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Preface

One of the most significant contibutions of the DHS
program is the creation of an internationally comparable body of
data on the demographic and health characleristics of populations
indeveloping countrics. The DIS Comparative Studies serics and
the DIS Aralytical Reports serics examine these data across
countries in a com parative framework, focusing on specific topics.

The objectives of DHS comparative rescarch are: to
describe similaritics and differences between countries 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.
While Comparative Studies are primarily descriptive, Analytical
Reports utilizes a more analytical approach.

The comparative analysis of DHS data is carried out
primarily by staff at the DHS headquarters in Calverton,
Maryland. The topics covered are selected by staff in conjunction
with the DHS Scientific Advisory Committee and USAID.

The Comparative Studies are based on a variable number of
data sets reflecting the number of countries for which data were
available at the time the report was prepared. Each report provides
detailed tables and graphs for countrics in four regions: sub-
Saharan Africa, the Near East and North Africa, Asia, and Latin
America and the Caribbean., Survey-related issues such as
questionnaire comparability, survey procedures, data quality, and
methodological approaches are addressed in each report, as
necessary. Where appropriate, data from previous DHS surveys
are used to evaluate trends over time.

Comparative Studies published under the current phase of
the DHS program (DHS-III) are, in some cases, updates and
expansions of reports published earlier in the series. Other reports,
however, wil! cover new topics that reflect the expanded
substantive scope of the DHS program.

It is anticipated that the availability of comparable informa-
tion for a large number of developing courtries will have long-
te -m usefulness for analysts and policymakers in the fields of in-
ternational population and health.

Martin Vaessen
Project Director
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1 Introduction

The assessment of unmet need and the total demand for
family planning is of fundamental importance both for family
planning program purposes (Ross, 1994) and for population policy
(Sinding ctal., 1994). For programs, it provides an estimate of the
magnitude and characteristics of the additional market for contra-
ception; population policy interests are served by estimating the
impact on fertility that would result if that additional need were
met.

In the first comparative Demographic and Health Surveys
(DHS) report on this subject, Westoff and Ochoa (1991) estimated
unmet need and demand for family planning for currently married
women in 25 developing countries surveyed in the late 1980s. In
the present report, the authors repeat that analysis for 27 countries
(14 in sub-Saharan Africa) in which surveys were conducted be-
tween 1990 and 1994. 1n addition to the analysis for married

women, the authors developed procedures to assess unmel need
for never-married and formerly married women. These subpopu-
lations are then aggregated for selected countries to obtain esti-
mutces of unmet need for all women regardless of marital status.
I‘or reasons of availability or quality of data {or never-married
women, these additional calculations are limited to sub-Saharan
countrics.

Also in this report, need is disaggregated into its various
components, i.c., those requiring motivational or information or
cducational cfforts, and the potential demographic significance of
satisfying different amounts of unmet need is estimated. Eight of
the surveys were conducted in the same countrics as in DHS-I,
thereby allowing trends in unmet need and demand in those coun-
tries over the past five years cr so to be documented.



2 The Concept of Unmet Need

In the last few -cars, the concept of unmet need has encoun-
tered various criticisms. Dixon-Mueller and Germain (1992) hold
that the concept is too restrictive—that it should also cncompass
the need for abortion and for better methods of contraception, that
it should include men as well as women, and that it should mea-
sure the needs of unmarried as well as married women. Pritchett
(1994) questions the potential demographic importance of the phe-
nomenon. Various commentators have criticized the term itself,
arguing that "potential demand” would be preferable or that "un-
met nced” has a patronizing quality (Pritchett, 1994).

The concept and the measurement of unmet need are sepa-
rate, but obviously related, subjects. The concept is the motiva-
tion of women who are not currently using birth control to regu-
late their fertility but, at the same time, express a desire to post-
pone the next birth or to avoid any further childbearing. This moti-
vation may be very weak or it may be strong; it can include wom-
cn who are not very sexually active or who do not intend to use
any method at all for whatever reason. On the other hand, it can
also include women who are ready to use contraception but who
arc currently pregnant or amenorrheic or who are ignorant of
methods or concerned about side effects of a particular method.
Many additional, possible subtletics include concern about the
husband’s attitudes toward contraception or, in the case of young
single women, the unpredictability of exposure to the risk of preg-
nancy.

The implication of all of this complexily is that the measurcs
developed from answers to a few questions in an interview must
necessarily be very crude. There is no inforiation on the strength
or intensity of the "unmet nced”; no knowledge of whether inten-
tions o use contraception will be impleinented or not. The only
such inference that can be drawn is that the motivation to avoid
further childbearing is probably stronger than the wish to control

the timing of the next birth. All that is really known, in effect, is
that the women classified as having an unmet neced for family
planning have indicated some desire tocontrol their fertility, either
by postponing the next birth or by avoiding additional child-
bearing but, for various reasons, are not using contraceplion.

Women classified as having an unmet need constitute the un-
realized componeat of the total demand for family planning. The
other part of that demand consists of women currently practicing
contraception. Ina certain sense, these two parts are the latent and
manifest components of total demand. There probably are better
terms than "unmet nced" with which to describe the latent compo-
nent of the concept, but the term ha, been used for at least a
decade (Westoff and Pebley, 1981) and has become part of the
technical language.

The concept of unmet need admits separation into spacing
and limiting components. The former relates to fecund nonusers
who want more children but who wish to postpone the next birth
at least two more years. Women with an unmet need for limiting
also are fecund and not using but say that they want no more chil-
dren. The same dichotomy is made for women currently using
contraception; conscquenily, total demand can be disaggregated
accordingly.

Although unmet need is a current status measure, there is a
typicat cycle of change over the fertility transition. In the begin-
ning, when large families arc wanted, unmet need will be minimal,
since there is little demand for family planning. As the transition
develops and accelerates, unmet need can be expected (o rise as
the demand for family planning increases and outdistances avail-
able supply. Toward the end of the transition, unmet need will de-
cline as contraception becomes readily available and acceptable
and the small family norm is established.



3 The Measurement of Unmet
Need

The procedures followed here to classify currently married
women according to the need for family planning arc essentially
those used in the first DHS comparative report on unmet need
(Westoff and Ochoa, 1991), but with some changes. For example,
the definition of infecundity has been expanded to include women
who replied to the reproductive intentions quesiian that they were
unable to get pregnant as well as woren who reported that they
did not intend to use contraception because they had reached
menopause. The cutoff point for the last menstrual period has also
been changed to six months ago 1.0ther than six weeks. Finally, an
additional check to classify the need for limiting for pregnant and
amenorrheic women was imposed; the pregnancy had to bereport-
cd as never wanted and the woman had to want no more children
in the future.! These changes do not make much of a difference in

! This change was necessary because of some ambiguity in the wording of the
question used to determine planning status for currently pregnant women,
Consequently, significant fractions of women reponted the pregnancy as never
wanted (especially in sab-Saharan Africa) but said that they wanted another child
soon or later.  These inconsistent cases were reassigned from the "need for
limitina” to the “need for spacing” category.

the proportions classified as in neced. However, to maintain com-
parability the new criteria have been applied when possible to
thosc DHS-I countries for which trend analysis is conducted.?

The actual algorithm used for the classification of unmet
nced among married women (algorithms for unmarried women are
described later) is illustrated in Figure 3.1 for Kenyan women in
the 1993 survey. As in the earlier report, the distinction between
pregnant or amenorrheic women and women who are fecund non-
users but who are neither pregnant nor amenorrheic is retained. In
the Kenya illustration, this latter category comprises 24.6 percent
of married women and those pregnant or amenorrheic are 30.0
percent of the total. An additional 12.6 pei sent are classified as

It is evident from the history of the measurement of unmet need that it has been
an cvolving process subjcct to periodic refinements. Because of continuing
modifications, the estimates in this report will not correspond exactly with thos :
in the published DHS First Country Reports.  Morcover, they will not agree
precisely with the revised definitions in the Standard Recode Files for DHS-T (the
total unmet need should be the same, but the spacing component should be higher
and the limiting component lower). They should be very close, however,

Figure 3.1 Unm-t need among currently marricd women: Kenya, 1993
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infecund,?® which is a lower bound on the estiinate of that parame-
ter.!

The unmet need for pregnant or amenorrheic women is de-
termined primarily from the reported planning status of that preg-
nancy or birth in an effort to capture the woman'’s intention at the
time of that conception. Depending on whether the pregnancy
was reported as occurring before it was wanted (mistimed) or as
having occurred when no more children at all were wanted {un-
wanted), these women are divided into a need for spacing or a
need for limiting. As already noted, an additional check for the
unwanted category is imposed, which reclassifies those who want
more childien into the "need for spacing” category.

Earlicr work had regarded all pregnant and amenorrheic
women as simply not cxposed to the risk of pregnancy, but the
problem with that procedure can be understood by imagining a

3 Women are classified as infecund if they are not using contraccption, are neither
pregnant nor amenortheic, have been married at least five years, have not used any
method in the last five years (or .1 African countries have neverused any method)
andhave not had a birth in the past five years, or who have not menstruated in the
last six months, or who stated that they could not have a baby in response to the
question on reproductive intentions, or who gave menopause as the main reason
that they did not intend to use any method. The remaining women in the sample
are fecund users or nonusers.

*The algorithm for estimating infecundity for purposes of classifying unmet nced
first excludes contraceptive users and then pregnant or amenorrheic women, some
of whom may be infecund.

population in which all women who did not use contraception® be-
camc pregnant unintentionally. It is unreasonable to conclude
from this example that there would be no unmet need at all. In
Kcnya, 12.7 percent of marricd women whoare pregnant or amen-
orrheic are classified as in need of spacing because of a mistimed
pregnancy and 4.6 percent are classified as in need of limiting be-
cause of an unwanted pregnancy/birth.

Nonusers w..o are neither pregnant nor amenorrheic but who
are classified as fecund are defined as having an unmet need for
spacing if they say they want to wait at least two more years be-
fore the birth of the next child (9.4 percent of all Kenyan married
women).S If they say they want no more children, they are then
classified as having an unmet need for limiting (8.7 percent in
Kenya). These two categorics are then combined with the corre-
sponding need categories for pregnant or amenorrheic women for
the summary measures of unmet need. In the Kenya illustration,
the total estimated unmet need is 35.5 percent for currently mar-
ried women. This is a very high level, as will be seen in the next
section.

$ Pregnant or amenorrheic women whose pregnancy was the result of a contracep-
tive failure are not defined as in need of family planning because in fact they were
users at the time of the conception. It may be that they are in need of a better
method but that is a different concept. It should be noted, however, that although
such women are not included in the unmet necd category, they are included in the
total demand. Estimates of these failure rates are not available for sub-Saharan
countries where, because of low contraceptive prevalence, the relevant questions
were not included in the questionnaire.

* Women who are undecided about whether they want another child are classified
in the "need for spacing” category.



4 Estiiates of Unmet Need
and Demand, for Married
Women

The various elements of the classification system depictedin -~ amenorrheic women whose pregnancy was intended. The main
Figure 3.1 arc displayed in Table 4.1. With few exceptions, typi-  exceptions are Kenya and Namibia, where the proportions cur-
cally the largest category in sub-Saharan countries is pregnantor  rently using contraception are considerably higher. Ghana and

Table 4.1 Components of the classification of unmet need

Percent distribution of currently married women by contraceptive use status, intention status of current pregnancy or last birth, reproductive
intentions and fecundity, Demographic and Health Surveys, 1990-1994

Pregnant or amenorrheic Fecund, not using

Year Percent Want Want  Wam Number
of  using a Spacing Limiting In- Mis- Un- child  child no of

Country survey method failure failure tended timed wanted® soon later more Infecund Total women

SUB-SAHARAN AFRICA

Burkina Faso 1993 19 NA NA 326 9.4 1.9 14.6 14.8 6.6 122 100.6 5326
Cameroon 1991 16.0 NA NA 26.7 59 1.2 15.9 11.4 3.2 19.6 100.0 2868
Ghana 1993 20.3 NA NA 19.7 11.7 2.4 1.7 12.1 6.8 19.2  100.0 3196
Kenya 1993 32.8 NA NA 12.7 12.7 4.6 6.4 9.4 8.7 126 100.0 4629
Madagascar 1992 16.7 NA NA 23.0 9.5 49 11.5 7.8 10.2 164 1000 3736
Malawi 17392 13.0 NA NA 23.2 13.5 3.0 9.9 129 6.2 182 1000 3492
Namibia 1992 28.9 NA NA 19.7 5.5 1.4 13.7 9.7 5.2 155 1000 2259
Niger 1992 4.5 NA NA 38.1 6.9 0.4 17.3 9.5 1.9 21.5 1000 5561
Nigeria 1990 59 NA NA 39.2 4.2 0.8 14.5 12.7 4.0 18.7 1000 6680
Rwanda 1992 21.1 NA NA 222 16.6 7.3 8.9 7.3 5.7 109 100.0 3785
Scneggl 1992-93 7.5 NA NA 29.3 11.3 1.7 14.9 11.3 4.9 19.0  100.0 4450
Sudan 1989-90 8.7 NA NA 33.6 8.5 0.9 15.7 9.5 6.5 16,5 1000 5400
Tanzania 1991-92 10.4 NA NA 29.7 8.5 2.1 14.8 10.7 6.0 17.6  100.0 6038
Zambia 1992 15.2 NA NA 24.9 13.8 23 15.2 9.3 53 140 100.0 4457

NEAR EAST/NORTH AFRICA

Egypt 1992 47.1 0.3 1.0 11.4 2.6 4.2 1.4 4.8 10.2 109 1000 9153
Jordan 1990 40.0 1.7 1.2 15.4 5.5 2.0 5.2 4.6 9.8 145 1000 6168
Morocco 1992 41.5 1.5 1.5 13.7 36 33 8.6 5.1 1.7 135 1000 5118
Turkey 1993 62.6 1.0 0.8 6.5 1.4 2.1 53 23 54 127 1000 6270
ASIA
Bangladesh 1993-94 44.6 0.8 0.6 13.7 43 23 1.5 5.8 5.6 148 1000 8980
Indonesia 1991 49.7 0.6 03 11.2 2.1 0.8 5.8 5.8 5.4 18.2 1000 21109
Pakistan 1990-91 11.9 NA NA 23.0 49 33 11.3 12.2 11.4 22.0 100.0 6364
Philippines 1993 40.0 1.7 0.6 9.5 5.4 2.9 4.3 7.2 10.4 179 100.0 8961
LATIN AMERICA/CARIBBEAN
Bolivia 1694 45.3 2.7 2.4 9.0 39 1.2 2.3 23 10.5 145 100.0 5334
Colombia 1990 66.1 1.2 1.2 5.9 1.9 2.1 4.9 23 5.3 9.0 1000 4449
Dominican Republic 1991 56.4 0.9 0.5 7.2 4.4 2.5 1.7 4.5 5.8 10.0  100.0 4083
Paraguay 1990 484 2.6 0.4 12.6 32 0.9 7.8 4.9 6.2 13.1 1000 3574
Peru 1991-92 59.0 2.8 3.6 6.8 25 4.9 1.9 1.8 6.5 10.1  100.0 8741

Note: Totals may not add to 100.0 due to rounding.
NA = Not applicable
% Confined to women who also report that they want no more children.
Distribution of intentions for pregnant women estimated from the distribution for amenorrheic women. Only riorthern Sudan was represented
in the survey but it is classified here with the sub-Saharan countries.



Rwanda show about the same proportions in the two categories.
Among the countries outside of this region, current users far
outweigh all other categories except in Pakistan, which has a pat-
tern similar to that in sub-Saharan Africa.

The total demand for family planning (Table 4.2 and Figure
4.1 is comrosed primarily of unmet need in sub-Saharan Africa
and in Pakistan, whereas contraceptive practice is the main com-
ponent of demand elsewhere. This difference is reflected in the
"demand satisfied" statistic (current use divided by the sum of

Table 4.2 Demand and unmet need

use and unmet need).” Excluding Pakistan, this figure reaches an
average of 74 percent outside of sub-Saharan Africa compared
with an average of 32 percent within that region (sec Figure 4.2),
There is a draraatic difference in the perceni of demand satisfied
in Bangladesh (72 percent) compared with that in Pakistan (27
percent), reflecting the difference in program effort in the two
countries. The program effort in Bangladesh probably has influ-
enced reproductive preferences as well as the usc of contraception.

7 For countries in which contraceptive failures are estimated, the demand is
calculated by dividing the sum of women using a method or having failed with a
method by the sum of those women plus those with an unmet need.

Demand for family planning and its componcnts among currenly married women, Demographic and Health Surveys, 1990-1994

Demand for Percentage of
contraception® Unmet necd? Current use demand satisfied®
Country Total  Spacing Limiting Total Spacing Limiting Total  Spacing Limiting Total  Spacing Limiting
SUB-SAHARAN AIRICA
Burkina Faso 40.6 29.5 11.0 326 24.1 8.5 7.9 5.4 25 19.5 18.3 22.7
Cameroon 31.7 283 9.4 21.7 17.3 44 16.0 11.0 5.0 424 339 53.2
Ghana 533 343 19.0 33.0 23.8 9.2 20.3 10.5 9.8 380 30.6 51.6
Kenya 68.3 321 36.2 355 222 13.3 327 9.5 229 47.9 30.8 63.3
Madagascar 49.1 23.7 25.4 325 17.3 15.1 16.7 6.4 10.3 34.0 210 40.5
Malawi 48.6 337 14.9 35.6 26.4 9.2 13.0 7.3 5.7 26.7 21.7 353
Namibia 50.7 26.4 243 21.8 15.2 6.6 28.9 11.2 17.7 57.0 42.4 72.8
Niger 23.1 20.2 3.0 18.7 16.4 23 4.5 3.8 0.7 19.5 18.8 233
Nigeria 275 20.3 7.3 21.6 16.9 4.8 5.9 34 2.5 214 16.7 34.2
Rwanda 58.0 343 23.6 369 24.0 129 21.1 10.3 10.7 36.4 300 45.3
Senegal 36.7 26.9 9.7 29.3 22,6 6.6 7.4 4.3 31 20.2 16.0 320
Sudan (Northern) 341 23.0 11.0 25.5 18.c 7.4 8.7 5.0 3.6 25.5 217 327
Tanzania 377 25.1 12.6 273 19.2 8.1 10.4 59 4.5 276 23.5 35.7
Zambia 459 321 11.8 30.7 23.1 7.6 15.2 9.0 6.2 331 28.0 44.9
NEAR EAST/NORTH AFRICA
Egypt 70.3 15.5 54.8 219 7.4 14.5 47.1 7.8 393 68.8 522 73.5
Jordan 64.7 234 41.5 21.8 10.1 11.8 40.0 11.6 28.5 66.3 56.8 71.6
Morocco 64.2 243 39.9 19.7 8.7 11.0 41.5 14.1 274 69.3 64.2 72.4
Turkey 15.5 16.8 58.8 11.2 37 7.5 62.6 12.1 50.5 85.3 78.0 87.2
ASIA
Bangladesh 64.0 219 42.0 18.0 10.1 7.9 44.6 113 335 ARA 552 81.2
Indoncsia 64.7 27.2 375 14.1 7.9 6.2 49.7 18.7 31.0 78.2 71.0 83.5
Pakistan 43.6 19.0 24.5 317 17.0 14.7 11.9 2.1 9.8 273 11.0 40.0
Philippines 68.2 233 44.8 259 12,6 13.3 40.0 9.0 30.9 62.0 459 70.3
LATIN AMERICA/CARIBBEAN
Bolivia 73.9 19.6 4.3 235 6.1 17.4 453 109 345 68.2 69.0 68.0
Colombia 80.1 252 54.9 11.6 42 7.4 66.1 19.8 46.3 85.5 833 86.5
Dominican Republic  74.9 20.6 54.3 17.1 8.8 8.3 56.4 10.9 45.5 77.2 573 84.7
Paraguay 66.5 343 322 15.2 8.1 7.1 48.4 23.7 24.7 713 76.7 77.9
Peru 81.1 21.0 ¢0.1 15.7 43 11.4 59.0 139 45.1 80.6 79.5 81.0

2 Demand is the sum of unmet need and current use and contraceptive failure (where this latter information is available).
Unmet need is the sum of pregnant or amenorrheic women who reported that pregnancy was mistimed or unwanted and fecund nonusers who

want to postpone or avoid further childbearing.

€ Calculated by dividing current use (plus contraceptive failure where available) by demand.



Figure 4.1 Total demand for family planning: Unmet need and current use of contraception, Demographic and Health Surveys,
1990-1994
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Figure 4.2 Percent of total demand satisficd, Demographic and Health Surveys, 1990-1994
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An average of 29 percent of married women in sub-Saharan
Africa are classified as having an unmet nced for family planning,
and in Bolivia, Pakistan a.d the Philippines, unmet necd is at a
similar level, In the remaining 10 countries the unmet need is far
lower (an average of 17 percent). The high level of need in sub-
Saharan Africa resu!'s entircly from the spacing component.

The well-known emphasis on birth spacing in sub-Saharan
Africa is reflected consistently in all of the countries in the region

(Figure 4.3). Among current users, however, there are numerous
exceptions Lo this pattern: use for limiting predominates in Kenya,
Madagascar ar.d Namibia and is about the same as use lor spacing
in Rwanda. In all of the countries in the other regions of the
world, use for limiting exceeds usc for ;pacing whereas the two
componcnts arec more cvenly distributed in the unmet need catego-
ry (Table 4.2). With only one exception—Bolivia-—the percent-
ageofdemand or limiting that is satisfied is greater than the satis-
faction of demand for spacing.

Figurce 4.3 Total demand for family planning: Spacing and limiting births, Demographic and Health Surveys, 1990-1994
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5 Covariates of Unmet Need

5.1 AGE

There is little overall relationship between current age and
total unmet need (Table 5.1) because of the offsetting negative and
positive associations between age and the need for spacing (which
declines with age, Table 5.2) and the need for limiting (which in-
creases with age, Table 5.3). The nced for spacing begins to
decline after age 30, whereas the need for limiting peaks at ages
35-44,

Table 5.1 Total unmet need by age and number of children

5.2 NUMBER OF CHILDREN

The pattern of association with the number of living children
issimilar. The proportion with a necd for limiting is mostly under
10 percent up to women with tour i more children where it nises
sharply, while the nced for spacing declines after three children.
Although there is some evidence of an unmet need for spacing
among women with no children, the need begins mainly after the
birth of the first child. Bolivia and Peru are the only apparent cx-
ceptions where the highest proportion (13 and 14 percent, respec-
tively) appears before the first child.

Tota! unmet need for family planning among currently married women by age and number of childrer.,, Demographic and Health Surveys,

1990-1994
Age Number of children

Country 15-19 2024 2529 30-34 3539 4044 4549 0 1 2 3 4+

SUR-SAHARAN AFRICA
Burkina Faso 29.1 29.9 33.2 31.9 364 41.0 28.0 14.8 27.6 30.2 344 40.6
Cameroon 21.1 25.3 20.6 22.8 279 15.2 10.2 6.3 17.8 23.4 17.9 283
Ghana 46.9 40.4 35.2 345 29.8 29.4 12.1 14.2 325 34.6 332 36.1
Kenya 41.9 40.2 39.6 35.0 38.9 2609 14.0 15.9 35.8 37.0 36.1 375
Madagascar 24.2 31.4 32.7 328 40.6 35.2 204 5.2 20.4 26.9 32.0 42.0
Malawi 33.0 347 373 38.9 312 350 28.3 21.9 29.1 33.7 38.6 43.2
Namibia 319 225 24.6 23.1 20.1 20.6 153 15.7 17.9 22.1 21.8 244
Niger 17.4 18.9 226 18.2 19.1 17.4 9.9 10.2 14.7 18.8 18.1 24.1
Nigeria 24.1 214 20.5 225 25.7 21.1 14.5 12.° 18.8 19.5 18.1 25.7
Rwanda 29.6 28.2 41.5 41.1 43.7 35.2 224 1.5 27.7 36.2 40.8 41.5
Senegal 28.0 30.0 21.5 332 336 27.8 17.5 11.8 22.5 24.5 273 370
Sudan (Northern) 21.5 24.7 28.5 27.1 293 219 13.0 8.0 19.2 25.9 273 29.1
Tanzania 203 270 315 2.9 29.6 26.9 18.1 8.3 18.4 26.7 29.3 328
Zambia 1.8 29.2 30.8 313 36.1 323 26.8 15.1 23.7 27.5 31.2 38.7
NEAR EAST/NORTH AFRICA
Egypt 24.1 238 235 21.1 23.5 20.6 15.1 7.3 23.4 21.7 214 24.8
Jordan 17.2 18.7 24.1 23.0 23.8 22.7 19.1 22 23.0 18.7 22,6 25.1
Morocco 16.6 204 20.4 19.2 21.1 229 13.9 7.9 13.4 14.7 17.) 26.3
Turkey 20.2 16.3 10.5 10.3 9.2 10.7 5.3 9.3 12.8 1.7 10.1 15.6
ASIA
Bangladesh 22.7 21.5 18.7 18.3 16.3 8.9 5.3 15.0 20.5 17.6 18.1 18.1
Indonesia 18.5 15.8 14 16.0 14.8 124 6.1 9.8 13.3 12.8 14.8 16.7
Pakistan 336 30.7 349 334 385 28.8 14.1 15.5 30.2 29.5 322 370
Philippines 3n1 352 323 279 23.5 21.2 8.4 11.8 28.8 263 21.7 28.7
LATIN AMERICA/CARIBBEAN
Bolivia 30.6 25.3 25.8 24.1 21.0 21.1 9.4 14.3 19.3 19.8 21.2 29.5
Colombia 22.8 214 12.8 10.6 8.0 6.2 5.4 8.8 12.2 1l 10.3 12.6
Dominican Republic 36.6 27.3 19.7 13.4 11.3 6.9 4.8 lo.4 223 18.1 11.5 18.1
Paraguay 19.5 19.5 15.8 16.3 14.1 12.1 10.9 4.5 11.9 12.7 12.0 21.7
Peru 327 24.0 17.6 13.5 13.6 12.6 7.0 16.0 135 13.6 13.9 18.9




Table 5.2 Unmel need for spacing by ape and number of children

Unmet need for spacing among currently married women by age and number of children, Demographic and Health Surveys, 1990-1994

Age Number of children
Country 15-19 2024 2529 3034 3539 4044 4549 0 1 2 3 4+
SUB-SAHARAN AFRICA
Burkina Faso 28.8 29.1 30.6 25.5 19.0 13.0 4.4 14.8 26.9 2,.6 305 21.7
Cameroon 21.1 24.4 17.7 18.2 14.7 1.7 4.6 9.3 17.7 22.5 153 18.7
Ghana 45.6 37.1 302 22.8 16.1 9.8 3.6 14.2 31.2 29.4 25.6 18.7
Kenya 40.8 35.8 29.2 19.4 12.0 52 2.8 15.3 33.6 319 274 16.0
Madagascar 23.6 26.8 225 15.4 10.7 8.3 23 5.0 18.5 22.6 25.2 16.0
Malawi 31.6 32.8 309 27.5 21.6 17.2 8.8 21.0 27.2 29.9 33.0 23.8
Namibia 24.2 18.6 20.4 17.6 12.5 11.1 44 13.8 14.2 17.0 17.1 14.2
Niger 17.3 18.6 22.0 16.1 14.7 8.9 4.0 10.1 14.2 18.4 17.2 18.7
Nigeria 23.8 20.4 17.5 17.3 17.3 16.9 5.5 11.9 18.6 17.0 16.9 17.3
Rwanda 28.1 26.1 35.4 28.4 21.2 10.2 2.6 14 26.6 33.8 34.1 21.0
Senegal 27.1 29.6 25.7 28.2 210 10.6 4.1 11.3 21.8 23.6 25.5 24.0
Sudan (Northern) 20.4 22.8 244 19.2 149 9.2 29 7.6 18.2 223 21.5 16.8
Tanzania 19.2 25.7 269 21.7 13.3 73 3.4 73 18.1 249 26.4 17.8
Zambia 274 28.7 27.2 24.1 184 10.9 6.7 149 22.5 26.0 283 22.8
NEAR EAST/NORTH AFRICA
Egypt 22.3 17.1 10.7 4.2 3.3 1.1 0.4 6.7 209 109 6.0 27
Jordan 15.7 14.7 14.4 10.8 7.8 4.2 0.6 2.0 20.6 143 14.7 8.2
Morocco 16.2 17.0 129 8.4 5.6 3.1 1.3 13 12.7 11.2 11.1 6.5
Turkey 17.6 9.7 4.0 1.6 0.7 03 0.0 8.9 10.0 23 N 0.9
ASIA
Bangladesh 219 15.9 9.9 4.7 25 03 0.5 14.8 19.5 10.5 8.4 37
Indonesia 18.0 14.4 10.1 7.4 4.8 1.9 0.5 9.4 12.2 8.0 6.7 49
Pakistan 323 25.8 223 15.4 129 5.8 2.5 14.7 29.1 23.1 19.5 11.9
Philippines 274 28.3 19.9 12.7 6.6 2.6 0.5 114 25.1 18.0 93 7.2
LATIN AMERICA/CARIBBEAN
3olivia 16.8 12.6 8.7 5.2 2.6 1.2 0.2 12.9 10.6 7.8 5.0 3.0
Colombia 19.3 12.6 4.0 2.6 0.8 0.2 0.1 8.2 93 4.1 1.9 1.0
Dominican Republic 28.6 18.4 9.8 6.2 1.4 0.2 0.0 15.6 17.0 12.5 47 2.4
Paraguay 15.8 14.6 11.9 8.6 4.7 1.7 0.7 4.1 109 9.3 7.2 7.4
Peru 21.0 11.8 S. 2.6 0.9 0.5 0.2 14.3 8.4 53 2.5 14
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Table 5.3 Unmet neecd for limiting by age and number of children

Unmet need for limiting among currently married women by age and number of children, Demographic and Health Surveys, 1990-1994

Agc Number of children
Country 15-19  20-24  25-29  30-34 3539 40-44  45-49 0 1 2 3 4+
SUB-SAHARAN AFRICA
Burkina Faso 03 0.8 2.6 6.4 17.3 28.0 23.6 0.0 0.7 1.7 39 18.9
Cameroon 0.0 0.9 29 4.5 13.2 7.4 5.6 0.0 0.1 0.9 2.7 9.6
Ghana 1.2 3.3 5.0 11.7 13.7 19.6 8.6 0.0 1.2 53 7.6 17.4
Kenya 1.1 4.4 10.5 15.6 26.9 21.7 11.2 0.6 2.2 5.1 8.7 21.6
Madagascar 0.6 4.6 10.2 17.4 29.9 26.9 18.2 0.2 1.9 43 6.8 26.0
Malawi 1.4 1.9 6.4 11.4 15.6 17.8 19.4 0.8 1.9 38 5.6 19.4
Namibia 7.8 4.0 4.2 5.4 7.6 9.4 10.8 1.8 3.7 5.1 4.7 10.2
Niger 0.1 0.3 0.6 2.1 4.4 8.5 6.0 0.1 05 0.4 0.9 5.4
Nigeria 03 1.1 3.0 52 8.4 10.2 9.0 03 0.2 25 1.2 8.4
Rwanda 1.5 2.1 6.1 12.7 225 25.0 19.8 0.1 1.1 2.4 6.7 20.5
Senegal 1.0 04 1.9 4.9 12.6 17.1 13.4 0.5 0.8 0.9 1.8 13.0
Sudan (Norinemn) 1.1 1.9 42 7.9 14.4 12.7 10.1 0.3 1.0 34 5.8 12.2
Tanzania 1.2 1.3 4.6 8.2 '53 19.6 14.7 1.0 03 1.7 29 15.0
Zambia 04 0.4 3.6 7.2 17.8 21.4 20.1 0.2 1.2 1.5 29 15.9
NEAR EAST/NORTH AFRICA
Egypt 1.9 6.8 128 16.8 19.7 19.4 14.7 0.7 2.5 10.7 15.4 22.1
Jordan 1.5 4.0 9.6 12.2 16.0 18.4 18.6 0.. 2.4 4.4 79 1€.9
Morocco 0.4 34 1.5 10.8 15.5 19.8 12.7 0.7 0.7 35 6.8 19.8
Turkey 2.6 6.6 6.4 8.7 8.5 10.4 5.3 0.4 2.8 5.4 8.4 14.7
ASIA
Bangladesh 0.8 5.6 8.8 13.5 13.8 8.6 4.7 0.2 1.0 7.1 9.8 14.4
Indonesia 0.5 1.4 45 8.6 10.0 10.5 5.6 0.5 1.0 4.8 8.1 11.8
Pakistan 1.3 49 12.6 18.0 25.6 23.1 11.6 0.7 1.1 6.4 12.7 25.2
Philippines 3.7 6.9 12.3 15.2 16.9 18.6 7.9 0.4 3.7 8.4 12.4 215
LATIN AMERICA/CARIBBEAN
Bolivia 13.9 12.7 17.1 18.9 24.4 19.9 9.2 1.4 8.7 12.0 16.2 26.5
Colombia 3.6 8.7 8.7 8.0 7.3 6.1 53 0.6 29 1.7 8.4 11.5
Dominican Republic 8.0 89 9.9 7.2 9.8 6.7 4.8 0.9 53 5.6 6.8 15.7
Paraguay 38 49 39 7.6 9.4 10.4 10.2 0.4 1.1 35 49 143
Peru 11.6 12.1 12.3 10.9 12.6 12.1 6.8 1.7 5.0 8.3 11.4 17.5

5.3 USE OF CONTRACEPTION

The question here is whether the likelihood of being in need
of family planning is related to prior cxperience with contra-
ception. To some extent, the answer depends upon the level of
contraceptive prevalence in the population. In most low preva-
lence countries, which are concentrated largely in sub-Saharan Af-
rica, there is little difference in the proportions classified in need
by whether or not the women had ever used contraception (Table
5.4). In countries with high prevalence rates, prior use of a meth-
od makes a big dificrence in the determination of unmet need. In
Latin American countries, women who had never used a method
arc several times more likely to be in need than women with some
contraceptive experience. A similar pattern is evident for the
higher prevalence Asian countries. One implication of these dif-
ferences is that the program focus in the high prevalence arcas
might be most efficiently directed toward the never users. Since

most of the women in need in the low prevalence countries have
never used amethod (sce Table 6.1), such a focus seems appropri-
ate,

54 RESIDENCE

As observed in the carlier comparative report, unmet necd
outside of sub-Saharan Africa is higher in rural than in urban arcas
cxcept in Pakistan where there is little difference (Table 5.4). In
sub-Sahaian Africa, on the other hand, there is a mixture; no con-
sistent pattern exists and there is very little difference in unmet
need between rural and urban areas,

5.5 EDUCATION

Three general observations can be made about the association
between women's education and unmet need (Table 5.4); (1) in
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the countrics outside of sub-Saharan Africa, unmet neced declines  within sub-Saharan Africa probably relates to literacy and aware-
with increasing level of schooling; (2) within sub-Saharan Africa,  nessof the possibility of regulating fertility. The need for limiting
the highest proportion with unmet need typically isamong women in that region follows the negative association in other countries
with primary school education; and (3) in most countrics, the (not shown).

general magnitude of the association is quite low. The pattern

Table 5.4 Unmet need by residence and education

Total unmet need for family planning among currently married women by contraceptive use, residence and education, Demographic and Health
Surveys, 1990-1994

Use of contraception Residence Level of education
Country Never used Ever used Urban Rural None Primary Secondary+
SUB-SAHARAN AFRICA
Burkina Faso 23.6 39.1 33.8 324 327 359 25.3
Cameroon 19.3 25.4 23.7 20.5 18.7 27.0 20.1
Ghana 34.7 31.0 30.5 34.2 30.8 36.6 339
Kenya 46.7 26.4 24.8 374 35.1 39.1 26.5
Madagascar 37.0 21.0 25.5 339 27.8 38.1 23.8
Malawi 35.5 35.8 U U 35.0 37.0 26.3
Namibia 25.3 18.7 17.9 24.3 23.5 23.1 20.0
Niger 18.6 19.5 22.5 18.0 18.0 28.2 23.0
Nigeria 21.6 22.0 22.1 21.5 20.1 26.4 21.8
Rwanda 42,6 303 30.8 37.2 40.3 34.8 26.4
Senegal 29.6 27.6 334 273 28.5 343 31.2
Sudan (Northern) 20.6 26.0 28.8 23.8 22.2 30.9 29.9
Tanzania 27.3 27.5 30.6 26.4 25.7 289 20.0
Zambia 30.3 31.1 31.8 29.7 294 323 26.1
NEAR EAST/NORTH AFRICA
Egypt 34.8 15.3 18.2 25.1 26.0 21.0 13.9
Jordan 30.0 17.5 19.9 27.4 27.1 23.3 19.0
Morocco 29.7 14.6 124 25.3 22.7 10.6 9.1
Turkey 29.2 6.8 8.9 15.3 20.2 8.8 5.1
ASIA
Bangladesh 26.6 13.6 15.0 18.4 18.1 18.7 16.8
Indonesia 23.2 10.1 11.8 15.1 15.7 14.7 11.2
Pakistan 329 273 325 314 32.0 32,6 29.6
Philippines 42.0 15.8 234 28.7 33.2 29.2 233
LATIN AMERICA/CARIBBEAN
Bolivia 49.1 10.1 17.6 32.2 333 28.2 14.8
Colombia 34.7 79 9.0 15.0 18.5 13.8 8.5
Dominican Republic 345 11.7 13.7 229 29.6 18.8 11.7
Paraguay 28.7 8.7 10.5 20.6 20.3 18.1 7.8
Peru 51.1 84 114 25.5 289 19.6 10.9

U = Unknown (not available)
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6 Composition of Need

6.1 USE OF CONTRACEPTION, EXIPOSURE AND more systematically in Tatle 6.1 and Figure 6.1. In the sub-Sa-
INTENTION TO USE haran populations, spacing need predominates, whereas in the oth-
er regions the two kinds of need arc cither more balanced or the
The spacing-limiting mix among women withanunmetneed  need for limiting is paramonnt (Near Easy/North Africa and sever-
has already been noted. This dilference in composition is shown  al countries in Latin America).

Table 6.1 Composition of unmet need

Composition of total unmet need among currently married women by type of need, use of contraception, exposure status, and intention o use,
Demographic and Health Surveys, 1990-1994

Exposure status Intend 10 use
Use of Not pregnant
Need contraception or amenorrheic No?
Pregnant
For For Never Ever or Sexually  Sexually Sexually  Sexually
Country spacing limiting used used  amenorrheic  active inactive Yes active inactive
SUB-SAHARAN AFRICA
Burkina Faso 74.0 26.0 56.6 43.4 34.6 278 37.6 36.0 213 42.6
Cameroon 79.8 20.2 53.0 47.0 329 389 28.2 45.1 33.7 21.2
Ghana 722 278 57.5 42.5 42.6 29.2 28.2 69.5 15.1 15.4
Kenya 62.5 375 589 41.1 48.9 373 13.8 72.1 8.4 19.5
Madagascar 534 46.6 81.6 18.4 44.6 49.4 6.0 64.5 28.6 6.9
Malawi 74.1 25.9 59.2 40.8 46.4 53.6 71.5 28.5
Namibia 69.4 36.6 55.7 44.3 31.7 56.3 12.0 46.5 42.i 11.4
Niger 87.9 12.1 88.1 11.8 39.4 47.2 13.4 39.7 452 15.1
Nigeria 779 22.1 86.1 13.9 23.0 50.1 26.9 37.9 41.8 20.3
Rwanda 65.0 35.0 65.3 34.7 64.8 31.8 3.5 78.1 19.0 2.9
Senegal 77.3 227 83.9 16.0 44.5 38.6 16.8 49.7 33.5 16.8
Sudan (Northern) 70.6 29.4 70.0 30.0 374 38.9 23.7 315 42.1 264
Tanzania 70.2 29.8 74.2 25.8 38.7 45.3 15.9 47.0 37.1 15.8
Zambia 75.3 247 50.2 49.8 52.5 37.6 9.9 67.7 23.6 8.7
NEAR EAST/NORTH AFRICA
Egypt 33.) 66.1 52.6 47.4 313 68.7 45.1 549
Jordan 46.1 539 47.8 52.2 26.0 74.0 45.1 549
Mcrocco 442 55.8 50.9 49.1 35.0 47.8 17.2 55.2 34.6 10.2
Turkey 33.0 67.0 514 48.6 31.0 69.0 63.0 37.0
ASIA
Bangladesh 56.1 439 50.6 49.4 21.7 69.3 9.0 78.5 16.4 5.1
Indoresia 56.0 44.0 50.3 49.7 209 64.6 14.4 437 45.5 10.8
Pakistan 537 46.3 82.2 17.8 259 74.1 259 74.1
Philippines 48.6 514 62.9 37.1 320 53.3 14.8 40.5 47.4 12.1
LATIN AMERICA/CARIBBEAN
Bolivia 259 74.0 71.8 28.2 41.0 38.3 14.7 54.5 29.5 16.0
Colombia 36.2 63.8 41.8 58.2 343 50.9 14.8 73.5 203 6.1
Dominican Republic 51.5 48.5 433 56.7 40.3 45.8 13.8 71.3 244 4.3
Paraguay 53.2 46.7 61.2 38.7 27.0 26.8 6.2 474 47.8 4.8
Peru 27.4 72.6 55.6 44.4 47.5 36.9 15.6 73.7 19.5 6.7

% Includes women who do not know their intention.
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Figure 6.1 Spacing and limiting composition of unmet need, Demographic and Health Surveys 1990-1994
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In sub-Saharan Africa, most of the women in need have nev-
er used any method of contraception, which is true of women in
gencral in most of these countries. The same is the case for Paki-
stan and the Philippines as well as for Bolivia and Paraguay. In
the remaining countries, prior expericnce with contraception bal-
ances about evenly with no experience.

A substantial fraction of women in need, ranging roughly
from a quarter to over a half, are pregnant or amenorrheic.
Among the women in need who are in neither status, most are sex-
ually active (reported sex in the past month) although there are
some African countries where significant proportions are not ac-
tive (Burkina Faso, Cameroon, Ghana, Nigeria and the Sudan).
This is rclevant to expectations about future use, which is docu-
menied in the last panel of Table 6.1.

On average, 55 percent of women in need say that they in-
tend 1o use a method of contraception. Most of the complement
of 45 percent say that they do not intend 1o use; this includes a mi-
nority who are undecided. The percentages in need who do not in-
tend to usc range widely across the different countries, from a low
of 21 percent in Bangladesh to a high of 74 percent in Pakistan

14

(Figure 6.2) Considering the cultural similarites of these two
countrics, this is astriking contrast. It reflects the intensive family
planning program in Bangladesh and is one index of the lack of
program cffort in Pakistan. Part of this negative response is due
10 sexual inactivity but most of it 1o other rcasons described in the
next section. This large proportion of women in need who arc dis-
inclined to use a method has implications both for expectations
about reducing the estimated levels of unmet need (the implied de-
mand) and the consequent reduction of fertility. This subject is
cxplored in a later scction of this report.

6.2 REASONS FOR NOT INTENDING TO USE
ANY METHOD

All women who were not currently using contraception who
stated that they did not intend to use any method in the future were
asked, "What is the main reason you do not intend to usc a meth-
od?" The interviewer had the responsibility for sclecting the one
precoded response that corresponded most closely with the wom-
an’s answer. The distribution of these responses for women in
need is presented in detail in Table 6.2, Although this isa super-
ficial approach that docs not capture the complexity of multiple



Figure 6.2 Percent of women in need who do not intend to use contraception, Demographic and Health Surveys, 1990-1994
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Table 6.2 Main reason for not intending to use contraception

Main reasons for not intending to use a method among currently married women with an unmet need, Demographic and Health Surveys, 1990-1994

Percent Opposed
not Lack of Costs 0 Infre-  Difficult
intending Percent  Wants knowl-  Partner too Side Health Hard family Others quent to get Incon- Other Don’t

Country 10 use® total children edge  opposed much effects concems toget  Religion planning Fatalistic opposed sex pregnant  venienl  reason know
SUB-SAHARAN AFRICA

Burkina Faso 64.0 100.0 28.4 23.1 32 14 25 1.8 2.1 36 1.7 21 04 10.1 73 13 13 9.6

Cameroon 549 100.0 53.6 49 20 18 45 1.6 45 2.7 14 73 0.0 09 6.3 0.7 1.0 78

Ghana 305 100.0 214 199 15 04 15.1 48 0.7 48 37 33 04 55 9.6 2.6 15 48

Kenya 219 100.0 135 5.6 6.5 0.0 222 93 0.6 95 7.1 1.0 0.6 26 13.1 25 35 23

Madagascar 355 100.0 31.2 29.8 22 2.6 36 43 0.8 14 22 14 12 15 52 7.1 33 19

Malawi 28.5 100.0 282 13.6 4.6 13 6.9 13 0.0 0.0 19 6.2 0.6 12 182 13 23 59

Namibia 484 100.0 4.1 16.7 20 0.0 3.1 7.1 0.9 24 37 05 0.0 05 6.2 0.0 3.8 9.0

Niger 603 100.0 405 240 32 2.1 0.5 1.7 24 23 02 3.1 05 1.8 10.1 42 20 13

Nigeria 62.1 100.0 415 155 25 09 52 1.6 14 138 4.6 57 0.5 19 0.1 1.0 1.6 22

Rwarda 219 100.0 215 4.8 45 04 171 83 0.0 5.1 04 8.2 0.9 50 11.1 29 715 2.0

Senegal 503 100.0 340 125 39 0.2 39 28 0.4 123 43 11.6 0.9 13 43 22 13 4.1

Sudan (Northemm) 68.5 b

Tanzania 53.0 100.0 269 12.8 74 0.1 9.0 1.7 42 0.5 124 6.0 0.1 32 7.1 24 1.9 44

Zambia 323 100.0 213 153 93 0.7 8.1 2.1 1.6 19 44 1.8 03 1.2 21.0 35 39 37
NEAR EAST/NORTH AFRICA

Egypt 438 100.0 12.0 03 63 0.2 53 155 00 14 08 12.7 0.1 13.0 25.3 0.5 35 24

Jordan 549 100.0 11.2 20 8.0 02 74 115 0.0 6.8 1.1 9.1 0.2 2.6 27.1 15 6.1 5.1

Morocco 448 100.0 239 63 11.7 0.7 185 18.0 0.2 4.1 0.7 0.7 0.2 8.0 39 0.5 22 00

Turkey 370 100.0 14.0 43 49 04 5.0 3.1 1.1 6.9 0.4 54 0.0 125 326 1.6 3.7 4.0
ASIA

Bangladesh 215 100.0 73 25 15.2 0.0 73 10.0 0.0 175 0.0 1.6 1.1 8.0 14.3 0.0 4.8 43

Indonesia 563 100.0 213 9.2 11.3 19 6.6 154 0.6 05 3.6 32 2.1 4.7 115 1.1 1.6 54

Pakistan 74.1 100.0 303 115 113 09 5.6 23 0.5 i8.1 17 33 0.1 14 7.1 03 24 3.0

Philippines 59.5 100.0 10.6 8.1 0.0 0.8 328 14.6 0.8 54 43 0.7 0.0 0.0 17.6 25 14 04
LATIN AMERICA/CARIBBEAN

Bolivia 455 100.0 2.6 342 33 1.7 8.6 184 2.0 6.3 45 0.0 0.0 6.0 49 0.6 24 45

Colombia 265 b

Dominican Rep. 28.7 100.0 244 59 49 2.1 44 16.5 03 4.1 5.7 2.7 0.0 15 13.1 0.0 104 40

Paraguay 52.6 b

Peru 26.2 100.0 22 16.6 6.2 23 53 155 0.6 1.6 0.8 52 0.8 8.0 134 0.8 15.7 47

2 Includes women who do not know their intention
Answer categories not fully comparable with other countries



reasons, it presmuably gives some indication of the nature of the
attitude. It is important to keep in mind that these reasons apply
only to women in need who do not intend to use a method, a group
that typically is a small fraciion of all marricd women.

Thefirstreason, which includes the largest numbers of wom-
en for most of the countries, is that they want children. This is a
particularly frustrating response because it is ostensibly inconsis-

tent with the basis of the unmet need classification, which includes
nonusers who say either that they want to postpone the next birth
or that they want no morc children. In the subsequent summary
tables, this response is referred to as ambivalence about future
childbearing. It is significant that most of this responsc is among
women classified with an unmct need for spacing (compare Table
6.3 with Table 6.4) for whom the ambivalence is about the timing
of the next child.

Table 6.3 Reasons women with an unmet nieed for spacing do not intend to use

Main reason that currently married women with unmet need for spacing do not intend to use a method, Demographic and Health Surveys,

1990-1994
Reason for not intending to use
Percent
who do not Unavailable, Side Not Other,

Country intend to use®  Total Ambivalent Uninformed Opposed inconvenient  effects exposed  Don't know
SUB-SAHARAN AFRICA

durkina Faso 63.4 100.0 384 25.9 12.2 38 2.8 49 12.0

Cameroon 59.6 100.0 59.1 43 11.3 1.2 5.1 5.1 7.8

Ghana 31.5 100.0 28.0 24.5 14.5 0 14.0 9.0 6.0

Kenya 26.0 100.0 219 15.4 28.0 3.6 14.8 11.8 4.4

Madagascar 39.7 100.0 49.8 29.8 6.5 7.1 2.0 2.6 23

Malawi 27.1 100.0 40.5 17.8 15.5 1.7 4.6 11.2 8.6

Namibia 4¢ 100.0 57.6 14.9 9.0 0.0 2.8 5.3 10.3

Niger 59.1 100.0 44.8 24.9 7.8 1.8 0.4 10.3 4.0

Nigeria 66.0 100.0 44.6 15.7 27.5 32 4.6 1.1 32

Rwanda 203 100.0 334 11.7 20.7 0.9 14.1 13.8 5.4

Senegal 50.6 100.0 41.6 12.0 31.0 2.9 34 4.2 4.9

Sudan (Northern) 67.9 b

Tanzania 53.0 100.0 327 12.8 26.5 5.6 6.2 8.4 7.8

Zambia 32.1 100.0 294 19.1 15.6 5.5 8.9 14.4 7.1
NEAR EAST/NORTH AFRICA

Egypt 43.5 100.0 38.7 6.3 28.9 1.5 6.0 15.0 3.6

Jordan 40.4 100.0 26.7 13.6 31.6 1.1 1.8 12,7 6.5

Morocco 44.4 100.0 48.5 16.2 16.8 0.6 10.4 6.4 1.2

Turkey 272 100.0 52.5 7.4 9.9 4.8 29 14.9 7.8
ASIA

Bangladesh 18.5 100.0 14.3 124 54.8 0.0 37 7.4 73

Indonesia 53.3 100.0 39.9 17.3 228 3.1 4.7 5.7 6.4

Pakistan 82.1 100.0 46.9 10.6 31.8 0.4 1.6 4.0 4.5

Philippines 55.7 100.0 20.7 223 11.5 3.0 315 9.1 1.8
LATIN AMERICA/CARIBBEAN

Bolivia 42.1 100.0 9.5 39.5 29.6 1.7 13 6.7 5.7

Colombia 219 b

Dominican Republic 23.1 100.0 58.9 19 43 0.0 43 10.2 14.4

Paraguay 45.5 b

Peru 23.6 100.0 12.1 49.8 16.6 1.0 3.1 3.6 13.7

# Includes wonien who do not know their intention
Answer categories not fully comparable with other countries
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Table 6.4 Reasons women with an unmet need for limiting do not intend to use

Main reason that currently married women with unmet need for limiting do not intend to use a method, Demographic and Health Surveys,

1990-1994
Reason for not intending 10 use
Percent
who do not Unavailable, Side Not Other,

Country intend 1o use®  Tolal Ambivalent Uninformed  Opposed  inconvenient  effects exposed  Don't know
SUB-SAHARAN AFRICA

Burkina Faso 65.5 100.0 4.5 226 8.3 1.6 1.8 47.1 8.0

Camcroon 36.2 100.0 20.2 19.3 AR 5.8 1.2 13.6 14.1

Ghana 279 100.0 28 253 11.3 2.8 18.3 324 7.0

Kenya 313 100.0 4.7 14.4 21.2 27 30.0 19.8 7.2

Madagascar 30.8 100.0 5.4 40.4 11.1 15.3 6.0 12.6 9.3

Malawi 325 100.0 24 28.7 8.6 4.5 11.8 36.6 1.4

Namibia 46.9 100.0 11.6 449 17 3.2 3.8 9.8 18.9

Niger 68.7 100.0 21.1 29.6 16.1 12.6 0.6 19.5 0.6

Nigeria 474 100.0 25.5 247 25.5 4.2 8.4 6.6 5.1

Rwanda 249 100.0 4.0 15.2 16.9 7.0 21.6 19.6 15.6

Senegal 49.1 100.0 9.4 26.0 394 24 5.5 10.2 7.1

Sudan (Northern) 69.7 b

Tanzania 53.1 100.0 14.7 179 26.0 9.0 14.8 14.2 35

Zambia 38.1 100.0 23 13.6 226 6.5 6.2 40.2 8.5
NIEAR EAST/NORTIH AFRICA

Egypt 44.0 100.0 1.0 20.8 19.1 0.5 53 513 22

Jardan 66.8 100.0 54 14.6 249 2.2 19 39.9 5.0

Morocco 45.1 100.0 59 304 18.1 2.1 245 16.0 29

Turkey 41.8 100.0 2.7 15 19.9 2.6 5.6 536 1.7
ASIA

Bangladesh 25.3 100.0 0.7 12.6 28.9 0.0 10.6 363 10.8

Indonesia 60.2 100.0 34 317 18.9 4.1 8.5 26.4 6.9

Pakistan 64.7 100.0 5.1 18.8 38.8 37 11.7 15.3 6.7

Philippines 63.2 100.0 26 23.2 9.6 4.9 339 24.3 1.5
LATIN AMERICA/CARIBBEAN

Bolivia 46.7 100.0 0.6 56.3 4.8 5.1 9.0 120 7.2

Colombia 29.1 b

Dominican Republic 35.6 100.0 49 30.5 249 37 4.5 17.1 144

Paraguay 60.8 b

Peru 29.1 100.0 0.7 38.0 16.3 53 1.5 11.4 20.8

% Includes women who do not know their intenti 1
Answer categorics not fully comparable with other countrics

The sccond most common response is "lack of knowledge.”
This is an important response in most of the sub-Saharan countrics
and in a few countrics outside of that region, such as Bolivia and
most interestingly Peru, which has a comparatively high preva-
lence raie (the thythm method is the most commonly used). Lack
of knowledge about methods is an obstacle to use that is much
more casily overcome than attitudes related to religion or other
forms ~f opposition. More general concerns about the health
implications of contraception appear in several countrics (Bangla-
desh, the Dominican Republic, Egypt, Indonesia, Jordan, Moroc-
co, Peru, and Philippines). Concerns about health are not an im-
portant reason in the sub-Saharan countries.

The side effects of contraceptive practice isan important rea-

son for not intending 1o use a method in a few countries (Keny: |
Morocco, the Philippines and Rwanda) but such a concern will
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only appear in countrics with some contraceptive cxperience. It
is not clear whether women who offer this reason actually experi-
enced side cffects or are apprehensive about the possibility.

Religious opposition to usc appears in Bangladesh and Paki-
stan but not in Egypt or Indonesia or in the Catholic countries of
Latin America or in the Philippines. Opposition from partners ap-
pears mainly in Bangladesh, Indonesia, Morocco, and Pakistan but
is negligible clsewhere

Another reason that hassome frequency of responsc in sever-
al countries is "difficult to get pregnant.” Women classificd as in-
fecund have alrcady been excluded from the unmet need category;
thus, this is an additional type of subfecundity not capturced by our
behavioral criteria of infecundity (sce footnote 3).



The remaining reasons are not individually important, This
is particularly significant for what is commonly referred 1o as
“"supply"” reasons, such as availability, cost or inconvenicnce
(which may have other meanings as well), Both cost and "hard 1o
get” show extremely low frequencics in Table 6.2.°

These various reasons for not intending to use a method are
grouped and presented by the need for spacing and the need for
limiting scparatcly (Tables 6.3 and 6.4). Asnoted carlicr, ambiva-
lence about childbearing is concentrated among women with a
spacing nced, which indicates that it is mainly uncertainty about
the timing of childbearing rather than about whether to have
another child.

Lack of information about both methods and general health
matiers is concentrated among women with a need for limiting al-
though it is far from insignificant among those with a spacing
need. This difference may have a generational explanation since
more older women are in the need for limiting category.

Opposition to contraception, into which religious reasons,
fatalistic responses, and other sources of opposition are grouped,
shows similar frequencics among women with a spacing and those
with a limiting nced. These reasons are quite important for many
countries.

* The same finding was reported in an analysis of the reasons for nonuse in the
DHS-I surveys (Bongaans and Bruce, 1995).

Unavailability and inconvenience and cost are slightly more
prominent among women with a limiting nced than with a spacing
nced. However, they are of minor importance as a reason not to
intend 1o usc.

Side effects as the main reason women do not intend 1o use
any method is important only in a few countrics and only among
women with a reed for limiting,

The last category, "not exposed to risk,” which includes
infrequent sex and difficulty conceiving, is particularly important
among the (older) women with a need for limiting. For a few
countrics, the proportion not intending to use because they believe
they are not sufficiently exposed to the risk of pregnancy reaches
a third to a half of the reasons offered for not intending to use.
This rcason secems particularly relevant to assessing the impact of
unmetneed on fertility because it implies that significant fractions
of women classified in nced do not feel that need and therefore it
exaggerales the potential demographic impact of satsfying uamet
need.

These grouped reasons are further summarized in Figure 6.3
for the 13 sub-Saharan countrics by averaging the percentages in
cach category in Table 6.2. The other regions are not sufficiently
represented to support this summary treatment,

Figure 6.3 Reasons why women in need do not intend to use contraception, by type of need, for an average of 13 sub-Saharan countrics,

Demographic and Health Surveys, 1990-1993
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7 Trends in Unmet Need for
Married Women

Unmet need has declined in all of the eight® countries that
have conducted two surveys in the DHS program (Figure 7.1). In
two of these countries, Bolivia and Pevy, the decline has been con-
siderable over the five vears cince the previous survey.

Change in unmet need is a function of changes in contracep-
tive prevalence and the desire 10 regulate fertility. In countries
such as Peru where the proportions wishing to control fertility
have already rcached a high Ievel, the trend in unmet need will be

% Indonesia was also included ut both times but the whole country was not
represented in the DHS-I sample.

downward because of the increase in contraceptive practice. In
many sub-Saharan countries, where the increasc in the desire to
regulate fertility is low but may be growing more rapidly than the
use of contraception, unmet need may increase temporarily. This
was the case for Ghana and Kenya between the early and the late
1980s but, as shown in Figure 7.1, this lag has been closed in the
last five years, Total demand for family planning has increased
slightly for all of thesc countrics except Colombia, where it has re-
mained the same.

Figure 7.1 Trendsin unmet need, use of contraception and total demand from the late 1980s to the early 1990s, Demographic and Health

Surveys, 1988-1994
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8 Unmet Need, Never-
married Women

Perhups the most frequently heard criticism of the unmet
nced measure is that it has been confined largely to married wom-
en.'® Thisisan important limitation especially with the increasing
interest in the needs of adolescents (Mcckers, 1994). In response
to this general concern, the authors have developed cestimates for
both never-married and formerly marricd women. Because of the
data limitations of surveys outside of sub-Saharan Africa (the ex-
clusionof samples of never-marricd women, the omission of ques-
lions on sexual activity, or concerns about the quality of such da-
ta''), only e countrics in this region are included for this analy-
sis. Inorder w increase the coverage, those sub-Saharan countrics
from DHS-I not included in more recent surveys have also been
added. Malawi and the Sud .1 are not represented because ques-
tions on sexual activity were not included in those surveys,

" Estimates of unmet need for adolescent women in sub-Saharan Africa were pre-
pared for end published by the Population Reference Bureau (Population Reference
Bureau, 1992: 20).

"' Concem about the quality of reponts of sexual adtivity by never-narried women
relates primarily to Latin American countries where the prevalence appears much
too low.

8.1 MEASUREMENT

The measure of unimet need developed for never-married
women has some similaritics with that for married women (see
Figure 8.1) However, since the question on reproductive inten-
tions was not asked of unmarried women, spacing need cannot be
differentiated from limiting need. Given the age composition of
never-marriecd women, it is safe to assume that most never-mar-
ricd women will want children eventually. The main difference is
that for currently married women sexual activity is assumed and
thus exposure to the risk of pregnancy for those who are fecund.
This assumption is obviously inappropriate for never-married
women,'? many of whom have never had sex. Therefore, itis nec-
essary to rely on the woman's report of the last time she had sex-

"It is inappropriate for some marricd women as well, but this is 10 some extent
taken into account in the reasons for not intending to use.

Figure 8.1 Unmet nced among never-marricd women: Kenya, 1993
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ual intercourse if she reports ever having had sex. For the algo-
rithm in Figure 8.1, never-married women who are neither preg-
nant nor amenorrheic are divided into those who are fecund with
sexual experience, those who are fecund but have never had sex,
and those considered infecund (mostly women who have not yet
reached menarche). Women with sexual experience are then sub-
divided into those who reported having had sex in the past month
and those who last had sex more than one month ago. This cutoff
is admittedly arbitrary but it is consistent with the concept of a
current status measure. To minimize this arbitrariness, a second
estimate of unmel need that regards never-married women as ¢x-
posed to risk who ever had sex is also presented.

One question in the DHS-I questionnaire permitted classify-
ing women by their attitude toward the possibility of becoming
pregnant in the near future. However, this question was not in-
cluded in the DHS-II questionnaire. It is known from the DHS-I
tabulations that an average of ulmost 50 percent of not pregnant,
sexually active, unmarried nonusers across African countries said
they would be happy or indifferent if they became pregnant in the
next few weeks. It is difficult to evaluate the validity of such an
attitude since it is based on a hypothetical question, but the distri-
butions correspond roughly with the percentages of never-marricd
women who recently had a baby who reported that it was intend-
ed. Anthropological literature also supports the proposition that
the demonstration of fertility is regarded in some societies asrele-
vant to marriageability (Orubuloye, 1987; Schapera, 1933). In
any cvent, it seems con.pletely inappropriate to assume that all
sexually active never-married women are anxious to avoid preg-
nancy. For the DHS-I African countries, the dircct question de-
scribed above was used; for the DHS-II countrics, one relies on
the proportion of pregnancies to currently pregnant or amenor-
rheic women which they report as intended in contrast to mistimed
or never wanted. Because of small samples of such women in
some countries, regional averages of 32 percent for West Africa
ard 40 percent for East and Southern Africa are relied on.

8.2 ESTIMATES OF UNMET NEED AND DEMAND
The first item of interest is the types of exposure for never-

marricd women (Table 8.1) and the proportions who report having
had sex. Since this category consists of the current users, the
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pregnant or amenorrheic women, and those in neither category, it
ismore cfficient in Table 8.1 to examine the proportion who never
had sex.!? The range in this percentage extends from a low of 12.7
percent in Botswana (where marriage is very late) to a high of
84.3 percent in Burundi. Sexually active women not using any
method are most at risk. In this category, eight African countrics
exceed 10 percent and five countries have fewer than 5 percent.
The overall average is just under 10 percent. An additional aver-
age of 13 percent are in this risk category but reported the most re-
cent sex as mor= than a month earlier.

The summary estimates of unmet nced and demand are
shown in Table 8.2 and Figure 8.2. As noted carlier, two mea-
sures of need are shown which differ in whether the reported sexu-
al experience is restricted to the past month or includes women
who ever had sex. Women in Botswana and Namibia, where mar-
riage is late, show the highest proportions in need by the current
status (sex in last month) measure. Zambia is close behind. With
the more liberal definition (ever had sex), half of the countrics
show unmet need estimates exceeding 20 percent.  The corre-
sponding averages across countrics are 9 percent and 17 percent
for the two definitions, respectively. The demand for family plan-
ning is highest in Botswana, Cameroon and Togo where the pro-
portions using contraception are the highest."* Cameroon and
Togo show the highest and Zambia the lowest percentage of de-
mand satisfied.

Because of the keen interest in the necds of adolescents, this
same table of nced and demand is shown scparately for never-
married teenagers and for those age 20-24 (Table 8.3). Because of
higher rates of sexual activity among the older women, the unmet
need percentages tend to be higher than for adolescents although
thisisoffset to some extent by higher proportions using among the
20- to 24-year-olds. The average unmet need for tecnagers is 8
percent and is 12 percent for women age 20-24."

1 This excludes some women classificd as infecund, but since they are mostly very
young girls who have not yet experienced menarche, the effect is small.

" Contracepiive use is high in Cameroon and in Togo partly because of the inclu-
sion of prolonged abstinence. If not included, the estimate of contraceptive prev-
alence would be 30.0 percent in Cameroon and 26.4 percent in Togo.

1 Mali is excluded from this calculation because there is no demand evident.



Table 8.1 Exposure status: Never-married women

Percent distribution of never-marricd women by exposure status, Demographic and Health Surveys, 1987-1993

Not using any method

Pregnant or
amenorrheic® Not pregnant or amenorrheic
Fecund
Sex more  Had sex  Number
Yearof  Percent  Using a Never had  than one  within last of
Country survey total mecthod  Intended Unintended Infecund sex month ago month women
SUB-SAHARAN AFRICA

Botswana 1988 100.0° 273 5.5 10.9 3.6 12.7 204 17.8 2312
Burkina Faso 1993 100.0 58 0.6 1.8 25.5 52.7 7.4 6.1 855
Burundi 1987 100.0 0.6 0.2 1.4 10.7 843 2.5 0.2 1046
Cameroon 1991 100.0 33.9 2.0 4,1 7.8 33.8 104 8.0 720
Ghana 1993 100.0 16.3 03 2.2 8.8 33.1 24.1 15.1 875
Kenya 1993 100.0 12.1 1.6 5.2 93 414 214 8.9 2280
Liberia 1986 100.0 12.5 10.6 7.3 9.6° 16.1 18.8 25.1 1123
Madagascar 1992 100.0 8.9 6.4 4.4 9.1 422 13.7 15.3 1679
Mali 1987 100.0 0.8 0.0 04 29.7 634 33 24 142
Namibia 1992 100.0 18.7 6.6 79 1.5 30.0 15.3 14.1 2783
Niger 1992 100.0 2.8 0.6 1.7 304 60.0 33 14 682
Nigeria 1990 100.0 15.2 0.9 0.9 79 51.3 10.8 13.1 1513
Rwanda 1992 100.0 1.7 0.7 24 14.5 3.7 5.7 1.3 2100
Senegal 1992-93  100.0 43 1.0 4.1 9.3 71.7 1.7 2.0 1578
Tanzania 1991-92 100.0 59 5.3 4.0 15.9 40.9 12.8 153 2261
Togo 1988 100.0 30.3 1.2 29 9.7 25.2 18.7 8.0 739
Uganda 1988-89  100.0 53 4.1 3.9 12.9 43.0 21.7 9.0 921
Zambia 1992 100.0 3.4 3.9 5.7 74 40.9 23.6 15.1 1791
Zimbabwe 1988 100.0 7.0 1.5 1.6 6.2 67.6 11.1 5.1 1133

# Distribution of planning status for currently pregnant women is based on the distribution for amenorrheic women for Botswana, Burundi,

L_ibcn'a, Mali, Togo, and Uganda. Estimate for Zimbabwe is based on the average figure for the region.
Estimate in Liberia baszd on the average figure for the region as derived from the distribution for the other countries.

€ Includes contraceptive failure (1.8%) among pregnant or amenorrheic women,
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Table 8.2 Demand and unmet need: Never-married women

Unmet need and the demand for contraception among never-married
women, Demographic and Health Surveys, 1987-1993

Demand . Percentage
for contra- Cumrent  Unmet of demand Unmet
Country ception use need®  satisfied  need®

SUB-SAHARAN AFRICA

Botswana 47.3¢ 273 18.2 61.5 27.4
Burkina Faso 11.8 58 6.0 49.1 11.1
Burundi 2.1 0.6 1.5 28.6 1.9
Cameroon 43.4 339 9.5 78.1 16.5
Ghana 287 16.3 12.4 56.8 28.8
Kenya 227 12.1 10.6 533 234
Liberia 26.1 12.4 13.7 4.5 230
Madag: ~~ar 225 8.9 13.6 39.5 21.8
Mali 2.4 0.5 1.6 333 32
Namibia 35.1 18.7 16.4 53.3 25.6
Niger 54 2.8 2.6 52,0 1.8
Nigeria 24.9 15.2 9.7 61.0 17.1
Rwanda 4.8 1.7 31 35.4 6.6
Senegal 9.7 43 5.4 443 10.6
Tanzania 19.1 5.9 13.2 30.9 20.8
Togo 38.6 303 83 78.5 21.0
Uganda 13.9 53 8.6 38.1 22.0
Zambia 18.2 34 14.8 18.7 289
Zimbabwe 10.8 7.0 3.8 64.8 10.4

8 Estimated for fecund women who had sex within the last month or
pregnant or amenorrheic women whose pregnancy was mistimed or
gnwamcd.

Fxpanded to include fecund women who ever had sex or who are
pregnant or amenorrheic and whose pregnancy was mistimed or
unwanted.
€ Includes contraceptive failure among pregnant or amenortheic women,

Figure 8.2 Total demand for family planning among never-married women in sub-Saharan countries, Derographic and Health Surveys,
1987-1993
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Table 8.3 Demand and unmet need by age groups: Never-married
women

Unmet need and the demand for contraception among never-married
women 15-19 and 20-24, Demographic and Health Surveys, 1987-1993

Demand Percentage
for contra- Current  Unmect  of demand Unmet
Country ception use nced'  satisfied  need?

NEVER-MARRIED WOMEN 15-19 YEARS

Botswana 36.6 145 212 423 342
Burkina Faso 9.2 3.6 56 391 9.3
Burundi 0.7 0.2 05 286 0.6
Cameroon 347 270 77 T8 129
Ghana 227 111 116 489 249
Kenya 14.3 5.0 93 350 192
Liberia 19.7 70 127 355 230
Madag ascar 1.7 56 121 316 167
Mali 2.7 0.9 1.8 333 2.2
Namibia 23.1 99 132 429 177
Niger 3.1 1.4 17 452 2.7
Nigeria 16.6 8.8 78 530 110
Rwanda 2.1 0.6 15 286 3.0
Senegal 4.1 14 33 298 5.0
Tanzania 14.3 28 115 196 166
Togo 318 233 85 733 19.1
Uganda 10.6 3.0 76 283 200
Zambia 15.6 16 140 102 253
Zimbabwe 6.6 3.4 32 SLS 7.5

NEVER-MARRIED WOMEN 20-24 YEARS

Botswana 55.1 335 18.0 67.3 25.8
Burkina Faso 319 21.6 10.3 61.7 24.5
Burundi 4.2 0.9 33 21.4 4.4
Cameroon 67.7 57.1 10.6 84.3 19.8
Ghana 43.4 29.0 14.4 66.8 37.5
Kenya 33.0 19.8 13.2 60.0 31.4
Liberia 39.7 26.2 13.5 66.0 21.3
Madagascar 30.4 13.0 17.4 42.8 29.1
Ma]i * *® *® - *

Namibia 41.8 22.8 19.0 54.5 31.5
Niger 14.6 8.5 6.1 58.2 12.9
Nigeria 373 24.2 13.1 64.9 27.9
Rwanda 7.2 23 49 319 9.9
Senegal 15.2 7.0 8.2 46.0 18.4
Tanzania 26.7 10.6 16.1 39.7 29.5
Togo 53.0 46.2 6.8 87.2 25.1
Uganda 25.2 12.1 13.1 48.0 32.0
Zambia 25.7 6.8 18.9 26.5 42.9
Zimbabwe 21.2 13.4 7.8 63.2 20.6

* Less than twenty cases

! Estimated for fecund women who had sex within the last month or
pregnant or amenorrheic women whose pregnancy was mistimed or
unwanted.

% Expanded to include fecund women who ever had sex or who are
pregnant or amenorrheic and whose pregnancy was mistimed or
unwanted.



8.3 COVARIATES OF CONTRACEPTIVE USE

Special interest attaches to the characteristics of never-mar-
ricd women who use contraception, Both residence and education
are consistently related to contraceptive use in this population as
well as for married women, Use is higher in urban than in rural
arcas in all the 19 African countrics observed here and use rises
consistently with cducation (except in Zimbabwe).

Also included is a measure of cxposure to mass media,
which is based on whether the women regularly listen to radio,
watch television or read magazines or newspapers (Table 8.4).

The index shown here, which ranges from a score of 0 to 3, is the
simple summation of whether they are exposed to these media.
The assumption is that this index is a crude measure of exposure
1o modern ideas that might encourage fertility regulation. The as-
sociation with contraceptive usc is pronounced and consistent: for
all countries except Mali there is a monotonic increase in use with
media exposurc. Considering how crude a measure this is (it re-
flects nothing about the content of the exposure) the association is
impressive. Of course a multivariate analysis would be necessary
1o determine whether the association is a function of urban resi-
dence and/or education, but some additional tabulations (not
shown) indicate a persistent cffect.

Table 8.4 Use by residence, education and media exposure: Never-married women

Percent using any method for never-married women by urban-rurul residence, education and exposure to mass media, Demographic and

Health Surveys, 1987-1993

Residence Level of education Media exposure

Country Urban Rural None Primary  Secondary+ 0 1 2 3

SUB-SAHARAN AFRICA
Botswana 36.6 23.5 17.0 24.7 36.1 17.0 30.2 - -
Burkina Faso 9.0 3.8 2.3 17.6 24 6.2 9.4 124
Burundi 9.6 0.2 0.0 . 8.3 0.1 1.6 - -
Cameroon 415 25.2 2.0 16.7 479 16.6 28.6 48.6 -
Ghana 17.7 14.7 13 18.8 7.2 12.7 18.2 31.0
Kenya 18.3 10.3 10.5 18.8 10.1 11.0 11.7 18.3
Liberia 16.9 59 0.0 28.7 39 15.6 - -
Madagascar 16.8 3.8 22 18.2 3.6 9.8 14.1 24.1
Mali 24 0.0 0.6 0.0 0.8 0.8 - -
Namibia 35.9 8.4 11.4 13. 26.4 6.2 12.3 18.8 37.6
Niger 6.1 1.0 1.2 6.5 1.0 2.5 43 6.9
Nigeria 219 10.6 2.7 21.5 6.4 8.9 239 -
Rwanda 4.6 1.5 1.6 29 NA - - -
Senegal 5.6 2.1 1.9 84 0.9 2.7 4.1 8.7
Tanzania 8.9 4.5 3.6 12.6 217 6.3 8.4 12,7
Togo 36.3 23.0 13.3 30. 473 24.3 40.5 - -
Uganda 12.1 3.8 1.4 15.3 3.1 8.7 -
Zambia 35 3.1 0.0 5.6 1.7 34 2.6 5.8
Zimbabwe 9.9 5.0 10.5 8.0 4.6 5.1 10.2 -

NA = Not available
- = All three media exposure questions not included
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9 Formerly Married Women

Although the currently married and never-marricd women
constitute by far the largest groups in the population, the formerly
marricd, including divorced, separated and widowed, may also be
cxposed to the risk of unintended pregnancy. This marital status
category was not included in the DHS-I comparative study of un-
met need.

Becausc of some of the same limitations that restricted the

analysis of never-marricd women to sub-Saharan Africa, particu-

larly the inclusion of questions on sexual activity as well as doubts
about the quality of the sexual activity data, the analysis for the
formerly married has also been confined to the same African
countrics.

9.1 MEASUREMENT
The measurement of unmet need for the formerly married

women (Figure 9.1) is similar to that for never-married women.
The basic difference is that for formerly married women, there is

no assumption that a certain fraction are indifferent to the risk of
pregnancy or, stated differently, it is assumed that all formerly
marricd women are morc or less motivated Lo avoid pregnancy in
their present status. The fact that some formerly marricd women
arc pregnant or amenorrheic and report that the pregnancy was in-
tended is less revealing than for never-married women because
some of thosec women were married at the time of the conception,

9.2 ESTIMATES OF UNMET NEED AND DEMAND

A considcrable fraction of formerly marricd women are in-
deed pregnant or amenorrheic, ranging from about 10 to 25 per-
cent. In most but not all of the African countries included, that
pregnancy or birth was reported as intended (Table 9.1). Because
of the gencerally older ages of these women, the proportions infe-
cund are higher than for currently married women. The percent-
age using contraception tends to be lower among the formerly
marricd than among the currently married, but there are numerous
cxceptions.

Figurc 9.1 Unmet nced among formerly marricd women: Kenya, 1993
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Table 9.1 Exposure status: Formerly married women

Percent of formerly married women by exposure status, Demographic and Health Surveys, 1987-1993

Not using any method

Pregnant or amenorrheic?

Not pregnant or amenorrheic

Fecund, Fecund, Number
Percent Using a sexually sexually of
Country total method Intended Unintended Infecund inactive active women
SUB-SAHARAN AFRICA

Botswana 100.0° 29.5 5.0 1.6 31.2 14.4 10.9 349
Burkina Faso 100.0 10.0 17.0 4.6 26.6 35.0 6.8 173
Burundi 100.0 58 15.9 9.0 38.8 29.5 1.0 255
Cameroon 100.0 20.9 12.1 2.9 28.8 213 14.0 283
Ghana 100.0 14.4 4.7 5.2 35.7 29.0 11.0 465
Kenya 100.0 25.3 7.3 10.4 25.3 25.5 6.2 631
Liberia 100.0 12.5 13.4 10.4 23.1 17.9 22.8 577
Madagascar 100.0 1.1 16.9 9.9 29.9 22.1 14.1 845
Mali 100.0 6.8 133 1.7 42.0 33.1 3.1 109
Namibia 100.0 23.5 10.8 53 26.6 21.7 12.1 379
Niger 100.0 6.8 12.8 7.2 36.3 34.4 2.5 261
Nigeria 100.0 4.8 14.2 4.0 42,7 233 10.9 388
Rwanda 100.0 10.0 14.1 10.7 32.8 28.9 35 665
Scnegal 100.0 15.6 8.2 7.8 344 31.6 2.5 282
Tanzania 100.0 11.9 16.1 19 28.3 19.8 16.0 939
Togo 100.0 323 5.8 32 18.0 37.1 3.6 167
Uganda 100.0 9.0 14.5 9.7 30.5 26.3 10.0 629
Zambia 100.0 9.8 10.4 8.9 25.8 315 13.6 8N
Zimbabwe 100.0 315 5.5 3.7 21.6 26.6 11.1 425

2 The distribution of planning status for currently pregnant women is based on the distribution for amenorrheic women for Botswana, Burundi,
Liberia, Mali, Togo and Uganda. The estimate for Zimbabwe is based on the average figure for the region.
Includes contraceptive failure (1.3%) among pregnant or amenorrheic women.

The formerly marriced at high risk of unintended pregnancy
arc those fecund women who are sexually active and not using any
method. Anaverage of about 9 percent of formerly married wom-
cn fall into this category. This group, plus those pregnant or
amenorrheic women whose pregnancy was unintended, constitute
the unmet neced category for formerly marricd women (Table
9.2).'® The percentages currently using a method and the propor-
tions classified as having an unmet need are about the same on
average, i.c., 15 and 16 percent, respectively (Figure 9.2). The
percentage of demand satisficd ranges from a quarter to two-
thirds.

1 Unlike the procedure followed for never-married women, there is only one
definition of need for formerly married women, based on those who reported sex
in the past month. Since vintually all formerly married women have had sex at
some time in the past, the inclusion of all fecund nonusers would greatly
exaggerate the amount of need.
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The formerly married category includes two very different
subgroups: the widowed who tend to be older and younger wom-
en whose marriages were dissolved by divorce or separation. The
basic estimates of unmet need and demand for two, broad, age
groups arc shown in Table 9.3. The demand for family planning
is significantty higher for the younger than for the older women
because both use and unmet need are greater and infecundity is
lower. Almost without exception, formerly marricd women inccit-
ics are more likely to usc contraception than those in rural arcas,
Use riscs sharply with education and is also dircctly and strongly
associated with exposure to the mass media (Table 9.4).



Table 9.2 Demand and unmet need: Formerly married women

Unmet need and the demand for contraception among formerly
married women, Demographic and Health Surveys, 1987-1993

Demand Percentage
for contra- Current Unmet of demand
Country ception use need®  satisfied

SUB-SAHARAN AFRICA

Bolswana 493> 295 18.5 62.5
Burkina Faso 214 10.0 114 46.7
Burundi 15.8 5.8 10.0 36.7
Cameroon 378 20.9 16.9 55.3
Ghana 30.5 14.4 16.1 47.2
Kenya 419 25.3 16.6 60.4
Liberia 45.7 12.5 33.2 27.3
Madagascar 31.0 7.1 239 229
Mali 11.6 6.8 4.8 58.6
Namibia 40.9 235 17.4 575
Niger 16.5 6.8 9.7 41.2
Nigeria 19.8 4.8 15.0 24.2
Rwanda 24.1 10.0 14.1 41.5
Sencgal 25.9 15.6 103 60.2
Tanzania 358 11.9 239 33.2
Togo 39.2 324 6.8 82.6
Uganda 28.7 9.0 19.7 314
Zambia 323 9.8 22.5 303
Zimbabwe 46.2 315 14.7 68.2

® Limited to fecund women who had sex within the last month
or to pregnant or amenorrheic women whose pregnancy was
mistimed or unwanted.

Included contraceptive failure among pregnant or amenorrheic
women.

Figure 9.2 Total demand for family planning among formerly married women in 19 sub-Saharan countries, Demographic and Health
Surveys, 1987-1993
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Table 9.3 Demand and unmet need by age groups: Formerly married

womern

Unmet need and the demand for family planning among formerly
married women under 30 years old and 30-49, Demographic and
Health Surveys, 1987-1%93

Percent

Demand of total

for contra- Current Unmet demand

Country ception use need satisfied

FORMERLY MARRIED WOMEN UNDER 30 YEARS

Botswana 61.1 35.7 22.9 62.5
Burkina Faso 36.0 11.0 25.0 30.5
Burundi 20.7 7.9 12.8 38.2
Cameroon 44.8 243 20.5 54.2
Ghana 374 12.3 25.1 32.9
Kenya 54.9 328 22.1 59.7
Liberia 57.0 11.8 45.2 20.7
Madagascar 44,7 7.1 372.6 15.9
Mali 19.0 14.6 4.4 76.8
Namibia 50.7 29.5 21.2 58.2
Niger 21.2 7.2 14.0 34.0
Nigeria 324 8.4 24.0 25.9
Rwanda 324 124 20.0 383
Senegal 32,5 15.8 16.7 48.6
Tanzania 41.5 7.1 34.4 17.1
Togo 43.7 333 10.4 76.2
Uganda 36.1 10.3 25.8 28.5
Zambia 38.1 8.2 29.9 21.5
Zimbabwe 56.9 36.4 20.5 64.0

FORMERLY MARRIED WOMEN 30-49 YEARS

Botswana 44.5 269 16.8 62.3
Burkina Faso 129 94 3.5 72.9
Burundi 13.0 4.7 8.3 36.1
Cameroon 333 18.7 14.6 56.2
Ghana 25.9 15.8 10.1 61.0
Kenya 34.2 20.9 13.3 61.1
Liberia 34.1 129 21.2 37.8
Madagascar 21.2 7.1 14.1 33.5
Mali 7.1 24 4.7 33.8
Namibia 36.9 21.0 15.9 56.9
Niger 12.4 6.5 59 524
Nigeria 15.2 3.6 11.6 23.7
Rwanda 21.1 9.1 12.0 43.1
Senegal 20.9 15.4 55 73.7
Tanzania 32.0 15.0 17.0 46.9
Togo 37.1 31.9 52 86.0
Uganda 23.0 8.0 15.0 34.8
Zambia 273 11.3 16.0 414
Zimbabwe 38.1 27.8 10.3 73.0




Table 9.4 Use by residence, education and media exposure: Formerly married women

Percent of formerly married women using any method, by urban-rural residence, education and exposure to mass media, Demographic and

Health Surveys, 1987-1993

Residence Level of education Media exposure

Country Urban Rural None Primary  Secondary+ 0 1 2 3

SUB-SAHARAN AFRICA
Botswana 38.0 258 13.7 35.0 60.0 19.6 342 - -
Burkina Faso 18.9 4.1 5.2 18.4 36.3 2.6 13.2 26.0 23.5
Burundi 24.6 3.6 3.1 18.0 16.1 43 9.2 - -
Cameroon 33.6 8.3 8.3 17.1 55.7 8.0 29.8 39.5 -
Ghana 16.5 12.9 7.8 13.5 18.9 9.2 13.4 14.7 42,1
Kenya 38.6 21.6 13.8 29.6 35.5 19.2 24.1 303 54.9
Liberia 19.8 6.2 6.7 4.2 371 3.6 16.0 - -
Madagascar 13.0 4.7 1.5 6.2 204 3.6 1.9 27.6 34.8
Mali 9.4 5.1 4.8 17.5 33.3 54 79 - -
Namibia 36.0 14.5 12.2 20.8 38.0 13.0 10.4 26.5 47.6
Niger 15.9 1.7 4.0 21.7 25.8 3.0 6.4 11.7 429
Nigeria 12.0 25 2.8 3.7 213 2.0 5.5 10.4 -
Rwanda 15.6 9.6 6.5 14.1 12.6 NA - -
Senegal 20.5 4.6 9.0 19.6 35.4 5.6 11.2 16.2 36.0
Tanzania 20.0 8.5 719 14.7 15.4 4.8 17.0 22.7 36.2
Togo 375 28.4 229 38.8 59.1 23.6 47.5 - -
Uganda 17.6 1.6 49 9.3 26.7 7.9 11.6 - -
Zambia 127 7.1 5.7 1.3 19.6 5.6 9.3 12,6 19.3
Zimbabwe 36.1 28.5 15.5 317 4.3 24.5 41.1 40.7 -

NA = Not available
- = All three media exposure questions not included
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10 Al Women

For both demographic and program purposcs, it would be
desirable to estimate unmet need without regard to marital status.
The program administrator could plan on the basis of how many
women in general there are to be served rather than on only the
number of married women. The fertility rate in the population is
based on all women as well. Of course, since marricd women
constitute the major relevant component, estimates for this group
certainly arc uscful. And, as will be seen in the following section,
since samples of married women are the conventional basis for
estimating contraceptive prevalence rates, the cumulztive evidence
permits estimating the associated total fertility rates. Nonetheless,
the ultimate goal would be to estimate need for all women. Since
estimates for all women are aggregated from the three scparate
marital categorics, the procedure is again confined to the sub-
Saharan countries. The net product is an estimate of total unmet
need and total demand. These estimates are for a limited number
of countries and are more in the spirit of innovation on the as-
sumption that future surveys will be more comprehensive and per-
mit estimates regardless of marital status.

10.1 ESTIMATES OF UNMET NEED AND DEMAND FOR
ALL WOMEN

Since never-married women with no need for family plan-
ning constitute a significant part of the all-women total, the unmet
need for all women (Table 10.1 and Figure 10.1) is lower than that
for currently married women, but the difference is not large. The
nercentage of total demand satisfied ranges from a low of 21 in
Burkina Faso to a high of 67 in Zimbabwe.
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Table 10.1 Demand and unmet need: All women

Unmet need and the demand for contraception among all women,
Demographic and Health Surveys, 1987-1993

Percent

Demand of total

for contra- Current Unmet demand

Country ception use need satisfied

SUB-SAHARAN AFRICA

Botswana 55.6 29.7 21.1 62.0
Burkina Faso 36.1 7.7 28.4 213
Burundi 24.0 6.4 17.6 26.7
Cameroon 38.8 19.7 19.1 50.8
Ghana 46.2 18.9 27.3 409
Kenya 52.3 25.9 26.4 49.5
Liberia 36.2 8.4 27.8 23.2
Madagascar 36.8 133 23.5 36.1
Mali 25.3 4.6 20.7 18.2
Namibia 42.0 23.3 18.7 55.5
Niger 20.9 4.4 16.5 21.0
Nigeria 25.6 7.5 18.1 29.3
Rwanda 37.5 13.8 23.7 36.8
Scnegal 29.5 7.1 224 24.1
Tanzania 30.4 9.5 20.9 31.2
Togo 53.2 33.0 20.2 62.0
Uganda 26.6 55 21.1 22.5
Zambia 36.1 11.6 24.5 321
Zimbabwe 48.2 322 16.0 66.8

8 Includes contraceptive failnure among pregnant or amenorrheic
women,



Figure 10.1 Total demand for family planning for all women in 19 sub-Saharan countries regardless of marital status, Demographic and
Health Surveys, 1987-1993
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11 Demographic Significance of
Unmet Need

Onc of the primary reasons for estimating the extert of un-
met need in a population is to determine how much potential ef-
fect its satisfaction would have on the fertility rate. Here, the
authors estimate this potential under four different assumptions
about what kinds and amounts of unmet nced are satisfied.

11.1 MODELS OF UNMET NEED SATISFIED

As has been scen, the diverse kinds of unmet need imply dif-
ferent kinds of program responses. Most unmet need would not
be satisficd simply by providing additional contraceptive supplics
or by making access more convenient or costs lower. Significant
fractions apparcntly in nced say that they do not intend to usc any
method because they are ambivalent about the timing of the next
child, or because they are uninformed; others cite side effects or
religious objections or objections of their partner, or report they
are no longer exposcd to the risk of pregnancy. To assume that all
unmet need can be met, even among women who do not intend to
use a method, and diat all the different impediments can be over-
come is extremely unrealistic put is useful simply to estimate the
upper limit of the demographic potential of climinating unmet
need. Thus, Model 1 assumes the elimination of all unmet nced.

The second model assumes the opposite extreme, i.c., that
all marricd women in need who say that they do not intend to use
amethod in fact will not use. Whereas the first model will have
the greatest impact on fertility, Model 2 will have the smallest.
This model simply accepts at face value women's responses that,
for whatever reason, they will not use contraception in the future.

A less stringent assumption is introduced in Model 3, i.c.,
that only those women in need who do not intend 1o use because
they feel they are not exposed to risk (they report that they have
difficulty becoming pregnant or that they have infrequent sex) in
fact do not use. This implies that all of the other women who are
in need but who do not intend to usc are informed about contra-
ception or are persuaded to overcome various kinds of objections
to usc.

Many alternative sets of assumptions can be imagined, but
let us conclude with only onc additional model, Model 4, which
is our best estimate of the potential cffect on fertility of eliminat-
ing unmetnced. All of the preceding three models make different
assumptions about the subsct of women in need who report that
they do not intend to use contraception. They assume, however,
that all of those women who say they do intend to use in fact fol-

34

1w through on these intentions. This is clearly an cxaggerated
expectation. So, Mcdel 4 relaxes this expectation and assumes
(arbitrarily) that 20 percent of those women with a spacing need
who intend to use a method and 10 prcent of those with a limiting
necd who intend to use will not adopt contraception. Model 4 also
assumes as does Model 3 that those women in need who do not in-
tend to use because they feel unexposed to risk will not use. And,
finally, this model assumes that half (also arbitrary) of the remain-
ing women in need who do not intend to use will in fact use. This
setof assumptions for Model 4 yiclds a fertility reduction between
that for Models 2 and 3, but clos.r to that for Model 2. Itis there-
fore a conservative estimate.

The hypothetical total demand estimates for the four models
initially arc calculated scparately for the spacing and limiting
components of unmet need and then are aggregated. The reason
is to permit first adjusting the unmet need downward as proposed
by Bongaarts (1991), which scems to be an appropriate adjustment
for assessing the deinographic significance of unmet nced."”
Bascd on Bongaarts’ calculations, the adjustment for spacing need
is a 30 percent reduction but for li. “iting need it is only 3 percent.
The rationale for this spacing nced adjustment is that spacers will
at some point in the near future discontinue contraceplive practice
in order to have another child. Therefore, the estimated demand
for family planning as a current status estimate would exaggerate
the steady-state effect of satisfying the unmet need for spacing.'®

The "correction" of the unmet need for limiting, which has
also been incorporated into all models, is based on Bongaarts’
argument that a cohort’s period of exposure to the need for contra-
ception to it fertility will diminish as the nced for spacing is
satisfied, because the women will have stretched out the time re-
quired to reach their desired number of children and thus have
fewer remaining years of exposure io the risk of an unwanted
birth. The downward adjustment for this category is only 3 per-
cent and could casily be ignored both because of its magnitude
and because the hypothetical effect is over a longer period of time.
Nonectheless, it has been taken into account.

Y7 The adjustment is appropriate for calculations of the hypothetical effect on fer-
tility. For other uses of data on unmet need, such as those utilized by program
managers, the appropriate statistic is the unadjusted unmet ueed presented in the
carlier tables (Westoff, response to Bongaarts, 1992).

¥ The current CPR is unaffected by this consideration since it already reflects the
net balance of entrics and cxits from the usc for spacing purposes.



11.2 ESTIMATED TOTAL DEMAND UNDER DIFFERENT
ASSUMPTIONS

Theestimated total deraand' for family planning implied by
the satisfaction of unmet need under the four different assump-
tions shows a considerable range. The greatest increase in total
demand is for Model 1, which assumes (following the Bongaarts
adjustment) that all unmet need is satisfied. The hypothetical
gains in the CPR that would be realized are considerable (table
11.1 and Figurc 11.1). For example, the CPR of Burkina Faso
would increase from the current 8 1o 33; of Rwanda, from 21 to
50; and of Pakistan from 12 t0 38. The implied increases are con-
siderable in the more developed countries as well, c.g., the CPR
in Egypt would rise from 47 to 66, in Morocco from 41 to 58, in
the Philippines from 40 to 62 and in Peru from 59 to 73. The av-
crage CPR in sub-Saharan Africa would rise from 15 to 37; the
corresponding increase in countries outside that region, excluding
Pakistan, is from 50 to 65 percent.

However, these estimated increases from Model 1 are oo
high because these caleulations assume that all current unmet need
can be satisficd.® A very conservative alternative is captured in
Model 2, which assumes that only women in need who intend to
use a method will become users. This has the effect, as noted car-
lier, of removing an average of nearly half of women in nced.
This model shows the smallest increases in expected use but there
arc appreciable gains nonetheless. Use in Ghana would rise from
20 to 38 percent, in Kenya from 33 to 53, in Malawi from 13 to
32. Under this assumption, the CPR in Jordan would increase
from 401048, in Bangladesh from 45 10 56, and in Colombia from
66 to 73 percent.

The two remaining models show results between those of
Modecls 1 and 2. Model 3, which removes only the unexposed
women in need from those who do not intend to use, shows a
hypothetical increase from ar average current CPR of 15 10 an ex-
pected average of 36 percent in the sub-Saharan countries. In the
other countrics (excluding Pakistan) the CPR increases from an
average of 50 1o 64 percent.

Mcdel 4, which is designed to be the most realistic estimate
of the potential reduction of unmet need, also shows appreciable

" “Total demand” is defined for this purpose as the simple sum of contraceptive
prevalence and unmet need. This is the same definition used (see Tablz 4.2) for
the sub-Saharan countries, but it differs for other countries in that it docs not
include the contraceptive failures of pregnant and amenortheic women. The reason
forexcluding these failures in the demand estimated for this fertility analysis is that
a measure of future contraceptive prevalence is needed that is consistent with the
measure of pievalence used in other national surveys, which is the basis for the
regression analysis of the TFR on the CPR.

© There will be rapid increases in the proportions of wormnen wishing to control
their fertility which may cause temporary increases in unmet need. At a certain
stage of the transition, unmet need is a rapidly moving target because demand is

ouipacing supply.

expected increases in the demand for family planning although not
quite as high as Model 3. For example, the CPR in Madagascar
could risc from 17 o 36, in Namibia from 29 to 41, in Nigeria
from 6 to 16, and in Zambia from 15 10 31. Elsewhere, the in-
creases expected are more modest: from 63 in Turkey to 69, from
50in Indonesia to 57, from 45 to 56 in Bangladesh and from 56 to
67 percent in the Dominican Republic.

In sub-Saharan Africa the rise would be fror the average

CPR of 15 to 30 percent. In the other countries (excluding Paki-
stan), the corresponding increase would be from 50 to 60 percent.

Table 11.1 Estimates of demand for family planning: Four models

Estimates of the potential demand for family planning under four
different assumptions of the amount of unmet need satisfied,
Demographic and Health Surveys, 1990-1994

Potential demand estimated

Current if nced satisfied
contra-
ceptive  Modei  Model Model  Model
Country use 1 2 3 4
SUB-SAHARAN AFRICA
Burkina Faso 79 33.0 169 29.9 219
Cameroon 160 324 236 319 26.5
Ghana 20.3 459  38.1 446 384
Kenya 328 61.1 53.1 599 534
Madagascar 16.7 435 34.1 42.8 36.0
Malawi 13.0 404 325 388 322
Namibia 289 459 377 453 40.1
Niger 4.5 18.2 9.9 17.2 12.5
Nigeria 59 224 12.3 22.2 16.3
Rwanda 21.1 504 439 493 429
Senegal 74 296 185 290 218
Sudan (Northern) 8.7 28.5 157 258 243
Tanzania 104 3.7 204 304 237
Zambia 15.2 388 308 368 312
NEAR EAST/NORTH AFRICA
Egypt 47.1 66.4 57.9 62.8  59.0
Jordan 40.0 585 482 551 50.4
Morocco 41.5 58.3 507 573 5217
Turkey 62.6 72.5 68.7 707 69.0
ASIA
Bangladesh 44.8 59.5 56.3 587 558
Indonesia 49.7 612 547 602  56.7
Pakistan 11.9 38.1 19.0 36.2 26,7
Philippines 40.0 61.6 485 592 527
LATIN AMERICA/CARIBBEAN
Bolivia 45.3 66.6 569 654 59.8
Colombia 66.1 76.2 73.5 75.5 73.5
Dominican Repubiic  56.4 706 663 700 66.6
Paraguay 48.4 605 542 598  56.1
Peru 59.0 731 69.1 72.7 69.7
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Figurc 11.] Estimates of the demand for family planning under two assumptions of the satisfaction of unmet nced, Demographic and
Health Surveys, 1990-1994

g0 ® Sub-Saharan Africa

60

40

b

20

X

T

.

.
Burkina Faso Cameroon Ghana

o,
806

60

40

20

Madagascar Malawi Namibia

[
50A

60

40

20 7

Senegal

\\\ NN

Niger Nigeria
0,
80,?
60

40

20

%

Tanzania Zambia

Current CPR D Model 1 % Model 4

36



Figure 11.1—Continued
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113 METHODOLOGY FOR ESTIMATING THE
IMPLIED FERTILITY REDUCTION

The next question, given the estimates of demand if unmet
need is satisfied, is "What would be the effect on the fertility
rate?" The logic of the procedure followed is to exploit the strong
correlation between contraceptive prevalence and the fertility rate
that has been documented repeatedly across countries.

A collection of the most recent national survey estimates of
these two parameters for 86 different countries has been as-
sembled; the correlation between contraceptive prevalence (CPR)
and the total fertility rate is 0.94. The regression equation used by
the authors for estimating the TFR from the predicted new contra-
ceptive prevalence rate is:

TFR; =7.178 - 0.0682 (CPR) + ¢

where th= CPR; is the potential total demand for the individual
country, i.c., the observed percentage of marricd women currently
using contraception plus the percentage expected from satisfying
unmet nced under the different assumptions of the four models.

There is onec complication that arises from the fact that al-
though the correlation between the CPR and the TFR is very high,
it is not perfect. The unexplained variance (around 12 percent)
stems both from the operation of other unrepresented variables
that affect fertility, for example, age at marriage, postpartum in-
susceptibility and abortion, and from errors of measurement of
both of the main variables. The TFR is subject to errors of bot"
displacement and omission of births (Curtis and Arnold, 195 ..
and contraceptive practice can be misreported as well although its
characteristic errors are less understood. Also, the time junctures
of the two measurements are imprecise. Although the CPR is a
current status measure, the fertility rate is based on the three-ycar
or five-year period before the interview. One consequence of
these different factors is that the simple inclusion of the estimated
demand into the regression cquation can occasionally predict a
fertility rate higher than the observed current rate. One example
is Sudan, with an observed TFR of 4.6 and a predicted rate of 5.2
based on Model 1 (the model that yiclds the greatest reduction es-
timate). In the case of Sudan there is the anomaly of a low TFR
and a very low CPR of 8.7 percent. The extentof thisapparent in-
consistency can be appreciated by estimating the CPR that would
theoretically be expected with the observed TFR of 4.6, which is
37 percent. The TFR expected with a CPR of 8.7 percent is 6.5.
The TFR in Sudan has declined precipitously and sharp increases
in age at marriage and age at first birth have played a major role.
Other factors may be at work as well, including the possibility of
underreporting of births. In any event, itis clear that determinants
other than contraceptive practice arc at work here.

¥ Only northem Sudan was included in the survey.
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There are a few other anomalies among the more than 100
estimates of fertility based pn the four models of unmet need re-
duction; these occur for Model 2 for Nigeria and for Pakistan,
Both of these countries have apparent problems with the accuracy
of the reporting of recent births. In Pakistan, the observed recent
decline in fertility was shown on reinterview to be largely due to
the omission of births (Curtis and Arnold, 1994).

It is obvious that any reduction of unmet need by the substi-
tution of contraception will not result in an increase in the fertility
rate.?? This problem has been essentially resolved by estimating
the TFR that would be implied by the various models if all obscr-
vations lay on the regression line. In effect, this eliminates the re-
siduals and implies that contraceptive practice is a perfect predict-
or of fertility. Stated differently, it implics that all of the variance
of fertility is determined by the variance of contraceplive practice.
The procedure followed is first to calculate the estimated total
demand for family planning under the four different models
(shown carlier in Table 11.1). The second step is to derive from
the regression equation the TFR that would be associated with
these new estimated prevalence rates. In order to circumvent the
anomalies described above, these estimated TFRs are then adjust-
ed by adding the residuals obtained as the difference between the
observed TFR and the TFR predicted by the current CPR. In ef-
fect, this removes the deviations from the straight line and indi-
cates the TFR that would be realized if contraceptive prevalence
were the only determinant. The adjusted TFRs for the four mod-
els are shown in Table 11.2 (sce also Figure 11.2) and the derived
percentage declines appear in Table 11.3.

11.4 THE FERTILITY IMPLICATIONS

Given the observed potential demand for family planning in
Model 1 (revised downward only by the Bongaarts adjustment),
which assumes that a/l unmet need would be satisfied, the implicd
reductions in fertility would be considerable. This maximum as-
sumption would reduce the TFR in sub-Saharan Africa from an
average of 6.1 to 4.6. The potential decline would be greatest in
Kenya (36 percent), which has already experienced a rapid recent
decline in fertility; the smallest reduction would be in Niger where
evenifall existing unmet need were satisfied, the estimated reduc-
tion would be only 13 percent. In other regions, the Philippines
and Pakistan would realize large reductions as would the Domini-
can Republic. On average, the maximum effect (Model 1) for all
countries considered indicates a reduction of 27 percent in the
TFR; the minimum reduction in Model 2 is 15 percent.

In Model 3, which excludes from potential use only those
women in nced who do not intend to use because they do not think
they are exposed to the risk of pregnancy, the results are quite
similar to those for Model 1, i.c., an average reduction of 24 per-
cent.

2 One possible exception would be the replacement of abstinence with imperfect
methods.



Table 11.2 Total fertility rates associated with estimates of the demand for family planning

Total fertility rates associated with four estimates of the demand for family planning, Demographic and Health Surveys, 1990-1994

TFR estimated if unmet need satisfied

Current TFR implicd
Country TFR by CPR Model 1 Model 2 Model 3 Model 4
SUB-SAHARAN AFRICA
Burkina Faso 6.9 6.6 52 6.3 54 6.0
Cameroon 59 6.3 4.6 52 4.6 5.0
Ghana 55 49 4.6 52 4.7 5.1
Kenya 53 49 34 39 35 39
Madagascar 6.1 6.3 4.0 4.7 4.1 4.5
Malawi 6.7 6.3 4.8 54 49 54
Namibia 5.6 52 44 5.0 45 48
Niger 7.4 6.9 6.4 7.0 6.5 6.8
Nigeria 6.0 6.8 49 5.6 49 53
Rwanda 6.2 57 4.2 4.6 43 4.7
Senegal 6.0 6.7 4.5 52 45 5.0
Sudan (Northern) 4.7 6.6 34 4.2 36 3.7
Tanzania 6.2 6.5 4.7 55 4.8 53
Zambia 6.5 6.2 49 54 5.0 54
NEAR EAST/NORTH AFRICA
Egypt 39 4.0 2.6 32 2.8 3.1
Jordan 5.6 4.8 4.0 4.7 4.2 4.5
Morocco 42 43 3.1 3.6 32 35
Turkey 25 29 19 2.1 20 2.1
ASIA
Bangladesh 34 4.1 24 2.6 2.5 2.7
Indonesia 3.0 38 22 2.7 23 2.5
Pakistan 54 6.4 3.6 49 3.7 44
Philippines 4.1 4.5 2.6 35 2.8 32
LATIN AMERICA/CARIBBEAN
Bolivia 4.8 4.1 33 4.0 34 38
Colombia 29 2.7 22 24 23 24
Dominican Republic 33 34 2.3 2.6 23 2.6
Paraguay 4.7 39 38 43 39 4.1
Peru 35 32 2.5 28 2.6 2.8

TFR = Total fertility rate
CPR = Contraceptive prevalence



Figure 11.2 Total fertility rates associated with increases in demand for family planning under two assumptions, Demographic and
Health Surveys, 1990-1994
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Figure 11.2—Continued
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Table 11.3 Reductions in total fertility rate implied by the

satisfaction of unmet need: Four models

Percent reduction of the total fertility rate implied by the satis-

faction of unmet need under different assumptions, Demographic
and Health Surveys, 1990-1994

Country

Model 1

Model 2 Model 3 Model 4

SUB-SAHARAN AFRICA

Burkina Faso 24.7
Cameroon 224
Ghana 16.0
Kenya 36.2
Madagascar 34.1
Malawi 279
Namibia 20.6
Niger 13.1
Nigeria 18.6
Rwanda 323
Senegal 25.7
Sudan (Northern) 28.3
Tanzania 23.9
Zambia 25.0
NEAR EAST/NORTH AFRICA
Egypt 339
Jordan 28.6
Morocco 26.5
Turkey 25.9
ASIA
Bangladesh 28.7
Indonesia 25.5
Pakistan 33.0
Philippines 35.9
LATIN AMERICA/CARIBBEAN
Bolivia 30.3
Colombia 24.0
Dominican Republic 30.2
Paraguay 18.7
Peru 27.5

21.6
21.8
14.4
34.6
333
26.3
19.8
12.2
18.4
311
25.0
24.4
224
229

27.6
24,5
24.8
21.0

27.1
23.2
30.6
319

28.6
223
28.9
17.1
26.7

13.7
15.6

26.2
25.7
19.5
13.5

7.8
11.7
24.1

222
15.1
17.0

21.0
18.8
17.4
16.4

213
15.2
18.6
21.1

20.6
17.6
219
11.8
20.8
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The most likely set of assumptions in Model 4 indicates an
average TFR reduction across all countrics of 18 percent. For
sub-Saharan Africa, this average is essentially the same, 17 per-
cent.

Another perspective on the extent to which fertility would be
reduced by the satisfaction of unmet need is the proportion of the
distance to the replacement level that would result. With the Mod-
el4 assumptions, the TFR in Kenya would decline from 5.3103.9.
This decline of 1.4 represents 44 percent of the distance to re-
placement (1.4/5.3 - 2.1).% This calculation is shown in Figure
11.3 for all of the countries. In Turkey, if unmet nced were satis-
fied with the criteria of the conservative Model 4, the TFR would
reach replacement covering all (100 percent) of the distance from
the current TFR of 2.5. In some other countrics where current fer-
tility is also relatively, low, such as Colombia, the Dominican Re-
public and Peru, the satisfaction of unmet need would also have
substantial effects on narrowing the distance to replacement (62,
58 and S0 percent, respectively). In Bangladesh and Indonesia,
the elimination of unmet necd would also result in reducing the
distance to replacement by more than 50 percent. In sub-Saharan
Africa, the average effect would be to cover one-quarter of the
way to replacement. These estimates indicate that significant
demographic effects could be realized by the reduction of unmet
need even with the conservative assumptions incorporated into
Model 4.

3 The value of 2.1 is an approximation of the TFR required for replacement. The
actual level may be slightly higher for countries with higher mortality rates.



Figure 11.3 Percent of the distance to replacement fertility that would result from satisfying unmet need (Model 4), Demographic and

Health Surveys, 1990-1994
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12 Summary and Conclusions

The original objective of this report was to bring up (o date
the comparative analysis of unmet need based on 25 countries in-
cluded in DHS-I in which surveys had been conducted in the late
1980s. This original objective has been met. Furthermore, 27
countries with surveys completed in the first half of the 1990s
have been included and the content of this report has been consid-
crably expanded. In addition to presenting the estimates of unmet
need for married women, estimates have been included for some
countrics for never-married and for formerly married women. An-
other new direction has been to include an analysis of the reasons
why many women in need do not intend to use any method of con-
traception. Finally, the potential future demand for family plan-
ning and the implicd reduction of fertility rates based on four dif-
ferent assumptions of the amount and kinds of unmet need salis-
fied have been estimated.

Countries represented in both DHS-I and DHS-II, covering
roughly a five-ycar interval, have shown a fairly consistent smatl
decline in the amount of unmet need. In a sense, unmet need is a
moving target, incrcasing as higher proportions of women desire
to control their fertility and decreasing with the adoption of con-
traception.

Two estimates of unmet need for the never-marricd women
are provided, one for those who reported sex in the past month and
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another for those who ever had sex. The fraction of never-married
women in sub-Saharan Africa with an unmet need is estimated as
an average of 9 percent under the first definition and 17 percent if
one prefers any history of scxual cxperience as the base. Esii-
mates for formerly married women show an average unmet need
of 14 percent across all countrics. An average of 29 percent of
marricd women in sub-Saharan Africa compared with 19 percent
in other regions are estimated to have an unmet need.

Because all women classified in need of family planning are
unlikely to use contraception in the future (surprisingly high pro-
portions say that they do not intend to use for such reasons as lack
of information, opposition to the idea, health reasons, or ambiva-
lence about their childbearing preferences), the authors have de-
veloped several estimates of the fertility implications of the poten-
tiai demand for family planning if different amounts of unmet
need were satisfied. The most likely set of assumptions yiclds an
average of a 17 perceat decline in the total fertility rate in 14 sub-
Saharan countries and an 18 percent decline across all of the 27
countries included in the report. Viewed in terms of the propor-
tion of the distance to replacement fertility, the satisfaction of un-
met need even with very conservative assumptions has significant
potential demographic implications. It would exceed 50 percent
in some countrics and in sub-Saharan Africa the average effect
would be to cover 25 percent of the distance to replacement.
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Appendix

Summary of DHS-I, DHS-II, and DHS-III Suiveys, 1985-1995

Region and  Date of Sample  Male/Husband Supplemental Studies, Modules,
Country Fieldwork Implementing Organization Respondents  Size Survey and Additional Questions
SUB-SAHARAN AFRICA
DHS-I
Botswana Aug-Dec 1988 Central Staustics Office AW 15-49 4,368 AIDS, PC, adolescent fentility
Burundi Apr-Jul 1987 Département de la Population, AW 15-49 3,970 542 Husbands CA, SAI, adult monality
Ministzre de 1'Intérieur
Ghana Feb-May 1988 Ghana Statistical Service AW 1549 4,488 943 Husbands CA, SM, WE
Kenya Dec-May 1988/89  National Council for Population AW 15-49 7,150 1,133 Husbands
and Development
Liberia Feb-Jul 1986 Bureau of Statistics, AW 15-49 5,239 TBH, employment status
Muinistry of Planning and Economic
Affairs
Mali Mar-Aug 1987 Institut du Sahel, AW 15-49 3,200 970 Men 20-55 CA, VC, childhood
USED/CERPOD physical handicaps
Ondo State,  Sep-Jan 1986/87  Ministry of Health, Ondo State AW 15-49 4,213 CA, TBH
Nigeria
Sencgal Apr-Jul 1986 Direction de la Statistique, AW 15-49 4,415 CA,CD
Ministere de 1'Economie et
des Finances
Sudan Nov-May 1989/90 Department of Statistics, EMW 15-49 5,860 M, MM, femele circumcision
Ministry of Economic and family planning services
National Planning
Togo Jun-Nov 1988 Unité de Recherche Démographique, AW 15-49 3,360 CA, SAI,
Université du Benin marriage history
Uganda Sep-Feb 1988/89  Ministry of Health AW 15-49 4,730 CA, SAI
Zimbabwe Sep-Jan 1988/89  Central Statistical Office AW 15-49 4,201 AIDS, CA, PC, SAI, WE
DHS-II
Burkina Faso Decc-Mar 199293  Institut National de la Statistique AW 15-49 6,354 1,845 Men 18+ AIDS, CA, MA, SAI
et de la Démographie
Cameroon Apr-Sep 1991 Direction Nationale du Deuxiéme AW 15-49 3,871 8§14 Husbands CA, CD, SAI
Recensement Général de la
Population et de 1'Habitat
Madagascar  May-Nov 1992 Centre National de Recherches AW 15-49 6,260 CA, MM, SAI
sur 1'Environcment
Malawi Scp-Nov 1992 National Statistical Office AW 15-49 4,850 1,151 Men 20-54  AIDS, CA, MA, MM, SAI
Namibia Jul-Nov 1992 Ministry of Health and Social Services, AW 15-49 5421 CA, CD, MA, MM
Central Statistical Office
Niger Mar-Jun 1992 Direction de la Statistique ct des AW 15-49 6,503 1,570 Husbands CA, MA, MM, SAI
Comtes Nationaux
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
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Senegal Nov-Aug 1992/93 Direction de la Prévision et AW 15-49 6,310 1.436 Men 20+ AIDS, CA, MA, MM, SAI
de la Statistique
Tanzania Oct-Mar 1991/92  Burea: of Statistics, AW 1549 9,238 2,114 Men 15-60  AIDS, CA, MA, SAI
Planning Commission
Zambia Jan-May 1992 University of Zambia AW 1549 7,060 AIDS, CA, MA
DHS-HI
Central Sep-Mar 1994/95  Direction des Statistiques AW 15449 5,884 1,729 Men 15-59  AIDS, CA, CD, MA, MM, SAIl
African Démographiques et Sociales
Republic
Céte d’lvoire  Jun-Nov 1994 Institut National de la Statistique AW 1549 8,099 2,552 Men 15-59  CA, MA, SAl
Ghana Sep-Dec 1993 Ghana Statistical Service AW 1549 4,562 1,302 Men 15-59  CA, MA
Kenya Feb-Aug 1993 National Council for Population AW 1549 7,540 2,336 Men 20-54  AIDS, CA, MA, SAI
and Development
Tanzania Jul-Sep 1994 Bureau of Statistics, AW 15-49 4,225 2,057 Men 15-59  AIDS, PC
(KAP)® Planning Commission
Uganda Apr-Jul 1995 Department of Statistics, AW 15-49 5,500 1,500 Men 15-54  AIDS, CA, MA, MM, SAl
Minisuy of Finanee and
Economic Planning
Zimbabwe Jul-Nov 1994 Central Statistical Office AW 1549 6,128 2,141 Men 15-54  AIDS, CA, MA, MM, PC, SAl
NEAR EAST/NORTH AFRICA
DIiS-1
Egypt Oct-Jan 1988/89  National Population Council EMW 1549 8911 CA, CD, MM, PC, SAl, WE,
women's status
Morocco May-Jul 1987 Ministére de la Santé Publique EMW 1549 5982 CA,CD, S
Tunisia Jun-Oct 1988 Office National de la Famille EMW 1549 4,184 CA, S, SAl
et de la Population
DHS-It
Egypt Nov-Dec 1992 National Population Council EMW 1549 9,864 2,466 Husbands CA, MA, PC, SM
Jordan Oct-Dec 1990 Department of Statistics, EMW 1549 6,461 CA, SAl
Ministry of Health
Morocco Jan-Apr 1992 Ministére de la Santé Publique AW 1549 9,256 1,336 Men 20-70 CA, MA, MM, SAI
Yemen Nov-Jan 1991/92  Central Statistical Organization EMW 15-49 5687 CA, CD, MM, SAI
DHS-II}
Morocco Apr-May 1995 Ministére de la Santé Publique AW 15-49 3,500 SAl
(Panel)
ASIA
DHS-1
Indoncsia Sep-Dec 1987 Central Burcau of Statistics/ EMW 1549 11,884 PC, SM
National Family Planning
Coordinating Board
Nepal Feb-Apr 1987 New Era CMW 1549 1,623 KAP-gap survey
(In-depth)
Sri Lanka Jan-Mar 1987 Department of Census and Statistics, ~EMW 1549 5,865 CA, NFP
Ministry of Plan Implementation
Thailand Mar-Jun 1987 Institute of Population Studies, EMW 15-49 6,775 CA, §, SAl

Chulalongkorn University

47



DHS-IT

Indonesia May-Jul 1991 Central Bureau of Statistics/ EMW 1549 22,909 PC, SM
NFPCB/MOH
Pakistan Dec-May 1990/91 National Institute of Population EMW 1549 6,611 1,354 Husbands CA
Studies
DHS-III
Bangladesh ~ Nov-Mar 1993/94 Mitra & Associates/NIPORT EMW 1049 9,640 3,284 Husbands PC, SAl, SM
Indonesia Jul-Nov 1994 Central Bureau of Statistics/ EMVW 1549 28,168 MM, PC, SAl, SM
NFPCB/MOH
Kazakhstan May-Aug 1995 Nutrition Research Center AW 15-49 5,000 CA, Hb, MA
Philippines Apr-Jun 1993 National Statistics Office AW 1549 15,029 MM, SAl
Turkey Aug-Oct 1993 General Directorate of MCH/FP, EMW <50 6,519 CA, MA
Ministry of Health
LATIN AMERICA & CARIBBEAN
DIIS-1
Bolivia Feb-Jul 1989 Instituto Nacional de Estadistica AW 15-49 7,923 CA, CD, MM, PC, S, WE
Bolivia Feb-Jul 1989 Instituto Nacional de Estadistica AW 1549 7,923 Health
(In-depth)
Brazil May-Aug 1986 Sociedade Civil Bem-Estar AW 1544 5,892 CA, S, SM, abortion,
Familiar no Brasil young adult use of contraception
Colombia Oct-Dec 1986 Corporacién Centro Regional de AW 15-49 5,329 CA, PC, S, SAlL, SM
Poblaci6n, Ministerio de Salud
Dominican Sep-Dec 1986 Conscjo Nacional de Poblacidn AW 15-49 7,649 CA, NFP, S, SAl, family
Republic y Familia planning communication
Dominican Sep-Der. )86 Consejo Nacional de Poblacién AW 1549 3,885 S, SAl
Republic y Familia
(Experimental)
Ecuador Jan-Mar 1987 Centro de Estudios de Poblacitn AW 15-49 4713 CD, SAI, employment
y Paternidad Responsable
El Salvador  May-Jun 1985 Asociacién Demogrdfica Salvadoreia AW 15-49 5,207 CA, S, TBH
Guatemala Oct-Dec 1987 Instituto de Nutricién de Centro AW 15-44 5,160 CA, S, SAl
América y Panamd
Mexico Feb-May 1987 Direccién General de Planificacion AW 15-49 9,310 NFP, S, employment
Famiiliar, Secretaria de Salud
Peru Sep-Dee 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 1549 2,534
(Experimental)
Trinidad and  May-Aug 1987 Family Planning Association AW 1549 3,806 CA, NFP, breastfeeding

Tobago
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DHS-11
Brazil (NE}  Sep-Dec 1691 Sociedade Civil Bem-Estar Familiar AW 15-49 6,222 1,266 Husbands AIDS, PC

no Brasil
Colombia May-Aug 1990 PROFAMILIA AW 15-49 8,644 AIDS
Dominican Jul-Nov 1991 Instituto de Estudios de Poblacion AW 15-49 7,320 CA, MA, S, SAI
Republic y Desarrollo (PROFAMILIA)/Oficina

Nacional de Planificacidn

Paraguay May-Aug 1990 Centro Paraguayo de Estudios AW 1549 5,827 A, SAl
de Poblacidn

Peru Oct-Mar 1991/92  Instituto Nacional de Estadistica AW 549 15,882 CA, MA, MM, SAl
¢ Informitica

DHS-11}

Bolivia Nov-May 1993/94  Instituto Nacional de Fstadistica AW 15-49 8.603b AIDS, CA, CD, MA, MM, §, SAI
Colombia Apr-Jun 1995 PROFAMILIA AW 15-49 14,000 AIDS, CA, MA

Guatemala May-Jul 1995 Instituto Nacional de Estadistica AW [5-49 10,000 AIDS, CA, CD, MA, SAl

Haiti Jul-Feb 1994/95 Institut Haitien de I’Enfance AW 1549 5,709 1,767 Men 15-59 AIDS, CA, CD, MA, SAI

4 No health or binth history section in questionnaire.
® Household questionnaire was administered in 26,144 houschods.

AW all women AIDS  acquired immune deficiency syndrome NEFP  natural family planning
CMW  currently married women CA  child anthropometry PC  pill compliance
EMW  ever-married women CD  causes of death (verbal reports of symptoms) S steritization
Hb  anemia testing SAl  service availability information
M migration SM  social marketing
MA  maternal anthropometry TBH  truncated birth history
MM maternal mortality SM  social marketing

VC  value of children
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