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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' ,nthe 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 comparable 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 mattcis. The 
project drew renewed support from the Plan of Action adopted by the World Population
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 
tell years later. 

'[le WFS was established against a background of a lack of adequate information,
especially in developing countries, oil human fertility and the factors which influence it. 
Such data are required for the foi;:ulation, implementation and nioni toring of policies
affecting and affected by population trends We hope that sonic of the main findings as
presented in this report show that the WFES has made a significant contribution to 
meeting 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 possi,"' dissemi
nation of the information it contains. It draws lpon a nlnber of sources, namly WFS's 
own publications, but also froli publications such as the Population Reference Bureau's 
population bulletin The Wt'orld Iertilit'rjvSurre'.r: ChartingGhwhal ('hildbearing.The papersand discussion at the WFS Symposium, held in London inApril 1984 to review tile 
results of an overall assesslenlt ot the various aspects of the WI:S programme, have been 
another valuable input. We acknowledge the contribution of Mrs liynn Landman a!; a 
consultant ill the preparation of ilbisdoculenlt. 

We would like to take this opportunily to thank all those too nmlocious to meltion 
individually who hav contributed to the success of the WFS programme il one wly or
another. Our grateful appreciation goes to the providers oIf financial support, principally
the United Nations Fund for Population Activities and the United States Agency for 
International I)evelopment, with a substantial colitribution fromo the UK Overseas 

vii 



Development Administration and contributions from a number of other sources. On this 
occasion we also acknowledge with appreciation a grant received froin the Simon 
Population Trust of the United Kingdom, 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 tilereproductive age range were interviewed during the period
1974 82. As afresult, today's policy-makers, international agencies and researchers have 
access to a bluepiint that charts, with af reliability not hitherto achieved, the detailed 
features of the fertility of each of" the nations. The new data cover fertility levels and
trends and aspirations of wonren it:; to the size of their families and they maike it possihle
to trace tile,'.'y in which individual characteristics like educational level, urban rural
residence and ctiployrirent slatus act to affect fertility through such nechlanisns as
changing age almrriage, breast feeding habits and contraceptive practices.

These national tertilit surveys tie ;Iproduct of on, ofllit' bholdest and largest social 
survey undertakings in history, Ite World Fertility Survey. Just it decade ago, following
Iwo years of pleparation, the first survey was fielded. In tie intervening years, developing
nations in virtually every region (i tile\vorld agreed to fake pirt iii the W[S. As regards

eltpe',0hd c-Olntlries. ilarly all luropein countries participated in addition to the finited 
StAs (see lable if pilage 0).


IIflit. W[S was Collillssille fll I
ain' of growing conlcern aiong governrfiletts and 
illtrlllliill agcIIiS over treitclraItt rates of' grOdleh of'of lriial ptrpiratioirs ;iid
lhtii sti.,iI 1111t1COM lioC conStIIetS. Of fiiAl alliItiles I faLlily planning p ograllll cs
 

v iied \ IuIc lltHII Cnic llg it's. a;nIe1 tIere \kwas al view ill sOiLe quatl ers tlhat etonL tllOMic 
dteselpn t' \%olll f of itelft'lbring tlow\'llbirth lates is it tr;tttl one long before illirany oI'
1t11 iiItrrstridi/td ( 1,iir lit,.In lit' i'sence of olii lit'st theictiht, l i issues, In tr
iriihnitl Stla islic'al tn1"tlll t'(fISI) I(. elhel wkith It [nlllfttdStaIft's Ageircy for I tl -

nItina lf 'litItinl-It' I ISAID)),ll t It IlIrted iinhhe Nartioiis lfm opi atlii Activities 
(I NI TI O e inilirtiettIk told seting Up ill1972 Iris arribitior's Ipligirrrminie ot
ftilit. 1Cc1i'. 'h. I r otjo saf ulriCkly icci t frtmII lue' ti-'t,llipoil tiInr .,s. IlyI tlr 

itrlrhI stIkslts1 linet ir' lo ',iiiilil terrttl IgJIriL' s lilsta ist'cranrs uiikiji, i lictarea ofl 
elprqil, rtrlllf\ i ltCllcri,. ('t(istrtl y tiisiflllt'lasItI '.V e\i' li tIre IIc, t Irly ii

adl I0 , rils. s i ,fl/tl strit ,, atdttIi t' \\hit tt IIItlividitil iIvtIr itI ,s rant lacking! 
ill t li f ,ti i ",I\k eftiCt' it", ' r 
a ldflh;lt'dl (it\%wik %%hth refit flitt'i.psp-ctl 

v' tIlt' ' IC ()ii)llrllife I (It L1lCriIrItil 'iCm a Co
,111 tint illa tr(ipe lr teit4 \Nt-tlt'ICU

Ilt'rrtetf, e,111V I
\ hIltf.Sit Hitr WI S 

rtV ,IscVrWt ilnl 1'aI i1r,1ritV d,Ia c'tI eniigl ltst itOWt(d i itr rIs (11trt' 
ill
s i)b I i ll ,,tsht, itt eniflhrisis m mtd uitrt'tIieu l sIp)ti1r, 



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

File objectives of the WI'S were:
 

To assist developing countries to obtain the data they needed to describe fhe fertility 
sttus of their populalioi: 

'10 collect internationally ctnparablc data; 

'T1proIlht tht dcc llol of1'national competence illsurvey design, execution anti 
interptl atittn 

'hese ;aills,Lsc - stitmiltIIIup iS'Urotlolting and suppomling nationally representalive,
 
internatiotally conlIrable, ani sciCnlifically deCsignet'd .1n1d 'onducltd sample surveys oft
 
fertility behaviOur' ill:rder to asscss the cuirrtert state i hmnm 
 ferlility throughout lie 
%%orl. Although not explicillv stilted, it Was I'ctitjni/t'tl tltht WIS surveys weit to lue 
the further obJective- Of bcilg tritul 1t poic'y-hi-Ars. Ilbi aspct Ite't gtCatCrivet'l 
etoplit'i as litilt vCll On. 

'ile Icadtlt' slccte-d, Sit Nt;i iiCc KcentLill, %%a, liStI It 1,, wOlw ite stalule in 
statistical s,hila ltl and [tot his teptilaton as a firmn tiiipe ,tl tlindiplOiatic negolialor. 
'I Iltc qualily 11nd achiit've tents Ot the World l ltilito Stilsey ,tinid i',i llmttutinetlll to 
Kentlall %kilo lct tite oraiiation trOin i alletlginl , bec'itlltgjs nUttil 180 MXtien ill 
health cottIjiehlel t6ut1 it) ,sijn 

I It' \I S utillhltttlv CeteLtd 42 t itit' . coi;tnit i., Uric ,outt iy, Ialli, ls 11o, 
vot- tijitI d lit .llolt s d1t,1,CIt lhi dle ,11 ,1', o ltlc tlIL.Fo 11e I 11 ( Olltit'ls, ,,ili fOtithlOrk 
Alid S;l)le i/t',,". O tltable' (oit1)6. 

"Ilie '(1 i"VClhipcd L'ttllllell'sga ithi' till", illtie W IN tallltkitl t ll nitiaotn l fttlilit) 
.sni'- 101: il' 01u,I i' iit ' Mtl ;otai t oI t'lility il %tov tJhe l Cte ln tlijl)l hti , II (.ttiitts. 

'lie'y did t)lt cit IIWIkit ii tetJli',l asi, tce W IS, wht t'te colI Ia:Vrtvt' l Itllill 
all i wa%"si OW 11N t I'O nlaltitll ItclllIt 1te I cottoitIC ( 'Otmtll6iti llnforci,nel',t 
[tlrtipe. li th taint' ottthly t tt,tlentaiileIt l ', epOtl is isel l otil Itutl , and expenitiltk'k
 
\itili,ite WI S ti, in 41 li l
tlW ts111, lilt' tdte'\ it cit,itttOlie,. 

(()'N I I NI (1 Ill .tl(%k'l) 

Al liit liVtlWIN\ i, i k %,lt'khung tttlit'hI talexptliece it'h tn;miialn'shit, i 
Itil.v ',n1l\s.s,,()i.s
1\l lie itlithSiit'" him n t' timl itt tllcv'hlipin1 , te,anidelitit tiiItll 
1.1 i ll iltmtst'ili/t'il titiOis. 'Ii(il,,nll/v COt tltmhilt" 11t1tte'Le.iilt sinM et' lltit,aA I tlti 
latite iii eti lti \.Isa tchilalt'tij'tiI' iL. Ihc lt Igiltll dhall" Ot ll tIt()basic titleytl 

tlti'iintit.-t I d ti it' tltiittttmitt' l00C itill. l w litelliI 11h, ll tl ,ihI tistliit sinVev schtethile, 



--

'_S. .iof an cull. JUSS _ eCOMMIntev on Comparative 'Studies~of Fertility ind Fortility 'Pla~fnlng. The draft$ wentthat+i+ wereultimatelyx++used und-er18tmonthheW period, followinig sugestions made by around +th_through eight revision$sover an 
200 reicarchers world wide to whom they had been submiittod for comment. Later the 
core questionnaire was translated duiring the course of the projectInto more than a
hundred different languages for usle In the participating countries, Eixceptional, efforts 
were made to produce questionnaires that would prove bothirlevant and fritu in 

The standard* WFS household schedule contains eight main questions asking the name,
log, age. relationship and residence of all members of ahousehold, two questions on the
marital status of all adualts, and eleven on the fertility' of all adult women. Provision was
made for optional questions on hotuing conditions, and the presence or absence of such
Indicators of modernity as electricity, radios, running Water, and toilet facilities. The
household survey permitted Identification or the women of childbearing age, Ingeneral
defined as 15-49. Selected women from this group were lsktfd to respond ,to the
Individual questionnaire. In many countries an added qualification for the Individual
Interview was that the woman should be curently or formerly married,

The Individual questionnaire contains atotal of 112 questions on the background of 
the ome: aritl ad mterityhistories, the latter Including achronologicalcmplte 

opeaawellas practice andduration of the two most recent births; knowledge and use of specific contraceptive 
cethods; fertility regulation (including number of additional children wanted and the..

total number desired); and the work history and other soclo-tconomlc characteristics of 
the woman and her husbhnd. 

An average woman with a total of four pregnancies, one marriage, some contraceptive
knowledge and work experience would be required to respond to some 80 questions Inan
Interview lasting about JO minutes, This core questionnaire was essentially mandatory for 
all developing countries although many detailed adaptations were made to meet lus: requirements Iniaddition many countries added questions of specificnat!0n i terii+t.!+ + ::+:i 

It was early recognized that partlclpating countries might want substantlal additional
information to meet their own special circumstances and needs. In oan effort to ensure 

. 

inter-country comparability even for such noncore material, seven modules were......
designed to supplement the core questionnaire, Although their use was optilonal, in some 
cases strong recommendations werv made by the WFS for their adoption. The optional
modules were Vamily planning; Fertility regulation. Vactori other than contraception
affecting fertility; Abortion; iconomic factors; Community variables; and Mortality.

During the period when the survey questionnaires wero being developed and field 
tested, other crucial decisions and activitie were under way. Conferences were held in.
various parts or the developIng world to describe the undertaking to key country 
personnel In order to encourage country recrultmenti a variety of manuals were created 
to gulde survey and analysis activities In the participating countries; a decision was made 
that no matter what the obstacles. all surveys were 'to result In the publication of a 
country report to he written and produced within each country, Ifpossible following a4"+ +.,ocarefully designed content and. presentation,++ .+: 

11....+ + + - 4 .............. : ... . . 4k. A,
, k. :.; .. 

>r'4K .:::: + .++ : . , , 

++ ++ +++?+++++]; ++ +++o+++:+ ++? :+?+:[++++++;p++H 

• + +,+ + + am +++m+am +y ++++++++ ++;++++ + ++: ++ +++ + + +A+ ++++]... 



.One resuon for this Ilsl eurmn a h aetbewrdiohsoyo uvy 
andltenever ~ ~ dne~ 

hi*pbte.be would dnanpd
:7:s h i, ii iiI t'~ P il iiilimfii~dutsoeherfe, ofn ue ton iunoo . Hu orme walyseiednoato 

demnsotrnt omo their bevereouldutv usefuan coscontrofQutrnlaryeied tohyel 
' alwaysbendd as m s ta wsnfJt wome p ae ete h

Otandengnorthisulastty wa thee ora uryed,toeluirt lssaentab dideIistoybo(stwe~re oenoas muh o the woradnarly sgsuvssste posbesonthasto thnoeiold wthe totAn tnrd eve [ou wnewouldshavewitn the datainla gthwecaintiesu wnouhldenanuveseeloe 0prcn I otcutis 

Anowmpota tF detn atha womlivI shtoul bteusdecdeto? Itwillkethectulalcceped, nd he masit the eereaeity dnoe atiipatiast c newers oeelsn 

fii tstrve on the manyobjpartis ow istdevelopig l ountrieioobtain doseyadanaldwdto describ ardexplamnsteir Itwsity. From tha idoene wthdh thierthe 

stnbn nnd continuesto toemet While eeay opdiatreement ove the vslrdit 
Anme o the ta aend tftaoterpetieon ome w no qe th ait tho end weeks 
ireviouslyfiedceeisted In ciof bothun sI anod via reghetglonasiothe r c ti 
loniderable extent been sl Iona l ft ilit ue y llts 4 countriesce bees 
cmpleted,and the fndns pui the 41 Iein!nteithe o frsti countresor oertii ts 
Tids vidtuallydo0 per cent rtouI unpntrdineed..inmmolt 
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Par oftheansere iferedfrom the following facts:ay 

AllWFSielwor ws airodoutbynationals of each country. Among these were 
t,h,2S00 It etrvlievrs, the overwhelming majority of them women, who received three

~'~ week onjilte training to prepare thenm rot carrying out their assignment wIih under
s In addition, overIitanding and sensitivity, 1000 supervisors" tnd field editors were 

Strained, 

At least 1100 nationals'from 41 countries were trained Indata processing techniques,,
under the WIFS programme, 

-172 demographers and statisticians from 55 countries (including some from nationsSnot participating Inthe WPS) attended special analytical workshops, generally lasting 
" 

three mnonths, where they'received Intensivie training Inanalytic techniques, 

Of tho&42 participating WPRS countries, 37 completed ali data checking and cleaning
In-country, and 21 completed all data processing up to the production of the country1.report. For' ,the remainder, the work was done either by WFS staff In L.ondon or in
Santiago, Chile, with the assistance of the Centro Latinourmerlcano doe Denografa, 

WFS produced 12 basic documents, InArabic, Einglish, French and Spanish, describing
survey procedures, as well as 12 illustrative analyses, I I technical bulletins (Ilitted Inthe bibliography) dnd 7different types of computer software which, together, comprise''
aset of training documents of lasting value to survey workers Indeveloping c~ountries.' 

-~Standard data tapes for 41 of the participating countries have been produced, provid-

In&researchers within, as well as 'outside, the countries with the tools for carrying out
analytib studios. By June 1984,' 1322 'datasets had been distributed among sonie

300 Institutions world wide, always with the permission of the countries concerned,.
For, by previous agreement, lte Individual nations have the final say over the 

' 

disposition of the materials and It Isonly with their concurrence that Information
from national surveys may be released. 

A total of 134 national survey personnel came'to WFS headquarters In London for a
total duration of over 200 person-months, both to carry out work Inconnection w~th

their national surveys and to receive training of one kind or another, I
 

Measured In these terms, there Islittle question that the WVS achieved Its objectives.
Major responsibility for the execution of the surveys wasn assumed by national staffs who'
carried out every phase of the technically challenging operation, No effort was spared to ensure that as much work as plossible was completed In the country itself, This policy
was maintained even Insituations where the cheaoper and quick~er alternative might have
been a direct execution of thec task by the WI*S headquarters staff. In this way countries
obtained rich and lasting exiperience In carrying out surveys of an exctremely high
standard, 



Table Counttries participatting in Worid Fertility Survey 

Region I'opulation 
and mid-I1983 
country (estimiatc, iillions) 

I)evheloping Countries 
Africa 

ellnin 3.8 
('ameroon (. 1 
(hana 13.9 
Ivory Coast 8.9 
Kenya 18.6 
Lesotho 1.4 
Nigeria 84 2 
Senegal 6.1 
I gypt 45.9 
Mauritallia 1.8 
Molrocco 22.9 
Sudan lNor th 20.6 
I uniia 6.8 

Asia and Pacific 
Ir..n 42.5 
Jordan 3.6 
Syria 9.7 
Tark¢x 49.2 
Yemen A.R. 5.7 
Ilangladesh 96.5 
N'qlal 15.8 
iPakistan 95.7 
Sri Lank:a 15.6 

01ii0.7 
Indnc1ia 155.6 
Kolra, Rep. of 44.3 
Malays ia 15.0 
I'hilippinle 52.8 
I I.iiland 50.8 

America!. 
(olom Iia 27.7 
I kwdor 8.8 
l';aIwyItOV 3.5 
I'crll 19.2 
Voile/tlcla 18.0 
('osa Rica 2.4 
I)ollinian Rep. 6.2 
Me\ico 75.7 
P'alna ia 2.1 

((().8 
1 aiti 5.7 
J:lltliLc'i 2.3 
I rinidad & I lbag, 1.2 

Furope 
I'ort.al 9.9 
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1977 
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3115 
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4487 
4431 
2615 
6504 
5941 
4952 
6810 
4928 
9155 
5430 
6321 
9268 
3820 

5378 
6797 
4622 
5640 
4361 
3935 
3115 
7310 
3701 
4642 
3350 
3096 
4359 

5148 

6 



Table (conlinu'd) 

Po~pulatIion Yva o'Illjl

.iand 
 I id-I981 	 Ik'Id- ic 

I)o'IIYI 'd ie "Imipeiq ooo 

9 	 1 4 6 A1975/7(,
lfilI:l
iia 8 9 	 1976 f,911
0 c It Is', k i.1 1S4o 
 1977 	 .104 
I)t-,1io1.I k 	 5.1 1975 	 5140 
I Id 4 8 1977 5441#
 
I ti~t t 54 6 
 1977/7h lullN 

1:1 I,.g,56J) 
 1976 	 (.!IiN9 
Ih(10ir.y 	 Il7 1977 4009
 

I 4.1 1973/7S 600o
 
I i56.3 
 1971) 5499
 
Jap.iliI 1 9.2 1974 286(1
Nc'Iliilnd% 1,I4.4 	 1975 4 5,.1. 
Not ti 4.1 	 771977 	 4117 
I'1I 	 36.. 1977 	 979,4
R"13i L i 22. 7 	 1978 10 14 t 
S1,1111 	 38 .4 1977 	 t629tI 
S. k ji H3 	 1981c 8c sitlo
 
Sk fi hI tc
f,16.5 1980 6111 
I IN 234.? 1976 ht)I 

'u! .1 22 19708 NI I s 
I*,l~~~~l7 } 1 iollI l U ll li Illl 


Itil~l \ptit'l i, . rni I(t181149tilo',,-

I-ta~l p lal l -lln IIIlalliIp+mililttom ik . lI'l4 lill~ion 

IPvti( liu t f \t~iilld I 11 ) s NSt- c l,981 ii illalllt, l 7 , 

Not.II 11N11Lt o k l~'lIIk1111' 

,)p,9o 	 III1 flit,Ihili', Ih l c I " Vi-pu l,l ,I ( dl i d ttilillillt<,+ lli i. fli Vht'' s 1lii1.4 1 ,11 .h III(
~ill lij th %III l ii lh kll 

i i 1,1, Ilitl 
I tli it' o s thl~il llio+h~l ild 1llnl.iflilfsc! l' t h i + I l illilkt
 

appillicil Io Joilll, 11u11 AS flit' Ah .lt ' 1 - i llllllClll iilillits 	 to I-Iq,+'fjliilm !,-t'I It', ,,It, Il t	1 flid~ 
.pas d .i',tI1 Illadlil t I lk'l w l4 ,+11,0%1p 	 .Il%kI S Itlitv ' I' lll,~ l'l+ll ilI I llil i'i,il.1ilt'll I Niillrv
 



2 WFS findings 

FERTILITY LEVELS, TRENDS AND DIFFERENTIALS 

When WFS 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 detai'ed information onl 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. .mphasis was also placed on measurement of the factors that directly
affect fertilily: marriage, breat f,..eding 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 d; ta evaluations have shown that, despite some problems with data quality, the 
collection of complete birth histories proved extremely useful in most countries, for 
describing the current level, past trends, and, to a limited extent, differences between 
socio-econonic su bprou ps. 

Current fertility levels 

:or most of the developing countries which completed WFS surveys, current fertility 
levels far exceed those required to attain moderate population growth, let alone biing 
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, replacenent-level fertility is 2. 1 births 
per wonan.) 

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

Among WFS 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 ( Igypt, Mauritania, Morocco. 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 countrivs 
average about 6.5 children (('ameroon, Gliana, Nigeria) and Lesotho has 5.8 children (see 
ligure I). 

Another 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 Anierican/Caribbean region, have definitely begun the 
transition to low fertility. The average family sizes 'iere are about 4.5 in Asia/Pacific 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 anid 
Tobago) to around 5 children in seveal countries, and to a high of 6.2 children in Mexico. 

Timing of childbearing 

The timing of chihtbearing, as measured by current tertility rates f,)rwomen in specific 
age groups, showed considerable varia lion among tihe 41 countries. In countries where 
women marry young, fertility rates art high for women aged 15 1) generally 100 or 
more births per 1000 women of this age. [xamples oIfthis are 'ound in several African 
and Middle Lastern countries, Bangladesh, Indonesia, Nepal, Pakistan, and some countries 
in the Caribbean Basin. A rate of 100 indicates that one in ten womenl in this age group 
give birth each year. The rates are for all women, whether or nof they are or have ever 
been married. A few countries (Fiji, Ilaiti, Malaysia, Philippines, Sri Lanka and 
Thailand) all with a high te'an age at marriage had rates of under 70 for women aged 
15 19. At the time .fits 1974 survey, the Republic of Korea had the extraordinarily low 
rate of II for women aged 15 I). (In the United States, the 1978 fertility rate for 
women 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 
countries, including those with high overall fertility, such is Bangladesh and Pakistan. 
There is evidence to suggest that this may be due to a stigma attached 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 
of), Malaysia, Panama, Paraguay. Thailand aid Turkey, all of which have had large 
declines in fertility. lxceptions to the 20 29 peak age of childbearing are found among 
some countries with large fertility declines, usually where the age at marriage is either 
very delayed or very early. In Plhiliplpines anI Sri Lanka, where many women marry after 
age 30, peak 1'ertility is delayed tI ages 25 34. A few countries which had substantial 
fertility declines, but still had a low age at marriage, peaked at ages 20 24: these include 
l)omoinican Republic, Guyana, Jamaica and Panama. In contrast, soie high fertility 
countries, such as most of' the Afhican and Arab countries, Jordan, Nepal, Pakistan and 
Syria, have high fertility rates over a %kiderage range, generally 20 34. 
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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, already defined. 
Alternatively, one 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 WFS countries, mainly those in the 
Americas, Asia and North Africa, have had substantial declines. Six other countries in the 
Americas and Asia had moderate declines (lDominica, Republic, Haiti, Indonesia,
Jamaica, Jordan, Mexico) of between 0.4 and I child. Thiree countries had declines which 
are quite small, and which may therefore not indicate any de finite 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 
molerate rises in fertility, usually about 0.5 child. Only two countries report large rises 
in fertility, ('ameroon and Yemen A.R. 

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. '1wo 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 hoth a real, temporary decline resulting from the famines of the early
I970s and rmisdating of births, which causes current fertility to appear too low. The small
decline \which apparently occurred in P'akistan 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 hirth history data shows about half of all \VFS countries had clear 
fertility declines since the lale I 9 50s early I 960s:or these countries are mainly in the 
Americas (Colonhia, Costa Rica, Ecuador, Guyana, Haiti, Panama, Paraguay, Peru,
Trinidad and Tobago, Venezuela), North Africa (Egypt, Morocco, Tunisia) and Asia 
(Fiji, Republic of Korea, Philippines, Sri Lanka, Thailan d). (;hana and Indonesia also 
show consistent, it' small, declines hut these are more recent, from the iate I960s or early
1970s. A few countries showed continuous rises in fertility (('ameroon, Nepal and Yemen 
A. R.). 

Fertility differentials 

The influence of social and economic characteristics on the number of children couples
have is an important area of research because of its iriplications for government policies
and programites. Differences in fertility among socio-economic subgroups have been
observed in many countries, even those with high, stable fertility. lHowever, 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 wonan's level of 
education increases. )ifferences in fertility according to level of education can be seen 
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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 I 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 ii the effect of education oil fertility suggest that small 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 secondary schooling, 
although there was a time lag of about ten years before this took effect. Nevertheless, 
increased education usually 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 WFS data permit analysis of fertility differences between residents of large urban, 
other urban and rural areas. These differences were substantial, but not as large as those 
by education. 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 I child or less, while the difference between the other urban and rural 
groups was 1.5 - 2.5 children. 

Urban -rural residence makes little differen':e 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 areas (Haiti, 
Indonesia, Mauritania, Nigeria and Senegal). This may be (tlme to the breakdown in large 
urban areas of traditional practices, such as breastfeeding, which have depressed fertility 
in the past. 
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Women's emnplo'imen t 
Research in developing societies suggests that the relationship between work and fertility 
is complex. Women who worked in urban or modernthe market economy, those in 
higher status occupations and those working away home or forfrom non-family
employers had lower fertility than their national average. These jobs have in common the 
fact that on the woman's limited time,they make greater demands 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 PATTI-RNS 

Although in most of the developing countries virtually everyone 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 tile main trend is towards later marriage. 

Age at first marriage for the WFS countries is shown in figure 2. 
First marriage generally takes place early in the life of women in most developing 

countries. The highest proportions of married women aged 15- 19 are found in Africa 
and Asia (particularl. in the Muslim societies). Asian and African countries are also much 
more likely to have nearly all wonen 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 
5 per cent of women do lot marry. 

The proportion of females married within any age group is higher than the proportion 
of mnales, because men tend to marry later. The difference between the mean age at 
marriage 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 ile Middle East and North 
Africa. In the Americas 'here is only a modest trend towards later marriage. There are, 
however, sonic 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 
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AGE AT FIRST MARRIAGE 
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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 early 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 seem 
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. lducation 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 childbaring by reducing the proportion of teenagers who are potential 
mothers. It is not ! Irprising to find that, as the age at marriage rises overall, fertility at 
younger ages falls. 

Major diffecices 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 avtlaWe 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 aspiratior.s in the developing 
countries. In any case they entail other changes throughout the demographic, social and 
economic scene in developing countries, because the numbers of marriages and births in 
any year has inevitable effects in future years. 

CONTRACIITIO N 

Contraceptive awareness 

Since WFS 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 asked to recJll all the methods for avoiding childbearing they had 
heard of. After noting these 'spontaneously mentioned' methods, the interviewer read 
short descriptioi.s of other methods and asked whether the respondent had heard of 
them. (ontraceptive awareness includes both the methods mentioned spontaneously and 
those recognizcd from the interviewer's probe. 

Ten countries Benin, ('ameroom, (;hana, Lesotho, Mauritania, Nepal, Nigeria, 
Senegal, Sudan anti 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
whelning 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 (IUD), condom, injectables, female or male sterilization, or female barrier methods 
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 WFS countries in figure 3. 

Among currently married women, contraceptive use ranged from I per cent in 
Mauritania and Yemcn A.R. to 64 per cent in Costa Rica. The figure is highest in the 
Americas, where the average is 39 per cent (weighting each 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. 

l)eveloped 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 proportionN 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 woien who were fecund and currently married were using contraception.
This was three times the 26 rer cent average for the developing countries for which WFS 
data are available. Iowever, 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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USE OF CONTRACEPTION 
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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. 

AMethods used 
Despite widespread awareness of efficient, modern contraceptive methods, 3 1 per cent of 
the women using contraception at (lie time of interview in the 41 developing countries 
were using inefficient or traditional methods. 

The proportion of contraceptors using inefficient 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 I I coultries - 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 slop childbearing as well as either lack of' access to efficient methods or
religious beliefs op)posed to (he use of such methods.
 

Giving 
 each of 2d) countries equal \\,eighl, 73 per cent of all contraceptive use is 
accounted for by five methods, led by th.: pill (30 per cent) and female sterilization 
(13 per cent), with rhythm, the IUI) and withdrawal all having 10 per cent each. The
remaining 27 per cent of current cont racepve use includes the condol (8 per cent),
abstinence (7 per cent), injectables (4 per cent), male sterilization (4 per cent), female 
barrier nieihods such as the diaphragm and foan (2 per cent), douche (2 per cent) and 
folk methods. 

The methods used vary widely from country to country. For example, (lhe 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 accounls for only I per cent of 
contraceptive use in Ilaiti, Indonesia, Senegal and Turkey, compared with 27 39 per cent 
in Dominican RIepublic, Fiji, (Guyana and Sri Lanka. 

Withdrawal is used by less than I per cent of contraceptors in Nepal aiid Sc;iegal, but 
by 25 49 per cent of contraceptilg couples in Ilaiti, Lesotho, Philippines aid! Turkey.
Abstinence is Used by 67 per cent of all users in Senegal and 15 22 per cent in 
Bangladesh, IHaiti, Kenya and Pakistan. 

Male sterilization is used by 67 per cen of' contraceptors in Nepal and 10 per cent in 
the Republic of Kowea. ('Codom use assuiies major importance in Trinidad aild Tobago
(29 per cent of all users) and in Fiji, Jamaica, Republic of' Korea 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) conpared with 32 per cent).

Turning to the 16 developed countries thatihave had recent WFS surveys, striking
differences in con tracep live practice were found. Use of efficient contraceptive ruethods 
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, (;real Britain, Ilungary, Netherlands 
and United States. The IUD ranked first in Norway (39 per cent of all contraceptive
use) and was also popular in Finland (36 per cent), where fle conIdo11 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 arc mainly withdrawal, except in Poland, where rhythm ranks first (41 per cent 
of all use), and in Romania, where rhythm (41 per cent) is alhnot 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 tie pill is now the most popular contraceptive method. 

Contraceptive availability and use 

A key issue for policy-makers seeking to intluence fertility trends is the extent to which 
contraceptive i'se is affected by the availability of family planning services. Some answers 
are now available from data on current contraceptive use and questions asked in 12 WFS 
surveys about re~spondents' knowledge of sources of family planning supplies. These 
questions, however, assessed only perceired availability. It 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 WFS surveys that interviewed local officials, using the community variables 
modle. The one study of such data completed to date, for rural areas in Bangladesh, 
Replblic of Korea and Mexico, found 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, described in this section. 

Among tie 12 developing countries for which data are available, knowledge of a 
family planning 'outlet' ranged as high as Q1 - 92 per cent in Paraluay 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 rielhinds 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 inanalysis of WFS data for nine countries, it was found that in eight of these at 
least half of the women who knew of a family planning outlet lived within 30 minutes' 
travel time of 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. 
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Travel time does make some difference in contraceptive use: tileose level was 
generally 5-- 10 per cent higher among who knew of an less than 30women outlet 
minutes away than amnong women who had to travel 30 minuiles or more. Some of this 
difference is due to lower conlraceptive use and longer travel time in rural than illurban 
areas. Within urban areas, longer travel time results in slightly lower conlraceptive use ill 
Republic of Korea, Malaysia, Ilaraguay and Venezuela, while illrural areas the same holds 
true in ('olombia, Malaysia, Mexico, Paraguay and Philippines. '[lie small size otI' these 
differences and teie Ilct Ilat they do not occur in all countries support Ilie argument 
that motivation is generally a stronger determinant of' contraceplive use than availability 
of services. 

lowever, a stronger association emerges when accessibilily is related to use of specitic 
methods. Using data froi the Philippines, it was found that accessibility was particularly 
important in relation to methods needing a regular source of* supply, such as tilepill and 
t1c condomi, although it was unrelated to use of'sterilizition and the IJI) methods not 
needing a regular supply source. Rural women were even more likely to use the pill or
 
tilecolndol tHun urball women if they lived ilear a s(.l,,'ce (1 supplies, and even IUI) Lise
 
was h among women who knew of' a
mioer rural flamily planning outle, . The association
 
between accessibility and visits to oultlets and possession of conlraceptivLs illthe home
 
was also notabl in rural areas.
 

The ge'neral conclusion to be drawn f'roni these fidings is that contra, :ptive 
 use
 
would increase in developing countries, especially illrural areas, itfmore convenient
 
family planning services were available. 

Coi:traceptive use ImId fertility 

VFS data 'or 2) countries indicate that contraceptive Ilse is closely associatLed with 
fertility declines in developing countries: countries with higher levels of contraceptive use 
consistently have lower crude hirth rates than those with lower levels. More exactly, a 
3 per cent increase in contraceptive use is associated with a onle point decline in time crude 
birth rate. According to this analysis, to lower the hirth rale by one point would take a 
2.4 per cent increase in contraceptive use it efficient methods are used and a 3.3 per cent 
increase if inelTicient methods are used after allowing for the fft.cts of breastffeeding and 
marital slatus). 

Contraceptive use and level of development 

Increases in gross national product (GNP) per capita, education and the proportion of 
people living illcities are all part of the complex of' 'actors known as modernization 
and are usually positively associated with the level of Lontraceptive Ilse. 

I;('ulmonuc jfldfclo1s 
At a national level, contraceptive use generally rises as ( ;NP per capita increases. However, 
there is considerable varialion among countries at similar income levels. For example, 
amiong time countries with a (NP per capila under LIS$200 in 1978, contraceptive use is 
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32 per cent in Sri Lanka, in contrast to 8 per cent in Bangladesh and 2 per cent in Nepal.
In tile S200 39) range, contraceptive use is 10 per cent or lower in five countries
Kenya, Lesotho, Pakistan, Senegal and Sudan - and yet is 1l) per cent in Haiti and 26 
per Cent in Indonesia. Within the next rank ($400 1499), tuyana, PhilippinesThailand have substantially higher levels of contraceptive 

and 
use than countries with twice

the level of (;NP per capita. Costa Rica has a high level of contraceptive use (65 per cent)
alth;ugli its 1978 GNI' per capita ($1540) wv;is scarcely half the $2900 in Trinidad and 
lobago and Venezuela, where contraceptive use was 52 and 50 per cent respectively at 
the time of their 1977 surveys.


While one can question the use of IS $(;NP as a measure 
 of real income (it may fail 
to Countnlon-cash income, reflects exchange rates rather than purchasing power, and does 
not take income distribution into account), it is clear from the WFS data that some
coontries have been able to achieve higher levels of' coil traceptive use than others ofsimilar econoi tic stltus. This finding calls into question the hypothesis that contraceptive
lSe Clnllot he cx pCctCel to spread widely before massive econlollic development has 
occurred. 

Educt lion 
Iducation, measured by literacy as well as years f schooling, is also Closely associated 
with contraceptive use at the national level. Accerding to an nmalysis of tlhe WFS data,
low literacy appears to ie more of a barrier to contraceplive adoption than low GNP 
per capita. For ixanple, Indonesia, Sri Lanka and Thailan.1 have higher levels ofcotraceplive use than ole might expect from their GNP per c. pita levels, but the levels 
are cls)e to what would be predicted by th,.'ir literacy rates. 

The W[S dialta suggest that widespread contraceptive use is tifficult to achieve whereliteracy levels are low. IVxcept for Ilaiti, none of [lie countries w lere less than 30 per cent
of adltls are literate have contraceptive use levels higher lhan 10 per :enlt. The levels are

considerably higfier in countries where 50 per cent 
or more of the people are literate.

tducational aittainment is similarly a critical ingredient in the mix of factors contribu
ting to high contlr naceptive Ilse. C(ontraceptive use inlcreases drama tically as wonmen's years

of' schooling rise. For instance. 1Iangladeslhi women who have attended school for seven or 
more years arc nearly five times more likely to be contracept ors than women witlh no 
eduicatiol. 

This filldinlg is confirned 1y developed countries. l)ala from 16 developed countries
showed that. rcgarflCss Of the number of living children they had, the more educated 
women were more likely to use contraception than those with less schooling. 

UrhaliiUrio/I 
Analysis also shows that. at ile Ilnallill level, ctlralceplive Use increases as urballnization 
increases. Ihowever, the correlation is weaker than for (;NP per capita and literacy, and
several countries diverge from tlhe genemal pattern. On averiage, contraceptive use increased 
by I per cent loi every 2 per cent of the population living in trban a;.reas.

When tme data for individual respondents are tabulated a more consistent pattern
emerges. With a few notable exceptions, SlCh its Indonesia, womlln who lrbanlive in 
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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-economic factors, as well as to 
the wider availability of contraceptives in urban areas. 

RElIRODUC'TIVI • MOTIVATION 

Desire to restrict fertility 

The WFS fertility preference data and evidence from other surveys conducted thein 
past 30 years seem to indicate that there are hardly any countries where women have 
an onlimitel desire to reprodiuce. Ill most African countries and some counf-ies in the 
Middle Last, the desired family size is relatively high (between 5 and 8), tiut in Asia 
and Latin America the range is between 2 and 5. 

There are two diiicin-ions to the wish to restrict one's own fertility - the desire to 
stop childbearing and the desire to postpone the next bilth. Among the countries par
ticipating in the WFES, tile percentagc 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 tie countries surveyed, women's desire for adlditional children 
diminishes wit i increasing family size. 

A nmnber of WFS and other surveys have asked women who wanted additional 
children whether they wan ted tihe next birth soon or whether they wanted to postpone
the next birth. This has provided evidence of a widespread desire to delay the next 
birth in most countries, varying between 40 amid 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 wel found in most countries to be soinewhat less likely to use 
contraception thai those who wanted no additional children, about 30 per cent of all 
contraceplors in all lhe 4 1 countries surveyed hy WFS were women who said they wanted 
additional children. 

It has oftell beeii issilllned that the desire to postponme is transient and represents
onily a short-n desire to space births. IEvidence from i number of countries suggests 
this is by no means always true and that in some countries large numbers of wonen 
wish to postpone tie next birth for long periods. This has led to the conjecture that 
many of' tile women who say they want additional children may be 'permanent post
poi'rs'. The long birth intervals that would follow from this would have far greater
impact iii reducing fertility than the short spacing intervals of two or three years that 
have oflei becui assuled. 

It miight be thought that tile desire for at least one child of a particular sex would 
incicase time average numher of children born per woimantn. All iiiportalnt finding, however,
in all but a handful of countries, is that the preference for children of a particular sex 
doe's nl(ol usually affect either fertility or contraception. 

While there is now exlensive intormation 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,
;Aecially 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 do not communicateoften 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-economic 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-economic differentials 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 differentials in actual fertility by social group are 
due not to differences in preference, but to differing degrees of success in controlling 
fertility. 

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 timne varied widely among currently married women 
aged 15 49. 

In tie African countries, the unmct need for contraception for stopping childbearing
and spacing births varied between 5 per cent in Benin and 2 1 per cent in Egypt, and stood 
at 8 per cent in Nigeria and Sudan, at 16 per cent in (;hana, and at 13 per cent in 
Mauritania. In the Asian countries, tine unnet need ranged 9 per cent infrom Yemen 
A.R. to 53 per cent in Fiji, and stood in tile 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 Fcuador, urban Mexico and Paraguay, and at about 40 per cent inl 
Colombia. 

Various other definitions of unmet need have been proposed, some of which take no 
account of desire to space births. However, the estimates given here provide reasonable, 
though necessarily approxiniate, estimates of the increase in contraceptive use that would 
occur if women were to implement their stated preferences for stopping and postponing 
childbearing. 
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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 ah~d 
Tunisia. If it is assumed that women are unwilling to change their minds on this particular 
issue, and would permanently refuse to consider contraceptive use, then there are a 
number of 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 trinsient phenomenon. A follow-up study of some 4000 respondents in 
Sri Lanka has reveah d that among women who had never used contraception, there was 
little difference in xe 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 seems logical to concluu! 
that when the proportion unwilling to use is high, cons;iderable effort will be needed 1o 
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 seated 
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 tie 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 lTFR 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 
births wanted in the long run. The wanted TFR as calculated here only partly accounts 
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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 gJeater 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. Iligh fertility in such societies 
is possibly explained by the absence of well-Jeveloped 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 American countries. 

Among the African countries, there is a marked difference between those south and
north of the Sahara. Wanted 'IFRs 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 
either wish to postpone births or who are undecided whether they want additional 
children. Taken together with greater education, 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 WFS data on reproductive motivation suggest a good prospect for sub
stantial fertility decline in a number of counlries, if women avoid unwanted births,
though frequently to levels that still imply rapid population growth. It should be eri
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. 

ChIlLI)SPACINC; 

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 
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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 WIFS 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 8f, 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 tl'at 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 harniful effects of rapid childbearing on the survival of children have been studied for 
at least the past 60 years. The analysis of WFS data has now contributed to a better 
understanding oft this relationship and has provided policy-relevant findings. In general, 
children born less than two years after the preceding birth are much less likely to live 
until their fifth birthday than those born within two to three years. Equally, 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 thise burn after four-year 
intervals (see figure 5). The harniful 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 confinemeoit 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 early years. The other explanation for poor survival chances is 'competition'. A large 
numbr 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 tile children may be at higher risk as a result of sharing the 
meagre resources amiong larger numbers. An important aspect of the phenomenon is the 
competi tion of a rapid subsequent pregiancy. The effect of such a pregnancy is often to 
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BIRTH SPACING AND CHILD MORTALITY 
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induce too rapid weaning, with consequent harmful effects on tilesurvival of the preced
ing child. 

The analysis based on WFS 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 month of life by least 50 per centfirst at in 24 

morecountries, and than doubled it in 14 of them. The effects of rapid childbearing were 
equally apparent in the 2nd to I 2th month of life, where the mortality risk was raised by 
at least 50 per cent in 22 countries 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 for all educational groups. 

The effects of childspacing on infant and child mortality are not independent of the 
effects of' maternal age and birth order since hi, dis to youi.ng rmoiht-s who have niunerous 
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 anti that t hey cannot result purely from maternal age or birth order 
patterns. 

A successful fn,mily 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 ,)iabout 10 per cent and of dying
between the 1-es of one and four of a bout 16 per cent if all births are spaced at least 
two years apart. 

BR 'ASTFI Fl)I N(; 

In the absence of significant use of contraception, 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 breast fed. Ovulation returns sooner 
if supplement:i feeding is introduced, and for this reason the 'contraceptive' effect of 
lactation rarely lasts as long as a year even where breastfeeding averages two or more 
years. In addition to the protection it ofters against early pregnancy, its role in infant and 
child mortality and nutrition is of critical importance in time poorer developing countries. 

The WFS surveys provide the first large hody of comparable data on the prevalence
and duration of breastfeeding a.cross a broad spectrum of the developing world (41
Lountries in Asia, Africa and the Americas), at both national and subnational lev,:is. In 
addition, a number of countries (mostly inAfrica) which adopted the module on factors 
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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 early death of the child. 
Except for Fiji, Malaysia and Philippines, 92- 98 per cent of women in Africa and Asia 
breastfeed their children. Breastfeeding is virtually universal among women in sub-
Saharan Africa. In Latin America between 10 and 20 per cent of women do not breast

in Caribbean, figure 10 perfeed and, the this is roughly cent. These values contrast 
sharply with estimates found in more developed countries. In the United States, for 
example, 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, laiti and Peru (12-15 
months). In the more. The longest are whereAsia durations vary found in Banglade.h 

women breastfeed on average for 29 months, in Nepal, about 25 
 montlis, Indonesia, 24 
months and Sri Lanka, 21 montlis. The lowest average duration is in Malaysia where the 
mean is only 6 months. For the other Asian countries the duration averages 11-19 
months, roughly tile same as in Africa. 

WFS data indicate that prevalence and duration of breastfeeding do vary within 
different demographic and socio-econoinic groups, and imply that breastfeeding is 
declining in developing countries. Older women had breastfed for 2-- 5 months longer 
than yountger wonen in most coUnntries, and for as many as 6 lonths more in Indonesia,
N.epal, Thailand and Tunisia. On aver,ige, the differentials are less than 2 months in most 
of sub-Saharan Africa. Rural women 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 diffe rence less than I ionth. More substantial differences occur in Indonesia 
(9 molnlhis), Jamaica (7 montlis) and Thailand ( II months). 

The length of breastfeeding decreases steadily with increases ill education, except in 
Fiji and Mauritania. Among women with I 3 years' education, there is a decrease in 
breastfeeding of about I 2 imontlis as compared with women vWith no education. Among 
the most educated woicn, ie 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 ill sub-Saharan Africa that relatively well educated women breast
feed for more than one year. 

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

Although hreastfeeding may not be used deliberately to space pregnancies, it clearly
has a substantial effect on the spacing between hirtlis and on total fertility. One study 
ftound Ihat each 1imth ot breastfeeding added 0.7 months to tile length of the birth 
interval ill Sri Lanka, 0.5 months in Colombia, Indonesia and Panina, 0.4 months in 
Bangladesli and Peru, and 0,3 months in (;uyana 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 sbt-Saharan Africa, where current use of contraception
is less than 10 ner cent in most countries, these factors lead to all infertile (non
susceptible) period of about 15 months after each birth. Decline in breastfeeding may
offset the effect of increasing contraception on nmarilal fertility if the increase is too slow. 
The Socio-econtonic changes that influence declines in breast feeding probably also 
encourage contraceptive use, but tile question is whether contraceptive use :;n replace
breast feeding and other traditional restraints rapidly enough to forestall an in.--ease in 
fertility. 

NIATI-RNAL AN1) ('IIILI) IIEALTI I 

In a number of countries some questions on maternal and child health were incorporated
in the WFS questionnaire. An analysis of tie results of such surveys tile Americasin 
showed that huge differentials exist between and within countries with regard to tile 
m,,aternal and child health indicators. For example. the percentage of women who had had 
medical check-ups during Iheir pregnancy varied from 49 in Peru to 92 in the Dominican 
Republic. Similarly, the proportion of women being assisted by a professional in tile
delivery varied from 48 to 81 per cent. Medical check-ups of the newborn child also 
showed considerable Varlit over countries, leaching a high of 70 per cent in Paraguay
and a low of 33 per cent in the )ominican Republic. Similar difftrences were found for 
the vaccination of newborn children and the women's vaccination against tetanus. 

More interesting than thc:,e differences between countries is the finding that in every
single coUntly the maternal ani child health indicators show a positive association with 
level of education of tile 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 tue to the lack of medical infrastructure in certain areas of the
countries. Also. the poorer sections of the population seem to have less ready access to 
tile healih 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 effective mechanism for bringing family planning to the sector 
of the population most in need will depend oil tile coverage and accessibility of tlmes,, 
programin [lies. 

INFANT ANI) ('Ill LI) MORTAI.I' 

()I' of tile principal benefits of the World Fertility Survey programme has been the 
c olltection of valuable dala on infant and child mortality. Tiie birth history section of the 
individual questionnaire makes it possible to 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 informalion has become available. Moreover, tile WFS surveys have 
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produced valuable new insights into tile 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 WFS surveys, as estimated from the birth history 
data. 

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

Twelve of thlie 41 countries had infant mortality rates above 100 deaths per 1000 
children born and sevn had ra!es belw 50. There is a definite regional pattern to inor
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 u p to 100 or iore 
deaths per I t)00. 

The vairiation of mortality at ages one to four years is greater still than that of infants. 
Dea ths at age one vary from less than 5 per 1000 children in Costa Rica, Portugal and 
Trinidad [ndrobago to over 50 in Nepal and Senegal, a range of ten to one. On the 
whole, in tie 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 tie countries covered by tle WFS, deatlis 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, ic a tall of' about 16 (leaths every 5 years. 'he decline in infant deatlis was on 
average 25 per 1000 birllls aid. at older ages, it was 24. By region both Asia and Africa 
indicate about the sanme imuproveiuent (50 and 59 fewer deaths per 1000 children born,
respectively) while life American countries show a smaller improvement of 36 fewer 
leatlhs on average. 

For most countries the declines have been substantial, although unequal between 
countries aiid somewhat irregular over liie. For leaths nder five years, the greatest
improvements occurred in Ivory Coast, Jordan and Turkey. The falls in mortality in these 
countries have allowed 14 18 per cent more children to reach their fifIth birthday in the 
5 years preceding [lie survey than had done 10 14 years earlier. The smallest changesso 

34 



INFANT AND EARLY CHILDHOOD MORTALITY 
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occurred in the Philippines and in Paraguay, the former showing practically no improve
men t and the latter 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 deatlhs per 1000 births between the periods 15 1( and 0- 4 
years bef'ore the survey. The countries with the largest improvements in infant mortality
are Benin, Cameroon, Ivory Coast, Jordan and Turkey, all of which have 45 fewer deaths 
per 1000 births. Ilowever, mortality during infancy in Philippines, Senepil, Sri Lanka and 
Venezuela appears not to have improved. 

Differentials in infant and child mortality 

One of tile strengths of tile estiniation of mortality rates from the WFS surveys is thatthese rales can he related to the characteristics of the children, their families and their 
coi unlillit ies. 

Age of"m other 

As is ',ell known lfrom the stalistics 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 WV[S dala support this finding for the developing countries. 

Birth order 
There are Many reasons to believe that the mortalit. of intants and other small children 
should be associated with their order of birtli. On tile one hand, first-born children are more likely to he horn to a mother who is biologically and economically unprepared
bear and bring up a child. On the other hand, children of high orders are more likely to 

to 

be horn to older mothers who are physically more worn out: these children may be

affected by competition from older brothers and sisters for 
 food and other ':inily
resources and may be cared for by someone olher than their mother. They a d.deed
 
more likely to be considered superflu1ous. Moreover, 
since women of higher socio
economic satus are likely to have smaller families, a disproportionately large share ofchildren (f high birth orders will come from families of lower education and income. For
these itclSons, higher noltality lor olith first-born children and fourth and later children 
might lie expected. 

Overall, evidence from the WIS shows that first-horn chilren are mly six per cent
 
more likely to die huing infancy Ihan 
 the secOlld or third. [o"iitli. fifth ;id sixth clhildren are also about five per ct'lt more likely to tie than tihe Second or third, hut children 
after the sixth are 3) per cent more likely to die in illfallCy tHhan te sconl () third.
 

The relationship hetween infant 
 mortaiily and birlth Mrder is not unit rn: 25 of tihe
41 countries show higher mortality f'or first-horn intants than lor Second and thild boll,and 27 show higlicr mortjlity lor children ot Jorth, filth and sixth birth ordes. Iloweve,
higher infant mortalitl' for seventh or later order children is apparent iii 37 countries.
 

With regard to mortality at ages one to f'our, 
 Ihere is a sharp rise inimortality wilh 
birti order in nearly all countries. 
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Sex of ch lid 
It has been commonly accepted that males have higher mortality than females at all ages, 
except where maternal mortality is important. Tie WFS 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 coinbined, male infant 
morality is some 16 per cent higher than f'emale. 

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

There does appear to be a geographical relationship with sex differences in mortality, 
with tilecountries of south Asia and the Middle Fast showing particularly high levels of 
female mortality at ages one to fot~r. 

Urban rural re.idence 
InI most otfthe countries infant mortality was lowest iil metropolitan areas, higher in 
oliher urban ireas, and higher still in rural areas. In a few countries, most notably 
Bangladesh, Fgypt, 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 alvantage than those living in rural areas. In eight countries, Costa Rica, 
Dominican Republic, Jamaica, Kenya, Republic of Korea, Mauritania, Paraguay and 
Tunisia, infillits in areas have aboutborn rural the same chinces of survival as those in 
non-metropolitan urban areas. Ilowever, in twvo countries, Guyana and Ilaiti, infants born 
in the capital are much less likly to survive than even those born in rural areas. 

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

These disparities in mortality by level of urbanism reflect differentials in miany
ass)ciated characteristics such as stac;dard of living, access to health f:icilities, knowledge 
andt economic for care. data light severalcapacity child The WFS shed on important 
socio-ecollnl ic tact ols. 

Parel Is"educatioj
 
Illvirtually every country surveyed both infant and chil mortality decrease consistently 
with increasing education. In ('a meroon, for example, molhers with no education had 
twice as many of their intants die as woomen with secondary education. 

Similar to its eflect ol infant mortality, education has a great imlpact on the level of 
mortality allages one to tour. For example at these ages in ('ameroon, 109 per 1000 chil
(Iren of unedlcate(l inother, lid as against 55 of secondary educated mothers. The results 
of a stutly of 28 WIS surveys show that the father's educational level can also be very 
important not only in regar(l to infant mortality but also for mortality to tour.at ages one 

In comparing countries, it may be asked whether the differences between them are due 
solely to diftering levels of development or to other factors as well. In the sttidy of 28 
WF:S sourvcys, comp risons were imlade between countries for two standard groups: the 
ourban m6ite' and time 'rural traditional' group. Among the 'urban lite' 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 61ite group, three-quarters of the countries had similarly low mortality rates. 
lowever, it was clear from this study that mortality in traditional rural areas varies 
widely, even for those with similar socio-economnic characteristics. Thus part of the 
difference between countries may be dune to the effects of differing child practicescare 
and traditions, levels of disease prevalence, medical and health care provision, and 
poverty, particularly within their rural areas. 

Housingand commt unitv 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 
sign dled 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 Pananma, 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 facilities 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 tile presence of health facilities in 
villages is associated with lowered mortality in most of the countries. 
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3 Policy imolications
 

The pri. - objective of the WFS was to meet the need for reliable and up-to-date
informatio. I 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 factors affecting fertility behaviour,
in order to orient official policies and programmes in population, health, social and
economic fields which have an impact on fertility. Although fertility has always been the 
primary focus of the WFS surveys, uniq ue, high quality informiation has also beenobtained on related topics, such as infant and early childhood mortality, nuptiality and
breastfcding patterns. In this way the programme has contributed to policy-mnaking not
only in Ile fields of fertility and family planning but also with regarl to maternal and 
child health in(t health planning in general. 

"IRTILITY )ECLINE AND IEVELOPMiNT 

The early I9 70s 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, wouldbring about fertility decline in file 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 programnies ould make 
an appreciable independent impact on fertility. The d_hate culh.winated at the 1974 World
Ipopulation 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
issue is still the question of which aspects of development, independent of family planning
efforts, will most effectively promote decline in fertility.

Many haVC posited I thal cxposure to formal educition and rising literacy play an
important part in promoting fertility decline. At first glance, the results from WFS 
support this contention. Better educated women later thanmarry women with little or 
no education. Furthermore, couples who are better educated are more likely to know
about and use contraception and will, therefore, usually have smaller famil'Fs 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, m of excessive fertility. In many WFS countries, a few years' 
schooling seems 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 beoter ntrition and health, leading to a lower level of 
spontaneous foctal loss or, in some part.; of Africa, a lower level of polygamy and 
shortening of the period of post-natal sexual abstinence. 

Oil the other hand, there is evidence that illiteracy or very low levels of literacy are 
not neccssarily 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. 

idtucation 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 granted. WFS data show clearly that it is only parents with secondary or higher 
schooling who show substantially reduced fertility. 

It has also been argued that improvenrcnts in the status of women are associated with, 
and Lmay be a precondition for, fertility decline. It is plausible to believe that women, who 
have the main burden of reproduction, may see greater advantages to controlling fertility 
than their husblands and that strong patrilineal societies where women are denied equal 
status are more resistant to reproductive change than egalitarian societies. 

On the whole WVFS 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 occur in widely differing socio-economic contexts. Its onset appears 
to be determined more by ill-understood cultural factors than by any objectively 
ascertainable developmient factors. 

FAMILY PLANNING 

In most of' the surveyed developing countries, large majorities of women claim to know at 
least one etho10d. Typically, modern methods such a'i the pill ominlva-uterine device are 
most familiar. Kno1wledge of sources of specific nethdS is often well below general 
awareness of methods and vanes greatly betwe, he diverse societies: but it is worth 
noting Ihat even in countries such as (Colomb' .,nesia. Mexico and Venezuela where 
contraceptive awareness is very high, subslan, .inorities are apparently ignorant of any 
places where they can obtain advice and supplies. Non-medical and non-appliance methods 
(withdrawal and rhythin) are, of course, in principle available to all but these methods do 
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not appear to he common in most developing countries. File 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 
educated 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 souirce: and only a quarter of uneducated women, as against nearly 90 per cent of 
those with secondary or higher schooling, were aware of iny place to visit for advice or 
suppLes. 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 Ct'fferential knowledge and it seems 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 :imong all sectors of time population. 

To tIhe extent that couplis have distirct preferences for particular methods, knowledge 
of where to obtain particulIa r methIods is a better criterion of access than knowledge of 
sources in general. WFS evidence shows that indeed wide variation exists in knowledge 
about sources for part~cular iie,!iods within countries. Thus, for manlly couples tile effec
ti\e choice of contraception is extremely limited. The policy implication is that all 
umethods of family planning should be made available to time population at large in so 
far as their use is legal lnd in accordance with prevailing social values. To ensure the 
individual's free choice and strengthen the acceptability and practice of family planning, 
all available methods should not merely he provided for in service programmies but also 
be dealt with in information and educational activities. 

A problem facing many family planning programnncs is the side effects of some 
contraceptive methods which often result in high liscotinuatici rates. In the Philippines, 
side effects were the reason given by one-third of all women for discontinuation, and it 
\\as estimated that if a contraceptive miethod free from side effects and fully effective had 
been available, discontinuation rates would be cut by over one-half anil 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 ofidispersion and density of contraceptive sources needed to promote and 
sustain high levels of contraceptive practice is a key issue for family planning program mes. 
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 time source and partly on the cost and inconvenience 
of travel. It also tlepends oil the nature of' the method. For sterilization, ie effort 
involved umay be considerable but it occurs only once. This feature maiy, to some extent, 
explain t1me growing popularity of' sterilization in less developed countries. 

Is travelling time to a source of other methods a critical factor in the decision to 
adopt and conlinule using? Once confounding variahles such as urban rural residence, 
education and desire ito liimit fertility are controlled amiong those aware of a source, tIhe 
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overall relationship hetween proximity to source and actual is only weakly positive.use 
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 IU) no 
strong relationship was found. 

The policy implications of these finds are twofold. First, there is in many countries 
a ne'.-d to increase Kn,.'.'lcdgc of facilities through publicity. Secondly, increasing the 
number of outlets might have a significa;t positive effect on the use of regular supply
methods, such as the pill and the condom. 

Family planning issues in sub-Saliaran Africa are very different from those in other 
regions. WFS survey resuits generally portray cultures which are strongly pronatalist in
attitude. Desired family sizes range from six to eight children, and large proportions of 
women indicated no numerical houndary to their reproductive wishes. Only small 
minorities of' women seem to want to avoid further child bearing and levels of contracep
tivc practict are negligible. In contrast, surveys in other regions h;ve 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 be framed on the assump
tion of' a massive latent demand for smaller sizes of family. There appear to he two main 
feasible policies to attempt to change people's views about the desirability of large
families or to stress the henefits of hirthspacing through contraception. The former 
course of act ion presents a forrmidable 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 alre.,dy in most African societies 
stroig beliefs in the benefils of' birlhstacing, and a rapid succession of births is considered 

even Asundesirable or shameful. traditional means of' birtlispacing, that is prolonged
lactation and post-natal abstinence, are weakening, a process which may he difficult to 
arrest, a strong demand for contraception as a substitute may energe. Once tie labit of 
contraception is established, the prospects for decline in the perceived desirability of large
families may he Cnhanced. This scenario underlines the importance, particularly in Africa,
of* integrating family pla niing with maternal and chil health services. 

Ilowever, there are considerable practical difficulties in delivering a family planning
service dcsigned primarily for spacing needs. ()wing to prolonged hreastfeeding and, in 
west Africa, 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 birlh may seem 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 al its greatest. 

NIARRIA(;l O'()SIPONI:M [NI ' 

It has been widely assumed that if the age at marriage increases, fertility will almost 
automatically decrease. floweve, WFS findings suggest that the issue is more complex. 
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In most countries fertility was lower for women who iuiurjcd 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 ageof 17 and those who married at ages 17- 20 had similar levels of completed fertility.
1,isome Asian countries a very young age at marriage is associated with lowi-r fertilitythan marriage a'ates 17 2), dite to the greater risk of complications and miscarriages
fron eark prcgnarci. ;. smetin .s iesulting in fecundity inupairment.

These findings suggCSt that s air ed a! delaying marriage, however desirable on"olic -
social grounds, may have little cfftct on fertility until postponement into the twenties
becomnes prevalent. A number 01' deeCJIi1 countries tried raisepi! have to tileage at
marriage by legislation, but often with littl' success. The administrative structure in manycountries is too weak to enforce such legislation and. until reasonably reliable birth
reyistration to provide pro J of age has been developed. impl,:mentation and enforcement
will remain difficult. Raising age at marriage by law to reduce fertility is unlikely to be
effective unless tilesocial, economic and cultural clinate is also changing and other 
tactors to reduce the level of' fertility are in operation.


Among socio-economic measures contributing 
 to postponement of marriage (andsu bsequent decline in fertility) are education, vocational training and ewployment for women, as well as changes in the relationship between parents and their children. If these
factors do raise tileage at marriage, they may at tihe same time reinforce other socialchanges which reduce fertility, such as the transformalion of the extended family pattern
into a nuclear one, and tile acceptance of full responsibility by parents for bringing uptheir own children. A study of' WFS data in22 developing countries found consistent 
positive effects of educaltion upon age at marriage in almost all countries. It seems,however, that iniprovemnents in primary education do not have much effect upon girls'age at marriage; only when education reaches the secondary level is there much and
usually only if improved employment opportunities outside the home are made available 
'it the samne time. 

PROM( )ION O1 1R 'ASTITIII)IN( 

WFS surveys have made considerable contributions to knowledge of breastfeeding 
patterns and trends, with important policy ramifications. The findings strongly suggestthat educational atlvancemirent, er loymeit for women, urbanization and development in
general are accompan ied by a decline in hreastfeeding. This is reinforced by survey
information ol recent trends illlactation front such countries as, for example, Republic
of Korea, Philippines and Thailand. A suhstantial reduction of breastfeeding duration
Unaccomr panied by increased contraceplivi use would lend to raise fertility. One major
conmparalive study rising inlorrnation on breastfeeding and hirth spacing suggests that
tirree-month reduction in length of' breastfeeding may reduce tire birth interval by

a 

belween one and two llronths. 
The role of' breastfeeding in limniting fertility by prolonging the birth interval is often

reinforced by other tiatitional 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, WFS surveys provide clear evidence that 
abstinence is typically less prolonged among the more modern sectors of many countries, 
for example, Ivory Coast, where wojien 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 
soubsequent rise in fertility Ainmany developing countries is to strengthen maternal and 
child health care facilities and family planning programmes. This should both arrest the 
trend and adjus, to it by developing consistent and mutually reinforcing policies on 
breastfecding and family planning. 

The importance of* hreastfeeding ill maintaining the health of mothers and children 
should be emphasized through health and other educational programmes, including
development of' training of health morepersonnel. The fact that infants are vulnerable to 
infection, retarded growth healthand other 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 more pronomniced for women who exclusively breast feed (ic do not introluce 
supplementary foods) in the first tour to six months. WFS findings that infant and child 
mortality is clearly related to the level of' parents' education would indicate that 
promotion of breastfuedting and other maternal and child health care measures should give
full attenlion 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 hreastfeeding on the health of the infant 
should be stressed in any educational activities; the impact upon birth spacing and, 
consequently, on the health of tire woman, the child and the family should also be made 
clear. WFS dala have shown that women in developing countries appear not be usingto 

trreastfeeding as a means of spacing births; women with large 
 lanilies did not breastfeed 
more or longer than women with fewer births. This suggests that there is scope here for 
improved educational and promotional progranmes. 

A WFS-lype survey in north-eastern Brazil indicates a strong relationship between the 
use of icalth services an1d the prevalence oft breastfeeding. Vomen who had pre- and 
postnatal care. %lho gave birth at a hospital or clinic anrd whose child was under medical 
ca , were much tess likely than other women to breastfecd and had much shorter breast
feeding durations, irrespective of their socio-economnic backgrounls. Nearly one-third of 
tile women slad that docltor or norsL had advised giving non-maternal milk and lhe 
mlilrity believed that their own milk was weak or insufficienl. Il tlhese circumstances,
educalional efforts sh( ild first of all aim at impressing upon the medical staff the import
ance of bretastfecdling shorlcomings powdered condensed witharid the of or milk their 
associated risks of infection, while taking into account that survey dalta indicate that tile 
rmajorit v )f breastted infants were receiving supplementary food, even during the first few 
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imnths. Iducational actlivities may successfully he directed towards tile women using
health services, particularly tho;e who have shown concern ahout their child's and their 
own helllth andi, therel'ore, are likely to he responsive to advice. Women who are not using
health services may he approached through other channels, such :is mothers' clubs, 
coinmmunity centres, teachers and the mass media. 

Anollher approach to slopping the erosion of traditional fertility restraints is that of 
famlily planning which noust locUs efforts oil the period following delivery. Use of 
conlrlacephioll for spacing to be eip hasized more obJective of familyilposes Ileeds an 

planning programiies. In parts of' suh-Saiaran Africa, hecause of' the high family 


as 

size 
piefcrences of' many African societies, the only way that contraception will be accepted
is h showing that it may he uised for spacing. It is particularly il this region that 
weakening of tratitional restraints iiay crealct potential market 'or :ontraception as a 
suhfitulte., altlugh rC-dUCllicati iilomy also he needed. 

, lie \WS has privcd all importaill vehicle for studying the extent to which rises in 
co'ilracCtive use compenateSC for erosion Of lraditiional restraints. Two studies on1 this 
theme reac"h sonilievia Similar conclusions that the fertility-increasing effect of shorter 
(fliliollns (f infertility followinlg childhirlh aillong [he oille modern strata of society 
secll s alimiost always iilow Ihall Colllterbialanced by the impact po sii)onelent of'' 
mliriIt ald the Use of colltractlioll. 'his sliggCsts thilt tle tilmeC-lag bet1ween decline ill 

feeding coliellsaling claiiges ii 
astiimg. illitliouh not without significance in iman' African and Asian societies with high 

hret C itd colltraception and nuptiality may not he long 

lotil fertlil lles. 
iliiiil. plllniing pi ograileies slhould he closely co-ordinaled, and consistent, with 

lillerill ilid child hialth activities The patterns of' hreastlteeding and associated 
inferlilit Ilia. vili- colnsidelahly Irom one society to another and have to be taken into 
accontli ill plogrilitiii designs, Il choosing the llost suitale riethod of* contraception 
and the time Ir introducing it, the possible eOffcti upoIn hielaslt'etling in particular has to 

e tol Clv siisicred. N on-tior nil conliraceptives are preferihle during breastf'eeding as 
(tC do nlt ilterfeic With Milk Iproduction. At least line WS survey soupported the belief 
thul list' Of ilte pill, bll 1l)t other imethods, hais I iegative effect upon breastf'eeding. 
Th' World I tallli ()rgani:ilitln relnilneds that use of cobliined hormonal contra
cel yes he disCo'llaget and only progesterone Imiethiods oral or injectable be iade 
;iiiihlte to lhaiting iliothers. 

IIIALIllI SIRVI('IS 

A iilh l W' S silrVeys ohlaited inlormation about health service prouvision tiheat 
cOMliiilitf' leve, lin lddiliol to the individual and household data. This has provided 
the opportunil io e\aitine whelher easy access to health services suhslantially reduces 
infalnl and child mortality and how far Ihese links inter-relate with scio-ecollo)ic 
factors. Once again, lite ilipression is that provision of' health services does not have a 
stionlg ilmpilact on infant and child mortality, althotlgh i few interesting exceptiins have 
eliieigCdl. 'lhis lick o1' geliCll positive findings soI far is perhaps all the imore surprising 
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since health service provision in an area is oftenr associated with provision of other 
tacilities. The most consistent positive finding to date has been tire reduction in mortality 
in tile first nlonti of life it' a trained midwife is available, although illthe Philippines this 
was only true for better edlucrted mothers, deimonistrating the important interplay
between education and effective use of services. Inl rural Bangladesh infant and child 

mortality were lower when a primary school or I'amily planning clinic was nearby, but 
distance to health services (hospital, primary health centre, dispensary or qualified
doctor) was not strongly associated with levels ofI mortality. Once again, the results are 
not d.'finitiv. and imOe elaborate studies are required to determine what the deficiencies 
in the health services are. 

The United Nations had declared the I)80s tire decade for drinking water and sani
tation. The tew studies based on) Wl.S data, although not definitive, have so tar failed to 
uncover any substantial differences illmortality of children unter age tive by type of 
household wateli supply. More positive fildings have emerged with regard to toilet facili
ties. Availability of1salnitation within a i)onuelhld is strongly associated with improve
incus in infant and, particularly, child survival, even allowing f'or a nunmber of socio
economicItactirs. 

tSI' M1 WFS I)ATA BY lCILI('Y-M AKI:RS 

In I983 the WFS cariied out a mail survey in 25 countries v.-1 ich had published the WIS
 
order to assess, tile
country report, ill among other things, (Ise made of tileWFS data hy 

policy-niakers ip to that lille. 
The review revealed that very widespread use of tire dlathad been made illa large

nuliber ot c-ountries. Specifically, 18 ofl'the I1)countries with government family 
planning programllmes had rIade SOllc kinld Of rise of WFS data illthese prograinmes. Most
oI Ihese IS countlries had used the \VI:S data to assess programne achievenrents (16
countries), to increase progranmre efficiency (14) and to deline or redefine prograllle
objectives (14 ).Soirre esaniVples illustrate Ire type of rise made illthese programmes. 

The Kenya survey generated illtilegoverniment both concern and a re-exaiiination of 
its pOsilion reglding population grovth. It showed that tie country had a population
growlh rate about tour per cent 'ear, one of Ilie highest ill world. At that rate, itsft a tile 
popiilaitioii \sOlld dollble evely I8 years. Kenan womien indicated a desire tor eight or
iiore chiltren, , level which v\ould result illa rapidly expandirig population. It led to 
retorirlilaliOn Ot tire tainlily planning programe, with ftar greater emphasis on changing
family si.ec desile, mid Ol expanding tie prurgraninie into an active endeavour providing 
a rInge 0t contraceptive (it)ti(ols. 

Ill tlre Republic ot Korea. tie data led to adownward revision of demographic targets
arnd to a cainilaign enphasizinig lnger Iilthspacing illonig young wollell. The national 
smIrVey revealed a sllilg plet'relce Ior soils, lie of tilestrongest son preferences in the 
wOrhd. This led to recoliiiendatiois Ior fosteling equal opportunities illtie society for 
ilka's and teiiiiles, alld to a thorough study (tcurrent civil law including that pertaining 

to tiletraditional inheritance system. to correct bias.presmmably irale 

46 



III Sri [anka, life evidence of" lov levels of contralceptive Is' led 10 !1review of' sourcesof, Col t-raceptive supplies as Nell as service outlets. 'I*le fertilitly stlrvcy dt;.1 w\,ere used toobtain funds to expand the sterilization progrill ile. 
In Irinidild and Tollago, where the dilta indicated a1high prlgnancy rale amiong young

VOll in,progralMC eilluaisiSalsIia.ged tooi'lfo)cusIn this gropLl.

In )ominican Republic, 
 tihe dlta showed almost universal knowledge o1 tamily'planning a.swell as unexpectedly widespreld accet:ICe ot1 'alnle .Strili/Izlion. As :result, thtirlllOglillc shitt.ed its e-iphilsis, adding sterilijltion to the services already

ter.ed illgovernmlent Clinics and focusil educational tlorts oi specific Iietlhods ofC'oItr.t'I'pliu IiLr tIiOI il ron",iaceptioli itself. (A national resuirvey five years laterfound that tile poportioll Of clirently Iniiaoied woiel hadwho b n stelilied hadrisen ronm 12 to 2(0 per celnt, and that f'rtility hid declined substntially.)

iseOf \VIoS ttl in IriVA\tely slppore.l aIi il,planning progrm 
 -s\kitas reported ill15 of' the 23 countrieS where such p ogra nlti,existed. ,'liedlta \%,ere mlinly used toillc'la':S
IOgrlllllle ef.'iciln ft I Countlries) anl to dliI or re,'def*ine plrolgralleoleclt ',(If) ctrillies). the 1folowing lre soie of tlie speci.ic aetions taken.
 

II Lesotlo. e piograufle
ith was ievised to inlcrcase liteinvolvement of iiel. lihe dataoil tile IO\leve o1 contraceptive use in Sri l.anka s\as imoiglht to the alttenlion of,'Cotmo(lliic pi;ulllll'msp)flitiallii1d leaders to oitin moor' support tilefror prograllme. IIIPIniIm1, COt sefilIg Iteimagrs re,.ceived grea ter .iup:liS th:1 oer andill countries,
pol()glailll
L'Sshiftted from aillr nlulrl erlphl'asis. Inll laguay tiledatat \were used toelect. I',dS of1g!latI p)otetlall ctrcelp.tiVe demand.
 

Aside IrOrolin) u.sed VxteISively 
 fo'r faIllily plaunning plograllles, the WIS dala wereusH'd 
 IIcheallh
ill publiC prog)rmllnes ill 1) of the 25 countries. they fed to adjuIst.ments ill,:and gr ,lear Ipecit.imitO o1, tile iilpoutalnm'e Of Jl)I. hea'llth lctivities. IllRepulic oh'
Kora, Pakistan. Siiilain, Syria, Tlrhailandil 
 and Turkey. alioing ofh.eis, tle tindings on inl tmml child m rhllraitV,oftell iitici liiglife' luau tileiIueoilehte. vilal registraion hll siowm,Slilntiilltt 
 ilIttles ill Ill.lelila and chil heallh piogl a mles andli, ill somle CO.untnies \w-ere
lust'to gluerat: IWcasel. futding of thelli. Ill 
 'llailaini. atteltionll fociuse il n vaterSipl,) ll eLurIIV II.lial Saluitailiill tiisccs t lie r.lutinsllip eltween these iat'ors 
anI inlant miiitality. 

I'iiialfv, nl(ostof If countries srvedI llr;IyIavL usCIf the WI'S lufat in theirlliciaf populitiOn pi-ieclions (f19) while ;n ltliiiliall 5 coutl'ies s t Ileiillless
illIull I)iir'tt 0' Im itc .tioulsplan m ,'uselo \vhue'll new official national projections are 

It %kill he t'n 1+tr11 111.sexalipIles th:t gOCverillnnts were stinlullAtefd to lctioll y IW fide ( I1Vie.ty lotill Ic rtility levels lltI tIIntfs, iil'ant an tl c mortality,mih s(o1
IpLte"elte, bi inSticillI Iteeliage I)rC1gIancy li nalliek' hilli a fe'w. IllMost caseS t iol
Iihllow'i Siiil ulter piihlicaliom o flli' iatinlal srvell y ' lillS. These surVeyS ireCiillillliiig 10iIl:iu\'Se, smlefiue- fOr atioinial sometiles toimakem1i'm purmpot.ss, cross
niatiiiiall Ctiiuip'iSius. Iv early 1)4, momire tiln 500 Coul'try studies were eithlr ill
rlioge S, Or hlil be'en COMlittl. lhe siz'e 
 aitf usefulness 0f flue fatla base can llIereftje 
0111\ illlh( uture.increaseNC 
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4 Conclusions
 

The WFS 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 remarkable achievement. Before WFS it was common to see surveys of this kind 
terminated without publishing results --victims of bureaucratic inertia, difficult field con
ditions, erratic coders and computers, political sensitivities and numerous other problems.

The planning and execution of such a large and complex research programme, with 
the participation of instituti, s and individual specialists from all parts of the world,
have demonstrated that multi-country surveys on a comparable basis are feasible and 
useful. loreover, the WFS 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 sutpervisors 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 WFS was to assist in building up survey capability in 
developing countries. One indication of the programme's achievement towards this 
aim is the tact that more than half of WFS's publications and studies have been con
tributed hy scholars and experts from the developing world. Further evidence of WFS's 
ahility to deal witl cool plex statistical and demographic problems is the widespread 
use of its technical manuals and reports illgraduate courses in statistics and population 
studies. 

WIFS surveys have provided a massive addition to knowledge of human fertility 
thiougho L ' 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 
l'rom the developing country surveys are highlighted below: 

Fertility is highest in the Middle Fast and sUh-Saharan Atrica, with an average of 7 
children per woman. IllNorth Africa the figure talls 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). 

Sob stantial terlility declines ha'e beein observed over recent years in all regions except 
so b-Sa ha rain Africa. 
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- WFS 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 1.3to 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 3-4 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. 

(ontraceptive use with extreme caseincreases education. An is Bangladesh, where 
women with seven or more years of schooling are nearly five times likely to bemore 

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 
Fast 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 effect only in some 
countries; in others, couples appear to make up for later marriage by faster child
bea ring. 

WFS 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 early 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 an( 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. 
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The particular value of the WFS 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 call be made. WFS has already provided a great deal of data of relevance for 
planners, policy-makers and administrators in the fields of health care, edtcaioLn, fallily
planning and related areas. Its findings have taken some of the guesswork out of policy
making and programme implemuentation and evallation. 

Surveys of' this kind will conltinue to he an indispensable source of the information 
required by governments and nternational orgallizations. Since recruitmcut of' new 
participants in tileWFS programluue was discontinued in 19)82, several counttics such 
istliPeople's Republic of ('hina, Malawi and Rwanda have initiated WFS-type surveys
with the support of' the International Statistical Research Centre and other countries are 
considering similar steps. As a concluding activity of the WFS programme, a careful 
assessment of' all major aspect! of the survey work has been umdcrtake'i as in inport alit
 
contrihution to ii proving future surveys of this kind. 
 The International t onicrence ol 
Poptlation held illMexico City in August 1)84 adopted by concensus tltl folloinjg

recommendation: '(Governments, in collaboration with appropriate 
 international organi
zations, are urged to establish 
 or strengthen national sample survey programmnes .. .
Iandl it is recoominCnlCd, in particular, that surveys should he carried out periodic;dly
 
on fertility, family planning, hcalth of mollers 
and children, mortality and nigration
 
and that tichnical assistance should be made available front 
 internaitio al sources'. 

The populalion problems in developing countries are, and will no doubt remain for 
a loig time to Colle, allmong tilemost vital develolmcnt issues, not only in the countries 
concerned hut also for the world as a whole. Major shifts of emphasis are occurring illtile 
provision of' iceath care and family planning facililies illthe developing world. The
primary hacalth care focus ot tileStrategy for Ileal: 1 . ;or All Ibytileyear 2000 adoptcd by
the United Nations is still evolving and postdates most WI:S surveys. The United Nations 
'hildren's Fund (I NI('IlF) is currently promoting a glo al p ogramie ol child growth,

oral rehytrafion therapy, breastfCCling and ilnoculation. Ihtese and similar activities 
depend for their success on a contitluing SOuCe Of inlformnat ion to guide and monitor tltir 
progre ss. 

Tell years ago, at the World Population Conferelce hCld in luchlarest, ov,'rnimcnts 
colllilted theitiselves to 'tilebasic right Of all coleis and individuals to decide freely 
at responsibly tile11i11111r ind spacing of their childrenl and to have the informition, 
education and lileamts to do so'. 'lTday, ill many sociL'lics, this right still relmains to he 
hionoured. The findings Of WFS and similar surveys in the future, whether in newk 
countries or in tliose already covered by WFS, should provide valuable guidance towards 
time achievement of tlhis goal for the benefit of mankind. 
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Appendix table Summary measures ol demographic characteristics f'rom 41 I.'TS surveys 

Country Ntiptiality Fertility 

Mean age ; ever Time spent (Crude Total Children 
at first inarried ill birth fertility ever born 
nrarriage aged IS- 19 marriage rate rate to women 

45-49 

(11 (2) (3) (4) (5) (6) 

Benin 18.2 43.8 96.6 49* 7.1 6.3 
('amreroon 
Gtialna 
Ivory Coast 

17.5 
19.3 
17.8 

53.1 
30.9 
56.0 

92.0 
93.6 
93.6 

44* 
48* 
47* 

6.4 
6.5 
7.4 

5.2 
6.7 
6.9 

Kenya 19.9 27.4 94.5 48 8.3 7.9 
Lesotro 19.6 31.5 91.5 44 5.8 5.3 
Nigeria 18.5 4(1.3 95.7 50* 6.3 5.8 
Selecg:!l 17.7 59.3 94.5 51 7.2 7.2 
Igypt 
Maurilania 

21.3 
19.2 

22.5 
37.1 

94.3 
87.4 

43* 
50* 

5.3 
6.3 

6.8 
6.01 

Morocco 
Sodan (Nort h) 

21.3 
21.3 

22.1 
21.8 

92.5 
94.3 

44* 
39 

5.9 
6.0 

7.1 
6.2 

T"Inisia 23.9 5.2 97.1 35* 5.9 7.0 
Jordan 
Syria 

21.6 
22.1 

19.0 
22.7 

97.4 
97.7 

45 
45 

7.5 
7.5 

8.6 
7.7 

'lirkey 20.4 22.4 98.2 31 * 4.5 6.3 
'irrler A.R. 
tanprides 

16.9 
16.3 

61.7 
701.7 

93.8 
87.9 

48* 
43 

8.5 
6.1 

7.2 
7.1 

Nepal 
'akistan 

17.1 
19.8 

59.( 
38.2 

96.1 
98.01 

47 
40 

6.2 
6.3 

5.8 
6.9 

Sri Ianka 25.1 6.8 95.0 28 3.8 5.9 
Iiii 
Indonesia 
Korea. Rep. of 

21.8 
19.4 
23.2 

12.2 
37.4 

2.6 

96.0 
911.7 

31 
32 
29 

4.2 
4.7 
4.3 

6.5 
5.3 
5.8 

Malaysia 23.1 11.3 91.2 32 4.7 6.2 
Philiplpiles 24.5 6.8 94.4 34 5.2 6.6 
Thailand 22.5 16.3 31 4.6 6.5 
(olomhia 22.1 15.1 91.0 34 4.7 6.8 
Icuador 
Parapilay 

22.1 
22.1 

18.5 
16.9 

92.4 
91.5 

41* 
35 

5.3 
5.0 

6.8 
6.3 

Peru 
Venezuela 

23.2 
21.8 

14.0 
211.1 

93.0t 
91.0 

36 
34 

5.6 
4.5 

6.6 
6.1 

Costa Rica 22.7 14.6 93.2 27 3.3 6.7 
)ominican Rep. 201.5 27.9 83.6 40 5.7 6.5 

Mesico 
Panama 
(uyana 

21.7 
21.2 
21.10 

19.2 
19.7 
27.8 

93.4 
89.) 
91.4 

41 
28 
31 

6.2 
3.8 
5.1 

6.8 
5.8 
6.4 

lhir( 
.hamica 

21.8 
19.2 

16.2 
27.4 

87.8 
83.8 

37 
28 

5.5 
5.0 

5.9 
5.5 

1rinidad & I ohago 20.9 211.5 92.1 24 3.3 5.8 
Portupal 23.1 6.3 97.1 16* 2.4 2.9 

No(It S: 01 t lie large countries, Brazil, India and tlie People's Republic of' China (lit 1tot lellipte,

Ihe first two on 
 tie grounds that Ihey had conducted simiilar surveys in parts of their countries. China 
es etitally applied to joill, btl as the deadline for recruitnment of countries to the \VIS progranrtne had 
been passed, ISI made other arrangeinients to si pport inmplementation of WI[S type surveys.
Irrce cont ries have restricted age Coverage to less than 15 49 years: Costa Rica and l'anama 21 
49: Vencurela 15 44. 
Ixplanaliorts of [Ihe indices are as follows: Colunin I Si ntlalte menan age at marriage, althe o1'little 
fle sirlrey: Citnun 2 Per cent ever married ailrong womnen aged 15 19 at the litte()I'tle survey;
Column 3 Per ent litlitre since Iirslmrarriage spent iii married slate; Column 4 Crude birth rate front 
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Child mortality Breastfeeding Fertility preferences Country 

Under Under Full Breast- 1; want Mean Wanted
 
age age breast- feeding no more desired total
 
one five feeding (m(nths) children flam ily fertility
 

(months) size rate
 
(7) (8) (9) 110) I1)(12) (13) 

18 204 2.6 19.3 7.7 7.5 6.9 Ilenin
 
105 191 5.1 17.6 3.3 8.0 
 6.1 Cameroon


73 127 4.5 12.9 11.8 6.1 
 5.6 Ghana

113 162 5.0 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 Lesotho 

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 53.7 4.1 3.1 
 'gypt
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 2.4 Turkey

162 237 4.5 11.0 
 19.3 5.4 7.4 Yemen A.R.

135 222 - 28.9 62.8 4.1 
 3.1 Bangladesh

142 235 25.2 30.3 
 4.0 4.5 Nepal
139 207 19.0 43.0 4.2 3.9 Pakistan
 
60 86 21.0 61.4 3.8 2.2 
 Sri Lanka
 
47 59 --
 9.9 49.5 4.2 3.6 I:iji
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 44.9 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 I(18 9.2 61.5 4.1 2.6 Colombia
 
76 118 12.3 
 55.9 4.2 3.1 Ecuador
 
61 85 2.9 11.4 32.3 5.3 
 4.2 Paraguay
97 149 13.1 61.4 3.8 2.6 Peru

53 64 7.4 55.0t 4.2 2.9 Venezuela
 
53 61 5.( 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 2.7 Panama
 
58 77  7.2 55.0 4.6 2.8 Guyana


123 191 15.4 
 45.9 3.6 3.8 Ilaiti

43 56 8.1 50.5 4.1 2.3 Jamaica
 
41 49 8.0 46.5 3.8 2.4 Trinidad & Tobago
33 37 3.1 68.5 2.4 1.4 Portugal 

\VI:S: annual birilis per I(0 popunl ation (figures with an asterisk Froti the Population Reference 
Bureau Data Sheet 1983); Colunn 5 Total fertility rate: number of' children a woman vould bear ifshe experietm'es thrioughott ut her lifetime the rates which prevailed during the five-year period prior to
tie survey; Coumn 6 Average nmLber of children ever born by women aged 45-49 at the time of tlie 
survev; Co lunu 7 1lie number ofI' children who died before the age of' one year, per 1000 births, for
the five-year period before the survey; Coilumn 8 The number of children w\'ho died before the age of
five y,rs, per 101 births, for the five-year period before tire survey; Column 9 Mean duration of full
breast'eelitg tiebefore introductiotn of Suplplementary food); Column 10 Mean duration of total
breastfeeding based on last live birth itdpenutitmate live birlh; Column 11 Per cent of currently 
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Appendix table (continued) 

Country Family planning 

1,;aware '/ ever 1,/currently using a willing Unmet 
of' any used any method to use need 
contra- method contra- for 
ceptive 1'ficient 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 1I 1 3 - 0.4 
Ghana 69 40 6 1 () 30.4 5.7

Ivory Coast 85 71 0 
 2 5.1 2.6
Kenya 93 32 4 6 21.7 8.2
lesolho 65 23 2 5 34.7 6.9
Niperia 33 14 1 5 2.9 1.9
Senegal 60 1 I1 4 1.4 --

Egypt 90 40 23 24 
 43.1 17.9 
Mauritania 8 2 0 I 1.5 6.2
Morocco 84 29 16 19 23.7 10.8
Su'lan (North) 51 12 4 5 8.7 7.6
Tunisia 95 45 25 32 27.0 12.5
Jordain 97 46 17 25 36.6 10.6
Syria 78 33 15 20 20.4 10.5 
IIurkey 88 55 13 38 39.0 12.8
Yernen A.R. 25 3 1 1 4.9 I .7
Iangladesh 82 14 5 8 18.9 -
Nepal 23 4 2 2 10.5 18.0 
'akistan 75 10 4 5 66.1 22.1
Sri Lanka 91 44 19 32 42.9 14.9 
I-iji 100 68 35 41 35.8 -Indonesia 77 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
(olombia 96 59 30 42 30.3 17.5
F'iicualor 90 51 26 34 31.6 17.2
Paraguay 96 55 24 37 26.7 9.4
Peru 82 49 II 31 36.9 21.4
Venezuela 98 66 38 50 40.0 12.1
Costa Rica 100 82 54 65 23.6 5.1
)ominican Rep. 98 48 26 32 35.2 13.3

Me\ico 90 45 23 30 34.9 18.7 
Panalma 99 73 46 54 43.0 10.2

u;l)yana.i 95 54 28 31 29.6 17.0 
Ilaiti 85 36 5 19 50.5 17.0
Jamaica 98 65 36 38 28.2 13.3
Trinidad & Tohago 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 
a riongcurrently married women; Column 13 The number of wanted births tie average woman wouldbear over her lifetime, if the prelerences reported at the survey were to remain unchanged; Column 14 
Per cent of ever-lnarried women aware of any contraceptive nmethod; Column 15 Per cent of ever
married women who have ever used any contraceptive method; Column 16 Per cent of currently
it irried w1omen who were currently using efficient methods of contraception; Column 17 Per cent of
cturrenily married women who were currently using any itelhod of contraception; Column 18 Per cent
of ever-inarried womoen willing to use contraception among those who are at risk and have never used
contraception helore; Column cent19 Per of" cuirrently married, fecuind, non-pregnant women who 
want no more children, and who report that they are not using any inelhod of coltraception. 
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lita) Ilacl.shi ( 1978) 
 Mairitaiiia (-rench) (1984)licluin (Ire nch) (1984) MNc\ico (Spanish) (1979)('0amcroin (I rllth) (1983) Morocco (I rcnch) (1984)('olhoil (1977)hi (Spani di) Nepal ( 1977)(osti Rica (Spnih) (11978) Nigeria ( 1984)
1)l1iiican Rep tihlic(Spailn 1976) 'akisan (1976)Iciatltr (Spinibl ( 19831 Panama (Spanish) (1977)1:, pl (1983) Paravuila (Spauis.Ih) (1981)iii (1970) Peri (Spanish) (1979)(;hI,,a (1983 Pthilippines (1979)a(lmcltunpt ind Martiicue ( Frcnch) (198(0) Portugal (IPorluuL'ucs) (1983)
(u \ lna( 1979) S Ieui) (lrcnch) (1981)Ilaili
(I n ch) (1981) Sri Lanka (1978)Iomir Kouc (1979) Stilan (1982)
lmtncsia (1978) Syria (1982)1ony (nat ( Ircllch) (1984) Thailand ( 1977)Jamaica (1979) Trinidad and Tobago (1981).hodl it (1979) Tinisia (I rench) (1983) 
Kt'ln11 XjlrjpI( T,Irkcy (198))
Kiln'ca. tif' (1977)Repii hlic 
 Ven 'titcla
(Slanisl) (1980)LIculvs 1981) Yemncn A.R. (English and Arabic)Mlako 19771
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