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Summary of Findings
This report examines the extent of knowledge and use of contraceptives in 20 developing countries. The
data reviewed provide evidence of the rapidity with which knowledge and use of modern contraceptives
have spread since the 1960s. On the basis of the rapid rise in knowledge and use of contraception in recent
years, it can be anticipated that use levels should continue to increase in the years ahead.
In brief, the data analyzed in this report indicate that:
® In 19 of the 20 countries, three-quarters or more of the ever-married women know about contraception.
(The exception being Nepal.) Knowledge of modern contraceptive methods (i.c., the pill, condom,
IUD, injection, diaphragm, jelly, foam, tablet, tampon, sponge, and cream), especially the pill, is
more common than Xnowledge of traditional methods (i.c., abstinence, thythm, withdrawal, douche,
and folk methods).
® Modern methods are more frequently used than traditional methods among current users. The three
methods most commonly used, in order of popularity, are the pill, the TUD, and sierilization.
® There exists a curvilinear relationship between the extent of current use and age of the women: the
percentage of current users is lower among younger and older women and reaches its highest level
in the mid-range of the reproductive years.
® A strong, but not always consistent, relationship exists between parity and contraceptive use. In
general, use of contraception tends to increase with number of living children.
® There exists a positive lincar relationship between levels of educational attainment and contraceptive
use. Similar relationships are also found between women's paid employment and contraceptive use,
and between urban residence and con. aceptive use.

Reports on the World Fertility Survey, a serics of publications dealing with fertility and family planning
policy issues in the developing countries, is published by the Population Reference Burcau with the support
of the Demography Division of the Office of Population, U.S. Agency for International Development,
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Preface

Knowledge and Use of Contraception in Twenty Developing Countries is the third report in a series based
on data resulting from the World Fertility Survey (WFS). Begun in 1972 under the auspices of the
International Statistical Institute and with major support from the International Union for the Scientific
Study of Population, the United Nations’ Fund for Population Activities and the United States Agency for
International Dcvelopment, the World Fertility Survey is an international research effort to encourage and
assist countries in collecting and analyzing basic demographic data and more specific data on national
patterns of fertility behavior.

The data are collected by trained interviewers, almost all women, who administer the WFS *‘core
questionnaire’” modified and translated for local use. An average survey involves detailed interviews with
about 5,000 women. Tabulation of survey results has been standardized, facilitating international com-
parisons.

The first survey was conducted in Fiji in 1974. Within the next few years over 40 developing countries
are expected to complete the survey and publish a First Country Report whick: provides some analysis of
the data and a large number of tabulations. This Population Reference Bureau series is based primarily on
the data presented in these First Country Reports and other WES publications.



Figure 1. World Fertility Survey Countries Included in This Report
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Introduction

Contraception, the conscious effort by people to
limit the probability of pregnancy, is an important
determinant of fertility in most developed and many
developing countrics around the world. Contracep-
tive methods range from sexual abstinence to sur-
gical sterilization. Couples may relv on modern
contraceptives—such as the intranterine device (IUD)
or the oral contraceptive pill—that interfere at some
point in the biological chain leading from ovulation
and intercourse to the implantation and growth of
the fertilized ovum. Or, they may try more tradi-
tional contraceptive practices, perhaps as old as
humanity itself, such as withdrawal, or coitus in-
terruptus. Prescriptions for vaginal pastes and tam-
pons using honey, oil, camel dung, and other sub-
stances can be traced back to ancient Egypt. The
condom, in its more primitive form, has been known
for several centuries.

Except for modern intrauterine devices, orals,
and other hormone-based chemical contraceptives,
all current contraceptive methods have been in use
since the beginning of the twenticth century. Fol-
lowing the Second World War, advances in repro-
ductive knowledge and the growing acceptance of
contraception contributed to a climate that produced
important technological breakthroughs in efficient
and convenient contraceptive methods. The pill was
developed during the 1950s and the modern 1UD
significantly improved shortly therezfter. Recent
decades have also seen the development of safer
less cumbersome procedures for male and female
sterilization.

In addition, traditional contraceptive methods have
been refined. New knowledge about the relation-
ship between ovulation and certain body changes
has increased the effectiveness of periodic absti-
nence although it is still substantially less reliable
than the more modern methods. Improvements in
design and materials have produced better con-
doms, diaphragms, cervical caps, tampons, and
spermicides. Efforts are continuing to develop safer
and more effective contraceptive methods for both
men and women.

A contraceptive’s effectiveness, as well as other
advantages or disadvantages associated with it, such
as cultural acceptability, cost, and side effects, are
important determinants of how commonly it is used.
The oral contraceptive pill is recognized as one of
the most effective methods of preventirng preg-
nancy. Injectable progestogen hormones prevent
pregnancies in much the same way as the oral con-
traceptive. A simplc injection (usually cvery three
to six months) offers effective protection without

the self-discipline that is required of the women
who must take the pill every day. Both methods
offer the added advantage of being independent
from the sex act, but there is some concern about
their safety.

When modern intrauterine devices first appeared
some decades ago, they were seen as a major tech-
nological breakthrough, because, once in place, no
further action is required of the user. Despite op-
timistic exnectations, the IUD's popularity still suf-
fers because of high expulsion rates and occasional
side effects.

Sterilization for contraceptive purposes is a means
of permanently ending reproduction. It requires a
singie act, is ncarly 100 percent effective, and is
relatively free of side effects. However, thus far it
is generally considered v be irreversible. Contra-
ceptive sterilization is a method largely used by
older couples who have already reached or ex-
ceeded their desired family size. In many countries
the prevalence of female sterilization is higher than
that of male sterilization, although in others, like
India, the reverse is true. The popularity of male
and female sterilization &s a contraceptive tech-
nique is increasing in part because of growing avail-
ability. However, the involvemen:i of a surgical
procedure may be hindering its wider use.

Other contraceptive methods, such as the con-
dom, diaphragm, jellies, foams, tablets, supposi-
tories, sponges, and creams share the disadvantage
of being directly related to sexual intercourse and
are subject to a high risk of failure if improperly
or carelessly used. Although no contraceptive method
is 100 percent effective, failure rates are the highest
among contraceptives most closely linked to the
time of .ntercourse. Abstinence and withdrawal,
while not dependent on artificial mearns to avoid
conception, pose the same problems since their
effectiveness requires a more intense degree of mo-
tivation and care.

Reliance on contraceptives is not the only way
te limit fertility. Vuriations in fertility levels result
from a complex interplay of cultural, social, and
economic forces that contribute to the reproductive
behavior of individuals. These forces affect fertility
by influencing not only contraceptive practices, but
also marriage, lactation, und induced abortion, al-
though other factors like sterility and spontaneous
intrauterine mortality 2re also involved.'

Marriage or nuptiality (including consensual
unions) patterns describe the ages at which people
marry, how rapidly marital unions are formed, how
long they last, and the proportions of people who
ever-marry in a population. Marriage patterns play



a significant role in determining fertility since they
affect the length of time a woman may be exposed
to the risk of conception by living in union with
her husband.?

Lactation or breast-feeding patterns influence
fertility through biological and cultural means.
Breast-feeding inhibits or delays ovulation, thereby
biologically lessening the probabilitv of concep-
tion. In some cultures fertility is also {nwered be-
cause women reduce the frequency of, or com-
pletcly avoid, intercourse while breast-feeding.*

Abortion contributes to fertility differentials by
keeping the number of births below the maximum
levels that could result given certain conception
rates. Cultural and sociozconomic factors have an
impact on the incidence of induced abortion. For
example, abortion rates differ according to edu-
cation and income level in many countries.*

In some, fertility can only change as a result of
shifts in (1) patterns of family planning, including
both levels of use and method mix; (2) abortion;
(3) sexual behavior, including age at marriage, sep-
aration of couples either because one spouse is
working away from home or hecause of marital
disharmony, and marriage dissolution: and (4) lac-
tation. Fertility can also be affected by changes in
levels of fecundity and spontaneous abortion which
in turn can be affected by diet, disease, or age. All
other factors mentioned as having a potential impact
on fertility can only have an influence through one
or more of these direct forces.

Interpretation of WFS Data

This report describes the patterns of knowledge and
use of contraception in the 20 developing countries
indicated in Figure 1. One of these countrics, Kenya,
is in Sub-Saharan Africa, eight are in the Western
Hemisphere, and the remaiuder are in Asia and the
Pacific. These countries are extremely heteroge-
ncous in terms of sociocconomic, ethnic, cultural,
and other variables. Appendix Table A-1 sum-
marizes some basic indicators for these countries.
Earlier reports in this series briefly discuss some
of their more salient characteristics.*

Ore of the principal accomplishments of the World
Fertility Survey (WFS) has been to provide de-
pendable and internationally comparable data on
knowleage and use of contraception. In presenting
these data, a two-way classification of contracep-
tive methods was devised. According to the criteria
adopted, contraceptive methods are classified as
follows:

(1) Eficient Methods—**modern’* methods in-
cluding contraceptive sterilization (male or
female), the pill, IUD, condom, injections,
and other female barricr and chemical meth-
ods (i.e., diaphragm, jelly, foam, tablet,
tampon, sponge, and cream).

(2) Inefficient Methods—*traditional” meth-
ods, including abstinence, rhythm, with-
drawal. douche, and folk methods.

In general, **modern’” methods have been la-
beled “‘efficient’” while *‘traditional’* methods have
been labeled ““inefficient.” (The terms are used
interchangeably in this Report). These categories
are somewhat arbitrary but are standard WFS ter-
minology. The rhythm method, under certain spe-
cific conditions, can be fairly effective. When this
method is practiced carelessly, as it often is, failure
rates may be 30 to 50 tires higher.® Similarly, the
pill, when properly used, is almost as effective as
sterilization, but it can be quite ineffective it di-
rections are not followed correctly. Abstinence is
classified as an incfficient method although, by
definition, conception cannot occur in the absence
of sexual contact. Yet abstinence is considered in-
efficient because most couples do not follow this
method for prolonged periods of time, or with the
required consistency. Additionally, in some coun-
tries, interpretative difficulties may arise because
some of the national surveys excluded certain meth-
ods from their questi ynnaires.

When evaluating the 1ix of contraceptive meth-
ods known or used at a specific time in a given
country many factors should be considered. The
availability of information. accessibility of ser-
vices, and orientation of private and government-
sponsored family planning programs are important
considerations. Patterns of knowledge and use of
specific contraceptive methods may be highly de-
pendent on the vigor with which the various meth-
ods have been promoted. In some countries, family
planning programs place heavy emphasis on par-
ticutar metheds or focus on providing selected con-
traceptive methods considered appropriate for spe-
cific groups. For instance, in Korea, th: national
family planning program for years promoted the
usc of the IUD. In some cases sterilization is only
offered to couples with several children or with at
least one son. In others, the **cafeteria approach'
is used, placing a wide range of methods at the
disposal of potential clients. Some of the factors
that help explain the distinctive contraceptive
knowledge and use patterns recorded in the surveys
include not only the program differences noted above,
but commercial availability of contraceptives through



local retailers, access of the people to these sources
of advice and supply, cultural acceptability of given
methods, and, in the case of traditional methods,
their past prevalence.

Knowledge of Contraception

The questionnaire used in the national surveys gath-
cred information on knowledge of contraception by
asking all ever-married women* whether they know
about ways of delaying or avoiding pregnancy. Those
answering positively were asked to name the meth-
ods with which they were familiar. The respondents
were then given descriptions of other methods and
asked if they knew about these. For those who were
unaware of any contraceptive methods, the com-
plete list was described and thei: secognition of any
of the methods recorded. Since such follow-up
questioning increases the rate of positive response,
the percentages of women expressing knowledge
about contraception arc highest following the usc
of this technique. WFS data represent a composite
of the spontancous and probing approaches, thus
resulting in some comparability problems involving
surveys that did not prompt for all methods.’

Keeping in mind these limitations, the WFS data
offer a number of in<ights. Awareness of contra-
ceptive methods, as shown in Figure 2, tends to
be widespreud in the 20 countries discusserd. In all
but one, threc-quarters or more of cver-married
women have heard of contraception; knowledge of
contraception is ncarly universal in about half of
these countries.

Nepal is the only country where a majority of
women have never heard of contraceptives. (Only
23 percent were aware ¢f them.) To a minor extent
this may have reflected the absence of probing about
certain methods (**other™ female modern, injec-
tion, douche, rhythm, and withdrawal). A more
important reason for the low percentage is that,
compared to the other countries, influences from
the outside world are not yet strong enough in Nepal
to crode the traditional nature of the <ociety and
contraceptives have not been generally availabte.

Modern methods are better known ti..i tradi-
tional ones. Awareness of modern methods is great-
est, as may be expected, in countries where the

overall level of contraceptive knowledge is highest
and where family planning programs exist.

Given the limitations previously described, the
pill is the best known modern method in 16 of the
20 countries (sec Table 1). In the remaining coun-
tries sterilization is the best known—female ster-
ilization in Sri Lanka, the Dominican Republic,
and Guyana, and male sterilization in Nepal. In
Guyana, the 1UD is equally well known. Overall,
the IUD is the second best known modern method.
Except in Nepal, at least 40 percent of all ever-
marricd women were aware of 1UDs. As a rule,
the condom is well known although knowledge of
this method may be under-reported since it is a
male method. Familiarity with hormonal injecta-
bles varies greatly from country to country, as is
truc of other modern methods like foams and dia-
phragms. In countrics such as Indonesia and Korza
these methods are not familiar, while in cthers like
Costa Rica and Jamaica over two-thirds of the ever-
rmarricd women reported knowing of then.

As with the modern methods, famiiarity with
traditional methods tends to be positively assoctated
with reported overall levels of knowledge, although
the relationship is not as consistent. Cultural prac-
tices associated with the traditional methods may
cxplain this irregular relationship. Rhythmn and
withdrawal tend to be the best known traditional
contraceptive methods, especially among popula-
tions of European origin in Latin America. In some
South Asian countries. such as Nepal and Pakistan,
knowledge levels have not been ascertained be-
cause of data limitations in the survey, but it is
generally thought that knowledge of withdrawal
and rhythm is low in South Asia.

In sum, most women in these developing coun-
tries arc aware of contraceptives—Nepal being the
sole exception. The pill is by far the best known
family planninz method followed by the 1UD. Some
of the more tradidonal methods such as rhythm and
abstinence are apparently not as well known as
might be expected a priori. For cxample, only in
Kenya and Fiji, among the countries reporting
knowicdge of abstinence, did over 40 percent of
the ever-married women indicate familiarity with
this obvious, if hard to practice, family planning
method. This is not to imply that women do not
know the relationship between intercourse and
pregnancy. Rather, atstinence may not be a real-
istic option for them.

.

*Including sepaated, divoreed, or widowed women in addition to those married or in consensual unjons in those countries

where these unions are prevalent,



Table 1. Percent of Ever-married Women Who H..ve Heard of Specific Centraceptive Methods: WFS Countries

No. of Sterilization
COUNTRY Women* Female Male
AFRICA
Kenya** 8100 54 14
ASIA AND THE PACIFIC
Bangladesh 6515 53 51
Fiji 4928 96 40
Indonesia 9155 11 8
Jordan 3611 79 19
Korea, Rep. of 5430 66 84
Malaysia 6313 72 34
Nepal 5940 13 16
Pakistan 4952 7 2
Philippines 9268 75 70
Sri Lanka 6868 82 38
Thailand 3820 87 70
LATIN AMERICA AND THE CARIBBEAN
Colombia 3302 72 38
Costa Ricat 3037 94 a7
Doemirican Republic 2256 95 30
Guyana 3616 79 22
Jamaica 2765 88 40
Mexico 6255 68 38
Panamat 3203 93 65
Peru 5639 60 19

*Unless otherwise stated, based on w

**Based on all women 15-50.
+Based n ages 20-49.

*Douctic included with fo.m, etc.
*Included with “*other”.

—Not available.

Source: United Nations, no date, Table 1, pp. 6-7.

omen aged under 50 or 15-49 ever-
WES Comparative Studies. No. 8 (May 1980). Tabie 1, p. 16. and fro

Pill
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Figure 2.

Fiji

Costa Rica

Panama

Jamaica

Dominican
Republic

Jordan

Korea,
Republic of

Thailand

Colombia

Guyana

Philippines

Malaysia

Sri Lanka

Mexico

Kenya

Bangladesh

Peru

Indonesia

Pakistan

Nepal

Percent of Ever-married Women Indicating Knowledge of Contraceptive
Methods: WFS Countries

Percent Indicating Knowledge

0 20 40 €0 80 100

O S T A A R S S SSESsSsSsSsSsSsSSY

DO0000000000000000000000aaN0NtNENN0000aa00N0oINNNNEIOoNNNNe00aaNRa000000 ]
B R R R A \\\\\\1 J

1 [ ) | ) | 1 | ]

il

0 20 40 60 80
Percent Indicating Knowledge

100

1 Any method Any modern method KRN\ Any traditional method

Source: Appendix Table A-2.

9



Figure 3. Percent of Currently Married Women Who Know About, Have Used, and
Currently Use Contraception: WFS Countries, Asia and the Pacific
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Figure 4. Percent of Currently Married Women Who Know About, Have Used, and
Currently Use Contraception: WFS Countries, Latin America and the

Caribbean
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Contraceptive Use

Having heard of contraceptives does not mean women
use them. In order to determine the extent of actual
use the WFS national surveys asked women to re-
port whether they had ever practiced or were cur-
rently practicing birth control. Information about
the extent of current contraceptive use is of great
interest since it indicates how widely women or
couples are consciously attempting to control their
fertility. This information, particularly when avail-

-] Used a method

able for different sub-groups of the population, is
useful to administrators of family planr.ing services
concerned with satisfying the needs of their poten-
tial clientele.

Figures 3 and 4 show the percentages of currently
married women who know about, have ever used.,
and are currently using contraception. These data
involve currently marricd women rather than cver-
mairied women thereby excluding women who al-
though married or in consensual unions at one time


http:planr:.ng

are now separated, divorced, or widowed. As ex-
pected, currently married women exhibit patterns
of knowledge almost identical to those observed
for ever-married women.

Generally, the percentages of current users among
ever-users tend to be greater in countries where
contraceptive prevalence rates are highest and the
reverse holds true. This is particularly evident at
the highest and lowest levels of contraceptive use.”
In Costa Rica, for instance, where levels of ever-
use and current use are highest, three out of every
four women who ever used contraceptives are cur-
rent users. In Nepal, where use levels are the low-
est, only one of every two ever-users is a current
user. Indonesia is an interesting exception since
despite relatively low past levels, the percentage
of current users among ever-users is nearly as high
as in the countries with the highest prevalence rates.
The opposite pattern can be observed in Fiji and
Jamaica where the percentage of current users is
relatively low despite high levels of ever use.

It is not clear what factors account for these
patterns. The recentness and vitality of organized
family planning programs, changes in the individ-
ual commitment to control family size, and the
extent to which contraception is used to space births
as well as to limit fertility may all be involved,
among other factors.

Exposed Women

Not all currently married women are motivated or
need to use contraception. Some are not concerned
with methods io prevent conception because they
arc infecund. alrew iv pregnant, or want to become
pregnant. Thus, whe s coisparing the prevalence of
contraception in many countries it is important to
focus on the behavior of women who can become
pregnant rather than all currently married women,
The data in Table 2 categorize the currently married
women in reproductive ages who are potential users
of contraception—that is, women who are not preg-
nant or involuntarily infecund. Those exposed to
pregnancy range from a low of 68 percent in Jordan
to a high of 85 percent in Guyana. Significant pro-
portions of women reporicd themselves as infe-
cund. The range among countries is wide with the
highest reported level three times greater than the
lowest suggesting problems with self-reporting.
Guyana with five percent has the lowest reported
incidence, while Indonesia and Thailand—each with
17 percent—the highest. Cultural and regional dif-
ferences in the self-reporting of infecundity may
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partially explain these disparities, although other
factors are likely to be involved.

The proportion of currently married women preg-
nant at the time of the surveys ranged from niae
percent in Costa Rica and Jamaica to 21 percent in
Jordan. Such a wide range results from differentiais
in both age structure and fertility among countries.
In general, low fertility countries tend to have smaller
proportions of pregnant women.

Many non-pregnant, fecund women are not cur-
rently using a contraceptive method and will ot
use one in the immediate future because they desire
to have children, and may be trying to become
pregnant. While some women use contraceptives
in order to cease childbeaing completely, having
reached or exceeded their desired family size, sth-
ers do so for spacing purposes. Still other woinen
may stop for short periods of time for a variety of
reasons, such as temporary separations from their
spouse, contraceptive side effects, etc.

The percentage of exposed women who are ac-
tual users is shown in Figure 5. In all countrie.: but
four, 37 percent or more of the exposed women
are attempting to control their fertility. Current use
levels are exceptionally high in Costa Rica and
Panama. In Costa Rica, almost cight out of ten
exposed women practice family planning. and in
Panama almost seven out of every ten. Kenya and
the South Asian countries of Bangladesh, Pakistan,
and Nepal exhibit the lowest percentages of current
use: 9, 10, 7, and 3 percent, respectively, of ex-
posed women.

Specific Contraceptive Methods in
Current Use

An important consideration when comparing con-
traceptive prevalence rates across countries is thr
usc-pattern of particular methods., that is, what spe
cific methods are favored and used by both family
planning programs and the users themselves. This
“*method mix”" can influence the observed preva-
lence rates. For example, in Panaina, where 39
percent of those cuirently practicing family plan-
ning usc sterilization, a higher contraceptive prev-
alence rate should be expected since this method
is irreversible wi:d most women using it will remain
in the **current user” group. On the other hand,
the opposite impact is fel in Colombia, where the
pill is the principal method of family planning,
since this method may be used intermittently for
spacing children as well as to terminate childbear-

ing.



Table 2. Marital Status of Women in the Reproductive Ages and Exposure Status of Currently

Married Women: WFS Countries

Percent
Currently
Married of All
Women Aged
COUNTRY 15-49 Total®
AFRICA
Kenya I 100°
ASIA AND THE PACIFIC
Bangladesh 81 100
Fiji 64 100¢
Indonesia 69 100
Jordan 66 100
Korea, Rep. of 62 100
Malaysia 57 100°
Ncpal 84 100°
Pakistan 75 100
Philippines 54 100°
Sri Lanka 54 100
Thailand 60 100
LATIN AMERICA AND THE CARIBBEAN
Colombia 53 100
Costa Rica® 68 100°
Dominican Republic 56 100°
Guyana — 100
Jamaica 63¢ 100°
Mexico 60 100°
Panama“ 74 100
Peru 56 100

*Percentages may not add to 100 because of rounding.
*Includes women currently pregnant but not married, if any.
°All figures pertain to age group 20-49.

Percent
Exposcd
Currently Marricd Women of All
Percent Women Aged
Exposcd Infecund Pregnant 15-49
73 11 17 52
81 7 13 65
78 10 12 50
72 17 12 50
68 1 21 45
76 13 11 47
71 11 1 44
79 11 11 66
71 i2 17 54
75 11 14 41
76 14 10 41
73 17 10 44
82 6 10 44
82 9 9 56
75 8 18 42
85 5 10 —
84 7 9 53
73 13 15 43
83 7 10 61
76 11 13 43

Data taken from S. Singh. **Evaluation of the Jamaica Fentility Survey,” WFS/TECH.1203 (19 October 1979), Table 10, p. 21,

mimeo.
-—Not available.

Source: United Nations, no date, Table 4, p. 14. (Unless otherwise stated, data taken from WES First Country Reports and standard

recode data tapes).

Each method’s degree of effectiveness is also
important. Sterilization, the IUD, and the pill are
nearly 100 percent effective. Other contraceptives
such as chemical spermicides and calendar rhythm,
even under idecal conditions of use, are far less
effective in averting pregnancy. Thus in popula-
tions where the prevalence of more effective meth-
ods is highest, women are more likely to be suc-
cessful in limiting their fertility than in populations
where less effective methods predominate.

Table 3 indicates the **mix of family planning™
methods used. In all countries but the Philippines
and Peru, a majority of current users rely on modern
contraceptive methods. In Nepal, Thailand, Guy-
ana, and Jamaica 90 percent or more use modern
methods. Of course, in Nepal a very low percentage
of currently married women use any contraceptive.
Among the countries where a substantial proportion
of the women are current users—Fiji, Colombia,
Costa Rica. and Panama—most rely on modern
methods.
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Figure 5. Percent of Exposed* Women
Who Are Currently Using
Contraception: WFS
Countries
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Source: Appendix Table A-3
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Among modem contraceptive methods the pill
is the most frequently used. In Indonesia 56 percent
of users rely on the pill and in all but five of the
other countries use levels range from 20 to 50 per-
cent. The pill is least common in Sri Lanka where
it is taken by only five percent of women practicing
family planning.

Other modern contraceptive methods in common
use are the IUD and sterilization. Current use of
the IUD ranges from a high of 23 percent in Korea
to three percent or less in Malaysia and Nepal. The
extent of contraceptive sterilization in some coun-
tries reflects the emphasis cf particular national
family planning programs. For example, in Nepal,
male sterilization accounts for 65 percent of current
contraceptive use, female sterilization for three per-
cent. Contraception is clearly a means of limiting
the number of children rather than spacing births
among the few Nepalese corples who rely on some
form of birth control.* High levels of sterilization
are also found in Fiji, the Dominican Republic, and
Panama; nearly 40 percent of the women practicing
contraception in these countries rely on this method.
The World Fertility Survey shos that sterilization
accounts for ten percent or more of contraceptive
use in all but four countries: Peru, Colombia, In-
donesia, and Jordan. The 1978 Contraceptive Prev-
alence Survey for Colombia found, however, that
by that year 17 percent of women users currently
in union relied on sterilization. Other modern meth-
ods are not commonly used in Asian countries or
in Kenya. They are slightly more popular in Latin
American countries, where, except for the condom,
they account for between three and seven percent
of contraceptives used. The condom is quite pop-
ular in many Asian and Latin American countries,
its use rivaling that of other modern methods.

Among traditional methods, rhythm is the most
popular. About one-fourth ¢f the contraceptive users
in the Philippines and Sri Lanka practiced rhythm.
In Indonesia, Thailand, the Dominican Republic,
Jamaica, and Panama use of this method was low.
Withdrawal and abstinence are commonly relied
upon in only a few countries. Withdrawal is most
popular in the Philippines, where it is practiced by
26 percent of couples using contraception. In Jor-
dan, Colombia, the Dominican Republic, and Peru
dependence on withdrawal was also substantial.
Abstinence was practiced by 22 percent of the users
in Pakistan and by over ten percent of those in
Bangladesh and Sri Lanka. Peru is the only Latin
American country where a substantial proportion
of women rely on abstinence to limit their fertility.
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Table 3. Percent Distribution of Current Contraceptive Users by Method: WFS Countries*

Dia-

Modern phragm, Tradi-

Meth- Injec- Foam  Sterilization tional With-  Absti-
COUNTRY ods:® Pill tion IUD Condom etc. Female Male Methods: Rhythm drawal nence Douche Other
AFRICA
Kenya 60 30 10 10 0 0 10 a9 40 20 — 20 — —
ASIA AND THE PACIFIC
Bangladesh 61 35 0 6 9 0 4 6 39 13 7 15 1 3
Fiji© 86 20 — 11 15 — —39— 15 6 6 — 3 —
Indonesia 87 56 1 21 7 0 1 0 13 3 l 4 0 5
Jordan 69 47 — 8 6 1 7 0 30 8 13 1 0 8
Korea, Rep. of 77 24 | 23 15 1 5 9 22 13 7 1 1 0
Malaysia 72 —49— 2 9 1 10 1 28 11 A 5 —_——
Nepal 98 17 0 3 9 0 3 65 2 0 ¢ 2 0 0
Pakistan 72 18 0 12 19 3 18 1 28 2 2 22 0 2
Philippines 45 13 0 6 10 0 13 2 55 24 26 5 0 0
Sri Lanka 59 5 1 15 0 —3— 41 a5 5 11 0 0
Thailand 92 41 6 18 1 0 19 6 9 3 3 2 0 I
LATIN AMERICA AND THE CARIBBEAN
Colombia 72 31 1 20 4 5 9 0 28 12 1t 2 1 2
Costa Rica 83 35 3 8 14 3 19 2 16 8 7 1 0 0
Dominican Republic 84 —26— 9 5 7 38 0 16 4 11 — — 1
Guyana 90 29 1 18 9 6 27 0 10 3 4 2 0 I
Jamaica 94 31 16 5 17 4 21 0 6 1 4 1 0 0
Mexico 77 36 6 19 2 5 9 1 23 16 12 — 1 0
Panama 85 32 1 7 2 3 39 1 16 5 6 3 1 1
Peru 36 13 3 4 3 3 S 0 65 35 10 7 11 2

*Percentages have been calculated on the basis of currently married current users aged 15-49 years or under age 50, unless otherwise specified. Percentages may not
add to 100 because of rounding.

*Sterilization, pill. injection, IUD. condom. diaphragm, and foam and other spermicides.

*Includes other spermicides, such as jelly, suppositories.

“Excludes women practicing post-partum abstinence.

“Included with **Other’" category.

—Not available.

Sources: Kenya: /977/78 Kenva Fertility Survev, Major Highlights (WFS), Table 22, p. S5.

All Other Countries: United Nations, no date, Table 6, pp. 22-27. (Unless otherwise stated. taken from WFS First Country Reports and standard recode data tapes.)



Figure 6. Percent of Exposed Women Currently Using Contraception by Age: WFS
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Other traditional methods are found only to a lim-
ited extent in these countries. One notable excep-
tion is douching in Peru where 11 percent of con-
traceptive users employ this method.

Patterns of Contraceptive Use by
Selected Background Variables

Maay factors influence the extent to which women
practice contraception. A woman'’s age and number
of living children are important. Other variables,
such as cducational attainment. cmployment status,
and availability of services are aiso generally found
to be associated with contraceptive use.

Younger women who hive just entered repro-
ductive unions aic less likely to practice contra-
ception than older wemea who have been married
for a number of years. They are often earer to start
their families and may also be less aware of con-
traception. The more children a wcman has the
more likely she has attained her desired family size
and will take action to avoid additional births. Higher
educational attainment or participation in the labor
force may increase the opportunity cost of having
children or in other ways motivate or enable women
to use contraceptives. These relationships are not
straightforward, however. Some young women, for
example, may begin to practice contraception im-
mediately after entering into reproductive unions
to postpone the birth of the first child. Many cultural
and economic factors as well as program goals
contribute to observed variations in patterns of con-
traceptive use.

A bricf discussion of patterns of contraceptive
use by age of women, number of living children,
education, residence, and lator force status of women
at the time of the national surveys is presented.

Contraceptive Use by Age of Exposed
Women

Current contraceptive use patterns by age among
exposed women are curvilinear, with the percent-
ages of women practicing contraception lowest at
the younger and older ages, and highest in thc
middle reproductive years (as illustrated in ' ure
6). For comparative purposes the unweighted av-
erage of exposed women using family planning by
age for all countrics combined is also shown.
Most countrics conform to the general pattern
described above, although there are some notable
deviations. Younger women in Kcrea and Sri Lanka,
for example, are much less likely to regulate their
fertility than tbeir counterparts in other countrics

with comparable overall contraceptive prevalence
rates such as Malaysia and Thailand. The pattern
observed in the former countries may result from
cultural preferences for rapid family fornwaiion after
couples enter into reproductive unions. The cur-
vilinear pattern is less noticeable in countries with
the lowest and highest levels of overall contracep-
tive use, especially the latter. Indeed, in Fiji the
percentage of contraceptive users rises consistently
with age. In countries like Kenya, Nepal, and Pak-
istan, where overall contraceptive levels are low,
usage also rises as age increases.

In general, however, contraceptive use is greatest
among women between ages 25 to 39, and least
among younger women. This pattern is shown in
Figure 6 in the unweighted average for all 20 coun-
tries combined.

Contraceptive use patterns by age for specific
methods differ considerably as illustrated in Figure
7 with data from Guyana, Mexico, Thailand, and
Fiji.'" Sterilization presents the most consistent pat-
tern. Sterilization levels tend to rise with age or,
at least, to platcau at the highest levels past a given
age, as in Guyana. The rising incidence with age
is expected because usually only women who have
already reached or exceeded their desired family
size undergo this irreversible procedure,

Use rates for condoms and the pill rise with age
reaching their peak during the mid-years of a wom-
an’s reproductive life (roughly ages 25 to 34). This
may result from the tendency of younger women
to practice contraception following the birth of one
or two children soon after marriage. The declining
trend at older ages may reflect a switching from
these methods to more permanent methods of cur-
tailing fertility such as sterilization, or by increasing
dependence on traditional methods as frequency of
intercourse and the level of fecundity decline.
Younger women may also be more inclined to prac-
tice contraception in general particularly i coun-
tries where family planning behavier has only be-
come widespread in recent years. No discernible
patterns of use according to age can be identified
with the remaining methods shown in Figure 7.

Contraceptive Use by Number of Living
Children

Given the clo.c relationship between age and parity
it is reasonable to expect that the patterns of con-
traceptive usc by number of living children should
resemble those noted for contraceptive usc by age.
Figurc 8 indicates that this is the case. For com-
parison, the unweighted average of exposed women
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Figure 8. Percent of Exposed Wome:1 Currently Using Contraception by Number of

Living Children: WFS Countries
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practicing contraception by number of living chil-
dren is included.

Few generalizations are possible regarding the
relationship between contraceptive use and nuinber
of living children except that the most significant
increascs in use are recorded up te: «he third living
child. The most dramatic illustratios of this pattern
can be observed in Korea where women with two
children were twice as likely to be using contra-
ceptives as those with only one. On average, con-
traceptive use tends to level off with subsequent
children. However, the pattern is not uniform in
all countries. In Banglac.csh and Fiji the increasing
tendency toward contraception by number of living
children is minnistakable. while in Korea, Thailand.
Colombia, and the Dominican Republic use levels
tend to decline somewhat as the number of children
increases. More traditional attitudes among higher
parity, older women may account for this decline
since they are likely to be less educated. have a
lower motivation to practice family planning, and
be less aware of modern contraceptive methods than
younger women. Also contraceptive users ure less
likely to have large families.

One striking regional difference can be observed:
Latin American and Caribbean women with fewer
living children are more likely to try to limit their
fertility than Asian or Kenyan women. This is es-
pecially true of childless women, and to a lesser
cxtent of women with one or two living children.
Perhaps Latin American and Caribbean women are
more likely than women from other regions to use
contraception for spacing births and/or are rela-
tively less prone to initiate childbearing immedi-
ately after entering a reproductive union. Cultural
and other factors such as a higher incidence of
consensual unions may also be involved in this
differential. Finally, some Asian programs only
allow access to family planning services to women
with the prescribed number of living children. In
addition. some Asian countries have tended to em-
phasize the IUD rather than the pill, even though
it is often difficult to use for women who have not
yet given birth.

Contraceptive Use by Level of
Education

Many studics have found a consistent inverse re-
lationship between fertility and education. Since
variations in fertility are influenced to a significant
degree by the frequency of contraceptive use it
follows that educational and contraceptive use lev-
els tend to be positively related.
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Respondents in the World Fertility Survey were
asked whether they had ever attended school and
the highest year and/or level of education com-
pleted. Since educational systems and the substance
and quality of instructicn vary tremendously among
countries, there is no v versally applicable indi-
cator of education. In thts paper, women are clas-
sified according to the highest level attended—no
education, primary education, secondary educa-
tion.""

The often dramatic differences in contraceptive
behavior by education groups are shown in panel
onc of Table 4. Except in Fiji and Korea, where
women with no education have higher prevalence
rates than women with primary education, the ex-
pected positive relationship between contraceptive
use and education can be observed. Particularly
large discrepancies in the family planning practices
of women in different educational categories are
noted in Colombia, Mexico, Peru, and Jordan. In
cach of these countries more than 65 percent of the
currently married, fecund, nonpregnant women who
have had at Jeast some secondary school education
currently use a contraceptive method. Women who
have never attended school have use rates below
30 percent in Colombia and Jordan and below 20
percent in Mexico and Peru.

Comparing contraceptive prevalence rates by ed-
ucational level without controlling for differences
in the distribution of women by age or ;umber of
living children conceals the influence of these fac-
tees, Since educational opportunities and school
attendance rates in most countries have dramati-
cally risen in recent years, younger women tend to
be, on the average, better educated than older women.
The number of children a woman has is strongly
influenced by variables such as age at marriage
which in turn has a direct bearing, at least in some
sccicties, on the extent to which women ray pursue
a formal education. Panels two and three on Table
4 present current contraceptive use rates by levels
of education standardized for age and number of
living children. Mexico's age and parity distribu-
tion for exposed women is the standard used.

Standardizing the contraceptive use rates by ed-
ucation for age and number of living children tends
to accentuate the positive relationship between con-
traceptive use and education. In general, standard-
izing by number of living children produces greater
differences between education groups than stand-
ardizing by age, since parity partially reflects du-
ration of marriage (particularly in high fertility
countries) and thus reflects differences in age at
marriage. By eliminating the effects of differences



Table 4. Percent of Exposed Women Currently Using Contraception (Including Sterilization) by
Education of the Respondent: Selected WFS Countries*

Rates Standardized

Rates Standardized for Number of Living
for Age** Children**

No Edu- Pri- §:con-  No Edu- Pri-  Secon-  No Edu- Pri-  Secon-

COUNTRY cation mary dary cation mary  dary cation mary  dary

ASIA AND THE PACIFIC

Bangladesh 74 142 272 83 18.0 356 86 176 376
(3534) (883) (218)

Fiji 59.2 552 56.1 - —* —* 52,6 57.6 66.2
(682) (2197) (435)

Indonesia 31.0 392 57.0 30,3 425 599 345 460 68.0
(2309) (2976) (319)

Jordan 27.8 479 66.4 253 549 697 21.4  5G6.0 71.0
(1530) (484) (323)

Korea, Rep. of 4.7 434  50.1 366 390 473 37.7  41.0 56.6
(640) (2002) (1199)

Malaysia 31,3 4.8 569 — — —* — — —~!
(1403) (2319) (541

Philippines 160 342 53.8 12,1 32,5 525 15.8 31.2 53.]
(299) (1512) (4872)

Sri Lanka 28,6 38.0 50.0 259 362 494 263 382 56.2
(880) (1822) (2008)

Thailand 270 384 458 338 400 48.0 27.5 383 495
(577) (2303) (240)

LATIN AMERICA AND THE CARIBBEAN

Colombia 27 52 74 27 53 75 25 52 75
(451) (1378) (489)

Costa Rica 68.5"° 79.2 82.0 689 798 826 64.8 77.6 85.7
(445) (1192) (585)

Dominican Republic 17.0 377 62.6 237 393 64.2 170 389 643
(112) (1242) (139)

Guyana 38.0° 38.1 38.3 351 349 426 326 359 454
(442) (1262) (933)

Jamaica 36.5" 443 53.1 40.1 454 557 364 456 58.9
(239) 1219y @71

Mexico 193 399 71.0 18.6 404 70.6 173 394 736
(809) (2545) (753)

Panama 47.3°  65.8 74.5 472 655 746 48.4 65.6 73.0
(501) (875) (881

Perut 16.2  40.0 68.3 152 397 68.3 195 39.1  69.5

(3417) (6940) (3484)

*Nepal excluded because 95 percent of the women had no education. Pakistan’s first country report did not contain enough information
on use rates by education.

**Mexico's sample of exposed women used as the standard. In most cases age groups are <25, 25-34, 35-44, 45-49, and number

of living children is categorized as 0, 1, 2, . . ., 5,6+.

TPeru’s percentages are based upon weighted data; the weighted frequencies are given.

*Fiji: data not available by age; Malaysia: data not available by age and number of living children.

"No Education includes None and Less than Three Years of Primary.

“No Education includes Less than Fours Years of Primary; no respondents had No Education.

(S]m;rcscs: dei l:i)rsl Country Reports, Tables 1.6.3 and 4.4.5 except for Fiji (D17, D19, and H11), Indonesia (2.3.5). and Thailand
5.3 and 4.4.2).
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in age and parity through standardization, women
with no education in Peru have slightiy higher use
rates than women in Mexico and the Dominican
Republic. The small differences in the contracep-
tive behavior of women with difrerent levels of
education in Guyana are more likely to reflect dif-
ferences in distributions of living children than real
variations in levels of contraceptive use.

The WFS findings just reviewed tend to contra-
dict partially the conclusions of a recent United
Nations® study.'* This study conciuded that cross-
country variations in contraceptive prevalence rates
could not be explained by differences in overall
educational levels. Differences in contraceptive be-
havior. the United Nations’ study found, were ev-
ident between countrics among women with roughly
similar levels of education. However, WFS results
show that contraceptive use rates for women with
a secondary education are more consistent across
different countries than such a conclusion would
suggest. (Note that except for Bangladesh and Guy-
ana all contraceptive use rates shown in Table 4,
whether standardized or not, approximate or exceed
50 pereent of exposed women.)

In general, a country’s overall level of contra-
ceptive use is influenced not only by differences
in contraceptive prevalence among women with
different educational backgrounds, but also by the
proportion of women in each group. For example,
despite the fact th.at women with a secondary ed-
ucation in Jordan have a higher use rate than women
with similar educations in Korea, Korea's overall
contraceptive use rate is considerably higher. This
is becausc the proportion of women with a sec-
ondary education is much lower in Jordan than in
Korca, and Korean women exhibit much narrower
differences in contraceptive use among all educa-
tional Ievcls. Similar patterns can be seen when
comparing Jamaica with Mexico or Peru. On the
other hand, Guyana, while having one of the lowest
usc rates of the Latin American-Caribbean coun-
tries, has one of the highest use rates for women
with no education. Cultural and other variables ob-
viously influence specific country patterns.

Education and Type of Method Used
Better cducated women have higher use rates for
both traditional and modern methods.' These dif-
ferentials are not shown here, but thev suggest that
although a woman’s level of education is an im-
portant determinant of whether she uses contra-
ception, other factors influence her choice of method.
These include conditions and personal considera-
tions such as a husband’s attitudes and her own
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opinions about the convenience and reliability of
certain methods. It is possible that some contra-
ceptive methods are more frequently used by less
educated women. However, the nature of these
relationships cannot be ascertained through the tab-
ulations provided in the First Country Reports.

Cont aceptive Use by Place of
Residence

Many studics in developing countries have shown
that women living in urbanized areas are more likely
to use contraceptives than those in the countryside.
The reasons for this phenomenon have been linked
to several factors characteristic of rural populations:
a lower awareness of family planning methods, a
lack of access to family planning supplies and ser-
vices, and a desire for large families. Also, the
demographic profile of rural populations is usually
different from that of towns and cities. Rural res-
idents tend to be somewhat older and have a lower
cducational attainment than their urbaii counter-
parts. In some countries, such as Malaysiw nd
Guyana, major ethnic groups dominate urban or
rural populations, adding the effects of religious
and cultural differences.

The division into urban and rural categories is
not always clearcut and the significance of the dis-
tinction is not the same in every country or even
within regions of the same country. In some re-
gions, the attitudes and lifestyles of residents of
small towns may be closer to those of the rural
population than of residents of the capital cities.
But generalty, urban residents are more likely to
practice contraception in part because of their greater
exposure to information about contraceptive meth-
ods, and their casier access to them through the
commercial sector and public and private health
services.

The division of residence into two categories,
while simplifying the descriptive analysis, masks
some of the range of behavior between the capital
cities, provincial towns, and the countryside. Table
5 illustrates the prevalence of contraceptive use by
several types of residence for selected WFS coun-
trics. In most countrices, use is highest in the prin-
cipal cities, somewhat lower in the other urban
arcas and lowest in rural arcas. However, this pat-
tern does not emerge in all countries. In Indonesia,
Guyana, and Panama, the difference in use by res-
idence is negligible, while in Mexico, Peru, and
Thailand, the expected pattern of increased con-
traceptive usc in urban, and particularly principal
urban arcas, is evident. This suggests that the dif-



Table 5. Percent Distribution of Exposed
Women by Current Use of
Contraceptive and Place of Residence:
Seiected WFS Countries

Percent Number

PLACE OF Using of
RESIDENCE Contraceptives Women
Bangladesh

Dacca City 37 262

Other Urban 19 755

Rural 9 3417
Indonesia

Jakarta 39 899

Other Urban 4] 963

Rural 36 3904
Guyana

Georgetown & Suburbs 43 781

Other Urban 31 199

Rural 36 1736
Kenya*

Metropolitan 24 —

Urban 19 —

Rural 8 —
Mexico

Mexico City 62 913

Other Urban 53 1501

Rural 20 1693
Panama**

Metro/Urban 72 994

Other Urban 74 277

Rural 66 986
Thailand

Bangkok/Thonburi 60 237

Other Urban 57 172

Rural 43 2168

* Women aged 25 to 34 years only.

** Women aged 20 to 49 years only.

—Not available.

Sources: Kenya: 1977/78 Kenya Fertility Survey, Major High-
lights, (WFS), Table 24, p. 58. All Other Countries: Light-
bourne, 1980, Table 28, pp. 64-65.

ference in use of family planning by type of resi-
dence is not a sharp one; rather it varies according
to the size and type of rural and urban areas and
perhaps according to the size of the country and
prevailing patterns of population distribution.

Prevalence rates by urban/rural residence are
shown in Figure 9 for the 20 countries. Because
rural residents are, on the average, older than urban
residents, and contraceptive use varies by age, these
rates were adjusted by WFS to remove the cffects
of the difference in age distribution."

In each of the countries, the urban rates are equal
to or higher than the rural rates. The magnitude of
the differential varies from near zero in Indonesia,
Korea, and Costa Rica to a seven-fold difference
in Nepai. In general, as shown in Table 6, the ratio
of urban to rural contraceptive use is highest in
countries with extremely low prevalence, as for
example, in Nepal, whete only four out of every
100 exposed women currently use contraception.
This could be partially explained by the recentness
of the introduction of modern family planning
methods, which are likely to be first available to
urban women.

In developed countries, where contraceptive use
has long been acceptable and where the strong com-
munications and commercial sectors have helped
to homogenize the urban and rural populations,
there is little difference in contraceptive use by type
of residence. Likewise, in threc of the four WFS
countries with prevalence rates over 50 percent, the
ratio of urban to rural use was small, 1.29 or less.

For the majority of countrics, those with use rates
between 30 and 50 percent, the ratio of urban to
rural contraceptive use ranged widely, from 1.08
for Indonesia to 3.70 for Jordan. This variation
most likely reflects a combination of the diversity
of cultural attitudes toward family planning and
differences in the availability of methods within
countrics. The average ratio of urban to rural con-
traceptive use was somewhat higher in the Asian
and Pacific countries than among the Latin Amer-
ican and Caribbean countries, 2.50 and 1.78. re-
spectively. In taking the 20 countries together, ur-
ban contraceptive use was slightly more than twice
that of rural use.

Place of Residence and Type of Method Used
Because use of modern contraceptives is limited
by their availability in some areas, it is worthwhile
to examine differences ir. the use of efficient meth-
ods which are supply or clinic-dependent, and in-
efficient (traditional) methods. The use of tradi-
tional methods is not higher in the rural areas except
in Panama, where urban reliance on withdrawal,
rhythm, and similar methods is only two-thirds what
it is in the rural areas. In eight of the countries,
the use of inefficient methods follows essentially
the same pattern by residence as modern methods.

In Indonesia and the Republic of Korea, where
community-based family planning programs have
been successful in reaching the countryside, the use
of modern practices is at least as common in rural
areas as in the towns and cities. Indeed, in Indo-
nesia, urban women are only 88 percent as likely
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Figure 9. Percent of Exposed Women Currently Using Contraception by Urban/
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Table 6. Percent of Exposed Women Currently Using Efficient and Inefficient Contraceptive
Methods by Urban/Rural Residence: WFS Countries*

EFFICIENT METHODS**

Use Rate
COUNTRY Urban Rural
ASIA AND THE PACIFIC
Bangladesh 22 6
Fiji 50 42
Indonesia 30 34
Jordan 33 9
Korea, Rep. of 7 30
Malaysia 4] 26
Nepal 22 3
Pakistan 14 3
Philippines 31 16
Sri Lanka 29 23
Thailand 55 40
Regional Average
LATIN AMERICA AND THE CARIBBEAN
Colombia 47 23
Costa Rica 68 63
Dominican Republic 46 26
Guyana 30 31
Jamaica 50 4]
Mexico 45 14
Panama 64 44
Peru 21 3

Regional Average

Overall Average

INEFFICIENT METHODS**

Ratio Use Rate Ratio
U/R Urban Rural U/R
3.67 5 4 1.25
1.19 8 7 1.14
0.88 11 4 2.75
3.67 15 4 375
1.10 11 33 1.57
1.58 15 10 1.50
7.33 0 0 0.00
4.67 5 | 5.00
1.94 28 25 1.12
1.26 18 15 1.20
1.37 5 4 1.25
2.60 1.87
2.04 16 13 1.23
1.09 13 13 1.00
1.77 8 7 1.14
0.97 12 7 1.71
1.22 k) k) 1.00
3.21 12 7 1.71
1.45 8 12 0.67
7.00 34 13 2.62
2.34 1.38
2.45 1.66

*Not available for Kenya. The percentages were standardized for age using the age distribution of the Fiji respondent.

**Contraceptive methods are grouped into two types: efficient (male and female sterilization, pill, IUD, injection, condom, and
**other female scientific’’) and inefficient (withdrawal, rhythm, douche, country-specific methods, and **method not stated'*).

Source: Lightbourne, 1980, Table 28, pp. 64-65.

to rely on efficient methods as are rural women.
They are 2.75 times more likely to use inefficient
methods.

In six countries, the difference in urban/rural
contraceptive use is largely due to greater access
to modern contraceptives among urban women. The
difference in use of inefficient methods is modest
by comparison. For all countries, the urban use of
inefficient methods is only two-thirds higher than
in rural areas, while the use of efficient methods
is, on the average, 1.5 times higher.

Contraceptive Use by Women’s
Employment Status

Current contraceptive use data are available by
women’s employment status for six of the published
reports. The relationship between paid employment
and fertility-related behavior is of interest in de-
veloping countrics because industrialization often
brings more women into certain sectors of the work
force and this may exert a potential downward in-
fluence on fertility levels.
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Table 7. Percent of Exposed Women Currently Using Contraception by Employment Status: Selected

WFS Countries

Pcreent Using Ratio
Contraception Working/Non-working
Observed Standardized* Observed Standardized

COUNTRY Rate Rate Rate Rate
Costa Rica

Working 81.2 79.6

Non-working 76.6 74.6 1.06 1.07
Jordan

Working 39.0 41.7

Non-working 36.9 38.8 1.06 1.08
Korea, Rep. of

Working 46.9 42.5

Non-working 4.7 43.8 1.05 0.97
Panama**

Working 71.6 72.4

Non-working 62.2 61.8 1.15 1.17
Peru

Working 36.6 36.6

Non-working 45.3 45.6 0.81 0.80
Philippines

Working 51.6 51.1

Non-working 44.7 4.7 1.16 1.14

*Adjusted for current age and number of living children using the Philippines as the standard population.
**Women aged 20-49 years only. Women aged 15-19 years not interviewed.

Source: WFS First Country Reports, Tablc 4.4.5.

The definition of labor force participation is
problematic in most developing countries because
of the existence of a large informal sector of the
cconomy. The female labor force is even more
difficult to define because of cultural differences
in whether work usually performed by women is
considered **employment,”” and also, in the social
acceptability of the idea of women working outside
the home. The WFS data on the respondents’ pat-
tern of employment must be examined realizing
that they reflect these cultural interpretations and
biases.

While the relationship between the level of fer-
tility and employment is usually negative, the na-
ture of that relationship has not been well defined.
Forexample, itis not clear whether working women
have fewer children because they prefer to work
or whether the fact that they have fewer children
makes it easier to have a job.

Because contraception is the primary means to
control fertility, the existence of a relationship be-
tween contraceptive use and employment status is
not surprising. In the United States in 1976, women
in the labor force were slightly more likely to be
using contraceptives than other women, 69.9 to
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65.9 percent, respectively.” The KAP surveys in
the 1960s and carly 19705 also showed that working
women were somewhat more likely to be practicing
contraception.'® In the six WFS countrics included
here, the results are mixed, both before and after
adjusting for age and the number of living children
(see Taole 7). In Costa Rica, Jordan, and Korea
the difference in contraceptive use between work-
ing and non-working women is negligible. In the
Philippines and Panama, use among working women
is 14 and 17 percent higher, respectively, than among
non-working women. In Peru, women who are em-
ployed use contraception at a rate of 20 pecent lower
thar non-working women.

In these six countries, employmer.i status is not
directly associated with contraceptive use levels.
Because the labor force is comprised of women
from different education, economic, and residence
categories in different countries, it is difficult to
separate the effects of these other factors from that
of employment. In a recent United Nations' study,
researchers concluded that education accounted for
most of the difference in contraceptive use by em-
ployment status in the WFS countries. '



Summary and Implications

The data reviewed in this report provide evidence
of the rapidity with which knowledge and use of
modern contraceptives have spread through many
regions of the developing world. In less than four
decades since the end of the second World War in
1945 and indeed in the less than two decades since
the introduction of family planning programs in
developing countrics-—awareness and use of mod-
ern contraccptive methods have risen from near
insignificance to levels that in some countries ap-
proach those observed in the developed world. This
is a remarkable occurrence since these methods,
the result of recent scientific ard technelogical
breakthroughs, only began to be widely diffused
in the developed countries since the 1960s. An
emerging world-wide concern with the detrimental
consequences of rapid population growth, growing
concern about the impact of high fertility on ma-
ternal and child health, modernization induced by
social and economic development, and increased
international cooperation are the main factors that
account for the accelerated adoption of the new
technologically innovative contraceptive methods
in the developing countries.

According to the data collected in 19 of the 20
national fertility surveys reviewed in this report,
three-quarters or more of the ever-married women
know about contraception. Nepal is the ecxception.
Knowledge of modern contraceptive methods is
more common than knowledge of traditional meth-
ods. Depending on which country is considered,
amnong modern methods the oral contrzceptive is
best known, followed by the 1UD and sterilization.
In many countries, these methods are as well known
in rural as urban areas, and equally recognized by
women of widely varied educational backgrounds.

Levels of ever-use and current use of contracep-
tion tend to be positively associated: the higher the
level of ever-use the higher the current level of use.
Current usc levels among currently exposed women
cxhibit a wide range of variability. Nepal, not sur-
prisingly, is the country with the lowest percentage
of exposed women practicing contraception—only
three percent are current users. The highest levels
were recorded in Costa Rica (78 percent) and Pan-
ama (65 percent). In all but four of the 20 countrics,
37 percent or more of exposed women were con-
traceptive users. No regional patterns of current use
are evident since there is considerable overlap among
the major regions, although Latin American and
Caribbean countries overall tend to have higher
levels. Countrics in South Asia and Kenya—the
only African country included in this review—have

the lowest levels of current use. One exception to
this generalization is Sri Lanka.

Current users of contraception gencrally rely on
modern methods. The method most frequently used
in a majority of countries is the pill, followed by
the IUD and sterilization. In Indonesia over half
of all current users depend on the pill. The only
country exceeding this reliance on a single inethod
is Nepal, which has a higher prevalence of steri-
lization among the few Nepalese users. Traditional
methods are practiced by a majority of current users
in only two countries, the Philippines and Peru. In
the Philippines, 50 percent of current users, almost
equally divided, depend on rhythm and withdrawal.
In tuiu rhythm is the most popular traditional method
followed by douche, withdrawal, and abstinence.

The extent of current use is related to age of
women in a curvilinear fashion. The percentage of
current users is lower among younger and older
women and reaches its highest level in the mid-
range of the childbearing years. A strong relation-
ship between parity and contraceptive use can be
obscrved. Contraceptive use tends to increase with
number of living children although the relationship
is not always consistent. The most noticeable in-
crease in levels of contraceptive use occurs between
the second and third child, and rises less at higher
sarities. Some of the noted age and parity patterns
are a result of higher educational levels among
younger women who presumably hold more mod-
ern attitudes. These differences may make the young
cohorts of women more predisposed to use contra-
ceptives in order to limit their births.

Educational levels and contraceptive use are re-
lated in a very straightforward manner: as one in-
creases so does the other. Similarly, women in paid
employment practice contraception somewhat more
than non-working women. The evidence reviewed
in this report generally substantiates what other
studies have found. That is, contraceptive use tends
to rise among better educated and employed women.
The relationship between employment and contra-
ceptive use is not clear, however. Women with
smaller families may more readily join the labor
force than women who do not limit their family
size. The alternative view is that many women use
contraceptives in order to enter or remain in the
work force.

Finally, contraceptive behavior i1s somewhat more
prevalent among urban than rural women. The
prevalence of contraception, however, does not
change abruptly from one type of location to an-
other, but rather seems to involve a gradient that
is itself related to the characteristics that define the
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transition from rural to urban. In the more highly
urbanized areas, women generally have more ready
access to supplies of modern contraceptives.

In conclusion, the WFS data analyzed here strongly
suggest that knowledge and use of contraception
have been on the rise and should continue to in-
crease in developing countries in years to come.
The combined impact of socioeconomic develop-
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ment and organized family planning programs are
putting more and more couples within reach of the
means to achieve their desired family size. This by
itself is an indication of social change on the broad-
est scale, since only a generation ago such control
over a family’s destiny was not thought possible
or even feasible among people who today practice
contraception routinely.
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Appendix Table A-1. Selected Demographic,

0€

AFRICA
KENYA

ASIA

BANGLADESH
FlJI
INDONESIA
JORDAN
KOREA, (REP.)
MALAYSIA
NEPAL
PAKISTAN
PHILIPPINES
SRI LANKA
THAILAND

LATIN AMERICA
COoLOMBIA
COSTA RICA
DOMINICAN REP.
GUYANA
JAMAICA
MEXICO
PANAMA

PERU

Year of WFS Survey

1975
1974
1976
1976
1974
1974
1976
1976
1978
1975
1977

1976
1976
1976
1975
1975-76
1978
1977
1977-78

Population Estimate?®22
Mid-1976 (Millions)

761

134.7
28
348
124
12.9
725
44.0
14.0
433

23.0
20
48

2.1
62.3
1.7
16.0

Surface Area (1000 km?bt

144
18
2,027%
98
98
330
141
804'
300
66
514

1,140
51
49

215
1"

1,973
76

1.285

Birth Rateb-2d

47
29

48
24

b 3

26

33
29
39
27
30
42
32
40

Death Rate?3

20

14
13

20
14
10

= NoONvO O

Y

Rate of Population Growth®82

{Annual, Percent)

27
22
24
34
1.7
25
23
3.0
25
1.7
23

24
24
3.0
20
23
34
26
29

infant Mortality Rated-22

119

183
41
137
97
47
41
152
139

47

288888

47
80

Population Under 15 Years®

{Percent)

Life Expectancy at Birth?®

(Years)

61
68

68

65

56

Percent ‘*Nomen in Union,99

Age 15-19

64.899
12.0
31.0™m
28.0
32
11.3°
615
38.0
11.0
6.5
14.4°

14
13
20
25

18
17
16

Urban Population {Percent)'-22

47
40

8=k

Labor Force in Agriculturef-¢

(Percent)

3

JEZ2882&88r

31
30

31

588N

Per Capita Gross National9-2@

Product (U.S. $)

240

110
1.150
240
610
670
860
120
170
410
200

1,040
780
540

1,070

1,080

1310
800

Physical Quality of Life9-h.dd

Index

79

47

73
27
36
n
82
71

72

I ]

75
79

65

Adult Literacy Rate!Pb.cc

{Total)

22¢¢
75¢¢
72™
70

75
13
20¢¢
87°
76°
790

840

86C¢
g7c¢
74°
78
72¢

(Fermnale)

70

67

{Male)

75

43388823

90

Social, and Economic Characteristics Jor Countries in the WFS: | 974-78

Population per PhysicianP.c¢

8,840

11,350
2,300
16,430
2,250
1.600
4,350
38,650
3.850
3,180
6,230
8,370

1,820
1,550
1,870
3,270
3510
1,840"
1,270
1,580

Population Having AccessP-cc

to Safe Water (Percent)

Government Position onl-'f

Family Planning

OP-DMR

OP-DMR
OP-DMR
OP-DMR
NOP-FPAV
OP-DMR
OP-DMR
OP-DMR
OP-DMR
OP-DMR
OP-DMR
CP-DMR

OP-DMR
OP-DMR
OP-DMR
NOP-FPAV
OP-DMR
OP-DMR
OP-DMR
NOP-FPAV

Percent Married Womeng9
Using Contraception, Age 1549
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NA = not available

a  Based on most recent official country or U.N. estimate: mid-1974 estimate for most countries. Each estimate was updated to mid-1976 by applying
the same rate of growth as indicated by population change during part or all of the period since 1970.

b Rates refer to 1976 and were obtained by interpolating the 1970-1975 and 1975-1980 estimates of the U.N. to 1976. The 1970-1975 and 1975-1980
rates were used in the medium variant estimates and projections as assessed by the U.N. in 1973 (U.N., Selected World Demographic Indicators By
Countries, 1950-2000). The interpolated figures should be considered as rough approximations only.

¢ Birth rate minus the death rate. Since the rates were based on unrounded birth and death rates, some rates do aot exactly equal the difference
between the birth and death rates shown because of rounding.

d  Annual number of deaths to infants under one year of age per 1,000 births.

e  The percentage of women currently 15-19 years of age currently in union (as defined by each country), excluding those currently married but
separated.

f  The percentage of the total population living in areas defined as urban by each country.

g Data refer to either 1975 or 1976.

h  Based on an average of life expectancy at age one, infant montality, and literacy rates.

i

Adult literacy is defined by source bb and cc as the percentage of those 15 or more years of age who are able to read and write. The following
exceptions hold: .

Source bb: Indonesia and Malaysia, 10 or more years of age.

Data from source bb and cc refer to 1970. The following exceptions hold:

Source bb: Indonesia and Nepal, 1971; Colombia, 1964; Sri Lanka and Costa Rica, 1963.

Source cc: Bangladesh and Peru, most recent estimate.

Data are from source bb unless otherwise indicated.

i The codes used to signify the government position on family planning are as follows:

OP-DMR: Official policy to reduce population growth for demographic reasons; support family planning to iinplement this policy.
NOP-FPAYV: No official policy or statement on family planning or stated policy of non-intervention, services freely available from government
centers or private clinics.

Indonesia—including West Irian.

Pakistan—excluding Jammu, Kashmir, Junagardh, Manavadar, Gilgit, and Baltisan.

Indonesia—Java & Bali only.

Malaysia—includes Peninsular Malaysia only.

Excluding estimated adjustments for underenumeration.

Jordan—East Bank only.

Doz g—x

SOURCES:

aa Population Reference Bureau, World Population Data Sheet: 1976; 1978.

bb United Nations, Demographic Yearbook, 1976, T.3 and T.41; 1973, T.33; 1971, T.1B.

cc World Bank, World Tables 1980: Social Indicators, T.3 and T.5.

dd Overseas Development Council. The United States and World Development: Agenda 1979. T.A4.
ff Population Reference Bureau, Family Planning and Marriage Data Sheet: 1970-1950.

ge WEFS First Country Reports, Various Tables.

hh WHO World Health Statistics Annual, 1978, Vol. 111, T.2.1.



Appendix Table A-2. Percent of Ever-married Women* Who Have Heard of Contraceptive Methods:

WFS Countries

COUNTRY
AFRICA
Kenya®

ASIA AND THE PACIFIC
Bangladesh
Fiji

Indonesia
Jordan

Korea, Rep. of
Malaysia
Nepal

Pakistan
Philipgines

Sri Lanka
Thailand

LATIN AMERICA AND THE CARIBBEAN
Colombia

Costa Rica®

Dominican Republic

Guyana

Jamaica

Mexico

Panama®

Peru

Any
Method

88

Any
Modern®
Method

84

Any
Traditional®
Method

“Unless otherwise indicated, based on women aged under 50 or 15-49 ever-married or in a union. Data taken from M. Vaessen,
**Knowledge of Contraceptive Methods,"" WFS Comparative Studies, No. 8 (May 1980), Table 1, p. 16, and standard recode data

tapes.

*Modem methods include sterilization, pill, injection, IUD, condom, and female vaginal methods (diaphragm, foam, other spermicides).

Other methods are counted as traditional.

*Based on all women 15-50.

“Based on ages 20-49.

—Not available.

Source: United Nations, no date, Table 1, pp. 6-7.
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Appendix Table A-3. Levels of Knowledge, Ever Use, and Current Use of Contraception Among
Currently Married Women and Exposed Women: WFS Countries

CURRENTLY MARRIED WOMEN"* EXPOSED WOMEN*
Percent Ratio of
Knowa Useda Currently (3)to Percent
COUNTRY Number Method  Method Using (2) Number Using
(N (2) 3
AFRICA
Kenya — — — — 21 9
ASIA AND THE PACIFIC
Bangladesh 5762 83 15 8 53 4645 10
Fiji 658¢ 100° 69 40 57 3314 52
Indonesia 7880 80 38 26 68 5638 37
Jordan 3458 97 46 25 54 2337 37
Korea, Rep. of 5062 98 59 35 59 3866 46
Malaysia 5811¢ 92" 50 33 66 4487 42
Nepal 5502 22° 4 2 50 4325 3
Pakistan 4667 75 10 5 50 3334 7
Philippines 8866° 94° 58 36 62 6684 48
Sri Lanka 6159 2 45 32 71 4709 41
Thailand 3517 97 48 33 68 2569 45
LATIN AMERICA AND THE CARIBBEAN
Colombia 2827 96 62 43 69 2323 52
Costa Rica 2699 100" 84 64 76 2222 78
Dominican Republic 1842¢ 97° 49 31 63 1378 41
Guyana 3216 96 55 32 58 2735 38
Jamaica 2302¢ 98 66 38 58 1939 45
Mexico 5659¢ 90 47 30 64 4107 42
Panama 2723¢ 9 75 54 [ 2257 65
Peru 5060 82 50 31 62 3853 41

*For currently married women, percentages have been calculated based on women currently married or in a vnion, aged 15-49 years
unless otherwise specified. For exposed women, percentages have been calculated based on women aged under 50 years, married
or in 2 union, excluding those who are currently pregnant or infecund (but including those sterilized for contraceptive purposes),
unless otherwise specified.

"Percentage has been calculated on the basis of ever-married women.

“Includes currently pregnant women who are not currently married, if any.

“For age group 20-49.

—Not available.

Source: United Nations, no date, Table 5, pp. 15-21. (Unless otherwise stated, data taken from the World Fertility Survey First
Country Reports and/or standard recode data tapes.)
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Appendix Table A-4. Percent of Expose.. Women Currently Using Contraception by Age of Woman:
WFS Countries

Total

Unstan-  Stan- Age of Woman
COUNTRY dardized dardized® <20  20-24  25-29  30-34  35-39 40-44 45+
AFRICA
Kenya 9 10 3 7 8 13 9 13 12
ASIA AND THE PACIFIC
Bangladesh 10 11 4 9 9 14 17 11 8
Fiji 52 52 29 42 49 57 59 62 59
Indonesia 37 38 16 33 40 43 42 43 36
Jordan 37 38 13 25 37 44 46 48 41
Korea, Rep. of 46 4] 18 19 36 51 60 52 45
Malaysia 42 42 21 37 48 46 43 43 34
Nepal 3 3 0 1 2 5 6 4 5
Pakistan 7 9 0 3 7 9 13 11 17
Philippines 48 46 23 40 49 52 54 48 40
Sri Lanka 41 40 16 26 37 49 48 48 42
Thailand 45 45 23 39 48 52 50 46 40
LATIN AMERICA AND THE CARIBBEAN
Colombia 52 52 38 52 56 65 53 45 3]
Costa Rica 79° 78¢ — 77 79 82 80 77 64
Dominican Republic 42 42 20 37 51 51 45 35 27
Guyana 38 39 24 32 40 48 44 39 32
Jamaica 45 46 37 45 49 57 48 38 32
Mexico 42 4] 21 36 48 46 46 39 KX
Panama 65° 65¢ — 56 70 66 67 64 65
Peru 41 41 24 38 46 50 42 39 3]
Unweighted Average 18 33 40 45 44 40 35

*Standardized on the age distribution of exposed women in Colombia.

"Ages 20-49.

*Standardized on the age distribution of Colombian exposed women, aged 20-49.

—Not available.

Source: United Nations, no date, Table 7a, p. 38. (Unless otherwise stated, data taken from WFS First Country Reports and standard
recode data tapes.)
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Appendix Table A-5. Percent of Exposed Women Using Specific Contraceptive Methods by Age of
Respondent: Selected WFS Countries

COUNTRY AND Age of Woman
METHOD <25 25-34 35-44 45-49
ASIA AND THE PACIFIC
Fiji
Pill 12.1 13.9 10.2 6.1
1IUD 4.9 6.1 10.2 8.2
Condom — — - —
Traditional* 8.1 7.4 6.3 2.0
Sterilization** 0.9 12.5 21.6 32.7
All Methodst 29.5 53.1 52.1 53.1
Korea, Rep. of
Pill 7.6 10.6 13.1 5.8
IUD 3.5 9.8 13.4 11.6
Condom 3.0 8.1 6.6 2.6
Traditional 4.4 9.3 12,9 5.1
Sterilization 0.2 4.6 9.8 20.0
All Methods 18.7 43.5 57.0 45.2
Thailand
Pill 18.9 22.7 15.2 7.2
IUD 6.8 9.2 8.2 4.8
Condom 0.7 0.5 0.8 0.0
Traditional 4.0 3.7 39 8.8
Sterilization 2.3 11.0 17.3 19.2
All Methods 35.2 49,1 48.5 41.6
LATIN AMERICA AND THE CARIBBEAN
Guyana
Pill 12.6 15.5 5.9 0.9
IUD 5.6 10.0 4.5 3.7
Condom 4.0 3.1 4.3 0.9
Traditional 4.5 34 3.2 5.1
Sterilization 0.3 8.5 21.0 20.0
All Methods 29.3 43.6 41.8 32.1
Mexico
Pill 16.2 17.4 11.2 7.4
IUD 5.2 10.3 7.5 1.6
Condom 0.3 1.3 1.2 2.1
Traditional 6.3 9.9 12.6 9.5
Sterilization 0.6 3.1 7.5 9.5
All Methods 31.7 47.3 43.6 32,7
Panama (20-29) (30-39) (40-49)
Pill 33.0 16.2 5.7
1IUD 5.3 4.8 2.4
Condom 1.8 1.5 1.0
Traditional 2.8 2.8 3.0
Sterilization 9.7 30.7 43.6
All Methods 63.8 66.7 64.5

*Includes rhythm, withdrawal, abstinence, douche, and other.

**Includes both male and female.

TIncludes all of the modem (pill, injection, 1UD, condom, diaphragm, foam, jelly, suppositorics, and sterilization) as well as all of
the traditional methods.

—Not available.

Source: WFS First Country Reports, Table 4.4.1 except Fiji (H7).
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Appendix Table A-6. Percent of Exposed Women Currently Using Contraception by Number of
Living Children: WFS Countries

Total
Unstan- Stan-
dard-  dard- Number of Living Children
COUNTRY ized  ized* 0 [ 2 3 4 5 6 7+
AFRICA
Kenya 9 8 2 4 8 10 10 13 12 15
ASIA AND THE PACIFIC
Bangladesh 10 10 3 7 8 11 12 13 15 16
Fiji 56 51 10 39 52 56 66 69 72 75
Indonesia 37 36 4 27 40 46 43 48 51 54
Jordan 37 32 7 27 37 36 36 43 45 43
Korea, Rep. of 45 39 16 17 47 54 57 54 49 37
Malaysia 42 38 10 37 43 45 47 45 45 46
Nepal 3 4 0 1 2 3 5 9 9 11
Pzkistan 7 7 0 2 4 7 9 12 14 16
Philippines 48 42 6 36 49 55 54 52 51 48
Gri Lanka 41 38 4 26 41 48 53 53 55 47
Thailand 45 42 10 38 47 53 58 52 45 43
LATIN AMERICA AND THE CARIBBEAN
Colombia 52 49 24 50 60 57 59 56 47 45
Costa Rica 78 73 39 75 82 83 80 82 78 76
Dominican Republic® 42 39 15 30 44 51 50 57 41 41
Guyana 38 36 22 26 37 39 K} 46 49 47
Jamaica 45 45 32 34 50 45 52 57 55 51
Mexico 42 39 13 38 49 47 46 41 43 39
Panama 65 61 31 58 70 73 71 67 69 58
Peru 41 38 16 36 49 48 43 38 39 36
Unweighted Average 13 30 41 43 44 45 4 42

*Standardized on the distribution of exposed Bangladeshi women by number of living children.

"The percentage using differs slightly from that shown in other tables because of small discrepancies in the source tables and because
of rounding errors.

Source: United Nations, no date, Table 9, p. 45. (Unless otherwise stated, data taken from WFS First Country Reports and standard
recode data tapes.)
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Appendix Table A-7. Percent of Exposed Women Currently Using Contraception Urban/Rural
Residence: WFS Countries

RESIDENCE
Urban Rural
Effi- Ineffi- Effi- Ineffi-
COUNTRY cient cient Total cient cient Total
AFRICA
Kenya* — — 18 — — 9
ASIA AND THE PACIFIC
Bangladesh 19 4 23 5 4 9
Fiji 50 8 58 42 7 49
Indonesia 29 11 40 33 4 37
Jordan 33 15 48 8 4 12
Korea, Rep. of 36 12 48 34 8 42
Malaysia 41 16 57 26 10 36
Nepal ) 21 0 21 3 0 3
Pakistan 13 5 18 3 1 4
Philippines 32 28 60 16 26 42
Sri Lanka 30 19 49 23 16 39
Thailand 54 5 59 39 4 43
LATIN AMERICA AND THE CARIBBEAN
Colombia 46 16 62 21 13 34
Costa Rica** 68 13 81 62 13 75
Dominican Republic 44 8 52 24 7 31
Guyana 28 12 40 29 6 35
Jamaica 49 3 52 39 2 41
Mexico 45 12 57 13 7 20
Panama** 64 8 72 44 ] 55
Peru 21 34 55 3 13 16

*Base population excludes women practicing post-partum and terminal abstinence.

**Women aged 20-49 years. Women aged 15-19 years not interviewed.

—Not available.

Sources: Kenya: United Nations, no date, Table 17, pp. 85-87. All Other Countries: Lightbourne, 1980, Table 28, pp. 64-65.
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