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Preface

An important part of the DHS program is the comparative
analysis and further analysis of data obtained from DHS
surveys. Standard recode files have been prepared for most
surveys and researchers worldwide are encouraged to use the
datasets for further analysis.

Much of the comparative analysis of DHS data, particularly
for major topics such as fertility, mortality, contraceptive
use, and maternal and child health, is being carried out by
DHS swaff in Columbia, Maryland. The results of these
analyses are published in the DHS Comparative Studies
series. A total of 15 Comparative Studies are planned.

The studies in this scries are based on the standard recode
files which were available in carly 1990. These include da-
tasets for 25 standard DHS surveys carried out from 1985 to
1989. Data for El Salvador, Ondo State (Nigeria), and Su-
dan may not be included in all reports because some of the
El Salvador and Ondo State data are aot comparable with
data from other DHS surveys and the Sudan survey was not
completed until mid-1990.

Reports in the DHS Comparative Studies series provide de-
tailed tables and graphs comparing the results of DHS surveys
for countries in sub-Saharan Africa, the Near East/North Afri-
ca, Asia, and Latin America/Caribbean. The reports also dis-
cuss various issues such as questionnaire comparability, survey
procedures, and data quality. Where appropriate, data from
previous survey programs, primarily the World Fertility Survey
(WFS) and the Contraceptive Prevalence Surveys (CFS), are
used to evaluate trends over time.

The DHS Comparative Studies series is intended to provide
analysts and policymakers with readily available comparisons
of data from developing countrics. The studies will also be
useful to others in the fields of international population and
health.

During the second phase of the DHS program (1988-1993),
data will be collected for a further 25 countries. An update of
the information in many of the Comparative Studies reports
(including data from DHS-II countries) will be published later
in the program.

Martin Vaessen
Project Director
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1 Introduction

Determining the magnitude of the demand for family planning
in a population is critical to the success of population and fami-
ly planning programs. Such information allows administrators
and managers to estimate the market for scrvices and, in addi-
tion, to assess program effectiveness.

In this comparative report, the demand for family planning is
estimated as the sum of unmet need and the current prevalence
of contraceptive use. These estimates are for 25 countries in-

cluded in the first round of the Demographic and Health Sur-
veys (DHS-I) for which standard recode data files were a-
vailable at the time the report was prepared.’ Farticular atten-
tion is focused on the unmet need component of the demand for
family planning and on the characteristics of the women in
need.

' An update including data from the second phase of the DHS program between
1588-1993 (DHS-II) will be published later.



2 The Measurement of Unmet
Need

At any given time in a population, there are some women or
couples who are not using contraception but who wish to cou-
trol their fertility—either to postpone tiic next wanted birth or to
prevent unwanted childbearing after having achieved the de-
sired number of children. Estimating the fraction of the female
population that these women comprise is the object of develop-
ing a measure of "unmet need.” Together with the women who
arc currently using contraception cither for spacing or limiting
births, the women not using contraception, but with an unmet
nced, constitute the total demand for family planning.

This ostensibly simple measurement of unmet need becomes in-
creasingly complicated when various categories of women who
arc not exposcd to the risk of conception are taken into accourd.

2.1 UNION STATUS

The first distinction to be drawn is between women who are or
who are not curzently in union, Married women obviously are
exposed more to the risk of conception than are unmarried
women, but this distinction has weakened in recent years in
many countrics. Therefore, an argument can be made to in-
clude all women who are exposed to the risk of conception, re-
gardless of marital status. The measure developed in this re-
port, however, is limited to women currently in union (either
formal or informal) for two reasons: it is difficult 1o obtain reli-
able data on sexual activity from unmarricd women, and it
scems peculiar to question single women about their childbear-
ing intentions. Thus, the never married and the formerly mar-
ricd arc both excluded. In the future, measures of unmet need
will undoubtedly grow to encompass the population of "all
worm:en."

2.2 FECUNDITY STATUS

Next, nonusers who are either currently pregnant or amenor-
rheic must be distinguished from those who are not. (The preg-
nant and amenorrheic vomen will be discussed at length in the
following section.) Of the women who are neither pregnant nor
amenorrheic, only some are fecund, however, and thus exposed
to the risk of conception. Others are infecund, but they are dif-
ficult to identify. Past research has taken various approaches to
the problem of determining fecundity for women who are not
currenily pregnant, including the women’s self-assessment of
their own reproductive capability. The measure used in DHS is
more behavioral in nature: nonpregnant women in union for at
least five years who have not uscd contraception and who have
not been fertile are classified as infecund, as are nonpregnant
women who have not menstruated in the past twelve weeks.
Thus, these groups of women are excluded from the "unmet
need" category.

2

The proportion estimated to be "infecund” in any population is
not independent of the proportion using contraception. In popu-
lations where contraceptive prevalence is high, the proportion
classificd as infecund will be underestimated simply because
some users will be infecund but unaware of it—for example,
women who are contraceptively sterilized around age 30 and
then become infecund in later years. In populations where litile
contraception is practiced, such natural processes can be de-
tected more readily.

Even among presumably fecund women, the risk of conception
varies with coital frequency. Some women who wish to avoid
pregnancy do not usc contraception because their coital activity
is infrequent or, in some cases, nonexistent. Although ques-
tions about coital frequency were included in the DHS surveys,
this information has not been incorporated into the basic mea-
sure of unmet nced. Not all countries used the questions, and,
in addition, there is some concern about the quality of such da-
la. Aii analysis described in Section 6 explores the possible re-
duction in the risk of conception that results from limited coital
frequency.,

Fecund women who are not using contraception can be classi-
ficd in terms of their reproductive intentions. They are defined
as having an unmet nced for family planning (1) if they report
wanting to postpone the next birth by at least two years from
the time they are interviewed, or (2) if they report wanting no
more births. The first is termed an unmet need for spacing; the
second is an unmet need for limiting.

2.3 PREGNANT AND AMENORPHEIC WOMEN
AND UNMET NEED

Women who are currently pregnant or amenorrheic following
childbirth present a special problem in the measurement of un-
met need. Pregnant women—Ilike infecund women—clearly
arc not currently cxposed to the risk of pregnancy. Indeed,
some carlier classification schemes simply exclude them from
the measure of unmet need, arguing that such women are not
currently in the market for family planning. This report follows
a different logic based on the consideration that some fraction
of these women are pregnant just because their need for family
planning was not met. The logic becomes apparent when taken
to the extreme: suppose all women were unintentionally preg-
nant because they had been unable to obtain contraception,
Clearly, this situation reflects an unmet need for family plan-
ning. Yet, if pregnant women were excluded from the analysis
because they are not at risk of conception, it could only be con-
cluded that there was no unmet need for family planning in the
population,



The classification of amenorrheic women is based on a similar
line of rcasoning. Most of thesc women have recently given
birth; some are experiencing short-term postpartum amenorrhea
(frequently accompanicd by short durations of postpartum absti-
nence), while others have not resumed ovulation because they
arc breastfeeding.  Admittedly, these temporarily infecund
women are at higher risk of pregnancy than women who are
pregnant, but the probability that they will conceive is greatly
reduced. In addition, despite the risk, many amenorrheic wom-
cn will not be intercsicd in using a contrs cptive method until
they sce some evidence of the resumption of ovulatica. All a-
menorrheic women should not be cxcluded from the unmet
nced calculation, however, for cxactly the same reason that cur-
rently pregnant women arc not cxcluded: soine of ihc women
owe their amenorrheic condition to an unintentional pregnancy
which reflects an unmet need for family planning.

The challenge here is to find some basis for determining what
proportion of pregnant or amenorrheic women should be part of
the estimate of unmet need. Two possibilities exist: (1) to fol-
low the same procedure uscd for the fecund nonusers who are
neither pregnant nor amenorrheic, that is, to classify them ac-
cording to their futurc reproductive intentions, or (2) to estimate
the fraction of pregnant or amenorrheic women that would not
be in that condition if their carlier necd for family planning had
been met and they were able 1o avoid an unintentional preg-
nancy.

The second alternative has been adopted here because it is more
consistent with the current status rationale. Morcover, the re-
cent or current pregnancies of these women heavily influence
their reproductive intentions. The responses of pregnant wom-
cn may be cspecially misleading, since the survey question
asking women when they would like their next child to be born
did not take into account their pregnant status and thus was am-
biguous.

The measure of unmet need used here relies on the reporied
planning status of the pregnancy. If a woman reported wanting
the pregnancy at the time it occurred, she is not included in the
unmet need category. If she responded that it was wanted but
had occurrcd carlicr than desired, she is counted as part of the
unmet need for spacing. Finally, if she reported that the preg-
nancy was not wanted, that at the time she became pregnant she
had wanted no more children at all, she is counted as part of the
unmet need for limiting. These three categories correspond to
the three categories of reproductive intentions used to classify
fecund women who are neither pregnant nor amenorrheic: want
soon, want later, and want no more.

These criteria for defining unmet need follow the measurement
concepts outlined in an carlier report (Westoff, 1988b). Some

minor changes and corrections were subscquently incorporated
(Westoff and Moreno, in press) and one new refinement has
been added here. While the carlier formulation of unmet need
included pregnant or amenorrheic women who had failed with a
contraceptive method, the measure used here cxcludes these
women. This is consistent with the fact that only nonusers are
included in the whole scheme. It is true that contraception can
fail, but that is not part of the concept of unmet need outlined
here. If every woman were pregnant because her method failed,
there would be an unmet need for more reliable contraception,
not an unmet nced for family planning in general. Therefore,
thosc pregnant or amenorrheic women whose unintentional
pregnancy resulted from method failure are excluded from the
definition of unmet nced. They are, however, included in the
mecasure of total demand (the sum of thosc using a method and
those with an unmet need).?

The same logic applics to the distinction between modern and
traditional methods. One point of vicw would define users of
traditional methods as in need of contraception on the grounds
that their failure rates arc high. The procedure followed here,
however, is to combine users of all methods regardless of their
cfficacy. Prolonged abstinence is not regarded as a contracep-
live method in DHS questionnaires,

Thus, the following categories of women are considered 1o be
not in need:

women who are not currently in union,
women who are currently using contraception,
currently pregnant or amenorrheic women who were us-
ing contraception at the time they became pregnant,

o currently pregnant or amenorrheic women  whose
pregnancy was reported as intentional,
infecund women, and
fecund women who want their next child in less than
two ycars,

To illustrate the way in which this report measures unmet need,
Figure 2.1 applics the concepts just discussed to the Dominican
Republic. Each successive subdivision of the sample is shown,
cnding with the estimate of total unmet need.

? This will only affect estimates for high contraceptive prevalence countries
since in low contraceplive prevalence countries the questionnaire did not ask
whether women had been using a method at the time they became pregnant. In
fact, that questionnaire in DHS-1 did not determine the planning status of the
pregnancy for currently pregnant women (now included in the DHS-II question-
nairc). The solution adopted here is to rely on the distribution of planning sta-
tus for the amenorrheic women in these countries.



Figure 2.1 Components of Unmet Need for Family Planning: Dominican Republic, 1986

Not Using Contraception 50.2%

Pregnant or Not Pregnant
Amenorrheic 17.4% or Amenorrheic 32.8%
Fecund 18.5% Infecund 14.3% ]
i i
Method
Failure
/ .
I Pregnancy Preg. ! Want Want No Want
Intended Mistimed! UW ! l.ater More Soon
1.9% 7.6% 47% [3.1%]1 5.3% 6.3% 6.9%

NN

Total Unmet Need: 19.4%




3 Other Measurement
Approaches

There have been various approaches to the measurement of un-
mei need. In one analysis (Westoff and Pebley, 1981), no fewer
than 12 current status measures were defined that involved dif-
ferent exclusions due to several exposure variables (see also
Boulicr, 1984). These included pregnancy, breastfeeding, of-
fectiveness of methods, and fecundity. In another approach
(Nortman, 1982), unmet nced was measured over a one-year
time period in which fractions of exposure were calculated, a
method that permitted pregnant women to become exposed to
risk again. In a recent paper (Bongaarts, 1991), the author con-
ceives unmet need as the increase in contraceptive prevalence
required to reduce feriility to intended levels. Bongaarts pro-
poses to adjust estimates obtained with the procedure uscd here
to take into account the fact that: (1) women whose need for
spacing is satisfied will sconer or later interrupt contraception
in order to become pregnant; and (2) women whose spacing
needs are saiisfied will therefore experience reduced periods of
exposure 10 the risk of having an unwanted birth which implics
that the t¢fal unmet need will be lower than that estimated here.
Although this view is correct over time or in the steady state,
the current status mcasure used here is preferred because it
scems more appropriate for immediate program purposes.’

A further reason for perhaps erring on the high side is that the
proportion of women who want no more children or who want
to space their births is expected to rise in many countrics over
the next decade by a magnitude more than enough to compen-
sate for the lower leve! of need implied by the Bongaarts’ pro-
cedure. Elsewhere (Westoff, 1991), the percentage of women
who want no more children is estimated to increase across 28
countries by 12 percent over the next five years; the increase is
35 percent in the 11 sub-Saharan countries. Morcover, these es-
timates consider only intentions to limit childbearing; a signifi-
cant increase in intentions to space births can also be expected
in countrics where there is already a high level of preference for
terminating childbearing.

* The distinction between these two approaches is particularly relevant to the
interaction between spacing and limiting. Women whose spacing needs be-
come satisficd will themselves experience a reduced need for limiting only at
some time later in their reproductive lives, ‘This saving in time cannot be trans-
ferred from current spacers to current limiters because they are different wom-
cn. The current status measure may overestimate unmet need in the steady state
by perhaps as much as 5 percentage points. This estimate is based on the 15
countries analyzed by Bongaarts and is calculated by comparing the average
value of the unmet nced measures used here with the average of the mid-point
of the maximum and minimum values estimated by his procedure. The correla-
tion between the two measures across the 15 countries is .96,



4 Estimates of Unmet Need
and Demand

The distributions in Table 4.1 provide a description of the
various categories of married women relevant to the classifica-
tion of demand. All married women are represented in this ta-
ble, including several categorics excluded in the measures of
unmet need and total demand calculated below.

The contraceptive prevalence rates—the percentage of married
women currently using a contraceptive method—vary substan-
tially across these countries, ranging from a high of abou! two-
thirds in Brazil, Colombia, and Thailand, to a low ncar five per-
cent in Liberia, Mali,and Uganda. The factors related to contra-

Reproductive and contraceptive-use status, intention status of current or most recent pregnancy, and fertility intentions

Table 4.1 Percent distribution of currently married women by reproductive and contraceptive-use status, intention status of
current or most recent pregnancy, and fertility intentions, Demographic and Health Surveys, 1985-1989

Pregnant or Amenoriheic Fecund

Intended Mistimed Unwanted Want Want Want Number

Current  Method  Preg-
Country Infecund Users  Failure nancy

Preg- Preg- Child  Child No More of
nancy  nancy Soon Later Children Total Women

SUB-SAHARAN AFRICA

Botswana 15.8 33.0 1.7 12.9
Burundi 13.1 8.7 NA 45.6
Ghana 12.3 12.9 NA 27.4
Kenya 13.3 26.9 NA 150
Liberia 18.2 6.4 NA 28.4
Mali 19.3 4.7 NA 38.0
Togo 9.1 12.1 NA 27.2
Uganda 15.5 4.9 NA 334
Zimbabwe 8.2 43.1 NA 14.6
NORTH AFRICA
Egypt 15.4 37.8 1.8 13.6
Morocco 15.5 35.9 2.8 15.5
Tunisia 10.5 49.8 1.6 13.3
ASIA

Indonesia 19.9 47.8 0.9 11.5
Sri Lanka 114 61.7 2.0 7.4
Thailand 123 65.5 0.5 6.7
ATI ICA/CARIBBEAN

Bolivia 17.6 30.3 3.8 9.4
Brazil? 6.6 662 2.2 6.9
Colombia 8.2 64.8 2.7 6.5
Dominican Republic 14.3 49.8 1.9 7.6
Ecuador 12.1 443 2.3 12.8
El Salvador 13.5 473 0.6 8.2
Guaternala? 104 232 09 301
Mexico 11.0 52.7 2.2 8.6
Peri 124 45.8 43 7.0
Trinidad&Tobago 18.6 =27 22 4.5

8.8 0.9 9.8 10.6 6.5 100.0 1708
10.4 23 7.6 7.3 5.1 1000 2669
10.7 2.0 i2.2 15.6 7.0 100.0 3156
120 4.0 59 10.5 115 100.0 4765

1.7 8.4 14.1 18.2 4.6 1000 3529

4.2 1.4 15.2 13.0 4.3 1000 2948
1.7 31 11.4 16.7 85 100.0 2454
117 2.1 19.0 8.2 5.2 100.0 3180

5.0 35 12.4 5.1 8.1 100.0 2643

3.6 5.2 6.2 6.5 9.8 100.0 8221
6.2 3.1 8.1 6.2 6.5 100.0 5447
4.6 33 5.1 6.0 5.8 1000 4012

2.7 0.9 39 7.4 5.0 100.0 0907
23 1.0 5.3 4.8 4.1 1000 5442
1.8 1.1 3.9 3.8 43 100.0 6236

6.3 11.0 3.2 32 15.2 100.0 941
2.6 23 5.4 2.2 57 100.0 3471
33 2.1 4.4 1.8 6.2 100.0 2850
4.7 3.1 6.9 5.3 6.3 100.0 4133
4.4 2.9 4.4 6.3 10.5 100.0 2957
3.7 4.0 4.5 10.2 8.1 100.0 3164
58 4.0 6.1 10.6 9.0 100.0 3377
4.0 3.8 1.5 7.0 9.3 100.0 5662
52 6.5 2.8 2.9 13.1 100.0 2900
1.9 1.2 5.9 6.3 6.7 100.0 2617

Note: The ratio of intended to mistimed pregnancies for currently pregnant and amenorrheic women in Mexico and Zimbabwe

was estiimated from regional figures.
NA = Not applicable
3 Figures are for women 15-44,



ceptive prevalence rates for DHS-I data arc analyzed in another
ceinparative study (Rutenberg et al., 1991); here the focus is on
the demand for family planning which includes both use and
unmet necd.

As noted earlicr, the proportion of women classified as infecund
in different populations cannot be interpreted independently of
the proportion practicing contraception, since infecundity will
become more evident in populations where little contraception
is practiced. Nevertheless, the proportion infecund falls be-
tween 10 and 20 percent for most countrics. In Brazil and Gua-
temala, the samples were defined as women 15-44 rather than
15-49, which implies that the rates of infecundity shown in Ta-
ble 4.1 are underestimates for these two countries relative to the
other countrics.

The percentage of women who are currently pregnant or amen-
orrheic due to contraceptive failure is also shown in Table 4.1,

Total demand and its_components

although, as noted carlicr, these women are excluded from the
assessment of unmet necd vecause they were users at the time
they became pregnant. The questions necded to establish this
category were not included in most of the sub-Saharan countrics
because of the low contraceptive prevalence rates. In the re-
mainder of the DHS-I countries, the percentage who failed
while using a mcthod ranges between one and four percent.
This statistic is uscd in a current status measure 0. contraceptive
failure rates (Bongaarts and Rodriguez, 1988) and has been ap-
plicd to produce cstimates for most of the DHS-I countrics by
Morcno and Goldman (1991).

Among sub-Saharan populations, spacing is the predominant
family planning concern, both for current use and unmet need;
in the North African countrics, the unmet need for spacing and
limiting i more balanced (Table 4.2). In sharp contrast to other
regions, the total demand for family planning is greatest for
spacing purposes in sub-Saharan Africa, except for Kenya,

Table 4.2 Total demand and its components for currently married women, Demographic and Health Surveys, 1985-1989

Demand Percentage of
for Contraception® Unmet Need Current Use Demand Satisfied
For For For For For For For For

Country

Total Spacing Limiting Total Spacing Limiting Total Spacing Limiting Total Spacing Limiting

SUB-SAHARAN AFRICA

Botswana 616 386 230 269
Burundi 338 235 103  25.1
Ghana 48.1 342 139 352
Kenya 649 310 339 380
Liberia 393 234 158 328
Mali 276 212 64 229
Togo 522 364 158 40.1
Uganda 321 220 101 27.2
Zimbabwe 648 376 272 21.7
NORTH AFRICA
Egypt 648 165 483 25.2
Morocco 60.8 264 344 221
Tunisia 7.1 249 462 197
ASIA
Indonesia 647 28.5 36.1 16.0
Sri Lanka 759 215 544 123
Thailand 771 218 553 111
LATIN AMERICA/CARIBBEAN
Bolivig 698 175 523 357
Brazl 81.1 242 569 128
Colombia 809 221 589 135
Dominican Republic 71.2 208 504 194
Ecuador 708 238 47.0 242
El Salvados 73.8 223 515 260
Guatemala 534 221 314 294
Mexico 790 259 531 24.1
Peri 778 217 561 217
Trinidad& Tobago 7.1 286 425 16.1

19.4 74 330 179 151 536 464 657
17.7 7.4 8.7 5.8 29 258 247 282
26.2 9.0 129 8.0 49 268 234 353
224 155 269 86 183 415 277 54.0
198 13.0 6.4 3.6 29 164 154 184
17.2 57 4.7 4.0 07 17.0 189 109
285 117 121 8.0 4.1 232 220 259
19.9 7.3 4.9 2.1 28 152 9.5 217
101 11,6 431 275 156 665 73.1 574
101  15.0 378 59 319 584 358 66.0
12.5 96 359 127 232 591 481 674
10.6 91 498 135 363 700 542 786
10.1 60 478 178 299 738 625 828

7.2 5.1 617 131 486 813 609 89.3

5.6 55 655 159 496 850 729 897

9.5 262 303 65 238 434 371 455

4.8 80 662 179 483 816 740 849

5.1 83 648 154 494 80.1 697 839
10.0 94 498 96 401 699 462 796
108 134 443 116 327 625 487 69.6
139 121 473 81 392 641 363 76.1
164 13.0 232 51 181 433 231 576
1.0 13.1 527 135 392 667 5.1 738

8i 196 458 112 346 588 516 617

83 79 527 189 338 742 661 795

& Demand includes method failure, current use and unmet need.
8 Figures are for women 15-44,



where spacing and limiting are more cvenly divided. Exactly
the opposite is found in the Asian and Latin American coun-
tries, where limiting is the predominant concern both for current
use and unmet need.,

The total demand for family planning in the sub-Saharan coun-
trics ranges from a low of 28 percent in Mali to a high of 65
percent in Kenya and Zimbabwe (Table 4.2 and Figure 4.1).
Botswana also shows a high demand. Demand is considerably
lower in the other countries; it is lowest in Burundi, Mali, and
Uganda. In Liberia, the total demand appears slightly greater;
this largely reflects unmet need, since the contraceptive preva-
lence rate in that country is ve~, low.

Of the three Asian countries included in DHS-I, unmet need is
lowest in Sri Lanka and Thailand. The total demand for family
planning ranges from 65 percent in Indonesia to 76 percent in
Sri Lanka and 77 percent in Thailand.

In the Latin American region, total unmet need is particularly
high in Guatemala, Pecru, and especially Bolivia, which shows
the highest percentage of any country in the want no more chil-
dren and unwanted pregnancy categories (Table 4.1). These
three countries offer interesting contiasts. Total unmet need
ranges from 28 to 36 percent, but kit Bolivia and Peru, over 70
percent of this unmet need is for limiting births, while in Guate-
mala morc than half is for spacing. Unmet need is Iowest in
Brazil and Colombia, and these two countries accordingly show
the highest percentage of demand satisfied (prevalence divided
by the total demand).

Throughout the Latin American region, total demand averages
three-quarters for all currently married women, with the excep-

tion of Guatemala, where it is only about half (Table 4.2 and
Figurc 4.2),

The estimated total demand for the 25 countries included in this
report averages 63 percent.  When the sub-Saharan countries
are excluded, the average increases to 71 percent. This figure
corresponds closcly to the average contraceptive prevalence rate
of 70 percent estimated for developed countries over the last fif-
teen years.*

Table 4.2 also estimates the percentage of the total demand for
family planning that is currently satisfied (the prevalence rate
divided by the sum of unmet need and the prevalence ratc). In
the threc North African countries, the percentage of demand
satisfied ranges from 58 percent in Egypt to 70 percent in Tuni-
sia. In the sub-Saharan countrics, the percentage of demand
satisfied is, of course, much lower. Only in Botswana *nd Zin:-
babwe does it exceed 50 percent; it exceeds 40 perceat in Ken-
ya, but ranges between 15 and 27 percent in the reriaining
countries in the region,

In the three Asian couniries, the total demand satisfied ranges
between 74 and 85 percent. In the Latin American region, on
average, close to two-thirds of the total demand is satisfied. It
varics from less than 50 percent in Bolivia and Guatemala to
around 80 percent in Brazil and Colombia,

“To lend an additional perspective to these estimates of tolal demand, similer
calculations were undertaken for the United States, based on data from the 1988
National Survey of Family Growth. The estimate of total demand for the
United States is 80 percent, of which 4 percent is unmet need, a value prohably
similar to other developed countries as well as to the more developed countries
in DHS-I. However, because of the higher prevalence rate in the United States,
the percent of tctal demand satisficd is estimated at 95 percent, which is consid-
erably higher than for the DHS-I countries.



Figure 4.1 Total demand for family planning: unmet need and current use of contraception
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Figure 4.2 Total demand for family planning: spacing and limiting births
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S5 Covariates of Unmet Need

The magnitude of unmet need for family planning varies not
only across countries, but within countrics. It is associated with
stages in the life cycle that are deraarcated by age and by num-
ber of children; it also varics with position in the social struc-
ture, indicated here by urban-rural residence and by the wo-
man’s level of education. The distributions of these demo-
graphic and social variables arc presented for total unmet need
in Table 5.1, ior spacing in Table 5.2, and for limiting in Table
5.3.

51 AGE

The unmet needs for spacing and limiting show the different
agc patterns that would be expected. The unmet need for spac-

Differentials in total unmet need for family planning

ing is concentrated in the younger ages and declines with ad-
vancing age (Table 5.2), while the unmet need for limiting co-
varics with age in precisely the opposite direction (Table 5.3).
These relationships tend to offset cach other, with the net result
that total unmet need in most countries shows little association
with age (Table 5.1).

5.2 NUMBER OF CHILDREN

The number of living children follows exactly the same pattern
as age: women who are in the carly stages of childbearing are
morc in need of family planning for spacing purposes than
women with larger familics who, in turn, are focused more on
limiting fertility. Again, as with age, the result is largely to neu-

Table 5.1 Total unmet need for family planning among currently married women, selected background characteristics, Demographic and Health

Suiveys, 1985-1989

Age Group Number of Children Residence Level of Education
No
Edu- Pri- Seccond-
Country 15-19 20-24 25-29 20-34 35-39 40+ 0 1 2 3 4+  Urban Rural cation mary ary Higher
SUB-SAHARAN AFRICA
Botswana 323 357 237 263 315 199 233 167 225 221 332 222 290 313 271 —I8.8—
Rurundi 226 248 234 224 260 300 172 119 239 216 306 299 250 234 332 —365—
Ghana 477 378 344 358 361 286 203 347 307 354 382 354 351 323 390 —27.8—
Kenya 407 432 398 378 355 313 290 244 370 318 413 336 387 365 408 —32.5—
Liberia 432 335 315 351 352 229 199 272 264 296 43.0 376 301 298 409 —45.1—
Mali 325 205 195 205 222 235 178 190 169 209 293 306 203 218 299 —283—
Togo 404 400 355 408 448 411 315 353 349 367 464 443 387 369 506 —39.0—
Uganda 285 249 280 255 309 250 96 2.1 216 256 342 302 270 244 289 —355—
NORTH AERICA
Egypt 259 288 294 275 265 160 157 237 235 245 287 186 315 293 23.6 179 133
Moroceo 243 245 242 204 236 185 145 177 183 212 263 157 266 237 156 117 83
Tunisia 302 228 225 206 188 146 147 167 185 201 21.5 140 277 232 17.0 100 10.0
ASIA
Indonesiu 289 188 172 152 149 110 184 167 133 135 179 134 170 161 169 129 122
Sri Lanka 251 232 169 115 89 50 130 185 142 98 85 117 124 152 121 120 115
Thailand 29 174 107 76 93 90 179 122 78 66 137 101 113 145 1.1 89 65
LATIN AMERICA/CARIBBEAN
Bolivia 400 419 408 384 353 247 155 263 340 353 426 295 433 451 408 244 125
Brazil® 204 165 119 96 128 120 134 100 94 9.6 200 95 214 296 124 57 38
Colombia 2l4 162 126 119 123 123 119 113 112 106 179 108 190 220 152 92 29
Dominican Republic 301 308 216 172 124 88 167 241 236 169 175 166 239 296 201 177 87
Ecuador 326 308 260 224 197 190 131 253 233 189 288 188 310 366 273 180 8.0
El Salvador 417 3716 274 210 224 123 216 356 266 160 273 193 333 317 254 186 100
Guatemala® 290 29.1 302 304 296 264 174 230 281 247 358 237 320 345 278 109 9.7
Pend 422 309 277 270 254 255 210 220 214 241 347 180 443 489 316 165 9.2
Trinidad& Tobago 331 207 191 160 141 62 153 157 161 148 177 153 168 148 166 157 102

Note: Estimates are not available for Mexico and Zimbabwe.
8 Figures arc for women 15-44,
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tralize any association between tial uninet need and number of
children.

The pattern is different in sub-Saharan Africa, however (Table
5.2). There the unmet need for spacing varies little with the
number of children; elsewhere it declines markedly. This dif-
ference is understandable, however, since in the sub-Saharan
countries the number of children is muck: higher and spacing ac-
counts for a greater proportion of total demand than elsewhere.

The estimates in Tabic 5.2 show a considerable unmet need ior
spacing among marricd women with no children. This desire to
postponc fertility is interesting because it may be based more on
sociocconomic reasons than on health concerns, which play a
prominent role in the timing of later births. The strong desire to
have some children can be seen in the small proportion of child-
less women who are in need of family planning to prevent fur-
ther childbearing (Table 5.3).

Differentials in unmet need for spacing

5.3 RESIDENCE

Without exception, the unmet need for family planning is great-
cr in the rural than in the urban populations of the North Afri-
can, Asian, and Latin American countries included in DHS-I
(Table 5.1). This pattern extends hoth to the need for spacing
and for limiting births (Tables 5.2 and 5.3). The picture is more
mixed in sub-Saharan Africa, where unmet need is greater in
the urban arcas of some countrics and varies little between ur-
ban and rural arcas in other countrics.

54 EPUCATION

In all bet the sub-Saharan countries, unmet need declines with
increasing evel of education; it is highest among women with
no formal schooling (Table 5.1).

Table 5.2 Unmet need for spacing among of currently married women, selected background characteristics, Demographic and Health Surveys,

1985-1989
Age Group Number of Children Residence Level of Education
No
Edu- Pr- Second-
Country 15-19 20-24 25-29 30-34 35-39 40+ 0 1 2 3 4+  Urban Rural cation mary ary Higher
SUB-SAHARAN AFRICA
Botswana 194 337 202 195 185 88 196 152 1901 172 215 149 216 221 194 —I150—
Burundi 204 243 221 171 154 90 165 119 222 182 162 216 176 163 242 —30.5—
Ghana 454 362 305 264 207 96 149 345 288 312 206 245 268 226 303 —22.2—
Kenya 376 372 287 202 150 58 275 237 300 252 184 228 223 18] 249 —24.4—
Liberia 3L1 263 215 187 160 74 196 215 206 209 180 230 180 175 261 —26.5—
Mali 305 193 177 148 143 97 167 181 149 179 168 243 148 159 258 —23.1—
Togo 394 390 325 294 237 110 315 345 328 327 225 314 275 243 400 —31 6—
Uganda 272 235 241 183 167 59 71 204 203 231 199 229 197 164 222  —9.2—
NORTH AFRICA
Egypt 246 205 135 89 51 14 154 217 127 89 5. 72 130 110 84 116 92
Morocco 239 222 168 114 B2 38 143 166 148 148 97 91 149 132 95 85 63
Tunisia 302 194 161 104 69 26 147 154 150 118 68 72 154 114 113 52 43
Indonesia 289 173 131 76 53 21 183 156 1001 7.0 60 83 107 94 105 94 104
Sr Lanka 234 181 115 57 33 08 128 163 77 42 18 65 13 76 11 13 68
Thailand 189 129 66 33 26 08 165 87 38 29 21 57 56 51 56 58 55
LATIN AMERICA/CARIBBEAN
Bolivia 201 214 117 91 54 19 112 147 149 100 46 87 105 84 105 94 68
Brazl? 137 106 47 33 20 08 86 72 40 32 33 36 17 86 46 36 34
Colombia 183 115 43 34 25 08 112 8Y 53 20 33 41 72 52 57 44 1.8
Dominjcan Republic 250 216 116 55 23 05 150 207 150 52 3.6 94 110 125 97 124 54
Ecuador 227 194 132 79 57 34 126 188 130 69 13 80 143 154 108 106 4.9
El Salvador 284 239 147 91 94 34 174 262 157 76 98 101 150 161 136 112 83
Guatemala® 237 228 181 157 106 74 145 200 201 146 147 121 184 192 153 73 65
Peni 258 180 101 75 38 14 191 169 87 63 42 58 121 99 83 77 55
Trinidad& Tobago 266 138 111 72 33 02 145 126 79 37 49 82 83 74 70 100 4.1

Note: Estimates are not available for Mexico and Zimbabwe.
® Figures are for women 15-44,
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The picture is different in the sub-Saharan countries in several
respects. Except for Botswana, where the fertility transition is
morc advanced, higher levels of unmet need are typically ob-
served among women with some formal education, a pattern
that holds especially for the spacing component of unmet need
(Table 5.2). No doubt this reflects both a greater awarencss of

Differentials in unmet need for limiting

the possibility of controlling fertility and a more developed
preference for regulating fertility, both of which are associated
with literacy. It is noteworthy that the unmet need for limiting
fertility in these countries generally follows (at a much lower
level) the pattern of educational associations observed for the
other countries.

Table 5.3 Unmet need for limiting among currently married women, sclected background characteristics, Demographic and Health Surveys,

1985-1989

Age Group Number of Children Residence Level of Education
No
Edu- Pri- Second-
15-19 20-24 25-29 30-34 35-39 40+ 0 1 2 3 4+  Urban Rural cation mary ary Higher

Country

SUB-SAHARAN AFRICA

Botswana 129 19 35 68 131 111 3.7
Burundi 22 05 12 53 126 210 0.6
Ghana 23 1.7 39 94 154 190 54
Kenya 3.1 61 111 176 205 256 1.5
Liberia 12.1 72 101 164 192 154 0.3
Mali 1.9 22 1.8 57 80 139 1.1
Togo 0.9 1.0 3.0 114 211 301 0.0
Uganda 1.3 14 40 72 142 191 26
NORTH AFRICA
Egypt 1.3 83 159 186 214 145 03
Morocco 04 23 74 90 154 147 0.2
Tunisia 00 34 63 102 119 120 0.0
ASIA
Indonesia 0.0 1.5 42 17 9.6 8.9 0.1
Sri Lanka 1.7 51 54 58 56 4.2 0.2
Thailand 30 45 40 42 66 82 1.4
LATIN AMERICA/CARIBBEAN
Bolivia 19.9 206 291 292 299 228 43
Brazl? 67 59 72 63 107 113 438
Colombia 3.1 4.7 83 85 98 115 0.7
Dominican Republic 5.1 92 101 11.7 10.1 8.3 1.8
Ecuador 99 113 128 145 140 156 05
El Salvador 133 37 127 119 130 89 42
Guatemala® 54 64 122 147 189 19.0 29
Pend 164 129 176 196 215 24.1 1.9
Trinidad& Tobago 65 69 80 87 108 6.0 0.7

15 34 49 11.8 73 74 92 76 — 38—
0.1 1.7 34 144 84 74 71 90 — 68—
02 19 43 176 105 83 97 88 — 55—
08 69 66 229 107 164 184 159 — 8.6—
58 58 86 250 146 122 123 148 —163—
.1 20 3.0 125 63 55 59 41 —S51—
08 22 40 239 129 112 126 106 — 74—
07 13 25 143 73 13 81 66 — 64—
20 108 156 237 114 185 183 152 63 4.2
1.2 34 64 166 6.7 117 106 6.1 32 2.1
13 35 83 148 68 123 11.8 58 48 57
.1 32 65 119 51 63 67 64 35 1.8
22 66 56 67 52 51 16 50 47 47
34 40 37 116 44 57 94 55 32 10
1.5 191 252 380 208 329 367 303 149 57
28 53 64 167 59 137 211 79 20 04
24 58 86 146 6.7 118 168 9.5 48 1.1
34 86 117 139 72 129 171 105 53 3.2
65 103 120 215 108 167 211 165 74 3.1
95 109 84 175 92 153 155 11.8 73 1.7
i1 80 101 211 1.6 136 153 125 36 3.2
51 127 173 305 122 322 390 233 88 37
30 82 1.1 128 71 85 74 96 58 6.1

Note: Estimates are not available for Mexico and Zimbabwe.
2 Figures arc for women 15-44,
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6 Composition of Unmet Need

Table 6.1 examines unmet nced from a programmatic view-
point. For thosec women in the unmet nced category, Table 6.1
assembles information on women’s interest in spacing as op-
posed to limiting births, their exposure 1o the risk of conception,
their intentions 1o use contraception in the future, their prior use
of family planning, and their knowledge of modern contracep-
tive methods.

Composition of unmet need

Table 6.1 Composition of tamet need by planning status, exposure slatus, contraceptive intentions,

methods, Demographic and Health Surveys, 1986-1989

Spacing vs. Limiting

First, total unmet need is divided into two additive components,
the need for spacing and the need for limiting, which have al-
rcady been discussed. The principal feature here is the domi-
nance of the spacing component in the sub-Saharan countries
(except Zimbabwe). The picture is more mixed elsewhere (Fig-
ure 6.1),

prior use, and knowledge of

Planning Status Exposure Status Intention to Use Prior Use Know!edge of Methods
Don’t Intend
Total Prcgnant  Sexu- Not sexu- Sexu-
unmet  For For oramen- ally Scxually Intend ally ally  Never Ever Tradi-
Country need  spacing limiting homeic active inactive touse active active used used  None tional Modem
SUB-SAHARAN AFRICA
Botswana 269 724 276 361 502 137 598 0.0 403 517 483 5.8 03 939
Burundi 251 705 295 507 382 111 380 187 433 708 242 213 118 649
Ghana 352 744 256 359 299 342 295 303 210 642 358 171 1.4 815
Kenya 380 591 409 421 428 151 621 114 265 709 29.1 6.9 14 917
Liberia 328 604 396 309 —69.1— 49.7 —50.3— 772 228 219 1.7 764
Mali 229 752 243 244 463 292 243 302 455 814 186 525 125 350
Togo 401 709 291 37.0 —63.0— 337 —66.3— 544 456 33 108 859
Uganda 272 732 268 505 402 93 371 130 499 728 272 118 49 834
Zimbabwe 272 465 535 NA NA NA NA NA NA NA NA NA NA NA
NORTH AFRICA
Egypt 252 403 597 352 —64.8— 589 —41.1— 571 429 1.7 02 98.1
Morocco 221 565 435 423 —571.7— 49.8 —50.2— 554 446 2.0 06 974
Tunisia 197 539 461 400 —60.0— 583 —41.6— 584 416 1.8 05 977
ASIA
Indonesia 160 628 372 225 613 162 484 113 403 568 43.2 7.1 04 926
Sri Lanka 123 584 416 274 471 255 504 179 317 673 327 2.0 01 979
Thailand 1.1 506 494 270 489 241 604 137 258 405 59.5 0.5 00 99.5
LATIN AMERICA/CARIBBEAN
Bolivia 357 266 734 483 320 197 417 266 317 837 163 40.1 58 541
Brazl 128 372 628 384 513 103 633 63 304 473 527 0.4 0.0 99.6
Colombia 135 380 620 400 445 155 686 74 240 455 545 1.2 02 986
Dominican Republic 195 515 485 402 354 244 583 18] 236 499 50.1 1.3 0.1 986
Ecuador 242 445 555 303 497 200 499 159 341 650 350 148 04 8438
El Salvador 260 534 466 29.5 —170.5— 359 —64.1— 761 239 136 0.0 864
Guatemala 294 557 443 332 497 171 319 200 482 839 161 321 04 675
Mexico 241 456 544 NA NA NA NA NA NA NA NA NA NA NA
Peni 277 294 706 423 342 235 600 184 216 71.1 289 228 29 744
Trinidad and Tobago 161 512 488 192 63.0 178 626 66 308 303 69.7 2.1 02 976

Note: Unmet need for spacing for Mexico and Zimbabwe includes the estimate for pregnant and amenorrheic women from Table 4.1.

NA = Not available
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Figure 6.1 Composition of unmet need: spacing and limiting births, Demographic and Health Surveys, 1985-1989
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Exposure Status

Next, Table 6.1 divides women in nced of family planning into
three groups according to their exposure to the risk of preg-
nancy; the first group consists of women currently pregnant or
amenorrheic, while the remainder are categorized as cither sex-
ually active or inactive. It is important to recall that the defini-
tion of unmet need used here incluues pregnant or amenorrheic
women who had not been using a method of family planning at
the time of conception, but who reported that they had not
wanted another child so soon or had not wanted any more chil-
dren at all. Such women account for sizeable fractions of total un-
met need in most of the countries: around 40 percent of women in
need in most sub-Saharan and North African countries are preg-
nant or amenorrheic, about one-quarter in the three Asian coun-
tries, and around one-third in the Laiin American region. These
differences, of course, reflect the variations of fertility in those re-
gions,

The remaining women in need, who are neither pregnant nor a-
menorrheic, are subdivided on the basis of whether or not they re-
ported having had sexual intercourse in the four weeks preceding
the interview. Such information was not collected in all countrics.
The validity and reliability of reports on coiial frequency are, of
course, subject to question even though the measure used here is
based only on whether any intercourse was reported to have occur-
red in the last month, rather than on the number of occurrences.
Moreover, the focus is on a simple, current status picture of cxpo-
sure to risk; the fact that marricd women may not be sexually ac-
tive in the past four wecks does not mean that they will not be in
need of contraception in the next month (many women who are
sterilized or are using an ITUD may also be sexually inactive at var-
ious times). Nonetheless, it does afford an aggregate, cross-sec-
tional, current picture of the amount of risk among women classi-
fied in need.

The proportion of women with an unmet need for family planning
who are sexually inactive by this definition is substantial; it aver-
ages about 20 percent across all countries, although there is con-
siderable variation.

Thus, in many countrics less than half of the women in need are
currently exposed 1o risk, that is, not pregnant, not amenorrheic,
and scxually active. The total amount of unmet need exceeds the
so-called KAP-Gap. To summarize these findings another way:
while a significant proportion of women have an unmet need for
family planning, the percentage of women, at any given time,
whosc bschavior appears inconsistent or irrational is considerably
smaller.

* Fora description of this distinction sec Westoff (1988a).
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Intentions to Use Family Planning

The third panel of Table 6.1 shows the percentage of women with
an unmet need who report that they intend to usc a family pian-
ning method sooner or later. The table further subdivides those
women who do not intend to use a method according to their sex-
ual activity, in order to get a sense of their risk of conception.
Since the women with an unmet need v 10 arc pregnant or amen-
orrheic have been redistributed in this tabulation, some of the sex-
ual inactivity can be attributed to that condition.

On average, around haif of the women in need intend to use a fam-
ily planning method, although given the wide variation among
countries, this figure can convey only a general sense of the mag-
nitude of the intention. The proportion does not vary systemati-
cally across the different regions of the world, although there is a
great deal of intra-regional variation. In sub-Saharan Africa, it
ranges from a lcwv of 24 percent in Mali to a high of 62 percent in
Kenya. In the Latin American region, it varies from 32 percent in
Guatemala 1o 69 percent in Colombia,

Women who do not intend 10 use a method and who are not sexu-
ally active probably should be regarded as reducing the actual a-
mount of unmet need in the population, although as noted above,
some of this inactivity can be attributed to pregnancy or the post-
partum period. In the DHS-I countrics, this portion of the female
population accounts for about a third of estimated total unmet
need.

Considering the various uncertaintics of measurement, there is no
way of determining the actual level of unmet need. However, it
scems clear that the estimates here are on the high side, given the
fact that a large proportion of women included in the estimates are
not likely to be exposed to the risk of pregnancy, as well s for the
reasons advanced by Bongaarts which were summarized carlier.

Prior Use of Family Planning

In most of the countries in DHS-1, the majority of women with an
uninct need have never used contraception. There are several ex-
ceptions to this generalization, however. In Brazil, Colombia, the
Dominican Republic, Thailand, and Trinidad and Tobago, the
same or higher proportions of women have ever used a contracep-
tive method as have not. The proportions in nced who have never
used a method are especially high in Bolivia and Guatemala, as
well as in many of the sub-Saharan countrics.

Knowledge of Methods

Ignorance of contraception plays a major role in about a third of
the countrics. It is particularly prominent in Mali, where half of
all women in nced report not knowing any mcthod. The propor-
tion is also high in Bolivia and Guatemala,



7 Overall Demand for Family
Planning and Its Covariates

7.1 COVARIATES OF TOTAL DEMAND

The next step is to examine how the demand for family plan-
ning varics with age, number of children, residence, and educa-
tion. To reiterate, demand is defined here as the sum of contra-
ceptive prevalence and the unmet need for family planning. Ta-
ble 7.1 analyzes total demand, while Tables 7.2 and 7.3 ex-
amine its component parts, spacing and limiting.

The association of demand with age is more clearly discernible
when the spacing and limiting components are scparated, as in
the analysis of unmet need. The demand for family planning
for the purposc of spacing declines with age throughout all of
the countries included here, whercas exactly the reverse is true
for the demand for limiting births.

Differentials in total demand for family planning

Not surprisingly, the relationship between the demand for fami-
ly planning and the woman's number of children is positive both
for total demand and for the demand for limiting births, but, as
with age, the relationship is negative in many countrics for the
demand for spacing. The demand for limiting births displays
the stronger pattern. In the sub-Saharan countrics, this demand
docs not appear much before the women have had four or more
children, but in the other countrics demand jumps abruptly
when women reach two births and increases continuously there-
after,

Although there appears to be a greater demand for family plan-
ning in urban than in rural arcas, the main impression ieft by

Table 7.1 Total demand for family planning by characteristics of currently married women, selected background characteristics,

Demographic and Health Surveys, 1985-1989

Age Group Number of Children Residence Level of Education
No
Edu- Pri- Second-
Country 15-19 20-24 25-29 30-34 35-39 40+ 0 1 2 3 4+ Urban Rural cation mary ary Higher
SUB-SAHARAN AFRICA
Botswana 507 652 655 64.1 69.8 484 303 423 626 685 698 668 60.1 535 641 —72.0—
Burundi 269 339 330 326 331 370 177 187 352 306 406 554 33.1 31.1 442  —66.0—
Ghana 523 490 475 502 513 419 241 448 424 497 540 550 45.1 408 542  —56.5—
Kenya 538 633 659 693 697 592 337 413 612 603 726 641 649 548 686 —7T4.3—
Liberia 453 389 392 432 403 310 225 31.0 320 359 529 492 335 326 482 —71.8—
Mali 41.0 270 243 262 256 248 252 237 212 247 336 424 226 247 428 —80.3—
Togo 450 535 502 540 563 51.1 364 476 484 507 586 63.1 481 453  66.1 —72.3—
Uganda 302 277 323 314 390 33.1 105 238 254 300 416 482 306 263 347 —53.0—
NORTH AFRICA
Egypt 319 554 700 780 823 537 165 486 696 750 763 736 578 587 71.8 734 7133
Morocco 422 527 653 689 717 565 224 510 579 653 743 73.1 54.1 581 79.5 814 870
Tunisia 430 597 699 79.1 807 68.5 185 534 804 782 802 776 639 671 769 B81.8 809
ASIA
Indonesia 549 668 735 710 TLS 450 261 602 713 75.8 70.1 69.1 636 497 671 117 17117
Sri Lanka 49.2 712 797 823 841 707 209 670 836 894 83 115 7.1 706 780 786 768
Thailand 659 758 806 835 834 687 432 705 858 B89.0 808 79.0 77.0 707 785 763 729
LA ERICA/CARIBBEAN
Bolivia 604 717 824 853 741 483 287 577 731 796 763 73.7 615 596 718 788 760
Brazil® 732 762 840 887 848 794 441 726 883 948 £99 820 840 790 833 822 810
Colombia 555 831 875 888 904 721 348 738 909 914 875 849 779 783 810 868 844
Dominican Republic 595 730 763 82 714 583 270 648 756 846 816 T1.6 3.0 667 7T1.6 713 71.0
Ecuador 513 686 782 797 766 618 323 639 764 767 T80 157 669 554 712 712 80.5
El Salvador 657 740 827 840 792 566 300 714 811 823 753 784 693 684 748 827 81.3
Guatemala® 348 462 530 622 611 543 203 365 572 586 605 69.1 464 443 589 TS 74.7
Perd 706 825 885 889 838 642 471 726 847 869 812 830 744 706 715 858 89.6
Trinidad& Tobago 818 837 766 758 723 520 493 698 784 81.0 76.1 721 722 593 684 765 837

Nou: Total demand includes method failures, current use and unmet need. Estimates are not available for Mexico and Zimbabwe,

8 Figures are for women 15-44.
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Differentials in demand for spacing

Table 7.2 Demand for spacing among of currently married women, sclected background characteristics, Demographic and Health

Surveys, 1985-1989

Age Group Number of Children Residence Level of Education
No
Edu-  Pri- Sccond-
Country 15-19 20-24 25-29 30-34 35-39 40+ 0 1 2 3 4+  Urban Rural cation mary ary Higher
SUB-SAHARAN AFRICA
Botswana 368 561 47.1 417 312 137 266 389 426 452 347 391 371 331 382 —44,1—
Burundi 247 327 310 229 158 97 170 187 328 257 203 325 232 218 310 —424—
Ghana 500 464 418 356 272 121 176 444 391 426 265 360 334 278 1396 —41.9—
Kenya 503 534 406 283 199 61 320 396 469 391 229 356 301 212 331 —43.5—
Liberia 332 310 274 223 168 97 216 249 258 252 211 297 19.6 188 201 —46.3—
Mali 389 247 220 187 166 105 238 227 190 208 197 338 170 185 363 —59.2—
Togo 44.1 511 456 374 278 125 359 468 457 428 267 430 340 294 506 —S62—
Uganda 289 263 273 210 175 6.0 80 228 233 261 215 346 209 167 247 —40.7—
NORTH_AFRICA
Epypt 206 345 243 142 69 18 159 421 263 130 S8 160 163 132 148 270 25.6
Morocco 403 422 383 275 162 52 219 440 380 329 159 280 238 239 314 363 424
Tunisia 414 463 405 267 130 32 180 475 467 287 104 245 241 186 328 297 316
ASIA
Indonesia 5L8 542 421 235 112 31 259 543 393 216 99 257 289 194 293 343 378
Sri Lanka 400 459 344 204 114 23 178 531 289 104 32 197 207 122 143 219 29.7
Thailand 530 497 332 152 73 13 373 494 189 88 34 226 214 134 215 290 27.8
LATIN AMERICA/CARIBBEAN
Bolivia 287 333 219 187 89 27 193 325 257 162 58 181 140 96 145 235 241
Brazil? 5L7 470 320 173 64 35 340 492 226 116 1.1 2.4 272 151 227 317 214
Colombia 378 409 292 183 98 32 281 465 279 127 57 225 117 80 172 295 377
Dominican Republic 453 424 251 118 37 09 217 S10 296 106 SO 2.0 180 156 159 323 303
Ecuador 329 388 339 188 127 41 2701 444 308 161 103 235 214 181 187 296 321
El Salvador 438 407 259 133 118 41 232 502 273 113 114 212 229 188 21,6 304 31.8
Guatemala® 273 313 256 205 134 79 164 303 309 203 161 215 216 205 214 274 340
Peni 422 402 286 214 100 38 368 493 269 172 64 207 183 122 155 217 287
Trinidad& Tobago 665 547 372 218 117 16 441 530 290 145 85 305 251 116 183 388 388

Note: Estimates are not available for Mexico and Zimbabwe.
% Figures are for women 15-44.

these comparisons is the lack of any sharp distinctions. De-
mand is clearly greatest in urban areas in Burundi, Guate-
mala, Mali, and Uganda, where some 20 percentage points or
8o scparate the rural and urban arcas. Elsewhere the differ-
ence is smaller or noncxistent, and in some countries the pat-
tern is reversed.

A direct association between education and the demand for
family planning is the predominant pattern, but it is weak or
nonexistent in several of the more developed countries (c.g.,
Brazil, Colombia, the Dominican Republic, Sri Lanka, and
Thailand). The direct association is more pervasive in the
sub-Saharan countrics. In most countries, the demand for
spacing shows a stronger rclationship with education than
does the demand for limiting.
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7.2 COVARIATES OF THE SATISFACTION OF
TOTAL DEMAND

Table 4.2 showed the extent to which the total demand for
family plinning is being satisfied, dividing contraceptive
prevalence by the sum of prevalence and unmet need. This
percentage of demand satisfied varied considerably, ranging
from 15 percent in Uganda to 85 percent in Thailand. Table
74 analyzes the characteristics associated with the satisfas-
tion of the demand for family planning. There is a modest
direct association with age in most countrics except in sub-
Saharan Africa.® Residence displays a morc universal pat-
tem: demand has been satisfied more in urban than rural are-
as. There is also a tendency for the satisfaction of demand
to rise with the level of the woman’s education, a relationship
that is pronounced in many countries.

s Parity is not shown in this table because it shows liule association with
the satisfaction of total demand.



Differentials in demand for limiting

Table 7.3 Demand for limiting among currently married women, selected background characteristics, Demographic and Health

Surveys, 1985-1989

Age Group Number of Children Residence Level of Education
No
Edu- Pri- Second-
Country 15-19 20-24 25-29 30-34 35-39 40+ 0 1 2 3 4+  Urban Rural cation mary ary Higher
SUB-SAHARAN AFRICA
Botswana 129 62 151 208 387 341 37 26 172 218 331 256 214 18.9 23.6  —27.0—
Burundi 22 12 20 87 173 213 06 01 23 49 203 229 99 94 132  —~23.5—
Ghana 23 25 57 147 241 297 65 04 33 71 215 190 117 13.0 147  —14.5—
Kenya 35 100 253 409 49.8 531 17 1.7 143 212 49.7 285 348 336355 —29.3—
Liberia 121 78 119 209 235 213 08 62 62 107 318 194 138 13.819.2  —25.5—
Mali 21 23 23 715 91 143 14 1.1 22 39 138 86 56 62 65 —16.5—
Tcgo 09 24 46 166 285 385 05 08 26 79 319 201 141 159155  —16.1—
Uganda 13 14 50 104 216 271 26 1.0 21 39 200 137 97 97 100 —123—
NCRTH AFRICA :
Egypt 1.9 191 432 613 734 512 06 5.0 414 601 683 555 40.1 440553 43,6 448
Morocco L1 85 234 375 517 49.8 05 51 176 290 546 416 219 31.5440 419 425
Tunisia 00 119 269 502 660 650 03 40 313 480 684 511 386 474 42.1 495 436
ASIA
Indonesia 27 120 299 516 598 41.7 03 55 312 530 589 425 338 29.736.8 425 388
Sri Lanka 59 213 419 595 719 683 16 107 515 779 821 574 542 515623 544 444
Thailand 122 251 469 617 757 612 54203 667 799 767 558 552 57.0565 465 44.1
LATIN AMERICA/CARIBBEAN
Bolivia 279 326 551 611 633 443 59 219 431 590 670 520 496 474 536 501 485
Brazil? 18.1 264 494 685 769 755 79 215 635 81 805 590 531 625 584 446 567
Colombia 13.7 360 548 688 794 687 40 233 596 766 801 602 567 666 61.5 539 467
Dominican Republic 103 275 488 617 736 5712 23 114 434 721 755 488 529 501 540 421 370
Ecuador 156 210 402 587 622 573 19 159 438 588 655 498 431 270 505 448 430
El Salvador 201 325 558 706 674 526 63 190 531 707 637 567 458 495 525 512 495
Guatemala® 72 137 258 408 473 464 34 58 238 374 440 460 243 238 363 465 343
Peri 238 339 529 633 707 594 40 167 538 665 709 582 513 562 574 537 544
Trinidad& Tobago 1.0 242 371 523 591 504 35 138 477 635 659 397 447 366 484 351 449

Note: Estimates are not available for Mexico and Zimbabwe,

# Figures are for women 15-44,
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Differentials in satisfaction of demand for family planning

Table 7.4 Percentage of demand for family planning satisfied among currently married women, selected background
characteristics, Demographic and Health Surveys, 1985-1989

Age Group Residence Level of Education
No
Edu-  Pri- Second-
Country 15-19  20-24 2529 30-35 35.39 40+ Urban Rural cation mary ary Higher  Total
SUB-SAHARAN ASRICA
Botswana 343 408 586 565 549 576 63.6 491 387 54.1 —72.6— 53.6
Burundi 16,0 268 29.1 313 215 192 460 245 248 25.1 —44.8— 25.8
Ghana 8.8 227 278 287 296 317 356 220 208 280 —50.8— 26.8
Kenya 242 318 396 455 49.1 471 476 404 334 405 —54.5— 415
Liberia 44 139 196 187 129 261 236 9.9 86 151 —37.3— 16.4
Mali 21.0 204 198 214 133 48 276 102 113 301 —173.1— 17.0
Togo 104 250 293 244 204 196 300 195 185 234 —46.1— 23.2
Uganda 56 101 133 188 208 245 373 118 72 167 —32.8— 15.2
NORTH AFRICA
Egypt 172 448 544 615 654 689 719 431 475 646 718 119 58.4
Morocco 408 497 574 647 618 646 73.6 466 546 752 817 88.0 59.1
Tunisia 263 595 644 712 746 782 794 549 638 753 846 806 70.0
ASIA
Indonesia 466 710 746 778 785 751 793 719 664 735 827 829 73.8
Sri Lanka 425 618 744 831 885 926 843 811 772 827 818 815 81.3
Thailand 657 757 862 903 884 868 865 848 789 854 873 897 85.0
LATIN AMERICA/CARIBBEAN
Bolivia 27.6 335 439 485 498 462 550 299 200 380 626 79.1 434
Brazil® 67.5 747 826 860 833 844 8.5 701 606 825 909 916 81.6
Colombia 542 730 815 846 851 825 846 712 672 784 856 964 80.1
Dominican Republic 43.0 536 685 758 839 846 742 644 541 696 734 825 69.9
Ecuador 31,0 512 615 691 721 686 720 501 334 587 73.1 834 62.5
El Salvador 336 481 657 750 717 783 747 511 535 651 763 877 64.1
Guatemala® 155 344 400 497 509 514 634 297 221 508 812 784 433
Peni 337 524 608 648 66.1 587 735 340 276 532 755 825 58.8

Trinidad&Tobago 543 695 721 766 784 881 763 734 S62 732 17161 818 74.2

Note: Estimates are not available for Mexico and Zimbabwe.
3 Figures are for women 15-44,



8 Trends in Unmet Need and
in Total Demand

It is unclear whether unmet need increased, decreased, or re-
maincd about the same over the decade from the late 1970s to
the late 1980s. While the supply of services increased, the de-
mand for family planning also rose. Almost all of the countries
in the group available for trend analysis (that is, the 13 coun-
trics in which both WFS and DHS surveys were carried out) ex-
perienced substantial declines in fertility during this period.
Only Ghana showed little change over the period. Two of the
important intermediate factors involved in these declines also
relate to unmet need: changes in contraceptive prevalence and
in reproductive preferences.

The data that can be assembled to measure change in unmet
need are less than ideal because WFS did not routinely « ™ _t
information on spacing preferences or on postpartum amenor-
rhea. The second of these problems has generally been handled
by inferring amenorrhea for women who had been breastfeed-
ing for less than onc year. There is no solution to lack of data
on spacing intentions, however; therefore, only the unmet nced
for limiting births can be utilized for this trend analysis. The
results are shown in Figure 8.1,

The proportion of married women with an unmet need for fami-
ly planning to terminate childbearing declined dramatically in
Colombia, Sri Lanka, and Thailand, all of which expericnced
steep drops in fertility during this period. However, there was
lite decline in unmet need in many other countries, such as In-
donesia and Peru, where fertility also dropped sharply.” Unmet

" For this comparison, certain provinces in Indonesia which were covered in the
DHS survey but not in the WFS survey have been excluded.

need increased in the two sub-Saharan countrics represented,
especially in Kenya where it more than doubled, Kenya has ex-
pericnced a larger increase in the proportion of women who
want no more children than in the contraceptive prevalence rate.

Figure 8.2 depicts trends in the total demand for limiting births,
that is, the sum of the percentage using family planning meth-
ods to terminate fertility and the percentage with an unmet need
for limiting. Demand increased over the decade in every coun-

try.

These statistics can also be used to esiimate trends in the per-
centage of total demand for limiting births that has been satis-
fied. In all 13 countrics there has been an increase in this mea-
sure of success (Figure 8.3). In several countries, notably Col-
mbia and the three Asian countries, this index of success
reaches about 85 percent. The largest increases in demand sat-
isfaction arc observed in Kenya, Sri Lanka, and Thailand.

It is important to emphasize that the focus here is exclusively on
the proportion of women in need, not their absolute number. In
these fast-growing populations, cven in countrics where the pro-
portion of women in nced is on the decline, the number of
women needing family planning services probably is growing.
In countrics where the relative unmet need is on the rise, the
number of women to be scrved is increasing even more rapidly.
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Figure 8.1 Trends in the unmet need for limiting, selected WFS and DHS surveys, late 1970s and late 1980s
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Figure 8.2 Trends in the demand for limiting, selected WFS and DHS surveys, late 1970s and late 1980s
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Figure 8.3 Trends in satisfaction of total demand (for limiting), selected DHS and WFS surveys, late 1970s and late 1980s
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9 Unmet Need and the Fertility
Transition

These trend data do not fit the fertility transition model with any
degree of precision, but it scems clear that once a norm of fer-
tility limitation develops, the need for family planning accel-
crates and can frequently outpace the supply of services. At a
general level, four stages can be identified when unmet need is
visualized in relation to the stages of the fertility transition:

(1) The pretransition, high fertility stage during which there is
litle interest in regulating fertility and commensurately lit-
tle unmet need;

(2) The early transition stage, when marital fertility begins to
decune as motivation to control fertility emerges but in-
creases faster than the availability of methods. Unmet
need grows rapidly in this stage.

(3) The late transition stage during which supply of and de-
mand for family planning both grow rapidly, approaching
balance, while fertility declines sharply; and

(4) The final stage of low fertility when unmet need has be-
come very small,

The different stages in the fertility transition are characterized
by the emergence of urban-rural and socioeconomic differen-
tials in unmet need with a subsequent widening of such differ-
entials as the demand for family planning increases more rapid-
ly in the modernized sector and, later, a nasrowing of such dif-
ferentials as fertility control spreads and fertility declines.

Approximations of these stages can be inferred from compari-
sons in sub-Saharan Africa, North Africa, Latin America, and
Asian countries such as Thailand and Sri Lanka. However, the
model appears to be adequate only for describing ihe demand
for limiting births. Although most of the world (including nine-
teenth century European populations) initiated contraception
principally for limiting purposes—the sub-Saharan countries
began the family planning transition by using contraception
principally for spacing births,
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10 Suiamary and Conclusions

Th:: demand for family planning encompasses two components:
curent use of contraception and nonuse among women who
would like to regulate their fertility. This report has focused on
the second, less casily measured component, that is, the unmet
need for family planning. Unmet need, as well as the total de-
mand for family planning, has been estimated for 25 of the
countrics included in the first phase of the Derographic and
Health Surveys program, thus permitting international compari-
sons ¢f the extent of the demand, its constituent parts, and its
program implications.

In most «f the Latin American and Asian countries under re-
vicw, the total demand for family planning approaches the level
in developed countries. In many of these populations, however,
unmet need makes up a considerable proportion of the total de-
mand. Thus, the percentage of demand that is satisfied remains
far below what might be expected in these more modernized of
the developing countries in another five to ten years.

The demand for family planning is much lower in most of the
African countrics, although there are many cexcepiions, includ-
ing the three North African countries (Egypt, Morocco, and Tu-
nisia), as well as Botswana, Kenya, and Zimbabwe south of the
Sahara. In all of the sub-Saharan countries but Kenya, the de-
mand for family planning for spacing purposes still exceeds that
for limiting births; in all other countries, limiting births is the
primary rcason for family planning.

Unmet need is lowest in Brazil, Colombia, Indonesia, Sri Lan-
ka, Thailand, and Trinidad and Tobago, where it ranges from 11
to 16 percent of married women. In the remaining 20 countries,
from 19 to 40 percent of married women arc estimated to have
an unmet need for family planning. In many countries, espe-
cially in sub-Saharan Africa, the main nced is for methods to
delay the next birth. The unmet need for limiting births is more
balanced with that for spacing in other countrics, although in
Bolivia and Peru it is the main component of unmet need.

Both unmet need and the total demand for family planning are
associated with age and number of children in the expected di-
rections: there are positive associations with the limiting com-
porient and negative associations with the spacing component.
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The associations with urban-rural residence and with women's
cducation arc more varied. Unmet need is consistently greater
in rural arcas in oll but the sub-Saharan countries, where the
picture is mixed. Total demand for family planning, which in-
cludes contraceptive use as weli as unmet need, is greater in ur-
ban arcas, but the differences are generally small. Unmet need,
especially for limiting births, declines with increasing educa-
tion, 2lthough the association is weak in sub-Saharan Africa.
The total demand for family planning increases with education
in all countries except those in which the fertility transition is
most advanced, where it is uniformly high in all educational
strata,

Of the women classified as being in need of family planning,
between a quarter and a half are currently pregnant or amenor-
rheic, waile about a fiftii, on average, are sexually inactive.
Substantial proportions of tlose in need intend to use a method
at some time in the future. Most of the women, except in Mali,
report knowing at least onc modern method, although large pro-
portions in many countrics have never used any method. Be-
causc some women classified as having an unmet need may not
be regularly exposed to the risk of conception, as well as for
various methodological reasons, the levels of unmet need and
demiand estimated here probably err on the high side.

It was possible to evaluate trends in unmet need and the total
demand for family planning only for 13 countrics that partici-
pated in hoth the WFS and DHS surveys and, because of data
restrictions in the WFS, only for birth limitation, not for
spacing. The unmci need for limiting births declined from the
late 1970s to0 the late 1980s in most of the countries. In Ghana
and in Kenya, however, unmet need actually increased consid-
crably over the decade, as women’s preferences to terminate
childbearing outpaced the increascs in contraceptive prevalence.
It seems cleas from these data that when a norm of fertility lim-
itation develops, the need for family planning can frequently in-
creasc more rapidly than its availability. It is important to re-
member that even if the proportion with unmet need is stable or
declining, the actual number of women who need to be served
may be increasing because of rapid population growth in these
countries.
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Appendix A

Estimates of Unmet Need and the Demand for Family
Planning by Country and Regions within Countries

In order to provide information of operational value for pro-
gram administrators and policymakers in the countries in which
DHS surveys have been conducted, estimates of unmet need
and the demand for family planning for the regions within each
country arc presented in Tables A.1-A.4. Specifically, the ta-
bles present estimates of the demand for family planning, unmet

need, and current use of contraception, in each case subdivided
into spacing and limiting components. The tables also include
the percentage of total demand saiisfied. It shouid be empha-
sized that there will be a considerable amount of sampling error
in these regional estimates because of the smaller numbers
involved.

Table A.1 Demand for family planning by country and regions within countrics: sub-Saharan Africa

Total demand for family planning and its components for currenly marmied women, by country and regions within
countrics, sub-Saharan Africa, Demographic and Health Surveys, 1986-1989

Demand
for Contraception Unmet Need Current Use Percent
of
For For For For For For  Total
Spac- Limit- Spac- Limit- Spac- Limit- Demand
Country Total  ing ing  Toal ing ing Total ing ing  Satisficd
BOTSWANA 61.6 386 230 269 194 74 330 179 151 536
Urban 659 403 256 222 149 73 416 237 179 632
Villages over 2,000 population 629 398 230 260 206 54 350 179 171 556
Villages under 2,000 population 590 39.0 200 343 219 124 229 162 6.7 387
Scattered population 562 351 210 306 225 8.1 243 120 123 433
BURUNDI 338 235 103 251 177 7.4 8.7 58 29 258
Imbo 476 310 166 303 209 94 173 101 72 363
Mumirwa 373 231 142 297 197 100 7.6 34 42 203
Mugamba 325 218 107 231 150 8.0 9.5 6.8 27 29.1
Plateaux Centraux 326 24.1 85 239 179 6.0 8.7 6.2 25 266
Depressions 301 196 105 250 158 9.2 52 3.8 14 172
GHANA 481 342 139 352 262 9.0 129 8.0 49 268
Western 443 346 97 360 299 6.1 8.2 4.7 36 186
Central 421 302 119 324 247 1.7 9.7 55 43 231
Greater Accra 593 350 243 321 214 107 272 136 136 459
Eastern 522 361 162 409 294 115 114 6.7 47 218
Volta 51.8 354 164 372 267 105 146 8.7 59 282
Ashanti 490 335 155 389 266 123 101 69 33 207
Brong Ahafo 506 390 116 387 308 79 120 8.2 37 236
Upper West/East/Northern 351 301 51 245 208 3.7 107 9.3 14 304
KENYA 649 31,0 339 380 224 155 269 86 183 415
Nairobi 664 314 350 328 193 13.6 335 121 214 505
Central 790 29.1 500 395 197 198 395 93 302 500
Coast 463 281 182 281 211 7.0 181 70 112 392
Eastern 738 285 453 336 154 182 40" 131 271 545
Rift Valley 651 311 340 355 212 142 296 99 197 455
Western 622 391 231 486 350 135 137 4.1 96 220
LIBERIA 393 234 158 328 198 13.0 6.4 36 29 164
Sinoe 350 213 136 306 191 115 4.4 23 21 125
Grand Gedeh 358 227 13 328 214 114 3.0 1.3 1.7 8.4
Montserrado 49.5 307 188 375 229 146 120 7.9 42 243
Rest of country 363 211 153 314 187 127 4.9 24 25 135
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Table A.1—Continued

Demand
for Contraception Unmet Need Current Uss Percent
of
For For For For For For  Total
Spac-  Limit- Spac- Limit- Spac- Limit- Demand
Country Total  ing ing  Total ing ing  Toal ing ing Satisfied
MALI 276 212 64 229 172 57 4.7 4.0 07 17.0
Kayes/Koulikoro 272 212 60 234 179 5.4 38 i3 05 140
Sikasso/Segou 268 200 68 227 162 6.5 4.1 3.8 03 154
Mopti/Gao/Tombouctou 212 16.1 52 193 147 4.6 1.9 1.4 0.6 9.2
Bamako 478 394 84 312 26.1 51 166 133 33 346
TOGO 522 364 158 401 285 117 121 8.0 41 232
Maritime 594 403 191 430 296 134 164 107 57 276
Des Plateaux 608 428 180 480 345 134 128 8.2 46 211
Centrale 450 344 106 392 29.8 9.5 58 4.7 1.2 129
De la Kara 444 303 141 305 214 9.1 140 c.0 5.0 314
Des Savancs 29.8 221 7.7 289 21.2 7.7 39 0.9 30 131
UGANDA 321 220 101 272 199 73 49 2.1 28 152
West Nile 213 170 42 204 170 34 4.8 0.8 40 225
East 304 224 80 268 212 5.7 35 1.2 23 117
Central 353 254 99 306 236 7.0 4.7 1.8 29 134
West 343 217 126 275 200 7.5 6.8 1.7 51 19.8
South West 302 181 121 266 166 10.0 36 1.5 21 119
Kampala 531 366 165 285 202 83 246 164 82 464
ZIMBABWE? 648 376 273 217 101 1.6 431 275 156 665
Manicaland 662 341 272 291 136 155 321 205 116 485
Mashonaland Cengal 649 449 200 174 8.0 94 475 369 106 732
Mashonaland East 689 391 297 211 101 11.0 478 200 188 €94
Mashonaland West 678 378 301 19.6 74 122 482 304 179 711
Matabelcland North® 447 262 185 174 106 68 273 156 117 611
Matabeleland South 589 303 285 307 156 151 282 147 135 479
Midlands 650 376 274 203 92 11.1 447 284 163 688
Masvingo 672 411 260 194 87 107 478 324 154 711
Harare/Chitungwiza 69.7 441 255 182 108 74 515 333 181 739
Bulawayo 69.0 337 353 251 96 157 437 241 196 633

f’Thc ratio of intended to mistimed pregnancies for currently pregnant and amenorrheic women was estimated from national figures.
Excludes Harare/Chitungwiza
€ Excludes Bulawayo



Table A.2 Demand for family planning by country and regicns within countries: North Africa

Total demand for family planning and its components for currently married women, by country and regions
within countries, North Africa, Demographic and Health Surveys, 1987-1989

Demand
for Contraception Unmet Need Current Use Percent
of
For For For For For For  Total
Spac- Limit- Spac- Limit- Spac- Limit- Demand
Country Total ing ing  Total ing ing  Total ing ing Satisfied
MOROCCO 608 264 344 221 125 96 359 127 232 59.1
South 496 292 .5 234 170 64 248 112 136 500
Tensift 615 265 350 237 145 92 350 115 235 569
Centre 626 231 395 152 7.1 81 440 145 295 1703
Northwest 600 232 367 238 119 118 335 101 235 559
Centre-North 605 298 308 301 177 124 275 111 164 454
Eastern 716 355 361 281 156 125 401 179 222 56.0
Centre-South 659 293 366 190 113 7.8 439 163 276 66.5
TUNISIA 711 249 462 197 106 9.1 498 135 363 70.0
Tunis 774 210 564 114 5.1 63 639 151 489 826
Northeast 73.1 213 518 136 6.9 67 571 139 432 78.1
Northwest 760 263 497 234 139 104 513 125 388 675
Center West 632 266 366 317 184 133 315 82 233 499
Center East 68.7 258 429 180 9.0 9.1 488 155 333 1710
South 664 293 372 234 137 9.7 414 149 265 623
EGYP] 648 165 483 252 101 150 378 59 319 584
Urban Governorates 740 161 580 16.0 55 105 56.0 9.9 461 1756
Lower Egypt (Urban) 754 173 581 186 7.8 109 545 86 456 723
Lower Egypt (Rural) 646 141 505 27.0 95 175 356 42 314 552
Upper Egypt (Urban) 670 169 501 232 9.7 135 415 64 351 620

Upper Egypt (Rural) 492 194 298 368 171 197 115 21 94 234




Table A.3 Demand for famil ing by cou d regions within countries: Asia

Total demand for family planning and its components for currently married women, by country and regions
within countries, Asia, Demographic and Health Surveys, 1987

Demand
for Contraception Unmet Need Current Use Percent
of

Fer For For For For For  Toal

Spac-  Limit- Spac- Limit- Spac-  Limit- Demand

Country Total  ing ing  Towl ing ing  Total ing ing  Satisfied
INDONESIA 647 285 361 160 10.1 60 478 178 299 73.8
Java/Bali 669 27.8 391 152 9.3 59 509 180 329 76.1
Outer Java/Bali [ 602 298 303 174 115 6.0 417 174 243 693
Outer Java/Bali 11 603 310 293 19.0 120 69 396 174 222 657
SRILANKA 759 215 544 125 7.2 51 617 131 486 813
Colombo Metro 78.1 222 558 148 8.9 59 626 129 498 80.2
Colombo Feeder Arcas 782 203 579 9.0 4.8 41 670 142 528 858
South Western Coastal Low Lands 783 249 535 120 6.8 52 637 167 470 814
Lower South Central Hill Country 748 227 521 110 6.9 40 618 142 475 826
South Central Hill Country 719 180 539 126 7.1 55 574 9.6 478 798
Irrigated Dry Zone 773 223 550 128 7.6 53 623 134 489 807
Rain Fed Dry Zone 766 21,6 550 168 9.8 70 581 108 473 758
THAILAND 77.1 218 553 111 5.6 55 655 159 496 850
North 79.5 229 565 7.7 2.6 531 713 199 514 898
Northeast 76.5 209 555 116 6.4 52 646 144 502 845
Central 794 214 580 8.7 44 43 697 167 530 878
South 69.7 214 484 194 9.9 95 499 113 386 715

Bangkok 780 233 547 107 6.1 4.7 666 169 496 853




Table A4 Demand for family planning by country and regions within couniries: Latin Arerica and the Caribbe

Total demand for family ptanning and its components for currently married women, by country and regions
within countries, Latin America and the Caiibbean, Demographic and Health Surveys, 1985-1989

Demnand
for Contraception Unmet Need Current Use Percent
of
For Yor For For For For  Total
Spuc-  Limit- Spac-  Limit- Spac- Limit- Demand
Country Total  ing ing  Tow! ing ing  Total ing ing Satisfied
BOLIVIA 697 175 523 357 95 262 303 65 238 434
Altiplano 669 156 513 388 97 291 246 46 201 368
Valle 703 196 508 353 9.6 257 307 83 224 436
Llanos 756 193 563 288 87 201 429 89 340 567
BRAZIL? 811 236 569 128 4.8 80 662 179 483 816
Rio de Janeiro 813 181 630 8.8 2 61 711 147 564 815
Sao Paulo 820 234 586 6.5 2.4 40 739 196 543 90.2
South 838 324 501 7.1 33 39 744 283 461 887
Central East 788 221 561 11.8 48 70 645 161 484 819
Northeast 204 213 581 242 83 159 532 121 411 66.1
North/Central West 780 181 599 1432 6.0 84 630 117 513 807
COLOMBIA 809 221 589 135 5.1 €3 648 154 494 80.1
Atlantic 766 212 553 212 78 134 516 107 409 674
Pacific 811 191 620 132 43 89 661 143 519 816
Central 81.8 221 597 116 5 71 613 163 511 824
East 790 19.0 599 il13 4.3 65 655 129 526 829
Bogota 86 290 576 9.4 4,1 53 748 235 514 865
DOMINICAN REPUBLIC 712 208 504 195 100 9.5 498 9.6 401 69.9
Distrito Nacional 712 221 491 194 9.6 99 504 116 388 709
San Cristobal 720 198 522 174 7.7 9.7 507 94 413 1705
Santiago 7.5 202 512 161 8.6 75 527 101 426 73.7
San Fco Macoris 727 186 541 202 104 68 509 75 434 699
Barahona 705 234 471 2.2 130 92 458 88 370 649
La Romana 69.6 206 491 227 100 126 449 93 355 644
San Juan 652 21,0 482 256 145 1i.1 422 57 365 610
Monte Cristi 71.6 183 533 179 103 76 525 72 453 733
ECUADOR 708 238 470 242 108 134 443 116 327 625
Sierra
Quito 762 278 484 20.1 86 115 527 171 356 69.1
Resto Urbano 734 249 486 20.8 95 113 500 136 364 68.1
Rural 613 220 393 332 153 18.0 250 52 199 40.8
Costa
Guayaquil 739 29.0 499 186 86 100 575 178 397 730
Resto Urbano 684 174 509 16.5 56 109 514 116 398 752
Rural 7.7 228 489 285 131 153 416 9.0 326 580
EL SALVADOR 738 223 515 260 139 121 473 81 392 641
Area Metropolitana 810 218 593 16.6 8.9 76 635 124 511 784
Resto Urbano 756 204 552 227 11.8 109 527 85 442 697

Area Rural 670 242 429 355 191 164 310 45 265 462
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Table A.4—Continued

Demand
for Contraception Unmet Need Current Use Percent
of
For For For For For For  Total
Spac-  Limit- Spac- Limit- Spac- Limit- Demand
Country Total  ing ing  Total ing ing Toual ing ing Satisfied
GUATEMALA?® 534 221 314 294 164 13.0 23.2 51 181 433
Guatemala 69.7 228 469 228 112 116 450 107 343 645
Central 577 207 370 353 178 115 219 24 195 379
Sud-Occidental 462 207 255 307 169 13.8 14.8 32 116 220
Nor-Occidental 409 231 179 343 216 127 6.5 1.3 52 158
Norte 457 249 208 351 224 127 106 24 82 232
Nor-Oriental 514 198 316 214 124 9.1 283 6.0 223 551
Sud-Oriental 545 242 303 309 175 134 233 6.7 166 428
MEKLCQ[’ 790 259 531 241 110 131 527 135 392 667
Region I 857 29.0 567 13.2 7.6 56 701 203 498 818
Region I 724 269 455 250 119 131 463 140 323 64.0
Region III 82.1 307 514 156 8.9 6.7 629 194 436 76.6
Region IV 769 21.1 558 234 85 149 535 126 409 66.0
Region V 783 27.0 513 281 112 169 472 140 332 603
Region VI 778 285 493 280 146 134 417 124 354 613
Region VII 7.6 301 415 377 215 162 333 8.0 253 465
Region VIII 829 249 580 314 128 186 509 121 388 614
Region IX 790 217 573 216 84 132 544 11,5 430 689
PERU 71.8 21.7 561 27.7 81 196 458 112 346 588
Lima Metropolitana 817 240 577 164 56 108 628 166 462 769
Costa (excludes Metropolitan Lima) 79.8 228 570 227 75 152 520 125 396 652
Sierm 745 200 545 384 104 280 309 73 235 415
Selva 73.4 184 550 36.0 94 266 329 63 266 449
TRINIDAD&TOBAGO 71.0 281 425 16.1 83 79 527 189 338 742
St. George 71.0 319 387 152 85 6.7 537 223 314 1756
Rest of the Country 71.0 255 450 16.8 8.1 87 520 166 354 733
2 Figures arc for women 15-44 years.
The ratio of intended to mistimed pregnancies for currently pregnant and amenorrheic women was estimated from
national figures.
Regions in Mexico: Region I: Baja Californias, Sonora, Sinaloa, Nayarit. Region II: Aguascalientes, Chichuahua, Durango,

San Luis Potosi, Zacatecas. Region III: Cohauile, Nuevo Leon, Tamaulipas, Monterrey (Metropolitan Area). Region IV:
Veracruz. Region V: Colima, Jalisco, Michoacan, Guadalajara (Metropolitan Area). Region VI: Guanajuato, Hidalgo,
Queretaro. Region VII: Campeche, Chiapas, Quintana Roo, Tabasco, Yucatan. Region VIII: Oaxaca, Puebla, Tlaxcala.
Region IX: Distrito Federal, Guerrero, Mexico, Morelos, Mexico City (Metropolitan Area).



Appendix B

Comparability of Data

As discussed in Section 3 of this report (and shown in Figure
2.1), calculation of unmet need requires classification of women
according to their current use status; pregnant or amenorrheic
status and planning status of current or last pregnancy for these
women; infecundity status; and reproductive intentions of fe-
cund women,

In addition, number of children, residence, and level of educa-
tion is required to estimate differentials in unmet need; as well
as information on sexual activity and intention to use for further
decomposition of unmet need.

A. Pregnant or Amenorrheic Status:

Pregnant or amenorrheic status is based on the following ques-
tions:

"Are you pregnant now?"
"How long ago did your last menstrual period start?"

If the woman is currently pregnant, then she is classified as not
currently amenorrheic, irrespective of whether her period re-
turncd after the last birth. If there are no births in the last five
years, then she is classified as not currently amenorrheic.

B. Infecundity Status:

For North Africa, Asia, Latin America and Botswana in suh-Sa-
haran Africa, nonpregnant women in union for at least five
years who did not use contraception and who have not been fer-
tile are classified as infecund, as are nonpregnant women who
have not menstruated in the past twelve weeks, who had their
period before the last birth, or who have never menstruated.

Other countries (where the DHS B-Core Questionnaire was
used): Nonpregnant women in union for at least five years who
have never used contraception and who have not been fertile
arc classified as infecund, as are nonpregnant women who have
not menstruated in the past twelve weeks, who had their period
before the last birth, or who have never menstruated.

C. Planning Status for Current or Last Pregnancy (Currently
Amenorrheic Women):

For the current pregnancy and births in the five years preceding
the survey, women were asked:

(1) "Before you became pregnant had you done anything
or used any mcthod... to avoid getting pregnant?"

"Did you become pregnant while using [method]?"

(2) "What was the main reason you stopped using
[method]?"

TO GET PREGNANT.....01
METHOD FAILED......... 02
OTHER REASONS.........

(3) "At the time you became pregnant... did you want to
have that child then, did you want to wait until later,
or did you want no more children at all?"

[ASKED OF WOMEN WHO DID NOT BECOME
PREGNANT WHILE USING]

(4) "Did you want to have that child but at a later time,
or not have another child at all?"

[ASKED OF WOMEN WHO BECAME PREG-
NANT WHILE USING]

Information on method failures and planning status for current
pregnancy is not available for sub-Saharan countries, except
Botswana. Unmet need was calculated first for ame:iorrheic
women by background characteristics. Estimates for currently
pregnant women were then produced using the distribution of
planning status for the amenorrheic women.

For Mexico and Zimbabwe, it was not possible to differentiate
between intended and mistimed pregnancies. The ratio of in-
tended to mistimed pregnancies for currently pregnant and a-
menorrheic women was estimated from the respective regional
figures (Latin America and sub-Saharan Africa).

Information on planning status for current or last pregnancy is
not available for two of the DHS-I surveys: Senegal and Ondo
State, making it impossible to estimate unmet need.
D.  Reproductive Intentions of Fecund Women;
All married women in DHS surveys were asked:
"(After the child you are expecting) would you like...to
have a (another) <hild or would you prefer not to have
any (more) children?"

Women who responded that they wanted to have another child
were then asked:

"How long would you like to wait from now before the
birth of a (another) child?"

35



Appendix C

Summary of DHS Surveys, 1985-1990

Region and Date of Sarple Supplemental Swudies, Modules,
Country Fieldwork Implementing Organization Respondents Size and Additional Questions
SUB-SAHARAN AFRICA
Botswana Aug-Dec 1988 Central Statistics Office All women 15-49 4,368 AIDS, PC, adolescent fertility
Burundi Apr-Jul 1987 Département de la Population All women 15-49 3,970 AM, SAl, adult mortality
Ministére de 1'Intérieur
Burundi Apr-Jul 1987 Département de la Population Husbands 542 KAP study
Ministére de I'Intérieur
Ghana' Feb-May 1988 Ghana Statistical Service All women 15-49 4,488 AM, SM, WE
Kenya® Dec-May 1988/89  Natioral Council for Population All women 15-49 7,150 H
and Development
Liberia Feb-Jul 1986 Bureau of Statistics All women 15-49 5,239 H, TBH, employment status
Ministry of Planning and Economic
Affairs
Mali Mar-Aug 1987 Institt du Sahel All women 15-49 3,200 AM, VC, childhood
USED/CERPOD physical handicaps
Mali Mar-Aug 1987 Institut du Sahel Men 20-55 970 KAP study
(Male Survey) USED/CERPOD
Ondo State, Sep-Jan 1986/87 Ministry of Health, Ondo State All women 15-49 4,213 AM, H, TBH
Nigeria
Senegal Apr-Jul 1986 Direction de la Statistique All women 15-49 4,415 AM, CD
Ministére de 1'Economie et
des Finances
Sudan Nov-May 198990  Department of Statistics Ever-married 5,860 H, M, MM, female circum-
Ministry of Economic and women 15-49 cision, family planning
Nationa! Planning services
Togo Jun-Nov 1988 Unité de Recherche Démographique All women 15-49 3,360 AM, H, SAI,
Université du Benin narriage history
Uganda Sep-Feb 1988/89 Ministry of Health All women 15-49 4,730 AM, H, SAI
Zimbabwe Sep-Jan 1988/89 Central Statistical Office All women 1549 4,201 AIDS, AM, H, PC, SAI, WE
NORTH AFRICA
Egypt Oct-Jan 1988/9 National Population Council Ever-married 8,911 AM, CD, H, MM, PC, SAI,
women 15-49 WE, women's status
Morocco May-Jul 1987 Ministére de la Santé Publique Ever-married 5,982 AM,CD, H, S
women 15-49
Tunisia Jun-Oct 1988 Office National de la Famille Ever-married 4,184 AM, CD, H, S, SAI
et de la Population women 15-49

'Data available for 943 husbands intervicwed with a husband’s questionnaire
Data available for 1,133 husbands interviewed with a husband's questionnaire
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Region and Date of Sample Supplemental Studies, Modules,
Country Fieldwork Implementing Organization Respondents Size and Additional Questions
ASIA
Indonesia Sep-Dec 1987 Central Burcau of Statistics Ever married 15-49 11,844 PC, SM
National Family Planning
Coordinating Board
Nepal Feb-Apr 1987 New Era Currently married 1,623 KAP-gap survey
(In-depth) women 15-49
Sri Lanka Jan-Mar 1987 Deparment of Census and Statistics Ever married 15-49 5,865 AM, H, NFP
Ministry of Plan Implementation
Thailand Mar-Jun 1987 Institute of Population Studies Ever married 15-49 6,775 AM, S, SAI
Chulalongkom University
LATIN AMERICA & CARIBBEAN
Bolivia Mar-Jun 1989 Instituto Nacional de Estadistica All women 15-49 7,923 AM, CD, H, MM, PC, S, WE
Bolivia Mar-Jun 1989 Instituto Nacional de Estadistica All women 15-49 7,923 Health
(In-depth)
Brazil May-Aug 1986 Sociedade Civil Bem-Estar All women 15-44 5,892 AM, H, PC, SM, abortion,
Familiar no Bre il young adult use of contraception
Colombia Oct-Dec 1986 Centro Regional de Poblacién, CCRP All women 15-49 5,329 AM, PC, SAl, SM
Ministerio de Salud
Dominican Sep-Dec 1986 Consejo Nacional de Poblacién All women 15-49 7,649 NFP, S, SAl, SM, family
Republic y Familia planning communication
Dominican Sep-Dec 1986 Consejo Nacional de Poblacién All women 15-49 3,885
Republic y Familia
(Experimental)
Ecuador Jan-Mar 1987 Centro de Estudios de Poblacién All women 15-49 4,713 SAl, CD, H, emiployment
y Patemnidad Responsable
El Salvador May-Jun 1985 Asociacién Demogréfica Salvadoreiia All women 15-49 5,207 S, TBH
Guatemala Oct-Dec 1987 Instituto de Nutricién de “entro All women 15-44 5,160 H, S, SAI
América y Panam§
Mex.co Feb-May 1987 Direccién General de Planificacién Ail women 1549 9,310 H, NFP, S, employment
Familiar
Secretarfa de Salud
Peru Sep-Dec 1986 Instituto Nacional de Estadfstica All women 15-49 4,999 H, NFP, employment,
cost of family planning
Peru Sep-Dec 1986 Instituto Nacional de Estadfstica All women 1549 2,534
(Experimental)
Trinidad and  May-Aug 1987 Family Planning Association All women 15-49 3,806 AM, NFP, breastfeeding
Tobago Trinidad and Tobago
AIDS acquired immnune deficiency syndrome MM  matemal mortality SM  social marketing
AM anthropometric measurements NFP natural family planning TBH  truncated birth history
CD causes of death (verbal report of symptoms) PC pill compliance VC value of children
H additional health questions S sterilization WE  women's employment
M  migration SAI service availability information
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