts as long as a vear even where breastfeeding averages two or more
years. In addition to the protection it offers against early pregnancy, its role in infant and
child mortality and nutrition is of critical importanee in the poorer developing countries.
The WES surveys pravide the first Large body of comparable data on the prevalence
and duration of breastfeeding across a broad spectrum of the developing world (41
countries in Asia, Africa and the Americas), at both national and subnational leveis. In
addition, a number of countries (mostly in Africa) which adopted the module on factors



other than contraception affecting fertility (FOTCAF) obtained more detailed breast-
feeding data in addition to information on other factors thought to influence fertility,
most of which were not previously available. The survey data indicate that the vast
majority of infants in developing countries are breastfed, for a few months at least, and
that absence of breastfeeding, in many cases, is due to the carly death of the child.
Lxcept for Fiji, Malaysia and Philippines, 92--98 per cent of women in Africa and Asia
breastfeed their children. Breastfeeding is virtually universal among wonien in sub-
Saharan Africa. In Latin America between 10 and 20 per cent of women do not breast-
feed and, in the Caribbean, this figure is roughly 10 per cent. These values contrast
sharply with estimates found in more developed countries. In the United States, for
exanmiple, only 29 per cent of children born in 1971-74 were reported to have been
breastfed.

Appreciable contrasts in duration of breastfeeding are evident among the surveyed
countries, varying from more than two years in some Asian societies to less than a year in
most of the Americas (see figure 6). Mean duration of breastfeeding in Africa is between
14 and 20 months, with the higher durations mostly in sub-Saharan Africa, compared
with less than a year in the Americas, apart from Ecuador, Haiti and Peru (12-15
months). In Asia the durations vary more. Fhe longest are found in Bangladesh where
women breastfeed on average for 29 months, in Nepal, about 25 months, Indonesia, 24
months and Sri Lanka, 21 months. The lowest average duration is in Malaysia where the
mean is only 6 months. FFor the other Asian countries the duration averages 11--19
months, roughly the same as in Africa,

WFES data indicate that prevalence and duration of breastfeeding do vary within
different  demographic and socio-cconomic groups, and imply that breastfeeding is
declining in developing countries. Older women had breastfed for 2--5 months longer
than younger women in most countries, and for as many as 6 months more in Indonesia,
hepal, Thailand and Tunisia. On average, the differentials are less than 2 months in most
of sub-Saharan Africa. Rural wonien in most countries breastfeed for 2-6 months longer
than their urban counterparts on average, and only in Mauritania and Portugal is the
urban rural difference less than 1 month. More substantial differences oceur in Indonesia
(9 1aonths), Jamaica (7 months) and Thailand (11 months).

The length of breastfeeding decreases steadily with increases in education, except in
Fiji and Mauritania. Among women with 1 3 vears' education, there is a decrease in
breastfeeding of about 1 2 months as compared with women with no education. Among
the most educated women, ic those with 7 or more years of schooling, the decrease is
very substantial, especially in Egypt, Indonesia, Republic »f Korea, Mexico, Panama and
Philippines, It is mainly in sub-Saharan Africa that relatively well educated women breast-
feed for more than one year.

It current increases in urbanization, female education and female labour force
participation continue, it is likely that the practice of breastfeeding will decline further.

Although breastfeeding may not be used deliberately to space pregnancies, it clearly
has a substantial effect on the spacing between births and on total fertility. One study
found that cach month ot breastfeeding added 0.7 months to the length of the birth
interval in Sri Lanka, 0.5 months in Colombia, Indonesia and Panama, 0.4 months in
Bangladesh and Peru, and 0.3 months in Guyana and Jordan,
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Among illiterate rural women in the Americas, Asia and Africa, much of the current
restraint of fertility comes from the traditionally long periods of breastfeeding combined,
in some cases, with abstinence. In sub-Saharan Africa, where current use of contraception
is less than 10 ner cent in most countries, these factors lead to an infertile (non-
susceptible) period of about 15 months after each birth. Decline in breastfeeding may
oftset the effeet of increasing contraception on marital fertility if the increase is too slow,
The socio-economic changes that influence declines in breastfeeding probably also
cncourage contraceptive use, but the question is whether contraceptive use can replace
breastfeeding and other traditional restraints rapidly enough to forestall an increase in
fertility.

MATERNAL AND CHILD HEALTH

In 4 number of countries some questions on maternal and child health were incorporated
in the WES questionnaire. An analysis of the results of such surveys in the Americas
showed that huge differentials exist between and within countries with regard to the
maternal and child health indicators. For example, the percentage of women who had had
medical cheek-ups during their pregnancy varied from 49 in Peru to 92 in the Dominican
Republie. Similarly, the proportion of women being assisted by a professional in the
delivery varied from 48 to 81 per cent. Medical check-ups of the newborn child also
showed considerable varation over countries, reaching a high ot 70 per cent in Paraguay
and g fow of 33 per cent in the Dominican Republie, Similar differences were found for
the vaccination ol newborn children and the women's vaccination against tetanus.

More interesting than these differences between countries is the finding that in every
single country the maternal and child health indicators show a positive association with
level of education of the mother, occupation of the father and urban residence.

The importance of these findings is that observed differences in infant and child
mortality may be partly due to the lack of medical infrastructure in certain arcas of the
countries. Also, the poorer sections of the population seem to have less ready access to
the health services than their more well-to-do counterparts. There is currently a trend to
integrate family planning programmes  with maternal and child health services, but
whether this constitutes an eftective mechanism for bringing family planning to the sector
ol the population most in need will depend on the coverage and accessibility of these
programies,

INFANT AND CHILD MORTALITY

One of the principal benefits of the World Fertility Survey programme has been the
collection of valuable data on infant and child mortality. The birth history section of the
individual questionnaire muakes it possible 1o estimate not only current levels but also
recent trends and differentials. For many countries, especially those in Africa, it is the
first time that such information has become available. Moreover, the WES surveys have
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produced valuable new insights into the mortality of young children beyond the first year
of life where perhaps the greatest improvements can be made.

Recent levels of mortality

Figure 7 depicts the chances of dying during infancy and early childhood that prevailed
during the five-year period preceding the WIS surveys, as estimated from the birth history
data.

The variation of mortality of young children is very great: Panama and Portugal, the
WES countries with the lowest levels of mortality, had fewer than 50 per 1000 of their
children die before reaching their fifth birthday compared with more than 250 (or one
quarter) in Senegal, a variation of more than five to one. However, even the mortality
levels of Panama and Portugal are substantially above the levels of the more developed
world. FFor example, Japan has less than 10 per 1000 of its children die in infancy (that
is, at less than one year of age) and the United States and England and Wales about 15 per
1000, compared with 33 for both Panama and Portugal.

Twelve of the 41 countries had infant mortality rates above 100 deaths per 1000
children born and seven had rates below 30, There is a definite regional pattern to mor-
tality: very high in south Asia and sub-Saharan Africa and lower in the Americas. How-
ever, the variations within regions are greater, with differences of up to 100 or more
deaths per 1000,

The variation of mortality at ages one to four years is greater still than that of infants.
Deaths at age one vary from less than 5 per 1000 children in Costa Rica, Portugal and
Trinidad and Tobago to over 50 in Nepal and Senegal, a range of ten to one, On the
whole. in the countries with higher mortality close to half of the deaths of children under
five occur after their first birthday compared to less than a quarter for the lower
mortality countries.

Recent trends in infant and child mortality

In practically all the countries covered by the WI'S, deaths to children under the age of
five have declined over the last fifteen years. For all countries together, there were 49
fewer deaths per 1000 children born in the most recent period than in the period 15- 19
years ago, ie a fall of about 16 deaths every 5 years. The decline in infant deaths was on
average 25 per 1000 births and. at older ages, it was 24, By region both Asia and Africa
indicate about the same improvement (56 and 59 fewer deaths per 1000 children born,
respectively) while the American countries show a smaller improvement of 36 fewer
deaths on average.

FFor most countries the declines have been substantial, although unequal between
countries and somewhat irregular over time. For deaths under five years, the greatest
improvements occurred in Ivory Coast, Jordan and Turkey. The falls in mortality in these
ountries have allowed 1418 per cent more children to reach their fifth birthday in the

¢
S years preceding the survey than had done so 10--14 years earlier, The smallest changes
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occurred in the Philippines and in Paraguay, the former showing practically no improve-
ment and the fatter a small and erratic change over time.

Regarding only the first year of life, in 26 of the countries with a WFS survey infant
mortality fell by at least 20 deaths per 1000 births between the periods 15 19 and 0- 4
years before the survey, The countries with the fargest improvements in infant mortality
are Benin, Cameroon, Ivory Coast, Jordan and Turkey, all of which have 45 fewer deaths
per 1000 births. However, mortality during in fancy in Philippines, Senegal, Sri Lanka and
Venezuela appears not to have improved,

Differentials in infant and child mortality

Onc of the strengths of the estimation of mortality rates from the WES surveys is that
these rates can be related to the characteristics of the children, their families and their
communities.

Age of mother

As is well known from the statistics of the developed countries, children born to very
young mothers and mothers over the age of 35 are more likely to die in infancy. Overall,
the WES data support this finding for the developing countries.

Birth order

There are many reasons to believe that the mortality of infants and other small children
should be associated with their order of birth. On the one hand, first-born children are
more likely to be born to a mother who is biologically and economically unprepared to
bear and bring up a child. On the other hand. children of high orders are more likely to
be born to older mothers who are physically more worn out: these children may be
affected by competition from older brothers and sisters for tood and other “amily
resources and may be cared for by someone other than their mother. They ae .ndeed
more likely to be considered superfluous. Morcover, since women ol higher socio-
cconomic status are likely to have smaller familics, a disproportionately larpe share of
children of high birth orders will come from families of lower education and income. For
these reasons, higher mortality for both first-born children and fourth and later children
might be expected.

Overall, evidence from the WIS shows that first-born children are only six per cent
more likely to die during infancy than the second or third. Fourth, fitth and sixth chil-
dren are also about five per cent more likely to dic than the second or third, but children
after the sixth are 39 per cent more likely to dic in infancy than the second o third,

The relationship between infant mortality and birth order is not uniform: 25 of the
41 countries show higher mortality tor first-born infants than for second and third born,
and 27 show higher mortality for children of fourth, fifth and sixth birth orders. However,
higher infant mortality for seventh or later order children is apparent in 37 countries,

With regard 1o mortality at ages one to four, there is a sharp rise in mortality with
birth order in nearly all countries.
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Sex of child

It has been commonly accepted that males have higher mortality than females at all ages,
except where maternal mortality is important. The WES data show that male infants have
smaller chances of survival in nearly all countries. Jordan and Syria, however, have
substantial excess female infant mortality. For all countries combined, male infant
mortality is some 16 per cent higher than female,

Surprisingly, however, this is not true for mortality at ages one to four Less than one-
halt of the countries have higher mortality for boys than for girls at these ages, and
overall, male mortality is about the same as female mortality.

There does appear to be a geographical relationship with sex differences in mortality,
with the countries of south Asia and the Middle East showing particularly high levels of
female mortality at ages one to four.

Urban - rural residence

In most of the countries infant mortality was lowest in metropolitan areas, higher in
other urban areas, and higher still in rural areas. In a few countries, most notably
Bangladesh, Egypt, Philippines, Sri Lanka and Thailand, infants in the metropolitan
centres have no large advantage in survival over those in other urban areas, but still have a
greater advantage than those living in rural areas. In cight countries, Costa Rica,
Dominican Republic, Jamaica, Kenya, Republic of Korea, Mauritania, Paraguav and
‘Tunisia, infants born in rural areas have about the same chances of survival as those in
non-metropolitan urban areas. However, in two countries, Guyana and Haiti, infants born
in the capital are much less hkely to survive than even those born in rural areas.

For mortality between the ages of one and four years, the advantage of living in an
wrban setting is very clear: death rates are lowest in metropolitan areas, intermediate in
other urban areas and highest in rural areas.

These disparitics in mortality by level of urbanism reflect differentials in many
associated characteristies such as standard of living, access to health facilities, knowledge
and ¢conomic capacity for child care. The WIS data shed light on several important
socio-economic factors.

Parcents’ education

In virtually every country surveyed both infant and child mortality decrease consistently
with increasing education. In Cameroon, for example, mothers with no education had
twice as many of their infants die as women with secondary education.

Similar to its effeet on infant mortality, education has a great impact on the level of
mortality at ages one to four. For example at these ages in Cameroon, 109 per 1000 chil-
drenof uneducated mothers Jdied as against 55 of secondary educated mothers. The results
of a study of 28 WES surveys show that the father's educational level can also be very
important notonly in regard to infant mortality but also for mortality at ages one to four.

In comparing countries, it may be asked whether the differences between them are due
solely to differing levels of development or to other factors as well. In the study of 28
WES surveys, comparisons were made between countries for two standard groups: the
‘urban ¢lite’ and the ‘rural traditional’ group. Among the ‘urban élite’ husband and wife
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live in the metropolitan areas and have secondary education and the husband is in a
professional or clerical occupation: in the ‘rural traditional’ group, the husband works in
agriculture and has only an incomplete primary education, and the wife has no education.
For the élite group, three-quarters of the countries had similarly low mortality rates.
However, it was clear from this study that mortality in traditional rural areas varies
widely, even for those with similar socio-cconomic characteristics. Thus part of the
difference between countries may be due to the effects of differing child care practices
and traditions, levels of disease prevalence, medical and health care provision, and
poverty, particularly within their rural areas.

Housing and community characteristics
In addition to the characteristics of the child’s parents, the physical characteristics of the
house can affect its chances of survival, and a number of studies using WFS data have
signalled their importance. In the Philippines, for example, the availability of sanitation
and electricity proved to be related to child mortality even after allowing for the effects
of birth order, maternal age and education, In Panama, water supply and sewage disposal
were almost as important as the mother’s characteristics. Toilet facilities show clear
relationships with mortality at ages one to four in studies in Mexico and Sri Lanka.
Community characteristics and health facilitics and their relationships with infant
and child mortality were studied in Bangladesh, Cameroon, Ecuador, Egypt, Ivory Coast,
Jordan, Peru and Philippines. The study showed that the presence of health facilities in
villages is associated with lowered mortality in most of the countries.
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3 Policy imolications

The prime - objective of the WEFS was to meet the need for reliable and up-to-date
informatio. 1 human fertility. This need came not only from population scientists but
also from government planners and policy-makers who required information on fertility
as a major component of population growth and on fuctors affecting fertility behaviour,
in order to orient official policies and programmes in population, health, social and
cconomic ficlds which have an impact on fertility. Although fertility has always been the
primary focus of the WIS surveys, unique, high quality information has also been
obtained on related topics, such as infant and early childhood mortality, nuptiality and
breastfeeding patterns. In this way the programme has contributed to policy-making not
only in the fields of fertility and family planning but also with regard to maternal and
child health and health planning in general,

FERTILITY DECLINE AND DEVELOPMENT

The carly 1970s saw a lively debate between those who argued that general development,
improved levels of living, education, health, transportation and communication facilities,
as well as industrialization, urbanization and increased employment of women, would
bring about fertility dectine in the developing world with little or no promotion of
organized family planning and those who maintained that development itself was
threatened by rapid population growth and that family planning programmes could make
an appreciable independent impact on fertility. The debate culrinated at the 1974 World
Population Conference when the slogan ‘development is the best contraceptive’ was
coined by some. More recently, there has been a growing consensus that organized family
planning can never replace general development programmes but is a useful adjunct, not
only for demographic reasons but as an extension of individual freedom of choice. At
issuc is still the question of which aspects of development, independent of family planning
efforts, will most effectively promote deeline in fertility.

Many have posited that exposure to formal education and rising literacy play an
important part in promoting fertility decline. At first glance, the results from WFS
suppoert this contention. Better educated women marry later than women with little or
no education. Furthermore, couples who are better cducated are more likely to know
about and use contraception and will, therefore, usually have smaller families than their
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less educated counterparts. These differences are particularly pronounced in Latin
America and the Middle East but are also common in other regions.

A closer look at the data, however, suggests that rising education may often not be a
solution to the pro.em of excessive fertility. In many WIS countries, a few years'
schooling scems to be conducive to a slight rise in fertility, compared to the level of
uneducated couples, This is true, for instance, of Indonesia, Kenya, Pakistan, Philippines
and Sudan. The reason is not that such couples desire more children or are less ready to
use contraception but that their high fertility seems to be due partly to shortened
lactation. A detailed analysis suggests that other factors not captured in survey results
may also be at work, such as better nutrition and health, leading to a lower level of
spontancous foctal loss or, in some parts of Africa, a lower level of polygamy and
shortening of the period of post-natal sexual abstinence.

On the other hand, there is evidence that illiteracy or very low levels of literacy are
not necessarily obstacles to the acceptance and use of family planning. In Indonesia and
Thailand, for example, fertility has declined sharply as a result of widespread diff{usion of
family planning services precisely among couples who have little or no education, Clearly,
illiteracy cannot be regarded as an unconquerable impediment to radical changes in
reproductive behaviour.

LEducation is important in its own right and most developing countries have made
universal primary education an important target, But its impact on fertility cannot be
taken for pranted. WES data show clearly that it is only parents with secondary or higher
schooling who show substantially reduced fertility.

It has also been arpued that improvements in the status of women are associated with,
and may be i precondition for, fertility decline. 1t is plausible to believe that women, who
have the main burden of reproduction, may see greater advantages (o controlling fertility
than their husbands and that strong patrilineal societies where wonen are denied equal
status are more resistant to reproductive change than egalitarian socicetics.

On the whole WIS has not identified for policy purposes any single aspect of develop-
ment that is crucial to the level of fertility decline and demographic change. Fertility
decline can and does oceur in widely differing socio-ecconomic contexts. Its onset appears
to be determined more by ill-understood cultural factors than by any objectively
ascertainable development factors,

FAMILY PLANNING
In most of the surveyed developing countries, large majorities ol women claim to know at

least one method. Typically, modern methods such as the pill or intra-uterine device are
most familiar, Knowledge of sources of specific methods is often well below general

awareness of methods and varies greatly betwer  he diverse societies: but it is worth
noting that even in countries such as Colomb’ onesia, Mexico and Vencezuela where
contraceptive awareness is very high, substan ainorities are apparently ignorant of any

places where they can obtain advice and suppnes. Non-medical and non-appliance methods
(withdrawal and rhythm) are, of course, in principle available to all but these methods do
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not appear to be common in most developing countries. The so-called contraceptive
revolution over the last decade has derived it impetus almost entirely from increased
use of modern methods, with few reliable recorded instances of the increased popularity
of traditional methods.

As expected, ignorance of supply sources is concentrated among the rural and least
cducated population. The disparities are sometimes startling. In Mexico, for instance,
only 27 per cent of rural women compared to about 70 per cent of urban residents knew
of a source: and only a quarter of uneducated women, as against nearly 90 per cent of
those with secondary or higher schooling, were aware of any place to visit for advice or
supplies, Similar sharp differences are apparent for other Latin American countries and
in Nepal, Thus differences between sectors of the population in the adoption of contra-
ception reflect to some extent Cifferential knowledge and it scems clear that there is
considerable scope for further family planning information and publicity. But such
variations are not inevitable. The findings for countries like the Republic of Korea,
Malaysia, Indonesia and Costa Rica show that knowledge of family planning outlets is
widely and equally diffused among all sectors of the population.

To the extent that couples have distirct preferences for particular methods, knowledge
of where to obtain particular methods is a better eriterion of access than knowledge of
sources in general. WES evidence shows that indeed wide variation exists in knowledge
about sources for particular methods within countries. Thus, for many couples the ceffec-
tive choice of contraception is extremely limited. The policy implication is that all
methods of family planning should be made available t¢ the population at large in so
fur as their use is legal and in accordance with prevailing social values. To ensure the
individual's free choice and strengthen the aceeptability and practice of family planning,
all available methods should not merely be provided for in service programmes but also
be dealt with in information and educational activities.

A problem facing muany family planning programmes is the side effects of some
contraceptive methods which often result in high discontinuaticsr rates. In the Philippines,
side effects were the reason given by one-third of all women for discontinuation, and it
was estimated that if a contraceptive method free from side effects and fully effective had
been available, discontinuation rates would be cut by over one-half and the birth rate
substantially reduced. Therefore, it is essential to provide for follow-up service and advice
as a part of family planning and health services.

The degree of dispersion and density of contraceptive sources needed to promote and
sustain high levels of contraceptive practice is a key issue for family planning programmes.
Though various measures of proximity have been obtained in surveys, the data have
proved analytically complex. The effect of distance on propensity to use no doubt
operates partly through awareness of the source and partly on the cost and inconvenience
of travel. It also depends on the nature of the method. For sterilization, the effort
involved may be considerable but it ocecurs only once. This feature may, to some extent,
explain the growing popularity of sterilization in less developed countries.

Is travelling time to a source ol other methods a critical factor in the decision to
adopt and continue using? Once confounding variables such as urbun rural residence,
cducation and desire to limit fertility are controlled among those aware of a source, the

41



overall relationship hetween proximity to source and actual use is only weakly positive.
If, however, method-specific sources are considered, proximity to such sources does
become an important determinant of contraceptive use, especially for methods needing
regular supply, such as the pill; however, for methods like sterilization or the IUD no
strong relationship was found,

The policy implications of these finds are {wofold. First, there is in many countries
a nexd tooincrease knowledge of facilities through publicity. Scecondly, increasing the
number of outlets might have a significaat positive effect on the use of regular supply
methods, such as the pill and the condom.,

Family planning issues in sub-Saharan Africa are very different from those in other
regions. WES survey resuits generally portray cultures which are strongly pronatalist in
attitude. Desired family sizes range from six to cight children, and large proportions of
women indicated no numerical boundary to their reproductive wishes. Only small
minorities of women seem to want (o avoid further childbearing and levels of contracep-
tive practice are negligible. In contrast, surveys in other regions have persistently shown
more modest desired family sizes. The reasons for the disparity remain to some extent
obscure but it has important policy implications.

In sub-Saharan Africa, family planning programmes cannot he framed on the assump-
tion of a massive latent demand for smaller sizes of family. There appear to be two main
feasible policies to attempt to change people’s views about the desirability of large
families or to stress the benefits of birthspacing through contraception. The former
course ol action presents a formidable challenge. There are few instances where govern-
ment action alone has been effective in changing family size ideals. The second course of
action is perhaps more likely to succeed. There are already in most African societies
strong beliefs in the benefits of birthspacing, and a rapid succession of births is considered
undesirable or even shameful. As traditional means of birthspacing, that is prolonged
lactation and post-natal abstinence, are weakening, a process which may be difficult to
arrest, a strong demand for contraception as a substitute may emerge. Oncee the habit of
contraception is established, the prospects for decline in the perceived desirability of large
families may be enhanced. This scenario underlines the importance, particularly in Africa,
of integrating family planning with maternal and child health services.

However, there are considerable practical difficulties in delivering a family planning
service designed primarily for spacing needs. Owing to prolonged breastfeeding and, in
west Africy, to extended abstinence following childbearing, many women are not at risk
of conceiving for several months following childbirth. In these circumstances, contracep-
tive adoption immediately after birth may scem superfluous. Yet, it is more difficult to
identify and canvass women later on than at the time of delivery, when contact with
health services is at its greatest.

MARRIAGLE POSTPONEMENT

Hohas been widely assumed that if the age at marriage increases, fertility will almost
automatically decrease. However, WES findings suggest that the issue is more complex.



In most countries fertility was lower for women who mairicd above the age of 20 than
below, and the effect on fertility was even stronger among those who married above the
age of 25, In several Asian and African countries, women who married below the age
of 17 and those who married at ages 17--20 had similar levels of completed fertility,
In some Asian countries o very young age at marriage is associated with lower fertility
than marriage a* ages 17 .23, due to the greater risk of complications and miscarriages
from early pregnavceios, sometin os tesulting in fecundity impairment,

These findings suggest that »olic s ained at delaying marriage, however desirable on
social grounds, may have litde effeet on fertility until postponement into the twenties
becomes prevalent. A number of developir ¢ countries have tried to raise the age at
marriage by legislation, but often with little success. The administrative structure in many
countries is too weak to enforee such legislation and. until reasonably reliable birth
registration to provide pro f of age has heen developed, implementation and enforcement
will remain difficult. Raising age at marriage by law (o reduce fertility is unlikely to be
effective unless the social, cconomic and cultural climate is also cinanging and other
factors to reducee the level of fertility are in operation.

Among socio-vconomic measures contributing to postponement of marriage (and
subsequent decline in fertility) are education, vocational training and civployment for
women, as well as changes in the relationship between parents and their children. It these
factors do raise the age at marriage, they may at the same time reinforce other social
changes which reduce fertility, such as the transformation of the extended family pattern
into a nuclear one, and the aceeptance of full responsibility by parents for bringing up
their own children. A study of WES data in 22 developing countries found consistent
positive effects of education upon age at marriage in almost all countries. It seems,
however, that improvements in primary ceducation do not have much effeet upon girls’
dge at marriage: only when education reaches the sccondary level is there much and
usually only if improved employment opportunitics outside the home are made available
at the same time.

PROMOTION OF BREASTFEEDING

WES surveys have made considerable contributions to knowledge of breastfeeding
patterns and trends, with important policy ramitications. The findings strongly suggest
that educational advancement, cmployment for women, urbanization and development in
general are accompanied by a decline in breastfeeding. This is reinforeed by survey
information on recent trends in lactation from such countries as, for example, Republic
of Korea, Philippines and Thailand. A substantial reduction of breastfeeding duration
uiaccompanied by increased contraceptive use would tend 1o raise fertility. One major
comparative study using information on breastfeeding and birth spacing suggests that a
three-month reduction in length of  breastfeeding may reduce the birth interval by
between one and two months,

The role of breastfeeding n limiting fertility by prolonging the birth interval is often
reinforced hy other traditional practices which inhibit fertility. Principal among these is
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sexual abstinence after a birth, usually to ensure the survival and health of children born,
rather than to limit family size. In several sub-Saharan countries in Africa such a period
of abstinence is longer on average than the period of infertility following childbirth,
despite prolonged breastfeeding. Once again, WES surveys provide clear evidence that
abstinence is typically less prolonged among the more modern sectors of many countries,
for example, vory Coast, where women with no education abstain on average for twice as
long (14 months) as those with seven or more years of education. Erosion of these
traditional restraints will also tend to shorten birth intervals and raise fertility.

The obvious policy response to the current declining trend in breastfeeding and
subsequent rise in fertility in many developing countries is to strengthen maternal and
child health care facilities and family planning programmes. This should both arrest the
trend and adjuse to it by developing consistent and mutually reinforcing policies on
breastfeeding and family planning.

The importance of breastfeeding in maintaining the health of mothers and children
should be emphasized through health and other educational programmes, including
development of training of health personnel. The faet that infants are more vulnerable to
infection, retarded growth and other health risks during their first six months suggests
that special educational efforts be directed at women who already have comparatively
short durations of breastfeeding with the aim first of arresting further decline in breast-
feeding and later possibly reversing the trend. The fertility-inhibiting effects of breast-
feeding are maore pronounced for women who exclusively breastfeed (ie do not introduce
supplementary foods) in the first tour to six months, WES findings that infant and child
mortality is clearly related to the level of parents’ education would indicate that
promotion of breastfeeding and other maternal and child health care measures should give
full attention to the needs of all women with little or no education, irrespective of
whether they currently have short or long breastfeeding durations.

It is obvious that the beneficial effects of breastfeeding on the hiealth of the infant
should be stressed in any educational activities; the impact upon birth spacing and,
consequently, on the health of the woman, the child and the family should also be made
clear. WES data have shown that women in developing countries appear not to be using
breastfeeding as a means of spacing births; women with large families did not breastfeed
more or longer than women with fewer births. This suggests that there is scope here for
improved educational ind promotional programmes.

A WES-type survey in north-castern Brazil indicates a strong relationship between the
use of health services and the prevalence of breastfeeding. Women who had pre- and
postmatal care, who gave birtl at a hospital or clinic and whose child was under medical
ci e were much less likely than other women to breastfeed and had much shorter breast-
teeding durations, irrespective of their socio-economic backgrounds. Nearly one-third of
the wonen stated that o doctor or nurse had advised giving non-maternal milk and the
majority believed that their own milk was weak or insufficient, In these circumstances,
educational efforts she 2ld first of all aim at impressing upon the medical staff the import-
ance of breastieeding and the shorteomings of powdered or condensed milk with their
assoviated risks of infection, while taking into account that survey data indicate that the
majority of breastfed infants were receiving supplementary food, even during the first few
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months. Educational activities may successfully be directed towards the women using
health services, particularly those who have shown concern about their child's and their
own health and, therefore, are likelv to be responsive to advice. Women who are not using
health services may be approached through other channels, such as mothers® clubs,
community centres, teachers and the mass media.

Another approach to stopping the crosion of traditional fertility restraints is that of
family planning which must 1ocus efforts on the period following delivery. Use of
contraception for spacing purposes needs to be emphasized more as an objective of family
planning programmes. In parts of sub-Saharan Africa, because of the high family size
preferences of many African societies, the only way that contraception will be accepted
is by showing that it may be used for spacing. It is particularly in this region that
weakening of traditional restraints may create @ potential market for contraception as i
substitute, although re-education may also be needed.

she WES has proved an important vehicle tor studying the estent to which rises in
contraceptive use compensate for erosion of traditional restraints. Two studies on this
theme reach somewhat similar conclusions that the fertility-increasing etfect of shorter
durations of infertility following childbirth among the more modern strata of society
seems almost always more than counterbalanced by the impact of postponement of
marriigee and the use ol contracepuion, This suggests that the time-lag between decline in
brew tfeeding and compensating changes in contraception and nuptiality may not be long
Lasting, although not without significance in many African and Asian societies with high
total fertility rates.

Family planning programmes should be closely co-ordinated, and consistent, with
maternal and child health activities  The patterns of breastteeding and  associated
infertility may vary considerably from one society (o another and have to be taken into
account in programme designs. In choosing the most suitable method of contraception
and the time tor introducing it, the possible effect upon breastfeeding in particular has to
be fully considered. Non-hormonal contraceptives are preferable during breastfeeding as
they do not intertere with milk production. At least one WIS survey supported the belief
that use ol the pill, but not other methods, has a negative effect upon breastfeeding.
The Warld Health Organization recommends that use of combined hormonal contra-
ceptives be discoutapged and only progesterone methods — oral or injectable - be made
avaituble to Lactating mothers.

HEALTH SERVICLES

A number of WES surveys obtained information about health service provision at the
community level, in addition to the individual and household data. This las provided
the opportunity o examine whether casy access to health services substantially reduces
infant and child mortality and how far these links inter-relate with socio-cconomic
factors. Once again, the impression is that provision of health services does not have a
strong impact on infant and child mortality, although a tew interesting ¢xceeptions have
emerged. This Tack of general positive findings so far is perhaps all the more surprising
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since health service provision in an area is often associated with provision of other
facilities. The most consistent positive finding to date has been the reduction in mortality
in the first month of life it a trained midwife is available, although in the Philippines this
was only true for better educated mothers, demonstrating the important interplay
between education and effective use of services. In rural Bangladesh infant and child
mortality were lower when a primary school or Tamily planning clinic was n sarby, but
distance 1o health services (hospital, primary  health centre, dispensary or qualificd
doctor) was not strongly associated with levels of mortality. Once again, the results are
not definitive and more elaborate studies are required to determine what the deficiencies
in the health services are.

The United Nations had declared the 1980s the decade for drinking water and sani-
tation. The tew studies based on WIS data, although not definitive, have so far failed to
uncover any substintial differences in mortality of children under age five by type of
household water supply. More positive findings have emerged with regard to toilet facili-
ties. Availability of sanitation within a houchold is strongly associated with improve-
ments inoinfant and, particularly, child seovival, even allowing for a number of socio-
cconomic factors.

USE OF WES DATA BY POLICY-MAKERS

In 1983 the WIS carried out a mail survey in 25 countries ! ich had published the WES
country report, in order to assess, among other things, the use made of the WES data by
policy-makers up to that time,

The review revealed that very widespread use of the data had been made in a large
number of countries. Specifically, 18 of the 19 countries with government family
planning programmes had made some kind of use of WES data in these programmes, Most
of these 18 countries had used the WIS data to assess programme achievements (16
countries), to increase programme cfficiency (14) and to detine or redetine programme
ohiectives (14). Some examples illustrate the type of use made in these programmes,

The Kenya survey generated in the government both concern and a re-examination of
s position regarding population growth, It showed that the country had a population
growth rate ot about four per cent a year, one of the highest in the world. At that rate, its
population would double every I8 vears. Kenvan women indicated a desire for cight or
more children, a level which would result in a rapidly expanding population, It led to a
reformulation of the family planning programme, with far greater emphasis on changing
Family size desites and on expanding the programme into an active endeavour providing
irange ol contraceptive options.

In the Republic of Korea, the data led to a downward revision of demographic targets
and to g compaign emphasizing longer birthspacing among young women. The national
survey revealed a strong preference tor sons, one ol the strongest son preferences in the
world. This led to recommendations for fostenng equal opportunities in the society for
males and females, and to a thorough study of current civil law including that pertaining
to the raditional inheritance system, presumably to correct iale bias.
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In Sri Lanka, the evidence of low levels of contraceptive use led to a review of sources
of contraceptive supplies as well as service outlets. The fertility survey data were used to
obtain funds to expand the sterilization programme.

In Trinidad and Tobago, where the data indicated a high pregnancy rate among young
wonien, programme emphasis was changed to focus on this group,

In Dominican Republic, the daty showed almost universal knowledge of family
planning as well as unexpectedly widespread aceeptance of female sterilization, As a
result, the programme shifted its emphasis, adding sterilization to the services already
offered in government clinics and focusing educational efforts on specific methods of
contraception rather than on contraception itsell. (A national resurvey five vears later
found that the proportion of currently marricd women who had been sterilized had
risen from 12 to 20 per cent, and that fertility had declined substantially.)

Use of WES data in privately supporte-l fumily planning programmes was reported in
FS of the 23 countries where such programies existed. The data were mainly used to
increase programme efficiency (11 countries) and 1o define or redefine programme
objectives (10 countries), The following are some of (he specific actions taken,

In Lesotho, the programme was revised 1o increase the involvement of men. The data
o the low level of contraceptive use in Sri Lanka was brought 1o the attention of
ceonomic planners and political leaders (o obtain more support for the programme. In
Panama, counselling for teenagers received greater emphuasis than in other countries, and
programn es shitted from an urban 1o rurgl emphasis. In Paraguay the data were used to
select areas of greater potential contraceptive demand.

Astde front being used extensively for family planning programmes, the WI'S datg were
used i public health programmes in 19 ol the 25 countries. They led to adjustments in,
and greater appreciation of. the importance of public health activities, In Republic of
Korea, Pakistan, Sudan, Syria, Thailand and Turkey, among others, the findings on infant
anda child mortatity, often much higher than the incomplete vital registration had shown,
stimuolated interest in maternal and child health programmes and, in some countries, were
used to gencrate increased funding of them. In Thailand. attention focused on water
supply and environmental sanitation because of the relationship hetween these factors
and infant mortality.

Finwly, most of the countries surveyed have already used the WES data in their
official population projections (19) while an additional § countries used them in less
important projections. or plan 1o use theaw when new official national projections are
prepared.

It will be seen from these examples that governments were stimulated (o action by g
wide varicty of dara on fertility levels and trends, infant and child mortality, son
preference, birthspacing and teenage pregnaney, to name butl a few. In most cases action
followed soon after publication ol the mational survey findings. These SUrveys are
continuing to be analysed, sometimes for national purposes, sometimes (o make cross-
national comparisons. By carly 1984, more than 500 country studies were either in
progress or had been completed. The size and usetulness of the data base can therefore
only increase in the furure,
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4 Conclusions

The WE'S programme was a unique experience in international co-operation, The success-
ful completion of comparable surveys in 41 developing and 20 developed countries was in
itself a remarkdble achievement. Before WIS it was common to see surveys of this kind
terminated without publishing results -- victims of bureaucratic inertia, difficult ficld con-
ditions, crratic coders and computers, political sensitivitics and numerous other problems.

The planning and execution of such a large and complex research programme, with
the participation of institutic s and individual specialists from all parts of the world,
have demonstrated that multi-country surveys on a comparable basis are feasible and
uscful. Morcover, the WES gave more than usual emphasis to the achievement of high
quality in data collection and analysis, preparing, for example, extensive training manuals,
utilizing well-trained interviewers and supervisors working in teams, translating question-
naires into local languages, analysing sources of response errors and providing expert
assistance with detailed data processing and analysis

An important objective of the WEFS was to assist in building up survey capability in
developing countries. One indication of the programme’s achievement towards this
aim is the fact that more than half of WI'S’s publications and studies have been con-
tributed by scholars and experts from the developing world, Further evidence of WIS's
ability to deal with complex statistical and demographic problems is the widespread
use of its technical manuals and reports in graduate courses in statistics and population
studies.

WES surveys have provided a massive addition to knowledge of human fertility
throughou' the world and extensive new data have been obtained in two important
related fields: infant and child mortality, and breastfeeding, Some of the main findings
rom the developing country surveys are highlighted below:

Fertility is highest in the Middle East and sub-Saharan Africa, with an average of 7
children per woman. In North Africa the figure falls to 6, and in Asia and the Americas
to .5, although the latter average includes a few large countries with much higher
rates (Bangladesh, Mexico, Pakistan).

Substantial fertility declines have been observed over recent years in all regions except
sub-Saharan Africa.
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WES has not identified any single aspect of development that is crucial for bringing
about fertility decline.

Approximately half of the women surveyed in 31 countries (excluding sub-Saharan
Africa) do not want any more children. An analysis in 18 countries has shown that the
prevention of all births reported as unwanted would reduce the population growth rate
from 2.2 to 1.3 per cent, increasing the time it takes populations to double from 32
years to 53 years. In sub-Saharan Africa, only 10-15 per cent of women do not want
any more children.

The average number of children desired by women ranges from 34 in some Asian
countries to 7—8 in parts of Africa.

About one-quarter of currently married women interviewed were using contraception.
The proportions vary widely between countries, being highest in the Americas (average
39 per cent), somewhat lower in Asia, considerably lower in the Middle East and
North Africa, and very low (2--8 per cent) in sub-Saharan Africa.

Contraceptive use increases with education. An extreme case is Bangladesh, where
women with seven or more years of schooling are nearly five times more likely to be
contraceptors than those with no schooling,

The presence of convenieat family planning services generally leads to greater contra-
ceptive use, especially in rural areas. In several countries, however, motivation is a
stronger determinant than availability of services.

Age at marriage is rising in most countries, particularly in Asia but also in the Middle
Last and North Africa. The Americas and sub-Saharan Africa show little or no in-
crease.

Postponement of marriage beyond about 20 years of age leads ultimately to a re-
duction in fertility. Below this age, postponement has a reducing ceffect only in some
countries; in others, couples appear to make up for later marriage by faster child-
bearing,

WES has clearly shown that a short birth interval between two children leads to a
considerably higher risk of both of them dying in infancy or carly childhood. If all
births coming less than two years after a previous birth were postponed for two years,
the child’s risk of dying before the age of five would be almost halved.

The average duration of breastfeeding varies widely between countries, from 18- 24
months or more in some Asian and African societies to 6--12 months in most of the
Americas. There is a sharp fall in the average duration for women with more than
seven years’ schooling.




The particular value of the WES is that these trends and relationships are now carefully
documented so that comparisons between a large number of countries in all parts of the
world can be made, WES has already provided a great deal of data of relevance for
planners, policy-makers and administrators in the fields of health care, education, family
planning and related arcas. Its findings have taken some of the guesswork out of policy-
making and programme implementation and evaluation.

Surveys of this kind will continue to be an indispensable source of the information
required by povernments and international organizations. Since recruitment of new
participants in the WES programme was discontinued in 1982, several countries  such
as the People’s Republic of China, Malawi and Rwanda  have initiated WES-type surveys
with the support of the International Statistical Research Centre and other countries are
considering similar steps. As a concluding activity of the WI'S programme, a careful
assessment of all major aspecte of the survey work has been undertaken as an important
contribution to improving future surveys of this kind. The International Conterence on
Population held in Mexico City in August 1984 adopted by concensus the following
recommendation: ‘Governments, in collaboration with appropriate international organi-
zations, are urged to establish or strengthen national sample survey programmes |
[and] it is recommended, in particular, tha surveys should be carried out periodically
on fertility, family plinning, health of mothers and children, mortality and migration
and that technical assistance should be made available from international sources’.

The population problems in developing countries are, and will no doubt remain for
a long time to come, among the most vital development issues, not only in the countries
coneerned but also for the world as 4 whole, Major shifts of emphasis are occurring in the
provision of health care and family planning facilities in the developing world. The
primary health care focus of the Strategy for Healt'. for All by the year 2000 adopted by
the United Nations is still evolving and postdates most WIS surveys, The United Nations
Children’s Fund (UNICET) is currently promating a global programme on child growth,
oral rehyaration therapy, breastfeeding and inoculation, These and similar activities
depend for their suceess on g continuing source of information to guide and monitor their
progress.

Ten years ago, at the World Population Conference held in Bucharest, governments
committed themselves to ‘the basic right of all couples and individuals to decide freely
and responsibly the number and spacing of their children and to have the information,
cducation and means to do so'. Today, in many societies, this right still remains to be
honoured. The findings of WIS and similar surveys in the future, whether in new
countries or in those already covered by WES, should provide valuable guidance towards
the achievement of this goal for the benefit of mankind.



Appendix table  Summary measures of demographic characteristics from 41 WES surveys

Country Nuptiality Fertility
Mean age “rever Time spent Crude  Total Children
at first married in birth fertility cver born
nurriage aped 1519 marriage rate rate to women
45-49
(1) 2) (3) (4) (5) (6)
Benin 18.2 438 96.6 4G%* 7.1 6.3
Cameroon 17.5 53.1 92.0 44* 6.4 5.2
Ghana 19.3 30.9 93.6 48* 6.5 6.7
Ivory Coast 17.8 56.0 93.6 47* 74 6.9
Kenya 19.9 274 94.5 48 8.3 7.9
Lesotho 19.6 31.5 91.5 44 58 5.3
Nigeria 18.5 40.3 95.7 50* 6.3 5.8
Senegal 17.7 59.3 94.5 51 7.2 7.2
gy pt 21.3 225 94.3 43* 5.3 6.8
Mauritania 19.2 37.1 87.4 S0* 6.3 6.0
Morocceo 21.3 22.1 92.5 44* 59 7.1
Sudan (North) 21.3 21.8 94.3 39 6.0 6.2
Tunisia 23.9 5.2 97.1 35 5.9 7.0
Jordan 21.6 19.0 97.4 45 7.5 8.6
Syria 22.1 227 91.7 45 7.5 7.7
Turkey 204 224 98.2 3~ 4.5 6.3
Yemen AR, 16.9 61.7 93.8 48* 8.5 7.2
Bangladesh 16.3 70.7 87.9 43 6.1 7.1
Nepal 17.1 59.0 96.1 47 6.2 5.8
Pukistan 19.8 38.2 98.0 40 6.3 6.9
Sri Lanka 25.1 6.8 95.0 28 3.8 5.9
Fiii 21.8 12.2 96.0 31 4.2 6.5
Indonesia 19.4 374 90.7 32 4.7 5.3
Korea, Rep. of 23.2 2.0 29 4.3 5.8
Malay sia 23.1 .3 91.2 32 4.7 6.2
Philippines 24.5 6.8 94.4 34 5.2 6.6
Thailand 225 16.3 : 31 4.6 6.5
Colombia 22,10 15.1 91.0 34 4.7 6.8
Feuador 221 18.5 92.4 41* 5.3 6.8
Paraguay 221 16.9 91.5 35 5.0 6.3
Peru 23.2 14.0 93.0 36 5.6 6.6
Venezuela 21.8 201 91.0 34 4.5 6.1
Costa Rica 22.7 14.6 93.2 27 3.3 6.7
Donmunican Rep, 20.5 279 83.6 40 5.7 6.5
Mexico 21.7 19.2 93.4 40 6.2 6.8
Panama 21.2 19.7 89.0 28 18 5.8
Guyana 20.0 27.8 91.4 K 5.0 6.4
Haiti 218 16.2 87.8 37 5.5 5.9
Jemaica 19.2 274 83.8 28 5.0 5.5
Trinidad & Tobago 20.9 20.5 92,1 24 33 5.8
Portugal 23.1 0.3 97.1 16* 24 2.9

NOTES: OF the large countries, Brazil, India and the People's Republic of Ching did no. pasticipite,
the first two on the grounds that they had conducted similar surveys in parts of their countries. China
eventually applied to join, but as the deadline for recruitment of countries to the WIS programme had
been pussed, ISEmade other arrangements to support implementation of WI'S type surveys,

Ihiree countries have restricted age coverage to less than 15 49 years: Costa Rica and Panama 20
49: Venezuela 15 44,

Faplanations of the indices are as follows: Column I Singulate mean age af marriage, at the time of
the survey; Column 2 Per cent ever married among women aged 15 19 at the time of the survey;
Column 3 Per cent of time since first marriage spent in married state; Column 4 Crude birth rate from



Child mortality Breastfeeding IFertility preferences Country

Under Under Full Breast- G want Mecan Wanted
age age breast- feeding no more desired total
one five feeding (months)  children family fertility
{months) size rate
(7 (8) 9) (10) (1) (12) (13)
108 204 2.6 19.3 7.7 7.5 6.9 Benin
105 191 5.1 17.6 3.3 8.0 6.1 Camecroon
73 127 4.5 179 11.8 6.1 5.6 Ghana
113 162 .0 17.5 4.3 8.5 7.0 Ivory Coast
87 142 2.2 15.7 16.6 7.2 6.9 Kenya
126 174 2.5 19.5 14.8 6.0 5.3 l.esotho
90 165 3.8 19.2 5.0 8.4 5.4 Nigeria
112 262 4.9 18.5 8.0 8.4 6.7 Senegal
132 191 7.4 17.4 507 4.1 3.1 Egypt
90 196 7.9 15.8 10.9 8.7 6.8 Mauritania
91 142 5.5 14.5 41.8 5.0 3.7 Morocco
79 151 5.6 15.9 16.9 6.4 4.8 Sudan (North)
80 107 6.2 14.1 48.9 4.2 3.6 Tunisia
66 80 11.1 41.8 6.3 5.1 Jordan
65 86 5.5 11.6 36.5 6.1 5.6 Syria
133 166 - 14.3 59.3 3.0 24 Turkey
162 237 4.5 11.0 19.3 5.4 7.4 Yemen AR,
135 222 - 28.9 62.8 4.1 3.1 Bangliadesh
142 235 25.2 30.3 4.0 4.5 Nepal
139 207 19.0 43.0 4.2 39 Pakistan
60 86 - 21.0 614 3.8 2.2 Sri Lanka
47 59 - 9.9 49.5 4.2 3.6 Fiji
95 159 23.6 38.9 4.3 3.6 Indonesia
42 56 16.3 11.6 3.2 2.5 Korea, Rep. of
36 50 5.8 449 4.4 3.1 Malaysia
58 93 3.3 13.0 54.3 4.4 3.6 Philippines
65 91 . 18.9 61.0 3.7 2.6 Thailand
70 108 9.2 61.5 4.1 2.6 Colombia
76 118 - 12.3 55.9 4.2 3.1 Ecuador
61 8S 2.9 11.4 323 5.3 4.2 Paraguay
97 149 13.1 61.4 3.8 2.6 Peru
53 64 7.4 55.0 4.2 2.9 Venezuela
53 61 5.0 52.0 4.7 2.6 Costa Rica
89 129 8.6 51.9 4.7 3.0 Dominican Rep,
72 96 - 9.0 57.1 4.5 3.6 Mexico
33 46 7.4 63.0 4.3 27 Panama
58 77 - 7.2 55.0 4.6 2.8 Guyana
123 191 15.4 45.9 3.6 3.8 Haiti
43 56 8.1 50.5 4.1 23 Jamaica
41 49 8.0 46.5 38 24 Trinidad & Tobago
33 3 3.1 68.5 24 1.4 Portugal

WES: annual births per 1000 population {figures with an asterisk from the Population Reference
Bureau Data Sheet 1983); Column § Total fertility rate: number of children a woman vould bear if
she experiences throughout her lifetime the rates which prevailed during the five-year period prior to
the survey: Column 6 Average number of children ever born by women aged 45-49 at the time of the
survey; Column 7 The number of children who died before the age of ane year, per 1000 births, for
the five-vear period before the survey: Column 8 The number of children who died before the age of
five years, per 1000 births, for the five-year period before the survey; Column 9 Mean duration of full
breastfeeding (ie before introduction of supplementary food); Column 10 Mean duration of total
breastfeeding based on last live birth and penultimate live birth; Column 11 Per cent of currently
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Appendix table  (continucd)

Country FFamily planning

G aware % ever % currently using a % willing Unmet

of any uscd any mcthod to use need

contra- method — — contra- for

ceptive Lfficient Any ception contra-

method methods method ception

only

(14) (15) (16) (17 (18) (19)
Benin 40 36 1 20 1.1 2.8
Cameroon 34 11 1 3 - 0.4
Ghana 69 40 6 10 30.4 5.7
Ivory Coast 85 71 0 2 5.1 2.6
Kenya 93 32 4 6 21.7 8.2
Lesotho 65 23 2 S 34.7 6.9
Nigeria 33 14 1 5 2.9 1.9
Senegal 60 I | 4 1.4 -
Lgypt 9 40 23 24 43.1 17.9
Mauritania 8 2 0 | 1.5 6.2
Morocceo 84 29 16 19 23.7 10.8
Sudan (North) 51 12 4 S 8.7 7.6
Tunisia 95 45 25 32 27.0 12.5
Jordan 917 46 17 25 36.6 10.6
Syria 78 33 15 20 204 10.5
Turkey 88 55 13 38 39.0 12.8
Yemen AR, 25 3 1 [ 4.9 16.7
Bangladesh 82 14 5 8 18.9 -
Nepal 23 4 2 2 10.5 18.0
Pakistan 75 10 4 5 66.1 22.1
Sri Lanka 91 44 19 32 429 14.9
iji 100 68 35 4] 358 -
Indonesia 717 34 23 26 26.7 9.3
Korea, Rep. of 94 57 27 35 80.2 21.2
Malaysia 92 47 23 32 39.5 12.2
Philippines, 94 58 16 36 40.0 13.3
Thailand 96 46 30 33 53.3 16.4
Colombia 96 59 30 42 30.3 17.5
licuador 90 S 26 34 31.6 17.2
Paraguay 96 55 24 37 26.7 9.4
Peru 82 49 I 31 36.9 21.4
Venezuela 98 66 38 50 40.0 12.1
Costa Rica 100 82 54 65 236 5.1
Dominican Rep. 98 48 26 32 35.2 13.3
Menico 90 45 23 30 349 18.7
Panama 99 73 46 54 43.0 10.2
Guyana 95 54 28 31 29.6 17.0
Haiti 8S 36 5 19 50.5 17.0
Jamaica 98 65 36 38 28.2 13.3
Trinidad & Tobago 99 78 46 52 26.0 7.6
Portugal 98 78 33 66 - 5.9

married, fecund women who want no more children; Column 12 Mean number of desired children
among currently married women; Column 13 The number of wanted births the average woman would
bear over her lifetime, if the preferences reported at the survey were to remain unchanged; Column 14
Per cent of ever-married women aware of any contraceptive method; Column 15 Per cent of ever-
married women who have ever used any contraceptive method; Column 16 Per cent of currently
marricd women who were currently using efficient methods of contraception; Column 17 Per cent of
currently marricd women who were currently using any method of contraception; Columan 18 Per cent
of ever-married women willing to use contraception among those who are at risk and have never used
contraception before; Column 19 Per cent of currently married, fecund, non-pregnant women who
want no more children, and who report that they are not using any method of contraception,
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