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Preface

Onc of the most significant contributions of the DHS program
is the creation of an internationally comparable body of data on
the demographic and health characteristics of popu'ations in de-
veloping countrics. The DHS Comparative Studies scrics cxam-
incs these data across countrics in a comparative framework,
focusing on specific topics.

The objectives of the DHS Comparative Studies are: 10 de-
scribe similaritics and differences between countrics and regions,
to highlight subgroups with specific needs, to provide information
for policy formulation at the international level, and to examine
individual country results in an international context. The com-
parative analysis of DHS data is carricd out primarily by staff at
the DHS headquarters in Calverton, Maryland. The topics covered
in the scrics are sclected hy DHS staff in conjunction with the
DHS Scicntific Advisory Commitiee and USAID,

The reports in this series are based on a variable number of
data scts that generally represent those countrics for which data
scts were available at the time the report was prepared. Each re-
port provides detailed tables and graphs for countries in four re-
gions: sub-Saharan Africa, Ncar Easy/North Africa, Asia, and Lat-
in Amcrica/Caribbean. Survey-related issues such as questionnaire
comparability, survey procedures, data quality, and methodologi-
cat approuches arc addressed in cach report, as necessary. Where
appropriate, data from previous survey programs, primarily the
World Fertility Survey and the Contraceptive Prevalence Surveys,
arc uscd to evaluate trends over time.

As more surveys arc conducted under the DHS program and
additional data scts become available, some of the reports pub-
lished carly in the series will be updated.

Itis hoped that the availability of comparable information for
a large number of developing countrics will have long-term use-
fulness for analysts and policymakers in the ficlds of international
population and health,

Martin Vacssen
Project Director
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1 Introduction

Over the last two decades, most developing countries have
been committed to reducing fertility by increasing access to and
use of cffective contraceptive methods. Since the 1950s, donor
agencies have played a major rolc in initiating and sustaining
family planning activiticsinthcdev.  wag world. Now, however,
they have difficulty providing suffi. .. funds to cover the in-
creasing demand for contraception. _.i its Global Population As-
sistance Reportof 1989, " - “PA estimated that total cxpenditures
on family planning would reach $9 billion (US) by the year 2000
(UNFPA, 1989). To meet this demand, while conserving donor
and government {unds, family planning programs arc looking to
the private scctor 1o supply an increasing share of contraceptive
services (Cross ct al., 1991). In recent years, policymakers have
been using data on sources of modern methods to measure the per-
formance of both public and private sectors in providing family
planning,

Before the Demographic and Health Surveys (DHS) pro-
gram, data or. family planning outlets came mainly from the Con-

traccplive Prevalence Surveys (CPS) program and service statis-
tics. Service statistics are of limited use, however, because they
often cover only government facilities and rarely include the pri-
vate sector. DHS is the most recent source of information on fami-
ly planning outlets from nationally representative samples.

This report cxaminces the sources of modemn contraception
using data from 25 surveys carried out during the first five-yecar
phasc of the DHS program (DHS-I). The following scctions de-
finc the different sources of contraception and discuss the limita-
tions of the data before presenting the results of the analysis and
drawing some gencral conclusions. Appendix A briclly describes
the government position on population and family planning. Ap-
pendix B presents detailed information on contraceptive sources
for cach country surveyed. Appendix C presents information on
the proportion of women, both users and nonusers, who know of
asourcc for modem contraceptive methods. Appendix D provides
information on sources of information about periodic abstinence.



2 Data Sources and Definitions

The individual questionnaire used in DHS-I asked cach
woman who was currently nsing a modern meihod' of contracep-
tion other than female or male sterilization:

"Where did you obtain (THE METHOD) the last
time?"

Respundents who were sterilized for contraceptive reasons
were asked instead:

"Where did the sterilization take place?"

The coding categorics for these two questions included all
sources available in that country, many of which were specific 1o
the country. For this analysis, contraceplive sources were reclassi-
fied into the following five groups:

¢)) Government stationary—any government-run facility at
a fixed location

()) Government mobile—government outreach workers or
mobile units

'Modem methods include the pill, injection, condom, vaginal methods
(diaphragm, sponge, foam, jelly), IUD, Norplant, female sierilization and
male sterilization.

3) Pharmacy—privatcly owned sources

“) Otl:er private—private, organizations run by non-
governmental organizitions (NGOs) as well as private
doctors, clinics, or other medical providers

incopsislent

(5) Other sources—family, fricnds, and

responses

Furthermore, modem contraceptive methods were divided into
two main categorics: supply and clinical methods. Supply
mcthods include the pill, injection, condom, and vaginal mcthods
(diaphragm, sponge, foam, jelly). Clinical methods include the
JUD, Norplant, female sterilization, and male sterilization,

The base population for all tables consists of currently married
women who were using modern contraception at the time of the
survey. Currently marricd women include all women in a stable
sexual relationship regardless of the legal status of their union.

The data are crosstabulated by the respondent’s age (15-24,
25-34, 35-49), number of living children (0-2, 3-4, 5+), place of
residence (urban or rural), and level of education (nong, primary,
sccondary or higher),



3 Limitations of the Data

DHS-I surveys systematically collected data on the sources
of family planning methods from current contraceptive users as
part of the Individual Questionnaire. These data measure the rela-
tive performance of the public and private sectors in providing
family planning. While the data can provide a reasonable picture
of patterns and trends in contraceptive sources, they do have the
following limitations:

1. It is sometime, difficult to classify specific sources as
public or private,

In somc of the surveys, specific facilitics hav> not been
classified as public or private sector as accurately as might be de-
sired. The main problem is a lack of detail in the source categorics
included in the survey questionnaires. To address this issue, the
question on contraceptive sources has been modified for the scc-
ond round of DHS surveys (DHS-II). The standard response cate-
gorics arc grouped under three major headings to distinguish be-
tween the public sector, medical private sector, and other private
scctor. These headings are included in cach country-specific ver-
sion of the DHS questionnaire, and all known facilitics in a coun-
try are classified within these three major categorics prior to field-

ork.,

2. Only the final source of products is measured.

DHS results may understate the importance of some sources
of contraception, because the surveys record only the final source
of a product and do not identify its original source. In cou.utries
such as Egypt and Tunisia, for cxample, most users purchase pills
from private pnarmacics. What DHS results fail to indicate, how-

ever, is that these pills are supplicd to the pharmacies by the pub-
lic sector at fixed prices.

3. Data quality varies.

Coding crrors may have taken place during ficldwork and/
or data entry in some countrics. In Bolivia, Brazil, and Peru, for
cxample, pharmacics were cited as sources for clinical methods
by small proportions of the uscrs.

Also, data from Ecuador and Peru is not completely com-
parable with that from the other countries, becarse the question on
contraceptive sources was phrased differently. In these surveys,
thec woman was asked where she last received either the service or
advice about a specific method. This wording may affect the re-
sults since it is not clear what part of the question cach woman
was answering.

4, DHS data are not always comparable with data from
earlier surveys,

Direct comparison of DHS-I data with data from carlicr
survey programs, particularly CPS surveys, is not always possible.
CPS surveys asked women using modern methods where they
usually obtained their methods, while DHS-I surveys asked where
they had obtained their method the last time. The difference in the
wording of the question may affect the trends in supply methods,
particularly oral contraceptives. As more and more countries un-
dertake repeat IDHS surveys, however, analysis using only DHS
data will allow more accurate assessment of trends.



4 Results

4.1 REGIONAL PATTERNS

Table 4.1 presents the distribution of contraceptive sources
for all modern methods by country. In sub-Saharan Africa, the
government is the major supplicr of modem forms of contracep-
tion in all countries with the exception of Ghana, Liberia, Scne-
gal, and Sudan, where private providers are relatively more
important. Nongovernment providers also play an important role
in Kenya, Togo, and Uganda. Only in Zimbabwe are mobile gov-
emment providers an important source of modern contraceptives,
serving 23 percent of current users.

Table 4.1 Source of modem contraceptive methods

Government providers are also the major source of contra-
ception in the Near East/North Africa region, except in Egypt.
There private providers dominate, especially pharmacies, which
supply contraceptives to nearly half of all Egyptian women who
usc¢ a modern method. In Morocco, one in three women rely on
mobile government providers for contraception.

Government providers dominate even more completely in
Asia, supplying more than 80 percent of users in each of the ihree

Percent distribution of currently married women 15-49 who are currently using any modern
contraceptive method by source of method, Demographic and Health Surveys, 1986-1990

Government
Station- Other

Country ary Mobile Pharmacy private Other Total Number

SUB-SAHARAN

AFRICA—

“Botswana 91.5 0.0 1.5 6.5 0.5 100.0 541
Burundi (86.5) (0.0 0.7 (1.5) (11.4)  (100.0) 33
Ghana 373 13 22.8 222 16.5 100.0 163
Kenya 71.6 1.8 0.7 25.1 0.8 100.0 851
Liberia 36.5 0.0 11.2 51.5 0.7 100.0 196
Mali (5.9 0.0) (1.5) (7.6) (15.0) (100.0) 37
Senegal 45.8 0.0 2.8 45.8 5.6 100.0 72
Sudan (North) 46.5 03 22.6 24.6 6.1 100.0 296
Togo 513 0.0 14.5 15.8 18.4 100.0 76
Uganda 52.7 2.8 2.1 394 3.1 100.0 80
Zimbabwe 65.1° 23.0° —6.7— 52 100.0 953

NEAR EAST,

NO'RTH'KFRZICA
Egypt 25.9 0.0 45.7 26.4 2.0 100.0 2914

0rocco 40.9 338 9.5 11.9 4.0 100.0 1558
Tunisia 76.5 0.0 13.6 8.8 1.0 100.0 1620

ASIA
Indonesia 73.8 6.7 2.5 9.8 72 100.0 477
Sri Lanka 78.9 74 32 8.2 2.2 100.0 2175
Thailand 80.2 34 6.9 8.0 1.5 100.0 3957

LATIN AMERIC
Boliv 32.7 09 8.7 55.7 1.9 100.0 605
Brazil 28.7 0.1 45.6 23.8 1.8 100.0 1961
Colombia 19.1 0.7 28.0 50.2 2.0 100.0 1487
Dominican Rep.  45.0 3.6 4.6 433 35 100.0 1921
Ecuador 41.2 0.0 6.4 51.8 0.6 100.0 1056
Guatemala 31.7 34 13 55.1 2.5 100.0 641
Mexico 61.9 0.2 22.0 14.1 1.8 100.0 2517
Peru 54.2 0.3 20.4 24.6 0.5 100.0 666
Trinidad and

Tobago 38.1 0.0 37.1 23.6 1.2 100.0 1161

Note: Figures in parentheses are based on 25-49 cases; "don't know" responses and missing cascs are

excluded.

*Government figures include local government clinics, the Ministry of Health and the Zimbabwe
National Family Planning Council (ZNFPC). ZNFPC is a parastatal organization that reccives
g&rlmibulions from the government and outside donors including IPPF.

omen 15-44



countries surveyed. While government mobile services exist in
cach of these countrics, they supply less than a tenth as many
women as do stationary government providers, The private sector
supplies at most 15 percent of modem users in these Asian coun-
trics.

The pauern is quite different in Latin America and the
Caribbean, where government sources were cited by a majority of
women only in Mexico and Peru, althoug?: they arc also important
in the Dominican Republic and Ecuador. Private providers are the
leading sources of modern methods in the other countries, with
pharmacics dominating in Brazil. Elsewhere, women most often
cite other private providers, such as doctors and facilitics operat-

c¢d by private voluntary organizations (including IPPF affiliates
and other private family planning organizations).

4.2 SOURCE BY METHOD

Clinical versus Supply Methods

Table 4.2 shows how contraceptive sources differ for clini-
cal and supply methods. Government sources are more important
for clinical than supply methods (see Figure 4.1). Pharmacies and
mobile government providers are virtually limited to supply meth-
ods.

Table 4.2 Source of modem contraceptive inethods by type of method (clinical or supply)

Percent distribution of currently married women 15-49 who are currently using any modern centraceptive method by source
of method, according to type of method (clinical or supply), Demographic and Health Surveys, 1986-1990

Clinical Methods Supply Methods
Government Govemment
Sta- Sta-
tion- Mo- Phar- Other Num- tion- Mec- Phar- Other Num-
Country ary bile macy private Other Total  ber ary bile macy priveie Other Total  ber
SUB-SAHARAN
AFRICA
Botswana 88.8 0.0 0.0 10.8 0.3 100.0 174 92.8 0.0 22 44 0.6 1000 367
Burundi . . - . . . 10 . . . » . . 23
Ghana (80.0) (0.0) (0.0) (17.8) (2.2) (100.0) 48 204 1.8 31.9 239 22.1 100.0 115
Kcnya 74.2 04 0.0 24.6 0.8 100.0 401 69.3 3.0 1.3 25.6 08 100.0 450
Liberia 61.0 0.0 0.0 36.7 23 100.0 59 26.1 0.0 16.0 579 0.0 100.0 138
Mali . . . . . hd 7 (8L1) 0.0) (1.9 (5.7 (11.3) (100.0) 30
Scnegal (64.0) (0.0) (0.0) (28.0) (B.0) (100.0) 25  (36.2) (0.0) (4.3) (553) (4.3) (100.0) 47
Sudan (North) 56.3 0.0 0.0 40.0 3.8 100.0 80 429 0.5 309 18.9 6.9 1000 216
Togo (80.0) (0.0) (0.0) (20.0) (0.0) (100.0) 35  (26.8) (0.0) (26.8) (12.2) (34.1) (100.0) 41
Uganda (719.1)  (0.0) (0.0) (209) (0.0) (100.0) 32 (34.9) (4.6) (34) (51.9) (5.1) (100.0) 48
Zimbabwe 713 0.0 —234— 53 100.0 95 64.5 25.5 —4.7— 52 1000 858
NEAR EAST/
ORTH AFRICA
“gypt 452 0.0 0.2 53.0 1.7 100.0 1419 16 0.0 88.9 1.2 23 100.0 1495
Morocco 70.9 1.5 0.0 26.9 0.7 1000 275 34.5 40.8 11.5 8.7 4.5 100.0 1283
Tunista 92.0 0.0 0.0 15 04 100.0 1141 39.5 0.0 46.1 11.9 2.5 100.0 479
ASIA
ndonesia 85.1 4.6 0.0 8.9 14 1000 1840 66.7 8.0 4.1 103 10.8 100.0 2937
Sri Lanka 93.3 0.7 0.0 5.6 04 100.0 1704 27.0 320 14.7 17.6 88 1000 471
Thailand 88.1 2.9 0.0 8.7 0.2 100.0 2199 703 4.0 15.5 712 3.1 100.0 1758
LATIN AMERICA/
CARIBBEAN
olivia 404 0.4 0.1 58.4 0.7 1000 456 94 2.5 352 47.1 59 100.0 149
Brazil! 53.1 0.0 0.1 449 2.0 100.0 994 3.7 0.3 924 2.1 1.5 1000 967
Colombia 22.0 0.0 0.0 77.8 0.2 100.0 839 10.8 1.6 64.2 19.1 4.3 1000 648
Dominican 46.6 0.1 0.0 523 1.0 100.0 1490 394 15.7 20.3 12.5 12.1 100.0 431
Ecuador 46.2 0.0 0.0 537 0.1 1000 732 29.9 0.0 21.0 47.5 1.5 1000 324
Guatemala! 354 0.0 0.0 62.6 2.0 100.0 114 235 11.0 23.5 38.5 35 100.0 200
Mexico 78.3 0.0 0.0 19.9 1.8 100.7 1677 29.1 0.7 65.8 2.6 1.8 100.0 840
Peru 68.4 0.0 0.8 30.8 0.0 100.0 389 343 0.7 48.0 159 1.1 1000 277
Trinidad and Tobago 573 0.0 0.0 409 1.8 100.0 335 30.3 0.0 522 16.6 1.0 100.0 826

Note: Figures in parenthescs arc based on 25-49 cases: "don't know"

* Less than 25 cases
'Women 15-44

responscs and missing cascs arc excluded.



Figurc 4.1 Among currently marricd women 15-49 who are currently using any modern contraceptive method, the percentage using
govemnment sources to obtain clinical or supply methods, Demographic and Health Surveys, 1986-1989
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In both sub-Saharan Africa and the Ncar East/North Africa
region, stationary government facilitics are cited by most women
using clinical methods. Only in Egypt did more than half of wom-
cn get a clinical method from a private provider. Private providers
also played a substantial role in Kenya, Liberia, Morocco, Sene-
gal, and Sudan, however, supplying at least 25 percent of users.

In the three Asian countrics surveyed, government sources
supply about nine of every ten women using a clinical method.
Government stationary facilities dominate, but mobile providers
were ciled by ncarly 5 percent women currently using a clinical
method in Indonesia.

In Latin America and the Caribbean, roughly half of all us-
crs obtained their clinical method from a government source while
thc remainder used private providers, with the most notable excep-
tions being Bolivia, Colombia, Guatemala, Mexico, and Peru. In
Bolivia, Colombia, and Guatemala, other private providers arc the
primary source of clinical methods. In contrast, government sta-
tionary facilitics are the primary source of clinical methods in
Mexico and Peru.

B Clinical Methods Supply Methods

) "

As cxpected, pharmacies are a major source of supply
m:thods such as the pill for women around the world. Their role
is least important, howcver, in sub-Saharan Africa. Only in
Ghana, Sudan, and Togo do pharmacics supply morc than a quar-
ter of women using these types of contraceptives. Over half the
waenen using supply methods in Liberia, Sencgal, and Uganda cit-
cd other private providers. In Botswana, Kenya, Mali, and Zim-
babwe, government stationary facilitics arc the major source of
supply methods, while mobile government providers are also im-
portant in Zimbabwe.

In the Near East/North Africa region, pharmacies are the
leading source of supply mcthods in Egypt and Tunisia, while
government sources predominate in Morocco. Mobile government
providers arc morc important thas stationary government facilitics
in Morocco.

In the Asian countrics surveyed, government providers are
the lcading source of supply methods, with mobile providers play-
ing the most important role in Sri Lanka. Pharmacics and other
private providers are also important sources for women using sup-
ply methods, although they scrve no more than 35 pereent of these
women in any country.



In Latin America and the Caribbean, patterns vary widely
from onc country to another. Pharmacies are the leading source of
supply methods in b.2zil, Colombia, Mexico, Peru, and Trinidad
and Tobago. Other private providers arc the major source for
women using supply methods in Bolivia, Ecuador, and Guatemala,
In contrast, government providess, both stationary and mobile, arc
the most important sources in the Dominican Republic. Mobile
government providers also scrve a substantial number of women
using supply methods in Guatecmala.

Pill, IUD, and Sterilization

Table 4.3 cxamines sources of supply for three leading
methods: the pill, IUD, and female sterilization. In most countries,
as expected, these very different methods exhibit a different sup-
ply pattern,

Insub-Saharan Africa, stationary government facilitics gen-
crally dominate, although private sources play a greater role in
supplying the pill than the other two methods. In Ghana, Kenya,
Liberia, Sencgal, Sudan, Togo and Uganda, ﬁharmacics and other
private providers arc the principal sources for the pill. In Zim-
babwe, government mobile sources arc important for pill uscrs.
The comparatively few IUD users in sub-Saharan Africa rely
largely on stationary government facilities, with the exception of
Sudan where most IUD users get their method from a private
source. Likewise, women who are sterilized nearly always had the
operation performed in a government facility.

Inthe Near East/North Africaregion, there is great variation
in source between countries for these methods. In Egypt, pharma-
cics supply most women with the pill and other private providers
arc the leading source of 1UDs, while 70 percent of sterilized
women had their operation at a government facility. In Morocco,
government sources suppiy over 70 percent of the women, no mat-
ter which method they use; mobile government sources are impor-
tant only for the pill. In Tunisia, pharmacics are the leading source
for pill users, while most women with an TUD and virtually all
those who are sterilized used a siationary government facility.

Governmentproviders dominate in all three Asian countries
surveyed, no matter what the method. In Sri Lanka, mobile gov-
emment services are the most common source for pills, while pill
users in Indonesia and Thailand largely depend on stationary gov-
ermment facilities. Pharmacics a:c a more imiportant source for pill
users in Thailand than in the other two countrics. As for IUDs and
female sterilization, from 89 to 97 percent of women using these
methods were scrved by a government provider. In Sri Lanka,
nearly one in ten TUD users was served by an outreach worker or
mobile clinic.

For most countrics in Latin America and the Caribbean, no
onc source completcly dominates the supply of pills. Instcad,
women look to a mix of government providers, pharmacics, and
other private sources. Brazil is no.ule because 92 percent of
women obtain their supplies of the pill from pharmacics. Guate-
mala and the Dominican Republic are the only Latin American
countrics where mobile government providers are an important
source for pill users. IUDs and sterilizations are largely limited to
stationary government facilities and other private providers in this
region, with government sources dominating both methods in
Mexico and Peru, and private sources dominating both methods
in Colon biaand Guatemala. In three countrics (Bolivia, Ecuador,
and Triridad and Tobago), women were more likely togoto a pri-
vate source for an IUD but to a government facility for steriliza-
tion. The reverse was truc in the Dominican Republic.

43 SOURCE BY URBAN-RURAL RESIDENCE

Table 4.4 presents the distribution of source by urban-rural
residence. With some exceptions, urban users in every region arc
more likely 1o go to a privaie provider, including pharmacies,
while rural users more frequently turn to government providers
(sce Figure 4.2). Mobile government supplicrs also play a greater
role in rural than urban arcas.

Insub-Saharan Africa, one exception to this general patiern
is Ghana, where there is little difference in the contraceplive
sources used by urban and rural women. In both Mali and Sene-
gal, the very small number of rural users makes any comparison
mcaningless. Zimbabwe is unique because of the heavy reliance
of rural women on government mobile sources.

Private sources arc more frequently mentioned by urban
than rural users in the Near East/North Africa region, too, except
in Egypt where private sources dominate in both rural and urban
arcas. In Morocco, rural users depend more on mobile than sta-
tionary government sources; the reverse is true for urban users.

In all three Asian countrics surveyed, urban users are far
more likely than their rural counterparts (o usc a private provider.
The difference is especially striking in Thailand, where urban
women arc morc than four times as likely as rural women to get
their contraceptive supplics from a pharmacy and almost three
times as likely to use another private provider.

Urban women in Latin America and the Caribbean are also
more likely to rely on private sources than rural women, with the
exception of Mexico and Brazil. Rural users in both these coun-
trics usc pharmacics :nore often than do urban users, while rural
women in Mexico are also more likely to use other private pro-
viders as well,



Table 4.3 Source of method for users of the pill, IUD, and female sterilization

Percent distribution of currently married women 15-49 who are currently using the pill, IUD, or female s:erilization, by source of method, Demographic and Health Surveys,

1986-1990
Pill IUD Female Sterilization
Government Government Government
Sta- Sta- Sta-
ton- Mo- Phar- Other Num- tdon- Mo Phar- Other Num- ton- Mo Phar- Other Num-
Country ary bile macy private Other Total ber ary bile macy private Other Total ber ary bile macy private Other Total ber
SUB-SAHARAN
AFRICA
Botswana 93.8 0.0 1.8 4.4 0.0 100.0 252 90.3 0.0 0.0 9.7 0.8 100.0 96 88.9 0.0 0.0 10.3 0.8 100.0 3
B urundi L4 Ed bl * [ ] . 6 . . [ ] [ ] . . 7 - »* . . . . 3
Ghana 259 5.4 29.3 27.6 13.8 100.0 58 . . . . . . 17 (893) (0.0) (0.0) (7.1) (3.6) (100.0) 31
Kenya 69.3 34 1.0 254 0.9 100.0 248 na 02 0.0 263 12 100.0 177 75.6 0.6 0.0 233 06 1000 224
Liberia 229 0.0 17.4 58.6 0.0 100.0 118 he . . . * hd 20 (66.7) (000 (0.0) (29.7) (3.6) (100.0) 39
Mali (84.4) 0.0 2.2 6.7 6.7y (100.0) 26 - . . . . hd 4 . * . hd . . 3
Sencgal (36.6) (0.0) (24) (56.1) (4.9) (100.0) 41 (64.0) (0.0) (0.0) (28.0) (8.0) (100.0) 25 U U U U U U 8
Sudan (North) 4.6 0.5 29.4 19.0 6.5 100.0 207 (25.0) 0.0 (00 @22 (2.8) (100.0) 36 (81.8) (0.00 (0.00 (13.6) (4.6) (100.0) a4
Togo - - - ” - - l l - - - - - - 20 - L - - - - 15
U ganda @3BL3) (1.7 4.8) (55.00 (7.2) (100.0) 34 . hd . * . hd 7 (93¢€ (00) (00 (64) (0.0) (100.0) 25
Zimbabwe 65.1 257 —4.0— 5.2 100.0 820 (50.0) (0.0 0.0 (357 (143) (100.0) 28 80.0 0.0 0.0 18.4 1.6 100.0 62
NEAR EAST/
NORTH AFRICA
Egypt 8.5 0.0 87.6 13 2.6 100.0 1258 42.6 0.0 0.0 55.6 1.8 100.0 1295 7.8 0.0 1.8 254 0.0 100.0 122
Morocco 348 413 11.1 8.3 4.5 100.0 1247 715 1.9 0.0 259 0.6 100.0 158 69.8 0.9 0.0 28.4 09 100.0 118
Tunisia 40.6 0.0 48.7 82 25 100.0 355 88.8 0.0 0.0 11.0 0.1 100.0 681 96.7 0.0 0.0 24 09 100.0 460
ASIA
Indonesia 66.3 11.8 1.6 33 169 1000 1752 833 53 0.0 9.9 1.3 100.0 .442 93.5 0.0 0.0 5.9 06 100.0 340
Sri Lanka 17.5 49.2 14.0 12.6 6.7 100.0 223 853 9.6 0.0 5.0 0.0 100.0 115 96.4 0.0 0.0 34 02 1000 1355
Thailand 65.1 5.1 205 5.1 4.2 100.0 1161 95.1 1.7 0.0 32 0.0 100.0 429 914 04 Q.0 83 0.0 100.0 1424
LATIN AMERICA/
CARIBBEAN
Bolivia 4.1 0.0 38.9 50.6 6.4 100.0 93 20.1 0.8 03 78.1 0.8 100.0 238 62.9 0.0 0C 36.6 05 1000 217
Brazil® 39 0.3 92.1 23 14 100.0 874 27.5) (0.0) (2.5) (0.0) (70.1) (100.0) 33 55.1 0.0 0.0 42.8 2.1 100.0 931
Colombia 13.3 1.7 62.7 19.9 24 100.0 468 39.6 0.0 0.0 59.8 0.6 100.0 313 11.7 0.0 0.0 88.3 00 1000 521
Dominican Rep. 40.8 173 17.1 129 11.9 100.0 363 69.5 1.7 0.0 24.1 4.7 100.0 123 4.5 0.0 0.0 55.1 04 100.0 1358
Ecuador 32.8 0.0 18.8 46.8 1.6 100.0 250 28.6 0.0 0.0 714 0.0 100.0 290 58.0 0.0 0.0 4135 02 1000 442
Guatemala! 29.3 15.8 11.3 40.6 3.0 100.0 133 11.5 0.0 0.0 88.5 0.0 100.0 61 41.5 0.0 0.0 56.4 20 100.0 349
Mexico 32.8 0.8 62.9 1.8 1.6 100.0 553 76.9 0.0 0.0 19.1 4.0 100.0 578 78.8 00 0.0 20.5 06 100.0 1058
Peru 38.6 1.1 45.0 14.8 0.5 100.0 189 63.4 0.0 14 346 0.0 100.0 213 74.0 0.0 0.0 26.0 0.0 100.0 177
Trinidad and
Tobago 31.0 0.0 529 159 0.3 100.0 366 42.2 0.0 0.0 56.9 0.9 100.0 116 66.8 0.0 0.0 31.8 1.4 100.0 215

Note: Figures in parentheses are based on 25-49 cases; "don’t know” responses and missing cases are excluded.
U=Unknown (question not asked)

* |ess than 25 cases.
! Women 15-44



Table 4.4 Source of modem contraceptive method by urban-rural residence

Percent distribution of currently married women 15-49 who are currently using any modern contraceptive method by source
of method, according to urban-rural residence, Demographic and Health Surveys, 1986-1990

Urban Rural

Government Govemment

Sta- Sta-

tion- Mo- Phar- Other Num- tion- Mo- Phar- Other Num-
Country ary bile macy private Other Total  ber ary bile macy private Other Total  ber
SUB-SAHARAN
AFRICA
Botswana 87.0 0.0 3.7 8.8 0.5 1000 220 946 0.0 0.0 5.0 05 100.0 321
Bumndi * * * * * * 12 * * * * * * 21
Ghana 38.2 1.3 224 224 158 1000 78 36.6 1.2 232 220 17.1 1000 85
Kenya 65.1 1.0 1.7 312 1.0 1000 190 735 2.0 0.4 234 0.7 100.0 661
Liberia 322 0.0 129 538 1.1 1000 128 44.6 0.0 8.1 472 00 1000 68
Mali (79.3) (0.0) (1.6) (8.0) (11.1) (100.0) 36 * * * * * * 2
Senzgal 46.3 0.0 1.5 463 6.0 1009 67 * * * * * * 5
Sudan (North) 45.3 04 229 251 63 1000 223 50.0 0.0 21.6 23.0 54 1000 74
Togo (43.5) (0.0) 217 (21.7) (13.0) (100.0) 46 (63.3) (0.0) (3.3) (6.7) (26.7) (100.0) 30
Uganda (38.1) (1.6) (0.0) (60.3) (0.0) (100.0) 35 (64.3) (3.7) (3.7) (22.8) (5.5) (100.0) 45
Zimbabwe 82.8 34 —10.4— 34 100.0 378 534 358 —4.4— 6.4 100.0 575
NEAR EAST/
NORTH AFRICA
Egypt 26.5 0.0 445 2713 1.7 100.0 1946 248 0.0 48.0 246 27 100.0 969
Morocco 419 275 106 171 29 1000 934 394 433 7.9 4.2 53 1000 624
Tunisia 73.5 00 155 100 1.0 100.0 1119 832 0.0 9.4 6.2 1.2 100.0 501
ASIA
Indonesia 69.3 2.4 6.8 185 3.0 100.0 1430 758 8.5 0.7 6.1 89 100.0 3348
Sri Lanka 70.8 3.1 4.8 181 3.2 100.0 352 805 8.3 2.9 6.3 20 100.0 1823
Thailand 62.0 0.8 186 169 1.7 1000 723 843 4.0 4.2 6.0 1.4 100.0 3234
LATIN AMERICA/
CARIBBEAN
Bolivia 28.9 0.4 9.6 59.0 2.2 100.0 490 49.1 3.2 53 414 1.0 1000 115
Brazil! 29.3 0.1 434 26.1 1.2 100.0 1527 26.8 0.2 534 156 3.9 100.0 436
Colombia 13.8 03 282 554 23 1000 1110 267 1.9 275 428 1.1 1000 377
Dominican Rep. 43.7 1.3 58 447 4.4 100.0 1230 473 7.7 2.3 408 1.9 1000 690
Ecuador 39.5 0.0 6.8 53.0 0.7 1000 709 44.7 0.0 5.8 493 03 1000 347
Guatemala' 29.8 3.1 7.2 56.8 3.1 100.0 389 345 4.0 7.5 524 1.6 1000 252
Mexico 73.4 0.6 16.1 7.0 29 100.0 474  66.7 0.3 207 102 22 100.0 363
Peru 522 0.0 21.1 262 0.5 100.0 577 674 2.2 157 146 0.0 1000 89
Trinidad and
Tobago 28.2 0.0 422 217 1.9 100.0 535 465 0.0 327 20.1 06 100.0 626

Note: Figures in parentheses are based on 25-49 cascs; "don't know" responscs and missing cases arc excluded.
* Less than 25 cases
'Women 15-44



Figure 4.2 Among currently married women 1549 who are currently using any modern contraceptive method, the percentage using
government sources by urban-rural residence, Demographic and Health Surveys, 1986-1990
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44 SOURCE BY PARITY

Table 4.5 cxamincs the relationship between contraceptive
sources and a woman'’s parity. Parity is categorized as 0 to 2 chil-
dren, 3 10 4 children, or 5 or more children. While the trend is not
always strong, the same pattern appears in cvery region: as parity
increases, women are less likely to use pharmacies and other pri-
vate providers and more likely to use a government source. This
trend would make sense if users change methods as their parity in-
creases, moving from short-term methods appropriate for spacing
to long-term methods appropriate for limiting. Such a shift would
imply less reliance on pharmacics, which can provide only short-
term methods. In some countries it might also suggest less use of
mobile government services and other private providers that do
not provide a full range of methods. Instead women would seck
out facilitics that had the staff and equipment to provide more
permancent methods. In practice, this may mean stationary govern-
ment facilitics.

It is difficult to sec any unequivocal trends in sub-Saharan

Africa because of the small number of users in most countries, cs-
pecially at low paritics. Neverthelcess, it does appear that as parity

10

Burban ElRural

increases women are more likely to use government than private
sources. There is little cvidence from other sources, however, that
a shift in method mix with increasing parity (as described above)
is presently taking place in sub-Saharan Africa—with the excep-
tion of the use of female sterilization in Botswana, Kenya, and
Zimbabwe (Rutenberg et al., 1991).

In the Near East/North Africa region, differences by parity
are not strong, but there also seems to be a gradual shift toward
greater use of government sources, at the expense of private
sources, as parity increascs.

Likewise, higher-parity women in Asia use government
providers proportionately more (and pharmacies and other private
sources proportionatcly less) than do lower-parity women. In
Indonesia and Sri Lanka, women with more chililren are also less
likely to use mobile government providers, alt!.ough no strong
trend is cvident in Thailand.

In all the countries in Latin America and the Caribbean, the
percentage of women relying on government stationary sources
rises with parity. Mobile government sources, however, become
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Table 4.5 Source of modem contraceptive methods by number of children

Percent distribution of currently married women 15-49 who are currently using any modem contraceptive method by source of method, according to number of living children, Demographic end Health
Surveys, 1986-1990

0-2 Children 34 Children S Children or More
Govemment Govemment Govemnment
Sta- Sta- Sta-
tion- Mo- Phar- Other Num- tion- Mo- Phar- Other Num- tion- Mo- Phar- Other Num-
Country ary bile macy private Othe. Total ber ary bile macy private Other Total ber ary bile macy private Other Total ber
SUB-SAHARAN
AFRICA
Botswana 86.7 0.0 24 9.6 14 1000 146 912 0.0 1.4 7.4 0.0 1000 205 96.0 0.0 03 33 03 1000 183
Bumndi . - - . - . 7 . - . » * - 12 . - - - - - 14
Ghana (25.00 (0.0) (25.0) (16.7)y (33.3) (100.0) 36 (13)  (43) (19.6) (23.9) (10.9) (100.0) 47 423 00 225 254 99 1000 75
Kenya 2 1.6 08 242 12 1000 141 644 3.1 1.0 315 00 1000 263 75.8 11 03 217 12 1000 445
Liberia 26.0 00 201 539 0.0 1000 55 385 00 109 505 00 100.0 63 46.3 0.0 63 453 21 1000 66
Mali - - - . - . 10 - . - - - - 7 - - L4 . - * 13
Senegal . . - . . - 21 . . . . . . 22 (448) (0.0 (34) (414) (103) (100.0) 29
Sudan (North) 46.3 12 244 207 73 1000 82 375 00 262 325 38  100.0 80 51.9 00 193 222 6.7 1000 134
Togo . . . . . o 21 (40.00 (0.0) (2000 (12.0) (28.0) (1000) 25 (74.1) (0.0 (ILI) (IL1) @37 (100.0) 27
Uganda - . - . » - 20 . » . . . . 19 (5600 (41 (0.0) (337 (62) (100.0) 4
Zimbabwe 676 193 —8.0— 51 1000 333 659 21.1 —1.7— 53 i00.0 323 612 293 —4.1— 54 1000 294
NEAR EAST/
NORTH AFRICA
Egypt 22 00 441 312 26 1000 790  26.1 00 464 26.1 15 1000 1198 28.8 90 463 227 22 1000 920
Morocco 399 327 100 125 42 1000 409 370 366 110 120 34 1000 465 450 326 78 111 35 1000 656
Tunisia 714 00 155 117 14 1000 427 756 00 147 9.2 05 1000 598 81.2 00 112 6.3 14 1000 591
ASIA
Indonesia 72.5 7.6 2.1 9.4 84 1000 2022 735 6.2 34 109 62 1000 1688 TI2 5.6 2.0 9.2 60 1000 998
Sri Lanka 574 162 68 15.1 45 1000 606 846 5.1 1.8 6.7 1.8 1000 1014 93.0 20 1.4 34 02 1000 545
Thailand 78.1 32 8.2 8.7 1.8 1000 1955 844 28 42 8.1 0.5 1060 1326 85.3 54 2.1 63 09 1000 523
LATIN AMERICA/
CARIBBEAN
Bolivif\ 15.8 1.6 135 666 25 1000 189 309 0.9 71 590 21 1000 274 60.5 0.0 53 333 09 1000 136
Brazil 152 01 637 199 1.1 1000 95 393 00 259 324 23 1000 680 S1.O0 06 262 193 29 1000 310
Colombia 163 12 361 439 26 1000 617 166 05 243 567 19 1000 S24 200 03 155 61 00 1000 316
Dorminican Rep. 427 8.9 9.7 313 75 1000 532 424 1.4 30 520 12 1000 760 513 14 12 440 22 1000 608
Ecuador . 28.5 00 101 605 08 1000 365 426 0.0 4.8 523 02 1000 413 58.3 0.0 3.0 383 04 1000 264
Gua{cmala 2.2 46 144 542 46 1000 153 326 3.0 56 572 1.6 1000 304 389 33 9 s17 22 1002 180
Mexico 53.6 00 306 135 23 1000 927 653 00 182 147 1.8 1000 900 na 09 11.8 146 L1 1000 659
Peru 48.0 04 234 278 04 1000 247 492 00 27 217 04 1000 242 703 06 128 157 06 1000 172
Trinidad and
Tobago 33.2 00 430 230 08 1000 491 428 00 300 262 1.0 1000 3% 55.3 00 218 218 L1 1000 185

Note: Figures in parentheses are based on 25-49 cases; "don't know" responses and missing cases arc excluded.
* Less than 25 cases
'Women 15-44



less important in the Dominican Republic as parity increases and
women tum increasingly to sterilization (Rutenberg ct al., 1991).
In every country, pharmacics become less important as women
have more children. In contrast, the usc of other private providers
varics by country: it increascs with parity in Colombia and Mcxi-
co, decreases with parity in Bolivia and Ecuador, while no
straightforward pattem is cvident in the other countrics.

4.5 SOURCE BY WOMAN’S AGE

Table 4.€ cxamines the relationship between the sources of
contraceptive methods and woman’s age. The women are divided
into three age groups: 15 to 24 years, 25 to 34 years, and 35 years
and over. It is possible that, as they age, women might shift from
temporary to more permanent methods as has been hypothesized
1o occur with increasing parity. Thus, with increasing age, women
might shift away from those sources providing largely emporary
mcthods lilke pharmacies to sources providing permancnt methods
like stationary government clinics. While this pattern docs appear
insome countrics, the overall results are much less consistent than
thosc for parity.

The small number of users in many sub-Saharan countries
makes it difficult to discern any trends. Only Botswana, Kenya,
and Zimbabwe have sufficient numbers of users in every age
group to permit analysis. The use of government stationary facili-
tics decreases with age in only one of these countries, Botswana.
In both Kenya and Zimbabwe, there is no consistent trend.

In the Near East and North Africa region, the use of gov-
emment stationary providers increases with age in Egypt and Mo-
rocco, but not Tunisia. Mobile government supplicrs become less
important with age in Morocco, and pharmacies decrease in im-
portance with age in Egypt and Tunisia. Morocco is the only one
of these countries to show a consistent trend in the use of other
private sources: this increases with age.

In all threc countries surveyed in Asia, govemment station-
ary providers become more important with age, most markedly in
Sri Lanka. At the same time, mobile government sources become
rclatively less important in Indonesia and Sri Lanka as age in-
creases, while they increase slightly in Thailand. The importance
of pharmacies decreases as women age in Sri Lanka and Thailand,
but the reverse is truc in Indonesia. Use of other private sources
docs not vary by age in Indoncsia, while it increases in importance
as women age in Thziland and decreases in Sri Lanka.

In Latin America and the Caribbean, as women age they are
morc likely to use stationary government facilitics in Bolivia, Bra-
zil, Ecuador, Guatemala, and Mexico—but arc less likely to do so
inColombia and the Dominican Republic. While government mo-
bile sources arc used morc by older users in Bolivia, they appear
to be uscd only by younger users in both the Dominican Republic
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and Guatcmala. In every country in Latin America, the proportion
of women relying on the pharmacy decrcases with age. Other pri-
vale sources arc most important for older users in Brazil, Colom-
bia, the Dominican Republic, Mexico, Peru, and Trinidad and To-
bago; for younger users in Ecuador; and for the middle age group
in Bolivia and Guatemala.

4.6 SOURCEBY EDUCATION

Educational level has been divided inte three categories: no
cducation, primary ecducation, and sccondary or higher education,
Women with secondary or higher cducation in cvery country are
more likely than women with no education to obtain contracep-
tives from a private source (sce Figure 4.3). Education may serve
as a proxy here for income level: more educated women may be
better able to afford private providers, which presumably are more
cxpensive than govemment sources.

Table 4.7 shows that, with some cxceptions, government
sources become less important and privale sources more important
as cducational level increases in sub-S::taran Africa. This trend
can be scen in Botswana, Ghana, Kenya, Sudan, snd Zimbabwe
(when stationary and mobile govemment sources arc combined).
The small number of users in Burundi, Mali, and Senegal made
results there uninterpretable.

In the three Near East/North African countries surveyed,
usc of government providers falls with educational level, although
only at the secondary level in Egypt. There is no consistent pattern
for pharmacics, however: they arc used most by the least educated
women in Egypt, by the most educated women in Morocco, and
by women with primary education in Tunisia. [n cvery country in
this region, the usc of other private providers increases with edu-
cational level.

In every Asian country surveyed, reliance on pharmacies
and other private providers rises with cducational level. In Sri
Lanka and Thailand, the proportion of women using some kind of
govemment provider also falls with cducation. In Indonesia, reli-
ance on stationary government facilitics is higher among uscrs
with some cducation than those with no cdecation. Offsetting this,
however, may be the unusually high proportion of women with no
education who cite "other” sources of contraception (family,
friends, inconsistent responses).

Women in every country surveyed in Latin Amcrica and
the Caribbean, with the exception of Colombia, are more likely 0
use stationary govemment facilitics the less educated they are.
Conversely, reliance on pharmacices rises with educational level in
cvery country in this region. The use of other private sources also
rises with educational level in all countrics except Colombia,
where they are most important for women with no education,
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Table 4.6 Sources of modem contraceptive methods by age

Percent distribution of currenly married women 15-49 who are currentl

y using any modem contraceptive method by source of method, according to current age, Demographic and Health Surveys,

1986-1990
15-24 Years 25-34 Years 35-49 Years
Govemment Govemment Govemment
Sta- Sta- Sta-
uon- Mo- Phar- Other Num- ton- Mo- Phar- Other Num- tion- Mo- Phar- Other Num-
Country ary bile macy private Other Total  ber ary bile macy private Other Total  ber ary bile  macy private Other Total ber
SUB-SAHARAN
AFRICA
Botswana 97.4 0.0 0.9 1.7 00 1000 68 923 0.0 1.7 5.5 05 1000 280 88.2 0.0 1.5 9.7 06 1000 193
Bumndi - - . . - » 4 . . . . . - 18 L4 . . L4 - - 11
Ghana . . . . . . 24 309 29 279 206 176 1005 71 50.0 00 152 2538 9.1 1000 68
Kenya 73.1 2.6 1.0 230 0.3 1000 116  69.1 2.6 12 267 04 1000 371 73.9 0.7 0.1 242 1.3 1000 364
Liberia (32.2)  (0.0) (13.6) (542) (0.0) (100.0) 41 259 00 136 605 00 1000 91 54.3 0.0 64 372 21 1000 64
Mali - . - . . - 12 . . - . - - 18 . L . » . A 8
Senegal . . . . . . 6 (543) 00 (22) (39.1) (43) (100.0) 46 . * - d b d 20
Sudan (North) 47.8) (22) 261D (179 (6.5 (1¢.0) 46 456 00 265 235 44 100.0 136 47.0 0.0 16.5 28.7 7.8 1000 114
Togo . . . . . . 13 (500) 0.0) (133) (I133) (23.3) (100.0) 30 (63.6) (0.0) (152) (152) (6.1) (100.0) 33
Uganda . . . . . . 13 (373 (000 (00 (62.7) (0.0) (100.0) 27 (68.5) (4.1) (0.0) (21.3) (6.1) (100.0) 40
Zimbabwe 693 231 —30— 45 1000 264 618 232 —8.0— 69 1000 461 6.7 224 —84— 26 1000 228
NEAR EAST/
NORTH AIFRICA
Egypt 232 00 472 268 29 1000 326 247 00 466 268 1.9 1000 1216 276 00 445 260 19 1000 1372
Morocco 379 397 9.6 5.5 731000 219 397 349 105  12.1 28 1000 713 433 305 83 141 38 1000 626
Tunisia 76.1 00 174 5.2 13 1000 155 739 00 145 105 1.1 1000 697 78.9 0.0 12.1 8.1 09 1000 768
ASIA
Indonesia 71.7 8.8 1.5 102 78 1000 965 734 6.7 26 100 73 1000 2271 75.8 5.4 3.0 92 65 1000 1541
Sn Lanka 557 215 77 109 43 1000 191 746 9.5 33 104 23 1000 912 86.7 32 23 5.9 1.8 1000 1072
Thailand 75.1 21 143 6.2 23 1000 669 806 36 6.6 73 1.8 1000 1737 82.0 3.7 3.9 9.6 0.8 1000 1552
LATIN AMERICA/
CARIBBEAN
Bolivia 197 00 19.1 SR8 24 1000 &0 245 19 86 623 27 1000 289 45.1 00 65 474 1.0 1000 256
Brazil 10.1 02 820 6.2 15 1000 350 272 C1 478 236 1.3 1000 945 406" 01 234 332 27" 1000 667
Colombia 235 23 395 323 231000 266 148 05 331 486 29 1000 681 16.7 02 159 665 07 1000 540
Dominican Rep. 478 136 87 217 82 1000 336 462 26 53 432 27 1000 840 424 0.3 19 532 22 1000 745
Ecuador 26.8 00 87 624 20 1000 149 386 00 73 S37T 04 1000 492 49.4 00 46 458 02 1000 415
Guatermala 167 143 119 512 60 1000 84 288 26 R8 572 26 1000 306  402* 08 40" 538  12° 1000 251
Mexico 85 00 318 64 34 1000 477 596 00 244 142 17 1000 1088 66.1 06 143 179 L1 1000 955
Peru 56.8 00 253 179 00 1000 95 502 06 2.0 246 00 1000 309 58.0 00 137 271 L1 1000 262
Trinidad and
Tobago 371 00 445 176 08 1000 245 386 00 390 212 1.1 1000 523 37.9 00 300 305 1.5 1000 393

Note: Figures in parentheses are based on 25-49 cases; "don't know" responses and missing cases are excluded.

* Less than 25 cases
8Women 35-44



Figure 4.3 Among currently marricd women 15-49 who are currently using any modern contraceptive method, the percentage using
government sources by cducation, Demographic and Health Surveys, 1986-1990
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Table 4.7 Source of modem contraceptive methods by education

Percent distribution of currently married women 1549 who 2re currentl

y using any modem cautrazeptive method by source of method, according o education, Demographic ard Health Surveys,

1986-1990
No Education Primary Secondary or Higher
Govemment Govemment Govemment
Sta- Sta- Sts-
tion- Mo- Phar- Other Num- tion- Mo- Phar- Other Num- tion- Mo- Phar- Other Num-
Country ary bile macy privats Other Total ber ary bile macy privatc Other Total  ber ary bile macy privatc Other Total ber
SUB-SAHARAN
AFRICA
Botswana 98.9 0.0 0.0 1.1 00 1000 104  96.1 0.0 0.2 3.7 00 1000 273 79.3 0.0 46 145 1.6 1000 164
Bumndi Y . - - . - 14 - » - . Y - 9 . . . . L4 - 10
Ghana (543) (22) (19.6) (152) (8.7) (100.0) 47 309 L1 223 266 19.1 1000 98 . . . . . . 18
Kenya 76.8 0.5 02 216 09 1000 146 748 25 04 214 1.0 1000 470 62.1 12 17 347 04 1000 235
Liberia 43.6 0.0 83  46.1 21 1000 66 (48.3) (0.0) (18.0) (33.6) (0.0) (100.0) 31 282 00 111 607 00 1000 99
Mali - = . » . - 10 Y - Y . » * 21 - - b4 - - - 7
Senegal . . . . . » 21 » . . . » . 18 (364) (0.0) (3.0) (57.€) (3.0) (100.0) 33
Sudan (North) 55.9 1.7 169 237 1.7 100.0 58 518 00 167 254 6.1 1000 114 37.1 00 306 242 81 1000 124
Togo (65.5) (0.0) (10.3) (3.4) (20.7) (100.0) 2923 . » . - . . 23 * . * . * . 24
Uganda . - » . - . 13 (57.2) (14) (00) (39.4) (2.0) (100.0) 42 422) (0.0) (0.0) (57.8) (0.0) (100.0) 25
Zimbabwe 60.7 311 —4.1— 41 1000 12 63.4 265 —43— 59 1000 543 70.1 12.8 —I12.5— 45 1000 288
NEAR EAST/
NORTH AFRICA
Egypt 27.7 00 49.8 206 19 1900 1062 279 00 462 234 25 1006 1128 20.1 00 390 396 13 1000 725
Morocco 426 3713 8.0 7.9 43 1000 1105 423 297 122 126 33 1000 246 302 200 141 332 25 1000 205
Tunisia 83.8 00 102 49 1.1 1000 850 732 00 185 72 1.1 1000 552 564 00 147 280 09 1000 218
ASIA
Indonesia 70.5 6.7 0.3 38 189 1000 754 769 7.6 1.3 8.1 6.1 1000 2985 674 42 76 19.1 17 1000 1039
Sri Lanka 943 3.7 0.0 1.4 05 1000 249 868 4.8 1.9 5.9 05 1000 745 70.7 9.9 45 1. 37 1000 1179
Thailand 81.7 69 4.5 4.6 23 1000 319 820 33 59 7.3 1.5 100.0 3200 66.3 13 159 159 06 1000 429
LATIN AMERICA/
CARIBBEAN
Bolivia 63.1 9.2 08 268 00 1000 27 457 0.6 87 432 1.8 1000 205 234 0.5 94 649 21 1000 373
Brazil! 394 06 348 183 68 1000 136 313 01 465 205 1.6 1000 1424 156 00 465 371 09 1000 399
Colombia 174 00 216 610 00 1000 91 200 05 258 512 25 1000 819 129 L1 321 523 15 1000 578
Dominican Rep. 542 32 1.6 353 57 1000 88 484 40 23 423 29 1000 1319 346 28 108 472 45 1000 SI13
Ecuzdor . 71.7 0.0 43 239 00 1000 46  46.8 0.0 45 478 09 1000 556 313 0.0 9.0 595 02 1000 454
Guatemala 403 52 37 478 30 1000 134 344 36 66 536 19 1000 366 163 14 128 6.0 35 1000 141
Mexico 81.9 13 113 47 08 1000 154 644 03 200 129 24 1000 1483 54.0 00 272 178 09 1000 884
Peru 85.3 0.0 59 8.8 00 1000 34 661 09 154 172 05 1000 221 453 00 243 299 05 1000 411
Trinidad and
Tobago 66.7 0.0 00 333 00 1000 6 487 00 299 201 1.2 1000 591 26.6 0.0 450 271 12 1000 564

Note: Figures in parentheses are bascd on 25-49 cases;

* Less than 25 cases
'Women 15-44

“don’t know" responses and missing cases are excluded.



S Contraceptive Practice and
Contraceptive Source
Patterns

Contraceptive prevalence is often used as an indicator of a
country’s stage of family planning development. However, there
is no conccptual framework to explain contraceptive source
patterns across countrics. Recently, Cross and collcagues (1991)
presented a model linking the use of modem contraception with
contraceptive source patterns. They contend that at the outsct of
fertility decline, when contraceptive prevalence is very low, most
users of contraception are financially well-off urban residents. At
this stage of family planning development, the private, for-profit
scctor meets the limited demand of high-income urban residents,
while NGOs struggle 1o initiate interest among lower income indi-
viduals. During this phase, thec government has limited interest in
family planning,

Oncc family planning development reaches its middle
stages, the role of NGOs becomes more established with the con-
tinucd diffusion of family planning information and counseling
services. This leads 1o a strong governmental role in the provision
of contraceptive scrvices. During the third and final stage, when
the benefits of family planning are widely recognized and long-
term methods are in demand, governments attempt to shift the re-
sponsibility for providing services to the privale sector. Because
the cost of high contraceptive prevalence with modern methods is
rather exorbitant, demand begins 10 oulstrip govermnment capacity
and/or inteicst in supplying contraceptives at a subsidized price.
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Conscquently the private scctor once again becomes the major
provider of contraceptives. In this model, NGOs scrve mainly as
a motivational force in family planning development and do not
play a significant role in providing contraception at any stagc.

The DHS data presented in Table 5.1 can be used to test
this model. In sub-Saharan Africa, the public scctor is the major
source of family planning methods in the three countrics with
moderate contraceptive prevalence rates (Botswana, Kenya, and
Zimbabwc). Kenya is the only onc of these three countries where
NGOs supply a large number oi modern contraceptive users (17
percent). In the Near East and North Africa region and in the
Asian countrics surveyed, the role of NGOs is almost nonexistent.
However, NGOs provide between 14 and 39 percent of all modem
services in four of the countries surveyed in Latin America and
the Caribbean (scc Figure 5.1).

DHS results indicate clearly that as long as governments
have a strong population policy to reduce fertility (sce Appendix
A), the public sector remains the major provider of family plan-
ning scrvices, cven in countrics where contraceptive prevalence
rates arc relatively high, Egypt is among the few countrics with a
comprchensive population policy where the role of the public sec-
tor in providing modern contraception is limited (to 26 percent).
But, cven in this case, the private sector is heavily subsidized by
the government.



Table 5.1 Contraceptive prevalence and source of modem methods

Contraception prevale:-ze among currently married women 15-49 and percent distribution by source of modem methods, Demographic
and Health Surveys, 1986-1990

Contraceptive Source of modern
prevalence contraceptive methods
Private
Year of All Modern for-
Country fieldwork methods  mcthods Number proﬁll NGO? Public? Other* Total Number
SUB-SAHARAN
AFRICA
Botswana 1988 33.0 33.0 1708 8.0 0.0 91.5 0.5 100.0 541
Burundi 1987 8.7 1.2 2669 2.1) 0.0 (86.5) (11.4) (100.0) 33
Ghana 1988 12.9 52 3156 25.3 19.2 38.6 16.5 100.0 163
Kenya 1988/89 26.9 17.9 4765 9.2 16.6 734 0.8 100.0 851
Liberia 1986 6.4 5.5 3538 17.1 45.7 36.5 0.7 100.0 196
Mali 1987 47 1.3 2948 (1.5) (1.6) (75.9) (15.0) (100.0) 37
Sencgal 1986 11.3 24 3365 48.6 0.0 48.5 5.6 100.0 72
Sudan (North) 1989/90 8.7 5.5 5400 35.7 11.8 46.5 6.0 100.0 296
Togo 1988 339 3.1 2454 26.3 11.8 51.3 10.5 100.0 76
Uganda 1988/89 49 2.5 3180 10.1 31.4 55.4 3.1 100.0 80
Zimbabwe 1988/89 43.1 36.1 25643 4.2 z.5 88.1 52 100.0 953
NEAR EAST/
NORTH AIRICA
Egypt 1988/89 37.8 35.5 822i 71.4 0.7 25.9 2.0 100.0 2914
Morocco 1987 35.8 289 5447 20.3 1.2 74.5 4.0 100.0 1558
Tunisia 1988 49.8 40.4 4012 22.5 - 76.5 1.0 100.0 1620
ASIA
Indonesia 1987 47.7 439 10907 12.3 0.8 83.6 0.8 100.0 4777
Sri Lanka 1987 61.7 40.6 5442 10.2 1.1 86.5 2.2 100.0 2175
Thailand 1987 65.5 63.6 6236 14.8 0.. 83.6 1.5 100.0 3957
LATIN AMERICA/
CARIBBEAN
Bolivia 1989 30.3 12.2 4941 63.5 1.0 336 1.9 100.0 605
Brazil® 1986 66.2 56.5 3471 68.4 1.0 28.8 1.8 100.0 1961
Colombia 1986 64.8 52.4 2580 39.6 38.6 19.8 2.0 100.0 1487
Dominican Republic 1986 49.8 46.5 4133 47.1 0.8 48.6 3.5 100.0 1921
Ecuador 1987 443 35.8 2957 43.7 14.5 41.2 0.6 100.0 1056
Guatemala® 1987 23.2 19.0 3377 259 36.5 35.1 2.5 100.0 641
Mexico 1987 527 44.6 5662 36.1 - 62.1 1.8 100.0 2517
Peru 1986 45.8 23.0 2900 42.6 2.4 54.5 0.5 100.0 666
Trinidad/Tobago 1987 52.7 44.4 2617 46.1 14.6 38.1 1.2 100.0 1161

Note: Figures in parentheses are based on 25-49 cascs; "don’t know" responses and missing cases are excluded.
'Private for-profit includes private doclor, private hospital or clinic, pharmacy, market or shop.

NGO includes family planning associations affiliated with IPPF and church institutions.

3Public includes government and parastatal institutions.

Other includes friends, parcnts and other responses.

SWomen 15-44



Figure 5.1 Percentage of currently marricd women 15449 currently using any modern contraceptive method and the percentage who
obtain their method from an NGO
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6 Summary and Conclusions

Somc limitations have been identificd in the DHS-I data on
sources of modemn contraceptive methods. There are two major
concerns with these data: first, the difficulty in classifying specific
facilitics as public or private sector and, second, the failure to re-
cord the original source of supply methods which may be redis-
tributed by other sources. Despite these shortcomings, the data
provide reliable information on contraceptive sources from nation-
ally representative samples.

The public scctor remains the main source of family plan-
ning mcthods for half of the 26 countries under review. In all but
four countries in sub-Saharan Africa, the govermment is the major
supplicr of all forms of modem contraception. In all the Latin
American countries except Mexico, however, the majority of cur-
rently married uscrs get their contraceptive methods from the pri-
vate sector. Doctors and other private NGOs, including IPPF af-
filiates, are the major source of contraception in Bolivia, Colom-
bia, Ecuador, and Guatemala.

The private scctor is dominant in providing the pill in 14
countrics, with the pharmacy, as expected, being the major source
among private providers. For IUD users, the public sector is the
major source in sub-Saharan Africa, North Africa (with the excep-
tion of Egypt), and Asia. For femalc sterilization, government pro-
viders are dominant in all countries but three (Colombia, Domini-
can Republic, and Gualemala).

Diffcrentials in contraceptive sources by place of residence
show that, overall, urban women rely more on private sources than
rural women. As parity, and to a lesser extent age, increase, wom-
¢n in most countrics are more likely to turn (o stationary govern-
ment facilitics for contraception. Government providers hecome
relatively less important, however, and private sources more im-
portant as women'’s cducational level increases.
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Appendix A

Government Positions on Population and Family Planning

SUB-SAHARAN AFRICA
Botswana

The Maternal and Child Health/Family Planning (MCH/FP) Pro-
gram is a major component of Primary Health Care (PHC) in
Botswana. According to Chapter 14 of the 1976-81 National De-
velopment Plun (NDP) national hcalth policy secks to make
"family planning advice and malerials available to all potential
parents and by so doing to achicve a reduction in the population
growth rate. Inaddition the government will undertake research to
discover parents’ reasons for desiring large familics: this is neces-
sary if cfforts to persuade people to have fewer children are to be
cffective.”

Workshopsand conferences on population and development have
taken place to further scnsitize policymakers on population mat-
ters. The results of the Botswana Family Health Survey of 1984
were disseminated during a seminar held for policymakers and
implementers in October 1985. A conference on Population and
Dcvelopment for Parliamentarians and Chiefs was held in Scp-
tember 1986, followed in January 1987 by another conference on
the same subject for permancnt secretarics and senior public of-
ficers. A National Parliamentary Council on Population and De-
velopment has since been established to inform legislators and
individual constitucncics on population and development issues in
the country. In January 1989, the government of Botswana created
an Interministerial Programme Steering Committee on Population
and Development to develop and implement a national population

policy.,
Sources: Lesetedi et al., 1989; Nortnian, 1982.
Rurundi

The government of Burundi belicves the country’s rates of popu-
lation growth and fertility are too high and has adopted policics
favoring 1amily planning and improving women’s status. It en-
courages the spacing of births and believes in full access to birth
control, while always respecting individual rights and the cultural
traditions of the population. There are no relevant laws concerning
sterilization, and abortion is legal for medical reasons. Govern-
mental organizations that deal with population activitics include
the Ministry of the Interior and the Ministry of Foreign Affairs
and Cooperation. Nongovernmental organizations involved in
population activitics are the Association Burundaise pour le Bicn-

Etre Familial and the Centre d’Entraide de Développement/Caritas
Burundi.

Sources: Scgamba ct al., 1988; United Nations, 1987,
Ghana

The govemment of Ghana was the first in sub-Saharan Africa to
adopt a population policy. A major objective of this policy is to
reduce population growth to a rate of 2 percent per annum by the
ycar 2000. The Ghana National Family Planning Programme
(GNFPP) uses existing facilitics and personnel to offer family
planning scrvices to all, regardless of age, number of living chil-
dren, or ability 1o pay. Since its inception in 1970, however, the
GNFPP has focused on delivery of family planning services to tar-
get groups such as girls under age 18 who are prcgnant, women
with children under age two, families with histories of poor child
survival and development, and women age 30-35 with four or
more children, In 1986, a social marketing program was cstab-
lished allowing pharmacics and chemical sellers to sell contra-
ceptives (pills, condoms, and vaginal foaming tablets) through
some 3,600 retail outlets.

Nongovernmental agencics like the Planned Parenthood Associa-
tion of Ghana (PPAG) and the Christian Council of Ghana (CCG)
operate family planning clinics as a supplement to the cfforts of
the Ministry of Health. In addition, the Catholic Sccretarial en-
courages usc of the rhythm or ovulation method, and private
medical practitioners offer family planning services.

Source: GSS and IRD, 1989.
Kenya

Private family planning activitics began in Kenya as carly as
1952, and these cfforts led to the creation in 1962 of the Family
Planning Association of Kenya (FPAIR). In its first development
plan the government of Kenya recognized the serious impact of
population growth, and an official national family planning pro-
gram was launched in 1967 as an integrated activity within the
Maternal and Child Health Division of the Ministry of Health. The
1974-1978 development plan proposed acomprehensive program
for achicving specific demographic targets. The goals of the 1975-
1979 family planning program were to reduce the annual rate of
population growth from 3.3 percent to 3.0 percent over the five-
year period and to improve the MCH program.
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The 1979 census found a population growth ratc of 3.8 percent per
annum, far higher than the targeted ratc of 3.0 percent. The failure
10 achieve the targeted rate was the result, in part, of faulty as-
sumptions used in sctting the target. The government of Kenya,
rcalizing that the family planning program needed improvement,
in 1982 established the National Council for Population ana Ne-
velopment (NCPD). The Council’s mandate is to formulate popu-
lation policics and strategics as well as to coordinate the activities
of government ministrics, nongovernmental organizations, and do-
nors invol-ed in population, iricgrated rural health, and family
planning activitics. The government target is to reduce the total
fertility rate to 5.2 by the year 2000.

Sources: NCPD and IRD, 1989; Stamper, 1977.
Liberia

It has been argued that until the early 1080s, Liberia successfully
balanced cconomic and population growth, More recently, how-
ever, Liberia’s declining cconomic status and relatively high mor-
bidity rates have prompted the government to modify its popu-
lation policy. As a result, the government now promotes family
planning for health reasons and has integrated family planning into
the MCH program. The Liberian govemment dircctly provides
family planning services with the objective of improving maternal
and child health and family well-being. [t also supports training of
paramedical personnel in family planning methods, promotion of
natural family planning methods, reduction of infertility, and com-
munity-based distribution of contraceptives. Morcover, in April
1986 the Liberian National Population Commission conducted a
seminar on the role of fertility regulation in national development.

Family planning scrvices are also available through the private
Family Planning Association of Liberia. Abortion is permitted in
Liberia if the woman’s lifc 5 ir. qanger and also on cugenic and
juridical grounds. There are no legal provisions concerning steri-
lization,

Sources: Chich-Johnson et al., 1988; United Nations, 1989.
Mali

The population issues that most concern the government of Mali
arc the nation’s high rates of morbidity, mortality, and emigration.
It supports family planning as a component of its MCH program
to reducc maternal and child morbidity and mortality via birth
spacing. Mali was onc of the first countrics in West Africa to re-
peal the 1920 French colonial law prohibiting the advertising, sale,
cr distribution of contraceptives. Abortion is illegal but may be
authorized to save a woman'’s life, and sterilization is available for
medical reasons. The Population Planning Unit of the Human Re-
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sources Division of the Ministry of Planning is charged with inte-
grating population policics into development plans, Nongovem-
mental organizations involved with population include the Malian
Assoctation for the Promotion and Protection of the Family and
the Gabricl Touré Hospital. As of 1991, Mali adopted a Declara-
tion of Population Policy (DPP) which gives top priority to the
protection and preservation of rencwable resources.

Sources: Traoré ct al., 1989,
Senegal

Sencgal was the first Francophone African country to repeal the
1920 colonial law banning contraceptives. Currently, the govem-
ment of Sencgal is concerned with high population growth and its
impact on the country’s economic and social structures. In 1988
itadopted a population policy that attempts to balance population
growth and developmeiit. The governmert now directly supports
cfforts aimed at reducing fertility, infant and child mortality, and
maternal mortality. Government policy aimed at reducing fertility
includes the development of information and training programs to
promote child spacing, the encouragement of breastfeeding, and
the distribution of contraceptives. The government also intends to
expand the country’s network of family planning centers. The
main organizations involved with family planning in the country
arc the Association Sencgalaise pour le Bien-Etrc Familial, the
Ministry of Social Development and the Ministry of Health. Steri-
lization is illcgal in Sencgal, and abortion is allowed only to pro-
tect the health of the mother.

Sources: Ndiayc et al., 1988.
Sudan

Although the government of Sudan has no explicit population
policy, it supports family pianning activitics through the Sudan
Family Planning Association and the Ministry of Health, The gov-
ernment has integrated family planning into the overall matemal
and child health program as a means of reducing maternal mor-
bidity and mortality. Other objcctives of the family planning pro-
gran. are toreduce the high rate of natural population increase and
to improve the health of mothers and their children under age five.

Since the Third National Population Conference in 1987, action
has been taken to strengthen the matemal and child health and
family planning clinical network, to promote population education
both in and out of school, and to improve the status of women, cs-
pecially in rural arcas.

Sources: DOS and IRD, 1991; United Nations, 1990.



Togo

Togo does not yct have an official population policy, but the gov-
crmment supports family planning services through the activitics
of:

. The National Family Welfare Program (Programme Nation-
al du Bicn-Etre Familial or PNBEF)—This is intcgrated
with the Ministry of Public Health program that provides
MCH and family planning services.

. The Togolese Association for Family Welfare (Association
Togolaise pour le Bicn-Etre Familial or ASTBEF)-—Estab-
lished in 1976 to promote family health and birth control,
ASTBEF sponsors a nctwork of volunteers throughout
Togo as well as a pilot clinic in Lomé to provide ramily
planning information and motivation. It also supplies con-
traceptives to hospitals and clinics in the major towns of the
Health Subdivisions and to the MCH services in order to
combat scxually transmissible discases (STDs).

Abortion is legal under certain medical circumstances, whilc steri-
lization is illegal.

Sources: Agounké ct al., 1989; United Nations, 1990.
Uganda

Although Uganda lacks an explicit population policy, government
interest in population matters dates back to the Third Five-Year
Plan (1971/72-1975/76) which devoled an entire chapter to demo-
graphic analysis. In 1988, a population sccretariat was established
in the Ministry of Planning and Economic Development to coordi-
nate population activitics conducted by different ministries and to
develop population guidelines for the country.

Family planning services currently are provided through clinics
administrated by the Family Planning Associaticn of Uganda
(FPAU). Since 1980, family planning has been increasingly
viewed as an important component of matcrnal and child health,
As a consequence, most government hospitals and health centers
also provide family planning services. In spite of this support,
coverage remains very low and is largely limited to urban centers;
there has been minimal infiltration in the rural arcas where 90 per-
centof Uganda’s total population lives. All contraceptive methods
arc available, although abortion is illegal. Natural family planning
is gradually gaining support in Uganda.

Sources: Kaijuka et al., 1989; Stamper, 1977.
Zimbabwe
The Family Planning Association (FPA) established in 1965 initi-

ally provided scrvices only to the whitc community. In 1966,
however, the Minister of Health made contraceptive methods

available to both African and European populations through gov-
cmment hospitals, The FPA began recruiting ficld educators to in-
form and motivate the population; over time their role expanded
toinclude the distribution of contraceptives. They formed the bas-
is for the current community-based distribution system. In 1968,
government support for family planning was strengthened by the
decision to provide an annual subsidy to the FPA.

In Scptember 1981, in response to harsh criticism, the Family
Planning Association was placed under control of the Ministry of
Health and renamed the Zimbabwe Child Spacing and Fertility
Association (CFSA). In January 1984, the Association legally be-
came the Zimbabwe National Family Planning Council (ZNFPC).
The ZNFPC has become the primary provider of {amily planning
through its nctwork of clinics and communtiiv-based distributors.
The ZNFPC also provides contraceptives to 260 non-ZNFPC hos-
pitals and clinics, operated for the most part by the Ministry of
Health or local governments. Abortion is lcgal only when the
mother’s lifc is in danger, in the case of rape or incest, or whea
the fetus suffers from serious physical or mental impairment.
Sterilization is permitted only when age, marital status, and parity
arc considered.

Sources: CSO and IRD, 1989; United Nations, 1990,

NEAR EAST/NORTH AFRICA

Egypt

Egypt has the largest family planning program in the Middle East
and North Africa. Privatc sector activities were first established in
the 1950s, and a large-scale national program stated that popula-
tion growth was the main obstacic to raising living standards in

Egypt.

National population policy has passed through many phases, the
latest of which was approved by he National Population Council
(NPC) in 1986. Current policy aims are to reduce fertility, to
achieve better geographic distribution, and to improve population
uharacteristics with respect to literacy, women’s status, child
health, and education. The NPC’s goal is to reducc the population
growth rate to 2.1 percent by 2001. In order to reach this target,
the number of couples using contraception must rise from the cur-
rent icvel of 3 million to 5.8 million.

Both abortion and sterilization arc carricd out on medical grounds.

Sources: Gillespic ct al., 1989; Khalifa ct al., 1982; United
Nations, 1987,

Maracco
Morocco has had a national family planning program since 1966.

During this same year, a High Population Commission (Commis-
sion Supéricurc de Population) and Local Population Commis-
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sions (Commissions Locales de Population) were established. In
1967, the French Iaw of 1920 prohibiting the advertising, sale, and
distribution cf contraceptives was repealed. Abortion is authorized
only for medical rcasons, and sterilization is available,

In Morocco, most family planning activitics have been integrated
with other preventive health services delivered by the Ministry of
Public Health (MPOH). Rural arcas are served through the mobile
outreach program (Visite 3 Domicile de Motivation Systématique:
VDMS). This approach increases overall contraceptive preva-
lence, but the heavy reliance on oral contraceptives (the pill com-
prises 80% of modem contraceptive usc) may be a major problem
for the Moroccan program.

Source: Azclmat et al., 1989.
Tunisia

Tunisia first established an official population program in favor of
family planning in 1964. Over time a scries of legislative meas-
ures were passed thai responded to and reinforced social changes;
some also were designed for demographic action. Some of the
laws had a dircct effect on fertility:

. the 1961 repeal of the French law of 1920 banning the sale
and promotion of contraceptives;

. the 1964 increase in the legal age of marriage to 17 for
women and 20 for men; and

. the 1973 measure making abortion during the first trimester
of pregnancy available to women who do not wish to give
birth (prior law allowed abortion only if a woman'’s health
was in danger or if she had at least five living children).

Other laws, numerous and diverse, had an indirect effect on fertjli-
ty levels:

. the 1956 abolition of polygamy and the husband’s sole right
of divorce;

. the 1960 and 1988 limitations placed on child allowances,
initially restricting them to the first four children, later to
the first three children; and

. the 1966 labor legislation =stablishing equal rights for men
and women to work and banning the employment of chil-
dren under age 15 in industry.

The Office National de la Famille ct dc la Population (ONFP) was
created in 1973 with the responsibility for planning, coordinating,
implementing, and evaluating family planning activitics. Today,
the Tunisian family planning program is onc of the most advanced
programs in Africa and the Middlc East.

Source: Aloui et al,, 1989,
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ASIA
Indonesia

The Family Planning Association, a private organization affiliated
with IPPF, began family planning activitics in Indonesia in 1956.
In 1968, family planning became a national program with the full
assistance, support, and protection of the government, adminis-
tered through the National Family Planning Institute of Indonesia.
Two ycars later, the Instituic was reorganized as the National
Family Planning Coordinating Board (NFPCB). Since the NFPCB
is a non-departmental body, its Chairman reports dircctly to the
President. The main purposes of the family planning program in
Indonesia are:

. to improve the health and welfare of mothers and children
as well as their familics and the nation in general,

. to improve living conditions by decreasing the birth rate so
that population growth will not outstrip productive
capacily.

The practice of family planning is entircly voluntary and is sup-
ported by religious and community leaders in the country.

The program began in the provinces of Java and Bali, then ex-
panded to the provinces classificd as the "Outer Javi-Bnli I Re-
gion" and "Outer Java-Bali II Region." More recently, there has
been a shift towards establishing a wider family planning move-
ment, with the program carrying out activiti *s in cooperation with
other government agencics, forming an integrated effort.

Sources: CBS and IRD, 1989: Stamper, 1977.
Sri Lanka

The government of Sri Lanka has long supported family planning
for demographic rcasons. The national Family Plarning Pro-
gramme was inaugurated in 1965 and operates in close coopera-
tion with the Family Planning Association of Sri Lanka (FPASL),
established in 1953. Programme activitics are provided through
the Ministry of Public Health network within the maternal and
child care survey.

Besides the FPASL, there are several other nongovernmental or-
ganizations involved with the provision of family planning
services. Among these arc the Sri Lanka Association for
Voluntary Surgical Contraception (SLAVSC) established in 1974
and the Community Development Services (CDS) established in
1978.



Government policy is to provide a varicty of family planning serv-
ices, including information, education, and communication serv-
iccs, as well as the provision of contraceptives. Sterilization is the
most widely used method in Sri Lanka. The government supports
sterilization through an incentive scheme that provides acceptors
with reimbursement of incidental expenscs, travel costs, and lost
income. Itis now also focusing on developing a system to increase
the use of cffective temporary methods acceptable to the popula-
tion.

Sources: DCS and IRD, 1988; Nortman, 1982.
Thailand

The official policy to reduce population growth in Thailand was
declared in 1970. At the same time, the national Family Planning
Program was formally established under the auspices of the Minis-
try of Public Health. The constitution drafted in 1974 explicitly
recognizes the importance of population developments for the na-
tion’s welfare, and a special committee was established to advisc
the cabinet on population policy.

Current national health development programs focus on basic
needs: reducing mortality, morbidity, and the incidence of discases
identified as major health problems; expanding and promoting
health personncl and infrastructure; and reducing the population
growthrate to 1.3 percent by 1991, All modern methods are avail-
able, including sterilization and trained paramedical personnel to
dispense oral contraceptives.

Sources: Chayovan ct al., 1988; Nortman, 1982,
LATIN AMERICA/CARIBBEAN
Bolivia

Until recently, population policy in Bolivia favored increasing the
population by encouraging immigration, maintaining fertility, de-
creasing mortality, and discouraging emigration. However, the
Bolivian govemment has acknowledged the need to improve ma-
ternal and child health by modifying fertility levels. Conscquently,
there is indirect government support for access 1o contraception.
In 1988, the Conscjo Nacional de Poblacién (CONAPO) presented
these guidelines for population policy in Bolivia:

Because of the low population density, family planning
should not be the objective of population policy in Bolivia;
couples should have the right 1o decide freely on the num-
ber of children they want to have. However, family plan-
ning (for health rather than demographic reasons) can de-
creasc the number of high risk pregnancics. A number of
measures have been implemented to protect mothers and
children that may stimulate fertility.

The Bolivian population is heterogencous in terms of geo-
graphic region, sociocconormic situation, educational level,
and culwral background. Population policy should take
these differences into account. For instance, in rural arcas,
sexual cducation and the provision of family planning serv-
ices should be emphasized. In urban arcas, an informational
media campaign is needed to discourage the use of abortion
as the dominant method of avoiding unwanted births.

Sources: INE and IRD, 1990); United Nations, 1987.
Brazl

Historically, the Brazilian government has operated from a pro-
natalist perspective and has felt it inappropriate that policy should
influence the rate of growth or fertility level. However, there is
heightened concem within the Brazilian government regarding the
country’s growth rate and its impact on future development. In
1984, the first government-sponsored family planning program
was formulated. The government believes individuals should have
the right to freely access family planning information and servi-
ces, and so it has incorporated family planning services into its
MCH program.

The major source of family planning in the country is the private
organization BEMFAM (Sociedad Civil Bem-Estar Familiar no
Brasil), while population issucs are addressed through the Minis-
try of Health and the Ministry of Planning. Currently all forms of
contraception are legal, including sterilization. Abortion is legal
only on medical or juridical grounds.

Sources: Arruda ct al,, 1987; United Nations, 1987.
Colombia

Currently, there is no official government policy regarding family
planning or fertility in Colombia. Modernization and the success
of past policics have brought population growth and fertility 1o
acceptable levels. Morcover, many population issucs are addres-
sed by Colombia’s social policies, which include measures that
improve the status of women (more schooling and labor force par-
ticipation); expanded family planning programs; and subsidics to
promote infant welfare.

The major force behind Colombia’s family planning program has
been PROFAMILIA (Asociacion Pro-Bicnestar de la Familia
Colombiana), while ASCOFAME (Asociacién Colombiana dc
Facultades de Medicina), an association of medical facultics of
major universitics, and the Ministry of Health hav= also partici-
pated in the family planning cffort. PROFAMILIA, a private or-
ganization, has been extremely innovative, being among the first
tooffer vasectomics, use community-based and commercial-based
outreach, emphasize communication and public education as ways
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of recruiting clients, and involve professional medical and health
organizations in family planning activities. Sterilization is avail-
able on demand in Colombia, while abortion is illegal.

Sources: CCRP ct al., 1988; United Nations, 1987.
Dominican Republic

In 1968, the government created the Consejo Nacional de Pob-
lacién y Familia (CONAPOFA) and gave it responsibhility for
training, research, and evaluation. At that time it also adopted the
goal of reducing the birth rate to 28 per thousand within a decade.
This goal was not achieved, but the program has been strength-
encd and expanded to include a community-based contraceptive
distribution system. Family planning services arc also provided by
the government’s MCH program and by the Asociacién Domini-
cana Pro-Bicnestar de la Familia(PROFAMILIA), which wascre-
ated in 1966 and became an Intcrnational Planned Parenthood
Federation affiliate in 1969.

. Information and medical refesral regarding contraceptive
mcthods;

. Free supply of contraceptive methods;

. Matemal and child health care;

. Gynecology cxariis; and

. Voluntary sterilization,

Sources: CONAPOFA and IRD, 1987; United Nations, 1987.
Ecuador

The government of Ecuador has not formulated a specific policy
concerning the country’s level of fertility and rate of demographic
growth. However, the government directly supports family plan-
ning in order to improve maternal and child health and has es-
tablished quantitative new accepter targets. The country’s Consti-
lution supports responsible parenthood and appropriate education
for the advancement of the family, including the right of parents
1o have the number of children they can support and educate.

The major government entitics involved in family planning arc the
Conscjo Nacional de Desarrollo (CONADE) and the Ministry of
Public Health. Private organizations with family planning activi-
tics include the Asociacién Pro-Biencstar de la Familia Ecualtori-
ana (APROFE) and the Centro M¢édico de Orientacién de Planifi-
cacién Familiar (CEMOPLAF). Sterilization is allowed for wom-
cn who arc at least age 25 and have 3 children, while abortion is
legal in some instances.

Sources: CEPAR et al., 1988; United Nations, 1987,
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Guatemala

Gualemala does not have a specific policy on cither population
growth or the level of fertility. There is increasing concern, how-
cver, that the current rate of population growth will result in rising
uncmployment and underutilize Guatemala’s human resource po-
tential. The government is concerned that high population growth
will place limitations on the educational and social systems and
will hinder the productivity of the work force. Therefore, itis like-
ly that the govomincnt vill develop an official family planning
policy in the future.

The 1985 Constitution guarantees Guatemalan citizens the right
to family planning, and the Department of Maternal, Child, and
Family Health provides direct and indircct support for family
planning programs. The Ministry of Education formed a pariner-
ship with APROFAM (Asociacién Pro-Bicnestar de la Familia),
the Guatemalan =ffiliate of the Inicrnational Planned Parenthood
Federation, to develop population education projects and com-
munication programs. Abortion is illegal except to save the lifc of
the mother. Voluntary sterilization is performed in both gov-
emment and privalte institutions.

Sources: INCAP and IRD, 1989; United Nations, 1989.
Mexico

Mexican law treats family planning nol as an end in itsclf, but
rather as a means to help the socioeconomic development of the
country. A 1974 population policy law established El Conscjo Na-
cional de Poblacion (CONAPO) to implement demographic policy
by defining short-, medium-, and long-term goals. The official tar-
gets were to reduce the growth rate from 3.2 percent in 1974 10
1.8 percent by 1988 and 1 percent by 2000. To accomplish this,
CONAPO aims to expand and improve family planning coverage,
to raisc the age at which couples marry, and to widen the spacing
of births. In 1977, the Plan Nacional de Planificacién Familiar
(PNPF) was approved, and responsibility for exccuting the plan
was given to the Directorate-General of Family Planning in the
Ministry of Health. Its role is to sct ebjectives, goals, and strate-
gics and to establish population policy guidelines.

Public agencics providing health and family planning services are
the Maternal and Child Health Care program of the Health Minis-
try, the National Institute for Infant Protection, the Social Sceurity
Institute (Instituto Mexicano del Seguro Social), the Social Sceuri-
ty Institute for Statc Workers (Instituto de Scguridad y Scrvicios
Sociales dc los Trabajadores del Estado), and the Sistema Nacion-
al para cl Desarrollo Integral de la Famitia,

Sources: DGPF ct al., 1989; Nortman, 1982.



Peru

The Population Law enacted in July 1985 forms the basis of
Peru’s population policy. While this law prohibits abortion and
sterilization as methods of family planning, it guarantees couples
the right to freely determine the number and spacing of children.
Sources indicate that both sterilization and abortion may be per-
formed for medical reasons. The national government is actively
involved in disseminating information about the health advantages
of family planning, and it has sct a target fertility rate of 3.0 1o be
rcachied by the year 2000. The Directoratc-General of Family
Planning was created within the Ministry of Health to coordinate
all family planning activitics in both the public and private sectors.
The urban poor and the poor living in the suburbs of Lima have
been selected as the main targets of family planning scrvices.
While the government is also concerned with adolescent fertility,
access tocontraception by unmarried adolescents is officially pro-
hibited.

INPPARES (Instituto Peruano de Paternidad Responsable), an
IPPF alfiliate, is the main organization involved in family plan-
ning in Pcru, and the National Population Commission is the main
government entity involved with population matters,

Sources: IME ctal., 1988; United Nations, 1990.

Trinidad and Tobago

The government has supported family planning since 1967 as part
of its policy to reduce the rate of popuiation growth. In june 1967,
a population council was appointed to give overall direction to the
National Family Planning Programme in collaboration with the
Family Planning Associaiion of Trinidad and Tobago (FPATT)
and the Catholic Marriage Advisory Council (since renamed the
Archdiocesan Family Life Commission, or AFLC).

Currently, the government offers family planning at 95 healthcen-
ters; the FPATT operates two facilities; and the AFLC provides
instructions on natural family planning at 10 facilitics. Contra-
ceptive information and supplics thus are casily available on both
islands.

Source: Heath et al., 1988.
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Sources of Modern Contraceptive Methods
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Table B.1 Source of supply for modem contraceptive methods: Botswana

Percent distribution of curren.ly marricd women 15-49 using a modemn contraceptive method by most recent source of

supply, according to specific methods, Botswana DHS, 1988

Supply Mecthods Clinical Methods
Female All Modemn

Source of supply Pill Injection Total IUD  Sterilization Total Mecthods
GOVERNMENT STATIONARY
Government Health Post 1.7 31 2.0 0.0 0.0 0.0 1.3
Government Clinic 84.3 73.8 80.4 66.8 0.0 37.0 66.4
Government Hospital/HC 7.7 18.1 103 23.5 88.9 51.8 23.6
PHARMACY 1.8 0.0 22 0.0 0.0 0.0 1.5
OTHER PRIVATE
Private Doctor/Clinic 4.4 4.4 4.4 9.7 10.3 10.8 6.5
OTHER/DON'T KNOW 0.0 0.0 0.6 0.0 08 0.3 0.5
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of users 252 93 367% 96 73 174b 541

HC = Health Center
3ncludes current users of condom (N=22) and diaphragm (N=1)
ncludes current users of male sterilization (N=4)

Table B.2 Source of supply for modem contraceptive
methods: Burundi

Percent distribution of currently married women 15-49
who are using a modem contraceptive method by most
recent source of supply, Burundi DHS, 1987

All Modern
Source of supply Mecthods
GOVERNMENT STATIONARY
Govt. Hospital/Maternity (45.4)
Govt. Health Center (18.6)
Govt. Dispensary (22.4)
PHARMACY 0.7)
OTHER PRIVATE
Privatc Doctor (1.5)
OTHER/DON'T KNOW (11.4)
Total percent (100.0)
Number of users 332

Note: Figures in parentheses are based on 25-49 cases.
®Includes current users of the pill (N=6), injection
(N=15), condom (N=2), IUD (N=7), and fcmale
sterilization (N=3)



Table B.3_Source of supply for modem coniracephve methods: Ghana

Percent distribution of currently married women 15-49 using a modern contraceptive method by most recent
source of supply, according to specific methods, Ghana DHS, 1988

Supply Mcthods Clinical Mcthods
Female All Modemn

Source of supply Pill Vaginals Total  Sterilization  Total Methods
GOVERNMENT STATIONARY
Government Hospital 20.7 2.5) 12.2 (80.6) (72.9) 30.1
Government Health Center 5.2 (10.0) 7.8 (0.0) 2.1) 6.1
GOVERNMENT MOBILE
Field Worker 34 (0.0) 1.7 (0.0) (0.0) 1.2
PHARMACY 29.3 (40.0) 313 (0.0) {0.0) 22.1
OTHER PRIVATE
PPAG Clinic 24.1 (12.5) 21.7 (3.2) (12.5) 19.0
Private Doctor/Clinic 34 (0.0) 1.7 3.2) 4.2) 2.5
Christian Council 1.7 (0.0) 0.9 (0.0) (0.0) 0.6
OTHER/DON'T KNOW 12.1 (35.0) 22.6 5.2) 4.1) 18.4
Total percent 100.0 (100.0) 100.0 (100.0) (100.0) 100.0
Number of users 58 40 1152 31 48P 163

Note: Figures in parentheses are based on 25-49 cases.
PPAG = Planncd Parenthood Association of Ghana/IPPI: affiliate
8ncludes current users of injection (N=8) and condom (N=9)

ncludes current users of 1UD (N=

17)

Table B.4 Source of supply for modem contraceptive methods: Kenya

Percent distribution of currently married women 15-49 using a modem contraceplive method by most recent source of
supply, according to specific methods, Kenya DIIS, 1989

Supply Mcthods Clinical Mcthods
)
Female All Modem
Source of supply Pill Injection ‘Total IUD Sterilization  Total Methods
GOVERNMENT STATIONARY
Government Hospital 43.4 55.0 47.7 55.1 753 66.4 56.5
Government Clinic/
Health Center 25.9 14.4 21.5 17.2 03 7.8 15.0
GOVERNMENT MOBILE
Mobile Clinic 1.3 3.2 1.8 0.2 0.6 04 1.2
Field Educator 21 0.0 1.1 0.0 0.0 0.0 0.6
PHARMACY 1.0 0.0 1.3 0.0 0.0 0.0
OTHER PRIVATE
FPAK Clinic 14.2 14.0 13.5 12.1 29 7.0 104
Other Hospital /Clinic 58 6.2 6.1 1.9 9.8 6.3 6.2
Private Doctor 54 6.4 6.0 123 10.6 11.3 8.5
OTHER/DON'T KNOW 0.9 0.9 0.8 1.2 0.6 0.9 0.9
Toltal percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of users 248 159 4513 17 224 401 852

FPAK = Family Planning Association of Kenya/IPPF affiliate
3Includes current users of condom (N=23) and vaginal methods (N=21)
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Table B.5 Source of supply for modem contraceptive methods: Liberia

Percent distribution of currenly married women 15-49 using a modern contraceptive method by
most recent source of supply, according to specific methods, Liberia DIIS, 1986

Supply Mcthods Clinical Methods
Female All Modem

Source of supply Pill Total  Sterilization  Total Methods
GOVERNMENT STATIONARY
Government Hospital/Clinic 23.9 26.1 (66.7) 61.0 36.5
PHARMACY
Pharmacy/Shop 17.4 16.0 (0.0) 0.0 11.2
OTHER PRIVATL
IFPAL Clinic 52.5 49.5 (3.6) 14.7 39.1
Church Hospital/Clinic 2.5 33 (18.3) 144 6.6
Private Doctor/Clinic 3.6 5.1 (7.9) 7.6 5.9
OTHER 0.0 0.0 (3.6) 23 0.7
Total percent 100.0 100.0 (100.0) 100.0 100.0
Number of users 118 138 39 59° 196

Note: Figures in parentheses are based on 25-49 cascs.

FPAL = Family Planning Association of Liberia/IPPF affiliate

31ncludes current users of injection (=12), condom (=2) and vaginal methods (N=6)
VIncludes current users of IUD (N=20)

Table B.6 Source of supply for modem contraceptive methods: Mali

Percent distribution of currently married women 15-49 using a modern
contraceptive method by most recent source of supply, according to
specific methods, Mali DIIS, 1987

Supply Mcthods
All Modem

Source of supply Pill Total Mcthods
GOVERNMENT STATIONARY
Govt. MCII Center (53.3) (49.1) (44.0)
Govt. Dispensary (13.4) (16.9) (13.6)
Govt. lealth Center (17.8) (15.1) (18.3)
PHARMACY (2.2) (1.9) (1.5)
OTIHIER PRIVATE
AMPPF Clinic 6.7) 5.7 (7.6)
OTIIER 6.7) (11.3) (15.0)
Total percent (100.0) (100.0) (100.0)
Number of users 26 38 3gb

Note: Figures in parentheses are based on 25-49 cascs.
AMPPF = Association Malicnne pour la Proicection et la Promotion de
la Famille/IPPI- affiliate
ncludes current users of injection (N=2), condom (N=1) and vaginal
{)nclhods (N=2)

Includes current users of [UD (N=7) and female sterilization (N=3)



Table B.7 Source of supply for modem contraceptive methods: Senegal

Percent distribution of currently married women 15-49 using a modern contraceptive method by
most recent source of supply, according to specific methods, Senegal DHS, 1986

Supply Methods Clinical Methods
All Modern

Source of supply Total IUD Total Mcthods
GOVERNMENT STATIONARY
Government Ilospital (14.9) (16.0) (16.0) 15.3
Government Dispensary (12.8) (28.0) (28.0) 18.1
Government MCII Center 8.5) (20.0) (20.0) 12.5
PHARMACY 4.3) (0.0) (0.0) 2.8
OTHER PRIVATE
Private Doctor/llospital (55.3) (28.0) (28.0) 45.8
OTHER 4.3) (8.0) (8.0) 5.6
Total percent (100.0) (100.0) (100.0) (100.0) 100.0
Number of users 472 25 25P 72

Note: Figures in parentheses are based on 25-49 cases.

3Includes current users of injection (N=2), condom (N=2) and vaginal methods (N=2)

ight sterilized women were not asked about source and are therefore excluded from this table.

Table B.8 Source of supply for modem contraceptive methods: Sudan (North)

Percent distribution of currently marricd women 15-49 using a ynodern contraceptive method by most
recent source of supply, according to specific methods, Sudan DIIS, 1989/90

Supply Mcthods Clinical Methods
Female All Modern

Source of supply Pill Total IUD  Sterilization  Total Methods
GOVERNMENT STATIONARY
Government Hospital 10.6 10.6 (13.9) (81.8) 513 64.0
Government Ilealth Center 312 30.0 (8.3) (0.0) 3.8 229
Dispensary 1.9 1.8 (0.0) 0.0 1.4
Other Health Center 0.5 0.5 (2.8) 1.3 0.7
GOVERNMENT MOBILE
Mobile Clinic 0.5 0.5 (0.0) 0.0 0.0 0.3
PHARMACY 29.3 309 0.0) (0.0 0.0 22.6
OTHER PRIVATE
FP Clinic 14.4 14.3 (1L1) 3.2) 5.0 11.8
Private Doctor 39 37 (52.8) (11.4) 30.0 10.8
Private Hospital 0.5 0.9 8.3) (2.3) 5.0 20
OTHER/DON'T KNOW 7.2 6.9 (2.8) (4.6) 38 6.1
Total percent 100.0 100.0 (100.0) (100.0) 100.0 100.0
Number of users 208 2178 36 44 80 297

Note: Figures in parentheses arc bascd on 25-49 cases.

3ncludes current users of injection (N=3) and condom (N=6)
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Table B.9 Source of supply for modem contraceptive methods: Togo

Percent distribution of currently marricd women 15-49 using a modem
contraceptive method by most recent source of supply, according to
type of method, Togo DIIS, 1988

Supply Clinical
Mecthods  Methods

All Modem
Source of supply Total Total Mecthods
GOVERNMENT STATIONARY
Govt. Ilospital (19.5) (74.3) 44.7
Govt. Dispensary (2.4} (0.0) 1.3
Govt. Ilealth Center 4.9) 5.7 53
PIHHARMACY (26.8) 0.0) 14.5
OTHER PRIVATE
Private Clinic 4.9) (2.9) 39
ATBEEF Clinic (1.3) (17.1) 11.8
OTIIER/DON'T KNOW (19.5) 0.0) 10.5
Market (14.6) (0.0) 7.9
Total percent (100.0) (100.0) 100.0
Number of users 412 3sb 76

Note: Figures in parentheses are based on 25-49 cases.
ATBEF = Association Togolaise pour le Bien-Etre Familal/IPPF
affiliate
3ncludes current users of pill (N=11), injection (N=5), condom (N=10)
g;\d vaginals methods (N=15)

ncludes current users of IUD (N=20) and female sterilization (N=15)

Table B.10 Sourcc of supply for modem contraceptive methods: Uganda

Percent distribution of currently marricd women 15-49 using a modern contraceptive method by
most recent source of supply, according to specific methods, Uganda D1IS, 1988-89

Supply Methods Clinical Mcthods
I'ecmale All Modern

Source of supply Pill Total  Sterilization  Total Methods
GOVERNMENT STATIONARY
Government lospital (23.0) (22.2) (93.6) 79.1) 45.1
Government Health Center (8.3) a2xn (0.0) 0.0) 7.6
GOVERNMENT MOBILE
Field Worker (1.7) (4.6) 0.0) (0.0) 2.8
PHARMACY 4.8) (3.4) 0.0) 0.0) 2.1
OTIIER PRIVATL
FPAU Clinic (42.6) 43.1) 0.0 (14.0) 314
Private Doctor 5.7) 4.1) (0.0) (0.0) 24
Private Hospital/Clinic (6.6) 4.7 (6.4) (6.9) 5.6
OTHER/DON'T KNOW (71.2) (5.1) (0.0) (0.0) 3.1
Total percent (100.0) (100.0 (100.0) (100, 100.0
Number of users 34 48 25 32 80

Note: Figures in parentheses are based on 25-49 cases.

FPAU = FFamily Planning Association of Uganda/IPPF affiliate

;Includcs current users of injection (N=13) and condom (N=1)
Includes current users of IUD (N=7)



Table B.11 Source of supply for modern contraceptive methods: Zimbabwe

Percent distribution of currently marricd women 15-49 using a modern contraceptive method by most recent source of
supply, according to specific methods, Zimbabwe DHS, 1988

Supply Methods Clinical Methods
Female All Modern

Source of supply Pill Condom Total IUD Sterilization  Total Mcthods
GOVERNMENT STATIONARY
Govt. Hospital/Clinic 14.6 (6.5) 14.6 14.3 72.6 55.2 18.7
Municipal/Local Clinic 17.7 (16.1) 17.5 10.7 32 6.3 16.4
Rural Council Clinic 18.5 (16.1) 18.3 0.0 0.0 0.0 16.5
ZNFPC Clinic 143 ©.7) 14.1 25.0 1.6 8.3 18.7
GOVERNMENT MOBILE
Community Based

Distribution Worker 25.8 (25.8) 25.5 0.0 0.0 0.0 229
OTHER PRIVATE
Private Doctor® 1.5 (19.4) 2.4 32.1 12.9 18.8 4.1
Commerce/Industry 0.6 (0.0) 0.6 0.0 0.0 0.0 0.5
Mission/Church 1.8 (0.0) 1.7 3.6 4.8 4.2 2.0
OTHER/DON'T KNOW 52 6.4) 53 14.3 1.6 5.2 53
Total percent 100.0 (100.0) 100.0 100.0 100.0 100.0 100.0
Number of users 820 31 858> 28 62 96° 954

Note: Figures in parentheses are based on 25-49 cases.
ZNFPC = Zimbabwe National Family Planning Council
3Includes pharmacy

ncludes current users of injection (N=7)
“Includes current users of male sterilization (N=6)

Table B.12 Source cf supply for modern contraceptive methods: Egypt

Percent distribution of currently marricd women 15-49 using a modem contraceptive method by most recent source of supply,
according to specific methods, Egypt DIIS, 1988

Supply Methods Clinical Mcthods
Female All Modern

Source of supply Pill Condom  Vaginals Total IUD Sterilization  Total Methods
GOVERNMENT STATIONARY
Govermmment FP Clinic 3.0 0.7 (0.0) 2.7 13.7 0.0 12.5 1.5
Government MCH Center 7.2 0.0 (3.3) 1.9 7.9 0.0 7.2 45
Government Hospital 33 0.6 (0.0) 3.1 21.0 72.8 25.5 14.0
PHARMACY 87.5 97.8 96.7) 88.8 0.0 1.8 0.2 45.7
OTHER PRIVATE
Private FP Clinic 0.3 0.0 (0.0) 0.2 1.3 0.0 1.2 0.7
Private Doctor/Clinic 0.9 0.3 0.0) 0.8 54.3 25.4 51.8 25.6
OTHER/DON'T KNOW 2.8 0.6 0.0) 2.4 1.8 0.0 1.7 2.1
Total percent 100.0 100.0 (100.0) 100.0 100.0 100.0 100.0 100.0
Number of users 1258 198 34 1497 1295 122 1419 2916

Note: Figures in parenthescs are based on 25-49 cascs.
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Table B.13 Source of supply for modem contraceptive methods: Morocco

Percent distribution of currently married women 15-49 using a modem contraceptive method by most recent source of supply,

according to specific methods, Morocco DHS, 1987

Supply Mcthods Clinical Methods
l'‘cmale All Modem

Source of supply Pill Condom Tokal 1IUD Sterilization Total Methods
GOVERNMENT STATIONARY
Public Hospital 14 (0.0 1.3 13.3 55.1 31.3 6.6
Govt. Matemity Center 0.5 (0.0) 0.5 5.1 10.2 72 1.6
Govt. [{ealth Center 4.5 (0.0) 4.5 26.6 3.4 16.5 6.6
Govt. Dispensary 28.0 (34.5) 27.8 26.6 0.0 15.1 25.6
GOVERNMENT MOBILE
Home Visit 36.3 (37.9) 359 0.0 0.8 0.8 29.6
Mobile Clinic 4.6 0.0) 4.4 1.9 0.0 1.1 38
PIIARMACY 11.0 (13.8) 11.4 0.0 0.0 0.0 9.4
OTHER PRIVATE
AMPEF Clinic 1.0 (0.0) 1.0 32 0.0 1.8 1.1
Private Clinic 2.7 3.4) 2.8 8.2 27.1 16.2 5.1
Private doctor/Midwife 44 (6.9) 49 14.6 0.8 8.6 5.5
OTHER/DON'T KNOW 4.4 (3.49) 4.4 0.6 0.8 0.8 38
Total percent 100.0 (100.0) 100.0 100.0 100.0 100.0 100.0
Number of users 1247 29 12982 158 118 278b 1576

Note: Figures in parentheses arc bascd on 25-49 cases.

AMPF = Association Marocaine de Planification I'amiliale/IPPF affiliate

*Includes current users of injection (N=15) and vaginal methods (N=7)
cludes current users of male sterlization (N=2)

Table B.14 Source of supply for modem contraceptive methods: Tunisia

Percent distribution of currently married women 15-49 using a modem contraceptive method by most recent source of supply, according to

specific methods, Tunisia DHS, 1988

Supply Methods

Clinical Mcthods

All

Female Modem
Source of supply Pill Injection  Condom  Vaginals Total IUD  Sterilization Taal Methods
GOVERNMENT STATIONARY
Govt. Hospital/MCHH Center 14.1 (18.8) 11.8 (1.3) 13.6 26.0 55.7 379 30.7
Govt. FP Clinic (CREPF) 9.6 (0.0) 21.6 9.8) 10.2 31.0 38.5 34.0 27.0
Govt. Matemity Center/Dispensary 16.6 (12.5) 59 (14.6) 15.0 31.3 24 19.6 18.3
GOVERNMENT MOBILE
Outreach Clinic/Service Points' 03 0.0) 2.0 (2.9) 0.6 0.6 0.2 0.4 0.5
PHARMACY 48.7 0.0) 47.1 (58.5) 46.1 0.0 0.0 0.0 13.6
OTHER PRIVATE
Private Doctor/Clinic 8.2 (68.8) 78 4.9) il9 11.0 24 1.5 8.8
OTHER/DON'T KNOW 2.5 0.0 3.9 (2.9) 25 0.1 0.9 0.5 1.0
Total percent 100.0 (100.0) 100.0 (100.0) 100.0 100.0 100.0 100.0 100.0
Number of users 355 32 51 4° 479 681 460 141 1620

Note: Figures in parenthescs are based on 25-49 cascs.
CREPF = Centre Régional de I'Education et du Planning Familal de 1'Office National de la Famille et de la Population
1Called "Salle de Soins/Points de Rassemblement” and are served by a iobile clinic



Table B.15 Source of supply for modem contraceptive methods: Indonesia

Percent distribution of currently married women 15-49 using a modem contraceptive method by most recent source of supply, according to

specific methods, Indonesia DHS, 1987

Supply Methods Clinical Methods All
Female Modem

Source of supply Pill Injection Condom  Vaginals Total IUD  Sterilization  Total Mehods
GOVERNMENT STATIONARY
FP Clinic/Hospital/HC 30.9 65.0 231 42.3 759 93.3 (63.1) 78.9 56.4
Integrated Service Post 6.0 43 1.3 5.1 25 0.0 (3.5) 2.1 4.0
(Volunteers)
FP Post 294 33 9.6 19.2 4.9 0.0 3.n 3.9 133
GOVERNMENT MOBILE
Govt. FP Field Worker 11.6 1.4 43 1.6 23 0.0 3.4 1.9 5.4
Govt. Mobile Clinic 03 0.6 0.1 0.4 1.4 0.0 (10.2) 1.3 0.7
Govt. Safari Campaign Drive 0.0 0.0 0.0 0.0 1.6 0.0 (3.2) 1.3 0.5
PHARMACY 1.6 0.0 53.6 4.1 0.0 0.0 (0.0) 0.0 2.5
OTHER PRIVATE
Private Doctor 1.0 1.7 0.9 4.7 7.1 5.6 (2.5) 6.6 5.4
Private Midwife 24 11.5 37 5.6 2.8 0.2 (0.0) 23 43
OTHER/DON'T KNOW 16.9 7.3 34 16.5 44 0.6 (10.5) 4.7 16.3
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 (100.0) 100.0 100.0
Number of nsers 1752 1021 172 2945 1442 3400 45 1845 47%

Note: Figures in parentheses are based on 25-49 cases.

*Includes current users of male sterilization (N=18)

Table B.16 Source of supply for modern contraceptive methods: Sri Lanka

Percent distribution of currently married women 15-49 using a modern contraceptive method by most recent source of supply, according to specific

methods, Sri Lanka DHS, 1987

Supply Methods Clinical Mecthods

Female Male

Sterili- Sterili- All Modern
Source of supply Pill Injecion ~ Condom Total IUD zation zation Total Methods
GOVERNMENT STATIONARY
Government Hospital/
MCH Center 17.4 54.4 8.9 269 853 94.6 78.4 91.5 71.7
GOVERNMENT MOBILE
Govt. Midwife/Nurse 49.0 12.4 23.0 319 9.6 0.0 0.0 0.6 73
FiIARMACY 13.9 0.0 371 14.7 0.0 0.0 0.0 0.0 31
OTHERPRIVATE
Mobile Clinic 0.4 0.6 1.3 0.7 0.0 0.4 57 1.2 1.1
Private Doctor 1.2 28.5 38 15.2 4.3 2.1 1.0 2.1 4.9
Non-Government Clinic 0.6 32 0.0 1.3 0.7 0.8 10.0 22 20
Other Ficld Source 0.3 0.0 1.3 0.4 0.0 0.0 0.0 0.0 0.1
OTHER/DON'T KNOW 6.7 1.4 24.6 9.9 0.0 1.5 1.5 1.7 4.7
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of users 223 145 103 4722 115 1355 268 1738 2210

®Includes one current user of vaginal methods
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Table B.17_Source of supply for modern contraceptive methods: Thailand

Percent distribution of currently marricd women 15-49 using a modern contraceptive method by most recent source of supply, according to specific

mcthods, Thailand DHS, 1987

Supply Methods Clinical Methods

Female Male

Sterili- Sterili- All Modern
Source of supply Pill Injection  Condom Total 1IUD zation zation Total Mecthods
GOVERNMENT STATIONARY
Government Hospital 9.2 213 12.4 129 65.5 853 54.8 76.5 48.3
Govt. Health Center 53.8 60.6 30.8 54.9 25.5 1.7 9.7 7.6 28.6
Govt. MCH or Bangkok H.C. 2.2 32 2.8 2.5 4.1 4.0 1.0 3.6 31
GOVERNMENT MOBILE
Mobile Clinic 0.1 1.5 1.1 0.6 1.7 0.4 14.6 29 1.9
Govt. Health Volunteer 5.0 0.0 37 34 0.0 0.0 0.0 0.0 1.5
PHARMACY 20.5 1.1 39.9 15.5 0.0 0.0 0.0 0.0 6.8
OTHER PRIVATE
Private Hospital/Clinic 4.6 11.5 36 6.7 3.1 8.2 10.8 7.6 7.2
Family Planning Clinic 0.5 0.2 2.1 0.5 0.1 0.0 6.3 1.1 0.8
OTHER/DON'T KNOW 4.3 0.6 37 3.1 00 0.0 1.3 0.2 1.5
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of users 1161 529 67 17582 429 1424 356 2209 3967

®Includes current users of vaginal methods (N=2)

Table B.18 Source of supply for modern contraceplive methods: Bolivia

Percent distribution of currently marricd women 15-49 usin

supply, according to specific methods, Bolivia DHS, 1989

g a modern contraceplive method by most recent source of

Supply Mcthods Clinical Mcthods

Female All

Sterili- Modern
Source of supply Pill Injection Total 1UD zalion Total Mcthods
GOVERNMENT STATIONARY
Public Hospital 1.0 (20.9) 6.2 10.5 539 311 25.0
Government
Health Center 1.5 (0.0 0.9 5.0 0.4 2.8 23
Government
Health Post 1.3 @.1 1.7 1.7 0.2 1.0 1.2
CNE&/Other Systems 0.3 (1.2) 0.5 29 8.4 55 4.3
GOVERNMENT MOBILE
Health Promoter 0.0 (10.6) 25 0.8 0.0 0.4 0.9
PHARMACY 38.8 (15.6) 35.1 0.3 0.0 0.1 8.7
OTHER PRIVATE
Private Doctor 444 (34.8) 38.7 67.6 8.4 393 39.1
Private Hospital 0.5 (5.3) 3.1 8.7 28.1 118.2 14.5
Family Planning Clinic 2.1 0.0 1.3 1.8 0.0 0.9 1.0
Private Medical Post 3.6 (1.4) 4.0 0.0 0.1 0.1 1.0
OTHER/DON'T KNOW 6.4 (0.0 5.9 0.8 0.5 0.7 2.0
Total percent 100.0 (100.0) 100.0 100.0 100.0 100.0 100.0
Number of users 93 34 1493 238 217 456> 605

Note: Figures in parcntheses are bascd on 25-49 cases

CNS = Caja Nacional de Seguros/Social Sccurity

ncludes current users of condom (N=17) and vaginal methods (N=6)
ncludes one current user of male sterilization
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Table B.19 tource of supply for modern contraceptive methods: Brazil

Percent distribution of currently married women 15-44 using a modern contraceptive method by most recent source of supply,
according to specific methods, Brazil DIS, 1986

Supply Methods Clinical Methods

Female Male

Sterili- Sterili- All Modem
Source of supply Pill Condom Total IUD zation zation Total Methods
GOVERNMENT STATIONARY
Government Hospital 0.5 0.0 0.5 (22.1) 9.9 (4.6) 10.1 53
MOH Facilities? 3.0 0.0 29 @n 0.1 (0.0 n.2 1.5
Social Security 0.4 0.0 0.4 27 45.8 (13.5) 3.4 222
PHARMACY 92.1 98.5 92.4 (2.5) 0.0 (0.0) 0.1 45.6
OTHER PRIVATE
Private Hospital/Doctor 3 0.0 1.2 59.59 42.2 (79.1) 43.8 22.8
Privatc Institution 3 0.0 1.2 (10.6) 0.6 (2.8) 1.0 1.0
OTHER/DON'T KNOW 4 1.5 1.5 (0.0) 1.5 (0.0) 1.3 1.4
Total percent 100.0 100.0 100.0 100.0 100.0 (100.0) 100.0 100.0
Number of users 874 58 967> 33 931 29 994 1961

Note: Figures in parentheses are based on 25-49 cases.

3AL the state level

ncludes current uscrs of injection (N=19) and vaginal methods (N=16)

Table B.20 _Source of supply for modem contraceptive methods: Colombia

Percent distribution of currenty married women 15-49 using a modern contraceptive method by most recent source of supply, according to specific

methods, Colombia DIIS, 1986

Supply Mecthods

Clinical Mecthods

Female Male

Sterili- Sterili- All Modern
Source of supply Pill Injection  Condom Total IUD zalion zation Total Mecthods
GOVERNMENT STATIONARY
Government
Hospital/Health Center 12.0 6.3 4.7 0.0 9.6 352 11.6 20.2 15.6
Caja Compensacién® 25 1.3 (0.0) 1.5 2.1 0.3 4.2 2.7 24
Social Security 0.9 0.0 (0.0) 1.2 0.8 3.6 0.0 1.3 1.1
GOVERNMENT MOBILE
Health Promoter 1.7 2.8 0.0 1.2 1.6 0.0 0.0 0.0 0.7
PHARMACY 62.7 72.9 47.9) 76.0 64.0 0.0 0.0 0.0 279
OTHER PRIVA
Profamilia Clinic 2.7 2.1 (7.0) 27 3.0 44.8 71.9 62.2 36.4
Profamilia Distribution Post® 57 1.4 (7.8) 3.0 5.1 0.0 0.0 0.0 22
Private Hospital/Clinic 0.9 42 (0.0) 1.5 1.2 5.2 11.0 8.7 5.4
Private Doctor 8.1 7.6 9.3) 27 7.6 9.4 0.3 3.7 54
Caja de Prevision® 0.4 0.0 0.0) 0.0 0.3 0.8 0.0 03 0.3
OTHER/DON'T KNOW 24 1.4 (18.4) 10.3 43 0.6 0.0 0.2 20
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of users 468 69 49 65 651 313 521 8444 1495

Note: Figures in parenthescs arc based on 25-49 cases.

Government Employce System
PPF affiliatc
CPrivatc Employce System

Includes current users of male sterilization (N=11)
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Table B.21 Source of supply for modern contraceptivc methods: Dominican Republic

Percent distribution of currently married women 15-49 using a modern contraceptive method by most recent source of
supply, according to specific methods, Dominican Republic DHS, 1986

Supply Mcthods Clinical Methods
Female All
Sterili- Modem
Source of supply Pill Condom Total IUD zation Total Methods
GOVERNMENT STATIONARY
Public Hospital 39.6 327 385 65.5 40.8 43.0 42.0
IDSS/FFAA Hospital 1.2 0.0 1.0 4.0 3.6 3.6 3.0
GOVERNMENT MOBILE
Health Promoter 17.3 4.0 15.7 1.7 0.0 0.1 3.6
PHARMACY 17.1 42.5 203 0.0 0.0 0.0 4.6
OTHER PRIVATE
Prefamilia Clinic/Worker® 23 6.1 2.7 23 0.1 0.2 0.8
Private Doclor 1.3 1.0 1.2 0.0 1.3 1.2 1.2
Private Hospital 9.3 1.2 8.5 219 53.8 50.8 413
OTHER/DON'T KNOW 119 12.5 12.1 4.7 0.4 1.0 34
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of users 363 57 431b 123 1358 1489¢ 1921

FFAA = Fucrzas Armadas

IDSS = Instituto Dominicano de Seguros Sociales

BAsociacién Dominicana Pro Bicnestar de la Familia/IPPF affiliate
ncludes current uscrs of injection (N=3) and vaginal mzthods (N=9)

“Includes current users of male sterilization (N=2) and Norplant (N=6)

Table B.22 Source of supply for modern contraceptive methods: Ecuador

Percent distribution of currently marricd women 15-49 using a modern contraceptive method by most recent source of
supply, according to specific methods, Ecuador DIIS, 1986

Supply Mcthods Clinical Mcthods

Female All
Sterili- Modern
Source of supply Pill Vaginals Toual IUD zation Total Mcthods
GOVERNMENT STATIONARY
Govt. Hospital/Hcalth 31.2 (30.6) 283 25.2 54.1 42.5 38.1
Center
FFAA/Armed Forces 0.8 0.0 0.6 2.4 1.1 1.6 1.3
IESS/Social Sccurity 0.8 (0.0) 0.9 1.0 25 1.9 1.6
PHARMACY 18.8 (19.4) 20.9 0.0 0.0 0.0 6.4
OTHER PRIVATE
Private Doctor/Clinic 320 (30.6) 321 338 36.2 353 34.6
APROFE 13.2 aLn 12.3 31.0 5.2 15.5 14.5
CEMOPLAF/Private 1.6 (5.6) 22 6.6 0.2 2.7 25
OTHER/DON'T KNOW 1.6 2.8) 1.9 0.0 0.7 0.4 0.9
Total percent 100.0 (100.0) 100.0 100.0 100.0 100.0 100.0
Number of users 250 36 325% 734 290 442 1059

Note: Figures in parcntheses are based on 25-49 cases.

APROFE = Asociacién Pro-Bicnestar de la Familia Ecuatoriana/IPPF affiliate
CEMOPLAF = Centro Médico de Orientacién de Planificacién Familiar/Private
FFAA = Fuerzas Armadas

IESS = Instituto Ecuatoriano de la Seguridad Social

31ncludes current users of injcction (N=20) and condom (N=19)



Table B.23 Source of supply for modern contraceptive methods: Guatemala

Percent distribution of currently married women 15-44 using a modem contraceptive method by most recent source of supply,
according to specific methods, Guatemala DHS, 1987

Supply Methods

Clinical Methods

Female Male

Sterili- Sterili- All Modern
Source of supply Pill Condom Total IUD zation zation Total Methods
GOVERNMENT STATIONARY
Public Hospital 1.5 (0.0) 1.0 1.6 24.4 {3.2) 19.7 13.9
Hospital Roosevelt 0.8 (0.0) 0.5 49 0.0 (0.0) 0.7 0.6
Healtk Center 20.3 (10.3) 16.5 33 0.6 (0.0) 0.9 5.8
Health Post 6.0 (2.6) 5.0 1.6 0.0 (0.0) 0.2 1.7
Social Security Clinics 0.8 (0.0) 0.5 0.0 16.6 9.7) 13.8 9.7
GOVERNMENT MOBILE
Health Promoter/CBD Worker 15.8 (0.0) 11.0 0.0 0.0 (0.0) 0.0 34
PHARMACY 11.3 (69.2) 23.5 0.0 0.0 (0.0) 0.0 7.3
OTHER PRIVATE
APROFAM Clinics 278 1.7 25.0 47.5 38.7 (64.5) 417 36.5
Private Hospital 0.8 (0.0) 0.5 1.6 17.8 (16.1) 15.4 10.8
Private Clinic 12.0 (6R)) 13.0 39.3 0.0 (0.0) 54 7.8
OTHER/DON'T KNOW 30 (5.1) 35 0.0 2.0 (6.5) 2.0 2.5
Total percent 100.0 (100.0) 1000 100.0 100.0 (100.0) 100.0 100.0
Number of users 133 39 2002 61 349 3 441 641

Note: Figures in parentheses are based on 25-49 cases

APROFAM = Asociacién Pro-Bienestar de la Familia/IPPF affiliate

®Includes current users of injection (N=16) and vaginal methods (N=12)

Table B.24 Source of supply for modem contraceptive methods: Mexico

Percent distribution of currently marricd women 15-49 using a modern contraceptive method by most recent source of supply, according to

specific methods, Mexico DHS, 1987

Supply Methods

Clinical Methods

Female Male All

Sterili- Sterli-  Modemn
Source of supply Total Pill Injection Condom Vaginals Total IUD zation zation  Mecthods
GOVERNMENT STATIONARY
Govt. Health Center 14.6 16.0 11.1 17.1 (0.0) 143 243 9.3 2.4) 14.4
Govt. Health Worker 2.6 33 0.0 3.8 (0.0) 0.0 0.0 0.0 (0.0) 0.9
Other Govt. Institution 0.8 0.7 0.7 1.9 (0.0) 29 1.6 3.7 (2.4) 2.2
IMSS Clinic 7.1 8.2 0.7 124 (3.0) 51.4 437 55.5 (54.8) 36.6
Conasupo Clinic 1.0 1.5 0.0 0.0 (0.0) 0.8 1.2 0.7 (0.0) 0.9
ISSSTE Clinic 1.7 1.6 0.7 38 (0.0) 7.7 7.7 8.4 (19.1) 57
PEMEX/DIF Clinic 1.2 1.5 0.0 2.0 (0.0) 0.8 0.7 0.9 (0.0) 0.9
GOVERNMENT MOBILE
Health Promoter 0.6 0.7 0.7 0.0 (0.0) 0.0 0.0 0.0 (0.0) 0.2
PHARMACY 66.1 63.0 80.4 56.2 (81.8) 0.0 0.0 0.0 (0.0) 22.1
OTHER PRIVATE
Defense Clinic 0.0 0.0 0.0 0.0 (0.0) 0.4 0.0 0.5 (4.8) 0.3
Private Doctor 2.6 1.8 52 0.0 (12.1) 19.9 19.1 20.5 (16.7) 14.1
Midwife 1.0 1.3 0.7 0.0 (0.0) 0.0 0.0 0.0 (0.0) 0.3
OTHER/DON'T KNOW 0.7 0.4 0.0 29 3.0) 1.8 4.0 0.7 (0.0) 14
Total percent 100.0 100.0 100.0 100.0 (100.0) 100.0 100.0 100.0 (100.0) 100.0
Number of users 840 549 15 105 33 1677 51 1058 42 2517

Note: Figures in parentheses are based on 25-49 cascs.
CONASUPO = Consejo Nacional Superior de Poblacién
DIF = Sistema Nacional para ¢l Desarrollo Integral de la Familia
IMSS = Instituto Mexicano del Seyuro Social (Social Security clinics)
ISSSTE = Instituto de Seguridad y Servicios Sociales de los Trabajadores del Estado (government clinics)

PEMEX = Petroleos de México
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Table B.25 Source of supply for medem contraceptive methods: Peru

Percent distribution of currently married women 15-49 using a modem contraceptive method by most recent source of supply, according to

specific methods, Peru DHS, 1986

Supply Methods Clinical Methods Al
Female Modem

Source of supply Pill Injecion Condom  Vaginals Total IUD  Sterilization Total Methods
GOVERNMENT STATIONARY
MOl Hospital, Health 34.9 (33.3) (23.8) 1) 311 53.5 66.1 59.1 47.5
Center
Other Public Hospital 3.7 (2.6) 4.8) (0.0) 3.3 9.9 19 9.0 6.6
GOVERNMENT MO3ILE
Health Promoter 1.1 0.0) 0.0) (0.0) 0.7 0.0 0.0 0.0 0.3
PHARMACY 45.0 (48.7) (57.1) (60.7) 48.0 1.4 0.0 0.7 20.4
OTHER PRIVATE
Private Voluntary Organ, 3.2 (2.6) (4.8) (0.0) 2.9 3.8 0.0 2.1 24
Private Doctor 11.1 (12.8) 9.5) (21.4) 12.3 254 23 15.1 13.8
Private Clinic 0.5 0.0) (0.0) (3.6) 0.7 5.2 23.7 13.8 8.4
OTHER/DON'T KNOW 0.5 (0.0) 0.0) 7.1) 1.1 0.5 0.0 0.2 0.5
Total percent 100.0 (100.0) (100.0) (100.0) 100.0 100.0 100.0 100.0 100.0
Number of users 189 39 21 28 21 213 177 3912 668
Note: Figures in parentheses are based on 25-49 cases.
*Includes one current user of male sterilization

Table B.26 Source of supply for modem contraceptive methods: Trinidad and Tobago

Percent distribution of currently married women 15-49 using a modem contraceptive method by most recent source of supply,

according to specific methods, Trinidad and Tobago DIIS, 1986

Supply Methods Clinical Methods
Female Modem

Source of supply Pill Condom  Vaginals Total IUD  Sterilization Total Methods

GOVERNMENT STATIONARY

Government Hospital 30.9 29.0 33.8 30.2 42.2 66.5 57.1

PHARMACY 52.7 56.5 48.5 52.1 0.0 0.0 0.0

OTHER PRIVATE

FPATT 7.1 11.6 16.2 10.6 32.8 19.1 24.4

Private Doctor/Hospital 8.7 1.0 0.8 59 24,1 12.6 16.3

OTHER/DON'T KNOW 0.3 1.9 0.8 1.0 09 1.4 1.8 -

Total percent 100.0 100.0 100.0 100.0 1000 100.0 100.0 100.0

Number of users 366 310 130 827° 116 215 336° 1163

FPATT = Family Planning Association of Trinidad and Tobago/IPPF affiliate

*Includes current users of injection (N=21)

cludes current users of male sterilization (N=5)



Appendix C

Knowledge of Source for Modern Contraceptive Methods

In addition to information about where current users obtain their
mecthods, DHS-I also collected information about whether women
knew where they could get a modern method of which they had
heard (see Table C.1). Figure C.1 shows the percentage of married
women who know of a modermn method of contraception and the
percentage who know a source for any modern method. The dif-
ference between these two percentages as well as the overall pro-
portion of women who know a source arc of interest. Mexico is
cxcluded from both Table C.1 and Figure C.1 because nonusers
there were not asked if they knew of a source for modern methods.
Data on knowledge of source by method is not available for Li-
beria.

In sub-Saharan Africa, knowledge of a source of contraceptive
mecthods ranges from almost universal in Botswana, Kenya, and
Zimbabwe to less than half of all marricd women in Mali. Mali
and Liberia arc the countries in which there is the largest dis-
crepancy between knowledge of a method and knowledge of a
source, with ncarly a 20 percentage point difference in Liberia and
an 8 percentage point difference in Mali. Generally, women arc
more likely to know of a source for the pill than for any other

mcthod. Sources for vaginal metheds and male sterilization are
least well known. Levels of knowledge vary greatly for other
methods.

In North Africa, there is nearly universal knowledge of modem
methods and where they can be obtained. In general, sources of
the pill and IUD arc the most widely known, while a source for
male sterilization is the least well known,

Knowledge of a source for modern methods is almost universal in
Asia, too. Sources for the pill, IUD and injection arc widely
known in all three countrics surveyed. Knowledge of sources for
other methods varics by country, however, presumably depending
upon which methods service providers emphasize in cach country.

The countries of Latin America and the Caribbcan show great
variation in knowledge levels. Women in Bolivia and Guatemala
arc least likely to know a method or a source; these two countrice
also display the widest gap between the two types of knowledge.
Sources for the pill and female sterilization seem to be the mast
widely known in this region, although there is a great deal of vari-
ation between countrics,

Figure C.1 Percentage of currently marricd women 15-49 who know any modern contraceptive method, and percentage who know any
source for clinical and supply methods, Demographic and Health Surveys, 1986-1990
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Table C.1 Percentage of currently marricd women 15-49 who know any source for specific modern methods, Demographic and Health
Surveys, 1986-1990

Any FFemale Male
Modemn Sterili- Sterili-
Counrry Mecthod Pill IUD Injection Vaginals Condom zation zalion
SUB-SAHARAN AFRICA
Botswana 94.2 93.3 89.2 89.2 51.1 86.1 65.7 24.2
Burundi 58.6 378 223 519 6.3 11.9 13.5 33
Ghana 69.6 53.1 32.2 396 33.0 38.9 51.8 9.1
Kenya 89.9 86.3 65.1 79.9 25.5 51.7 70.6 21.2
Mali 223 16.3 10.7 13.2 3.9 6.2 11.7 33
Senegal 67.5 50.5 28.6 26.9 8.6 26.4 55.9 3.1
Sudan (North) 59.2 54.5 33.0 36.0 59 13.4 40.1 4.2
Togo 78.6 38.6 40.8 55.3 237 29.9 68.0 13.1
Uganda 72.2 54.0 16.4 35.2 8.7 20.7 59.7 8.2
Zimbabwe 96.0 94.6 52.4 65.5 12.4 72.5 51.2 15.5
NEAR EAST/NORTH AFRICA
Egypt 95.9 94.7 88.2 49.2 37.9 41.5 51.1 8.7
Morocco 94.3 92.6 70.1 35.0 20.5 52.3 70.8 2.7
Tunisia 96.3 86.9 87.2 439 55.4 57.8 89.1 10.7
ASIA
Indonesia 92.7 88.4 76.2 81.4 3.1 523 48.7 24.2
Sri Lanka 98.0 82.4 733 74.9 10.4 62.2 96.0 86.9
Thailand 99.3 97.6 91.0 95.7 14.0 79.3 96.3 92.5
LATIN AMERICA/CARIBBEAN
Bolivia 61.1 45.7 48.3 38.8 21.0 24.6 46.4 13.1
Brazil' 97.3 94.7 423 47.2 29.6 74.0 85.1 40.4
Colombia 99.0 95.2 89.4 85.1 82.0 65.0 93.2 46.1
Dominican Republic 98.5 93.9 83.8 63.8 63.5 79.3 96.0 38.7
Ecuador 87.6 79.1 74.4 59.4 52.2 44.5 73.0 15.6
Guatcmala' 64.9 56.2 39.6 41.6 20.2 333 55.5 343
Peru 83.9 71.4 68.2 64.4 43.7 45.4 72.5 24.8
Trinidad and Tobago 98.5 95.0 84.7 75.0 78.0 94.3 90.5 54.9

Notes: Knowledge of source by method was not asked in Liberia; no knowledge questions were asked in Mexico.
'Women 15-44



Appendix D

Use of Periodic Abstinence and Source of Information
on Periodic Abstinence

The DHS-I survey asked women who were currently using period-
icabstinence, "Where did you obtain instruction for this method?"
Table D.1 presents this information together with the percentage
of marricd women currently using periodic abstinence in each
country surveyed. While the prevalence of this method ranges
from 0.2 percent in Botswana to a high of 17 percent in Peru, in
most countrics it is little used. Less than 3 percent of married
women reported currently using periodic abstinence in 14 of the
25 surveys. The prevalence of periodic abstinence is more than 10
percent in only three countries: Bolivia, Peru, and Sri Lanka.

In sub-Saharan Africa, the church (and its affiiiated institutions)
is an important source of instruction. The church is the leading
source of information for women in Ghana, Kenya, and Uganda
and also provides instruction to more than 20 percent of women
using periodic abstinence in Togo and Burundi. However, in Mali
and Sencgal, where Islam predominales, the church plays no role

in promoting the use of periodic abstinence, Only in Burundi is
the public sector the leading source of information.

In the countries surveyed in the Near East/North Africaregion and
Asia, most of the women using the method never visited any
source to get instructions on periodic abstinence. Only in Indo-
nesia did more than 20 percent of women get their information
from government sources.

The countrics of Latin America and the Caribbcan show great
variation in where women get instruction on periodic abstinence.
Most users in Colombia, Ecuador, Guatemala, and Trinidad and
Tobago did not visit any source. In Bolivia, Brazil, the Dominican
Republic, and Peru, however, most users reported getting their in-
formation from the church and "other” sources, such as friends
and parents. Only in Peru is tii. public sector an important source
of information on periodic abstinence. In Bolivia, Brazil, and
Dominican Republic, the private sector plays a greater role.
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Table D.1 Use of periodic abstinence and source of information on periodic abstinence

Percentage of currently marricd women 15-49 reporting current usc of periodic abstinence and percent distribution by source of information on periodic
abstinence, Demographic and Health Survcys, 1986-1990

Percent
Reporting Source of information on periodic abstinence
Current Use
Yecar of of Periodic Public Private No Total
Country Fieldwork Abstincnce Scator! Secto? Church? Other? Visit Percent Number
SUB-SAHARAN
AFRICA
Botswana 1988 0.2 * b b * * * 3
Burundi 1987 4.8 59.6 20 242 13.2 0.9 100.0 127
Ghana 1988 6.2 10.2 9.2 58.2 6.6 15.8 100.0 196
Kenya 1988/89 1.5 6.0 9.4 59.5 23.7 0.0 100.0 57
Liberia 1986 0.6 100.0 20
Mali 1987 1.3 (15.4) (80.1) 0.0 (1.5) 0.0 (100.0) 38
Sercgal 1986 0.9 6.7) (13.3) 0.0 (80.0) 0.0 (100.0) 30
Sudan (North) 198990 2.2 5.0 19.3 0.0 75.6 0.0 100.0 88
Togo 1988 6.4 16.7 6.4 19.9 56.4 0.6 100.0 156
Uganda 1988/89 1.6 12.5 3.8 60.2 14.7 17 100.0 51
Zimbabwe 1988/89 03 * * * * * * 8
NEAR EAST/
NORTH AFRICA
Egypt 1988/89 0.6 U U U U U 100.0 50
Morocco 1987 23 10.6 4.9 * 33 81.3 100.0 123
Tunisia 1988 6.3 2.8 36 * * 93.6 100.0 251
ASIA
Indonesia 1987 1.2 20.2 13.0 * 11.0 557 100.0 127
Sri Lanka 1987 14.9 17 0.8 ) 1.2 89.9 100.0 810
Thailand 1987 0.9 13.3 34 * * 833 100.0 56
LATIN AMERICA/
CARIBBEAN
Bolivia 1989 16.1 15.0 25.2 25.8 33.8 * 100.0 797
Brazil® 1986 4.0 12.4 223 53.0 12.2 * 100.0 138
Colombia 1986 57 44 7.8 * * 87.8 100.0 162
Dominican Republic 1986 1.4 8.7 322 34.0 24.1 1.0 100.0 57
Ecuador 1987 6.1 11.1 17.2 * 8.3 63.3 100.0 180
Guatcmala® 1987 2.8 10.4 9.4 * 4.2 76.0 100.0 96
Mcxico 1987 44 U U U U U 100.0 248
Peru 1986 17.7 32.1 13.4 32.7 16.7 5.1 100.0 514
Trinidad and Tobago 1987 2.6 6.0 14.9 6.0 10.4 62.7 100.0 67

Note: Figures in parentheses are based on 25-49 cascs.

U = Unknown (question not asked)

* |ess than 25 cascs

'Public sector includes government and parastatel institutions,
2Private sector includes private doctor, private hospital or clinic, pharmacy and NGOs,
3Church includes all institutions run by Protestant missions and Catholic churches.

“Other includcs friends, parents and other responses.
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Appendix E

Summary of DHS-I and DHS-1l Surveys, 1985-1993

Region and Date of Implementing Sample Male/Husband Supplemental Studies, Modules,
Country Fieldwork Organization Respondents  Size Survey and Additional Questions

SUB-SAHARAN AFRICA

DHS-t
Botswana Aug-Dec 1988 Centra! Statistics Office AW 15-49 4,368 AIDS, PC, adolescent fertility
Burundi Apr-Jul 1987 Département de la Population, Mitistére de I'lntérieur AW 15-49 3,970 542 Husbands CA, SAl, adult mortahty
Ghana Feb-May 1988 Ghana Statistical Service AW 15-49 4,488 943 Husbands CA, SM, WE
Kenya Dec-May 1988/89 Nationa! Council for Population and Development AW 15-49 7,150 1,133 Husbands
Liberia Feb-Jul 1986 Bureau of Statistics, Ministry of Planning and AW 15-49 5,239 TBH, employment status
Economic Affairs
Mali Mar-Aug 1987 Institut du Sahel, USED/CERPOD AW 15-49 3,200 970 Men 20-55  CA, VC, childhood
physical handicaps
Ondo State, Sep-Jan 1986/87 Ministry of Health, Ondo State AW 15-49 4,213 CA, TBH
Nigeria
Senegal Apr-Jul 1986 Direction de la Statistique, AW 15-49 4,415 CA,CD
Ministére de I'Economie et des Finances
Sudan Nov-May 1989/90 Department of Statistics, EMW 15-49 5,860 M, MM, female circumcision,
Ministry of Economic and National Planning family planning services
Togo Jun-Nov 1988 Unité de Recherche Démographique, AW 15-49 3,360 CA, SAl,
Université du Benin marriage history
Uganda Sep-Feb 1988/89 Ministry of Health AW 15-49 4,730 CA, SAl
Zimbabwe Sep-Jan 1988/89 Central Statistical Office AW 15-49 4,201 AIDS, CA, PC, SAl, WE
DHS-Il
Burkina Faso Dec-Mar 1992/93 Institut National de la Statistique AW 15-49 6,000 1,845 Men 18+ AIDS, CA, MA, SAl
et de la Démographie
Cameroon Apr-Sep 1991 Direction Nationa'e du Deuxiéme AW 15-49 3,871 814 Husbands CA,CD, SAl
Recensement Général de la Population et de I'Habitat
Madagascar May-Nov 1992 Centre National de Recherches sur I'Environnement AW 15-49 6,260 CA, MM, SAl
Malawi Sep-Nov 1992 National Statistical Office AW 15-49 4,850 1,151 Men 20-54  AIDS, CA, MA, MM, SAl
Namibia Jul-Nov 1992 Ministry of Health and Social Services, AW 15-49 5,421 CA, CD, MA, MM
Central Statistical Office
Niger Mar-Jun 1992 Direction de la Statistique et des Comtes Nationaux AW 15-49 6,503 1,570 Husbands  CA, MA, MM, SAI
Nigeria Apr-Oct 1990 Federal Office of Statistics AW 15-49 8,781 CA, SAI
Rwanda Jun-Oct 1992 Office National de la Population AW 15-49 6,551 598 Husbands CA, SAl
Senegal Nov-Aug 1992/93 Direction de la Prévision et de ia Statistique AW 15-49 6,310 1,436 Men 20+ AIDS, CA, MA, MM, SAI
Tanzania Oct-Mar 1991/92 Bureau of Statistics, Planning Commission AW 15-49 9,238 2,114 Men 15-60  AIDS, CA, MA, SAl
Zambia Jan-May 1992 University of Zambia AW 15-49 7,060 AIDS, CA, MA
NEAR EAST/NORTH AFRICA
DHS-|
Egypt Oct-Jan 1988/89 National Population Council EMW 15-49 8,911 CA, CD, MM, PC, SAl, WE,
women's status
Morocco May-Jul 1987 Ministére de la Santé Publique EMW 15-49 5,982 CA.CD, S
Tunisia Jun-Oct 1988 Office National de la Famille 2t de {a Population EMW 15-49 4,184 CA,CD, S, SAl
DHS-HI
Egypt Nov-Dec 1992 National Population Council EMW 15-49 9,864 2,406 Husbands ~ CA, MA, PC, SM
Jordan Oct-Dec 1990 Department of Statistics, Ministry of Health EMW 15-49 6,462 CA, SAl
Morocco Jan-Apr 1992 Ministére de la Santé Publique AW 15-49 9,256 1,336 Men 20-70  CA, MA, MM, SA!
Yemen Nov-Jan 1991/92 Central Statistica! Organization EMW 15-49 5,687 CA, CD, SAl
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Region and Qate of Implementing Sample Male/Husband Supplemental Studies, Modules,
Country Fieldwork Organization Resporidents  Size Survey and Additional Questions
ASIA
DHS-|
Indonesia Sep-Dec 1987 Central Bureau of Statistics, EMW 15-49 11,844 PC, SM
National Family Planning Coordinating Board
Nepal {in-depth} Feb-Apr 1987 New Era CMW 15-49 1,623 KAP-gap survey
SriLanka Jan-Mar 1987 Department. of Census and Statistics, EMW 15-49 5,865 CA, NFP
Ministry of Plan Implementation
Thailand Mar-Jun 1987 Institute of Population Studies, EMW 15-49 6,775 CA, S, SAl
Chulalongkorn University
DHS-II
indonesia May-Jul 1991 Central Bureau of Statistics, National Family EMW 15-49 22,909 PC, SM
Planning Coordinating Board, Ministry of Health
Pakistan Dec-May 1990/91 National Institute of Population Studies EMW 15-49 6,611 1,354 Husbands CA
LATIN AMERICA & CARIBBEAN
DHS-|
Bolivia Mar-Jun 1989 Instituto Naciona! de Estadistica AW 15-49 7,923 CA,CD, MM, PC, S, WE
Bolivia (In-depth) ~ Mar-Jun 1989 Instituto Nacional de Estadistica AW 15-49 7,923 Health
Brazi May-Aug 1986 Sociedade Civil Bem-Estar Familiar no Brasil AW 15-44 5,892 CA, PC, SM, abortion,
young adult use of
contraception
Colombia Oct-Dec 1986 Corporacién Centro Regional de Poblacion, AW 15-49 5,329 CA, PC, SAl, SM
Ministerio de Salud
Dominican Sep-Dec 1986 Conseo Nacional de Poblacion y Famria AW 15-49 7,649 NFP, S, SAl, SM family
Republic planning communication
Domnican Rep. Sep-Dec 1986 Consejo Nacional de Poblacion y Familia AW 15-49 3,885
{Experimental)
Ecuador Jan-Mar 1987 Centro de Estudios de Poblacion y AW 15-49 4,713 CD, SAl, employment
Paternidad Responsable
El Salvador May-Jun 1985 Asociacion Demografica Salvadoreia AW 15-49 5,207 S, TBH
Guatemala Oct-Dec 1987 Instituto de Nutricion de Centro América y Panama AW 15-44 5,160 S, SAl
Mexico Feb-May 1987 Direccion General de Planificacion Familiar AW 15-49 9,310 NFP, S, employment
Secretaria de Salud
Peru Sep-Dec 1986 Instituto Nacional de Estadistica AW 15-49 4,999 NFP, employment,
cost of family planning
Peru Sep-Dec 1986 Instituto Nacional de Estadistica AW 15-49 2,534
{Expenmental)
Trinidad May-Aug 1987 Family Planning Association of AW 15-49 3,806 CA, NFP, breastfeeding
and Tobago Trinidad and Tobago
DHS-II
Brazil (NE) Sep-Dec 1991 Sociedade Civil Bem-Estar Familiar no Brasil AW 15-49 6,222 1,266 Husbands ~ AIDS, PC
Colombra May-Aug 1990 PROFAMILIA AW 15-49 8,644 AIDS
Dominican Republic Jul-Nov 1991 Instituto de Estudios de Poblacion y Desarrollo AW 15-49 7,320 CA, MA, S, SAl
(PROFAMILIA), Oficina Nacional de Planificacion
Paraguay May-Aug 1990 Centro Paraguayo de Estudios de Poblacion AW 15-49 5,827 CA, SAl
Peru Oct-Mar 1991/92 Instituto Nacional de Estadistica e Informatica AW 15-49 15,882 CA, MA, MM, SAI
AW all women AIDS  acquired immune deficiency syndrome NFP  patural family planning
CMW currently married women CA  child anthropometry PC pill compliance
, ) CD causes of death {verbal reports of symptoms) S sterilization
EMW' evor-married women M migration SAl  service availability information
MA  maternal anthropornetry SM  social marketing
MM matemal mortality TBH truncated birth history
VC value of children 49



