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PREFACE

Studies of levels and trends of contraceptive use are carried out periodically by the Population Division of
the Department of Social and Economic Affairs of the United Nations Secretariat as part of its effort to provide
the international community with up-to-date and scientifically objective information on population and
development. Levels and Trends of Contraceptive Use as Assessed in 2002 is the fifth report in the series of
assessments of current contraceptive use. The first four reports were prepared in 1983, 1988, 1994 and 1998".

The primary objective of the present report is to provide a comprehensive review of contraceptive use
around the world. The review is based primarily on data obtained from nationally representative sample
surveys. At the time this review was undertaken, contraceptive use data referring to 1980 or more recent years
were available for 160 countries, including 125 developing countries and 35 developed countries. In 2002,
those countries accounted for 96 per cent of the population of the world.

As in the previous assessment of contraceptive use conducted in 1998, this report reviews the extent to
which contraception is used around the world, examines the specific methods of contraception that are used,
and analyses trends in contraceptive use. Past trends of contraceptive use are estimates based on data
collected between the early 1970s and 2000, whereas figures for later years are projections derived by
estimating the growth in contraceptive practice that will be needed if fertility is to decline in accordance with
United Nations population projections as presented in World Population Prospects: the 2002 Revision®. Two
important chapters are new in this review: a chapter analysing contraceptive use dynamics and another one
reviewing national policies regarding fertility, contraception and population growth.

The latest data on contraceptive use shown in this report has been published in a wall chart entitled World
Contraceptive Use 2003°. In addition, data are available in digital form. Interested users can purchase a CD-
ROM* containing the available contraceptive prevalence data by country for years starting in the 1980s to the
present. Selected output from this report as well as other population information may be accessed on the
Population Division’s web site at http://www.unpopulation.org.

The Population Division gratefully acknowledges the cooperation of the Council of Health Ministers of
Gulf Co-operation Council States, the United Nations Children’s Fund, the United Nations regional
commissions, ORC Macro and the United States Centers for Disease Control and Prevention in providing the
great majority of the data that are used in this report. The Population Division also wishes to accord
recognition and appreciation to Messrs. John Cleland, Mohamed Ali and Igbal Shah who prepared a draft of
the chapter on contraceptive use dynamics. Responsibility for this publication rests with the Population
Division.

Comments and suggestions on this report are welcome and may be addressed to the office of Ms. Hania
Zlotnik, Director, Population Division/DESA, United Nations, New York, NY 10017, USA, at telephone (212)
963-3179 or fax (212) 963-2147. This report as well as related publications of the Population Division may be
accessed at its website: www.unpopulation.org.

! Recent Levels and Trends of Contraceptive Use as Assessed in 1983 (United Nations publication, Sales No. E.84.XIIL.5); Levels
and Trends of Contraceptive Use as Assessed in 1988 (United Nations publication, Sales No. E.89.X111.4); Levels and Trends of
Contraceptive Use as Assessed in 1994 (United Nations publication, Sales No. E.96.XI11.13); and Levels and Trends of
Contraceptive Use as Assessed in 1998 (United Nations publication, Sales No. E.01.XIIL.4).

2 World Population Prospects: The 2002 Revision, vol. I: Comprehensive Tables (United Nations publication, Sales No.
E.03.XII1.6) and vol. II: Sex and Age Distribution of Populations (United Nations publication, Sales No. E.03.XIIL.7).

? World Contraceptive Use 2003, Wall Chart (United Nations publication, Sales No. E.04.XI11.2).

* World Contraceptive Use 2003, Datasets in Excel Format (United Nations publication, POP/DB/CP/Rev.2003).
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Explanatory notes

The following symbols have been used in the tables throughout the report:

Two dots (..) indicate that data are not available.

An em dash (—) indicates that the amount is negligible.

A minus sign (-) before a number indicates a deficit or decrease, except as indicated.

A point (.) is used to indicate decimals.

A slash (/) indicates a crop year or financial year, e.g., 1994/95.

Use of a hyphen (-) between dates representing years signifies the full period involved
including the beginning and end years.

Details and percentages in tables do not necessarily add to totals because of rounding.
The term "billion" signifies a thousand million.

The 50 least developed countries, classified as such by the United Nations General Assembly in
December 2003 are: Afghanistan, Angola, Bangladesh, Benin, Bhutan, Burkina Faso, Burundi,
Cambodia, Cape Verde, Central African Republic, Chad, Comoros, Democratic Republic of Congo,
Djibouti, Equatorial Guinea, Eritrea, Ethiopia, Gambia, Guinea, Guinea-Bissau, Haiti, Kiribati, Lao
People’s Democratic Republic, Lesotho, Liberia, Madagascar, Malawi, Maldives, Mali, Mauritania,
Mozambique, Myanmar, Nepal, Niger, Rwanda, Samoa, Sao Tome and Principe, Senegal, Sierra
Leone, Solomon Islands, Somalia, Sudan, Timor-Leste, Togo, Tuvalu, Uganda, United Republic of
Tanzania, Vanuatu, Yemen and Zambia.

The following abbreviations are used in the present report:

AIDS Acquired immunodeficiency syndrome
CDC United States Centers for Disease Control and Prevention
DHS Demographic and Health Survey

FFS Fertility and Family Survey

HIV Human immunodeficiency virus

IEC Information, education and counselling
IUD Intra-uterine device

MICS Multiple Indicator Cluster Survey
MWRA Married women of reproductive age
TFR Total fertility rate

UNICEF United Nations Children’s Fund

WES World Fertility Survey
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EXECUTIVE SUMMARY

Contraception is one of the major determinants of fertility levels. Its use has been increasing steadily since
1970 and is currently widespread throughout the world. However, progress has been uneven across
geographical areas, and great challenges remain in terms of both increasing the level of contraceptive use to
satisfy existing needs in certain regions and in terms of making available an adequate variety of contraceptive
methods to increase the ability of couples wishing to use contraception to do so in a consistent and efficient
manner.

This report on Levels and Trends of Contraceptive Use as Assessed in 2002, prepared by the Population
Division of the Department of Economic and Social Affairs of the United Nations Secretariat, is part of the
Population Division’s on-going activities related to the monitoring of levels and trends of fertility, nuptiality
and contraceptive use in all countries of the world. It shows that although the great majority of countries in the
world have now endorsed policies in support of family planning, considerable disparities in their levels of
contraceptive use still exist. Although contraceptive use has increased tremendously in the less developed
regions, the overall level of use in those regions is still lower than that in the more developed regions. As this
report documents, there are high proportions of couples in developing countries who discontinue the use of one
method of contraception without promptly switching to another method, suggesting that mere increases in
prevalence of contraceptive use need not necessarily mean success in avoiding unwanted or mistimed
pregnancies.

Levels of contraceptive use

Worldwide, contraceptive prevalence—the percentage of women using contraception among women of
reproductive age who are married or in a consensual union—is estimated to have reached 61 per cent in 1998,
the average date for the most recent data available in 160 countries. However, this global average masks
important disparities across and within developmental groups, major areas and regions.

Contraceptive prevalence in less developed regions, averaging 59 per cent, was below that in more
developed regions, which stood at 69 per cent. Within the less developed regions, Asia and Latin America and
the Caribbean, with 64 per cent and 71 per cent prevalence respectively, had reached contraceptive levels
comparable to those of the more developed regions, while Africa still lagged far behind with 27 per cent
prevalence. Average prevalence for sub-Saharan Africa as a whole, estimated at 20 per cent, was even lower.
In the more developed regions, contraceptive prevalence was lower in Europe at 67 per cent than in Northern
America, Australia and New Zealand with 76 per cent.

Contraceptive prevalence varied considerably among countries. In Africa, although half of all countries
had prevalence levels below 20 per cent, a few had fairly high levels of contraceptive use, including Cape
Verde, Egypt, Morocco, South Africa and Zimbabwe, whose contraceptive prevalence ranged from 50 per cent
to 60 per cent; Algeria, Réunion and Tunisia with levels ranging from 60 per cent to 70 per cent; and Mauritius
with 75 per cent.

In Asia, almost half of all countries had a contraceptive prevalence of 60 per cent or higher. Among them,
China and Hong Kong (Special Administrative Region of China) had achieved the world’s highest levels of
contraceptive use with 84 per cent and 86 per cent respectively. The Islamic Republic of Iran, the Republic of
Korea, Thailand and Viet Nam were also among the leading countries in terms of contraceptive prevalence,
with levels higher than 70 per cent. In addition to China, four other populous countries of Asia—Bangladesh,
India, Indonesia and Japan—had reached relatively high levels of contraceptive prevalence, at or above 50 per
cent. Yet, prevalence was still below 30 per cent in eight countries: Afghanistan, Bhutan, Cambodia, Iraq,
Oman, Pakistan, United Arab Emirates and Yemen.

United Nations Department of Economic and Social Affairs/Population Division xi
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In Latin America and the Caribbean, variation at the country level was smaller than in Africa or Asia, with
contraceptive prevalence ranging from around 30 per cent in Haiti, Guatemala and Guyana to around 75 per
cent in Brazil, Colombia, Costa Rica, Cuba and Puerto Rico.

In Europe, contraceptive prevalence was in general below 50 per cent in the countries of Eastern Europe
and in the successor States of the former Union of Soviet Socialist Republics (USSR), but in countries in the
rest of Europe, contraceptive prevalence was usually above 70 per cent.

In the late 1990s, the level of use of modern methods of contraception among women of reproductive age
who were married or in union was similar in the more developed regions (55 per cent) and in the less
developed regions (54 per cent), but the prevalence of traditional methods of contraception was twice as high
in the more developed regions (13 per cent) than in the less developed regions (6 per cent), accounting for
much of the difference in overall prevalence between the more developed and the less developed regions.

Trends in contraceptive prevalence

Worldwide, contraceptive prevalence is estimated to have increased from 54 per cent in 1990 to 59 per
cent in 1995 and to 63 per cent in 2000. This trend, based on comparable data for 120 countries, is the
consequence of a much slower increase in the more developed regions than in the less developed regions. In
the more developed regions, contraceptive prevalence rose from 66 per cent in 1990 to 68 per cent in 1995 and
to 70 per cent in 2000, that is, it increased by 0.4 percentage points per year during the 1990s. In the less
developed regions, contraceptive prevalence went from 52 per cent in 1990 to 57 per cent in 1995 and to 61
per cent in 2000, therefore rising by an annual average of 0.9 percentage points.

There are sizable variations in trends in contraceptive prevalence across major areas and regions. In the
more developed regions, contraceptive prevalence did not change much in Europe and in Australia and New
Zealand during the 1990s. However, it increased at a rapid pace in Northern America (by 1.0 percentage point
per year). In the less developed regions, contraceptive prevalence increased rapidly in Africa and Latin
America and the Caribbean (by more than 1.0 percentage point per year, on average) but more slowly in Asia
(by 0.8 percentage points per year).

Over the past decade, the increase in contraceptive prevalence was related mainly to increased use of
modern methods, whose prevalence rose from 47 per cent in 1990 to 52 per cent in 1995 and to 56 per cent in
2000. In the more developed regions, especially in Eastern and Southern Europe, the increase in the use of
modern methods was accompanied by a decrease in the use of traditional methods.

In Africa, low levels of contraceptive use have persisted since the early 1970s in the countries of Eastern,
Middle and Western Africa. Significant increases did not start in those regions until the late 1980s or early
1990s, a development that explains why 87 per cent of the countries in Africa with data on trends still had
contraceptive prevalence levels below 30 per cent in 2000. In contrast, the countries of Northern and Southern
Africa experienced rapid increases in contraceptive use starting in the 1970s.

In Asia, the countries of Eastern Asia reached high contraceptive prevalence levels, ranging from 60 per
cent to 70 per cent, in the late 1970s and early 1980s but have experienced no significant increases since then.
In the countries of South-central and South-eastern Asia, contraceptive prevalence levels were much lower in
the 1970s but have been increasing steadily since then. In Western Asia, contraceptive use increased mainly in
the 1990s.

The countries of Latin America and the Caribbean have also experienced sustained increases in
contraceptive prevalence since 1970. During the 1990s, contraceptive prevalence increased by at least 1.0
percentage point per year in almost three-quarters of the countries in this major area.

In the countries of Northern Europe, Western Europe and Northern America, as well as in Australia and
New Zealand, contraceptive prevalence levels of 70 per cent or higher have prevailed for a long time. In the

xii United Nations Department of Economic and Social Affairs/Population Division
Levels and Trends of Contraceptive Use as Assessed in 2002



countries of Eastern and Southern Europe, prevalence levels have been lower, ranging between 50 per cent and
70 per cent, since the 1970s. An exception is Spain, which has currently one of the highest contraceptive
prevalence levels in the world (above 80 per cent).

Specific contraceptive methods used

Only in a quarter of the countries with data available did a single method account for 50 per cent or more
of the contraceptives used by women of reproductive age who were married or in union in 1998. In all major
areas, only two contraceptive methods accounted for about 50 per cent or more of contraceptive use.

Current contraceptive use is dominated by the use of modern contraceptive methods. Modern methods are
more commonly used in the less developed regions, where they account for 90 per cent of all contraceptive
use, than in the more developed regions, where they account for 81 per cent. The three most used methods in
the world are female sterilization, the intra-uterine device (IUD) and the pill, which are used by 21 per cent, 14
per cent and 7 per cent, respectively, of women of reproductive age who are married or in union. Taken
together, these three methods are used by two out of every three women of reproductive age who are married
or in union and using contraception. All traditional methods combined have a prevalence level of just 7 per
cent.

The three most commonly used methods are particularly popular in the less developed regions, where 23
per cent of women of reproductive age who are married or in union rely on sterilization, an additional 15 per
cent use the IUD, and 6 per cent use the pill. In the more developed regions, use of the pill is more common
than in the less developed regions with 16 per cent prevalence. It is followed by condom use (13 per cent
prevalence), female sterilization (10 per cent) and the [UD (8 per cent).

These prevalence levels mean that in the more developed regions, 42 per cent of couples using
contraception rely either on the pill or condoms. In more developed regions, over six out of every ten women
of reproductive age who use contraceptives and are married or in union rely on short-acting reversible methods
(including traditional contraceptive methods), while only two out of every ten are sterilized and one in ten uses
the IUD. In the less developed regions, by contrast, couples are more likely to rely on longer-acting, highly
effective clinical contraceptive methods, with almost two-thirds of all female contraceptive users of
reproductive age who are married or in union relying on sterilization or the IUD. High levels of female
sterilization are common in a number of countries in Asia and Latin America, whereas high levels of IUD use
are more common in countries of Asia, particularly in China.

Worldwide, about one in every five couples using contraception relies on methods that require male
participation (condom or male sterilization) or male cooperation (thythm or withdrawal). Reliance on male-
oriented methods is more common in the more developed regions, where two in every five couples use them,
than in the less developed regions, where only one in seven couples relies on such methods.

Future trends in contraceptive use

Between 2000 and 2025, it is estimated that overall contraceptive prevalence at the world level needs to
increase from 63 per cent to 67 per cent in order to make possible the reduction of total fertility from 2.8
children per woman to 2.3 children per woman as projected in the medium variant of the 2002 Revision of the
United Nations population projections'. Because the reduction of fertility is confined to the less developed
regions, a marked increase in contraceptive prevalence is projected for those regions: from 61 per cent in 2000
to 68 per cent in 2025. In the more developed regions, fertility levels are projected to increase slightly, from
1.6 children per woman in 2000 to 1.7 children per woman in 2025, however, the expectation that the use of

! World Population Prospects: The 2002 Revision, vol. I: Comprehensive Tables (United Nations publication, Sales No.
E.03.XIIL6).
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contraception will substitute some of the current recourse to abortion results in an expected rise in
contraceptive prevalence, from 70 per cent in 2000 to 75 per cent in 2025.

In the less developed regions, the fastest and most significant increases in contraceptive prevalence need to
occur in Africa, where prevalence must rise from 28 per cent to 49 per cent between 2000 and 2025 if fertility
is to decline from 5.1 children per woman to 3.4 children per women as projected. In Asia, where fertility is
projected to drop from 2.6 to 2.1 children per woman, contraceptive prevalence is expected to rise moderately:
from 65 per cent to 71 per cent. In Latin America and the Caribbean, where fertility is projected to pass from
2.6 to 2.0 children per woman, contraceptive prevalence is expected to rise from 74 per cent to 78 per cent.
Moderate increases in contraceptive prevalence are also expected in Oceania (from 62 per cent to 66 per cent),
where total fertility is projected to decline from 2.4 children per woman in 2000 to 2.1 children per woman in
2025.

In Northern America, where fertility is projected to remain largely unchanged at 2 children per woman,
contraceptive prevalence is also expected to remain constant at 82 per cent during 2000-2025. However, a
moderate rise in contraceptive prevalence is expected in Europe (from 68 per cent to 75 per cent) even though
its fertility is expected to rise between 2000 and 2025 (from 1.4 to 1.6 children per woman). The projected
increase in contraceptive prevalence in Europe is based on the expectation that increases in the use of effective
contraception will make less likely the recourse to abortion.

Between 2000 and 2025, the number of married women who use contraception is projected to increase
from 654 million to 846 million at the world level, largely as a result of the growth projected for the less
developed regions where that number is expected to rise from 535 million to 746 million. In contrast, the
number of married contraceptive users in the more developed regions is expected to decrease from 119 million
to 99 million because of both the projected decrease in the number of women of reproductive age—from 300
million in 2000 to 265 million in 2025—and a projected reduction in the proportion married.

The number of women of reproductive age who are married and using contraceptives is projected to triple
in Africa, from 33 million to 100 million, and to increase significantly in both Asia and Latin America and the
Caribbean, but at a lower pace: from 449 million to 559 million in Asia and from 61 million to 84 million in
Latin America and the Caribbean. Smaller increases are projected for Northern America (from 34 million to 37
million) and Oceania (from 2.8 million to 3.2 million), whereas for Europe, a decrease is projected, from 74
million to 64 million, resulting from both a projected reduction in the number of women aged 15-49 and in the
prevalence of marriage.

In addition, the number of unmarried women of reproductive age who use contraceptives is also projected
to increase at the world level between 2000 and 2025, rising from 126 million to 178 million. Increases are
projected for both the more developed regions (from 49 million to 54 million) and the less developed regions
(from 77 million to 124 million).

Dynamics of contraceptive use

Evidence provided by the Demographic and Health Surveys indicates that in developing countries, high
proportions of couples using reversible methods of contraception discontinue their use because of side effects,
health concerns or other problems related to the methods involved. Yet, they do not switch immediately to
alternative methods. The median probability of discontinuing use of a reversible contraceptive method within
12 months of beginning its use is nearly 50 per cent for injectables and condoms, and 34 per cent for the pill.
The probability of discontinuing periodic abstinence or withdrawal is lower. Consequently, both of these
methods can make a non-trivial contribution to the regulation of fertility. The high probabilities of
discontinuation of condom use are of particular concern in contexts where HIV infection continues to spread.

The use of IUDs stands out because its probability of discontinuation is considerably lower, with the
median value being just 12 per cent. Factors that probably contribute to the low discontinuation probability of
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IUD use include its low failure rate and the fact that IUD removal typically requires a visit to a medical
facility, thus involving a firmer resolve on the part of the user to discontinue use.

In general, couples who use contraception to limit childbearing were less likely than couples who use it to
space births to abandon a method because of dissatisfaction. Urban and better educated couples had higher
probabilities than their counterparts of switching quickly to an alternative method when one was abandoned.
This feature probably accounts for the generally higher levels of current contraceptive use observed in urban
areas and among better educated couples. Easier access to alternative methods among the better educated,
better understanding of the methods available, and the social confidence to obtain them are all factors likely to
shape the differentials observed.

Fertility, contraception and population policies

Government support for methods of contraception has been rising steadily since 1975. By 2001, 92 per
cent of all countries supported family planning programmes and the distribution of contraceptives, either
directly through government facilities (75 per cent), or indirectly through support of the activities of non-
governmental organizations such as family planning associations (17 per cent). It is mainly in developing
countries that the adoption of new policies supporting family planning has occurred. The proportion of
developing countries supporting the use of contraceptive methods rose from 73 per cent in 1976 to 94 per cent
in 2001. Among the least developed countries, the increase was more pronounced: from 57 per cent in 1976 to
96 per cent in 2001. Among developed countries, the percentage supporting family planning programmes has
remained stable, at about 80 per cent, since 1976.
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KEY FINDINGS

1. Worldwide, contraceptive prevalence—the percentage of women using contraception among women of
reproductive age who are married or in a consensual union—reached 61 per cent in 1998, the average date for
the most recent data available for 160 countries. With an average level of 59 per cent, the less developed
regions had a level of contraceptive prevalence ten points lower than that in the more developed regions (69
per cent).

2. In the late 1990s, Africa, with 27 per cent prevalence, had the lowest contraceptive prevalence in the
world. Average prevalence for sub-Saharan Africa, estimated at 20 per cent, was even lower. In contrast, Asia
and Latin America and the Caribbean, with 64 per cent and 71 per cent prevalence respectively, had reached
levels of contraception comparable to those of the more developed regions, where Europe had 67 per cent
prevalence and Northern America together with Australia/New Zealand had 76 per cent prevalence.

3. Worldwide, contraceptive prevalence increased from 54 per cent in 1990 to 59 per cent in 1995 and to 63
per cent in 2000. The increase was slower in the more developed regions than in the less developed regions
because, having already attained relatively high levels in the 1980s, contraceptive prevalence did not change
much in Europe and Australia/New Zealand during the 1990s. However, it increased at a rapid pace in
Northern America (by 1.0 percentage point per year). In the less developed regions, contraceptive prevalence
increased rapidly in Africa and Latin America and the Caribbean (by more than 1.0 percentage point per year,
on average) but more slowly in Asia (by some 0.8 percentage points per year).

4. At the world level, 54 per cent of women of reproductive age who are married or in union rely on modern
contraceptive methods, with 21 per cent having opted for female sterilization, 14 per cent using the intra-
uterine device (IUD) and 7 per cent relying on the pill. Modern contraceptive methods account for a larger
fraction of contraceptive use among women who are married or in union in the less developed regions than in
the more developed regions: 90 per cent versus 81 per cent. The three most commonly used methods—female
sterilization, the IUD and the pill—account for two-thirds of contraceptive use worldwide.

5. More than six out of every ten female contraceptive users in the more developed regions rely on short-
acting reversible methods, while only two in ten are sterilized and one in ten uses the IUD. In the less
developed regions, four in ten rely on sterilization and nearly three in ten on the IUD.

6. Worldwide, about 20 per cent of contraceptive users rely on a method that requires male participation or
cooperation. However, reliance on male-oriented methods is greater in the more developed regions (about 40
per cent of overall contraceptive use) than in the less developed regions (about 14 per cent).

7. Between 2000 and 2025, world contraceptive prevalence is projected to increase slowly, from 63 per cent
to 67 per cent, in order to reduce fertility from 2.8 to 2.3 children per woman as projected in the medium
variant of the 2002 Revision of the United Nations population projectionsz. Slightly faster increases are
projected in the less developed regions than in the more developed regions, with prevalence rising from 61 per
cent to 68 per cent in the less developed regions and from 70 per cent to 75 per cent in the more developed
regions.

8. In the less developed regions, the fastest and most significant increases are expected in Africa, where
prevalence needs to rise from 28 per cent to 49 per cent between 2000 and 2025 to achieve the reductions of
fertility projected. In the other major areas, prevalence is expected to increase only slightly: from 65 per cent to
71 per cent in Asia, from 74 per cent to 78 per cent in Latin America and the Caribbean, and from 62 per cent
to 66 per cent in Oceania. In Northern America, prevalence is projected to remain constant at 82 per cent

2 World Population Prospects: The 2002 Revision, vol. I: Comprehensive Tables (United Nations publication, Sales
No. E.03.XIIL6).
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during 2000-2025 because fertility is also projected to remain stable at 2 children per woman. In Europe,
contraceptive prevalence is projected to rise from 68 per cent to 75 per cent although fertility is projected to
increase slightly between 2000 and 2025. The increase in prevalence stems from an expectation that the more
widespread use of contraceptive methods will reduce the recourse to abortion.

9. Between 2000 and 2025, the number of married women who are contraceptive users will need to increase
from 654 million to 846 million at the world level, mainly as a result of the growth projected in the less
developed regions, where the number of female married contraceptive users will need to increase from 535
million to 746 million in order to achieve the fertility reductions projected. In the more developed regions, the
number of married women using contraception is projected to decrease slightly, from 119 million to 99 million
due to the low fertility levels projected and the expected decrease in both the proportions married and the
population of reproductive age.

10. Between 2000 and 2025, the number of unmarried women using contraception is projected to increase
from 126 million to 178 million at the world level. Increases are projected both in the less developed regions
(from 77 million to 124 million) and in the more developed regions (from 49 million to 54 million).

11. Large proportions of couples living in developing countries discontinue the use of reversible methods of
contraception because of their side effects, health concerns about the use of the methods involved or other
problems related to the use of such methods. Yet, couples often do not switch quickly to another method after
one is abandoned. Data from the Demographic and Health Surveys indicate that the median probability of
stopping use within 12 months of adoption of a method was nearly 50 per cent for injectables and condoms,
and 34 per cent in the case of the pill. Discontinuation of periodic abstinence and withdrawal was lower. IUDs
are the notable exception to the rule that reversible methods are often abandoned by many of the couples trying
them. The median proportion of couples discontinuing IUD use within 12 months was 12 per cent, lower than
that for any other reversible method.

12. By 2001, 92 per cent of all countries supported family planning programmes and the distribution of
contraceptives, either directly through government facilities (75 per cent), or indirectly through support of the
activities of non-governmental organizations, such as family planning associations (17 per cent).
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RESUME

La contraception est ’un des grands déterminants des niveaux de fécondité. La
pratique contraceptive, qui a augmenté régulierement depuis 1970, est actuellement tres
répandue dans le monde entier. Mais les progrées ont ¢été inégaux selon les régions
géographiques, et il reste trés difficile tant de faire augmenter les niveaux d’utilisation pour
satisfaire les besoins existants dans certaines régions que de mettre a disposition des méthodes
contraceptives suffisamment variées pour donner aux couples désirant recourir a la
contraception de meilleures possibilités de le faire de maniére suivie et efficace.

Le rapport qui suit, intitulé Niveaux et tendances de [’utilisation de la
contraception tels qu’évalués en 2002, préparé par la Division de la population du Département
des affaires économiques et sociales du Secrétariat de I’ONU, s’inscrit dans les activités que la
Division consacre régulierement a la surveillance des niveaux et des tendances de la fécondité,
de la nuptialité et de la pratique contraceptive dans tous les pays du monde. Il fait apparaitre
que, bien que la grande majorité des pays du monde aient désormais adopté des politiques
favorables a la planification familiale, il subsiste des disparités importantes entre leurs niveaux
d’utilisation de la contraception. Comme le montre le rapport, il y a une forte proportion de
couples des pays en développement qui cessent d’utiliser une méthode de contraception sans
passer rapidement a une autre, ce qui donne a penser qu’une simple augmentation de la
prévalence de la contraception ne signifie pas nécessairement que les couples arrivent a éviter
les grossesses non désirées ou survenant au mauvais moment.

Niveaux d’utilisation de la contraception

A Déchelle mondiale, la prévalence de la contraception (c’est-a-dire le
pourcentage de femmes en dge de procréer, mariées ou vivant en couple, qui pratiquent la
contraception) a atteint 61 % en 1998, valeur et année moyennes basées sur les données les plus
récentes de 160 pays. Mais cette moyenne mondiale occulte des disparités importantes, entre
groupes de pays classés selon leur stade de développement, entre grandes zones et régions, mais
aussi a ’intérieur de ces groupes, zones et régions.

La prévalence de la contraception dans les régions moins développées, de 59 % en
moyenne, était plus faible que les 69 % que connaissaient les régions plus développées. Au sein
des régions moins développées, les régions d’Asie et d’Amérique latine et Caraibes, avec
respectivement 64 % et 71 % de prévalence, étaient parvenues a des niveaux comparables a
ceux des régions plus développées, alors que la région d’Afrique restait loin derriére, avec une
prévalence de 27 %. La prévalence moyenne de I’ Afrique subsaharienne dans son ensemble,
estimée a 20 %, était encore plus faible. Dans les régions plus développées, la prévalence de la
contraception était plus basse en Europe (67 %) qu’en Amérique du Nord, Australie et
Nouvelle-Zélande (76 %).

La prévalence variait le plus entre pays. En Afrique, bien que la moitié des pays
connaissent des taux inférieurs a 20 %, quelques-uns connaissaient une prévalence assez forte :
en Afrique du Sud, au Cap-Vert, en Egypte, au Maroc et au Zimbabwe, elle s’établissait entre
50 % et 60 %; en Algérie, a la Réunion et en Tunisie, entre 60 % et 70 %; a Maurice, a 75 %.

En Asie, prés de la moitié des pays enregistraient une prévalence de la
contraception d’au moins 60 %. La Chine et Hong Kong (Région administrative spéciale de
Chine) connaissaient les taux de prévalence les plus élevés du monde, respectivement 84 % et
86 %. La République islamique d’Iran, la République de Corée, la Thailande et le Vietnam
étaient également dans le peloton de téte a cet égard, avec une prévalence supérieure a 70 %.
Outre la Chine, quatre autres pays trés peuplés d’Asie — le Bangladesh, 1’Inde, I’Indonésie et le
Japon — étaient parvenus a des prévalences relativement fortes, de 50 % ou plus. Pourtant, dans
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huit pays elle était encore inférieure a 30 % : il s’agissait de I’ Afghanistan, du Bhoutan, du
Cambodge, des Emirats arabes unis, de 1’Iraq, d’Oman, du Pakistan et du Yémen.

Dans la région d’Amérique latine et des Caraibes, les variations a 1’échelon des
pays étaient moins marquées qu’en Afrique ou en Asie, avec une prévalence allant d’environ
30 % en Haiti, au Guatemala et au Guyana, a environ 75 % au Brésil, en Colombie, au Costa
Rica, a Cuba et a Porto Rico.

En Europe, la prévalence de la contraception s’établissait en général a moins de
50 % dans les pays d’Europe orientale et les pays issus de 1’ex-Union soviétique, mais dans les
autres pays d’Europe, elle était généralement supérieure a 70 %.

Vers la fin des années 90, les taux d’utilisation des méthodes contraceptives
modernes chez les femmes en age de procréer, mariées ou vivant en couple, étaient analogues
dans les régions plus développées (55 %) et moins développées (54 %), mais la prévalence des
méthodes traditionnelles était deux fois plus forte dans les régions plus développées (13 %) que
les moins développées (6 %), ce qui explique pour une bonne part la différence des prévalences
globales entre ces régions.

Tendances de la prévalence de la contraception

A I’échelle mondiale, on estime que la prévalence de la contraception a augmenté
de 54 % en 1990 a 59 % en 1995, et 63 % en 2000. Cette tendance, calculée a partir de données
comparables relatives a 120 pays, procede d’une augmentation beaucoup plus lente dans les
régions plus développées que dans les régions moins développées. Dans les premiéres, la
prévalence est passée de 66 % en 1990 a 68 % en 1995 et 70 % en 2000, c’est a dire qu’elle a
augmenté de 0,4 point de pourcentage par an dans les années 90. Dans les régions moins
développées, elle est passée de 52 % en 1990 a 57 % en 1995 et 61 % en 2000, soit une
progression annuelle de 0,9 point de pourcentage.

Les variations a I’intérieur des grandes zones et des régions sont marquées. Dans
les régions plus développées, la prévalence n’a guére changé au cours des années 90 en Europe,
en Australie et en Nouvelle-Zélande. Mais en Amérique du Nord, elle a progressé rapidement
(d’un point de pourcentage par an). Dans les régions moins développées, elle a augmenté
rapidement en Afrique et en Amérique latine et dans les Caraibes (plus d’un point de
pourcentage par an en moyenne), mais plus lentement en Asie (0,8 point de pourcentage par
an).

Au cours des 10 dernieres années, I’augmentation de la prévalence était surtout
due a la progression des méthodes modernes, dont la prévalence est passée de 47 % en 1990 a
52 % en 1995 et 56 % en 2000. Dans les régions plus développées, surtout en Europe orientale
et méridionale, 1’utilisation croissante des méthodes modernes est allée de pair avec un recul
des méthodes traditionnelles.

En Afrique, la prévalence de la contraception est restée faible depuis le début des
années 70 dans les pays d’Afrique de I’Est et de I’Ouest. Ce n’est que vers la fin des années 80
ou le début des années 90 que I’on a vu une augmentation notable dans ces régions, ce qui
explique que 87 % des pays d’Afrique pour lesquels on a des données sur les tendances
enregistraient encore des taux de prévalence inférieurs a 30 % en 2000. En revanche,
I’utilisation de la contraception a connu des progres rapides dans les pays d’Afrique du Nord et
d’Afrique australe a partir des années 70.

En Asie, les pays d’Asie orientale ont atteint vers la fin des années 70 et dans les
années 80 des taux ¢élevés, allant de 60 % a 70 %, mais n’ont guére progressé depuis. Dans les
pays d’Asie du centre-sud et du Sud-Est, la prévalence, qui était beaucoup plus basse dans les
années 70, a augmenté régulierement depuis. En Asie occidentale, c’est surtout au cours des
années 90 qu’on a constaté une augmentation de la prévalence.
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Dans les pays d’Amérique latine et des Caraibes, la prévalence a également
augmenté régulierement depuis 1970. Dans les années 90, elle a progressé d’au moins un point
de pourcentage par an dans prés des trois quarts des pays de cette grande zone.

Dans les pays d’Europe du Nord et de 1’Ouest, comme en Amérique du Nord, en
Australie et en Nouvelle-Zélande, il y longtemps que la prévalence a dépassé 70 %. Dans ceux
d’Europe de I’Est et du Sud, elle est plus faible, s’établissant entre 50 % et 70 % depuis les
années 70. L’Espagne fait exception, puisqu’elle connait actuellement 1’'un des taux de
prévalence les plus forts du monde (plus de 80 %).

Méthodes contraceptives utilisées

En 1998, ce n’était que dans un quart des pays pour lesquels on a des données
qu'une seule méthode correspondait a 50 % ou plus de la prévalence d’utilisation de
contraceptifs par des femmes en dge de procréer, mariées ou vivant en couple. Dans toutes les
grandes zones, 50 % environ ou plus de la prévalence correspondaient a deux méthodes
seulement.

L’utilisation de la contraception consiste en grande majorité, a 1’heure actuelle, a
celle de méthodes modernes. Ces dernieres sont plus fréquemment utilisées dans les régions
moins développées, ou elles représentent 90 % de 1’ensemble des utilisations, que dans les
régions plus développées, ou elles en représentent 81 %. Les trois méthodes les plus usitées
sont la stérilisation féminine, le dispositif intra-utérin (DIU) et la pilule, respectivement utilisés
par 21 %, 14% et 7% des femmes en age de procréer, mariées ou vivant en couple.
Considérées dans leur ensemble, ces trois méthodes sont utilisées par deux sur trois des femmes
entrant dans cette catégorie qui recourent a la contraception. Toutes les méthodes traditionnelles
ont une prévalence d’a peine 7 %.

Les trois méthodes les plus courantes sont particulicrement en vogue dans les
régions moins développées, ou 23 % des femmes en dge de procréer, mariées ou vivant en
couple, ont recours a la stérilisation, 15 % au DIU, et 6 % a la pilule. Dans les régions plus
développées, 1’usage de la pilule est plus courant que dans les régions moins développées, avec
une prévalence de 16 %. Vient ensuite le préservatif (13 %), la stérilisation féminine (10 %) et
le DIU (8 %).

Ces taux de prévalence signifient que dans les régions plus développées, 42 % des
couples utilisant la contraception ont recours soit a la pilule soit aux préservatifs. Dans ces
mémes régions, plus de six sur dix femmes en dge de procréer qui pratiquent la contraception et
sont mariées ou vivent en couple ont recours a des méthodes réversibles a effet peu durable (y
compris les méthodes contraceptives traditionnelles), alors qu’il n’y en a que deux sur dix qui
se font stériliser et une sur dix a porter un DIU. En revanche, dans les régions moins
développées, les couples ont plus recours a des méthodes contraceptives cliniques trés
efficaces, a effet durable, la stérilisation ou le DIU étant choisis par prés des deux tiers de
toutes les utilisatrices de contraception en dge de procréer qui sont mariées ou vivent en couple.
Plusieurs pays d’Asie et d’Amérique latine connaissent des taux ¢élevés de stérilisation
féminine, tandis que les pays d’Asie, la Chine notamment, enregistrent des taux élevés de
recours au DIU.

A I’échelle mondiale, environ un couple sur cing a recours a des méthodes faisant
appel a la participation masculine (préservatifs ou stérilisation masculine) ou a la participation
masculine (méthode des rythmes ou retrait), parmi ceux qui pratiquent la contraception. Le
recours aux méthodes faisant appel aux hommes est plus fréquent dans les régions plus
développées, ou il concerne deux couples sur cing, que dans les régions moins développées, ou
ils ne sont qu’un couple sur sept a les utiliser.
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Tendances futures de la pratique contraceptive

Entre 2000 et 2025, on estime que la prévalence globale de la contraception a
I’échelle mondiale devra augmenter de 63 a 67 % pour que la fécondité totale soit ramenée de
2,8 enfants par femme a 2,3 enfants par femme, ce qui correspond a la variante moyenne dans
les projections de World Population Prospects: The 2002 Revision'. La réduction de la
fécondité ne concernant que les régions moins développées, on projette pour ces régions un
progres notable de la prévalence de la contraception, qui passerait de 61 % en 2000 a 68 % en
2025. Dans les régions plus développées, on prévoit une légere hausse des taux de fécondité,
qui passeraient de 1,6 enfant par femme en 2000 a 1,7 enfant par femme en 2025, mais du fait
qu’on s’attend a voir la contraception remplacer une partie du recours actuel a 1’avortement, la
prévalence de la contraception devrait progresser de 70 % en 2000 a 75 % en 2025.

Dans les régions moins développées, c’est en Afrique que la prévalence de la
contraception devrait augmenter le plus vite et le plus, passant de 28 % a 49 % entre 2000 et
2025, pour que la fécondité recule de 5,1 a 3,4 enfants par femme, conformément aux
projections. En Asie, ou 1’on prévoit que la fécondité passerait de 2,6 a 2,1 enfants par femme,
la prévalence devrait connaitre un progrés moyen : de 65 % a 71 %. Dans la région d’ Amérique
latine et des Caraibes, la fécondité passerait selon les prévisions de 2,6 a 2 enfants par femme,
et la prévalence de la contraception de 74 % a 78 %. On prévoit également une augmentation
moyenne de la prévalence en Océanie (de 62 % a 66 %), ou la fécondité est prévue baisser de
2,4 a 2,1 enfants par femme entre 2000 et 2025.

En Amérique du Nord (non compris les pays hispanophones), ou I’on prévoit une
fécondité a peu preés stable (2 enfants par femme), on prévoit que la prévalence restera
¢galement constante, a 82 %, pendant la période 2000-2025. Mais on prévoit une augmentation
moyenne de la prévalence en Europe (de 68 % a 75 %), malgré une augmentation prévue de la
fécondité (de 1,4 a 1,6 enfant par femme). Si on prévoit en Europe une augmentation de la
prévalence de la contraception, c’est qu’on compte que l’usage d’une contraception efficace
rendra moins probable le recours a 1’avortement.

Entre 2000 et 2025, le nombre de femmes mariées pratiquant la contraception
devrait augmenter, passant de 654 millions & 846 millions a 1’échelle mondiale, surtout du fait
de I’accroissement prévu pour les régions moins développées, ou ce nombre devrait passer de
535 millions a 746 millions. A I’inverse, on prévoit une baisse du nombre d’utilisatrices
mariées de la contraception dans les régions plus développées, qui passeraient de 119 a 99
millions, tant & cause de la baisse prévue de 1’effectif de la population des femmes en age de
procréer (de 300 millions en 2000 a 265 millions en 2025), qu’a cause d’une diminution prévue
de la proportion de femmes mariées.

Le nombre de femmes en age de procréer qui sont mariées et pratiquent la
contraception devrait, selon les prévisions, tripler en Afrique (de 33 millions a 100 millions), et
augmenter notablement en Asie comme dans la région d’Amérique latine et des Caraibes, mais
a un rythme moins rapide : de 449 millions a 559 millions en Asie, et de 61 a 84 millions en
Amérique latine et aux Caraibes. Pour I’Amérique du Nord (non compris les pays
hispanophones), 1’augmentation prévue est plus modeste (de 34 millions & 37 millions), de
méme que pour 1’Océanie (de 2,8 millions a 3,2 millions), tandis qu’en Europe, leur nombre
devrait décroitre (de 74 millions a 64 millions), a cause de la diminution prévue du nombre de
femmes agées de 15 a 49 ans et de la prévalence du mariage.

De plus, on prévoit entre 2000 et 2025, a 1’échelle mondiale, une augmentation du
nombre de femmes non mariées en age de procréer, pratiquant la contraception, qui de 126

1 World Population Prospects: The 2002 Revision, vol. 1 : Comprehensive Tables
(publication des Nations Unies, numéro de vente : F.03.XIII.6).
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millions passeraient a 178 millions. Une augmentation est prévue tant dans les régions plus
développées (de 49 millions a 54 millions), que dans les régions moins développées (de 77
millions a 124 millions).

Dynamique de la pratique contraceptive

Les Enquétes Démographiques et de Santé montrent que dans les pays en
développement, une forte proportion des couples pratiquant des méthodes contraceptives
réversibles les abandonne a cause de leurs effets secondaires, d’inquiétudes sur les effets pour
la santé des méthodes utilisées, ou d’autres problémes liés a leur utilisation. Ils ne passent pas
immédiatement pour autant a d’autres méthodes. La probabilité médiane d’abandon d’une
méthode contraceptive réversible dans les 12 mois suivant 1’adoption est de prés de 50 % pour
les injectables et les préservatifs, et de 34 % pour la pilule. La probabilit¢ d’abandon de
I’abstinence périodique ou du retrait est plus faible. Ces deux méthodes peuvent donc exercer
un effet non négligeable pour la régulation de la fécondité. La forte probabilité d’abandon du
préservatif est particulicrement préoccupante dans les zones ou I’infection a VIH continue a se
propager.

Le DIU est a mettre a part, du fait que la probabilité¢ de I’abandonner est beaucoup
plus faible, la médiane étant d’a peine 12 %. Les facteurs qui expliquent ce phénomene sont
sans doute, d’une part, que son taux d’échec est faible, et que d’autre part, I’enlévement d’un
DIU oblige a s’adresser a un centre médical, son abandon exigeant donc que 1’utilisatrice soit
plus fermement décidée que pour d’autres méthodes.

En régle générale, il ¢était moins probable que les couples pratiquant la
contraception pour limiter le nombre des naissances abandonnent une méthode dont ils ne sont
pas satisfaits que ceux qui la pratiquent pour les espacer. Il était plus probable que les couples
citadins et ayant un niveau d’instruction plus élevé passent rapidement a une autre méthode
apres avoir abandonné celle qu’ils pratiquaient. C’est probablement ce qui explique les taux de
pratique contraceptive courante plus élevés qu’on observait dans les zones urbaines et parmi les
couples ayant un niveau d’instruction plus ¢élevé. Ces derniers ont plus facilement acces a
d’autres méthodes, comprennent mieux les méthodes disponibles, et n’hésitent pas a se procurer
le nécessaire, ¢léments qui jouent trés probablement en faveur des différences observées.

Politiques en matiére de fécondité, de contraception et de population

L’appui des pouvoirs publics aux méthodes contraceptives a augmenté
régulierement depuis 1975. En 2001, 92 % des pays du monde supportaient des programmes de
planification familiale et de distribution de contraceptifs, soit directement par 1’intermédiaire de
services publics (75 %), soit indirectement, en soutenant [’activité d’organisations non
gouvernementales telles que les associations de planification familiale (17 %). C’est surtout
dans les pays en développement que des politiques nouvelles, favorables a la planification
familiale, ont été adoptées. La proportion de pays en développement qui soutiennent la pratique
contraceptive est passée de 73 % a 94 % entre 1976 et 2001. Parmi les pays les moins avanceés,
I’augmentation a été encore plus nette : de 57 % en 1976 a 96 % en 2001. Parmi les pays
développés, le pourcentage des gouvernements qui soutiennent des programmes de
planification familiale est resté stable, aux alentours de 80 %, depuis 1976.
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PRINCIPALES CONCLUSIONS

1. A TI’échelle mondiale, la prévalence de la contraception (c’est-a-dire le
pourcentage de femmes en dge de procréer, mariées ou vivant en couple, qui pratiquent la
contraception) a atteint 61 % en 1998, valeur et année moyennes basées sur les données les plus
récentes de 160 pays. Dans les régions moins développées, la prévalence moyenne était de
59 %, soit 10 points de pourcentage de moins que dans les régions plus développées (ou elle
était de 69 %).

2. Vers la fin des années 90, c’était en Afrique que la prévalence, de 27 %, était la
plus faible du monde. La prévalence moyenne en Afrique au sud du Sahara, estimée a 20 %,
était encore plus faible. En revanche, les régions d’Asie et d’Amérique latine et des Caraibes,
ou la prévalence atteignait respectivement 64 et 71 %, connaissaient des taux comparables a
ceux des régions plus développées, I’Europe enregistrant 67 % et 1’Amérique du Nord (pays
hispanophones non compris) avec 1’ Australie et la Nouvelle-Zélande 76 %.

3. Pour ce qui est de la prévalence mondiale, elle est passée de 54 % en 1990 a 59 %
en 1995 et 63 % en 2000. L’augmentation a été plus lente dans les régions plus développées que
dans les régions moins développées, car, ayant déja atteint des prévalences élevées dans les
années 80, I’Europe, 1’Australie et la Nouvelle-Zélande n’ont pas vu de grands changements
dans les années 90. Mais [’augmentation a été rapide en Amérique du Nord (1 point de
pourcentage par an). Dans les régions moins développées, 1’augmentation a été rapide en
Afrique et dans la région d’ Amérique latine et des Caraibes (plus d’un point de pourcentage par
an en moyenne) mais plus lente en Asie (environ 0,8 point de pourcentage par an).

4. A I’échelle mondiale, 54 % des femmes mariées ou vivant en couple utilisent des
méthodes contraceptives modernes avec 21 % ayant opté pour la stérilisation féminine, 14 %
portant un dispositif intra-utérin (DIU) et 7 % prenant la pilule. Les méthodes contraceptives
modernes sont utilisées par une proportion plus importante de femmes mariées ou vivant en
couple des régions moins développées que de celles des régions plus développées : 90 % contre
81 %. Aux trois méthodes les plus courantes (stérilisation féminine, DIU et pilule)
correspondent les deux tiers de la prévalence de la contraception a 1’échelle mondiale.

5. Sur dix femmes qui utilisent la contraception dans les régions plus développées,
six ont recours a des méthodes réversibles et a court terme. Seulement deux femmes sur dix y
sont stérilisées et une sur dix porte un DIU. Dans les régions moins développées, quatre
femmes sur 10 ont recours a la stérilisation et prés de trois sur dix au DIU.

6. A 1’échelle mondiale, 20 % environ des utilisatrices de contraception ont recours a
une méthode faisant appel a la participation ou a la coopération de leur partenaire masculin.
Mais le recours aux méthodes axées sur les hommes est plus fréquent dans les régions plus
développées (40 % environ de la prévalence globale) que dans les régions moins développées
(14 % environ).

7. Entre 2000 et 2025, on prévoit que la prévalence de la contraception augmentera
lentement de 63 % a 67 %, la fécondité passant dans le méme temps de 2,8 a 2,3 enfants par
femme selon les prévisions correspondant a la variante moyenne des projections
démographiques de 1’Organisation des Nations Unies2. L’augmentation devrait étre un peu plus
rapide dans les régions moins développées que dans les régions plus développées, la prévalence
passant de 61 % a 68 % dans les pays en développement pris dans leur ensemble, et de 70 % a
75 % dans les pays développés.

8. Dans les régions moins développées, 1’augmentation la plus rapide et la plus
importante devrait se produire en Afrique, ou il faudrait que la prévalence passe de 28 % a

2 World Population Prospects: The 2002 Revision, vol. 1 : Comprehensive Tables
(publication des Nations Unies, numéro de vente : F.03.XIII.6).
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49 % entre 2000 et 2025 pour que la fécondité atteigne les taux projetés pour ce continent.
Dans les autres grandes régions, la prévalence ne devrait connaitre qu’une légere
augmentation : de 65 % a 71 % en Asie, de 74 % a 78 % en Amérique latine et aux Caraibes, et
de 62 % a 66 % en Océanie. En Amérique du Nord (pays hispanophones non compris), on
prévoit que la prévalence restera stable, a 82 %, de 2000 a 2025, car les prévisions donnent une
fécondité stable de 2 enfants par femme. En Europe, on prévoit une augmentation de la
prévalence, de 68 % a 75 %, malgré une fécondité en légére hausse de 2000 a 2025. Cela
s’explique par le fait que 1’utilisation plus large des méthodes de contraception ferait reculer le
recours a I’avortement.

9. De 2000 a 2025, le nombre de femmes mariées pratiquant la contraception devrait
augmenter pour I’ensemble du monde, passant de 654 millions a 846 millions, surtout du fait de
I’augmentation de leur nombre dans les régions moins développées, ou 1’on prévoit que le
nombre de femmes mariées utilisant des méthodes contraceptives passera de 535 millions a 746
millions. Dans les régions plus développées, leur nombre devrait reculer 1égérement, baissant
de 119 millions a 99 millions, d’une part parce que la proportion de femmes mariées devrait
baisser, et d’autre part du fait que la population en dge de procréer sera moins nombreuse.

10. Le nombre de femmes non mariées utilisant des méthodes contraceptives devrait
augmenter entre 2000 et 2025, passant de 126 millions a 178 millions pour I’ensemble du
monde. On prévoit une augmentation dans les régions moins développées (77 millions a 124
millions) comme dans les régions plus développées (49 millions a 54 millions).

11. Une proportion importante des couples vivant dans les pays en développement
cessent d’utiliser les méthodes contraceptives réversibles a cause de leurs effets secondaires,
d’inquiétudes sur les effets pour la santé des méthodes utilisées, ou d’autres problemes liés a
leur utilisation. Mais il est fréquent que les couples ne passent pas rapidement a une autre
méthode lorsqu’ils en abandonnent une. Les chiffres livrés par les Enquétes Démographiques et
de Santé montrent que la probabilit¢ médiane d’abandon dans les 12 mois suivant 1’adoption
d’une méthode était proche de 50 % pour les injectables et les préservatifs, et de 34 % pour la
pilule. L’abandon de 1’abstinence périodique et du retrait était moins fréquent. Le DIU constitue
I’exception notable a la régle qui veut que les méthodes réversibles soient souvent abandonnées
par bon nombre des couples qui les utilisent. La proportion médiane des couples abandonnant
I’utilisation du DIU dans les 12 mois suivant 1’adoption était de 12 %, plus faible donc que
pour toutes les autres méthodes réversibles.

12. En 2001, 92 % des pays du monde supportaient des programmes de planification
familiale et de distribution de contraceptifs, soit directement par le biais de services publics
(75 %), soit indirectement, en supportant les activités d’organisations non gouvernementales
telles que les associations de planification familiale (17 %).

United Nations Department of Economic and Social Affairs/Population Division xlvii
Levels and Trends of Contraceptive Use as Assessed in 2002






Pe3rome

KoHnTpanenuuss BbICTyHaeT OJHMM W3 TIAaBHBIX (AaKTOPOB, ONPENEISIOIINX YPOBHH
poxxmaemoctH. Mcnoiap3oBaHMe KOHTpauenTHBOB ¢ 1970 roma mOCTOSHHO pacTeT W B HacToOsIIee
BpeMs IIUPOKO pAaclpocTpaHeHo No BceMy wmupy. OIHAaKo B pasHbIX reorpaduueckux paifoHax
OTMEYaeTcsl pa3jIMYHBI MPOTPEecC, M COXPAHAIOTCA KPYMHBIE MPOOJIEMBI KaK B TOM, YTO KacaeTcs
HOBBIIICHUSI YPOBHA  HCIOJB30BAaHUSA IPOTHBO3aYaTOYHBIX CPEACTB JJIS  YIOBJIETBOPEHHS
CYLIECTBYIOIUX MTOTPEOHOCTEH B ONpEAEIeHHBIX PErHOHaxX, TaK U B TOM, YTO KacaeTcs oOeclie4eHHs
JOCTyHa K HCIOJB30BAHHIO JOCTATOYHO pPa3HOOOPAa3HBIX METONOB KOHTpPALENIMU B LEJIX
obecrie4eHHs Jy4YIIMX BO3MOXHOCTEH IS Iap, JKEJIAIOIUX I10JIb30BaThCS IPOTHBO3a4aTOYHBIMU
CPEICTBaMHU, JeJaTh 3TO Ha OCTOSHHOM OCHOBE M C BBICOKOH 3()()EeKTHUBHOCTHIO.

Hacrosmuit nokian o «MacmTabax M TEHISHUHMSIX MPUMEHEHHs MPOTUBO3a4aTOYHBIX CPEIICTB
no cocrtosHuio Ha 2002 roa» mnoxarotoBieH OTaenoM HapoaoHaceneHus JlemapTrameHTa IO
SKOHOMUYECKMM M counuanbHbIM Bompocam Cekperapuara Opranmsanmuu OO0benwHeHHBIX Harwmii B
paMKkax ocymiectBiasieMoi OTAenoM HapoIOHACEICHUsS ACATEIbHOCTH, CBA3AHHON C HAaOIIOACHUEM 3a
YPOBHSIMHU POXIAAEMOCTH, OPayHOCTH M NMPUMEHEHHUS! MPOTUBO3a4aTOYHBIX CPEACTB U TEHACHIUSIMU B
UX H3MEHEHUU BO BCEX CTpaHax Mupa. B HeM noka3aHo, 4YTO, XOTA CTpaHbl MHpPa B CBOEM
MOJIaBJIAIOIIEM OOJIBIIMHCTBE K HACTOSIIEMY BPEMEHHU B3sUIM Ha BOOPY)KEHHE MOJIUTUKY B HMOIICPKKY
IIJJAHUPOBAHUS pa3MEPOB CEMbU, BCE €II€ COXPAHAIOTCS 3HAUMUTENbHBIE pa3Wyusi B YPOBHSX
MIPUMEHEHHUsI MPOTUBO3a4aTOYHbIX CPEJCTB. XOTs MPUMEHEHNE IPOTHBO3au4aTOUYHBIX CPEACTB B MEHEe
Pa3BUTBIX PETHOHAX OYEHb CHJIBHO BBIPOCIIO, OOIIMI ypOBEHb MPUMEHEHHs MPOTHBO3a4aTOYHBIX
CPEACTB B 3THUX PErHOHAX BCE €IIe HMKE COOTBETCTBYIOIIETO YPOBHsS B 0ojiee Pa3BUTHIX PErHOHAX.
Kak ormeuaercs B 3TOM [OKIaje, BBICOKAas A0S Iap B Pa3BUBAIOIIMXCSA CTpaHaxX IpeKpamaer
HCIIOIb30BaHUE OAHOTO METOAAa KOHTpauenuuu 6e3 ObICTpOro mepexona K APYyromy, U 3TO TOBOPHUT O
TOM, 4YTO caM IO cebe POCT YPOBHA NPHUMEHEHHUS NPOTHBO3a4aTOYHBIX CPEICTB HE 00s3aTEIHHO
O03HaYaeT yCIEIHOe N30eKaHne HeXKeNaTEIbHBIX NI HECBOEBPEMEHHBIX 0€PEMEHHOCTEH.

Ypomm NPUMEHEHUS MPOTUBO3AYATOYHLIX CPEACTB

ypOBeHI) IMPUMEHCHUA MMPOTHUBO3a4YaTOYHBIX CPCACTB BO BCEM MHPE — HpOHeHTHLIﬁ II0Ka3aTciib
YUClia KEHIUH, MPUMEHSIONUX MPOTHBO3aYyaTOYHbIC CPEACTBA, IO OTHOIICHHIO K OOIIEMY YHCITY
JKEHIIMH B PENPOJYKTUBHOM BO3PAacTe, COCTOSAUIUX B OPUIMAIBLHO OPOPMIECHHOM WM TPa)JaaHCKOM
O6pake, — 1o orneHkam, B 1998 roay, sIBASIOIIEMCS YCPEIHCHHOMN AaTOi, HA KOTOPYIO UMEINUCHh CaMble
cBexxue naHHble o 160 ctpanam, goctur 61 mpomeHta. OmXHAKO 3a 3THM CPEAHUM MIIOOATBHBIM
MoKa3aresieM CKPBIBAIOTCS HEMaJOBaXKHbIC PAa3IH4Msl B MMOKA3aTEeNsIX MEXKIy TpYIIaMH, OCHOBHBIMU
palioHaMU W PEerHOHaMH Pa3HOTO YPOBHS Pa3BUTHUS U BHYTPU HHUX.

ypOBeHI) MPUMEHCHUA OpOTUBO3a4YaTOYHBIX CpCIACTB B MCHEEC Pa3BUTBIX pEeruoHax,
COCTaBIIABIIMI B cpeaHeM 59 TpOLEHTOB, ObUT HWXXE COOTBETCTBYIOIIEro IIoKaszaresiss B Oolee
Pa3BHUTHIX PETHOHAX, KOTOPBIH cocTaBmiI 69 mpoueHToB. Cpean MeHee pa3BUTHIX PETHOHOB, B CTpaHaX
Asun u Jlatuackoit AmMepuku u Kapubekoro 6acceifHa mokasaTeaud IPpUMEHEHUS NMPOTHBO3a4aTOYHBIX
CPEICTB, COCTaBHBIIHNE, COOTBETCTBEHHO, 64 mpoleHTa W 71 TPOILEHT, IOCTUINIM YPOBHEH,
COINOCTAaBUMBIX C IIOKa3aTensMu 1o Oojiee pa3BUTBIM pETHOHAM, B TO BpeMs Kak IIOKa3aTelb
MPUMEHEHHsI TPOTHUBO3a4aTOYHBIX CpeACTB B Adpuke ObUI 3HAYUTEIBHO HIXKE U cOCTaBisl 27
npoueHToB. Cpenuuii ypoBeHb B cTpanax Adpuku k rory ot Caxapbl, BMECTE B3SITBIX, OBLI €Ille HHXKE
U COCTaBIslI, 10 omeHkaM, 20 mporeHToB. UTo kacaeTcsi Oojee pa3BUTHIX PErHOHOB, TO B EBpore
YPOBEHb NPUMEHEHHUS MPOTHBO3aYaTOYHBIX CPEICTB, COCTABISABIINI 67 TPOIEHTOB, OBUT HIDKE
ypoBHs B CeBepHoit AMepuke, ABctpanuu 1 HoBoif 3emanauu, rie oH COCTaBUI 76 IPOIEHTOB.

YpoBeHb NMPUMEHEHHS MPOTHBO3a4aTOYHBIX CPEACTB 3HAYUTEIBHO pa3jiddalics Mo cTpaHaMm. B
Adpuke, B TO BpeMs KakK B MOJOBHHE BCEX CTpaH YPOBHHU MPUMEHCHHS MPOTHBO3a4aTOUYHBIX CPEACTB
Obut HIKe 20 TPOICHTOB, B HEKOTOPBHIX CTpaHaX OTMEYAIHCh JOCTATOYHO BBICOKHE YPOBHH
NPUMEHEHHSI MPOTUBO3a4aTOYHBIX CpelNCcTB, B ToM umucie — B Erunrte, 3umbabBe, Kabo-Bepae,
Mapoxkko u HOxHo# Adpuke, rae ypoBHH NMPUMEHCHHS MPOTHBO3AYaTOYHBIX CPEICTB COCTABJSIIA OT
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50 no 60 mpouenrto; B Amxupe, Petonbone m TyHuce, rge ypoBHH cocTaBisuim oT 60 mo 70
MPOLEHTOB; U B MaBpUKUH, I/I€ YPOBEHb COCTABISI 75 MPOLEHTOB.

B A3zum modtHm B MOJOBHHE BCEX CTpPaH YPOBEHb NMPUMEHEHUS IMPOTHBO3a4aTOYHBIX CPEICTB
cocraBimsm 60 mpomentoB wmm Bemme. Cpenm HuX, B Kurae u Tonkonre (CremmaabHOM
aIMUHUCTPATUBHOM paiioHe KuTas) ObUIH TOCTHUTHYTHI CaMbIe BRICOKHE B MHUPE YPOBHH IIPUMCHCHUS
MPOTHUBO3a4aTOYHBIX CPEACTB, cocTaBuBlIMEe &4 mpoueHTa U 86 MPOLIEHTOB, COOTBETCTBEHHO.
Brernam, Mcnamckas Pecniyonuka Hpan, Pecnyonuka Kopes n Tamnmann takxke ObIM cpenu CTpaH,
JUAUPYIOIKUX IO YPOBHSIM MNPUMEHEHHUs MPOTUBO3a4aTOUYHBIX CPEICTB, MPHU YPOBHAX Bhime 70
nporeHToB. B momonHenme k Kwuraro deTkipe apyrue cTpaHbl A3ud ¢ OONBIIONH YHCICHHOCTHIO
HaceneHuss — banrmagem, Wunus, MHnoHe3us u SnoHUS — AOCTUITIM OTHOCHUTEIBHO BBICOKUX
Mokaszareyieli IpUMEeHEeHUs MPOTUBO3a4aTOUYHBIX CPEACTB Ha ypoBHE 50 MpoueHTOB Wiu Bhile. OgHAKO
B BOCBMH CTpaHax YpPOBHU HIPUMEHCHUS IPOTUBO3a4aTOYHBIX CPEIACTB ObUIM Bce eme Hmke 30
MPOIEHTOB, a WMeHHO B Adranucrane, byrane, Hpake, ﬁeMeHe, Kam6omke, OObeaMHEHHBIX
Apabckux Dmuparax, Omane u [lakucrane.

B Jlarunackoit Amepuke n Kapubckom OacceifHe pa3nudusi Ha CTPAaHOBOM YPOBHE OBLIN MEHBIIE,
yeM B Adprke uam A3uM, NOpH 3TOM YPOBEHb NPHMEHEHUS MPOTHBO3a4aTOYHBIX CPEICTB
BapbupoBaiucs oT npubausutenbHo 30 mporeHtoB B ['Batemaine, ['antu u [Nafiane 10 mpuOIU3UTEIBHO
75 nponenTtoB B bpasunuu, Komym6un, Kocra-Puke, Kybe u ITyspro-Puko.

B EBpormie ypoBeHb IPUMEHEHHS TPOTHBO3a9aTOYHBIX CPEACTB ObLT B 11eJIOM HIDKE 50 IpOIeHTOB
B crtpaHax Boctouynoit EBpomsr m B rocymapcrBax — ObBImMX pecnyOnmkax Coroza CoOBETCKHX
Connanuncrnuecknx Pecnyouimmk (CCCP), HO B oCTanbHBIX cTpaHax EBpOIBI ypoBEHb NpPHMEHEHUS
MIPOTHBO3a4aTOYHBIX CPEICTB ObLI 0OBIYHO BEIIIE 70 MPOIEHTOB.

B xoHme 90-x romoB ypOBEHB HCIIONIB30BAHUS COBPEMEHHBIX METOIOB KOHTpPAICHIUU CPEAH
JKEHIINH B PENPOAYKTUBHOM BO3PACTE, COCTOSAUINX B OPHUIINAIBEHO OGOPMIICHHOM WM TPaXTaHCKOM
Opaxe, OB MOYTH ONMHAKOBBIM B OoJsiee Pa3BUTHIX peruoHax (55 NMPOIEHTOB) M B MEHEE Pa3BUTHIX
perunonax (54 mporieHTa), HO YPOBEHb HMCIIOJIB30BAHUS TPATUIIMOHHBIX METOIOB KOHTpAleHNIUN ObLI
BIBOC BbIIE B Ooiyiee pa3BUTHIX pernoHax (13 mporeHTOB), YeM B MEHEE pa3BUTHIX PETHOHAX
(6 mPOIEHTOB), U STUM B 3HAYUTEIHHOU Mepe OOBSCHAIOTCS Pa3IN4Msl B OOIIEM YPOBHE MPHUMEHEHUS
MIPOTHBO3a4aTOYHBIX CPEJCTB MEX Iy Oojee pa3BUTHIMA M MEHEE Pa3BUTHIMH pPErHOHAMM.

Tel-l[[el-llll/llfl B UIBMCHECHUH YPOBHSH NPUMEHECHHUA MPOTHBO3AYATOYHBIX CPEACTB

YpoBeHb IPUMEHEHHUs MPOTHBO3AYaTOYHBIX CPEACTB BO BCEM MHpE, MO OILEHKaM, Bo3poc ¢ 54
nporueHToB B 1990 roay no 59 npouenros B 1995 roay u 63 npouentos B 2000 rony. Ota TeHAeHLUS,
paccuuTaHHas Ha OCHOBE COIOCTaBHMMBIX MaHHBIX Mo 120 crpaHam, omnpenensieTcsi MOCICACTBUIMHU
ropas/lo MEHBIIEro NpHpPOCTa B OoJjiee Pa3BUTHIX PETHOHAX IO CPaBHEHHIO C MEHEE DPa3BUTHIMH
pernonamu. B Gosee pa3BUTHIX pEerMOHAaX YpPOBEHb MPUMEHEHHMs MPOTHBO3a4aTOYHBIX CPEICTB BHIPOC
¢ 66 mpoueHntoB B 1990 rony mo 68 npouenros B 1995 rony u 70 mponentos B 2000 rony, T.e. Ha
npotrsbkeHun 90-x romoB oH poc Ha 0,4 mpomeHTa B rox. B MeHee pa3BUTBIX pErHOHAX ypPOBEHb
NPUMEHEHUS MPOTUBO3a4aTOYHBIX CPEACTB BbIpoC ¢ 52 mpoueHToB B 1990 roxy no 57 mpoueHToB B
1995 roay u 61 mponenta B 2000 rony, u ciiefoBarenbHo, poc B cpefHeM Ha (0,9 mpoueHTa B rof.

HaOmromarorcst  Oomplume pa3nuuusl B TEHACGHOHMSIX H3MEHEHHUS YPOBHA IPUMEHEHUA
MIPOTHBO3a4aTOYHBIX CPEICTB 10 OCHOBHBIM paiioHaM M permoHam. UTo KacaeTcsi Oojiee pa3BUTHIX
pErMoHOB, TO IMOKa3aTeld NMPUMEHEHMsI IMPOTHBO3adaTOYHBIX CpelncTB 3a 90-e roasl HE INpeTepIreNH
3HAUYUTENBHBIX HW3MeHeHud B EBpone m B ABcTpanuu u Hoso# 3enangun. Opnako B CeBepHOMU
AMepuKe 3TOT ToKazareiab poc OblcTpeiMM Temnamu (Ha 1,0 mpoueHra B rox). B Menee pa3BuTBIX
permoHax IOKa3aTeld MPUMEHEHMsI IPOTHBO3a4aTOYHBIX CPEACTB POCIH OBICTPBIMH TEMIAMHU B
crpanax Adpukn u Jlarnackoit Amepuku m Kapubcekoro Oacceifna (B cpegHem Oosiee uem Ha 1,0
MIPOIIEHTA B I'Of), HO OoJjiee MeJICHHBIMH TemnaMu B A3nu (Ha 0,8 mporieHTa B roxn).

3a Oponuioe ACCATUIICTUC POCT YPOBHA NPUMCHCHHA NPOTUBO3aYaTOYHBIX CPCACTB OBLI CBs3aH
TJTIaBHBIM 06pa30M C pacIMp€HHUEM HCIIOJIb30BaHUA COBPECMCHHBIX METOAOB, TOKA3aTCJIb MPUMCHCHUA
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KOTOPBIX BbIpOC ¢ 47 mpoueHToB B 1990 rony no 52 mpouenrtos B 1995 rony u 56 npouentos B 2000
rony. B Gonee pa3BuThIX pernonax, ocooeHHo B Bocrounoit n FOxHoi#t EBporie, poct ncronp3oBanns
COBPEMEHHBIX METOOB COIPOBOXKIAJICS COKPAIIEHUEM HCIIOIb30BAHMS TPAJAUIIMOHHBIX METOOB.

B Adpuxe HU3KHE ypOBHHM NPHMEHEHHUS NPOTHBO3a4aTOYHBIX CPEICTB COXPAHSUIMCH C Hadasa
70-x romoB B crpaHax Bocrounoi, Llenrpansaoi u 3amanHoit AGppukn. 3HaYUTEIbHBIA POCT B 3THX
permoHax Havayicst JUIIb B KoHIE 80-X mim Hagane 90-X ronoB, M 3TUM OOBSCHAETCS TO, 4TO B 87
MpoIeHTax appUKAHCKUX CTPaH, MO KOTOPHIM MMEJIHNCH AaHHbIE 0 TeHaeHIuAX, B 2000 roqy Bce eme
HaOII0ONaMMCh YPOBHHU MPUMEHEHHUS MIPOTUBO3a4aTOYHBIX cpencTB Hike 30 mporeHToB. B oTnnuune or
aroro, B crpanax CeBepHOi ApukH U 10KHOH wacTH Adpukn HaumHas ¢ 70-X ronoB HaOIIOmANNCH
OBICTpBIE TEMIIBI pOCTa IMOKa3aTeJael MPUMEHEHHNsI IPOTHBO3aYaTOYHBIX CPENICTB.

Yrto kacaetcs A3uu, TO cTpaHbl BOoCTOYHOM A3WM AOCTUINIM BBICOKMX YPOBHEH NpUMEHEHUS
MPOTUBO3a4aTOUYHBIX cpeAcTB B KoHIE 70-x u Hadane 80-x romoB oT 60 no 70 mpouLEeHTOB, HO C TexX
IOp B HUX HE MPOUCXOIUIIO CYIIECTBEHHOro pocTa. B cTpaHax roxHO# yactu LleHTpampHOW A3uu u
IOro-BocrouHoit A3um ypoBHHM HPUMEHEHMsI INPOTHBO3a4aTOYHBIX cpeAcTB B 70-e¢ ronmbl ObumH
3HAYUTENBbHO HUXKE, HO C T€X MOp OHU HEYKJIOHHO pacTyT. B 3amagHoli A3uu ypoBEHb NPUMEHEHUS
MMPOTHUBO3a4aTOYHEIX CPEACTB MOBBINIANCS MIIaBHEIM 00pa3oM B 90-x romax.

B crpanax JlarnHckoit Amepukn u Kapubckoro Oacceiina HaumHast ¢ 1970 roma Takxke
MIPOUCXOINI YCTOWYMUBBIA POCT YPOBHSA INPHUMEHEHHUS IPOTHBO3avaTOYHBIX CpeACcTB. Ha mpoTsskeHnn
90-x romoB MmOYTHM B 75 HPOLEHTaX CTPaH 3TOrO 3HAYUTEIBHOIO PErHOHAa YPOBEHb NPHUMEHEHUS
MPOTHUBO3a4aTOYHBIX CPEACTB MOBBIIIANICS IO MeHbIIelH Mepe Ha 1,0 mporeHTa B rof.

B crpanax Cesepnoil EBponsl, 3anagHoit EBponsl u CeBepHON AMEpHKH, a Takke B ABCTpaluu
n HoBoit 3emaHnaum B TEYCHHE JOJTOrO0 BPEMEHH COXPAHSIOTCSA IIOKa3aTeldd MpPUMEHEHHUS
MPOTUBO3a4aTOYHBIX CPEACTB Ha ypoBHe 70 mporeHToB U Bblme. B crpanax Bocrounoit u FOxHoM
EBponsr ¢ Hauanma 70-X rofoB yYpOBHHM INPHMEHEHHS IMPOTHBO3AaYaTOYHBIX CPEACTB ObUIM HIDKE H
cocraBusinu oT 50 go 70 mpouenTtoB. McknroueHuem sBnsgerca McmaHus, B KOTOPOU Ha HACTOSIIUN
MOMEHT OTMEUaeTCsi OJUH M3 CaMbIX BBICOKMX B MHPE ypPOBHEH INPUMEHEHHs] MPOTUBO3a4aTOYHBIX
cpencts (6osee 80 MpoIEeHTOB).

IMpuMeHsieMble MeTOIBI KOHTPALEMIHA

Jlums B ONHOW YETBEPTH CTpaH, IO KOTOPHIM HMeEIOTcs maHHbIe, B 1998 romy 50 wmum Oosee
MPOIICHTOB CIly4aeB HPUMEHEHHS IMPOTHBO3aYaTOYHBIX CPEICTB JKCHIIMHAMH B PENPOAYKTHBHOM
BO3pacTe, COCTOSIIIMMH B O(GUIHAIBHO O(QOPMIICHHOM WM TPaXJTaHCKOM Opake, NMPUXOAMIIOCH Ha
OJIMH-€IUHCTBEHHBIH MeToJl. Bo Bcex oCHOBHBIX paiioHax okoio 50 wim Oojee NMpPOIECHTOB clydacB
MPUMEHEHUS IPOTUBO3a4aTOYHBIX CPEACTB MPUXOJUIOCH BCErO HA BA METOAA KOHTPALICIIIIHH.

B Hacrosmee BpeMsl B MPUMEHECHUH MPOTUBO3a4aTOYHBIX CPENICTB MpeodiiagacT UCIOIb30BaHIE
COBPEMEHHEIX METOAOB KoHTparenuuu. COBpeMEeHHBIE METOABI OoJiee MUPOKO UCIIOTB3YIOTCS B MCHEE
pa3BUTBIX CTpaHax, B KOTOpPbIX Ha HHUX nOpuxoautTcss 90 mNpOLEHTOB BCEro MNPUMEHEHHUS
MMPOTHUBO3a4aTOYHBIX CPEACTB, MO CPaBHCHHIO C Ooliee Pa3BUTHIMH PETHOHAMH, B KOTOPHIX Ha HHX
npuxoautcs §1 mpomeHT Bcero mpuMeHeHus. TpeMst Hauboliee 9acTo HCIOJB3yEeMBEIMUA BO BCEM MHPE
METOAAMM SBJSIOTCS CTEpUIIM3alusl >KEHIIMH, BHYTPHUMATOYHBIE MPOTUBO3a4YaTOUYHbIE CpPEACTBA
(BMC) u TabneTku, MO0 KOTOPHEIM YPOBHU HPUMEHEHHUS MPOTUBO3a4aTOYHBIX CPEICTB >KCHIIHMHAMH
PETpPOAYKTHBHOTO BO3pacTa, COCTOAIMMMHU B OQHUIHATHFHO O(GOPMICHHOM WM TPpakTaHCKOM Opake,
COCTaBJISIIOT, COOTBETCTBEHHO, 21 mpoueHT, 14 npoueHToB U 7 mpoLeHTOB. BMecte B3siTble 3TH TpU
METOJAa HCHOJIB3YIOTCS JBYMsSI M3 TpeX OJKEHIUMH PENpOAyKTUBHOIO BO3pacTa, COCTOAIIMMHU B
opunranbHO O(GOPMIICHHOM IJIM TPAXJAHCKOM Opake W TPUMCHSIOIMINMHU ITPOTHBO3a4aTOUYHBIC
cpencrBa. Jns Bcex  TpaIMIMOHHBIX METOAOB BMECTE B3SATHIX ypPOBEHb IPUMEHEHUS
MPOTUBO3a4YaTOUYHBIX CPEJICTB COCTABIISIET JIUIIb 7 MPOLIEHTOB.

Otn Tpu Hambolee YaCTO HCIIONb3yeMbIEe MeTOoAa OCOOEHHO MOMYJISpHBI B MEHEE Pa3BUTHIX
permonax, rae 23 MpOIEHTa >KEHIIWH PENpPOAYKTHBHOTO BO3pacTa, COCTOSIIMX B OQUIHAIBHO
0ohOPMIIEHHOM HWJIM TpaXkJAaHCKOM Opake, NpHOEralT K CTEpWIM3aluy, eme |5 nponeHToB
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nonb3ytorcs BMC n 6 mporeHTtoB — Tabnerkamu. B Oosee pa3BUTBIX permoHax HCIIOIb30BaHHE
TabJIETOK PacIpOCTPaHEHO OoJiee IHUPOKO O CPABHEHHUIO C MEHEE PA3BUTHIMU PETHOHAMH, H YPOBCHb
WX IPUMEHEHUs cocTaBiigeT 16 mpoueHToB. Benen 3a aTuM HanGojiee paclpoCTpaHEHO MPUMCEHEHHE
npe3epBaruBa (ypoBeHb IpUMEHEHUS — 13 mpoieHToB), crepuiusanus xeHmuH (10 nmponeHToB) M
BMC (8 nporueHToB).

OTH ypOBHH NPUMEHEHHS NPOTHBO3a4aTOYHBIX CPEICTB MO3BOJSIOT CAENATh BBIBOX O TOM, YTO B
Ooyee pa3BUTHIX pernoHax 42 TMpOIEHTa Iap, HCHOJIB3YIOIHUX IPOTHBO3a4aTOYHBIE CPEICTBA,
nosiararorcst MO0 Ha TabneTky, MO0 Ha Mpe3epBaTUBBI. B Oonee pa3BUTHIX PEerHMOHAX CBBIIIEC HIECTH
U3 JIECSITH JKEHIIUH, MOJIB3YIOIINXCS MPOTHBO3a4aTOYHBIMI CPEJICTBAMHU M COCTOSIIIUNX B O(UIMAIBHO
0ohOPMIICHHOM HWJIM TpakIaHCKOM Opake, IOJIaraloTcsi Ha KPaTKOCPOYHBIE METOJIbI, HMEIoIIne
oOpaTuMble MOCIEACTBHS (BKIIOYAsi TPAJUIIMOHHBIE METO/ABI KOHTPALENIHNH), TOTAAa KaK TOJIBKO J[BE
JKSHIIIMHBI U3 I€CSITH NMPUOETAaIoT K CTEPIIIM3aLNN U OJHA U3 ecsaTH nonbidyercss BMC. B otnuune ot
9TOTO B MEHEe PpAa3BHUTHIX pPErMoHaxX Iapbl HMMEIOT TEHJICGHOHMIO K HCIOJIb30BaHHUIO Ooiee
JIOJITOCPOYHBIX, BBICOKOA()(PEKTUBHBIX KIMHUYECKHMX METOAOB KOHTpAIEINIHWH, W TOYTH JIBE TPETH
BCEX JKEHINMH B PENPOAYKTHBHOM BO3PacTe, MOIb3YIOIIUXCS MPOTHUBO3aYaTOUYHBIMHU CpPEICTBAMH H
COCTOSIIIMX B OQHUIHAIBHO OQOPMIEHHOM WM I'paKJIaHCKOM Opake, MOoJjaraloTcs Ha CTEPHUIIM3AIUI0
nnu BMC. Bblcokue ypoBHU JKE€HCKOU CTEpUIM3allUd — PacIpOCTPAaHEHHOE SIBIEHHUE B psJie CTpaH
A3un u JlarnHCcKOH AMEpHKH, B TO BpeMsl KaK BBICOKHE ypoBHHM npumeHeHuss BMC Oozee wacTo
BCTpeYaroTcs B cTpaHax A3uu, B yacTHocTH B Kurae.

HpI/IMepHO OHa U3 IATHU Map, NOJIb3YIOIUXCA ITPOTUBO3a4aTOYHBIMU CPEACTBAMU BO BCEM MHUDEC,
nojlaracTtcsa Ha METOAbI, IMPCANOoJararomumue MYKCKOC y4dacCTHhue (PICHOJ'IB?)OB&HI/IG npe3epBaruBa HIN
CTCpHUIn3alusa My)K‘II/IH) nin COHeﬁCTBHe (I/ICHOJ'IL3OBaHI/I€ PUTMHUYCCKOI0O METOAda WKW IPCPbIBAHUC
II0JIOBOTO aKTa). Hcnonws3oBanne METOAOB, PpPAaCCUUTAHHBIX Ha Y4YaCTHC MYKYUHBI, MIHUPC
pacupoCTpaHEHO B Oomee Pa3BUTBHIX PETUOHAX, A€ HA HUX IMOJAraroTCsa ABC Iapbl U3 OATH, IO
CPaBHCHHUIO C MCHEC PAa3BUTBIMU PETUOHAMU, I’IC 5TU METOAbI UCITOJIb3YIOTCS TOJIBKO OI[HOI>'I HapOfI Hu3
CCMU.

TeHIeHIUN NMPUMEHEHHs MPOTHBO3a4YaTOYHBIX CPEICTB B OyaymeM

I[To omenkam, B mepumon 2000-2025 romoB HE0OXOQWMO IOBBICUTH OOIIEMHPOBOW YpPOBEHB
MPUMEHEHHsI TMPOTHBO3a4aTOYHBIX CpeACTB ¢ 63 1o 67 MpOmEHTOB B LENAX oOOecredeHus
BO3MOXHOCTH COKpaIlleHHsI BceoOmeld poxaaemMocTu ¢ 2,8 no 2,3 peGeHKa Ha OJHY J>KCHIIUHY, Kak
MIPEIYCMOTPEHO B BapHaHTE CpPEIHEr0 YPOBHS jAeMorpaduueckux mporHozoB OpraHuzanuu
OOwvenuuennbix Hamuit B m3ganum 2002 roma (“2002 Revision™)!. [TockompKy 3amada COKpamIeHUs
pOXXIIaeMOCTH OTPAaHWYMBACTCS MCEHEe pa3BUTHIMH pErHOHAMH, Ui HHX IIPeLyCcMaTpUBACTCS
3aMETHBIA POCT YPOBHS MPUMEHEHUS NIPOTUBO3a4aTouHbIX cpeacts: ¢ 61 npouenta B 2000 roay no 68
npoueHTtoB B 2025 roxy. B Gonee pa3BUTBHIX pernoHax MpPOrHO3MPYETCs HEOONBIIOW POCT ypOBHEH
poxnaemoctu ¢ 1,6 pebenka Ha onHy >keHOuHy B 2000 romy mo 1,7 pebGenka Ha OIHY >KEHIIMHY B
2025 romy, OgHAKO, UCXOAS U3 TOro, 4TO PACHPOCTPAHEHHOE B HACTOsNIEe BpeMs IPUMEHEHUE
abopTOB, KaK OXHUAAeTCs, Oy/leT YaCTUYHO 3aMEHEHO HCIIOJIb30BAaHWEM ITPOTHBO3a4aTOYHBIX CPEICTB,
0XKHAAETCsI POCT YPOBHS MPUMEHEHHS MPOTUBO3a4aTo4HbIX cpeacTB ¢ 70 nmpouenTtos B 2000 roxy mo
75 npouenTtoB B 2025 rony.

Uto KacaeTcsi MEHEe Pa3BUTBHIX PETHOHOB, TO CaMbIi OBICTPBIM M 3HAYMTEIBHBIM POCT YPOBHSA
pacupoCTpaHeHUsST MPOTUBO3a4aTOYHEIX CPEACTB JOJDKEH Mponu3oiité B Adpuke, rae B mepuon 2000—
2025 TogoB OH AOJDKEH MOBBICHTHCA C 28 10 49 mpoOUeHTOB, ¢ TeM YTOOBI MOTJIO OBITH O0ECIEUYCHO
MIPOTHO3UpPYEMOE COKpamnieHue poxzaaemoctu ¢ 5,1 no 3,4 pebGenka Ha ofHy >KeHIIMHY. B A3zum, rne
MIPOTHO3UPYETCS CHUKEHUE POXKAaeMOCTH ¢ 2,6 no 2,1 peGeHKa Ha OHY XCHIIMHY, TPOU30MUIET, KaK
0XKHMJAETCsI, yMEPEHHBIN POCT ypOBHSA NIPUMEHEHHUS IPOTUBO3a4aTOYHBIX CPEACTB: C 65 MPOLIEHTOB A0
71 mpomenrta. B crtpanax Jlatmnckoii Amepukm u Kapumbckoro OacceifHa, TZe HpOTHO3HPYETCS
CHIDKEHHE poknaeMoctd ¢ 2,6 no 2,0 pebeHKa Ha ONHY JKEHIIMHY, O)KHJIAETCs ITOBBIIICHHE YPOBHS

L World Population Prospects: The 2002 Revision, vol. I: Comprehensive Tables (United Nations
publication, Sales No. E.03.XIIL.6).
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MPUMEHEHHUSI MPOTUBO3a4aTOYHBIX cpeacTB ¢ 74 no 78 mpoueHToB. He3HaunTenbHOE MHOBBILICHUE
YpPOBHS TPHMEHEHHUs IMPOTHBO3AaYaTOYHBIX CPEACTB oOxupaercsa Ttakxke B Oxeanmn (¢ 62 1o
66 TIPOIICHTOB), TAC IPOTHO3UPYETCS CHIMKEHHE O0Ommel poxmaeMoctu ¢ 2,4 peOcHKa Ha OIHY
skeHuHy B 2000 roxy mo 2,1 pebenka Ha oxHy >keHIIUHY B 2025 rony.

B CeBepHoii AMepuke, I7ie IpOrHO3UpYyeMasi pOKJIA€MOCTh OCTAHETCSI B OCHOBHOM HEM3MEHHOM
Ha ypoBHe 2 neTed Ha ofHy >keHmWHHY, B mnepuon 2000-2025 romoB mnokazaTeiab NPUMEHEHUS
MIPOTUBO3a4aTOYHBIX CPEACTB, KaK OXKMIAETCsA, TAaK)Ke OocTaHercss Oe3 M3MEHEHHWH Ha ypoBHE 82
MPOLEHTOB. BMecTe ¢ TeM 0XHMAAETCd YMEPEHHBI pOCT YPOBHS NPHUMEHEHHS MPOTHUBO3a4aTOYHBIX
cpenctes B EBpome (¢ 68 mo 75 mpouenrtoB), xorst B mepuozn 2000-2025 romoB okumaercs pocT
poxmaemoct (¢ 1,4 mo 1,6 pebeHka Ha OHY >KCHIIUHY). [IpOTHO3UpPYEMBII pOCT YpOBHS
NPUMEHEHHSI IPOTHBO3a4aTOYHBIX CPEACTB B EBpome OCHOBBIBa€TCs Ha TOM HPEAMNOJIONKEHUH, YTO
OoJyiee IMMPOKOE HCIIONB30BaHHE 3()(PEKTUBHBIX METOAOB KOHTpALENUNUHA MPHUBEIACT K COKPAIICHHIO
yrciia abopTosB.

B mmpoBom wmacmTabe Ha mepuonm 2000—2025 romoB MpPOTHO3HpPYETCS YBEIWYCHHE YHCIA
3aMY’KHUX JKCHIIWH, MOJB3YIOIIHUXCS MPOTHUBO3a4aTOUYHBIMU CpeAcTBaMH, ¢ 654 mMuinuoHoB no 846
MIULTHOHOB YEJIOBEK, TJIABHBIM 00pa3oM B pe3yibTaTe POCTa, KOTOPHIH, IO MPOTHO3aM, TPOU30UIET B
MEHEE Pa3BUTBLIX PEruoHax, € YMCIO 3aMy>XHUX KEHIIWH, MOJb3YIOIIMUXCS NPOTHBO3a4aTOYHBIMU
CpeACTBaMH, KaK OXHUIAeTCs, BBIpacTeT ¢ 535 MmimmnoHOB n0 746 mumuinoHoB. B Gonee pa3BHTHIX
peruoHax, HampoOTUB, YUCJIO 3aMY>KHUX >KEHILIHUH, MOJb3YIOIIMNXCS TPOTUBO3a4aTOYHBIMU CPEJICTBAMU,
Kak OXuJaeTcs, yMeHbIUTCcA co 119 no 99 MHIIMOHOB YelOBEK BCIEACTBUE IMPOTHO3UPYEMOTO
YMEHBIIEHUS YUCICHHOCTH JKEHIIMH B PEIPOAYKTUBHOM Bo3pacte (¢ 300 Muyutnonos genosek B 2000
roxy 1o 265 muumnoHoB B 2025 rony) v MpOrHO3UPYEMOT0 COKPALISHUS TOJIA 3aMYy>KHHUX JKCHIIIHH.

Uucino JKeHIIMH B pPENpOAyKTHBHOM BO3pacTe, COCTOSIIMX B Opake ¥ IONb3YIOLINXCA
MIPOTHBO3a4aTOYHBIMHU CPEICTBAMH, 110 MPOTHO3aM, YBEJINUUTCS BTpoe B Adpuke, ¢ 33 MHIITHOHOB 10
100 MMJITMOHOB YEJIOBEK, M 3HAYUTEILHO BBIPACTET, HO OOJiee MEIJICHHBIMU TeMIIaMH, Kak B A3UH,
tak u B Jlatnnckoit AMepuke n Kapubckom Oacceiine: ¢ 449 MuIImoHOB 10 559 MIUITMOHOB YEJIOBEK
B A3num u ¢ 61 mmmmona 1o 84 MwuMoHOB uenoBek B JlarnHckoit Amepuke n Kapubckom Gacceiine.
Menee 3HaumMTeNbHBIH pocT mporuosupyercs s CesepHoit Amepuku (¢ 34 mwumoHoB 1o 37
MMJUTMOHOB 4enoBek) n Oxeanun (¢ 2,8 MuutMoHa 1o 3,2 MUJUIMOHA YEJOBEK), B TO BpeMsl KaK B
EBpomne nporuosupyercs cokpamnieHue ¢ 74 MUUIHOHOB 10 64 MHJIJTMOHOB YEJIOBEK, YTO OOBICHIETCA
KaK IMPOTHO3UPYEMBIM COKpAII€HWEM YHCJIEHHOCTH JKEHIIMH B Bo3pacTe oT 15 mo 49 ner, tak u
MPOTHO3UPYEMBIM YMEHBIIEHUEM JOJIM 3aMYKHUX >KCHIIUH.

Kpome Toro, B mepuon 2000-2025 rogoB 4MCIO HE3aMYXHHUX MXEHIIUH B PENPOAYKTUBHOM
BO3pacTe, MOJB3YIOIINXCS MPOTHBO3a4aTOYHBIMU CPEACTBAMH, IO MPOTHO3aM, TAaKXXe BBIPACTET B
MHpOBOM MacmTabe co 126 MuuinmoHoB 10 178 MuIUIMOHOB 4enoBeK. POCT mporHosmpyercst Kak B
Oosee pa3BUTHIX permoHax (¢ 49 MHIUIMOHOB 10 54 MIJIMOHOB YEJIOBEK), TaK U B MEHEE Pa3BUTHIX
peruonax (¢ 77 MUUIMOHOB 110 124 MUUINOHOB YEJIOBEK).

I[I/lHaMl/IKa H3MeHEeHHH B M0JIb30BaHUU NMPOTUBO3AYAaTOYHBIMU CPEACTBAMHU

I[aHHLIe, MNOJYYCHHBIC B PCE3yJIbTaTe 06CH€Z[OBaHPII>'I B o0Omactu HapOAOHACCJIICHUA U
3APaBOOXpPAaHCHH, YKA3bIBAKOT HA TO, YTO B PA3BHUBAIOIIUXCA CTpaHaxX 3HAYUTCIbHAA OO0Jd Iap,
HOJB3YHOHIUXCd MCETOAaMU KOHTpaluenuuu, UMCHOHNIMMH 06paTI/IMBI€ HOCJICACTBHA, NpPEKpalacT HUx
HCIIOJIB30BAHHEC IO MPHUYUHC OKa3bIBACMbIX HMH MMOOOYHBIX Sq)(l)eKTOB, COMHEHHMI B 0€30IIaCHOCTHU
OPpUMCHACMBIX MCTOAOB JJIA 3A0POBbA UJIN APYTUX HpO6J’I€M, CBsA3aHHBIX C UCIIOJIB30BAHUEM TOI'O UJIU
HHOro meroaa. O,HHaKO mapbl HC OCYHICCTBJIAOT HCEMCAJICHHOI'O IMepexoda K aJbTCPHATUBHOMY
METOAOY. YCPGIIHCHHEUI BCPOATHOCTb OTKa3a OT OHNPEACJICHHOI0 METOAAa KOHTpAUCIIHUU B TCUYCHUEC 12
MECCALICB ITOCJIC Hadaja €ro HMCIIOJb30BaHHA COCTaBJIACT OKOJIO 50 OPOUCHTOB JI1 MWHBCKIIUMOHHBIX
CpCACTB U NPE3CPBATHBOB U 34 npouneHTa — A TabJIETOK. BepOHTHOCTL OTKa3a OT HepHOI[PI‘ICCKOfI
a6CTI/IH€HHI/II/I HJIK OT MPCPbIBAHUA ITOJIOBOI'0 aKTa SABJIACTCA 0oJiee HU3KOIA. BCHCHCTBI/IG 3TOrO 00a ATH
METOJa MOrYT BBICTYIIAaTb B Ka4€CTBEC BaXXHOTO (baKTopa PEeryjiupoBaHUs POKAACMOCTH. Bricokas
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BEPOSITHOCTh TPEKpPAIleHHs TOIb30BaHMS NPE3ePBaTHBAMHU BBI3BIBAET OCOOYIO0 OOECIOKOCHHOCTH B
KOHTEKCTE MPOIOJDKAIOIIETOCs pacipocTpaneHus nHpexkunn BUY.

BMC omnmuarorcst OT APYyTUX MPOTHBO3aYaTOYHBIX CPEICTB TE€M, YTO BEPOSITHOCTH NPEKPAIECHUS
UX TPUMEHEHHsS 3HA4YMTENIbHO HIDKE M €€ YCPENHCHHBIH I0Ka3aTedb COCTABISAECT BCEro Jumib 12
nporeHToB. K umciy ¢(akTopoB, KOTOpBIE, MO-BUAMMOMY, CIIOCOOCTBYIOT HM3KOH BEPOSTHOCTH
MpeKpamieHus ucnoiab3oBanuss BMC, oTHOCHTCS WX BBICOKasl CTENEHb HaJEKHOCTH W TOT (DaKT, YTO
st n3bsiTHsE BMC 00BIYHO HEOOXOIMMO ITOCETHTh MEIUIIMHCKOE YUPEXKIEHHE, a 3TO IpelIoiaraet
HaJIM4Yue y TOJIb30BaTells 0ojiee TBEPI0i PEIINMOCTH IPEKPATUTh UX HCIIOIb30BAHHE.

B obmeM nmns map, KOTOpbIE MOJB3YIOTCS IIPOTHBO3a4aTOYHBIMH CPEICTBAMH ISl OTPAHWYEHUS
Yucaa POXKAAEMBIX JETeH, BEPOSITHOCTh OTKa3a OT KaKOro-inbo METona M3-3a HEyIOBJIETBOPEHHOCTH
WM MEHBbIIIE, YeM JUISl Iap, KOTOPBIE MOJIB3YIOTCS IPOTHBO3a4aTOYHBIMK CPEACTBAMH ISl YBEIUYCHUS
MIPOMEXYTKOB BPEMEHHM MEXIy poxacHueM aeTeil. s roponckux >kxureneld n 6osiee 00pa3oBaHHBIX
Joiel OoJblie BEpOSITHOCTH OBICTPOTO IEepexofa K ajlbTepHAaTUBHOMY METOAY IIOCNe OTKa3a OT
MIPEXHEro METO/a, YeM IS CENbCKHX JKHUTENeH W MeHee 0Opa3oBaHHBIX JioAeil. DTuM ¢aKkTopoMm,
BEpOSITHO, OIpEAENsIeTCS TO, YTO B TOPOACKHMX pailoHax M cpeau Oosnee oOpa3OBaHHBIX Hap B
HacTosimiee  BpeMsi B IeloM  HaOmromarorcsi  Oojiee  BBICOKME  YPOBHH  ITOJIB30BAHUSA
MIPOTHBO3a4aTOYHBIMHU CpelcTBaMU. bosiee Jerkuii 1oCcTyn K ajJbTepHATUBHBIM METOAaM cpelnu Ooiee
00pa30BaHHOr0 HACEJICHHUs, Jyd4llee MOHWMAaHHE CYIIECTBYIOIIMX METOJOB M COLMAJbHBIE TrapaHTHUU
BO3MOXXHOCTEH MX NPUMEHEHUS SBISIOTCA TeMH (aKTopamMH, KOTOphlE MOTYT OIpENesiTh
HaOroIaeMple pa3aInyusl.

PomaeMoch, NMPOTUBO3aYaTOYHbIC CPeACTBA U MOJTUTUKA B obaacTu HapoaoHaceJIeHUud

Haumnass ¢ 1975 roma HEyKIOHHO pacTeT INpPaBUTEIbCTBEHHAs MOAJEpP)KKAa METOIOB
koHTpanenuuu. K 2001 rogy 92 mpoueHTa Bcex CTpaH MOAAEPKUBAIH IMPOTPAMMBI NIAHHUPOBAHUSA
pa3sMepoB CeMbH M PACHPOCTPAHEHHE IMPOTHBO3AYaTOYHBIX CPEACTB JIMOO HEMOCPEACTBEHHO Uepes
MIPAaBUTEIILCTBEHHBIE yupexaeHus (75 NponeHToB), MO0 KOCBEHHO — HAa OCHOBE IOAJNEPKKH
JESITEIbHOCTH HENPAaBUTENbCTBEHHBIX OpraHU3alUil, TaKWX, KaK acCOIMalMH, 3aHHMAaIOIHECs
BOIpocaMu IutaHupoBaHusi cembu (17 mponenrtoB). [IpuHATHE HOBOH MOJIUTHUKH B MOIICPXKKY
IUTAaHUPOBAHUSI pPa3MEpPOB CEMBHM IPOUCXOJUIO B OCHOBHOM B pa3BHBAMOIIMUXCS cTpaHax. Jond
pa3BUBAIOIIUXCS CTPaH, MOANEPKUBAIOIIMUX HCIOIB30BAaHHE METOJOB KOHTpalleNIUH, Bo3pocna ¢ 73
npoueHToB B 1976 rony no 94 mpouentos B 2001 roay. Cpenu HauMeHee pa3BUTHIX CTpaH 3TOT POCT
ObLT OOJIee SIPKO BRIpaKCHHEBIM: ¢ 57 mporueHToB B 1976 roay no 96 mpouenTos B 2001 roxy. Cpenu
Pa3BUTBHIX CTpaH MNPOLEHTHas AONsA CTpaH, MOAAEPKUBAIOIIUX MPOTPaMMBbl MIAHUPOBAHUS CEMBH,
ocraBajach HeM3MeHHOU ¢ 1976 roga, Ha ypoBHe 0K0j0 80 MPOLIEHTOB.
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OcHOBHBIE BBIBOIbI

1. YpoBeHb NpUMEHEHHUS NMPOTHBO3aYATOYHBIX CPEACTB BO BCEM MHpE — IPOIEHTHBIM MoKa3aTelb
YHClia JKEHIIWH, MPUMEHSIONUX MPOTHBO3aYyaTOUYHbIC CPEICTBA, MO OTHOIICHHWIO K OOIIEMY YHCITY
JKEHIIMH B PENPOJYKTUBHOM BO3PAacTe, COCTOSAUIUX B OPUIMAIBLHO OPOPMICHHOM WM TPa)JAaHCKOM
6pake, — B 1998 roay, sBISIOMIEMCS YCPEIHCHHON naTol, Ha KOTOPYIO HMEJIHCH CaMbIC CBEKHE
nanueie mo 160 ctpanam, moctur 61 mporenra. CpeaqHUN ypOBEeHb MIPUMEHESHHUS TPOTHBO3a4aTOYHBIX
CPEICTB B MEHee Pa3BUTHIX PErMOHAax, COCTABISABIIMK 59 mpoueHToB, ObuT Ha 10 MyHKTOB HMKE
COOTBETCTBYIOIIETO TTOKa3aTelsl B OoJjiee pa3BUTHIX pernoHax (69 MpoIeHTOoB).

2. B xonue 90-x rofoB ypoBeHb NMPUMEHEHHsI TPOTHBO3aUYaTOYHBIX CPEICTB B AQpHKe COCTaBIISLI
27 IPOLEHTOB, YTO MPEACTABIAET COOOM caMblii HU3KUH MOKa3aTesb BO BceM Mupe. CpelHuil ypoBeHb
B cTpaHax Adpuku K ory or Caxapsl OblI ellle HHXKE M COCTaBJsj, Mo oneHkam, 20 mpoueHToB. B
OTJIMYHE OT 3TOTrOo, B cTpaHax As3um W JlatmHckoit AMepuku u KapubOckoro OacceiiHa moka3zaresun
IPUMEHEHUs IPOTHUBO3a4aTOYHBIX CpPEACTB, COCTAaBMBIIHME, COOTBETCTBEHHO, 64 IpoleHTa U
71 MpOLEHT, JOCTUITIN yPOBH MOKa3aTesel o 6ojee pa3BUTBIM PErHOHAM, cpeau KoTopbix B EBpone
OTMEYaJUCh TIIOKa3aTeldd Ha ypoBHe 67 mporeHToB u B CeBepHO AMEpHUKE BMECTE C
Agcrpanueit/Hopoit 3enanaueii — Ha ypoBHE 76 MPOICHTOB.

3.  YpoBeHb NpUMEHEHHUS NPOTHBO3aYaTOUYHBIX CPEICTB BO BCEM MHpPE BO3POC C 54 MPOIEHTOB B
1990 rogy mo 59 mporentoB B 1995 roay u 63 nporertoB B 2000 roay. B Oosee pa3BUThIX peruoHax
POCT IoKa3zaTesieil mpoucXouil Oojiee MEJJICHHO, YeM B MEHee Pa3BUTHIX PErHOHAaX, B CBSI3H C TEM,
YTO TOKA3aTeu IPUMEHEHHsI TPOTHBO3auaTOYHbIX cpeAcTB B EBpone n Acrpanuu/HoBoit 3enannuu,
JIOCTUTIINE OTHOCUTEIHHO BBICOKHX ypOBHE# eme B 80-X rogax, He M3MEHWINCh 3aMETHBIM 00pa3oM
B 90-e roasl. Ognako B CeBepHOM AMEpHKe 3TOT MOKa3aTreidb POC OBICTPHIMHU TeMIaMHu (B CpeTHEM Ha
1 mpoueHT B rox). B MeHee pa3BHTBIX pervoHax IOKa3aTeld NPUMEHEHHUs MNPOTHBO3a4aTOYHBIX
CpEICTB pOCIHM OBICTPBIMU TeMmIlaMu B cTpaHax Adpuku u JlaruHckoir Amepukn u Kapubckoro
OacceifHa (B cpenHem OoJsiee ueM Ha | mpoIeHT B rox), HO Oojiee MEAJIEHHBIMU TeMIIaMu — B A3HWU
(mpumepsro Ha 0,8 mpomeHTa B Tox).

4. Bo Bcem Mupe 54 mpoleHTa XKEHIIHH PENpOAYyKTUBHOIO BO3pACTa, COCTOAIIUX B O(HUIHMAIBHO
0(hOPMIIEHHOM WJIM TPaXXIaHCKOM Opake, MojararoTcs Ha COBPEMEHHBIE METOAbl KOHTpaUENUuU, pu
5ToM 21 OpOLEHT KEHIIUH OTAACT MPEANOYTCHHE CTEPIIN3ANH, 14 IPOIEeHTOB — BHYTPHUMATOUYHBIM
npoTuBo3adyatoyHeIM cpeactBam (BMC) u 7 npouenToB — tabierkaMm. J[07s COBpEMEHHBIX METOJ0B
KOHTpAIIENI[MU B OOIIEM HMCIOJIb30BaHMH MPOTHBO3a4YaTOYHBIX CPEJICTB JKCHIIWHAMH, COCTOSIIMMHU B
opunuanbHO O0(GOPMICHHOM HIHM TIPAXIAHCKOM Opake, BBINIE AJS MEHEe Pa3BUTBHIX PErHOHOB IO
CpaBHEHHUIO ¢ OoJyiee pa3BUTHIMU pernoHamu: 90 mporeHToB U §1 MPOIIEHT, COOTBETCTBEHHO. Ha Tpu
HanboJIee YacTO UCIIOIB3YEMBIX METOla — CTEPHIN3anuio keHInH, BMC 1 TabneTkn — IpUXOAUTCS
JIBE TPETH BCEX MPUMEHIEMBIX IPOTHBO3a4aTOUYHbBIX CPEJCTB B MUPE.

5. B Oojee pa3BUTBIX PErHOHAax CBBIIIE MIECTH M3 KaXKABIX NECSATH JKCHIIWH, MOJb3YIOIINXCS
MPOTHBO3a4aTOYHBIMU CPEJCTBAMH, IMOJIAral0TCs Ha KPaTKOCPOYHBIE METONBI, HMEIOUINe 0OpaTuMbie
MOCIIEICTBUSA, TOTAAa KaK TOJIBKO JBE JKEHIIWHBI U3 JECSITH NMPUOETaroT K CTEePUIM3AllMU U OJHA W3
necsatu nonp3yercs BMC. B MeHee pa3BUTBIX perHMOHaX YETHIPE M3 JECATH JKCHIIUH I0JaraloTcs Ha
CTEpUIIN3ALINIO U IPUMEPHO TpHU U3 Aecsitd — Ha BMC.

6. Oxono 20 mpoOIEHTOB BCEX TEX, KTO MOJb3yeTCs MPOTHBO3a4aTOYHBIMU CPEACTBAMHU BO BCEM
MHUpe, TOJNararTcs Ha METOJA, TPeOYIOmUH Yy4yacThUs WIM CONCWCTBUS MYK4MHBL. OmHaKo
MCIIOJIb30BaHWE METOAOB, PACCUMTAHHBIX HA y4acTHE MYXXYUHBI, LIMPE PacHpoCTpaHeHo B Oolee
pPa3BUTHIX pernoHax (okojo 40 mpOIEHTOB BCEro MPHUMEHEHHS NMPOTHBO3a4aTOYHBIX CPEACTB), UEM B
MEHEe Pa3BUTHIX peruoHax (0koyo 14 mpoIeHToB).

7. Ha mnepuox 2000-2025 romoB MpOTHO3UPYETCS MEIJICHHBIH POCT YPOBHS IPUMEHEHHUS
MPOTUBO3a4aTOUYHBIX CPEIACTB BO BceM Mupe, ¢ 63 1o 67 MOpOIEHTOB, B IMEISAX COKpAIICHUS
ko3 punuenra poxgaemoctu ¢ 2,8 no 2,3 pebeHka Ha OJHY MKCHUIMHY, KaK HPELyCMOTPEHO B
cpenHeM BapuaHTe JeMorpaduueckoro nporHo3a Opranuzauun OObenuHeHHbIX Hauuii B u3gaHuu
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2002 roma (“2002 Revision”)2. B MeHee pa3BUTHIX pPETHOHAaX, IO MPOTHO3aM, POCT Oymer
MIPOUCXOIUTh HEMHOTO ObIcTpee, 4eM B 0Oojiee pa3BUTHIX pErHoHaxX, C IOBBIIMICHHEM YPOBHSA
MPUMEHEHHUS MTPOTHBO3a4aTOYHBIX CPEICTB B Pa3BUBAIOIINXCS CTPaHax B IeJoM ¢ 61 mponeHTa 10 68
MPOLEHTOB U B Pa3BUTHIX cTpaHax — ¢ 70 10 75 mpOLIEHTOB.

8. Uro kacaeTcs MeEHee pa3BUTBIX PETHOHOB, TO CAaMBIH OBICTPBII WM 3HAYUTEIBHBIA pPOCT
mokasareneil oxmmaercs B Adpuke, rae B nmepuon 2000-2025 rogoB ypOBEHBb JTOIKCH MOBBICHTBCS C
28 nmo 49 mpoueHtoB, ¢ TeM 4YTOOBI MOMIO OBITH JOCTUTHYTO IIPOTHO3MPYEMOE COKpaIleHHe
poxzaaeMocTH. B Opyrux OCHOBHBIX PErHOHax ATOT YPOBEHb, KaK OXKHMAAETCA, BO3PACTET JIMIIb
HE3HAYUTENbHO: ¢ 65 mpoueHToB g0 71 mpouenTta B Asum, ¢ 74 10 78 HpOLEHTOB B CTpaHax
Jlatunckoit Amepuxkn n Kapubckoro 6acceiina n ¢ 62 no 66 nmpouentoB B Okeannn. B CesepHoii
Awmepuke, no nporaosam, B nepuog 2000—2025 rogos nokasarens NPUMEHEHHS MPOTUBO3a4aTOYHBIX
CpelncTB ocTaHeTcs 6e3 M3MEHEHH Ha ypoBHE 82 NPOLEHTOB B CBS3U C TE€M, YTO HMPOTHO3HMpyeMas
POXXIaeMOCTh TaK)X€ OCTAHETCS HEM3MEHHOHW M COCTaBUT 2 peOeHKa Ha OAHY XCHIIMHY. YPOBEHb
NpUMEHEHHs MPOTUBO3a4aTOYHBIX CpeAcTB B EBpome, mo mporHosam, BbelpacTeT ¢ 68 g0 75
MPOIEHTOB, XO0TsA Ha mepuon 2000-2025 romoB MpOTHO3HPYETCS HEOONBIION POCT POKIAEMOCTH.
IIporHo3sl pocTa ypOBHS MNPHUMEHEHHUS MPOTHBO3aYaTOYHBIX CPEACTB OCHOBBIBAIOTCS Ha
MPEANOIOXKEHNN, YTO Oojiee MIMPOKOE MCIOJb30BAaHME METOJOB KOHTpALENIHMH IPUBEIET K
COKpaUIeHUIO Ynciia abopTOB.

9. B mumpoBoMm macmrabe Ha mepuox 2000-2025 romoB mporHo3WpyeTcs poCT Yucia 3aMy>KHHX
JKEHIIMH, MOJIb3YIOUIUXCA MPOTHUBO3a4aTOYHBIMU CpeACTBaMHU, ¢ 654 MUIIMOHOB 10 846 MUJIJIMOHOB
YeIIOBEK, TJIaBHEIM 00pa3oM B pe3yinbTaTre pocTa, KOTOPHIH, MO MPOTHO3aM, MPOU30HIST B MEHEe
pa3BUTBIX pPEruoHax, TIA€ YHUCIO0 3aMYXHHUX SKEHIIMH, I[OJb3YIOIIUXCI MPOTHUBO3a4aTOUYHBIMU
CpeICTBaMH, KaK OXKHAACTCS, BHIpACTET ¢ 535 MWUIHOHOB A0 746 MIUUIHOHOB 4YelOBeK. B Ooree
Pa3BUTBIX PErHOHAX YMCJIO 3aMYXKHHUX YKEHIIMWH, MOJb3YIOIIMUXCS MPOTUBO3a4aTOYHBIMU CPEICTBAMHU,
KaK OXXHUJAETCs, HEMHOTO YMEHBIIUTCS, cO 119 MUNIuoHoB 10 99 MUIIMOHOB YENIOBEK, B pe3yJibTaTe
TOrO, YTO COKpPATUTCS [JOJ 3aMyXHHUX JKEHIIMH M, HapsAgy C OTHUM, YMEHBIIUTCS YHUCIEHHOCTH
HaceJIeHUs B PENpPOAyKTUBHOM BO3pacTe.

10. B nepuos 2000-2025 rog0B YUCIO0 HE3aMY>KHUX JKSHIIHH, MOJIb3YIOIIUXCS
NpPOTUBO3a4aTOUYHBIMU CPEJICTBAMU, MO MPOTHO3aM, BhIpacTeT co 126 no 178 MHIIIMOHOB YE€JIOBEK B
MHpOBOM MacmTabe. PocT mporHosmpyercs Kak B MEHEE Pa3BUTHIX peruoHax (¢ 77 MIUIHOHOB 0
124 MMWITNOHOB YeJOBEK), Tak M B OoJjiee pa3BUTHIX perroHax (¢ 49 MHIIITMOHOB 70 54 MWJUIMOHOB
YEIIOBEK).

11. 3HayuTenpHas AOJISI CYNPY>KECKUX Hap, IPOKUBAIOMINX B PA3BUBAIOIINXCS CTPaHax, IpeKpalaeT
MMOJB30BAaThCS METOJMaMH KOHTpAICIINH, HWMCEIOIMUMH OOpaTHMBIC IIOCIEICTBUS, [0 TPUINHE
OKa3bIBAEMBIX UMH IMOOOYHBIX 3(P(HEKTOB, COMHECHHUI B 0€30MACHOCTH MPUMEHSICMBIX METOJOB IS
3I0pOBBSl WJIM NIPYTHX MPOOJIeM, CBS3aHHEIX C HCIOJB30BAHHEM TOTO WM WHOTO Meroma. OIHaKo
IOCJIE TOTO, KaK CYHpPYTH OTKAa3bIBAIOTCS OT OAHOTO W3 METOJOB, YaCTO HE MPOUCXOIUT OBICTPOTO
mepexona K Jpyromy Merony. JlaHHBIC, TONydYeHHBIE B pe3yiabTaTe oOcCIeqoBaHWiI B oOnacTu
HapoOJOHACEJIEHUS] U 3APaBOOXPAHEHUs], YKA3bIBAIOT HA TO, YTO YCpEIHEHHas BEPOSITHOCTHb OTKa3za OT
OIpENIEJIEHHOT0 METO/a B TeUeHHe 12 MecsueB Mocie Hadajla €ro MCHoJb30BaHUs COCTaBIsIa OKOJIO
50 mpoIEeHTOB MJIS WHBEKIHOHHBIX CPEICTB M Ipe3epBaTUBOB W 34 TpOIEHTa — JJsi TaOJIETOK.
IToka3arenu oTkKaza OT MEPUOAUYCCKOW aOCTHHEHIIMU W TPEPHIBAaHUS IOJOBOTO aKTa OBLIH HIIKE.
BMC BEICTynanu 3aMETHBIM HCKIFOUCHHUEM W3 OOIIETO MpaBHIIa, COTIACHO KOTOPOMY Maphl, KOTOPHIC
HCIpPOOOBAIM  METOJbI, HMCIOIIHAE OOpPAaTHMBIC IIOCICICTBUS, YacTO OTKa3bIBAIOTCS OT HHX.
YepenneHnHas 10Jis map, npexkpamaromux noias3doparscsi BMC B Teuenue 12 mecsues, cocTasisia 12
MPOIICHTOB, YTO MCHBIIEC IOKa3aTelicii Mo JIO0OMY HAPYroMy METONY, HMCIOMEMY OOpaTHMbIC
TOCTEICTBHUS.

2 World Population Prospects: The 2002 Revision, vol. 1. Comprehensive Tables (United Nations
publication, Sales No. E.03.XIIL.6).
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12. K 2001 rogy 92 mpoueHTa BCeX CTpaH MOLJEP>KUBAIX NPOrpaMMbl IUIAHHUPOBAHHUS Pa3MepOB
CeMBH W PacHpOCTpaHCHHE MPOTHBO3a4aTOYHBIX CPEACTB JHOO HEMOCPEICTBEHHO depe3
MPaBUTEIBCTBEHHBIE YyupexaeHus (75 mnporeHToB), JuOO KOCBEHHO — Ha OCHOBE MOIJEPKKH
JESITEIbHOCTH HENPAaBUTENbCTBEHHBIX OpraHM3alMii, TaKMWX, KaK acCOlUalWH, 3aHHUMAIoIIHECs

BOIIPOCAMHU IIJIAHUPOBaHUS pa3MepoB ceMbH (17 mpoueHToB).
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RESUMEN EJECUTIVO

El uso de anticonceptivos es uno de los principales determinantes de los niveles de fecundidad.
Ha venido aumentando constantemente desde 1970 y en la actualidad esta generalizado en el mundo.
Sin embargo, el progreso ha sido desigual en las diferentes zonas geograficas y subsisten grandes
problemas, tanto en lo que respecta al aumento del uso de anticonceptivos como a la satisfaccion de
las necesidades en algunas regiones y al suministro de una variedad suficiente de métodos anticon-
ceptivos para que las parejas que deseen utilizarlos estén en mejores condiciones de hacerlo en for-
ma sistematica y eficiente.

El presente informe sobre los niveles y las tendencias del uso de anticonceptivos medidos en
2002, que ha sido preparado por la Division de Poblacion del Departamento de Asuntos Econémicos
y Sociales de la Secretaria de las Naciones Unidas, es parte de las actividades en curso de la Division
de Poblacion para el estudio de los niveles y las tendencias de la fecundidad, la nupcialidad y el uso
de anticonceptivos en todos los paises del mundo. Demuestra que aunque en la actualidad la gran ma-
yoria de los paises del mundo han adoptado politicas en apoyo de la planificacion de la familia, atin
existen diferencias considerables en el nivel de uso de anticonceptivos. Aunque el uso de anticoncep-
tivos ha aumentado enormemente en las regiones menos desarrolladas, el nivel de uso general en esas
regiones es aun inferior que en las regiones mas desarrolladas. Como demuestra este informe, un ele-
vado porcentaje de parejas de los paises en desarrollo deja de utilizar un método anticonceptivo sin
adoptar otro inmediatamente, lo que indica que los simples aumentos de la prevalencia del uso de an-
ticonceptivos no necesariamente significan que se eviten los embarazos no deseados o inoportunos.

Niveles de uso de anticonceptivos

En el mundo, la prevalencia del uso de anticonceptivos, es decir, el porcentaje de mujeres en
edad reproductiva casadas o en union consensual que usa anticonceptivos, alcanzo el 61% en 1998,
fecha media de los datos mas recientes disponibles sobre 160 paises. No obstante, este promedio
mundial encubre diferencias importantes entre grupos de paises, zonas y regiones con distinto nivel
de desarrollo y dentro de ellos.

La prevalencia del uso de anticonceptivos en las regiones menos desarrolladas, del 59% en
promedio, era inferior a la de las regiones mas desarrolladas, donde se mantuvo en el 69%. Entre las
regiones menos desarrolladas, Asia y América Latina y el Caribe, con prevalencias del 64% y el
71%, respectivamente, habian alcanzado niveles de utilizacién de anticonceptivos comparables a los
de las regiones mas desarrolladas, en tanto que Africa seguia rezagada, con una prevalencia del 27%.
La prevalencia media en el Africa subsahariana en conjunto, estimada en el 20%, era aun inferior. En
las regiones mas desarrolladas, la prevalencia del uso de anticonceptivos era menor en Europa
(67%), que en América del Norte, Australia y Nueva Zelandia (76%).

La prevalencia del uso de anticonceptivos variaba considerablemente entre los paises. En Afri-
ca, aunque la mitad de los paises tenian una prevalencia inferior al 20%, unos pocos tenian tasas bas-
tante elevadas de uso de anticonceptivos, como Cabo Verde, Egipto, Marruecos, Sudafrica y Zim-
babwe, que tenian una prevalencia de entre el 50% y el 60%; Argelia, Reunién y Tunez, con preva-
lencias de entre el 60% y el 70%; y Mauricio, con un 75%.

En Asia, casi la mitad de los paises tenian una prevalencia del uso de anticonceptivos del 60%
o mas. Entre ellos, en China y Hong Kong (Regién Administrativa Especial de China) se habian al-
canzado las tasas mas altas de uso de anticonceptivos del mundo, el 84% y el 86% respectivamente.
La Republica de Corea, la Republica Islamica del Iran, Tailandia y Viet Nam figuraban también en-
tre los primeros paises en cuanto a la prevalencia del uso de anticonceptivos, con tasas superiores al
70%. Ademas de China, otros cuatro paises populosos de Asia, a saber, Bangladesh, la India, Indone-
sia y el Japon, habian alcanzado niveles relativamente altos de prevalencia del uso de anticoncepti-
vos, del 50% o mas. No obstante, la prevalencia seguia por debajo del 30% en ocho paises: el Afga-
nistan, Bhutan, Camboya, los Emiratos Arabes Unidos, el Iraq, Oman, el Pakistan y el Yemen.
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En América Latina y el Caribe, la variacion a nivel de pais era menor que en Africa o en Asia:
la prevalencia variaba del 30% aproximadamente en Haiti, Guatemala y Guyana al 75% en el Brasil,
Colombia, Costa Rica, Cuba y Puerto Rico.

En Europa, la prevalencia era en general inferior al 50% en los paises de Europa oriental y en
los Estados sucesores de la ex Union de Republicas Socialistas Soviéticas, pero en los paises del re-
sto de Europa, la prevalencia del uso de anticonceptivos generalmente era de mas del 70%.

Hacia finales del decenio de 1990, el nivel de uso de métodos anticonceptivos modernos entre
las mujeres en edad reproductiva casadas o en union consensual era parecido en las regiones mas
desarrolladas (55%) y en las regiones menos desarrolladas (54%), pero la prevalencia de los métodos
anticonceptivos tradicionales era el doble en las regiones mas desarrolladas (13%) que en las menos
desarrolladas (6%), lo que explica en gran medida la diferencia entre la prevalencia total en las re-
giones mas desarrolladas y las menos desarrolladas.

Tendencias de la prevalencia del uso de anticonceptivos

A nivel mundial, se estima que la prevalencia del uso de anticonceptivos aumentd del 54% en
1990 al 59% en 1995 y al 63% en 2000. Esa tendencia, basada en datos comparables sobre 120 pai-
ses, es el resultado de un aumento mucho mas lento en las regiones mas desarrolladas que en las me-
nos desarrolladas. En las regiones mas desarrolladas, la prevalencia del uso de anticonceptivos au-
mentd del 66% en 1990 al 68% en 1995 y al 70% en 2000, es decir, aument6 en 0,4 puntos porcen-
tuales por afo en el decenio de 1990. En las regiones menos adelantadas, la prevalencia aumento del
52% en 1990 al 57% en 1995 y al 61% en 2000, un aumento anual medio de 0,9 puntos porcentuales.

Hay variaciones considerables en las tendencias de la prevalencia del uso de anticonceptivos
entre las regiones y zonas principales. En las regiones mas desarrolladas, la prevalencia no varid
mucho en Europa y Australia y Nueva Zelandia en el decenio de 1990. Sin embargo, aument6 a un
ritmo rapido en América del Norte (en 1,0 puntos porcentuales por afio). En las regiones menos des-
arrolladas, la prevalencia aumenté rapidamente en Africa y América Latina y el Caribe (mas de 1,0
puntos porcentuales por afio, en promedio) pero mas lentamente en Asia (en 0,8 puntos porcentuales
por afio).

En el ultimo decenio, el aumento de la prevalencia del uso de anticonceptivos se debid princi-
palmente a la mayor utilizaciéon de métodos modernos, cuya prevalencia aument6 del 47% en 1990 al
52% en 1995 y al 56% en 2000. En las regiones mas desarrolladas, especialmente en Europa oriental
y meridional, la mayor utilizacién de métodos modernos se vio acompafiada de una disminucién del
uso de los métodos tradicionales.

En Africa, los niveles bajos de uso de anticonceptivos de comienzos del decenio de 1970 se han
mantenido en los paises del Africa oriental, central y occidental. No comenzaron a registrarse au-
mentos importantes en esas regiones hasta fines del decenio de 1980 o comienzos del de 1990, lo
cual explica por qué en el 87% de los paises de Africa con datos sobre tendencias seguia habiendo
niveles de prevalencia inferiores al 30% en 2000. En cambio, los paises del Africa septentrional y
meridional experimentaron aumentos rapidos del uso de anticonceptivos a partir del decenio de
1970.

En Asia, los paises del Asia oriental alcanzaron niveles elevados de prevalencia del uso de anti-
conceptivos, de entre el 60% y el 70%, a fines del decenio de 1970 y comienzos del decenio de
1980, pero no han experimentado un aumento importante desde entonces. En los paises del Asia cen-
tromeridional y sudoriental, los niveles de prevalencia del uso de anticonceptivos eran muy inferiores
en el decenio de 1970, pero han aumentado sostenidamente desde entonces. En el Asia occidental, el
uso de anticonceptivos aumentd principalmente en el decenio de 1990.

Los paises de América Latina y el Caribe han experimentado también aumentos sostenidos de
la prevalencia desde 1970. En el decenio de 1990, aument6é un minimo de 1,8 puntos porcentuales
por afio en casi las tres cuartas partes de los paises de esta zona importante.
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En los paises de Europa septentrional, Europa occidental y América del Norte, asi como en
Australia y Nueva Zelandia, se han mantenido durante mucho tiempo niveles de prevalencia del 70%
o mas. En los paises de Europa oriental y meridional, los niveles han sido inferiores, de entre el 50%
y el 70%, desde el decenio de 1970. Espana es la excepcion: en la actualidad tiene uno de los niveles
de prevalencia mas altos del mundo (mas del 80%).

Métodos anticonceptivos utilizados

En 1998, tnicamente en la cuarta parte de los paises con datos disponibles un solo método era
utilizado por el 50% o mas de las mujeres en edad reproductiva casadas o en union. En todas las zo-
nas principales, s6lo dos métodos anticonceptivos eran usados por el 50% o mas de los usuarios.

En el uso actual de anticonceptivos predominan los métodos modernos. Estos se usan mas en las
regiones menos desarrolladas, donde representan el 90% del uso total, que en las regiones mas des-
arrolladas, donde representan el 81%. Los tres métodos mas utilizados en el mundo son la esteriliza-
cidon femenina, el dispositivo intrauterino y los anticonceptivos orales, que son utilizados por el 21%,
el 14% y el 7%, respectivamente, de las mujeres en edad reproductiva casadas o en union. Dos de ca-
da tres mujeres en edad reproductiva casadas o en uniéon que usan métodos anticonceptivos usan uno
de estos tres métodos. Todos los métodos tradicionales combinados tienen un nivel de prevalencia de
solo el 7%.

Los tres métodos mas comunmente utilizados son particularmente populares en las regiones me-
nos desarrolladas, donde el 23% de las mujeres en edad reproductiva casadas o en unién recurren a la
esterilizacion, el 15% usa el dispositivo intrauterino y el 6% usa anticonceptivos orales. En las regio-
nes mas desarrolladas, el uso de los anticonceptivos orales es mas comun que en las regiones menos
desarrolladas y la prevalencia es del 16%. Le sigue el uso del preservativo (13% de prevalencia), la
esterilizacién femenina (10%) y el dispositivo intrauterino (8%).

Estos niveles de prevalencia indican que en las regiones mas desarrolladas el 42% de las pare-
jas que usan anticonceptivos usan anticonceptivos orales o preservativos. En las regiones mas des-
arrolladas, mas de seis de cada diez mujeres en edad reproductiva que usan anticonceptivos y estan
casadas o en union recurren a métodos reversibles de accion corta (incluidos los métodos anticon-
ceptivos tradicionales), en tanto que so6lo dos de cada diez se esterilizan y una de cada diez utiliza el
dispositivo intrauterino. En las regiones menos desarrolladas, en cambio, las parejas tienden a usar
métodos de accion mas prolongada y de alta eficiencia clinica: casi las dos terceras partes de las mu-
jeres en edad reproductiva casadas o en unidén que usan anticonceptivos recurren a la esterilizacion o
al dispositivo intrauterino. Las tasas altas de esterilizacion femenina son comunes en varios paises
de Asia y América Latina, mientras que las tasas altas de uso del dispositivo intrauterino son mas
comunes en paises de Asia, sobre todo China.

A nivel mundial, una de cada cinco parejas que utilizan anticonceptivos recurre a métodos que
requieren la participacion del hombre (preservativo o esterilizacion masculina) o su cooperacion
(método del ritmo o coito interrumpido). El uso de métodos orientados al hombre es mas comun en
las regiones mas desarrolladas, donde dos de cada cinco parejas los utilizan, que en las regiones me-
nos desarrolladas, donde s6lo una de cada siete parejas emplea esos métodos.

Tendencias futuras del uso de anticonceptivos

Se estima que la prevalencia total del uso de anticonceptivos en el mundo debe aumentar del
63% al 67% entre 2000 y 2025 para que la tasa total de fecundidad se pueda reducir de 2,8 hijos por
mujer a 2,3 hijos por mujer, segun lo proyectado en la variante media de la Revision de 2002 de las
proyecciones de poblacion de las Naciones Unidas!. Dado de que la reduccion de la tasa de fecundi-
dad se limita a las regiones menos desarrolladas, se proyecta un aumento importante de la prevalen-
cia del uso de anticonceptivos en esas regiones, del 61% en 2000 al 68% en 2025. En las regiones

L World Population Prospects: The 2002 Revision, vol. I: Comprensive Tables (publicacién de las Naciones
Unidas, namero de venta: E.03.XII1.6).
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mas desarrolladas, los niveles de fecundidad, segun las proyecciones, aumentaran levemente, de 1,6
hijos por mujer en 2000 a 1,7 hijos por mujer en 2025, pero la premisa de que el uso de anticoncep-
tivos reducira el numero de abortos permite proyectar un aumento de la prevalencia del uso de anti-
conceptivos, del 70% en 2000 al 75% en 2025.

En las regiones menos desarrolladas, los aumentos mas rapidos y mas importantes de la preva-
lencia deben tener lugar en Africa, donde debe aumentar del 28% al 49% entre 2000 y 2025 para que
la tasa de fecundidad disminuya de 5,1 hijos por mujer a 3,4 hijos por mujer, segun lo proyectado.
En Asia, donde se proyecta que la tasa de fecundidad disminuirad de 2,6 a 2,1 hijos por mujer, se pre-
vé que la prevalencia aumente en forma moderada: del 65% al 71%. En América Latina y el Caribe,
donde se proyecta que la tasa de fecundidad pasara de 2,6 a 2,0 hijos por mujer, se prevé que la pre-
valencia aumente del 74% al 78%. Se prevé también un aumento moderado de la prevalencia del uso
de anticonceptivos en Oceania (del 62% al 66%) donde, seglin las proyecciones, la tasa de fecundi-
dad disminuira de 2,4 hijos por mujer en 2000 a 2,1 hijos por mujer en 2025.

En América del Norte, donde se proyecta que la tasa de fecundidad seguira siendo de 2 hijos
por mujer, se prevé también que la prevalencia del uso de anticonceptivos se mantenga constante en
el 82% en el periodo 2000-2025. No obstante, se prevé un aumento moderado de la prevalencia en
Europa (del 68% al 75%), aunque se prevé que la tasa de fecundidad aumente entre 2000 y 2025 (de
1,4 a 1,6 hijos por mujer). El aumento proyectado de la prevalencia del uso de anticonceptivos en
Europa se basa en la premisa de que la utilizacién de métodos eficaces hara que se recurra en menor
medida al aborto.

Se proyecta que entre 2000 y 2025 el nimero de mujeres casadas que usan anticonceptivos au-
mentara de 654 millones a 846 millones a nivel mundial, en gran medida como resultado del aumen-
to proyectado para las regiones menos desarrolladas, donde se prevé que aumente de 535 millones a
746 millones. En cambio, se prevé que el nimero de casados que usan anticonceptivos en las regio-
nes mas desarrolladas disminuya de 119 millones a 99 millones debido a la disminucién proyectada
del nimero de mujeres en edad reproductiva, de 300 millones en 2000 a 265 millones en 2025, y a la
reduccion proyectada del porcentaje de casados.

Se proyecta que el nimero de mujeres en edad reproductiva casadas que usan anticonceptivos
se triplicara en Africa, de 33 millones a 100 millones, y que aumentara considerablemente en Asia y
América Latina y el Caribe, aunque a un ritmo mas lento: de 449 millones a 559 millones en Asia y
de 61 millones a 84 millones en América Latina y el Caribe. Se proyectan aumentos menores para
América del Norte (de 34 millones a 37 millones) y Oceania (de 2,8 millones a 3,2 millones), en tan-
to que para Europa se proyecta una disminucion de 74 millones a 64 millones, debido a la reduccion
proyectada del numero de mujeres de 15 a 49 afios y de la prevalencia del matrimonio.

Ademas, se proyecta también que el numero de mujeres no casadas en edad reproductiva que
usan anticonceptivos aumentara a nivel mundial entre 2000 y 2025 de 126 millones a 178 millones.
Se proyectan aumentos en las regiones mas desarrolladas (de 49 millones a 54 millones) y en las
menos desarrolladas (de 77 millones a 124 millones).

Dinamica del uso de anticonceptivos

Los resultados de las encuestas demograficas y de salud sefialan que en los paises en desarrollo
un alto porcentaje de las parejas que adoptan métodos anticonceptivos reversibles dejan de usarlos
debido a los efectos secundarios, a las preocupaciones respecto de sus consecuencias para la salud o
a otros problemas relacionados con los métodos en cuestion. No obstante, esas parejas no adoptan
inmediatamente otros métodos. La probabilidad media de que se abandone un método anticonceptivo
reversible en los 12 meses desde la iniciacion es de casi el 50% en el caso de los métodos inyecta-
bles y los preservativos, y del 34% en el de los anticonceptivos orales. La probabilidad de que se
abandone la abstinencia periddica o el coito interrumpido es menor. En consecuencia, esos dos mé-
todos pueden contribuir de manera importante a la regulacion de la fecundidad. La alta probabilidad
de que se abandone el uso de preservativos es particularmente inquietante en contextos en que la in-
feccion del VIH sigue propagandose.
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El uso de dispositivos intrauterinos se diferencia porque la probabilidad de abandono es mucho
menor, con un valor medio de apenas el 12%. Entre los factores que probablemente contribuyan a la
baja probabilidad de que se deje de usar el dispositivo intrauterino cabe sefialar una baja tasa de falla
y el hecho de que retirar el dispositivo normalmente exige una visita a un servicio de salud, lo que en-
trafia una decisiéon mas firme del usuario.

En general, la probabilidad de abandono de un método por insatisfaccion es menor entre las pa-
rejas que usan anticonceptivos para limitar la procreacion que entre las que los usan para espaciar los
nacimientos. Las parejas de zonas urbanas y con mas educacion tienen mas probabilidades que las
demas de adoptar rapidamente un método nuevo cuando abandonan otro. Tal vez a eso se deba que en
la actualidad las tasas de uso de anticonceptivos sean en general mas altas en las zonas urbanas y en-
tre las parejas con mas educacion. El acceso mas facil a métodos alternativos para los mas educados,
la mejor comprension de los métodos disponibles y la actitud de confianza para obtenerlos son facto-
res que probablemente configuran las diferencias observadas.

Fecundidad, métodos anticonceptivos y politicas de poblacién

El apoyo gubernamental a los métodos anticonceptivos ha venido aumentando sostenidamente
desde 1975. En 2001, el 92% de los paises apoyaban programas de planificacion de la familia y dis-
tribucidn de anticonceptivos, ya fuera directamente, mediante servicios publicos (75%), o indirecta-
mente, mediante el apoyo a las actividades de organizaciones no gubernamentales como las asocia-
ciones de planificacion de la familia (17%). Las politicas nuevas en apoyo de la planificacion de la
familia se han adoptado principalmente en los paises en desarrollo. El porcentaje de paises en desa-
rrollo que apoyan el uso de métodos anticonceptivos aument6 del 73% en 1976 al 94% en 2001. En-
tre los paises menos adelantados, el aumento fue mas pronunciado: del 57% en 1976 al 96% en
2001. Entre los paises desarrollados, el porcentaje de apoyo a los programas de planificacion de la
familia ha permanecido estable en alrededor del 80% desde 1976.
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PRINCIPALES CONCLUSIONES

1. A nivel mundial, la prevalencia del uso de anticonceptivos, es decir, el porcentaje de mujeres
en edad reproductiva casadas o en unidén consensual que usan anticonceptivos, alcanzé el 61% en
1998, fecha media de los datos mas recientes disponibles sobre 160 paises. Con un nivel medio del
59%, las regiones menos desarrolladas tenian un nivel de prevalencia del uso de anticonceptivos 10
puntos porcentuales menor que el de las regiones mas desarrolladas (69%).

2. Hacia finales del decenio de 1990, Africa, con una prevalencia del 27%, tenia el menor nivel de
prevalencia del uso de anticonceptivos en el mundo. La prevalencia media en el Africa subsahariana,
estimada en el 20%, era aun inferior. En cambio, Asia y América Latina y el Caribe, con prevalen-
cias del 64% y el 71%, respectivamente, habian alcanzado niveles de uso de anticonceptivos compa-
rables a los de las regiones mas desarrolladas, en las que Europa tenia un 67% y América del Norte,
con Australia y Nueva Zelandia, un 76%.

3. A nivel mundial, la prevalencia del uso de anticonceptivos aumentoé del 54% en 1990 al 59% en
1995 y al 63% en 2000. El aumento fue mas lento en las regiones mas desarrolladas que en las me-
nos desarrolladas porque, tras haber alcanzado niveles relativamente altos en el decenio de 1980, la
prevalencia del uso de anticonceptivos no cambié mucho en Europa y Australia y Nueva Zelandia en
el decenio de 1990. No obstante, aument6 a un ritmo rapido en América del Norte (en 1,0 puntos
porcentuales por aflo). En las regiones menos desarrolladas, la prevalencia del uso de anticoncepti-
vos aument6 rapidamente en Africa y América Latina y el Caribe (en mas de 1,0 puntos porcentuales
por afio, en promedio), pero mas lentamente en Asia (en alrededor de 0,8 puntos porcentuales por
afio).

4. A nivel mundial, el 54% de las mujeres en edad reproductiva casadas o en union utiliza méto-
dos anticonceptivos modernos; el 21% ha optado por la esterilizacion femenina, el 14% utiliza el
dispositivo intrauterino y el 7% anticonceptivos orales. Los métodos anticonceptivos modernos
constituyen una proporcion mayor de los anticonceptivos usados por las mujeres casadas o en uniéon
en las regiones menos desarrolladas que en las mas desarrolladas: el 90% en comparacion con el
81%. Los tres métodos mas comunmente utilizados, a saber, la esterilizacion femenina, el dispositi-
vo intrauterino y los anticonceptivos orales, constituyen las dos terceras partes de los anticoncepti-
vos utilizados a nivel mundial.

5. Mas de seis de cada diez usuarias de anticonceptivos de las regiones mas desarrolladas usan
métodos reversibles de accion corta, en tanto que s6lo dos de cada diez recurren a la esterilizacion y
una de cada diez utiliza el dispositivo intrauterino. En las regiones menos desarrolladas, cuatro de
cada diez recurren a la esterilizacion y casi tres de cada diez utilizan el dispositivo intrauterino.

6. A nivel mundial, cerca del 20% de los usuarios de anticonceptivos utilizan un método que re-
quiere la participacion o cooperacion del hombre. No obstante, el uso de métodos orientados al hom-
bre es mayor en las regiones mas desarrolladas (alrededor del 40% del uso total de anticonceptivos)
que en las regiones menos desarrolladas (alrededor del 14%).

7. Se prevé que entre 2000 y 2025 la prevalencia del uso de anticonceptivos en el mundo aumen-
tara lentamente, del 63% al 67%, para reducir la tasa de fecundidad de 2,8 a 2,3 hijos por mujer, se-
gun la proyeccion de variante media de la Revision de 2002 de las proyecciones de poblacion de las
Naciones Unidas?2. Se proyectan aumentos un poco mas rapidos en las regiones menos desarrolladas
que en las mas desarrolladas: la prevalencia aumentara del 61% al 68% en los paises en desarrollo en
conjunto y del 70% al 75% en los paises desarrollados.

8. En las regiones menos desarrolladas, se prevé que el aumento mas rapido y mas importante se
produzca en Africa, donde la prevalencia debe aumentar del 28% al 49% entre 2000 y 2025 para que
se logren las reducciones de la tasa de fecundidad proyectadas. En las demas zonas principales, se
prevé que la prevalencia aumente solo levemente: del 65% al 71% en Asia, del 74% al 78% en Amé-
rica Latina y el Caribe, y del 62% al 66% en Oceania. En América del Norte se proyecta que la pre-

2 World Population Prospects: The 2002 Revision, vol. I: Comprehensive Tables (publicacién de las Naciones
Unidas, namero de venta: E.03.XII1.6).
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valencia se mantendra al nivel constante del 82% en 2000-2025 porque se prevé que la tasa de fe-
cundidad de dos hijos por mujer también permanecera estable. En Europa, se proyecta que la preva-
lencia del uso de anticonceptivos aumentara del 68% al 75%, aunque sélo se prevé un ligero aumen-
to de la tasa de fecundidad entre 2000 y 2025. El aumento de la prevalencia se basa en la premisa de
que el uso mas generalizado de los métodos anticonceptivos disminuira el numero de abortos.

9.  Segun las proyecciones, entre 2000 y 2025 el nimero de mujeres casadas que usan anticoncep-
tivos aumentara de 654 millones a 846 millones a nivel mundial, principalmente como resultado del
crecimiento proyectado en las regiones menos desarrolladas, donde se prevé que el nimero de muje-
res casadas que usan anticonceptivos aumente de 535 millones a 746 millones. Se prevé que en las
regiones mas desarrolladas el nuimero de mujeres casadas que usan anticonceptivos disminuya leve-
mente, de 119 millones a 99 millones, como resultado de la disminucidn del porcentaje de mujeres
casadas y de la poblacion en edad reproductiva.

10. Segun las proyecciones, entre 2000 y 2025 el nimero de mujeres no casadas que usan métodos
anticonceptivos aumentara de 126 millones a 178 millones a nivel mundial. Se proyectan aumentos
en las regiones menos desarrolladas (de 77 millones a 124 millones) y en las mas desarrolladas (de
49 millones a 54 millones).

11. Un alto porcentaje de las parejas que viven en paises en desarrollo deja de utilizar métodos an-
ticonceptivos reversibles debido a sus efectos secundarios, a preocupaciones acerca de sus conse-
cuencias para la salud o a otros problemas relacionados con el uso del método. Ahora bien, las pare-
jas no suelen adoptar rapidamente otro método en reemplazo del que abandonan. Los datos de las
encuestas demograficas y de salud sefialan que la probabilidad media de que se deje de usar un mé-
todo en los primeros 12 meses desde el inicio era del 50% en el caso de los anticonceptivos inyecta-
bles y los preservativos, y del 34% en el de los anticonceptivos orales. El abandono de la abstinencia
periodica y el coito interrumpido era inferior. Los dispositivos intrauterinos son la excepcion notable
a la norma de que los métodos reversibles con frecuencia son abandonados por muchas de las parejas
que intentan usarlos. La proporcién media de parejas que dejan de utilizar los dispositivos intraute-
rinos en los 12 meses siguientes a la insercion fue del 12%, porcentaje inferior al del abandono de
los demas métodos reversibles.

12. En 2001, el 92% de los paises apoyaban programas de planificacion de la familia y distribucion
de anticonceptivos, ya fuera directamente en servicios publicos (75%) o indirectamente mediante el
apoyo a las actividades de organizaciones no gubernamentales, como las asociaciones de planifica-
cién de la familia (17%).
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I. LEVELS OF CONTRACEPTIVE USE

This chapter provides a comparative description
of the extent to which contraception is being
practised in the world at the global, regional and
country levels. The sources of data are nationally
representative sample surveys, including the series
of surveys conducted under the programmes
entitled: (1) Arab Maternal and Child Health
Surveys; (2) Contraceptive Prevalence Surveys
(CPS); (3) Demographic and Health Surveys
(DHS); (4) Fertility and Family Surveys (FFS); (5)
Gulf Family Health Surveys; (6) Multiple Indicator
Cluster Surveys (MICS), and (7) Reproductive
Health Surveys. Data on contraceptive use referring
to 1980 or later dates and pertaining to women
reproductive age (usually aged 15-49) who were
married or in a consensual union at the time of the
survey are available for 160 countries, 125 of which
are developing countries and 35 developed
countries. In 2000, these 160 countries accounted
for 96 per cent of all women of reproductive age
who were married or in a consensual union in the
world. In the developing world, the 125 countries
with data accounted for 98 per cent of all relevant
women and in the developed world, the 35
countries with data accounted for 83 per cent of
those women. Among major areas or regions, data
coverage relative to the number of women of
reproductive age who were married or in union
varied between 51 per cent in Eastern Europe and
100 per cent in Asia or Northern America (table 1).
Coverage was particularly low in Europe, where the
countries with data available accounted for just 74
per cent of the women of reproductive age who
were married or in union, mainly as a result of the
lack of information on contraceptive use in the
Russian Federation and other countries of Eastern
Europe.

This report considers both modern and
traditional methods of contraception. Modern
methods are normally more effective at preventing
pregnancy but can only be obtained through family
planning services, medical facilities or as
pharmaceutical supplies. They include female and
male sterilization, oral contraceptive pills, intra-
uterine devices (IUD), condoms, injectables,
implants and vaginal barrier methods (diaphragm,
cervical caps, spermicidal foams, jelly, creams and
sponges). The use of the female condom and the
emergency contraception pill, two recently

developed modern methods of contraception, is not
documented in this report because of the limited
data available on their use.

Traditional methods of contraception are those
that can be used without having recourse to formal
family planning services or formal sources of
supplies. They include mainly periodic abstinence
(also known as the rhythm or the calendar method)
and withdrawal (also called coitus interruptus).
Other methods such as douching, postpartum
abstinence, the lactational amenorrhoea method
(LAM), and folk methods believed to prevent
pregnancy (such as herbs, amulets, charms, spells
etc.) also fall in the category of traditional methods.

Throughout this report, contraceptive prevalence
is defined as the percentage of women currently
using a method of contraception among all women
of reproductive age (i.e., those aged 15 to 49 years,
unless otherwise stated) who are in a marital or
consensual union'. The contraceptive prevalence
estimate for a region is the weighted average of the
contraceptive prevalence levels of the countries of
that region, the weights being the estimated number
of women of reproductive age who are married or
in union in 2000. The prevalence estimate for a
major area is the weighted average of the
contraceptive prevalence levels of the regions
constituting that major area. The prevalence
estimate at the world level is computed as the
weighted average of the contraceptive prevalence
levels of all the major areas. It is assumed that when
a country does not have data available, its
contraceptive prevalence is similar to the average
prevalence of the region it belongs to.

This chapter focuses on the contraceptive
behaviour of women who are married or in union
because comparable contraceptive use data are
more widely available for that group of women than
for single women or those not in union. Data are
also more commonly available for women than for
men. However, beginning in the mid-1980s, many
national surveys have also inquired about current
contraceptive practice among unmarried women.
Analyses of those data will be touched upon briefly
in chapter IV. Starting in the early 1990s, the
contraceptive practice of men has also been the
subject of inquiry by various surveys. However,
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TABLE 1. WOMEN AGED 15-49 WHO WERE MARRIED OR IN A CONSENSUAL UNION IN 2000,
BY MAJOR AREA AND REGION

Women aged 15-49 who  Percentage of women aged

are married on in a 15-49 who were married or in
consensual union in 2000  union in 2000 in countries
Major area and region (thousands) with data on contraceptive use
World 1043 265 96
More developed regions 170 043 83
Less developed regions 873 223 98
Least developed countries 107 665 99
Africa 117 120 98
Eastern Africa 36 975 96
Middle Africa 14 213 92
Northern Africa 25590 100
Southern Africa 4923 100
Western Africa 35419 100
Asia 688 738 100
Eastern Asia 293 294 100
South-central Asia 275510 100
South-eastern Asia 89 587 100
Western Asia 30 347 98
Europe 109 277 74
Eastern Europe 51321 51
Northern Europe 11529 96
Southern Europe 22 077 80
Western Europe 24 350 100
Latin America and the Caribbean 81 810 86
Caribbean 5648 98
Central America 21747 100
South America 54 415 79
Northern America 42 029 100
Oceania 4292 91
Australia/New Zealand 2989 100
Melanesia/Micronesia/Polynesia 1303 71

Source: Compiled from data on marital status contained in the Marriage Database
maintained by the Population Division of the United Nations.
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owing to the relatively low number of comparable
data sets on male contraceptive practice, this report
does not cover an analysis of such data.

A. CONTRACEPTIVE PREVALENCE AT
THE WORLD LEVEL

At the world level, contraceptive prevalence
reached 61 per cent in 1998 (table 2). Given the
pace at which contraceptive use has been rising,
especially in the less developed regions, it is
estimated that by 2000 at least 63 per cent of all
women aged 15-49 who were married or in a
consensual union were practicing contraception.

The estimate of contraceptive prevalence at the
world level is a population-weighted average and is
therefore strongly influenced by the level of
contraceptive use in the less developed regions,
where the majority of the world’s women of
reproductive age lives. In the less developed
regions, contraceptive prevalence averaged 59 per
cent at the end of the 1990s but it varied widely
among major areas, ranging from 27 per cent in
Africa and developing Oceania to 64 per cent in
Asia and 71 per cent in Latin America and the
Caribbean (table 2). The group of least developed
countries, most of which are located in sub-Saharan
African, had an estimated contraceptive prevalence
of 28 per cent. In the more developed regions,
contraceptive prevalence stood at an estimated 69
per cent, but it varied from 56 per cent in Japan to
67 per cent in Europe and 76 per cent in Northern
America and Australia/New Zealand.

In 1998, the worldwide prevalence of use of
modern contraceptive methods reached 54 per cent.
The level of use of modern methods was similar in
the more and the less developed regions. Thus, 54
per cent of women of reproductive age who are
married or in union were using a modern form of
contraception in the less developed regions in the
late 1990s compared with 55 per cent in the more
developed world. In contrast, the level of use of
traditional methods of contraception differs
markedly between the more and the less developed
regions. Prevalence of traditional methods in the
less developed regions is half that in the more
developed regions—6 per cent vs. 13 per cent.
Consequently, traditional methods account for a
lower percentage of all use in the less developed
regions than in the more developed regions—9 per

cent vs. 19 per cent. However, in the group of least
developed countries traditional methods of
contraception account for 27 per cent of all
contraceptive use, a proportion far higher than that
in the more developed regions.

The greater use of traditional contraceptive
methods in developed countries implies that they
have a lower percentage of users relying on modern
contraceptive methods (81 per cent) that developing
countries as a whole do (90 per cent), although the
prevalence of modern methods is almost the same
in both regional groups (figure I). Historical reasons
explain the greater reliance by couples in developed
countries on traditional contraceptive methods.
Because the transition from high to low fertility in
those countries occurred largely before modern
contraceptive methods were invented, couples had
to control their fertility by relying on traditional
methods, especially withdrawal, various forms of
periodic abstinence and contraceptive douching.
Use of these methods, therefore, got firmly
established among the populations of developed
countries and are still being used by modern
generations. Furthermore, in some developed
countries, particularly those in Eastern Europe and
the successor States of the former Union of Soviet
Socialist Republics (USSR), current levels of use of
traditional methods also reflect the limited
availability of modern methods (Popov, Visser and
Ketting, 1993). Although declining, the proportion
of wusers in developed countries relying on
traditional contraceptive accounts for almost 85 per
cent of the difference in average prevalence
between the more developed and the less developed
regions. The next sections review in some detail the
state of contraceptive use and levels of
contraceptive prevalence in each major area of the
world.

B. CONTRACEPTIVE PREVALENCE IN AFRICA

Africa has the lowest contraceptive prevalence
among all the major areas of the world, with only
27 per cent of women of reproductive age who are
married or in union using contraception. This level
compares unfavourably with the levels of 60 per
cent or more exhibited by the two other major areas
in the developing world. Furthermore, contraceptive
prevalence is even lower in sub-Saharan Africa,
where it averaged barely 20 per cent in the late
1990s.
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TABLE 2. CONTRACEPTIVE PREVALENCEa, BY MAJOR AREA AND REGION

Percentage of married Percentage of

women” currently using contraceptive users‘
Any Modern relying on modern
Major area and region Year Method method methods
World 1998 60.9 54.0 89
More developed regions 1996 68.5 55.3 81
Less developed regions 1998 594 53.7 90
Least developed countries 1999 27.6 20.1 73
Africa 1999 26.8 19.8 74
Eastern Africa 1999 21.8 16.8 77
Middle Africa 2000 22.8 4.8 21
Northern Africa 1997 473 419 89
Southern Africa 1998 52.6 514 98
Western Africa 1999 14.5 7.9 54
Asia 1998 63.5 584 92
Eastern Asia 1997 81.9 80.6 98
South-central Asia 1999 48.0 41.3 86
South-eastern Asia 1998 57.2 49.2 86
Western Asia 1996 46.8 28.3 60
Europe 1995 67.0 48.9 73
Eastern Europe 1996 61.0 35.1 57
Northern Europe 1998 79.0 74.5 94
Southern Europe 1995 67.3 46.4 69
Western Europe 1993 74.4 70.6 95
Latin America and the Caribbean 1997 70.5 61.7 87
Caribbean 1999 60.5 56.9 94
Central America 1995 63.7 55.2 87
South America 1997 74.3 64.8 87
Northern America 1995 76.2 70.8 93
Oceania 1990 61.7 57.2 93
Australia/New Zealand 1988 75.9 72.2 95
Melanesia/Micronesia/Polynesia 1996 27.0 21.0 78

Sources: World Contraceptive Use 2003 and World Population Prospects 2002, databases maintained
by the Population Division of the United Nations.
* Percentage of women of reproductive age in a marital or consensual union, who are currently using contraception.
® Women aged 15-49 who are married or in a consensual or visiting union.
“ Women of reproductive age who are married or in a consensual or visiting union and who are using contraception.
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Figure I. Percentage of women of reproductive age in a marital or consensual union
who are currently using contraception, by region
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Percentage using contraception

B Modern methods

Africa includes three of the four regions with
the lowest contraceptive prevalence in the world
(below 25 per cent, as shown in table 2 and figure
I). Western Africa has the lowest contraceptive
prevalence, at 15 per cent. It is followed by Eastern
Africa and Middle Africa with prevalence levels of
22 per cent and 23 per cent respectively. The other
two regions of Africa exhibited considerably higher
levels of contraceptive prevalence, though still
lower than the average for the less developed
regions. Thus 47 per cent of women of reproductive
age who were married or in union in the Northern
Africa in the late 1990s and 53 per cent of those in

O Traditional methods

Not only are levels of overall contraceptive use
low in Africa but, in addition, few women use
modern contraceptive methods. In the continent as
whole, only 20 per cent of women of reproductive
age, married or in union, were using modern
methods of contraception by the late 1990s. The
prevalence of modern methods was particularly low
in Middle Africa and Western Africa (less than 10
per cent in each) and in Eastern Africa (less than 20
per cent). However, women relying on modern
methods were estimated to account for 77 per cent
of all contraceptive users in Eastern Africa, 89 per
cent in Northern Africa and 98 per cent in Southern
Africa. Women using modern methods constituted a

Southern ~ Africa used some method of moderate proportion of all contraceptive users in

contraception. Western Africa (54 per cent) but in Middle Africa
they accounted for only 21 per cent of the total.
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Low levels of contraceptive use are still
common in much of Africa, and particularly in sub-
Saharan Africa, because of a history of weak
governmental support for family planning
programmes, the relatively recent start of those
programmes in a number of countries, inadequate
resources devoted to family planning, weak
absorptive capacity and the continued desire for
large families by a large segment of Africa’s
population (National Research Council, 1993).

At the country level, half of the 49 countries in
Africa with data available had less than 20 per cent
prevalence and in a quarter prevalence was below
10 per cent in the 1990s (figure II). With the
exception of Southern Africa, where all countries
had contraceptive prevalence levels higher than 25
per cent, all other regions of Africa had some
countries with very low prevalence levels (table 3).
Countries with the lowest levels include Sierra
Leone with 4 per cent prevalence and Mozambique
with under 6 per cent; Angola, Chad, Guinea,
Guinea-Bissau and Liberia whose prevalence levels
ranged from 6 per cent to 8 per cent; and Eritrea,
Ethiopia, Gambia, Mali, Mauritania and Sudan with
prevalence levels ranging between 8 per cent and 9
per cent.

At the other end of the spectrum, some countries
in Africa exhibited fairly high levels of
contraceptive prevalence. Most of these countries
were islands or were located in Northern Africa and
Southern Africa. They include Cape Verde, Egypt,
Morocco, South Africa and Zimbabwe with
prevalence levels ranging from 50 per cent to 60 per
cent; Algeria, Réunion and Tunisia whose levels of
prevalence ranged from 60 per cent to 70 per cent;
and Mauritius with 75 per cent prevalence. In sub-
Saharan Africa, the six countries with the highest
levels of contraceptive use—Cape Verde, Kenya,
Mauritius, Réunion, South Africa and Zimbabwe—
were also among those with the lowest fertility
levels, the highest levels of schooling, the lowest
child mortality rates, and the widest availability of
family planning services (National Research
Council, 1993).

Wide variations in levels of contraceptive
prevalence exist within the regions of Africa.
Differences are highest in Eastern Africa, where
contraceptive prevalence ranges from 6 per cent in
Mozambique to 75 per cent in Mauritius. In Middle
Africa, the range of variation is from 6 per cent in
Angola to 33 per cent in Gabon, similar in size if
not in level to that of Southern Africa (from 28 per

cent in Swaziland to 56 per cent in South Africa). In
Northern Africa, nearly all countries in the region
have fairly high prevalence levels (40 per cent or
higher) except for the Sudan (8 per cent). In
Western Africa, the gap in prevalence among
countries is also wide, with contraceptive
prevalence varying from 4 per cent in Sierra Leone
to 53 per cent in Cape Verde.

Levels of use of modern contraceptive methods
are still very low in the majority of countries in
Africa. In 65 per cent of the 49 countries with data
available, the prevalence of modern methods is
lower than 20 per cent, and in half of them it is
lower than 10 per cent. However, among users of
contraception, reliance on modern methods tends to
be high. Thus, in almost three-quarters of the 49
countries with data available, at least 6 out of 10
contraceptive users rely on modern contraceptive
methods, and in half of the countries, at least 7 out
of every 10 contraceptive users report using modern
methods. In only a quarter of the countries with
data do less than half of contraceptive users rely on
modern methods (table 3). Those countries include
Benin, Burkina Faso, Cameroon, Central African
Republic, Chad, Cote d'Ivoire, the Democratic
Republic of the Congo, Gabon, Guinea-Bissau,
Niger, Rwanda and Togo. They are all located in
Eastern Africa, Middle Africa and Western Africa,
the three regions with the lowest average levels of
contraceptive prevalence.

C. CONTRACEPTIVE PREVALENCE IN ASIA

In Asia, 64 per cent of women of reproductive
age who are married or in union used contraception
in the late 1990s. This level of prevalence is
comparable to that of Oceania and just slightly
lower than those of Europe or Latin America and
the Caribbean. Among the Asian regions, Eastern
Asia, with 82 per cent of contraceptive prevalence,
exhibited the highest level of contraceptive use in
the world. Eastern Asia’s level is strongly
influenced by contraceptive prevalence in China
(84 per cent in 1997), a country that accounts for 90
per cent of the female population of reproductive
age in the region. In the rest of Asia, contraceptive
prevalence levels are lower and comparable to those
of Northern Africa and Southern Africa. Thus, 58
per cent of women of reproductive age, married or
in union, used contraception in South-eastern Asia,
48 per cent did so in South-central Asia, and 47 per
cent in Western Asia at the end of the 1990s
(table 2).
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Figure II. Percentage distribution of countries, by major area and contraceptive prevalence
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With 58 per cent of all women of reproductive
age who are married or in union relying on modern
methods of contraception, Asia has surpassed
Europe in the overall use of modern methods.
Furthermore, most contraceptives users in Asia
employ modern methods. In Eastern Asia, modern
methods account for 98 per cent of all contraceptive
use. In South-central Asia and South-eastern Asia
they represent 86 per cent of use in each region.
Only in Western Asia is the use of modern methods
less common, accounting for just 60 per cent of
overall use.

But average levels of contraceptive use in the
regions of Asia mask large differences at the
country level. Thus, whereas Asia comprises
countries or areas such as China and Hong Kong
Special Administrative Region (SAR) of China,
which have achieved the world’s highest levels of
contraceptive use (84 per cent and 86 per cent,
respectively), it also encompasses countries such as
Afghanistan, Bhutan or Iraq where contraceptive
prevalence is still very low (5 per cent, 14 per cent
and 19 per cent, respectively, in the late 1990s).

In addition to China, four other populous
countries of Asia—Bangladesh, India, Indonesia
and Japan—have achieved relatively high levels of

contraceptive use (around 50 per cent or higher) >
and the Islamic Republic of Iran, the Republic of
Korea, Thailand and Viet Nam are all among the
countries with the highest contraceptive prevalence
levels in the world (above 70 per cent).

In contrast with Africa, where most countries
tend to have low levels of contraceptive prevalence,
those of Asia tend to concentrate in the higher
prevalence levels (figure II). In only a third of the
countries of Asia is contraceptive prevalence lower
than 40 per cent, compared with 80 per cent of
those in Africa. Furthermore, 4 out of every 10
countries in Asia have prevalence levels of 60 per
cent or higher, whereas only 8 per cent of those in
Africa have similar levels.

Regarding the use of modern methods, only 8
out of the 44 countries of Asia with data available
have levels below 20 per cent. However, in half of
the 44 countries, use of modern methods remains
below 40 per cent. Among users of contraception,
reliance on modern methods tends to be high. In
almost three-quarters of the 44 Asian countries with
data, at least 7 out of every 10 contraceptive users
employ modern methods. Only in four countries—
Armenia, Azerbaijan, Georgia and Yemen—do less
than 50 per cent of contraceptive users rely on a
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TABLE 3. RECENT ESTIMATES OF CONTRACEPTIVE PREVALENCE® BY COUNTRY

Number of Percentage of

married® women married women Percentage of
aged 15-49 in currently using contraceptive
2000 Age Any Modern  users® relying on

Major area, region and country (thousands) Year  group method methods modern methods — Source®
Africa

Eastern Africa
Burundi 749 2000 15-49 15.7 10.0 64 MICS
Comoros 92 2000 15-49 25.7 19.3 75 MICS
Eritrea 555 2002 15-49 8.0 5.1 64 DHS
Ethiopia 9453 2000 15-49 8.1 6.3 78 DHS
Kenya 4 488 1998 15-49 39.0 31.5 81 DHS
Madagascar 2344 2000 15-49 18.8 11.8 63 MICS
Malawi 1 838 2000 15-49 30.6 26.1 85 DHS
Mauritius 210 1991 15-44 74.7 48.9 65 CPS
Mozambique 3221 1997 15-49 5.6 5.1 91 DHS
Réunion? 78 1990 15-49 66.6 61.7 93 RES
Rwanda 942 2000 15-49 13.2 43 33 DHS
Uganda 3254 2001 15-49 22.8 18.2 80 DHS
United Republic of Tanzania 5228 1999 15-49 254 16.9 67 DHS
Zambia 1366 2002 15-49 34.2 22.6 66 DHS
Zimbabwe 1 809 1999 15-49 535 50.4 94 DHS

Middle Africa
Angola 1789 2001 15-49 6.2 4.5 73 MICS
Cameroon 2271 1998 15-49 19.3 7.1 37 DHS
Central African Republic 594 2000 15-49 279 6.9 25 MICS
Chad 1436 2000 15-49 7.9 2.1 27 MICS
Democratic Republic of the 7364 2001 15-49 314 4.4 14 MICS
Congo
Gabon 167 2000 15-49 32.7 11.8 36 DHS
Sao Tome and Principe 19 2000 15-49 29.3 27.4 94 MICS

Northern Africa
Algeria 3656 2000 15-49 64.0 50.1 78 MICS
Egypt 10 921 2000 15-49 56.1 53.9 96 DHS
Libyan Arab Jamahiriha 486 1995 15-49 39.7 25.6 64 AHS
Morocco 4265 1995 15-49 50.3 424 84 DHS
Sudan’ 4899 1993  15-49 83 6.9 83 AHS
Tunisia 1322 1994°  15-49 60.0 51.0 85 AHS

Southern Africa
Botswana 176 2000 15-49 40.4 38.8 96 MICS
Lesotho 245 2000° 15-49 304 29.5 97 MICS
Namibia 181 1992 15-49 28.9 26.0 90 DHS
South Africa 4166 1998 15-49 56.3 55.1 98 DHS
Swaziland 155 2000 15-49 27.7 26.0 94 MICS

Western Africa
Benin 1 060 2001 15-49 18.6 7.2 39 DHS
Burkina Faso 2076 1999 15-49 11.9 4.8 40 DHS
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TABLE 3 (continued)

Number of married®
women aged 15-49

Percentage of
married women
currently using

Percentage of
contraceptive

in 2000 Age Any  Modern users‘ relying on

Major area, region and country (thousands) Year  group method methods modern methods — Source”
Cape Verde 46 1998 15-49 529 46.0 87 CDC
Cote d'Ivoire 2141 1999 15-49 15.0 73 49 DHS
Gambia 223 2000 15-49 9.8 9.0 92 MICS
Ghana 2834 1999 1549 220 133 60 DHS
Guinea 1486 1999  15-49 6.2 4.2 68 DHS
Guinea-Bissau 207 2000 15-49 7.6 3.6 47 MICS
Liberia 390 1986  15-49 6.4 5.5 86 DHS
Mali 2163 2001  15-49 8.1 5.7 70 DHS
Mauritania 362 2001  15-49 8.0 5.1 64 DHS
Niger 1 898 2000 15-49 14.0 43 31 MICS
Nigeria 17 682 1999 15-49 153 8.6 56 DHS
Senegal 1470 1997 15-49 129 8.1 63 DHS
Sierra Leone 698 2000 15-49 43 3.9 91 MICS
Togo 680 2000 15-49 25.7 9.3 36 MICS

Asia

Eastern Asia

China 263 325 1997 15-49 83.8 83.3 99 FHS
China, Hong Kong SAR® 1153 1992 15-49 86.2 79.7 92 RES
Democratic People's Republic of 4210 1992 1549 618 53.0 86 RES
Korea
Japan 15 748 2000 15-49 5509 51.0 91 FHS
Mongolia 425 2000 15-49 674 543 81 MICS
Republic of Korea 8405 1997 15-44 80.5 66.9 83 RES

South-central Asia
Afghanistan” 3558 2000 15-49 4.8 3.6 75 MICS
Bangladesh 26 254 2000 10-49 538 43.4 81 DHS
Bhutan® 283 1994 15-49 1838 18.8 100 FHS
India' 195 818 1999 15-49 482 42.8 89 FHS
Iran (Islamic Republic of) 10 579 1997 1549 729 56.0 77 RES
Kazakhstan 2621 1999 15-49 66.1 52.7 80 DHS
Kyrgyzstan 748 1997 1549 59.5 48.9 82 DHS
Nepal 4296 2001 15-49 393 354 90 DHS
Pakistan 21 825 2001° 1549 27.6 20.2 73 FHS
Sri Lanka 2750 1993  15-49 66.1 43.6 66 DHS
Tajikistan 1143 2000 15-49 339 27.3 81 MICS
Turkmenistan 822 2000 15-49 61.8 53.1 86 DHS
Uzbekistan 4792 2000 15-49 67.2 62.5 93 MICS

South-eastern Asia
Cambodia 1795 2000 15-49 238 18.5 78 DHS
Indonesia 40 114 1997 15-49 574 54.7 95 DHS
Lao People's Democratic 893 2000 15-49 322 28.9 90 FHS
Republic
Malaysia’ 3573 1994  15-49 545 29.8 55 SES
Myanmar 7 069 1997 15-49 327 28.4 87 FHS
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TABLE 3 (continued)

Number of
married® women
aged 15-49 in

Percentage of
married women
currently using

Percentage of
contraceptive

2000 Age Any Modern  users relying on
Major area, region and country (thousands) Year group  method methods modern methods Source”

Philippines 11 301 1998 15-49 46.5 28.2 61 DHS
Singapore 702 1997 15-44 62.0 53.0 85 FHS
Thailand 10 862 1997 15-44 72.2 69.8 97 CPS
Viet Nam 13 141 2002 15-49 78.2 56.7 73 DHS

Western Asia
Armenia 577 2000 15-49 60.5 223 37 DHS
Azerbaijan” 1474 2001 15-44 55.4 11.9 21 CDC
Bahrain® 100 1995 15-49 61.8 30.6 50 AHS
Georgia 892 2000 15-44 40.5 19.8 49 CDC
Iraq® 2984 1989 15-49 13.7 10.4 76 AHS
Israel® 838 1988 18-39 68.0 51.9 76 RES
Jordan 641 2002 15-49 55.8 38.6 69 DHS
Kuwait® 288 1996 15-49 50.2 40.9 81 AHS
Lebanon 629 1996 15-49 61.0 37.0 61 AHS
Oman’ 329 1995 15-49 23.7 18.2 77 AHS
Qatar® 70 1998 15-49 43.2 323 75 AHS
Saudi Arabia® 2 987 1996 15-49 31.8 28.5 90 AHS
Syrian Arab Republic 2639 1993 15-49 36.1 28.3 78 AHS
Turkey 12 283 1998 15-49 63.9 37.7 59 DHS
United Arab Emirates® 361 1995 15-49 27.5 23.6 86 AHS
Yemen 2 668 1997 15-49 20.8 9.8 47 DHS

Europe

Eastern Europe
Belarus 1634 1995° 18-34 50.4 42.1 84 TPI
Bulgaria 1235 1997 18-45 41.5 254 61 FFS
Czech Republic 1755 1997 15-44 72.0 62.6 87 FFS
Hungary 1704 1993 18-41 77.4 68.4 88 FFS
Poland 6 064 1991 20-49 494 19.0 38 FFS
Republic of Moldova 838 2000 15-49 62.4 42.8 69 MICS
Romania 3704 1999 15-44 63.8 29.5 46 CDC
Slovakia" 832 1991 15-44 74.0 41.0 55 RES
Ukraine 8 546 1999 15-44 67.5 37.6 56 CDC

Northern Europe
Denmark’ 556 1988 15-44 78.0 72.0 92 RES
Estonia® 211 1994 20-49 70.3 56.4 80 FFS
Finland 515 1989 25-49 77.4 75.4 97 FFS
Latvia 339 1995 18-49 48.0 393 82 FFS
Lithuania 559 1995 18-49 46.6 30.5 65 FFS
Norway 601 1989 ' 73.8 69.2 94 FFS
Sweden' 1321 1981 20-44 78.0 72.0 92 FFS
United Kingdoml 6927 2002 16-49 84.0 81.0 96 FHS
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TABLE 3 (continued)

Number of
married” women
aged 15-49 in

Percentage of
married women
currently using

Percentage of
contraceptive

2000 Age Any Modern  users‘ relying on
Major area, region and country (thousands) Year group  method methods modern methods Source”
Southern Europe
Albania 256 2000°  15-49 57.5 15.3 27 MICS
Bosnia and Herzegovina 702 2000° 15-49 47.5 15.7 33 MICS
Italy” 8 000 1996  20-49 60.2 38.9 65 FFS
Portugal 1587 1980 15-49 66.3 32.8 49 WES
Serbia and Montenegro™ 1573 2000 15-49 583 32.8 56 MICS
Slovenia 358 1994 15-44 73.8 59.1 80 FFS
Spain 6 898 1995 18-49 80.9 67.4 83 FFS
Western Europe
Austria 1233 1996  20-49 50.8 46.8 92 FFS
Belgium™ " 1323 1992 21-39 78.4 74.3 95 FFS
France 8781 1994 20-49 74.6 69.3 93 FFS
Germany 9971 1992 20-39 74.7 71.8 96 TPI
Netherlands 2034 1993  18-42 78.5 75.6 96 FFS
Switzerland” 937 1995  20-49 82.0 77.5 95 FFS
Latin America and the Caribbean
Caribbean
Antigua and Barbuda’ 10 1988 15-44 52.6 50.6 96 CPS
Bahamas" 30 1988 15-44 61.7 60.1 97 CPS
Barbados" 16 1988 15-44 55.0 53.2 97 CPS
Cuba 1879 2000 15-49 73.3 72.1 98 MICS
Dominica’ 12 1987 15-44 49.8 48.2 97 CPS
Dominican Republic 1344 2000 15-49 64.7 62.5 97 MICS
Grenada’ 36 1990 15-44 543 NA NA RES
Haiti 1132 2000 15-49 27.4 214 78 DHS
Jamaica’ 344 1997 15-49 65.9 62.6 95 CDC
Montserrat® 2 1984 15-44 52.6 52.2 99 CPS
Puerto Rico 576 1996  15-49 71.7 67.6 87 CDC
Saint Kitts and Nevis? 6 1984 15-44 40.6 37.0 91 CPS
Saint Lucia? 7 1988 15-44 473 46.1 97 CPS
Saint Vincent and the Grenadines® 6 1988 15-44 58.3 54.6 94 CPS
Trinidad and Tobago? 149 2000 15-49 38.2 33.2 87 MICS
Central America
Belize* 23 1991 15-44 46.7 41.8 90 CDC
Costa Rica 769 1993  15-49 75.0 64.6 86 FHS
El Salvador 934 1998 15-44 59.7 54.1 91 CDC
Guatemala 1719 1999 15-49 38.2 30.9 81 DHS
Honduras 926 2001°  15-44 61.8 50.8 82 CDC
Mexico 16 295 1995 15-49 66.5 57.5 86 RES
Nicaragua 640 2001  15-49 68.7 66.2 96 DHS
Panama 441 1984 15-44 58.2 54.2 93 CDC
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TABLE 3 (continued)

Number of Percentage of
married® women married women Percentage of
aged 15-49 in currently using contraceptive
2000 Age Any  Modern users‘ relying on
Major area, region and country (thousands) Year  group method methods modern methods —Source’
South America
Bolivia 1188 2000 15-49 534 27.3 51 MICS
Brazil 29 020 1996 15-49 76.7 70.3 92 DHS
Colombia 6 004 2000 15-49 76.9 64.0 83 DHS
Ecuador 1928 1999  15-49 65.8 50.1 76 CDC
Guyana 70 2000 15-49 373 36.0 97 MICS
Paraguay 870 1998 15-44 57.4 47.7 83 CDC
Peru 3733 2000 15-49 68.9 50.4 73 DHS
Suriname 68 2000 15-49 42.1 40.6 96 MICS
Northern America
Canada 4270 1995 15-49 74.7 73.3 98 FFS
United States of America 37740 1995 15-44 76.4 70.5 92 RES
Oceania
Australia/New Zealand
Australia 2456 1986  20-49 76.1 72.2 95 RES
New Zealand 533 1995°  20-49 74.9 72.0 96 TPI
Melanesia/Micronesia/Polynesia
Cook Islands 3 1996  15-49 63.2 60.4 96 FHS
Papua New Guinea 924 1996 15-49 259 19.6 76 FHS

Sources: World Contraceptive Use 2003 and World Population Prospects 2002, databases maintained by

the Population Division of the United Nations.

NoTE: This table shows the most recent data (collected in 1980 or later) available as of September 2003.

* Percentage of married or in-union women of reproductive age currently using contraception.

® In a marital or consensual union.

¢ Women of reproductive age who are married or in a consensual or visiting union and who are using contraception.

4 The data were compiled from nationally representative surveys of women of reproductive age, including the Gulf Family Health
Surveys and Pan-Arab Child Health Surveys (AHS), surveys carried out with the assistance of the US Centers for Disease
Control and Prevention (CDC) such as the Reproductive Health Surveys, the Contraceptive Prevalence Surveys (CPS), the
Demographic and Health Surveys (DHS), the Fertility and Family Surveys (FFS), national fertility and/or family planning
surveys (FHS), the Multiple Indicator Cluster Surveys (MICS), national socioeconomic and/or demographic surveys (SES) and
the World Fertility Surveys (WFS). Other sources of data are research papers or publications, including United Nations
publications (RES) and tabulations provided by individuals or institutions (TPI).

¢ Preliminary or provisional.

" Northern.

& As of 1 July 1997, Hong Kong became a Special Administrative Region (SAR) of China.

f‘ Eastern.

' Excluding the state of Tripura.

J Peninsular.

¥ Jewish population.

! Excluding Northern Ireland.

™ Data pertain to former Yugoslavia, excluding the province of Kosovo and Metohija.

" Flemish population.

° Data pertain to nationals of the country.

P Data pertain to all women.

4 Including visiting unions.

" Data pertain to all sexually active women.

* Data pertain to women sexually active within last month.

' Born in 1945, 1950, 1955, 1960, 1965 or 1968.

Y Including emergency contraception.

¥ Including some cases of sterilization for non-contraceptive reasons.
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modern method (table 3). These countries all
belong to Western Asia, the region with the lowest
contraceptive prevalence in Asia.

A strong government commitment to family
planning programmes is the main reason behind the
success of many Asian countries in achieving high
contraceptive  prevalence. In addition, most
countries with strong programmes have policies
that promote small families, as in the cases of
Bangladesh, China, the Islamic Republic of Iran
and Viet Nam.

D. CONTRACEPTIVE PREVALENCE IN LATIN
AMERICA AND THE CARIBBEAN

Latin America and the Caribbean has the highest
level of contraceptive prevalence of any major area
in the developing world, with 71 per cent of women
of reproductive age who are married or in union
using contraception. As already noted, this level of
prevalence is higher than that in Europe.

Just as in Europe, all regions of Latin America
and the Caribbean have relatively high levels of
contraceptive prevalence. The Caribbean has the
lowest prevalence (61 per cent), followed by
Central America (64 per cent) and South America
(73 per cent). The level for Latin America and the
Caribbean as a whole is strongly influenced by the
level in South America, where two-thirds of the
area’s women of reproductive age who are married
or in union live (table 1). Within South America,
Brazil, with 77 per cent prevalence in 1997,
influences heavily the regional average since it
accounts for over half of the female population of
reproductive age in the region. Similarly,
contraceptive prevalence in Mexico (68 per cent in
1997), which accounts for three-quarters of the
women of reproductive age who are married or in
union in Central America, largely determines
average prevalence in that region.

In Latin America and the Caribbean, 62 per cent
of women of reproductive age who are married or
in union rely on modern methods of contraception.
The vast majority of contraceptive users in the
regions of Latin America and the Caribbean use
modern methods. In the Caribbean, 94 per cent do.
In both Central America and South America, the
proportion of contraceptive users relying on mother
methods is 87 per cent in each region. Hence, the
regions of Latin America and the Caribbean not
only have contraceptive prevalence levels
comparable to those of the regions of Europe but, in

addition, tend to rely almost exclusively on modern
contraceptive methods in sharp contrast with the
practice in Europe.

Although Latin America and the Caribbean has,
on average, reached a level of contraceptive use as
high as that of the more developed regions, 58 per
cent of its 31 countries with data available still have
prevalence levels below 60 per cent (figure II). No
country in this major area has a prevalence level
below 20 per cent but ten countries, including Haiti
and Guatemala, still have prevalence levels below
50 per cent (table 3). In general, the Caribbean
countries have lower prevalence levels than the
countries of Central America and South America’.
Compared to Africa and Asia, variation at the
country level is smaller in Latin America and the
Caribbean, with countries at the lower end of the
scale having prevalence levels ranging from 27 per
cent to 38 per cent (e.g. Haiti, Guatemala and
Guyana in order of prevalence) and those at the
higher end having prevalence levels ranging from
73 per cent to 78 per cent (e.g., Brazil, Colombia,
Costa Rica, Cuba and Puerto Rico).

With regard to the use of modern methods, 61
per cent of the 31 countries with data available and
located in Latin America and the Caribbean have
levels above 50 per cent. Moreover, with the
exception of Bolivia, the proportion of
contraceptive users relying on modern methods is
high in all countries—above 70 per cent—, and
even in Bolivia the equivalent proportion is 51 per
cent.

E. CONTRACEPTIVE PREVALENCE IN THE LEAST
DEVELOPED COUNTRIES

The group of 50 least developed countries
includes countries in all the developing regions of
the world. However, it is worth considering them
as a group because they are among the countries
exhibiting the lowest levels of contraceptive use
and the highest fertility levels in the world. Recent
data for 40 of the 50 least developed countries
indicated that, on average, 28 per cent of women of
reproductive age who are married or in union in
those countries use contraception. However, this
population-weighted average is strongly influenced
by the relatively high level of contraceptive use in
populous Bangladesh. Contraceptive prevalence is
over 50 per cent in Bangladesh and Cape Verde but
it is less than 10 per cent in 14 of the least
developed countries, including Afghanistan,
Angola, Chad, Eritrea, Ethiopia, Gambia, Guinea,
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Guinea-Bissau,  Liberia, = Mali, = Mauritania,
Mozambique, Sierra Leone and Sudan. In 55 per
cent of the least developed countries contraceptive
prevalence is below 20 per cent. Furthermore, 85
per cent of the world’s countries with contraceptive
prevalence below 20 per cent are least developed.

Levels of use of modern methods also tend to be
low in the least developed countries, averaging 20
per cent in the group as a whole. Once more, this
average is strongly influenced by the high level of
use of modern methods in Bangladesh. Whereas
modern methods are used by over 40 per cent of
married women of reproductive age in Bangladesh
and Cape Verde, there are 10 least developed
countries where modern methods are used by less
than 5 per cent of women of reproductive age who
are married or in union. Indeed, in 58 per cent of
the least developed countries the prevalence of use
of modern methods is lower than 10 per cent. Yet,
despite these low prevalence levels, the tendency is
for contraceptive users in the least developed
countries to rely mostly on modern methods. Only
in nine of the 40 least developed countries with data
available do less than half of all contraceptive users
rely on modern methods.

F. CONTRACEPTIVE PREVALENCE IN EUROPE
AND NORTHERN AMERICA

In Europe, 67 per cent of women reproductive
age who were married or in union at the end of the
1990s wused contraception. Therefore, Europe
exhibits the lowest level of contraceptive
prevalence in the developed world. In fact, it is
lower than that of Latin America and the Caribbean,
one of the major areas of the developing world. It
also contrasts markedly with the level in the other
major developed area, Northern America, where
contraceptive prevalence was 76 per cent in the late
1990s (table 2).

All the regions of Europe exhibit moderate or
high levels of contraceptive prevalence. Northern
Europe had the highest prevalence (79 per cent) in
the late 1990s, followed by Western Europe (74 per
cent), Southern Europe (67 per cent) and Eastern
Europe (61 per cent). However, the estimate for
Eastern Europe may be upwardly biased because
data for the Russian Federation are lacking and,
since its population of reproductive age accounts
for a very large share of the region’s population of
reproductive age, errors in the estimate used for the
Russian Federation would have a considerable
impact on the estimate for the whole region. The
regional estimate presented here is based on the

assumption that the Russian Federation has a level
of contraceptive use similar to that of other Eastern
European  countries  having the required
information. In 1999, a survey of three Russian
cities recorded prevalence levels ranging from 70
per cent to 75 per cent (Russian Centre for Public
Opinion and Market Research, Centers for Disease
Control and Prevention, United States Agency for
International ~ Development, 2000) but the
nationwide level is likely to be much lower
(Barkalov and Darsky, 1994).

Another important feature of contraceptive
prevalence in Europe is the high reliance of couples
on traditional contraceptive methods. For Europe as
a whole, just 49 per cent of women of reproductive
age who are married or in union relied on modern
contraceptive methods in the late 1990s. This level
of use of modern methods is lower than that
recorded in Asia, although proportionately more
women of reproductive age and in union use
contraception in Europe than in Asia. In Northern
America, prevalence of modern contraceptive
methods is very high, at 71 per cent. That is, fully
93 per cent of all contraceptive users in Northern
America rely on modern methods.

In Europe, there are very significant differences
among the regions in the percentage of
contraceptive users relying on modern methods.
Thus, whereas reliance on modern contraceptive
methods is close to universal in Northern Europe
(94 per cent) and Western Europe (95 per cent), it is
much lower in Southern Europe (69 per cent) and,
particularly, in Eastern Europe (57 per cent). Lack
of ready access to modern contraceptive methods in
parts of Europe is partly responsible for these
differences.

Among the 32 countries with data available in
Europe and Northern America, contraceptive
prevalence ranged from 42 per cent to 84 per cent
(table 3). Countries in these regions tend to
concentrate at the higher end of the distribution
(figure II), with almost three-quarters of them
having prevalence levels above 60 per cent and
more than half having levels above 70 per cent,
including Canada and the United States of America
where contraceptive prevalence was at least 75 per
cent in 1995. Only 15 per cent of the countries in
Europe had contraceptive prevalence levels below
50 per cent.

In Europe, very high contraceptive prevalence
tends to characterize the countries of Northern
Europe and Western Europe. In other regions of
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Europe, Spain stands out as having reached a
prevalence of 81 per cent prevalence in 1995,
among the highest in the world. At the opposite end
of the distribution, less than half of women of
reproductive age who are married or in union report
using contraception in Belarus, Bosnia and
Herzegovina, Bulgaria, Latvia, Lithuania and
Poland. These relatively low levels of prevalence
are probably related to the limited availability of
contraceptive supplies (Popov, Visser and Ketting,
1993).

The use of modern contraceptive methods in the
countries of Europe and Northern America is
generally high. More than half of all women of
reproductive age who are married or in union use
modern methods in 57 per cent of the countries of
Europe and Northern America. However, the use of
modern methods is still low in a few countries,
including Albania, Bosnia and Herzegovina,
Bulgaria, Poland and Romania where it ranges from
15 per cent to 30 per cent. With the exception of
Lithuania, the proportion of contraceptive users
relying on modern methods is very high in all
countries Northern Europe and Western Europe—
80 per cent or over. The same is true for the
countries of Northern America. The equivalent
proportions are lower in countries of Eastern
Europe and Southern Europe. In Albania, Bosnia
and Herzegovina, Poland, Portugal and Romania,
less than half of all contraceptive users rely on
modern methods.

To date, no nationwide survey to assess
contraceptive prevalence and practice has been
conducted in the Russian Federation. A review of
small-scale surveys indicates prevalence levels of
70 per cent to 80 per cent in the 1980s and early
1990s for the city of Moscow and other major urban
areas (Barkalov and Darsky, 1994). The Russia
Women’s Reproductive Health Survey, carried out
in 1996 and followed up in 1999, gathered
information from representative samples of women
aged 15 to 44 in Ivanovo Oblast (including Ivanovo
City), Yekaterinburg City and Perm City. The
results of this survey show that in 1999,
contraceptive prevalence among married women
was high (70 per cent to 75 per cent) in these three
urban centres, with modern methods being used by
49 per cent to 58 per cent of women (Russian
Centre for Public Opinion and Market Research,
Centers for Disease Control and Prevention, United
States Agency for International Development.
2000). However, the review conducted by Barkalov

and Darsky (1994) shows a much lower
contraceptive prevalence in other urban and rural
areas, ranging between 27 per cent and 57 per cent.
These authors estimate that the prevalence of use of
modern methods (mainly intrauterine devices and
oral pills) is at least 25 per cent in the Russian
Federation but they suggest that the prevalence of
overall use is substantially overestimated due to the
relaxed definition of traditional methods of
contraception used in some surveys.

G. CONTRACEPTIVE PREVALENCE IN OCEANIA

In Oceania, 62 per cent of women of
reproductive age who are married or in union use
contraception, a level of contraceptive prevalence
slightly lower than that in Asia. However, average
prevalence in Oceania masks great disparities
among regions. Australia and New Zealand, being
developed countries, have jointly a very high level
of contraceptive prevalence (76 per cent). In
contrast, the three less developed regions of
Melanesia, Micronesia and Polynesia have very low
levels of prevalence, averaging only 27 per cent, a
level comparable to that in Africa.

Melanesia, Micronesia and Polynesia have been
grouped into one unit because only two countries in
them, the Cook Islands and Papua New Guinea,
have recent data on contraceptive use. These two
countries have strikingly different levels of
contraceptive prevalence, with 63 per cent of
women of reproductive age and married or in union
using contraception in the Cook Islands and just 26
per cent doing so in Papua New Guinea (table 3).
Since that country accounts for 79 per cent of the
women of reproductive age who are married or in
union in Melanesia, Micronesia and Polynesia, it
exerts a strong influence on average prevalence for
those regions. Because of lack of data, a regional
estimate based solely on the information for the
Cook Islands and Papua New Guinea would likely
underestimate contraceptive prevalence because
Fiji, one of the other populous countries in the area,
already had a contraceptive prevalence of 41 per
cent in 1974 and is likely to have attained higher
levels of prevalence by the late 1990s. Therefore, to
calculate a regional estimate, it was assumed that
the group of countries lacking recent data had a
contraceptive prevalence of 30 per cent. As a result,
the average contraceptive prevalence for Melanesia,
Micronesia and Polynesia was estimated at 27 per
cent.
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In Oceania as a whole, 57 per cent of women of
reproductive age who were married or in union in
the late 1990s relied on modern methods. The use
of modern contraceptive methods was much higher
in Australia and New Zealand (72 per cent) than in
Melanesia, Micronesia and Polynesia considered
jointly (21 per cent). Virtually all women using
contraception in Australia, New Zealand and the
Cook Islands relied on modern methods (95 per
cent or more). Only in Papua New Guinea did a
relatively high proportion of women using
contraception still rely on traditional methods (24
per cent).

NOTES

' Throughout this report, “married women”, “women of
reproductive age, in a marital or consensual union” and
“women of reproductive age who are married or in union”
are used interchangeably to mean women aged 15-49 (unless
otherwise stated) who are married or living in a consensual
union.

% Pakistan is the only populous country with a low
contraceptive prevalence (28 per cent).

3 1t should be noted, however, that for eight of the 15
Caribbean countries with data, the latest estimates of
contraceptive prevalence available refer to the 1980s.

* The least developed countries are a group of 50
developing countries that have been identified by the United

Nations as “least developed” in view of their low GDP per
capita, their weak human capital assets and their high degree
of economic vulnerability. As of December 2003, the group
includes 34 countries in Africa, ten in Asia, one in Latin
America and the Caribbean and five in Oceania. The full list
can be found in the explanatory notes at the beginning of
this report.
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II. TRENDS IN CONTRACEPTIVE USE

This chapter reviews changes in contraceptive
prevalence at the global, regional and country
levels. Comparable data on contraceptive use are
available for at least two periods for 116 countries,
30 more than in the 1998 assessment of world
contraceptive use (United Nations, 2000). These
countries include 95 developing countries and 21
developed countries and their data span the period
1970 to 2002. Yet only 68 countries, including 44
developing countries and 21 developed countries,
have data pertaining to both the first half of the
period (1970-1984) and the second half (1985-
2002), and they are by no means representative of
the countries of the world or of their respective
major areas or regions. For instance, they include
just 19 countries in Africa and 21 in Asia.
Moreover, they tend to represent countries with
relatively high prevalence levels within their
respective regions. Consequently, the overview on
trends of contraceptive use presented below may
present a more positive picture of the evolution of
contraceptive use worldwide than would be the case
if a better coverage of the experience of all
countries were possible.

A. GLOBAL AND REGIONAL TRENDS

Many countries, especially the developing ones,
did not have data on contraceptive prevalence until
the late 1980s. Consequently, restricting the
analysis of global trends to the 68 countries that
have comparable data pertaining to both 1970-1984
and 1985-2002 would produce estimates that could
not be claimed to be representative of all the
countries of the world. For that reason, the focus of
this chapter will be mainly on trends over a more
recent period, focusing on contraceptive prevalence
estimates for 1990, 1995 and 2000 derived using
linear interpolation or extrapolation on the basis of
the estimates available for each country for the
reference dates of national surveys (see annex table
A.1). The regional and global estimates for 1990,
1995 and 2000 are weighted averages of country
estimates.

The countries for which interpolated or
extrapolated estimates were obtained include all
those whose most recent data derived from national
surveys refer to the late 1980s or later periods. This
restriction led to the exclusion of one country,
Panama, from the analysis of recent trends.
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Bulgaria, Poland and Trinidad and Tobago were
also excluded because their trend data show steep
decreases in contraceptive prevalence which are
more likely the result of lack of data comparability
between the different sources rather than a
reflection of real trends. Iraq was also excluded
because its trend data show a decrease in
contraceptive prevalence and its most recent data
refer to 1989. A projection of past trends in that
case was not felt to be appropriate, especially given
the situation prevailing in Iraq after the Gulf War.

Worldwide contraceptive prevalence is estimated
to have increased from 54 per cent in 1990 to 59 per
cent in 1995 and 63 per cent in 2000. This trend
implies a fairly rapid pace of increase, amounting to
0.9 percentage points per year over the decade
(table 4) and is the result of a slower increase in the
more developed regions than in the less developed
regions. In the more developed regions,
contraceptive prevalence went from 66 per cent in
1990 to 68 per cent in 1995 and 70 per cent in 2000,
that is, it rose by 0.4 percentage points annually
during 1990-2000. In the less developed regions,
contraceptive prevalence went from 52 per cent in
1990 to 57 per cent in 1995 and 61 per cent in 2000,
thus increasing at a pace of 0.9 percentage points
per year.

These global trends mask wide variations across
major areas and regions. In Europe and
Australia/New Zealand, contraceptive prevalence
barely changed between 1990 and 2000, but it
increased rapidly in Northern America (by 1.0
percentage point per year). In the less developed
world, contraceptive prevalence increased rapidly
in Africa and Latin America and the Caribbean (by
over 1.0 percentage point per year, on average) but
more slowly in Asia (by 0.8 percentage points per
year). Within Africa, the regions of Eastern Africa,
Middle Africa and Northern Africa experienced
very rapid increases over the past decade, rising by
1.0 percentage point or more per year, although by
2000 Eastern Africa and Middle Africa were still
characterized by fairly low levels of prevalence.
The regions of Central America and South America
in Latin America and the Caribbean and the regions
of South-central Asia and South-eastern Asia in
Asia experienced similarly rapid increases.

17



TABLE 4. ESTIMATED TRENDS IN CONTRACEPTIVE PREVALENCEa, BY MAJOR AREA AND REGION

Annual change in

Prevalence of modern

Annual change in prevalence

Overall contraceptive contraceptive contraceptive methods of modern methods
prevalence (percentage)  prevalence 1990-2000 (percentage) 1990-2000
Major area and region 1990 2000 (percentage points) 1990 2000 (percentage points)
World a 62.6 0.9 3.4 % 0.8
More developed regions 66.0 70.1 0.4 51.2 58.1 0.7
Less developed regions 51.9 61.3 0.9 46.9 554 0.8
Africa 16.6 27.9 1.1 12.6 20.6 0.8
Eastern Africa 12.6 22.8 1.0 8.1 17.8 1.0
Middle Africa 8.2 22.8 1.5 2.2 48 0.3
Northern Africa 36.2 52.0 1.6 33.0 45.7 1.3
Southern Africa 47.2 54.0 0.7 45.7 52.8 0.7
Western Africa 6.8 15.4 0.9 33 8.4 0.5
Asia 6.7 62 0.8 3.2 60.0 0.8
Eastern Asia 77.9 83.6 0.6 76.7 82.3 0.6
South-central Asia 38.7 49.0 1.0 33.0 42.2 0.9
South-eastern Asia 47.2 59.7 1.3 40.3 51.4 1.1
Western Asia 433 49.1 0.6 24.8 30.6 0.6
Europe 68 (1. 0.2 8 3 0.8
Eastern Europe 58.5 62.7 0.4 29.9 38.6 0.9
Northern Europe 78.5 79.1 0.1 74.2 74.6 0.0
Southern Europe 66.6 68.0 0.1 39.3 53.5 14
Western Europe 74.4 74.4 0.0 68.9 74.4 0.6
Latin America and the
Cariban 62.1 74 1.2 2.6 6% 1.3
Caribbean 53.7 61.3 0.8 50.1 57.7 0.8
Central America 56.9 70.5 1.4 48.7 61.7 1.3
South America 66.1 77.8 1.2 55.3 68.9 1.4
Northern America 71.0 34 1.0 67.5 74 0.7
AustraliaNewaland " 76.5 79.4 0.3 73 79 0.6

Sources: World Contraceptive Use 2003, database maintained by the Population Division of the United Nations, and tables 1 and 3.
 Contraceptive prevalence is the percentage of women of reproductive age in a marital or consensual union who are using contraception.
The prevalence of modern methods is the percentage of women of reproductive age in a marital or consensual union who are using a modern
contraceptive method. The regional and global estimates are weighted averages of estimates at the country level for 1990 and 2000.

® Because there are only two countries in the Australia/New Zealand region and only New Zealand has trends data on contraceptive use, the
average contraceptive prevalence levels for the Australia/New Zealand region were computed by also taking the unique data point for

Australia into account.
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Globally, the use of modern contraceptive
methods increased at a pace similar to that of
overall contraceptive prevalence between 1990 and
2000, rising on average by 0.8 percentage points
per year (from 47 per cent in 1990 to 52 per cent in
1995 and 56 per cent in 2000). In the more
developed regions, the use of modern methods
increased faster than overall contraceptive
prevalence, at 0.7 percentage points per year.
Concomitantly, the use of traditional methods
decreased. This trend is driven mainly by changes
in Europe and particularly in Eastern Europe and
Southern  Europe where, although overall
prevalence is changing little, couples are
increasingly opting to use modern contraceptive
methods instead of traditional methods. In the less
developed regions, the use of modern methods has
been increasing more slowly than overall
contraceptive prevalence, by 0.8 percentage points
annually compared to the annual gain of 0.9
percentage points in overall prevalence. Yet by
2000 an estimated 55 per cent of all women in less
developed regions who were married or in union
were relying on modern methods.

1. Recent trends in developing countries

Most developing countries with trend data show a
substantial increase in contraceptive use between
1990 and 2000. In 45 per cent of those countries,
increases in contraceptive prevalence range from
1.0 to 1.9 percentage points annually, while in 13
per cent of them the average annual gain in
contraceptive prevalence during the 1990s was 2.0
percentage points or higher (table 5). Compared to
an earlier assessment of trends in contraceptive use,
which showed that 57 per cent of developing
countries had experienced increases ranging from
1.0 to 1.9 percentage points per year and 11 per
cent had shown increases of at least 2.0 percentage
points per year between roughly the late 1970s and
the early 1990s (United Nations, 2000), the more
recent data indicate that more countries have
experienced rapid increases in contraceptive use. In
1990, just 12 of the 95 developing countries with
the relevant data had contraceptive prevalence
estimated at 65 per cent or higher. By 2000, 28
countries had those levels. This shift to higher
levels of prevalence has been accompanied by a
reduction in the number of countries with low
prevalence. In 1990, 36 of the 95 developing
countries with data had a contraceptive prevalence
below 20 per cent but by 2000, just 19 had still
showed those low levels of prevalence (table 6).
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Although there is considerable variation in the
average annual gains in contraceptive prevalence
made by developing countries during the 1990s,
countries with low initial levels of contraceptive
prevalence tended to experience a slower rise in
prevalence than countries with initial prevalence
levels in the intermediate range (table 7). Countries
with high initial levels of prevalence also
experienced slower growth in contraceptive use
than those starting at intermediate levels.

Among countries with low initial prevalence
(below 20 per cent), more than half experienced
increases of less than 1.0 percentage point per year.
Except for Afghanistan, the countries with low
initial prevalence and slow increases all belong to
sub-Saharan Africa, particularly to Western Africa.
There is also a significant number of countries with
low prevalence in 1990 (13 countries out of 36) that
experienced fast growth in contraceptive use, with
gains averaging 1.5 percentage points or more
during the decade. Half of these countries are
located in sub-Saharan Africa and half in Asia.

Countries with high prevalence (65 per cent or
higher) in 1990 almost uniformly experienced slow
growth in contraceptive use. Ten of the 12 countries
in this group recorded an average annual increase of
less than 1.0 percentage point during 1990-2000
and none experienced an average annual increase
above 1.5 percentage points.

As already noted, countries with intermediate
levels of prevalence in 1990 (ranging from 20 per
cent to 64 per cent) tended to experience the most
rapid rises in contraceptive use. In particular, 19 of
the 23 countries with an initial prevalence ranging
from 20 per cent to 44 per cent recorded increases
of at least 1.0 percentage point per year during
1990-2000 and 11 of them registered increases
averaging over 1.5 percentage points per year (table
7). Among the 24 countries with initial prevalence
levels ranging from 45 per cent to 64 per cent, 17
experienced increases averaging over 1.0
percentage point a year and two of them—Grenada
and the Islamic Republic of Iran—maintained a
more rapid pace of change, gaining over 2
percentage points a year during 1990-2000.

In the majority of the developing countries with
trend data, overall contraceptive prevalence tended
to increase more rapidly than the prevalence of use
of modern contraceptive methods. However, the
difference in pace was small, amounting to just 0.1
of a percentage point per year in favour of overall
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TABLE 5. ESTIMATED TRENDS IN CONTRACEPTIVE PREVALENCE", BY COUNTRY,
1990, 1995 AND 2000

(Percentage)
Estimated contraceptive Estimated contraceptive Estimated annual change in
prevalence” of any prevalence’ of modern prevalence, 1990-2000
method (percentage) methods (percentage) (percentage points)
Any Modern
Country 1990 1995 2000 1990 1995 2000 method methods
Africa
Eastern Africa
Burundi 10.3  13.0 15.7 32 6.6 10.0 0.5 0.7
Comoros 140 19.8 25.7 0.0 9.4 19.3 1.2 1.9
Eritrea 80 8.0 8.0 3.2 4.0 4.8 0.0 0.2
Ethiopia 43 6.2 8.1 2.6 4.5 6.3 0.4 0.4
Kenya 284 352 41.5 202 29.0 332 1.3 1.3
Madagascar 15.6 183 18.8 33 7.9 11.8 0.3 0.9
Malawi 11.5 19.7 30.6 5.8 12.7 26.1 1.9 2.0
Mauritius 74.8 743 73.8 48.1 52.0 55.8 -0.1 0.8
Rwanda 18.7 15.6 13.2 10.2 8.6 4.3 -0.6 -0.6
Uganda 6.6 14.8 21.5 34 7.8 16.5 1.5 1.3
United Rep. of Tanzania 8.8 16.8 27.7 53 12.0 18.1 1.9 1.3
Zambia 99 232 26.1 6.2 13.0 19.3 1.6 1.3
Zimbabwe 441 492 54.6 373 43.8 52.0 1.1 1.5
Middle Africa
Angola 104 85 6.6 34 39 44 -0.4 0.1
Cameroon 15.0 179 20.2 4.0 5.9 7.9 0.5 0.4
Central African Republic 1.7 148 27.9 0.0 33 6.9 2.6 0.7
Chad 00 1.6 7.9 0.0 0.6 2.1 0.8 0.2
Dem. Rep. of the Congo 53 172 29.0 1.8 3.0 4.2 2.4 0.2
Northern Africa
Algeria 448 569 64.0 38.5 49.4 50.1 1.9 1.2
Egypt 41.1 479 56.1 39.9 455 53.9 L5 14
Morocco 39.3 503 65.0 329 424 53.9 2.6 2.1
Sudan 8.7 10.6 12.4 5.6 6.5 7.3 0.4 0.2
Tunisia 532 617 70.2 439 52.8 61.6 1.7 1.8
Southern Africa
Botswana 342 373 40.4 32.9 35.8 38.8 0.6 0.6
Lesotho 20.8 259 30.4 16.7 229 29.5 1.0 1.3
South Africa 51.0 543 57.6 49.7 53.1 56.4 0.7 0.7
Swaziland 212 245 27.7 187 223 26.0 0.7 0.7
Western Africa
Benin 13.8 16.0 18.2 0.0 2.6 6.4 0.4 0.6
Burkina Faso 59 92 12.6 3.9 4.4 4.9 0.7 0.1
Cote d'Tvoire 88 12.1 15.7 3.1 4.8 7.9 0.7 0.5
Gambia 11.8 10.7 9.6 6.7 7.8 8.9 -0.2 0.2
Ghana 159 209 223 7.2 11.2 13.8 0.6 0.7
Guinea 00 32 7.0 0.0 2.1 4.7 0.7 0.5
Mali 54 65 7.8 2.4 4.1 5.5 0.2 0.3
Mauritania 3.8 59 8.0 1.1 3.1 5.0 0.4 0.4
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TABLE 5 (continued)

Estimated contraceptive Estimated contraceptive Estimated annual change in
prevalence” of any prevalence’ of modern prevalence, 1990-2000
method (percentage) methods (percentage) (percentage points)
Any Modern
Country 1990 1995 2000 1990 1995 2000 method methods
Niger 3.1 6.3 14.0 1.5 3.5 4.3 1.1 0.3
Nigeria 6.0 112 16.3 35 6.3 9.2 1.0 0.6
Senegal 9.1 10.2 17.0 3.8 6.5 10.6 0.8 0.7
Togo 144 20.1 25.7 3.8 5.8 9.3 1.1 0.6
Asia
Eastern Asia
China 77.8  83.6 84.0 77.2 833 834 0.6 0.6
Hong Kong, China SAR 84.0 84.0 84.0 77.8 82.5 825 0.0 0.5
Japan® 58.0 575 55.9 51.9 51.7 510 -0.2 -0.1
Mongolia 693 634 67.4 8.3 31.7 543 -0.2 4.6
Republic of Korea 78.7  78.4 83.6 69.7 66.8  67.0 0.5 -0.3
South-central Asia
Afghanistan 3.6 42 4.8 29 32 3.6 0.1 0.1
Bangladesh 354  4e.1 53.8 272 38.0 434 1.8 1.6
India 42.0 43.1 49.5 373 384 439 0.8 0.7
Iran (Islamic Rep. of) 542  69.6 77.9 333 514 628 24 3.0
Kazakhstan 504  59.1 69.4 37.9 46.1  54.6 1.9 1.7
Nepal 209 273 37.1 20.2 252 335 1.6 1.3
Pakistan 11.1 17.8 26.7 8.6 126 194 1.6 1.1
Sri Lanka 64.1 675 70.9 42.1 446 472 0.7 0.5
Uzbekistan 382 527 67.2 345 485 625 29 2.8
South-eastern Asia
Cambodia 1.2 125 23.8 0.0 6.8 185 2.3 1.9
Indonesia 492 556 60.3 46.3 53.0 573 1.1 1.1
Lao People's Dem. Rep. 12.8 225 322 9.0 19.0 289 1.9 2.0
Malaysia 504 555 60.7 309 29.5 282 1.0 -0.3
Myanmar 104 263 42.2 7.7 225 373 32 3.0
Philippines 377 426 49.1 22.9 262 295 1.1 0.7
Singapore 658 632 60.2 51.0 522 542 -0.6 0.3
Thailand 70.7  73.1 70.9 68.9 71.0  68.0 0.0 -0.1
Viet Nam 57.1  68.4 74.2 38.1 478 557 1.7 1.8
Western Asia
Azerbaijan 52.1  53.6 55.1 . . . 0.3 .
Bahrain 548 618 68.8 30.4 306 309 1.4 0.1
Jordan 350 47.6 54.5 26.9 346 382 2.0 1.1
Kuwait 39.8 485 57.1 34.8 399 450 1.7 1.0
Lebanon 59.1  60.7 62.3 33.6 364 392 0.3 0.6
Oman 129 237 345 10.6 237 258 22 1.5
Qatar 353 402 452 29.8 314 329 1.0 0.3
Syrian Arab Republic 328 383 43.7 25.6 30.1 345 1.1 0.9
Turkey 63.0 63.1 64.4 325 358 39.0 0.1 0.7
Yemen 63 154 29.0 53 83 120 23 0.7
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TABLE 5 (continued)

Estimated contraceptive Estimated contraceptive Estimated annual change in
prevalence” of any prevalence’ of modern prevalence, 1990-2000
method (percentage) methods (percentage) (percentage points)
Any Modern
Country 1990 1995 2000 1990 1995 2000 method methods
Europe
Eastern Europe
Czech Republic 704 71.6 77.1 529 5938 66.8 0.7 1.4
Hungary 75.6  78.6 81.7 65.8  70.1 74.5 0.6 0.9
Republic of Moldova 653 713 77.3 40.5 47.3 54.1 1.2 1.4
Romania 574 595 64.9 12.6 19.5 32.0 0.7 1.9
Northern Europe
Denmark 79.2 823 85.3 74.0  79.0 84.0 0.6 1.0
Finland 772 76.1 75.0 752 741 73.0 -0.2 -0.2
Norway 740 752 76.4 69.6 713 73.1 0.2 0.4
United Kingdom® 81.6  82.0 80.0 80.3 82.0 80.0 -0.2 0.0
Southern Europe
Italy 66.5 612 56.0 36.5 385 40.5 -1.0 0.4
Serbia and Montenegro 56.9 57.6 58.3 241 28.5 32.8 0.1 0.9
Spain 70.2  80.9 87.0 527 674 82.1 1.7 29
Western Europe
Austria 59.6 523 44.9 509 475 44.1 -1.5 -0.7
Belgium 788 779 82.6 722 774 82.6 0.4 1.0
France 79.0 735 72.0 67.5  69.8 72.0 -0.7 0.5
Germany 75.6  76.1 76.6 706  73.6 76.6 0.1 0.6
Netherlands 77.0 795 82.0 72.8 774 82.0 0.5 0.9
Switzerland 78.4  82.0 85.6 73.3 77.5 81.7 0.7 0.8

Latin America and the Caribbean

Caribbean
Antigua and Barbuda 56.5 66.3 76.1 54.5 64.1 73.7 2.0 1.9
Barbados 574 635 69.6 557 618 67.9 1.2 1.2
Cuba 70.8  72.0 733 682  70.1 72.1 0.3 0.4
Dominica 502 509 51.5 48.7 495 50.4 0.1 0.2
Dominican Republic 55.1 622 64.7 50.7 577 62.5 1.0 1.2
Grenada 543 77.0 77.0 . . y 2.3 .
Haiti 1.5  18.0 27.4 10.4 13.2 21.4 1.6 1.1
Jamaica 56.5 64.0 68.8 53.1 60.5 65.8 1.2 1.3
Puerto Rico 746 772 79.8 652 672 69.2 0.5 0.4
Saint Lucia 48.6 519 55.2 47.8 52.0 56.2 0.7 0.8
St. Vincent and the
Grenadines 63.1 68.2 73.3 58.9 65.5 72.1 1.0 1.3
Central America
Costa Rica 72.6  76.6 80.7 62.0 663 70.7 0.8 0.9
El Salvador 496 559 62.3 45.5 50.7 56.4 1.3 1.1
Guatemala 263 314 39.9 22.0 269 31.9 1.4 1.0
Honduras 443 492 59.4 340 394 48.8 1.5 1.5
Mexico 579  66.5 71.3 494 575 62.5 1.3 1.3
Nicaragua 448 545 65.8 40.9 51.2 63.2 2.1 2.2
South America
Bolivia 333 46.1 534 133 19.7 27.3 2.0 1.4
Brazil 702  75.6 81.1 62.1 68.9 75.7 1.1 1.4
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TABLE 5 (continued)

Estimated contraceptive Estimated contraceptive Estimated annual change in
prevalence” of any prevalence’ of modern prevalence, 1990-2000
method (percentage) methods (percentage) (percentage points)
Any Modern
Country 1990 1995 2000 1990 1995 2000 method methods
Colombia 66.1 722 76.9 547 593 64.0 1.1 0.9
Ecuador 537 586 67.6 423 46.6 51.0 1.4 0.9
Guyana 349  36.1 373 329 345 36.0 0.2 0.3
Paraguay 44.1  49.6 64.1 352 403 54.1 2.0 1.9
Peru 546 629 68.9 295 392 50.4 1.4 2.1
Northern America
Canada 74.0 747 75.4 71.7 733 74.9 0.1 0.3
United States of America 70.7 764 82.1 67.0 70.5 74.0 1.1 0.7
Oceania (developed)
Australia/New Zealand
New Zealand 734 749 76.3 692 720 74.8 0.3 0.6

Sources: World Contraceptive Use 2003 and World Population Prospects 2002, databases maintained by the Population Division of
the United Nations.

NoOTE: Two dots (..) indicate that the information is not available.

 Contraceptive prevalence is the percentage of women of reproductive age in a marital or consensual union who are using
contraception. The prevalence of modern methods is the percentage of women of reproductive age in a marital or consensual union
who are using a modern contraceptive method.

® For each country, the estimated contraceptive prevalence levels for 1990, 1995 and 2000 were interpolated and extrapolated from
the two to four most recent data available. For example, Rwanda's prevalence estimates for 1990, 1995 and 2000 were computed
from data collected in 1983, 1992 and 2000: the 1990 estimate was obtained from interpolating the 1983 and 1992 data values and
the 2000 estimate was obtained from the 2000 data value. The data used for the estimations are given in annex table A.1.

¢ Contraceptive methods were used in combination so the prevalence estimates could be slightly overestimated.

United Nations Department of Economic and Social Affairs/Population Division
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TABLE 6. DISTRIBUTION OF DEVELOPING COUNTRIES? BY ESTIMATED CONTRACEPTIVE
PREVALENCE® IN 1990 AND 2000

1990 2000
Contraceptive prevalence” Percentage Number Percentage Number
Less than 20 per cent 38 36 20 19
20 per cent to 44 per cent 24 23 26 25
45 per cent to 64 per cent 25 24 24 23
65 per cent or more 13 12 29 28
Total 100 95 100 95

Source: Table 5.

* Countries with comparable contraceptive use data for at least two periods.
b . . . . .
Percentage of women of reproductive age in a marital or consensual union who are using

contraception.

prevalence. That is, despite this slower pace of
increase in levels of use of modern contraceptive
methods, it was the expansion in the use of these
methods that accounted for most of the recent rise
in contraceptive use in developing countries.

2. The effect of the lactational amenorrhoea
method on recent trends

Because breastfeeding is associated with a
reduction of fecundability resulting from the
suppression of ovulation during the lactation period,
one can consider that breastfeeding is a
contraceptive method. As such, it is usually referred
to as the “lactational amenorrhoea method” or LAM
for short. For a woman to be considered as using
the LAM method, she needs to meet the three LAM
criteria outlined below. When those criteria are met,
LAM is a very effective contraceptive method, with
a failure rate of about 2 per cent during the first six

months after childbirth (Technical
Guidance/Competence Working Group and World
Health ~ Organization/Family = Planning  and

Population Unit, 1996). The three LAM criteria are:

(1) Full or nearly full breastfeeding. The baby
must be exclusively breastfed (that is, fed
nothing but breast milk) or, at the very least, be
breastfed for almost all feedings, day and night,
and on demand. The more intense the
breastfeeding, especially during the first weeks
and months after the birth of a child, the more

effective LAM is and the longer the period of
its effectiveness;

(2) Amenorrhoea. The breastfeeding woman
should be amenorrhoeic, that is, she should not
have menses. The return of the menses occurs
when the woman experiences at least two
consecutive days of bleeding or spotting at least
two months after the birth;

(3) Less than 6 months postpartum. The baby must
be less than 6 months old.

Use of other contraceptive methods to prevent
pregnancy is not necessary as long as the LAM
criteria are met. However, a woman may use
another contraceptive method as back-up during the
period of LAM protection if she so wishes. Back-up
methods should be limited to those appropriate for
breastfeeding women. That is, non-hormonal
methods are recommended because they have no
effect on either lactation or the infant. The World
Health Organization discourages the use of
progestin-only methods during the first 6 weeks
after birth because of concerns about steroid
transmission in breast milk, and contraceptives
based on estrogen should not be used by
breastfeeding women during the first 6 months after
birth because they reduce the quantity and quality
of breast milk. Couples relying on LAM to prevent
pregnancy should nevertheless use condoms or
other barrier methods to protect against the risk of
sexually  transmitted  infections, including
HIV/AIDS.
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The duration of LAM use can be extended for a
few months beyond the usual six if the woman is
still amenorrhoeic and maintains intensive
breastfeeding practices. When breastfeeding is
prolonged and intense, amenorrhoea may last up to
15 months (Singh and Ferry, 1984). While the risk
of pregnancy during lactational amenorrhoea is
higher once six months after the birth have elapsed,
the failure rate for lactational amenorrhoea between
6 and 12 months after birth is comparable to the
perfect-use failure rates for other reversible
contraceptive methods. However, more research is
needed to establish the efficacy of use of LAM
beyond six months after birth in actual populations.

Although the effect of breastfeeding in reducing
fecundability has been well known for a long time,
LAM was not recognized as part of the array of
contraceptive methods until the late 1980s or early
1990s (Kennedy and Visness, 1992). Considering
LAM a natural and effective contraceptive method,
a series of surveys conducted in the late 1980s and
early 1990s began to gather information on the use
of LAM. Thus, the Gulf Child Health Surveys
conducted in the late 1980s, the Arab Maternal and
Child Health Surveys conducted in the early 1990s,
and the Gulf Family Health Surveys conducted
during 1995-1999 systematically included questions
about past and current use of LAM, or
breastfeeding, as a method of contraception. The
Demographic and Health Surveys did not include
LAM until the late 1990s. Thus, in many countries,
the latest contraceptive prevalence figures include
LAM, whereas most of the surveys conducted in
previous decades do not.

For this reason, the trends presented in table 5
overestimate the increase in contraceptive
prevalence in the case of 33 countries where LAM
was included only in the most recent survey. As
table 8 indicates, LAM’s contribution to the most
recent overall contraceptive prevalence in these
countries ranges from 0.1 per cent in Cuba to 54 per
cent in Chad. LAM makes major contributions to
recent contraceptive prevalence in Rwanda (11 per
cent), Burundi (14 per cent), Mali (15 per cent),
Togo (16 per cent), the Central African Republic
(17 per cent), Uganda and the Democratic Republic
of Congo (18 per cent each), Eritrea (26 per cent),
Niger (49 per cent) and Chad (54 per cent), but in
20 of the 33 countries considered, the share of
LAM in contraceptive prevalence is lower than 5
per cent. Consequently, adjusted estimates of the
pace of change in contraceptive prevalence derived
by excluding LAM from the most recent data show

considerable differences with respect to the
unadjusted estimates mainly for the countries listed
above. For instance, the adjusted figures for Eritrea
indicate that there was a reduction in contraceptive
prevalence rather than the unchanging levels shown
in table 5. In Chad, the adjusted estimates indicate
that contraceptive prevalence dropped instead of
increasing; and in Niger, according to the adjusted
figures, contraceptive prevalence rose by a mere 0.3
percentage points per year during 1990-2000 rather
than by more than 1.0 percentage point per year as
estimated before. In the other countries, the
exclusion of LAM does not have such significant
effects on the previously estimated changes in
prevalence. Furthermore, because the practice of
intensive  breastfeeding has generally been
widespread in those of the 33 countries with high
LAM prevalence today, especially among those in
sub-Saharan Africa, contraceptive levels in the past
would have been higher if LAM had been included,
even if the gains made thereafter are not as large as
initially estimated.

3. Recent trends in developed countries

Contraceptive use in developed countries
increased slowly after 1990, averaging a gain of 0.4
percentage points per year. Most of the increase
occurred in Northern America and in particular in
the United States where overall contraceptive
prevalence rose by 1.1 percentage points per year
during the decade. In contrast, in Europe as a
whole, contraceptive prevalence barely changed,
rising from 66 per cent in 1990 to 68 per cent in
2000, that is, increasing at an average annual pace
of 0.2 percentage points. Within Europe, the major
increase occurred in countries of Eastern Europe, a
region whose contraceptive prevalence rose from
59 per cent in 1990 to 63 per cent in 2000, rising
therefore at 0.4 percentage points per year. There
was virtually no change in the contraceptive
prevalence level of Western Europe and very low
gains in Northern Europe and Southern Europe.
Because most developed countries already had high
levels of contraceptive use in 1990, there was little
room for further growth.

The most notable change in contraceptive use in
European countries is the shift from traditional
methods to modern contraceptive methods. Thus,
the growth in prevalence of modern methods was
considerably  higher than that of overall
contraceptive use, particularly in Southern Europe
and Eastern Europe, where the prevalence of
modern methods rose at 0.9 percentage points and
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1.4 percentage points, respectively. However, in
Northern Europe and Northern America, the use of
modern methods rose less rapidly than that of all
methods, indicating that there is still considerable
heterogeneity in trends of contraceptive use in the
regions of the developed world.

B. TRENDS IN CONTRACEPTIVE PREVALENCE
AT THE COUNTRY LEVEL

1. Africa

Trends in contraceptive use in the countries of
Africa are shown in figure III and annex table A.1.
Countries in Eastern Africa, Middle Africa and
Western Africa tend to cluster at the bottom of the
graph, vividly illustrating the persistence of low
levels of contraceptive use (below 10 per cent) in
those three regions since 1970. Significant increases
did not start until the late 1980s or early 1990s. As
a result of this recent start in contraceptive uptake,
26 of the 30 countries of Africa with trend data still
had a contraceptive prevalence level below 30 per
cent in 2000. The four exceptions, all located in
Eastern Africa, are Kenya with 42 per cent
prevalence, Malawi with 31 per cent, Mauritius
with 74 per cent and Zimbabwe with 55 per cent.
Kenya, Mauritius and Zimbabwe have relatively
strong family planning programmes.

About half the countries of Eastern Africa with
trend data (6 out of 13 when data are adjusted to
exclude LAM) experienced rapid increases in
contraceptive  prevalence during the 1990s,
amounting to at least 1.0 percentage point per year.
Among them, Malawi, Uganda, the United
Republic of Tanzania and Zambia started with very
low levels (below 12 per cent in 1990) and reached
levels ranging between 22 per cent and 31 per cent
by 2000 when LAM is included in the most recent
estimates. Burundi, Ethiopia and Madagascar, in
contrast, saw their contraceptive levels rise very
little so that by 2000, contraceptive prevalence in
Ethiopia was estimated at just 8 per cent, it was 16
per cent in Burundi and 19 per cent in Madagascar.

Contraceptive prevalence appears to have
declined in three countries: Eritrea, Mauritius and
Rwanda. Mauritius had already reached a very high
prevalence by 1990 (75 per cent) so the decline
recorded is trivial. In Eritrea, a decline is noticeable
when the most recent data are adjusted to exclude
LAM. Otherwise, contraceptive prevalence in
Eritrea appears not to have changed over the
decade, remaining at a low 8 per cent. In Rwanda
the estimated reduction in contraceptive prevalence
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between 1990 and 2000 is marked, with a drop
amounting to 0.6 percentage points per year,
reducing contraceptive prevalence from 21 per cent
to 13 per cent. This reduction has occurred mainly
in rural areas as a result of a drop in the use of
injectables and, to a lesser extent, of the pill (Office
National de la Population and ORC Macro, 2001).

In contrast with the general stagnation of
contraceptive levels in other regions of Africa, the
countries of Northern Africa and Southern Africa
have experienced rapid increases in contraceptive
use since 1970. With the exception of Sudan, where
prevalence has stagnated at around 10 per cent
since the 1970s, prevalence has risen steadily in all
the other countries in those regions having trends
data. Thus, whereas in the 1970s contraceptive
prevalence in the countries of Northern Africa and
Southern Africa ranged from 0 to 30 per cent, it
ranged from 30 per cent to 70 per cent in 2000
(excluding Sudan). During 1990-2000, the countries
of Northern Africa continued to experience rapid
increases in prevalence, averaging over 1.5
percentage points per year. In Southern Africa, the
gains were smaller, ranging from 0.6 percentage
points to 1.0 percentage point per year.

The low levels of contraceptive use still common
in sub-Saharan Africa in general, and in Eastern
Africa, Middle Africa and Western Africa in
particular, are related to the context in which family
planning programmes have been operating in these
regions. Factors such as weak governmental
support, relatively recent programme
implementation, inadequate resources and weak
absorptive capacity are among the main reasons for
the slow uptake of family planning (Caldwell and
Caldwell, 2002). Thus, although by the late 1990s
almost all the Governments of countries in Africa
reported providing either direct or indirect support
for the distribution of contraceptives, the situation
had been very different in the early 1970s: only 26
out of the 48 countries surveyed reported providing
such a support, and most of them were in Northern
Africa and Southern Africa (see chapter VI). In the
majority of countries in Eastern Africa, Middle
Africa and Western Africa, family planning
programmes started much later than in other regions
—no earlier than the late 1970s and often later—the
exceptions being Ghana, Kenya and Mauritius
where family planning programmes were
established in 1969, 1967 and 1957 respectively.

The commitment of Governments to existing
programmes also tends to be weaker in sub-Saharan
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Figure III. Trends in contraceptive prevalence in countries of Africa, b region

Middle and Western Africa

Percentage using contraception
W
3
|

1975 1980 1985 1990 1995 2000 2005

Year

Northern and Southern Africa

80
70

50

30

20
10

Percentage using contraception

1970

1975 1980 1985 1990 1995 2000 2005

Eastern Africa

80

70

50

30

20

Percentage using contraception

10 4

1970

30

T T T T T T

1975 1980 1985 1990 1995 2000 2005

Year

—&— Angda

—O— Cameroon

—&— Central African Rep.
—— Chad

—¥— Dem. Rep. of the Congo
—O—Benin
—X=—BurkinaFaso
—+— Cdte d'lvaire

—&— Gambia

—<O— Ghana

Guinea

—— M

—>— Mauritania

—X— Niger

—O— Nigeria

—&— Senegd
—=—Togo

—&— Algeria
—o— Egypt
—&— Morocco
—O— Sudan
—X— Tunisia
—@— Botswana
—X=—Lesatho
—+— South Africa
—=— Sweziland

—&— Burundi
—X=—Comoros
—O— Fritrea
—— Ethiopia
—X¥— Kenya
—@&— Madagascar
—+— Malawi
—+— Meauritius
—=—Rwenda
—O—Uganda
—— United Rep. of Tanzania
—4— Zambia
—&— Zimbabwe

United Nations Department of Economic and Social Affairs/Population Division
Levels and Trends of Contraceptive Use as Assessed in 2002



Africa than elsewhere in the developing world.
Sub-Saharan African countries are characterized by
low scores in overall family planning programme
effort according to assessments of national family
planning activities based on contraceptive
availability, policy statements, and the accessibility
of services (Ross, Stover and Willard, 1999). For
example, sub-Saharan Africa has the lowest
percentage of countries where at least one
contraceptive method is accessible to at least half of
the married female population. In addition,
available data suggest that per capita funding for
family planning activities in sub-Saharan Africa is
less than half that in Asia or Latin America
(National Research Council, 1993).

Weak Government support for family planning
programmes is  particularly  prevalent in
francophone Africa where the majority of countries
did not adopt a national family planning policy or a
national population policy to promote family
planning until the late 1980s or 1990s: For instance,
Burkina Faso did so in 1986, Senegal in 1991, Mali
in 1994, Madagascar in 1997 and Céte d’Ivoire in
1999 (Population Council, 2004). Despite the
adoption of these policies, many legal barriers for
the provision or advertisement of family planning
services remain. By the mid-1990s, the 1920 French
Law' that prohibits the sale and advertising of
contraceptive methods and which was applied to the
colonies in the 1930s was still in place in half a
dozen countries (Futures Group International,
2003). In African countries where that law has
already been repealed or modified, its legacy has
persisted in the form of negative attitudes and
passivity toward reproductive health issues. In
Burkina Faso, for instance, the Penal Code still
prohibits the provision of information on
contraception despite the National Family Planning
Policy adopted in 1986. In Cameroon, there is a
law prohibiting contraceptive advertising by
pharmacists. Only recently, after a Symposium
held in Cotonou, Benin, in March 1997 to discuss
legal barriers to family planning and reproductive
health, did several countries began to take steps to
enact laws to promote family planning and
reproductive health. Such laws were adopted by
Guinea in 2000, Chad and Mali in 2002, and Benin
in 2003 (Futures Group International, 2003).

Weak Government support for family planning
reflects the weak absorptive capacity for family
planning in sub-Saharan African societies, which is
in turn related to their low socio-economic
development and constraints imposed by low levels

of human capital. Sub-Saharan Africa has the
lowest per capita availability of health personnel,
which is precisely the personnel needed to provide
family planning services and distribute modern
contraceptive methods. Sub-Saharan Africa also
continues to have high rates of infant and child
mortality, a factor militating against a reduction of
family size since couples feel compelled to have
large numbers of children to ensure that a sufficient
number survive to adulthood. The Demographic
and Health Surveys conducted in African countries
since 1990 indicate that between 150 and 250 out of
every 1000 births die before the age of 5 in the
majority of countries in sub-Saharan Africa. In
addition, sub-Saharan Africa is characterized by
very high levels of illiteracy and low levels of
educational attainment, particularly among girls and
women. Both low educational attainment among
women and high mortality in childhood are
associated with high desired fertility and low
contraceptive use (United Nations, 2003a). Women
in sub-Saharan Africa still report that their ideal
number of children is between 5 and 8, compared
with a range of 2 to 4 in the rest of the world, and
men in sub-Saharan Africa report wanting even
more children than women do.

2. Asia

Trends in contraceptive use in the countries of
Asia are displayed in figure I'V. In the five countries
or arecas of Eastern Asia with trend data—China,
Hong Kong SAR of China, Japan, Mongolia and
the Republic of Korea—most of the increase in
prevalence occurred in the 1970s and high levels of
contraceptive use (ranging from 50 per cent to 70
per cent) have prevailed since 1980. Although the
Republic of Korea had a contraceptive prevalence
of just 20 per cent in 1970, it had caught up with
China and Hong Kong SAR of China by the late
1980s. In contrast, Japan, which had reached a
relatively high level of contraceptive prevalence by
1970, has experienced a virtual stagnation of its
contraceptive level and has currently one of the
lowest levels of contraceptive prevalence in the
developed world (56 per cent in 2000).

Countries in the other three regions of Asia
generally started at lower levels of contraceptive
prevalence in the 1970s than those of Eastern Asia
and have not converged as yet to uniformly high
levels. In South-central Asia, contraceptive use has
stagnated in Afghanistan at very low levels. In
2000, the country was estimated to have just 5 per
cent prevalence. But in other countries of the
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region, contraceptive prevalence has risen
markedly, generally averaging increases of over 1.5
percentage points per year during the 1990s. The
fastest growth was recorded by the Islamic
Republic of Iran between 1989 and 1997, at 3.0
percentage points per year on average, and by
Uzbekistan during 1996-2000, at 2.9 percentage
points per year (or 2.6 percentage points when
LAM is excluded from recent estimates of
prevalence). According to the most recent data, four
countries in South-central Asia had attained
prevalence levels higher than 66 per cent:
Kazakhstan, the Islamic Republic of Iran, Sri Lanka
and Uzbekistan, all of which had levels of around
30 per cent in the early 1970s.

In South-eastern Asia, five of the nine countries
with trend data have also experienced marked
increases in contraceptive prevalence between 1970
and 2000. Around 2000, only three countries—
Cambodia, the Lao People’s Democratic Republic
and Myanmar—had contraceptive prevalence levels
below 33 per cent. However, all three plus Viet
Nam experienced the fastest growth in
contraceptive use in the region during recent years,
averaging annual increases of 1.7 to 3.2 percentage
points. The fastest growth was experienced by
Myanmar, whose contraceptive prevalence nearly
doubled during 1992-1997, passing from 17 per
cent to 33 per cent. Cambodia’s prevalence also
rose rapidly, from 13 per cent in 1995 to 24 per cent
in 2000. The increase in prevalence in the Lao
People’s Democratic Republic was slightly slower:
from 19 per cent to 32 per cent between 1993 and
2000. But all three countries still have moderately
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low levels of contraceptive prevalence. That is not
the case of Viet Nam, whose contraceptive
prevalence increased from an estimated 53 per cent
in 1988 to a remarkably high level of 78 per cent in
2002, the highest level recorded in South-eastern
Asia so far. This development owes much to
Government of Viet Nam’s promotion of small
families, which started in 1993, and to the
establishment of an effective family planning
programme based on mass mobilization and
activities involving information, education and
counselling (United Nations Economic and Social
Commission for Asia and the Pacific, 2002b).

In contrast with these rapid increases in
contraceptive practice, former star performers have
seen their contraceptive prevalence stagnate or even
decrease in recent years. Thailand, for instance, had
recorded the most dramatic increase in
contraceptive prevalence in the world during the
1970s and early 1980s, averaging annual gains of
close to 4.0 percentage points (United Nations,
2000), but such pace of growth could not be
maintained forever and it slowed down during the
1980s after prevalence had reached 65 per cent. In
Malaysia, contraceptive use declined somewhat
during the 1980s as a result of pro-natalist policies
adopted by the Government in the early 1980s. As a
consequence, the decline of fertility among the
Malay population slowed down between 1985 and
1995 (Gubhaju and Moriki-Durand, 2003). In
Singapore, contraceptive prevalence reached 74 per
cent in 1982 when the two-child family was being
vigorously promoted as a norm, but after the
adoption of a pro-natalist policy in 1987,
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prevalence fell to 67 per cent. The decline
continued through the 1990s so that by 1997,
contraceptive prevalence in Singapore was down to
62 per cent (Chuan, 1999).

In countries of Western Asia, the growth in
contraceptive use has taken place mostly in the
1990s. Yet contraceptive prevalence remains low in
Irag, Oman and Yemen (below 24 per cent) despite
the relatively rapid increases that Oman
experienced between 1988 and 1995 and that
Yemen recorded from 1979 to 1997. Iraq, in
contrast, experienced a reduction of contraceptive
prevalence between 1974 and 1989, the most recent
year for which data are available. In five countries
of Western Asia— Azerbaijan, Bahrain, Jordan,
Lebanon and Turkey—-contraceptive prevalence is
above 55 per cent and it has grown fairly slowly in
Lebanon since 1971 and in Turkey during 1988-
1998.

A strong government commitment to family
planning programmes is the main reason behind the
success of many Asian countries in achieving high
levels of contraceptive prevalence. Thus, China’s
level of 84 per cent in 1997 was achieved in large
measure because of the sustained efforts by the
Government to provide family planning services to
the whole country. This commitment is closely
linked to a policy that promotes small families in
order to control population growth. Since the early
1980s, the Government of China has adopted a
series of laws to ensure that family planning and
population targets are implemented properly and in
a consistent way. In practice, family planning
workers are sent to visit households in rural areas
and in urban areas family planning and reproductive
health services are provided at the district and
county level using community facilities. In the
1990s, as the economy of China boomed, the
Government’s strategy shifted to setting up and
developing a network of family planning
associations at all levels, associations that are
playing a role similar to that of some non-
governmental organizations in other countries. In
particular, they have contributed to increase the
quality of care and services while maintaining high
levels of contraceptive use (United Nations
Economic and Social Commission for Asia and the
Pacific, 2002a).

The very rapid increase in contraceptive
prevalence in the Islamic Republic of Iran, which
made it rise to the top level of prevalence in South-
central Asia, is the consequence of a change in

policy accompanied by the revitalization of the
family planning programme that started in 1989.
Soon after the 1979 Islamic Revolution, the family
planning programme in Iran was suspended and a
pro-natalist policy was espoused. However, the
revival of the family planning programme in 1989
gained the support of high-ranking religious leaders
who have since been involved in promoting smaller
families by, among other things, citing that goal as
a social responsibility in their weekly sermons
(Abbasi-Shavazi, 2002, Mehryar and others, 2002).
As a result, contraceptive prevalence in the Islamic
Republic of Iran rose from 49 per cent in 1989 to 65
per cent in 1992 and has since increased further to
reach 73 per cent in 1997, a level similar to those
typical of developed countries. This rise in
contraceptive use has been accompanied by a sharp
reduction in fertility levels.

The success of Bangladesh, a least developed
country, in achieving a contraceptive prevalence of
54 per cent in 2000 merits attention. Successive
Governments have attached high priority to the
reduction of the rate of population growth and,
consequently, have strengthened and intensified the
family planning programme (Barkat-e-Khuda, Roy
and Rahman, 2000). Health and family welfare
clinics have been built all over the country,
thousands of female workers have been trained to
provide family planning advice by visiting
households, and mass media campaigns have been
used to generate and increase awareness about
family planning. That is, as in other countries,
strong political commitment to family planning
from the Government of Bangladesh plus the
outreach approach to the delivery of family
planning services supported by non-govermental
organizations with coordinated assistance from
donors have contributed to raise contraceptive
prevalence from 8 per cent in 1975 to 54 per cent in
2000. As a result, fertility levels have also dropped
markedly, from 6.3 children per woman in 1971-
1975 to 3.3 children per woman in 1994-1996
(Barkat-e-Khuda, Roy and Rahman, 2000). Despite
these successes, major challenges persist, including
high rates of maternal mortality, the need to
improve the quality and accessibility of care, and
the need to reduce the strong preference for sons. It
has been suggested that these factors have
contributed to slow down the rise in contraceptive
use and to stall the fertility transition in Bangladesh
(Rahman and Da Vanzo, 2002), suggesting that
without a major improvement in the socio-
economic situation of the population, fertility may
not continue to decline (Bongaarts, 2002).
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3. Latin America and the Caribbean

Trends in contraceptive prevalence in the
countries of Latin American and the Caribbean are
depicted by region in figure V. The countries of this
major area have experienced sustained increases in
contraceptive prevalence since 1970. In 18 of the 25
countries with data, this growth continued during
the most recent period, with contraceptive
prevalence rising by at least 1.0 percentage point
per year. In the Caribbean, with the exception of
Haiti and Trinidad and Tobago, contraceptive
prevalence has reached levels above 45 per cent in
all countries with data. In Cuba and Puerto Rico,
prevalence is above 70 per cent, a level comparable
to those of developed countries. Yet these countries
plus Dominica have experienced relatively slow
increases in prevalence since the 1980s. The most
rapid increases have been recorded by Antigua and
Barbuda and Grenada, averaging 2 percentage
points or more during the most recent period. Haiti
has also experienced a rapid growth in
contraceptive prevalence between 1989 and 2000,
but because it started from a very low level (10 per
cent), it has only reached 27 per cent by 2000.

In Central America, Costa Rica had already
attained a high level of contraceptive prevalence by
1975 and so had Panama, which lacks data for
recent periods. So in both of these countries,
increases in contraceptive prevalence since then
have been modest (in Panama, contraceptive
prevalence seems to have declined slightly in the
early 1980s). Larger gains in prevalence were
recorded in the other five countries of Central
America, averaging at least 1.3 percentage points
per year. Nevertheless, by 1999 contraceptive
prevalence in Guatemala was still below 40 per
cent.

Among the seven countries in South America
with recent data on trends, only one, Guyana,
experienced an average increase in contraceptive
prevalence lower than 1.0 percentage point per
year. Guyana is also the country in South America
with the lowest prevalence in 2000, at 37 per cent.
In contrast, Bolivia, which used to have a
considerably lower prevalence than Guyana, has
seen its contraceptive prevalence rise to 53 per cent.
Contraceptive levels have kept on increasing even
in countries such as Brazil, Colombia and Ecuador,
that had reached levels above 50 per cent in the late
1980s. The case of Brazil is worth noting because
its level of contraceptive use rose from 66 per cent

in 1986 to 77 per cent level in 1996, thus becoming
one of the highest levels in the world.

The high contraceptive prevalence achieved by
the majority of the Latin American and Caribbean
countries is the result of a situation where family
planning services are widely available through a
mix of private and public services, including
pharmacies, all of which supply contraceptive
methods large numbers of users. Organized family
planning programmes in Latin America date as far
back as the 1960s for most countries. However,
they were originally small in scale, largely private
and semi-experimental in nature. They involved at
first the provision of information and education by
the medical community with support from external
funding sources (mainly the International Planned
Parenthood Federation and the United Nations
Population Fund), and provided services mostly to
the urban middle and upper-classes. Many
Governments in Latin America and the Caribbean
did not start incorporating family planning into their
public health services until after the 1974 World
Population Conference held in Bucharest, Romania.
In some countries, such as Brazil, the Government
opposed or took a passive attitude toward the
provision of family planning services. Today,
family planning services are mainly provided by the
private sector in much of Latin America. The most
notable exception is Mexico, where the
Government strongly supports—politically and
financially—public-sector family planning
programmes (Mundigo, 1996). Thus, in Mexico,
family planning services and contraceptive supplies
are available free of charge and in 1995, 72 per cent
of Mexican women who wused contraceptive
methods obtained them from clinics run by the
Ministry of Health and the Mexican Social Security
Institute and other outreach programmes supported
by the Government. In Peru, the Government began
to provide free family planning services in 1996
and it is estimated that, by 2004, the Ministry of
Health and the Peruvian Institute of Social Security
covered the contraceptive needs of 70 per cent of all
women using contraception in Peru (Center for
Reproductive Law and Policy, 1997).

However, contraceptive prevalence in the
countries of Latin America and the Caribbean does
not seem to be strongly associated with the strength
and scope of their family planning programmes. In
Mexico, for instance, contraceptive prevalence is 70
per cent, lower than that of Brazil (75 per cent)
where the Government has not played a major role
in supporting family planning. The Dominican
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Figure V. Trends in contraceptive prevalence in countries of
Latin America and the Cariban, b region
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Republic and Trinidad and Tobago provide two
additional examples of countries with moderately
strong family planning programmes whose
contraceptive prevalence levels are still below 70
per cent. To a large extent, high contraceptive
prevalence in many Latin American countries is
possible because women can buy contraceptive
supplies in pharmacies (Mundigo, 1996).

4. Europe, Northern America and
Australia/New Zealand

In countries of Northern Europe, Western Europe,
Northern America and Australia/New Zealand,
contraceptive prevalence appears to have remained
generally stable, at least since 1985 (see figure VI).
The only exception is Austria, whose contraceptive
prevalence appears to have dropped from 71 per
cent in 1982 to 51 per cent in 1996. This
unexpected trend is caused by the lack of
comparability of the data available for Austria, as
will be explained below.

Trends in countries of Eastern Europe and
Southern Europe appear distorted because of
differences in how the data on contraceptive use
were gathered by different surveys. In the Czech
Republic, for instance, the 1977 estimates
overestimate prevalence because respondents were
asked which method they had used “most often”
and all those who answered the question citing a
method were counted as current users (Berent,
1982). The same type of distortion occurred in
Austria, Bulgaria, Italy, the Republic of Moldavia
and Poland. In Italy, for instance, the 1979 survey
asked women to report which contraceptive
methods they had used since the end of the last
pregnancy or, if they had never been pregnant,
since the date of their marriage, and the answers to
those questions were used to calculate proportions
of users, which are clearly not appropriate as

indicators of the proportions of current users (De
Sandre and others, 2000).

These distortions lead to spurious changes in
contraceptive prevalence over time. Given the high
levels of contraceptive use that most European
countries had already attained by the 1970s, it
seems safe to conclude that actual contraceptive use
has remained fairly stable or increased slowly in
most European countries since 1970. Two
countries, however, stand out as exceptions to this
pattern. In Spain, contraceptive prevalence has
increased markedly since the 1970s, with the most
rapid growth occurring in the 1990s. As a result, in
1995, Spain was among the countries with the
highest levels of contraceptive use in the world:
above 80 per cent. The United States also
experienced a rapid rise in contraceptive use during
the early 1990s, amounting to 1.1 percentage points
per year, and leading to a rise form 71 per cent in
1990 to 76 per cent in 1995. This rapid increase in
contraceptive prevalence in the United States is
related to an equally rapid increase in the number of
women who received their family planning services
at publicly funded clinics. The latter offer free or
highly subsidized high quality contraceptive and
reproductive health care to millions of women
(Frost and others, 2001). The publicly funded
family planning programme of the United States
was established in 1970 to address the unmet need
for family planning of low-income women. Today,
it serves women with low to moderate incomes as
well as teenagers. The programme received rapidly
increasing funding during the 1970s. However,
during the 1980s, administrative restrictions led to
cuts in funding. By the late 1980s, the Congress of
the United States reinstated support for the
programme and there was a rapid increase in the
number of its users (The Alan Guttmacher Institute,
1998).
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NOTE

" The Law of 31 July 1920 suppressing the encouragement of
abortion and the promotion of birth control, French West
Africa Gazette (Journal Officiel de I’Afrique occidentale
frangaise), 1933, p. 624.
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III. SPECIFIC CONTRACEPTIVE METHODS USED

This chapter provides a description of recent
levels and trends in the use of specific contraceptive
methods, as well as method mix, at the global,
regional and country levels. Although method mix
is also used in the literature to refer to the array of
contraceptive methods available through a family
planning programme, in this review method mix
refers to the distribution of methods used among the
population of female contraceptive users, that is,
women of reproductive age who are married or in a
consensual union and who use contraception. Thus,
method mix will be described in terms of the share
that each method has in overall contraceptive use.

The International Conference on Population and
Development stressed the importance of providing
couples and individuals with a wide range of
contraceptive methods and of ensuring that users
have the information needed to choose a method on
the basis of their needs and preferences. Having
access to a wide array of methods is often
associated with increases in contraceptive practice
and a more consistent use of contraception.
Progress has been made since 1990 in providing
such access, as suggested by the finding that only in
a quarter of the 162 countries with data did a single
method account for 50 per cent or more of
contraceptive use in 1997, down from as many as a
third of the countries considered in the previous
assessment (United Nations, 2000). However, more
progress is necessary because at the level of major
areas, two methods generally account for at least
half of all contraceptive use.

A. PREVALENCE OF USE OF DIFFERENT
CONTRACEPTIVE METHODS AT
THE WORLD LEVEL

Two major features characterize the global use of
specific contraceptive methods. First, the use of
modern methods predominates. The upper panel of
table 9 and figure VII show that the four methods
with the highest prevalence are female sterilization
(21 per cent), the IUD (14 per cent), the pill (7 per
cent) and the condom (5 per cent). All traditional
methods combined have a prevalence of only 7 per
cent, and the other modern methods (male
sterilization, injectables, vaginal barriers and
implants, considered together) are used by 7 per
cent of women of reproductive age who are married
or in union. Thus, the three female-oriented
methods most commonly used at the world level

are: female sterilization, the IUD and the pill. These
three methods account for two-thirds of use
worldwide (table 9, lower panel). In fact, it is in the
less developed regions that these three methods are
the most popular with a prevalence of 23 per cent
for female sterilization, 15 per cent for the IUD, and
6 per cent for the pill. In the more developed
regions, where the pill is the most commonly used
method (16 per cent prevalence), condom use
occupies second place (13 per cent), followed by
female sterilization (10 per cent) and the IUD ( 8
per cent).

There are sharp differences in method mix
between the more developed regions and the less
developed regions. As already noted, traditional
methods are more commonly used in the more
developed regions (13 per cent prevalence) than in
the less developed regions (6 per cent prevalence).
That is, the contribution of traditional methods to
overall contraceptive use is nearly twice as high, at
19 per cent, in the more developed regions than in
the less developed regions, where they account for
just 10 per cent of overall use. Consequently, in
relative terms, more contraceptive users rely on
modern methods in the less developed regions (90
per cent) than in the more developed regions (81
per cent) even if the prevalence of modern methods
among all women of reproductive age who are
married or in union is almost the same in these two
development groups—>54 per cent and 55 per cent,
respectively. Despite a decreasing trend, the use of
traditional methods in the more developed regions
still accounts for most of the difference in overall
prevalence between the more developed regions
and the less developed regions.

More developed regions and less developed
regions also differ in the types of methods that are
currently dominant in each (table 10 and figure
VII). In the more developed regions, method mix is
heavily dominated by two reversible and short-
acting supply methods—oral pills and condoms—
which together account for 42 per cent of all
contraceptive use in those regions. That is, six out
of every ten female contraceptive users in the more
developed regions rely on these methods, while
only two out of every ten rely on sterilization and
one out of ten uses the IUD. In the less developed
regions, by contrast, the dominant methods are
longer-acting and highly effective clinical methods:
63 per cent of users rely currently on sterilization or
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Figure VII. Prevalence of the four most used methods among women of reproductive age,
married or in union, for the world and major development groups
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World More developed regions

the IUD. A major factor contributing to this
outcome is the high prevalence of female
sterilization in Asia and Latin America and the
Caribbean as well as a high reliance on the IUD in
Asia.

Lastly, reliance on male oriented methods is
higher in the more developed regions than in the
less developed regions. Worldwide, about 20 per
cent of couples using contraception rely on a
method that requires male participation (condom or
male sterilization) or cooperation (rhythm and
withdrawal). But that proportion reaches 40 per
cent in more developed regions and is just 14 per
cent of overall contraceptive use in the less
developed regions.

B. PREVALENCE OF USE OF DIFFERENT
CONTRACEPTIVE METHODS
BY MAJOR AREA AND REGION

In all major areas and regions, two modern
methods account for at least 40 per cent of
contraceptive use (table 10). This finding suggests
that there may be constraints on access to a variety
of contraceptive methods, particularly in the less
developed countries. In Africa and Europe, the two
most commonly used methods are the pill and the
IUD, which combined are used by about 45 per cent
of women using contraception.In Asia, female steri-

Less developed regions

lization and the IUD are the methods most
commonly used and together account for 67 per
cent of overall contraceptive use. In Latin America
and the Caribbean, Northern America and Oceania,
the two most commonly used contraceptive
methods are female sterilization and the pill, which
combined are used by between 52 per cent and 64
per cent of all contraceptive users.

Two methods are also sufficient to account for 40
per cent or more of contraceptive use at the regional
level (table 10). However, there is considerable
variation in the types of methods most commonly
used by region. In Africa, the pill and the IUD,
which are the two most commonly used methods at
the level of the continent are also the two most
popular methods in Northern Africa, but in Eastern
Africa and Southern Africa, injectables account for
the largest share of use, and in Middle Africa and
Western Africa, the rhythm method is the most
used. The pill is the second most used method in
Eastern Africa and Western Africa, while female
sterilization is the second most commonly used
method in Southern Africa.

In Asia, female sterilization and the IUD are the
two most commonly used methods in Eastern Asia.
Sterilization is also the main method used in South-
central Asia, where half of all contraceptive users
rely on it, but the pill and injectables each account
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for a greater share of contraceptive use than the
IUD in that region. In Western Asia, the IUD and
withdrawal are the two most commonly used
methods, and in South-eastern Asia, injectables are
used as often as the pill and both methods are the
most commonly used.

In Latin America and the Caribbean, female
sterilization is used by more than a third of all
contraceptive users in each of three regions of this
major area. The pill, which ranks second at the
overall level, ranks also second in South America,
but IUD use is higher than that of the pill in the
Caribbean and in Central America.

In Europe, where the pill and the IUD are the two
most popular methods, the pill accounts for 65 per
cent of contraceptive use in Western Europe. In
Northern Europe, the pill also ranks first but its
importance is similar to that of the condom. In
Eastern Europe and Southern Europe, withdrawal is
the most used method, but its share of contraceptive
use is similar to that of the IUD in Eastern Europe
and to that of the condom in Southern Europe.

In Oceania, where female sterilization and the
pill are the two most commonly used methods at the
overall level, female sterilization also accounts for
the major share of contraceptive use in both
Melanesia/Micronesia/Polynesia and Australia/New
Zealand. Sterilization is the method of choice of
about a third of all contraceptive users. In
Australia/New Zealand, the pill is almost as
commonly used as female sterilization, but in
Melanesia/Micronesia/Polynesia, injectables rank
second and their share is considerably lower than
that of female sterilization.

In sum, female sterilization accounts for the
largest share of contraceptive use in many regions
including South-central Asia, all regions of Latin
America and the Caribbean, Northern America and
all regions of Oceania. The IUD is most commonly
used method in Eastern Asia and Northern Africa,
whereas the pill is that in Western Europe, the
rhythm in Middle Africa, and injectables in
Southern Africa.

Although  traditional methods are more
commonly used in the more developed regions than
in the less developed regions, there are considerable
differences in the use of traditional methods among
the regions of the developed world. For instance, in
Europe 27 per cent of contraceptive users rely on
traditional methods but in Northern America just 7

per cent do. Within Europe, traditional methods are
more commonly used in Eastern Europe (43 per
cent) and Southern Europe (31 per cent) than in
other regions.

In the less developed regions, the proportion of
contraceptive users relying on traditional methods
is high in Africa (26 per cent), comparable to that of
Europe, but low in Asia (8 per cent) and in Latin
America and the Caribbean (13 per cent). Within
Africa, 79 per cent of contraceptive users in Middle
Africa rely on traditional methods and 46 per cent
do so in Western Africa. Similarly, in Western
Asia, 40 per cent of contraceptive users opt for
traditional methods. Thus, the higher overall share
of modern methods among contraceptive users in
the developing world results from a high reliance
on modern methods in the regions where
contraceptive prevalence is higher. Developing
regions with low to moderate contraceptive
prevalence are more likely to rely still on traditional
methods of contraception.

C. USE OF SPECIFIC CONTRACEPTIVE METHODS
1. Female sterilization

Female sterilization ranks first among
contraceptive methods in terms of its prevalence at
the world level (table 9, upper panel and figure
VIII). Globally, one fifth of women of reproductive
age who are married or in union are sterilized and a
third of those wusing contraception rely on
sterilization (table 9, lower panel). The prevalence
of female sterilization in the less developed regions
is twice as high as that in the more developed
regions (23 per cent vs. 10 per cent). However, the
prevalence of female sterilization varies
considerably among major areas and regions.
Female sterilization is more commonly used in
Asia, Latin America and the Caribbean, Northern
America and Australia/New Zealand, where its
prevalence is above 20 per cent, than in Africa or
Europe where its prevalence is below 5 per cent.

At the regional level, the highest prevalence of
female sterilization is found in South America (33
per cent), followed by Eastern Asia (31 per cent)
and then Central America and South-central Asia
with 27 per cent prevalence each. In Northern
America and Australia/New Zealand about a
quarter of women of reproductive age, married or in
union, rely on sterilization and in the Caribbean 22
per cent use that method. Although female
sterilization is rarely used in Africa and Europe as a
whole, its prevalence is 14 per cent in Southern
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Figure VIII. Prevalence of method use among women of reproductive age, married
or in union, for the world and major development groups
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Africa and 11 per cent in Northern Europe. In terms
of method mix, the share of female sterilization
among of methods used is particularly high in
South-central Asia, Central America and South
America, where more than 40 per cent of all
contraceptive users rely on it.

The prevalence of female sterilization is highest
in Puerto Rico (46 per cent), the Dominican
Republic (43 per cent) and Brazil (40 per cent). In
Canada, China, El Salvador, India, Mexico and
Panama it ranges between 30 per cent and 34 per
cent (table 11). Female sterilization is also
commonly used in Colombia, Ecuador and
Nicaragua, whose prevalence levels range from 22
per cent to 27 per cent. In Asia, the data for the
Republic of Korea, Sri Lanka and Thailand show
that the prevalence of female sterilization is higher
than 20 per cent, though still lower than the 34 per
cent reached by China and India. In Africa,
although female sterilization is not commonly used
as a contraceptive method, its prevalence ranges
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from 13 per cent to 16 per cent in Cape Verde,
South Africa and Tunisia. In Europe, where the use
of female sterilization is also low on average,
Belgium, Finland, Norway, Spain, Switzerland and
the United Kingdom report prevalence levels
ranging from 10 per cent to 15 per cent, and the
prevalence of female sterilization ranges from 24
per cent to 31 per cent in Australia, Canada and the
United States.

In countries where female sterilization has high
prevalence it also tends to account for a large share
of overall contraceptive use (table 11). This share is
particularly high in India (71 per cent), the
Dominican Republic (66 per cent), Puerto Rico (59
per cent), Panama (56 per cent), El Salvador (54 per
cent) and Brazil (52 per cent). In China, female
sterilization accounts for 40 per cent of all
contraceptive use. By contrast, in only three
developed countries does female sterilization
account for more than 20 per cent of contraceptive
use: Australia, Canada and the United States of
America.
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TABLE 11. PREVALENCE OF FEMALE STERILIZATION AND SHARE OF FEMALE
STERILIZATION AS PERCENTAGE OF TOTAL CONTRACEPTIVE USE,
SELECTED COUNTRIES

Prevalence of female

sterilization Female sterilization as
Country (percentage) percentage of total use
Puerto Rico 1995/96 46 59
Dominican Republic 2000 43 66
Brazil 1996 40 52
India 1998/99 34 71
China 1997 34 40
El Salvador 1998 32 54
Panama 1984 32 56
Canada 1995 31 41
Mexico 1997 30 44
Australia 1986 28 36
Colombia 2000 27 35
Nicaragua 2001 25 37
Republic of Korea 1997 24 30
United States of America 1995 24 31
Sri Lanka 1993 24 36
Ecuador 1999 23 34
Thailand 1996/97 22 30

Source: Annex table A.2.

2. Male sterilization

At the world level, only about 3.6 per cent of
women report that their partner is sterilized (table 9,
upper panel and figure VIII). In contrast with the
pattern observed for female sterilization, the
prevalence of male sterilization in the more
developed regions is twice that in the less
developed regions (5.6 per cent vs. 3.2 per cent). At
the regional level, the prevalence of male
sterilization exceeds 10 per cent only in three
regions: Northern Europe, Northern America and
Australia/New Zealand.

The prevalence of male sterilization is highest in
six developed countries: Australia, Canada, the
Netherlands, New Zealand, the United Kingdom
and the United States of America, where it ranges
from 10 per cent to 19 per cent. Only the Republic
of Korea in the developing world has comparable
levels of male sterilization. The share of male
sterilization in overall contraceptive use is also
highest in these countries as well as in Nepal (16
per cent) and in Bhutan, where male sterilization
accounts for the highest percentage to overall
contraceptive use: 43 per cent (annex table A.2,
lower panel).

Whereas in the less developed regions male
sterilization, with just 3 per cent prevalence, is rare
compared to the use of female sterilization, whose
prevalence is 23 per cent, in Europe both types of
sterilization have comparable levels of prevalence
(4 per cent for female sterilization and 2.8 per cent
for male sterilization). Moreover, in Northern
Europe the prevalence of male sterilization is
slightly higher than that of female sterilization (13.4
per cent vs. 11.4 per cent).

3. The intrauterine device (IUD)

With a 14 per cent prevalence worldwide, the
IUD is the second most widely used contraceptive
method (table 9, upper panel and figure VIII). It
accounts for almost a quarter of all contraceptive
use (table 9, lower panel). The use of the IUD is
more common in less developed regions than in
more developed regions (15 per cent vs. 8 per cent).
However, there are large variations among major
areas. Whereas IUD use is common in Asia and
Europe and to a lesser extent in Latin America and
the Caribbean, its use is rare in Africa, Northern
America and Oceania where IUD prevalence ranges
between 1 per cent and 5 per cent.
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IUD prevalence also varies considerably at the
regional level. In Africa, IUD prevalence is lower
than 2 per cent in all regions except in Northern
Africa where it reaches 18 per cent. In Asia, the
prevalence of the IUD is particularly high in
Eastern Asia (34 per cent), but it is just 3.5 per cent
in South-central Asia. In the Caribbean IUD
prevalence is 18.5 per cent and in Central America
it is 11.5 per cent, both considerably higher than in
South America where IUD use is below 5 per cent.
In Europe, IUD prevalence ranges from 10 per cent
to 14 per cent in its four regions, with Eastern
Europe having the highest prevalence, and in
Northern America the IUD is used by barely 1 per
cent of women of reproductive age who are married
or in union, a prevalence level comparable to that in
most African regions.

In the Democratic Republic of Korea and
Uzbekistan, over 40 per cent of women of
reproductive age who are married or in union rely
on the IUD. Other countries where IUD prevalence
is fairly high include China, Cuba, Egypt, Estonia,
Israel, Kazakhstan, Kyrgyzstan, the Republic of
Moldova, Turkmenistan, and Viet Nam where more
than 30 per cent of married women use the IUD. In
Belarus, Finland, Jordan, Norway, Slovenia,
Sweden, Tajikistan and Tunisia, the prevalence of
IUD use varies from 20 per cent to 29 per cent
(annex table A.2, upper panel). These countries,
along with those where IUD prevalence falls
between 10 per cent and 19 per cent, are mostly
located in Asia or Europe, and their concentration
in those continents is responsible for the higher
average prevalence of IUD use found in them.

Countries in Asia and Europe are also those
where the share of IUD use in overall contraceptive
use is highest. For instance, in Uzbekistan, 84 per
cent of contraceptive users rely on the IUD, 79 per
cent do so in the Democratic People’s Republic of
Korea, and 74 per cent in Tajikistan (table 12). In
addition, there are more countries where at least 30
per cent of contraceptive users rely on the IUD than
there are countries where female sterilization
accounts for similarly high proportions of use,
meaning that, at the country level, the IUD is often
more popular than female sterilization, even if the
overall prevalence of TUD use is lower than that of
female sterilization.

4. Oral contraceptive pills (the pill)

The pill is the third most widely used
contraceptive method. Worldwide, it is used by 7
per cent of women of reproductive age who are

married or in union (table 9, upper panel and figure
VIII) and by 12 per cent of contraceptive users
(table 9, lower panel). The prevalence of oral pill
use is more than twice as high in the more
developed regions than in the less developed
regions (16 per cent vs. 6 per cent). The share of the
pill in contraceptive use is also higher in the more
developed regions, where the method is selected by
more than one out of every five contraceptive users,
compared to its use by one out of every ten
contraceptive users in the less developed regions.

Among the more developed regions, pill use
ranges from 7 per cent in Eastern Europe to 48 per
cent in Western Europe. However, in all the other
regions of the developed world the range of
variation of pill use among women of reproductive
age who are married or in union is narrower, going
from 12 per cent in Southern Europe to 23 per cent
in Australia/New Zealand.

Among the less developed regions, the pill is
used by between 1.6 per cent and 18 per cent of
women of reproductive age who are married or in
union. High levels of pill prevalence are found in
Northern Africa (17.7 per cent) and South America
(17.1 per cent). Two other regions have prevalence
above 10 per cent: Southern Africa with 10.4 per
cent and South-eastern Asia with 12.8 per cent. Pill
use is particularly low in Middle Africa, Western
Africa and Eastern Asia, where at most 3 per cent
of women of reproductive age who are married or
in union rely on it.

The pill enjoys the widest geographic distribution
of use of any method. Its popularity is especially
evident at the country level. Pill prevalence varied
between 20 per cent and 60 per cent in five
countries in Africa, four countries in Asia, eight
countries in Latin American and the Caribbean,
twelve countries in Europe and three countries in
Oceania (annex table A.2, upper panel). The
countries with the highest prevalence of pill use
(from 40 per cent to 59 per cent) include Algeria,
Belgium, Germany, the Netherlands, and Réunion.
However, Eastern Africa, Middle Africa, Eastern
Asia and South-central Asia all have numerous
countries where the prevalence of pill use is below
5 per cent.

Regarding the share of the pill in contraceptive
use, there are countries in all major areas where pill
use accounts for high proportions of overall
contraceptive use (table 12). Thus, in five countries
in Africa, one in Asia and four in Europe, the pill
accounts for between 60 per cent and 78 per cent of
contraceptive use. In addition, the share of the pill
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varies between 30 per cent and 60 per cent in
fourteen countries in Africa, eight in Asia, six in
Europe, twelve in Latin American and the
Caribbean, and two in Oceania (annex table A.2,
lower panel). There are more countries where at
least 30 per cent of contraceptive users rely on the
pill than those in which the same share of
contraceptive use corresponds to the ITUD or female
sterilization. That is, the pill is more popular than
the IUD or female sterilization in many countries,
even if the prevalence of pill use is, on average,
lower than that of the ITUD or female sterilization.

5. Condom

The male condom is the fourth most widely used
contraceptive method. Worldwide, it is used by 5
per cent of couples where the woman if of
reproductive age (table 9, upper panel and figure
VIII) and accounts for 8 per cent of overall
contraceptive use (table 9, lower panel). As in the
case of the pill, the prevalence of condom use is
higher in the more developed regions than in the
less developed regions (13 per cent vs. 3 per cent).
Condom prevalence is lowest in Africa (1 per cent);
slightly higher in Asia, Latin America and the
Caribbean, and Oceania (about 4 per cent in each)
and highest in Europe (12 per cent) and Northern
America (13 per cent).

Variation in condom use among regions within a
major area tends to be small. In Europe, Western
Europe is the only region with low condom
prevalence (5.5 per cent) and in Oceania, condom
prevalence is higher in Australia/New Zealand (6
per cent) than in Melanesia/Micronesia/Polynesia
(0.5 per cent).

In Japan, where 42 per cent of couples with the
woman of reproductive rely on condoms, the
prevalence of condom use is the highest in the
world. Other countries or areas with high levels of
condom use include Denmark, Finland, Grenada,
Hong Kong SAR of China, Singapore, Slovakia,
Spain and Sweden, whose condom prevalence
levels range from 20 per cent to 35 per cent. At the
country level, the condom is not usually among the
methods with the two highest prevalence levels.
Only in Japan do three-quarters of contraceptive
users rely on condoms. In Grenada, Hong Kong
SAR of China, Singapore, Spain, Sweden and
Trinidad and Tobago, condom use accounts for
between 30 and 40 per cent of all contraceptive use
(annex table A.2).

Available trend data indicate that condom use has
increased in the majority of developing countries
since the late 1980s, probably as a result of
campaigns promoting condom use to prevent HIV
infection or contagion by other sexually transmitted
diseases (STDs). Among the countries highly
affected by HIV/AIDS, prevalence of condom use
rose from 1.7 per cent in 1986 to 4.4 per cent in
1996 in Brazil; from 0.9 per cent in 1991 to 2.1 per
cent in 1998 in Cameroon; from 0.3 per cent in
1988 to 2.7 per cent in 1999 in Ghana; from 0.5 per
cent in 1989 to 2.9 per cent in 2000 in Haiti; from
1.8 per cent in 1987 to 3.2 per cent in 1996 in
Honduras; from 0.7 per cent in 1991 to 2.4 per cent
in 1999 in the United Republic of Tanzania, and
from 1.8 per cent in 1992 to 3.5 per cent in 1996 in
Zambia (figure IX). Among the other developing
countries, the largest increase was observed in
Hong Kong SAR of China, where condom use rose
from 15 per cent to 35 per cent between 1982 and
1992.

In the developed world, condom use has
increased in Northern America, New Zealand, and
in some countries of Europe, but it has declined in
several countries in Europe. A particularly sharp
increase was registered in Spain, where condom use
rose from 12 per cent in 1985 to 24 per cent in
1995.

This review of condom use is limited to women’s
reports of condom use for contraceptive purposes
within recognized marital or consensual unions.
Such information excludes a substantial portion of
condom use. Surveys that have interviewed both
men and women show that men report higher levels
of condom use than women do, whether in
developing or developed countries. Statistics
relating to the supply of contraceptives distributed
through various sources routinely suggest greater
use of condoms than is reported in contraceptive
prevalence surveys (Smith, 1992). Furthermore, the
reported level of condom use would be higher if
respondents were asked about its use for either
pregnancy prevention or for the prevention of
sexually transmitted diseases rather than focussing
exclusively on its use for contraceptive purposes.
Likewise, reported condom use would be higher if
surveys inquired explicitly about its use with any
sexual partner, as opposed to suggesting that use
with the spouse or primary partner is the main
concern (McFarlane, Friedman and Morris, 1994).
Current condom use may also be understated if
respondents used condoms in conjunction with
other contraceptive methods, especially more
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Figure IX. Trends in condom prevalence in selected countries with high AIDS prevalence
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effective ones, because in the majority of surveys
only the most effective method used is registered if
a combination of methods is reported. Lastly,
condom use statistics as reported here refer to the
use of the male condom because it is the only type
that has been routinely covered by surveys on
contraceptive prevalence.

6. Rhythm (periodic abstinence)

At the world level, the rhythm or the periodic-
abstinence method is used by 4 per cent of women
of reproductive age who are married or in union
(table 9, upper panel and figure VIII) so that it
accounts for 6 per cent of all contraceptive use
(table 9, lower panel). The rhythm method is used
by a somewhat higher proportion of couples in the
more developed regions (4.5 per cent) than in the
less developed regions (3.6 per cent) and
contributes approximately the same share of overall
contraceptive use in the more developed regions as
in the less developed regions (6.6 per cent and 6.1
per cent, respectively). Among the major areas of
the world, rhythm prevalence varies within a
narrow range, from 2 per cent in Northern

America and Oceania to 6 per cent in Europe.
However, there is a larger variation in the
prevalence of rhythm by region, with Southern
Africa having just 0.3 per cent prevalence and
Eastern Europe exhibiting nearly 10 per cent. In
terms of rhythm’s share of method mix, it accounts
for a fairly high proportion of contraceptive use in
regions where overall contraceptive use is low, such
as Western Africa or Middle Africa, where 29 per
cent and 37 per cent, respectively, of all couples
using contraception rely on the rhythm method.
Rhythm also accounts for relatively high
proportions of contraceptive use in Eastern Africa
(11.5 per cent) and in Eastern Europe (16 per cent).

Both Africa and Europe show wide differences in
the prevalence of rhythm use among their
respective regions. In Europe, rhythm prevalence
in Eastern Europe is, as mentioned above, close to
10 per cent but in Northern Europe and Western
Europe it is well below 2 per cent. In Africa,
rhythm prevalence is low in Southern Africa (0.3
per cent) and Northern Africa (2.6 per cent) but
reaches 8.4 per cent in Middle Africa.
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At the country level, only twelve countries,
located mainly in Africa and Europe, have a rhythm
prevalence of at least 10 per cent. Among them,
Bolivia and Slovakia have the highest levels, above
20 per cent (annex table A.2, upper panel).
Similarly, rhythm contributes between 30 per cent
and 55 per cent of overall use in sixteen countries
which, except for Bolivia, Poland and Slovakia, are
located mainly in Africa (annex table A.2, lower
panel).

7. Withdrawal

The withdrawal method is used by only 2.4 per
cent of women of reproductive age who are married
or in union (table 9, upper panel and figure VIII)
and accounts for just 4 per cent of all contraceptive
use worldwide (table 9, lower panel). Unlike the
rhythm method, which is as popular in the more
developed regions as in the less developed regions,
withdrawal as a method of contraception is more
prevalent in the more developed regions than in the
less developed regions (8 per cent vs. 1.5 per cent).
Similarly, its share of method mix is over four
times as high in the more developed regions (11.6
per cent) as in the less developed regions (2.5 per
cent).

The prevalence of withdrawal as a contraceptive
method is under 4 per cent in all major areas except
Europe, where withdrawal’s prevalence ascends to
nearly 12 per cent. Within Europe, withdrawal is
practiced by 16 per cent of couples of reproductive
age in Eastern Europe and in Southern Europe, but
its use is less common in other regions of the
continent. Outside Europe, high prevalence of
withdrawal is only found in Western Asia, where it
is practiced by 14 per cent of couples of
reproductive age.

Withdrawal rarely accounts for high proportions
of overall contraceptive use. Given its high
prevalence in Eastern Europe and Southern Europe,
it is not surprising to find that it is the method of
choice of about a quarter of all couples using
contraception in those regions. It also accounts for
30 per cent of overall contraceptive use in Western
Asia. In Middle Africa, about one in every eight
couples using contraception relies on withdrawal as
their method of choice.

At the country level, 19 countries, located mainly
in Western Asia and Eastern Europe, have a
prevalence of withdrawal of at least 10 per cent,
and in seven of those 19 countries, its prevalence

exceeds 25 per cent (annex table A.2, upper panel).
However, the number of countries where the share
of withdrawal in overall contraceptive use is high
(between 30 and 73 per cent) is lower. These
countries include Armenia, Azerbaijan, Bahrain,
and Turkey in Western Asia; Bulgaria and Romania
in Eastern Europe; and Albania, Bosnia and
Herzegovina, and Portugal in Southern Europe
(annex table A.2, lower panel).

8. Injectables

Injectable hormonal methods are not as widely
available as other modern methods and are
currently used by only 2.3 per cent of women of
reproductive age who are married or in union (table
9, upper panel and figure VIII). Most of the users of
injectables live in the less developed regions, where
prevalence is 2.7 per cent. In more developed
regions, injectables are rarely used, having a
prevalence of just 0.2 per cent. There are two
regions where the prevalence of injectables is high:
Southern Africa with 21 per cent and South-eastern
Asia with 13 per cent. Lower but still important
levels of use are found in Eastern Africa with 6 per
cent prevalence and in Melanesia/Micronesia/
Polynesia with 7 per cent.

In terms of method mix at the world level,
injectables account for 4 per cent of overall
contraceptive use, a share comparable to that of
withdrawal (table 9, lower panel). In less developed
regions, the share of injectables is 4.5 per cent but
in the more developed regions their share is
minimal (0.3 per cent). Within the less developing
regions, the contribution of injectables to overall
contraceptive use is higher in Africa (15.4 per cent)
than in Asia (3.7 per cent) or in Latin America and
the Caribbean (4.8 per cent). Injectables account for
a substantial proportion of contraceptive use in
Southern Africa (41 per cent), Eastern Africa (28
per cent), Melanesia/Micronesia/Polynesia (27 per
cent), South-eastern Asia (23 per cent), and
Western Africa (14 per cent)

At the country level, only 16 countries, all located
in the less developed regions, have a prevalence of
injectables of at least 10 per cent. In only four of
those countries—the Cook Islands, Indonesia,
Mongolia and South Africa—is the prevalence of
injectables higher than 20 per cent (annex table A.2,
upper panel). Injectables account for sizeable shares
of overall contraceptive use in 35 countries where
between 20 per cent and 55 per cent of women
using contraception rely on injectables. These
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countries are mainly located in Africa and tend to
have low overall levels of contraceptive use (annex
table A.2, lower panel).

9. Other methods

Vaginal Barrier Methods. Vaginal barrier
methods, which include the diaphragm, cervical
caps and spermicides in the form of foams, jellies,
cream or the contraceptive sponge, are used by a
very small proportion of women of reproductive
age who are married or in union (0.5 per cent
worldwide) and account for only a half per cent of
overall contraceptive use (table 9). Current use of
vaginal barrier methods is likely to be understated,
however, because these methods are usually used in
combination with other methods (particularly
condoms). Use of barrier methods is more common
in the more developed regions where their
prevalence is 2.3 per cent than in the less developed
regions where their prevalence is scarcely 0.1 per
cent. The use of vaginal barrier methods is
uniformly low in all major areas and regions, and
their prevalence rarely exceeds 1 per cent. The
highest levels of use are found in Eastern Europe
(1.3 per cent prevalence) and in Northern America
(1.7 per cent prevalence). At the country level,
however, Japan stands out with its very high
prevalence (15.4 per cent in 2000) and it is the latter
that is behind the 2.3 per cent prevalence for the
more developed regions as a whole even though
none of the individual more developed regions has
a prevalence that reaches 2.0 per cent.

Other Modern Methods. These methods include
the implant and the lactational amenorrhea method
(LAM) which is considered as a modern method if
it is so classified by the survey gathering
information on contraceptive use. These methods
are used by 0.1 per cent of women of reproductive
age who are married or in union and account for
scarcely 0.1 per cent of all contraceptive use
worldwide. The prevalence of these methods is
similar in the more developed and the Iess
developed regions (table 9).

Other Traditional Methods. These methods
include douching, postpartum abstinence and folk
methods (that is, the use of herbs, amulets, charms,
spells, etc.). Breastfeeding for contraceptive
purposes and the lactational amenorrhea method
(LAM) in particular are also included in this group
of methods if they are classified as traditional
methods in the surveys gathering information on
contraceptive use. At the world level, these methods

are used by 0.7 per cent of women of reproductive
age who are married or in union (table 9, upper
panel) and they account for 1.1 per cent of
contraceptive use worldwide (table 9, lower panel).
Like the other modern methods, they have similar
levels of prevalence in the more developed and in
the less developed regions. Among major areas,
however, they are more prevalent in Africa (2 per
cent), Northern America (1.2 per cent) and Oceania
(1 per cent). They have greater prevalence in some
of the regions with the lower levels of overall
contraceptive prevalence, including Middle Africa
(6.7 per cent) and Melanesia/Micronesia/Polynesia
(2.7 per cent). At the country level, Lebanon and
Togo exhibit high levels of use of other traditional
methods: 24 per cent and 10 per cent, respectively
(annex table A.2, upper panel).

The share of other traditional methods in overall
contraceptive use is similar in the more developed
and the less developed regions. Among regions,
other traditional methods account for a large share
of contraceptive use in Middle Africa (29 per cent),
Western Africa (12 per cent), Melanesia/Micronesia
/Polynesia (10 per cent), and Eastern Africa (5 per
cent). In the majority of the other regions, other
traditional methods account for no more than 2 per
cent of all contraceptive use. At the country level,
other traditional methods account for high shares of
contraceptive use in several developing countries,
including Niger (69 per cent), Chad (56 per cent),
Togo (41 per cent), Lebanon (39 per cent), Yemen
(39 per cent), Senegal (28 per cent), Eritrea (26 per
cent), the Democratic Republic of the Congo (22
per cent) and Mali (21 per cent) (annex table A.2,
lower panel).

D. NUMBER OF USERS OF SPECIFIC METHODS BY
MAJOR AREA AND REGION

Assuming that the overall levels of contraceptive
prevalence estimated for the year 2000 are those
shown in table 4, and that the method mix estimated
for each country for 1998, as shown in the lower
panel of table 9, remains unchanged, it is possible
to calculate the number of women using each
method in 2000 provided independent estimates of
the number of women aged 15-49 who are married
or in union are available. Such estimates were
derived from observed proportions married or in
union (annex table A.3) and the female population
in 2000 as presented in World Population
Prospects: The 2002 Revision (United Nations,
2003). Table 13 displays the set of estimates
obtained by major area and region.
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According to these estimates, in 2000, an
estimated 654 million women of reproductive age
who were married or in union were using
contraception: Among them, 580 million were
using a modern method of contraception and 74
million a traditional method. More than four times
as many women using contraception lived in the
less developed regions (535 million) than in the
more developed regions (119 million). The
majority of contraceptive users lived in Asia (449
million) and the second largest group was found in
Europe (74 million).

At the global level, the most used method was
female sterilization, with 221 million women
relying on that method. It was followed by the IUD
with 152 million users, the pill with 79 million, the
condom with 79 million and the rhythm method
with 42 million. Because the majority of
contraceptive users live in developing countries, the
global estimates are largely determined by the
method mix in the less developed regions as a
whole. In 2000, an estimated 204 million women in
the less developed regions relied on sterilization,
138 million used the TUD, 52 million used the pill,
32 million relied on the rhythm method, and 29
million couples relied on condoms. In the more
developed regions, there were more pill users than
users of any other method (27 million), followed by
the number of condom users (23 million), and those
relying on female sterilization (17 million). The
IUD and withdrawal were used by about the same
number of women in more developed regions (14
million users each).

The great majority of users of each contraceptive
method lived in Asia. Thus, over eight out of every
ten users of the IUD, three-quarters of all sterilized
women of reproductive age, almost two-thirds of
the women using injectables or vaginal barrier
methods, two-thirds of the couples relying on
withdrawal, and about half of the users of each, the
pill, the condom and the rhythm method, lived in
Asia. Within Asia, the largest numbers of users of
female and male sterilization, the IUD and the

condom lived in Eastern Asia, whereas the largest
numbers of users of the pill, the rhythm method and
withdrawal lived in South-central. In addition, the
highest number of women relying on injectables
and implants lived in South-eastern Asia.

In the more developed regions, the largest
numbers of users of female and male sterilization,
implants and vaginal barrier methods lived in
Northern America, whereas the largest numbers of
users of the pill, the IUD, the condom, the rhythm
method and withdrawal lived in Europe, mainly in
Eastern Europe and Western Europe.

Although the less developed regions have most of
the contraceptive users in the world (82 per cent),
for certain methods the proportion of users in the
developed world is higher than would be expected.
That is the case for the pill, 34 per cent of whose
users live in the more developed regions, and for
the condom, 43 per cent of whose users are
inhabitants of developed countries. It also bears
noting that over 90 per cent of the users of female
sterilization, the IUD and injectables live in
developing countries.
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IV. FUTURE TRENDS IN CONTRACEPTIVE USE

Future trends in contraceptive use provide a way
of predicting the future needs in family planning, in
terms of both the amount and the types of methods
that will likely be used. The projection of
contraceptive prevalence will be based on the fact
that contraception is the most important of the
direct (or proximate) determinants of cross-national
differences in fertility (Bongaarts and Potter 1983;
Casterline and others, 1984; United Nations, 1987),
thus allowing the prediction of future trends in
contraceptive prevalence based on future trends in
fertility. The projection of the number of
contraceptive users will be carried out for each
marital status group and will assume that the ratio
of prevalence among women not currently in a
union to prevalence among women who are in a
marital or consensual union remains constant
throughout the entire projection period (2000-
2025). It should be noted that in this review,
projections are not done at the country level but
only at the major area and regional levels.

A. FUTURE TRENDS IN CONTRACEPTIVE
PREVALENCE

1. Methodology

It is well-known that fertility levels (as measured
by the total fertility rate or TFR) are strongly
correlated to contraceptive prevalence at the
aggregate level. Thus, when country-level
measures of contraceptive prevalence are plotted
against the corresponding TFRs, the resulting
regression line could be used to estimate future
contraceptive prevalence given a projected level of
TFR. The procedure to be followed in this
assessment will not however rely on this statistical
relationship but on another approach already used
in previous United Nations assessments (United
Nations, 1996 and 2000). The latter approach
consists in using the Bongaarts model of proximate
determinants of fertility (Bongaarts and Potter,
1983; Bongaarts, 1984), which estimates TFR as a
multiplicative function of four indices (representing
fertility-reducing effects, thus with values ranging
from 0 to 1) and a hypothetical maximum level of
fertility:

TFR = C,,. C..C,. C;. TF

where C, is an index of the fertility-reducing
effect of the time that women spend outside
marriage or union (that is, unexposed to pregnancy)
during their reproductive years,

C. is an index of the fertility-reducing effect of
contraception,

C, 1is an index of the fertility-reducing effect of
induced abortion, and

C; is an index of the fertility-reducing effect of
post-partum infecundability.

TF is the total fecundity rate, or the expected
fertility rate in the absence of any fertility-inhibiting
effects of marriage patterns, contraception, abortion
or post-partum infecundability. This “maximum
fertility” rate is estimated to average 15.3 births
over a woman’s reproductive lifetime (Bongaarts
and Potter, 1983).

From the above model, it can be derived that
changes in fertility levels between two time points,
time 1 and time 2, are a function of changes in the
four proximate determinants of fertility:

TFR2) = Cu2).CA2) . C,2) . C2) . TF(2)
TFR(1)  Cu\(1) C(1) C(1) C((1) TF(Q1)

In the above equation, it can be assumed that the
maximum reachable fertility does not vary over
time. It can also be assumed, for the purpose of
these projections, that the combined impact on
fertility of changes in marriage patterns, abortion
practices and  duration of  post-partum
infecundability remains constant over time or that
the individual changes even out. As a result, it is
assumed that the only factor that determines fertility
change during the projection period is the change in
contraceptive prevalence'.

Thus, TFR(2) = C.2).
TFR(1)  CA1)

The index of the effect of contraception, C, is
calculated as:

C. = 1-1.08.CP. UE
where CP is the proportion of women of

reproductive age, married or in union, using
contraception (that is, contraceptive prevalence),
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and UE is the estimated average use-effectiveness
of the contraceptive methods currently used
(Bongaarts and Potter, 1983).

Evidence shows that contraceptive use-
effectiveness depends both on the methods of
contraception used and on the way users follow the
requirements needed to obtain the theoretical
maximum efficiency attached to each method. In
this report, however, the following average method-
specific use-effectiveness are assumed, following
Bongaarts and Potter (1983):

Use-effectiveness

Sterilization ..................... 1.00
Pill, injectable, Norplant,

implant ... 0.90
Intra-uterine device ............. 0.95
Other ......oovvvviiiiiii.. 0.70

Given the above values and the distribution of
contraceptive use by method shown in Table 9
(previous chapter), the average estimated world and
regional use-effectiveness values are estimated as
follows for 1998:

Average
Use-effectiveness
World ..o 0.91
More developed regions................. 0.84
Less developed regions ................. 0.93
Africa ... 0.85
Eastern Africa ........................ 0.85
Middle Africa .....................l L. 0.73
Northern Africa ...................... 0.90
Southern Africa ...................... 0.92
Western Africa ....................... 0.80
ASIA oo 0.93
Eastern Asia ................ccooene 0.95
South-central Asia ................... 0.92
South-eastern Asia ................... 0.89
Western Asia ...............ccoooee.. 0.82
Latin America and the Caribbean .... 0.91
Caribbean .................c.oeveels 0.92
Central America ..................... 0.91
South America ....................... 0.91
Melanesia/Micronesia/Polynesia .. 0.88

The projections assume that, within each of the
regions shown, average use-effectiveness will
increase linearly to reach 0.95 by 2025, that is the
maximum estimated for Eastern Asia in 1998.
Contraceptive prevalence has then been projected
using the following formula, which is derived from
the previous ones:

CP(2) = 1 -[TFR(2)/TFR(1). (1 — 1.08. CP(1).UE(1))]
1.08. UE(2)

where time 2 varies from 2005 to 2025 and time 1
corresponds to the year 2000.

For the year 2000, contraceptive prevalence
figures by region and major area are taken from
table 4 of chapter 1I, where they were estimated
based on country-level contraceptive use trends
data. Since the existing trends data did not allow
the estimation of the 2000 contraceptive prevalence
for Melanesia/Micronesia/Polynesia and Oceania as
a whole, the above formula is used to estimate the
2000 contraceptive prevalence in these two
geographical groupings.

Given its very low TFR, Eastern Asia gets a
different treatment from the other less developed
regions. Its contraceptive prevalence is assumed to
remain at 84 per cent (the level estimated for 2000)
throughout the entire projection range because its
TFR is projected to remain at 1.8 from 1998 to
2025.

The more developed regions are treated
differently from the less developed regions in the
projections of prevalence. In these regions,
contraceptive prevalence is assumed to continue to
rise slightly, to 75 per cent in 2015, and stabilize at
that level. The exception is Eastern Europe, where
contraceptive prevalence is assumed to attain 75 per
cent only in 2020, given that its 2000 figure is much
lower than that of the other European region. In
regions where prevalence passes over the 75 per
cent threshold before 2015, prevalence is assumed
to stay at the higher level until 2025.

2. World and major areas

The results of the prevalence projections are
shown in table 14 and figure X. Between 2000 and
2025, contraceptive prevalence is projected to
increase from 63 to 67 per cent in the world as a
whole in order to attain the changes in fertility that
were projected for that period as presented in World
Population Prospects: The 2002 Revision, medium
variant (United Nations, 2003). Contraceptive
prevalence is projected to be always higher in the
more developed regions than in the less developed
regions over the 25-year period, although the
magnitude of the increases in prevalence will be
similar in these two areas: prevalence will rise from
70 to 75 per cent in the former area and from 61 to
68 per cent in the latter. These absolute increases in
contraceptive use imply a relatively slow annual
growth—an increase of 0.2 percentage point per
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TABLE 14. ESTIMATES AND PROJECTIONS OF TOTAL FERTILITY RATE AND CONTRACEPTIVE

PREVALENCEa, BY MAJOR AREA AND REGION

Year
Major area and region 2000 2005 2010 2015 2020 2025
A. Total fertility rate
World 2.8 2.6 2.5 2.5 24 23
More developed regions 1.6 1.6 1.6 1.6 1.7 1.7
Less developed regions 3.0 2.8 2.7 2.6 2.5 2.4
Africa 5.1 4.7 44 4.0 3.7 34
Eastern Africa 5.8 54 5.0 4.5 4.1 3.7
Middle Africa 6.3 6.1 5.8 5.3 4.9 4.4
Northern Africa 34 3.1 2.8 2.6 24 2.2
Southern Africa 2.9 2.7 24 2.3 2.1 2.0
Western Africa 5.8 53 4.8 43 3.9 3.5
Asia 2.6 2.5 2.4 2.3 2.2 2.1
Eastern Asia 1.8 1.8 1.8 1.8 1.8 1.8
South-central Asia 34 3.1 2.8 2.6 2.4 2.2
South-eastern Asia 2.7 2.5 23 2.2 2.1 2.0
Western Asia 3.6 33 3.1 2.9 2.7 2.6
Latin America and the Caribbean 2.6 2.4 23 2.2 2.1 2.0
Caribbean 24 2.4 23 2.2 2.2 2.1
Central America 2.9 2.6 2.4 2.3 2.1 2.0
South America 2.5 2.4 2.2 2.1 2.0 2.0
Europe 1.4 1.4 1.4 1.4 1.5 1.6
Eastern Europe 1.2 1.2 1.2 1.3 14 1.5
Northern Europe 1.6 1.6 1.6 1.6 1.7 1.7
Southern Europe 1.3 1.3 1.3 1.4 1.5 1.6
Western Europe 1.5 1.6 1.6 1.6 1.7 1.7
Northern America 2.0 2.0 2.0 2.0 2.0 2.0
Oceania 24 23 2.2 2.1 2.1 2.1
Australia/New Zealand 1.8 1.7 1.7 1.7 1.7 1.8
Melanesia/Micronesia/Polynesia 3.7 33 3.0 2.7 2.5 24
B. Contraceptive prevalence” (percentage)
World 62.6 63.8 64.6 65.3 66.0 66.6
More developed regions 70.1 71.0 72.0 73.0 74.0 75.0
Less developed regions 61.3 63.1 64.5 65.8 67.0 68.0
Africa 27.9 324 37.1 41.8 459 493
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TABLE 14 (continued)

Year

Major area and region 2000 2005 2010 2015 2020 2025
Eastern Africa 22.8 28.0 334 38.8 43.7 48.1
Middle Africa 22.8 24.7 28.8 334 37.9 424
Northern Africa 52.0 55.7 59.1 62.2 64.3 65.8
Southern Africa 54.0 58.0 61.1 63.5 65.2 66.6
Western Africa 15.4 22.1 293 36.2 41.9 46.0
Asia 65.2 66.9 68.2 69.2 70.0 70.7
Eastern Asia 83.6 84.0 84.0 84.0 84.0 84.0
South-central Asia 49.0 54.0 57.8 60.8 63.2 65.0
South-eastern Asia 59.7 62.6 64.4 65.5 66.3 66.7
Western Asia 49.1 52.2 54.6 56.4 57.4 57.6
Europe 68.2 71.0 73.0 75.0 75.0 75.0
Eastern Europe 62.7 67.0 70.0 73.0 75.0 75.0
Northern Europe 79.1 79.1 79.1 79.1 79.1 79.1
Southern Europe 68.0 71.0 73.0 75.0 75.0 75.0
Western Europe 74.4 74.6 74.8 75.0 75.0 75.0
Latin America and the Caribbean 74.1 75.4 76.3 76.9 77.3 77.5
Caribbean 61.3 62.2 62.9 63.5 64.1 64.8
Central America 70.5 72.6 74.2 75.4 76.3 76.9
South America 77.8 78.8 79.4 79.7 79.8 79.7
Northern America 81.4 81.5 81.5 81.5 81.5 81.5
Oceania 62.4 63.8 64.8 65.2 65.4 65.6
Australia/New Zealand 79.4 79.5 79.5 79.5 79.5 79.5
Melanesia/Micronesia/Polynesia 30.6 37.2 42.8 47.3 50.6 53.0

Source: Total fertility rates are linearly interpolated from estimates and projections, medium variant, presented in
World Population Prospects: The 2002 Revision, vol. I, Comprehensive Tables (United Nations publication,
Sales No. E.03.XTII.6).

* Percentage of women of reproductive age in a marital or consensual union who are currently using
contraception.
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Figure X. Projected contraceptive prevalence, by major area and region
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Percentage using contraception

Percentage using contraception

Figure X (continued)
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Figure X (continued)

Oceania
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year—in the world as a whole, as well as in the
more developed regions as a whole. The
corresponding annual increase is slightly higher—
0.3 percentage point per year—in the less
developed regions.

In Africa, prevalence has to rise tremendously
from 28 per cent to 49 per cent between 2000 and
2025, that is, almost double, in order to meet the
change in fertility levels projected for that major
area. In the other major areas, prevalence has to
increase only slightly—by 4 to 8 percentage points
in total: from 65 per cent to 71 per cent in Asia,
from 68 to 75 per cent in Europe, from 74 per cent
to 78 per cent in Latin America and the Caribbean,
and from 62 per cent to 66 per cent in Oceania. In
Northern America, prevalence is assumed to remain
at 82 per cent starting in 2000 because TFR is
projected to remain at 2.0 during the entire 25-year
projection period.

These increases in contraceptive use required at
the major area level imply a fast annual growth for
Africa—an increase of 0.8 percentage point per
year, as illustrated in figure X. In the other major
areas, the needed annual growths are much more
modest: 0.3 percentage point per year in Europe and
0.2 percentage point per year in Asia, Latin
America and the Caribbean, and Oceania.

In sum, contraceptive prevalence is expected to
increase moderately between 2000 and 2025 at the
world level. Faster increases are expected to
happen in the less developed regions than in the

more developed regions because contraceptive
prevalence was already at relatively high levels in
the latter regions. In the less developed regions, the
fastest and most significant increases are projected
to happen in Africa, where prevalence should
almost double between 2000 and 2025 in order to
achieve the reductions of fertility projected for that
major area. Consequently, prevalence at the global
(major area) level is assumed to be within a
narrower interval in the future: while in 2000,
prevalence ranged from 28 per cent in Africa to 81
per cent in Northern America (a difference of 53
percentage points), in 2025, prevalence is expected
to only range from 49 per cent in Africa to 81 per
cent in Northern America (a difference of 32
percentage points).

3. Future regional trends in contraceptive
prevalence

While the most rapid increase in contraceptive
prevalence is projected for Africa, considerable
variations exist however between the African
regions. On the one hand, prevalence is projected
to triple in Western Africa (rising from 15 per cent
to 46 per cent) and to double in Eastern Africa and
Middle Africa (rising from 23 per cent to 48 per
cent and 42 per cent, respectively) between 2000
and 2025. On the other hand, prevalence is
projected to increase slowly in Northern Africa and
Southern Africa but is likely to remain higher than
in the other African regions. In 2000, prevalence
was at 52 per cent and 54 per cent, respectively, in
these two regions. In 2025, prevalence is projected
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to reach 66 per cent and 67 per cent, respectively.
These increases imply very fast annual growths for
each of the three African regions where prevalence
levels are projected to be the lowest: between 0.8
and 1.2 percentage points per year in Eastern
Africa, Middle Africa and Western Africa. The
implied annual growths expected for Northern
Africa and Southern Africa are much smaller—0.6
and 0.5 percentage point per year, respectively—
although as the figures in table 14 show, these
annual growths are still high compared to that of the
majority of the regions of the other major areas.

Oceania is another major area with a large
variation in prevalence between its regions, in terms
of both projected prevalence levels and the speed at
which prevalence is expected to increase by 2025 as
figure X depicts clearly. In Melanesia/Micronesia/
Polynesia, prevalence is projected to almost double
between 2000 and 2025, rising from 31 per cent to
53 per cent. This absolute increase implies an
annual growth for Melanesia/Micronesia/Polynesia
as fast as that found in the African regions: 0.9
percentage point per year. In Australia/New
Zealand, on the other hand, prevalence was already
high in 1998 (76 per cent) so it is expected to
remain close to its estimated 2000 level (80 per
cent) throughout the entire projection period.

In the other major areas, there is less variation
between regions. In addition, very little or no
growth is expected, as suggested by the flat graphs
showed in figure X for the regions of Asia, Latin
America and the Caribbean, Europe and Northern
America. The exception is South-central Asia
where prevalence has to increase from 49 per cent
to 65 per cent by 2025 to achieve the reductions of
fertility projected for that region. This implies an
annual growth for this region as fast as that of
Northern and Southern Africa—0.6 percentage
point per year. In the rest of the regions, prevalence
is projected to increase annually by 0.5 percentage
point in Eastern Europe, by 0.3 percentage point to
0.4 percentage point per year in South-eastern Asia,
Western Asia and Southern Europe, by 0.2
percentage point in the Caribbean and Central
America, and by a mere 0.1 percentage point in
South America. In Eastern Asia, Northern Europe,
Western Europe and Northern America, practically
no growth in contraceptive prevalence is expected
since contraceptive prevalence levels were already
high in these regions in 2000.

In sum, as figure X shows, under the assumptions
made, contraceptive prevalence is projected to

continue to increase in many less developed
regions. In particular, it is projected to increase
significantly in all the African regions and in South-
central Asia and Melanesia/Micronesia/Polynesia.
In South-eastern Asia and Western Asia,
contraceptive prevalence is supposed increase much
slower, at half the rate expected for the previous
regions. On the other hand, very little or no
increase is projected for Eastern Asia and all three
regions of Latin America and the Caribbean. In the
more developed regions, prevalence is assumed to
increase slowly in Eastern Europe and Southern
Europe but not in Northern Europe, Western
Europe, Northern America and Australia/New
Zealand. Finally, prevalence at the regional level is
assumed to range within a narrower interval in
2025: while in 2000, prevalence ranged from 15 per
cent in Western Africa to 84 per cent in Eastern
Asia (a difference of 69 percentage points), in 2025,
prevalence is projected to range from 42 per cent in
Middle Africa to 84 per cent in Eastern Asia (a
difference of 42 percentage points).

B. FUTURE TRENDS IN THE NUMBER OF MARRIED
CONTRACEPTIVE USERS

1. Methodology

Future numbers of contraceptive users among
women who are married or in union (referred to, in
this section, as married contraceptive users) are the
results of three parameters: future numbers of all
women aged 15-49, the percentage of women aged
15-49 who are married or in union, and the
percentage of women of reproductive age, married
or in union, who are using contraception. The
estimated and projected numbers of women aged
15-49 are taken from World Population Prospects:
The 2002 Revision, medium variant (United
Nations, 2003). The current proportions married or
in union among all women aged 15-49 were
estimated by age-group from recent census and
survey data and then projected by age-group
following a method described in Annex I. The
current and future proportions of contraceptive
users among women of reproductive age who are
married or in union have just been examined (table
14, lower panel).

When interpreting the results obtained on the
numbers of married contraceptive users presented
in table 15, it should be noted that the levels of the
proportions married or in union among all women
aged 15-49 vary quite significantly from one region
to another. In 2000, these proportions varied from
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TABLE 15. ESTIMATED AND PROJECTED NUMBERS OF WOMEN AND FEMALE
CONTRACEPTIVE USERS, BY MARITAL STATUS
(thousands)

Year

Major area and region 2000 2005 2010 2015 2020 2025

A. All women aged 15-49

World 1553650 1662574 1753146 1818756 1867954 1915778
More developed regions 300 110 298 435 291 398 281514 273 346 265 353
Less developed regions 1253541 1364140 1461748 1537242 1594609 1650425
Africa 189 134 213 705 238 621 265 726 296 452 329 189
Eastern Africa 58322 65 802 74219 84 020 95002 106 835
Middle Africa 20922 23949 27 380 31324 36228 41773
Northern Africa 44 824 50478 55205 59315 63 585 67 489
Southern Africa 13 567 14 108 13 872 13472 13 247 13132
Western Africa 51499 59 367 67 945 77 595 88392 99 960
Asia 952262 1025347 1087384 1127385 1146490 1163405
Eastern Asia 401 246 412 593 417 826 408 809 385784 365 286
South-central Asia 363 439 405 716 445 861 481 603 512709 540 974
South-eastern Asia 139 990 152 905 163 559 171 311 176 703 180 426
Western Asia 47 587 54 134 60 138 65 662 71295 76 720
Europe 184 198 181919 174 746 165316 156 647 148 192
Eastern Europe 80517 79 337 74 775 69 774 65777 61 185
Northern Europe 22 589 22725 22 696 22 147 21463 21021
Southern Europe 36 689 35965 34571 32607 30429 28 003
Western Europe 44 403 43 892 42703 40 788 38978 37983
Latin America and the Caribbean 139 572 151 071 160 580 167 719 173 591 177 448
Caribbean 9879 10 421 10 742 10 746 10 713 10 681
Central America 35960 39732 43165 46 090 48 275 49 437
South America 93733 100919 106 673 110 883 114 604 117 330
Northern America 80 631 82315 83227 83 738 85 645 88248
Oceania 7853 8217 8588 8872 9128 9296
Australia/New Zealand 5867 6003 6093 6103 6112 6070
Melanesia/Micronesia/Polynesia 1986 2214 2495 2769 3016 3226

B. Married® women aged 15-49

World 1043265 1097427 1151442 1192049 1214596 1229572
More developed regions 170 043 150 037 144 481 138 973 135353 132 408
Less developed regions 873223 947391 1006960 1053076 1079243 1097 164
Africa 117 120 129 763 143 785 159 930 178 125 197 336
Eastern Africa 36975 41 184 46 264 52226 58 750 65 520
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TABLE 15 (continued)

Year

Major area and region 2000 2005 2010 2015 2020 2025

Middle Africa 14213 15 701 17 390 19 398 21900 24976
Northern Africa 25590 28 425 31269 33986 36 570 38 604
Southern Africa 4923 4400 3712 3328 3312 3558
Western Africa 35419 40 053 45149 50992 57 593 64 678
Asia 688 738 727 001 766 143 791 053 794 831 790 486
Eastern Asia 293 294 291 883 293 863 286 663 265 546 244 453
South-central Asia 275510 302 864 329 248 352 635 371 099 383417
South-eastern Asia 89 587 98 335 105 607 111201 114 568 116 166
Western Asia 30 347 33919 37425 40 554 43617 46 450
Europe 109 277 105 526 100 678 95 094 89 851 84 572
Eastern Europe 51321 49 245 46 718 44 422 42266 38963
Northern Europe 11529 10917 10416 9926 9592 9588
Southern Europe 22077 22275 21762 20 468 18 831 17 059
Western Europe 24 350 23089 21782 20278 19 161 18 962
Latin America and the Caribbean 81 810 89 191 95 459 100 369 104 406 107 322
Caribbean 5648 6 004 6174 6238 6281 6393
Central America 21747 24241 26 435 28 373 29 857 30 625
South America 54 415 58 946 62 849 65 757 68 268 70 304
Northern America 42 029 41 645 41 049 41204 42 824 45128
Oceania 4292 4301 4328 4399 4559 4729
Australia/New Zealand 2989 2 866 2754 2675 2678 2709
Melanesia/Micronesia/Polynesia 1303 1436 1574 1724 1 882 2021

C. Unmarried’ women aged 15-49

World 510 385 565 147 601 704 626 707 653 359 686 205
More developed regions 130 067 148 398 146 916 1425 41 137 993 132 945
Less developed regions 380318 416 749 454 788 484 166 515366 553260
Africa 72 015 83942 94 836 105 796 118 327 131 853
Eastern Africa 21347 24 618 27 955 31794 36252 41315
Middle Africa 6709 8248 9989 11925 14 328 16 798
Northern Africa 19 235 22 054 23 936 25329 27015 28 885
Southern Africa 8 645 9708 10 159 10 144 9935 9574
Western Africa 16 080 19314 22797 26 603 30 798 35282
Asia 263 524 298 345 321242 336 332 351 660 372919
Eastern Asia 107 952 120 710 123 964 122 147 120 237 120 834
South-central Asia 87 929 102 851 116 614 128 968 141 610 157 556
South-eastern Asia 50403 54 569 57952 60 110 62 135 64 260
Western Asia 17 240 20215 22713 25108 27 678 30270
Europe 74 921 76393 74 068 70222 66 797 63 620
Eastern Europe 29 195 30092 28 057 25352 23 511 22222
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TABLE 15 (continued)

Year

Major area and region 2000 2005 2010 2015 2020 2025

Northern Europe 11 060 11 809 12 280 12 221 11871 11433
Southern Europe 14 612 13 690 12 809 12 139 11598 10 944
Western Europe 20 054 20 803 20922 20 510 19 817 19 021
Latin America and the Caribbean 57 762 61 880 65121 67 350 69 185 70 126
Caribbean 4231 4417 4567 4508 4432 4288
Central America 14213 15490 16 729 17 717 18418 18 812
South America 39318 41973 43 824 45125 46 335 47 027
Northern America 38 602 40 671 42 178 42 534 42 821 43120
Oceania 3561 3916 4260 4472 4569 4 566
Australia/New Zealand 2878 3137 3338 3428 3434 3361
Melanesia/Micronesia/Polynesia 683 778 922 1 044 1134 1205

D. All female contraceptive users aged 15-49

World 780 484 848 178 907 998 955967 992223 1023743
More developed regions 168 524 163 422 161 148 157 640 155303 153 149
Less developed regions 611 960 684 756 746 850 798 327 836 920 870 594
Africa 43 842 57 505 74 116 93 648 115318 137 956
Eastern Africa 12 094 16 684 22 459 29491 37 568 46 425
Middle Africa 4388 5404 7158 9477 12 385 15931
Northern Africa 13917 16 578 19 337 22 067 24 570 26 531
Southern Africa 6154 6774 6926 6940 7019 7 149
Western Africa 7289 12 065 18 236 25673 33776 41920
Asia 459 027 500 148 538973 565 128 573 338 5747 67
Eastern Asia 250 643 251265 253 092 246 953 229119 211 430
South-central Asia 137 674 166 911 194 415 219218 239 862 255 447
South-eastern Asia 55291 63 623 70 277 7 5225 78 388 80 111
Western Asia 15418 18 349 21188 23732 25969 27778
Europe 101 649 103 332 101 825 98 821 94 728 89 565
Eastern Europe 38 749 40 252 39773 39 091 38 048 35222
Northern Europe 15424 15367 15239 14 818 14 354 14 101
Southern Europe 18 603 19 315 19 253 18 629 17 255 15749
Western Europe 28 872 28 398 27 560 26284 25072 24 493
Latin America and the Caribbean 70 645 78 124 84 443 89273 93 160 95776
Caribbean 4030 4342 4513 4588 4652 4757
Central America 17 529 20078 22 359 24343 25 864 26 729
South America 49 086 53 704 57 570 60 342 62 644 64 289
Northern America 56 803 57 806 58 205 58 540 60 029 62 082
Oceania 4442 4 643 4822 4965 5117 5225
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TABLE 15 (continued)

Year

Major area and region 2000 2005 2010 2015 2020 2025

Australia/New Zealand 4018 4074 4101 4089 4095 4077
Melanesia/Micronesia/Polynesia 425 569 721 876 1022 1148

E. Married® female contraceptive users aged 15-49
World 654 321 704 481 754 003 794 610 823 150 845 696
More developed regions 119 262 106 526 104 027 101 450 100 161 99 306
Less developed regions 535058 597 955 649 976 693 160 722 989 746 390
Africa 33090 42 649 54 442 68 421 83 785 99 617
Eastern Africa 8439 11519 15 455 20247 25 682 31519
Middle Africa 3241 3877 5003 6486 8308 10 589
Northern Africa 13317 15 841 18 488 21123 23 527 25391
Southern Africa 2 656 2552 2269 2112 2 160 2369
Western Africa 5438 8 860 13 227 18 453 24108 29 749
Asia 448 711 488 048 525695 551051 558 486 558912
Eastern Asia 245 228 245 181 246 845 240 797 223 059 205 340
South-central Asia 135 087 163 578 190 370 214 510 234 493 249 301
South-eastern Asia 53485 61573 68 037 72 862 75918 77 538
Western Asia 14910 17716 20443 22 882 25016 26733
Europe 74 433 74 673 73125 70 842 67 784 63 825
Eastern Europe 32162 32994 32703 32428 31700 29 222
Northern Europe 9123 8639 8243 7855 7 590 7587
Southern Europe 15023 15 816 15 887 15351 14 123 12 794
Western Europe 18 125 17 224 16 293 15208 14 371 14 221
Latin America and the Caribbean 61138 67771 73 421 77 789 81 306 83 735
Caribbean 3460 3737 3 881 3958 4027 4145
Central America 15325 17 604 19 627 21403 22774 23 547
South America 42 353 46 430 49913 52 427 54 505 56 042
Northern America 34192 33 940 33 455 33 581 34901 36 779
Oceania 2771 2812 2 863 2943 3081 3224
Australia/New Zealand 2373 2278 2190 2127 2129 2153
Melanesia/Micronesia/Polynesia 399 533 673 816 952 1070
F. Unmarried® female contraceptive users aged 15-49
World 126 163 143 697 153 995 161 357 169 073 178 047
More developed regions 49 261 56 896 57121 56 190 55142 53 843
Less developed regions 76 902 86 802 96 874 105 168 113 931 124 205
Africa 10 752 14 856 19 674 25228 31533 38339
Eastern Africa 3654 5164 7 004 9244 11 885 14 906
Middle Africa 1147 1527 2155 2991 4077 5341
Northern Africa 601 737 849 945 1043 1140
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TABLE 15 (continued)

Year

Major area and region 2000 2005 2010 2015 2020 2025

Southern Africa 3498 4223 4 657 4828 4 859 4780
Western Africa 1 851 3204 5009 7220 9 669 12 171
Asia 10316 12 100 13 278 14 076 14 852 15 855
Eastern Asia 5416 6 084 6248 6156 6 060 6 090
South-central Asia 2587 3333 4046 4707 5369 6147
South-eastern Asia 1 806 2050 2240 2363 2470 2574
Western Asia 508 633 744 850 952 1045
Europe 27215 28 659 28 701 27979 26 944 25740
Eastern Europe 6587 7258 7070 6 662 6 348 6 000
Northern Europe 6301 6728 6 996 6963 6763 6514
Southern Europe 3580 3499 3366 3277 3131 2955
Western Europe 10 747 11174 11 268 11076 10 701 10 271
Latin America and the Caribbean 9506 1 0353 11 021 11485 11 855 12 041
Caribbean 570 605 632 629 625 612
Central America 2203 2475 2732 2940 3091 3182
South America 6733 7274 7 657 7915 8139 8247
Northern America 22611 23 865 24 750 24 959 25127 25303
Oceania 1671 1831 1959 2022 2036 2001
Australia/New Zealand 1 645 1796 1911 1962 1966 1924
Melanesia/Micronesia/Polynesia 26 35 48 60 70 78

Sources: Table 14 and World Population Prospects: The 2002 Revision, vol. II, Sex and Age Distribution of
Populations (United Nations publication, Sales No. E.03.XIIL7).

NOTE: Numbers of married women and numbers of contraceptive users are projected as explained in the text.
 In a marital or consensual union.

® Not in a union.
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36.3 per cent in Southern Africa to 75.8 per cent in
South-central Asia (annex table A.3). It should also
be noted that the projected proportions follow
different trends, which yield to decreases in these
proportions in most regions of the world, but to
stagnations in Northern Africa, South-eastern Asia,
Eastern Europe and Southern Europe, and to
increases in all the regions of Latin America and the
Caribbean.

2. Global trends

At the world level, the number of married
contraceptive users is projected to increase from
654 million to 846 million between 2000 and 2025
(table 15), or a 29 per cent increase, as a result of
the projected increase in contraceptive prevalence
and the projected increase in the number of women
aged 15-49 who are married or in union. This
growth in the number of users is the result of the
growth projected for the less developed regions. In
these regions, the number of married contraceptive
users is projected to increase from 535 million to
746 million, a 39 per cent increase, as a result of
both the projected increase in contraceptive
prevalence and the projected increase in the number
of married or in union women aged 15-49. In the
more developed regions, by contrast, the number of
married contraceptive users is projected to decrease
from 119 million to 99 million, that is, a 17 per cent
decrease. The latter decrease is not related to future
trends in contraceptive prevalence because
contraceptive prevalence in the more developed
regions is projected to increase during the 25-year
period (see first section of this chapter). The
decrease in the number of married contraceptive
users in the more developed regions is due to a
projected decrease in the number of women aged
15-49 who are married or in union as a result of
both the decrease in the number of women aged 15-
49 and the decrease in the proportion of married
women.

Between 2000 and 2025, the number of married
contraceptive users is projected to triple in Africa
(from 33 million to 100 million) and to increase
significantly but at much lower paces in Asia (from
449 million to 559 million) and Latin America and
the Caribbean (from 61 million to 84 million). By
contrast, the number of married contraceptive users
is projected to increase only slightly in Northern
America (from 34 million to 37 million) and in
Oceania (from 2.8 million to 3.2 million). It is
projected to decrease from 74 million to 64 million
in Europe as a consequence of the projected

decrease in the number of all women aged 15-49
and the projected decrease in the proportion of
women aged 15-49 who are married or in union.

In sum, the largest proportional increase in the
number of contraceptive users at the global (major
area) level is expected to occur in Africa where the
projections yield to a three-fold increase between
2000 and 2025. In absolute numbers, however, the
largest increase in married contraceptive users is
projected for Asia where 110 million more users are
expected by 2025 compared to only 67 million
more users in Africa.

3. Regional trends

The regions where the number of married
contraceptive users is projected to increase the
most, in relative terms, are located in Africa (table
15, panel E). However, there is considerable
variation between the African regions. Under the
assumptions made, the number of married users is
expected to increase six-fold in Western Africa,
from 5.4 million to 30 million between 2000 and
2025. In Eastern Africa, the number of married
contraceptive users is expected to almost quadruple,
from 8.4 million to 32 million, and to triple in
Middle Africa, from 3.2 million to 11 million. By
contrast, the number of married contraceptive users
is expected to only double in Northern Africa, from
13 million to 25 million, and decrease slightly in
Southern Africa, from 2.7 million to 2.4 million, as
a result of a decrease in the number of women who
are married or in union.

Oceania is another major area with great variation
between its regions, in terms of relative change in
the number of married contraceptive users. In the
less developed regions of Melanesia, Micronesia
and Polynesia, the number of married users is
expected to almost triple between 2000 and 2025,
rising from 0.4 million to 1 million. In Australia
and New Zealand, by contrast, the number of
married users is expected to decrease slightly from
2.4 million to 2.2 million throughout the 25-year
projection period.

In the other major areas, there is less variation
between regions. In Asia, the number of married
users is projected to almost double in all the
regions, except in Eastern Asia, where it is
projected to decrease by 16 per cent, from 245
million to 205 million. In Latin America and the
Caribbean, the number of married contraceptive
users is projected to increase in all three regions, by
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20 per cent to 54 per cent. Lastly, in Europe, the
number is projected to decrease slightly in all the
regions.

C. FUTURE TRENDS IN THE NUMBER OF
UNMARRIED CONTRACEPTIVE USERS

1. Methodology

Contraceptive prevalence among the women not
currently in a union (referred to, hereafter, as
unmarried) is derived by computing an average
ratio of prevalence among the unmarried to
prevalence among the married based on available
survey data and by assuming that this ratio remains
constant throughout the entire projection period.
Data coverage and assumptions used in deriving the
estimates of the ratios are described below. It is
mainly in sub-Saharan Africa and to a lesser extent
in Latin America and the Caribbean that survey
data on the contraceptive behaviour of unmarried
women have been collected whereas, such data are
scarce for countries in Asia and Northern Africa as
well as for the developed countries.

(a) Sub-Saharan Africa

Information about contraceptive use by
unmarried women was available for 35 sub-Saharan
African countries (table 16). The prevalence ratio,
that is, the ratio of the contraceptive prevalence
among unmarried women to the contraceptive
prevalence among women who are married or in
union, for these countries covers a wide range, from
almost 0 in Mauritania and Mauritius to around 2 or
over in Coéte d’Ivoire, Guinea and Liberia. Ratios
over 1, indicating a higher prevalence among the
unmarried than among those in a union, were
observed in ten countries (Burkina Faso, Cameroon,
Coéte d’Ivoire, Gabon, Guinea, Liberia, Mali,
Mozambique, Nigeria and Togo). For the countries
with data, the average prevalence ratio was 0.77
and the median prevalence ratio was 0.65. The
median ratio of 0.65 was assumed for the countries
lacking data. The resulting average prevalence
ratio for the sub-Saharan region as a whole was
0.75.

(b) Asia and Northern Africa

Direct information about the level of current
contraceptive use among unmarried women was
available for only nine countries of Asia (table 16).
In this region, contraceptive prevalence among
unmarried women is much lower than that among
married or in-union women: the prevalence ratio for

the countries with data was close to 0, except in
Kazakhstan and Mongolia where the prevalence
ratios were slightly over 0.20. For the countries
with data, the average prevalence ratio was 0.08
and the median prevalence ratio was 0.05. Given
that sexual activity outside marriage tends to be
viewed as highly wunacceptable for women
(although not necessarily for men) in most societies
of Asia and Northern Africa, these results are
considered as representative of these two regions
even though they are based on a small number of
countries. Thus, the median ratio of 0.05 was
assumed for countries lacking data and the resulting
average prevalence ratio for Asia and Northern
Africa as a whole was 0.06.

(c) Latin America and the Caribbean

Information about contraceptive use by
unmarried women was available for 16 Latin
American and Caribbean countries (table 16). In
this region, too, prevalence among unmarried
women use is much lower than that of married or
in-union women but higher than that of Asian
women. The prevalence ratio for the countries with
data ranges from 0.04 in Honduras to 0.31 in
Trinidad and Tobago. When numbers of users and
women were summed up for the countries with
data, the average and median prevalence ratios for
countries with data were both 0.22. The ratio of
0.22 was thus assumed for the countries lacking
data and the resulting average prevalence ratio for
the Latin American and Caribbean region as a
whole was also 0.22.

(d) Melanesia/Micronesia/Polynesia

Only one country, Papua New Guinea, had
information on contraceptive use by marital status
in the regions of Melanesia, Micronesia and
Polynesia (table 16). In this country, unmarried
women use less contraception than their married
counterparts: the prevalence ratio was 0.12 and the
latter was assumed to be the average ratio for the
whole region.

(e) Eastern Europe and Southern Europe

Information about contraceptive use by
unmarried women was available for four Eastern
European countries (table 16). In these countries,
contraceptive use is lower among unmarried
women than among their married counterparts: the
prevalence ratio for the countries with data varies
between 0.21 in the Republic of Moldova and 0.58
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TABLE 16. PERCENTAGE OF WOMEN OF REPRODUCTIVE AGE WHO ARE USING
CONTRACEPTION BY MARITAL STATUS, SELECTED COUNTRIES

Percentage using contraception

among Prevalence ratio®
Age married”  unmarried’ all unmarried
Country Year group women women women vs. married
Less developed countries
Sub-Saharan Africa
Benin 2001 15-49 18.6 15.6 17.8 0.84
Botswana 1988 15-49 33.0 28.0 30.0 0.85
Burkina Faso 1999 15-49 11.9 12.5 12.0 1.05
Burundi 1987 15-49 8.7 1.6 6.4 0.18
Cameroon 1998 15-49 19.3 334 24.0 1.73
Central African Republic 1995 15-49 14.8 12.5 14.1 0.84
Chad 1997 15-49 4.1 3.1 3.9 0.76
Comoros 1996 15-49 21.0 5.6 13.8 0.27
Cote d'Ivoire 1999 15-49 15.0 29.7 20.7 1.98
Democratic Republic of the Congo 1991 15-49 7.7 5.0 7.0 0.65
Eritrea 1995 15-49 8.0 4.0 59 0.50
Ethiopia 2000 15-49 8.1 2.1 5.9 0.26
Gabon 2000 15-49 32.7 39.0 35.6 1.19
Ghana 1999 15-49 22.0 10.8 18.0 0.49
Guinea 1999 15-49 6.2 13.9 7.6 2.24
Kenya 1998 15-49 39.0 15.5 29.9 0.40
Liberia 1986 15-49 6.4 12.5 8.4 1.95
Madagascar 1997 15-49 19.4 10.2 16.0 0.53
Malawi 2000 15-49 30.6 10.7 25.0 0.35
Mali 2001 15-49 8.1 9.9 8.4 1.22
Mauritania 2001 15-49 8.0 0.2 4.8 0.03
Mauritius 1991 15-44 74.7 1.0 55.0 0.01
Mozambique 1997 15-49 5.6 7.3 6.0 1.30
Namibia 1992 15-49 28.9 19.2 233 0.66
Niger 1998 15-49 8.2 44 7.6 0.54
Nigeria 1999 15-49 15.3 16.4 15.7 1.07
Rwanda 2000 15-49 13.2 1.9 7.4 0.14
Senegal 1997 15-49 12.9 6.2 10.8 0.48
South Africa 1998 15-49 56.3 45.4 50.1 0.81
Swaziland 1988 15-49 19.9 7.0 17.0 0.35
Togo 1998 15-49 235 293 253 1.25
Uganda 2001 15-49 22.8 14.5 20.1 0.64
United Republic of Tanzania 1999 15-49 254 16.4 223 0.65
Zambia 1996 15-49 25.9 8.6 19.2 0.33
Zimbabwe 1999 15-49 535 12.8 37.7 0.24
Asia
Armenia 2000 15-49 60.5 0.5 39.0 0.01
Cambodia 2000 15-49 23.8 0.3 14.2 0.01
Kazakhstan 1999 15-49 66.1 17.3 48.0 0.26
Kyrgyzstan 1997 15-49 59.5 4.5 42.8 0.08
Mongolia 1998 15-49 59.9 14.3 442 0.24
Philippines 1998 15-49 46.5 1.1 28.2 0.02
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TABLE 16 (continued)

Percentage using contraception

among Prevalence ratio®
Age married®  unmarried’ all unmarried
Country Year group women women women vs. married
Turkey 1998 15-49 63.9 0.2 442 0.00
Turkmenistan 2000 15-49 61.8 2.8 39.2 0.05
Uzbekistan 1996 15-49 55.6 1.7 39.6 0.03
Latin America and the Caribbean
Bolivia 1998 15-49 48.3 6.6 31.4 0.14
Brazil 1996 15-49 76.7 23.2 55.4 0.30
Colombia 2000 15-49 76.9 27.5 52.8 0.36
Costa Rica 1993 15-49 75.0 21.0 53.0 0.28
Dominican Republic 1999 15-49 69.2 22.0 48.8 0.32
Ecuador 1999 15-49 65.8 8.5 41.9 0.13
El Salvador 1998 15-44 59.7 13.1 382 0.22
Guatemala 1999 15-49 38.2 4.2 26.6 0.11
Haiti 2000 15-49 27.4 7.1 19.4 0.26
Honduras 1996 15-44 50.0 2.0 32.0 0.04
Jamaica 1997 15-49 65.9 19.0 50.0 0.29
Mexico 1995 15-49 66.5 8.2 434 0.12
Nicaragua 1998 15-49 60.3 12.8 40.8 0.21
Paraguay 1998 15-44 57.4 15.5 41.1 0.27
Peru 2000 15-49 68.9 12.1 44.0 0.18
Trinidad and Tobago 1987 15-49 54.6 16.8 374 0.31
Melanesia/Micronesia/Polynesia
Papua New Guinea 1996 15-49 25.9 3.0 20.0 0.12
More developed countries
Eastern Europe
Czech Republic 1993 15-44 68.9 39.7 59.1 0.58
Republic of Moldova 2000 15-49 62.4 13.4 54.3 0.21
Romania 1999 15-44 63.8 19.7 48.2 0.31
Ukraine 1999 15-44 67.5 26.2 53.5 0.39
Northern Europe, Western
Europe, Northern America,
Australia/New Zealand
Australia 1986 20-49 76.1 56.0 72.0 0.74
Belgium 1992 21-39 79.0 75.0 79.0 0.95
France 1994 20-49 74.6 52.0 69.0 0.70
Germany 1992 20-39 74.7 68.0 72.0 0.91
Netherlands 1993 18-42 78.5 55.0 74.0 0.70
United Kingdom 1993 16-49 82.0 52.0 72.0 0.63
United States of America 1995 15-44 76.4 52.4 64.2 0.69

Sources: Various survey reports (Demographic and Health Surveys, Fertility and Family Surveys, Reproductive Health Surveys).
* Women of reproductive age who are currently in a marital or consensual union.
® Women of reproductive age who are not currently in a union.

¢ Percentage of women not currently in a union using contraception divided by percentage of married or in-union women using contraception.
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in the Czech Republic. The average and median
prevalence ratios for countries with data were 0.37
and 0.35, respectively. The median ratio of 0.35
was assumed for the countries lacking data,
including the Southern European countries, and as a
result, the average prevalence ratio for Eastern and
Southern Europe was 0.36.

(f) Northern Europe, Western Europe, Northern
America and Australia/New Zealand

Information about contraceptive use by
unmarried women was available for five countries
of Northern Europe, Western Europe and Northern
America and for Australia and New Zealand (table
16). In these countries, too, contraceptive use is
lower among unmarried women than among their
married counterparts: the prevalence ratios varied
from 0.63 in the United Kingdom to 0.95 in
Belgium. The average and median prevalence
ratios for countries with data were 0.76 and 0.70,

respectively.  The median ratio of 0.70 was
assumed for the countries lacking data and as a
result, the average prevalence ratio for these four
regions was 0.72.

These regional average prevalence ratios were
weighted by the number of women aged 15-49 in
each region in 2000 to get the estimates of
prevalence ratio for the development groups shown
in table 17. These ratios, which were kept constant
from 1998 to 2025, were then multiplied by the
contraceptive prevalence among married women to
get the percentage of unmarried women who are
using contraception. Adding the corresponding
number of unmarried contraceptive users to the
number of married contraceptive users gave the
number of all female contraceptive users. Finally,
dividing this number by the number of all women
aged 15-49 yielded the contraceptive use level
among all women (table 18).

TABLE 17. RATIO OF CONTRACEPTIVE PREVALENCE AMONG UNMARRIED WOMEN TO
CONTRACEPTIVE PREVALENCE AMONG MARRIED WOMEN

Prevalence ratio®

unmarried

Major area or region vs. married
Less developed regions 0.33
Sub-Saharan Africa 0.75
Asia and Northern Africa 0.06
Latin America and the Caribbean 0.22
Melanesia/Micronesia/Polynesia 0.12
More developed regions 0.54
Eastern Europe and Southern Europe 0.36
Northern Europe, Western Europe, Northern America, Australia/New Zealand 0.72

Sources: Table 1 and table 16.

* Percentage of women not currently in a union using contraception divided by percentage
of women who are married or in union using contraception.
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TABLE 18. ESTIMATED AND PROJECTED PERCENTAGES OF WOMEN OF REPRODUCTIVE AGE USING
CONTRACEPTION, BY MARITAL STATUS

United Nations Department of Economic and Social Affairs/Population Division
Levels and Trends of Contraceptive Use as Assessed in 2002

Year
Major area and region 2000 2005 2010 2015 2020 2025
A. Percentage using contraception among all women"

World 50.2 51.0 51.8 52.6 53.1 53.4
More Developed Regions 56.2 54.8 55.3 56.0 56.8 577
Less Developed Regions 48.8 50.2 51.1 51.9 52.5 52.7
Africa 23.2 26.9 31.1 352 38.9 41.9

Eastern Africa 20.7 254 30.3 35.1 39.5 435
Middle Africa 21.0 22.6 26.1 30.3 342 38.1
Northern Africa 31.0 32.8 35.0 37.2 38.6 39.3
Southern Africa 45.4 48.0 49.9 51.5 53.0 54.4
Western Africa 14.2 20.3 26.8 33.1 38.2 41.9
Asia 48.2 48.8 49.6 50.1 50.0 49.4
Eastern Asia 62.5 60.9 60.6 60.4 59.4 57.9
South-central Asia 37.9 41.1 43.6 455 46.8 47.2
South-eastern Asia 39.5 41.6 43.0 43.9 44.4 44.4
Western Asia 324 33.9 35.2 36.1 36.4 36.2
Europe 55.2 56.8 58.3 59.8 60.5 60.4
Eastern Europe 48.1 50.7 53.2 56.0 57.8 57.6
Northern Europe 68.3 67.6 67.1 66.9 66.9 67.1
Southern Europe 50.7 53.7 55.7 57.1 56.7 56.2
Western Europe 65.0 64.7 64.5 64.4 64.3 64.5
Latin America and the Caribbean 50.6 51.7 52.6 53.2 53.7 54.0
Caribbean 40.8 41.7 42.0 42.7 43.4 44.5
Central America 48.7 50.5 51.8 52.8 53.6 54.1
South America 524 53.2 54.0 54.4 54.7 54.8
Northern America 70.4 70.2 69.9 69.9 70.1 70.3
Oceania 56.6 56.5 56.1 56.0 56.1 56.2
Australia/New Zealand 68.5 67.9 67.3 67.0 67.0 67.2
Melanesia/Micronesia/Polynesia 21.4 25.7 28.9 31.6 339 35.6

B. Percentage using contraception among married women

World 62.6 63.8 64.6 65.3 66.0 66.6
More Developed Regions 70.1 71.0 72.0 73.0 74.0 75.0
Less Developed Regions 61.3 63.1 64.5 65.8 67.0 68.0
Africa 27.9 324 37.1 41.8 459 49.3

Eastern Africa 22.8 28.0 334 38.8 43.7 48.1
Middle Africa 22.8 24.7 28.8 334 37.9 42.4
Northern Africa 52.0 55.7 59.1 62.2 64.3 65.8
Southern Africa 54.0 58.0 61.1 63.5 65.2 66.6
Western Africa 154 22.1 293 36.2 41.9 46.0



TABLE 18 (continued)

Year
Major area and region 2000 2005 2010 2015 2020 2025
Asia 65.2 66.9 68.2 69.2 70.0 70.7
Eastern Asia 83.6 84.0 84.0 84.0 84.0 84.0
South-central Asia 49.0 54.0 57.8 60.8 63.2 65.0
South-eastern Asia 59.7 62.6 64.4 65.5 66.3 66.7
Western Asia 49.1 522 54.6 56.4 57.4 57.6
Europe 68.2 71.0 73.0 75.0 75.0 75.0
Eastern Europe 62.7 67.0 70.0 73.0 75.0 75.0
Northern Europe 79.1 79.1 79.1 79.1 79.1 79.1
Southern Europe 63.0 71.0 73.0 75.0 75.0 75.0
Western Europe 74.4 74.6 74.8 75.0 75.0 75.0
Latin America and the Caribbean 74.1 75.4 76.3 76.9 77.3 77.5
Caribbean 61.3 62.2 62.9 63.5 64.1 64.8
Central America 70.5 72.6 74.2 75.4 76.3 76.9
South America 77.8 78.8 79.4 79.7 79.8 79.7
Northern America 81.4 81.5 81.5 81.5 81.5 81.5
Oceania 62.4 63.8 64.8 65.2 65.4 65.6
Australia/New Zealand 79.4 79.5 79.5 79.5 79.5 79.5
Melanesia/Micronesia/Polynesia 30.6 37.2 4238 473 50.6 53.0

C. Percentage using contraception among unmarried women®

World 24.7 254 25.6 25.7 259 259
More Developed Regions 37.9 38.3 38.9 39.4 40.0 40.5
Less Developed Regions 20.2 20.8 21.3 21.7 22.1 224
Africa 14.9 17.7 20.7 23.8 26.6 29.1

Eastern Africa 17.1 21.0 25.1 29.1 32.8 36.1
Middle Africa 17.1 18.5 21.6 25.1 28.5 31.8
Northern Africa 3.1 33 3.5 3.7 3.9 3.9
Southern Africa 40.5 43.5 45.8 47.6 48.9 49.9
Western Africa 11.5 16.6 22.0 27.1 314 34.5
Asia 3.9 4.0 4.1 4.2 4.2 4.2
Eastern Asia 5.0 5.0 5.0 5.0 5.0 5.0
South-central Asia 2.9 3.2 3.5 3.6 3.8 3.9
South-eastern Asia 3.6 3.8 3.9 3.9 4.0 4.0
Western Asia 2.9 3.1 33 34 34 35
Europe 36.3 37.5 38.7 39.8 40.3 40.5
Eastern Europe 22.6 24.1 25.2 26.3 27.0 27.0
Northern Europe 57.0 57.0 57.0 57.0 57.0 57.0
Southern Europe 24.5 25.6 26.3 27.0 27.0 27.0
Western Europe 53.6 53.7 53.9 54.0 54.0 54.0
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TABLE 18 (continued)

Year

Major area and region 2000 2005 2010 2015 2020 2025
Latin America and the Caribbean 16.3 16.6 16.8 16.9 17.0 17.0
Caribbean 13.5 13.7 13.8 14.0 14.1 14.3
Central America 15.5 16.0 16.3 16.6 16.8 16.9
South America 17.1 17.3 17.5 17.5 17.6 17.5
Northern America 58.6 58.7 58.7 58.7 58.7 58.7
Oceania 46.9 46.8 46.0 452 44.6 43.8
Australia/New Zealand 57.2 57.2 57.2 57.2 57.2 57.2
Melanesia/Micronesia/Polynesia 3.8 4.5 5.2 5.8 6.1 6.4

Source: Table 15.

NOTE: The percentages using contraception among all women and unmarried women are projected as explained

in the text.
* all women of reproductive age.

b . . . .
women of reproductive age who are in a marital or consensual union.

¢ women of reproductive age who are not in a union.

2. Future trends in the number of unmarried
contraceptive users

The extent to which the number of contraceptive
users among unmarried women varies over time 1is,
in general, greater than the changes in the number
of contraceptive users among married women. At
the world level, the number of unmarried
contraceptive users in the world is projected to
increase by 41 per cent, from 126 million to 178
million, between 2000 and 2025. This increase is
the result of three factors: the projected increase in
the proportion of unmarried women owing to the
projected decrease in the proportion of married
women (annex table A.3), the projected increase in
the level of contraceptive use among unmarried
women (table 18), and the projected increase in the
number of unmarried women aged 15-49 (table
15). The number of unmarried contraceptive users
is projected to grow in both the more developed
and the less developed regions. However, the
growth is expected to be much more important in
the less developed regions where the number of
contraceptive users is projected to almost double
from 77 million to 124 million. This expected
growth for the less developed regions owes mainly
to the rapid forecasted increase in the number of
unmarried women aged 15-49 (from 380 million to
553 million, that is, a 45 per cent increase) and to a
lesser extent to the expected increase in
contraceptive prevalence among these women
(from 20 per cent to 22 per cent, see table 18). In
the more developed regions, the number of
unmarried contraceptive users is projected to
increase only slightly from 49 million to 54 million

(a 9 per cent increase). The latter increase is
related to slight increases assumed in both the
percentage of unmarried women who are using
contraception in the more developed regions (from
38 to 41 per cent) and the number of unmarried
women in these regions (from 130 to 133 million).

In Africa, the number of unmarried
contraceptive users is projected to rise
tremendously, almost quadrupling between 2000
and 2025 (table 15). In Asia, the number of
contraceptive users among unmarried women is
expected to increase at a much faster pace than that
among married women. To a lesser extent, the
same pattern applies to Northern America and
Oceania. In Latin America and the Caribbean, by
contrast, the pace of the increase in the number of
unmarried contraceptive users is slower than that
in the number of married contraceptive users. In
Europe, the number of unmarried contraceptive
users will decrease like the number of married
users due to the overall decrease in the number of
women of reproductive age. The difference,
though, is that the pace of the decrease among the
unmarried women will be smaller than that among
the married women.

Not surprisingly, the regions where the number
of unmarried contraceptive users is projected to
increase the most, in relative terms, are located in
Africa. These regions include Eastern Africa,
Middle Africa and Western Africa. In the first
region, the number of unmarried users is expected
to quadruple between 2000 and 2025, rising from
3.7 million to 15 million. In the second region, the
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Figure XI. Projected numbers of female contraceptive users, by major area
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Figure XI (continued)
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Figure XI (continued)

Latin America and the Caribbean
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number of unmarried users is expected to grow
five-fold, rising from 1.2 million to 5.3 million. In
the third region, the number of unmarried
contraceptive users is expected to grow seven-fold,
rising from 1.9 million to 12 million. In Northern
Africa and Southern Africa, the increase in the
number of unmarried contraceptive users will be
less spectacular.  Nonetheless, the number of
unmarried contraceptive users is expected to
almost double in these two regions.

In Oceania, the less developed region of
Melanesia/Micronesia/Polynesia is also expected
to experience a large increase in the number of
unmarried contraceptive users. This number is
expected to triple from 26,000 to 78,000 between
2000 and 2025.

In Asia, the number of unmarried contraceptive
users is expected to increase in all regions, owing
mainly to the projected increase in the percentage
of unmarried women. The number of unmarried
contraceptive users is expected to increase the
most in South-central Asia and Western Asia,
doubling between 2000 and 2025. In all the
regions of Latin America and the Caribbean, the
number of unmarried contraceptive users will
increase less rapidly than the number of married
users. The number of contraceptive users will
increase the most in Central America but it will
increase by 44 per cent among unmarried women
compared to 52 per cent among women who are
married or in union. In Europe, the number of
unmarried contraceptive users is expected to
decrease slightly in Eastern and Southern Europe
and remain practically the same in Northern
Europe and Western Europe.

3. Conclusions

As shown in figure XI, female contraceptive
users will be made up mostly of women who are
married or in union between 2000 and 2025. The
number of contraceptive users is expected to

increase in all the less developed regions
regardless of marital status, but the change is
expected to be greater among unmarried than
married users mainly as a consequence of the
decrease in the proportions of women who are
married or in union, which has been assumed for
most regions of the world. In the more developed
regions, the number of contraceptive users is
expected to decrease between 2000 and 2025, due
mainly to the important projected decrease in the
number of women aged 15-49 in Europe. In
Northern America by contrast, the number of all
women aged 15-49 is expected to continue to
increase, as well as the numbers of both married
and unmarried contraceptive users.

NOTE

! Refer to United Nations (2000) for a thorough
discussion on the plausibility of this assumption.
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V. DYNAMICS OF CONTRACEPTIVE USE

This chapter presents analyses of contraceptive
behaviour over time, or use-dynamics. The term
tise-dynamics' refers to the temporal sequence in
which couples may adopt a contraceptive method,
discontinue use for a variety of reasons and
subsequently re-start the same method, switch to
another method, or abandon use altogether. While
documentation of trends in current use of
contraceptives among all couples of reproductive
age (or among the sub-set who wish to avoid all
future childbearing or delay the next pregnancy)
continues to be the main way of monitoring
progress in family planning in developing countries,
the study of use-dynamics also has a long pedigree.
New methods of contraception have always been
assessed by carefully designed prospective studies
with a clinical focus on failure rates and health-
effects. Innumerable follow-up studies of
acceptors, both facility- and community-based,
have been conducted and a variety of cross-
sectional approaches, involving retrospective
questioning about recent past contraceptive
behaviour, have been developed and applied.
Several useful syntheses of results have been
published (e.g. Kreager, 1977; United Nations,
1991; Curtis and Blanc, 1997).

As contraceptive practice in a society becomes
more widespread, the avoidance of unintended
pregnancies becomes less dependent on rates of
initial adoption and more dependent on the ability
and willingness of couples to use methods with
maximum effectiveness, to use them persistently
and to switch quickly to alternative methods as and
when the need arises. In populations where most
couples have never tried any method of
contraception, the vast majority of unintended
pregnancies inevitably stem from avoidance, or
never-use of contraception. Conversely, in
populations where most adults have tried one or
more methods, the majority of unintended
pregnancies are the result of the use of less effective
methods, incorrect use of effective methods and
abandonment of use. Thus the study of use-
dynamics, and its relevance to an understanding of
the ability of couples to achieve their reproductive
intentions, has steadily grown in importance over
the past 50 years, in line with the spread of
contraceptive practice in developing regions.

Successful use of contraceptives depends on
many factors. Important influences no doubt
include the degree of commitment to control of
reproduction,  inter-partner  discussion  and
agreement on reproductive goals and means to
achieve them, attitudes about the moral or social
acceptability of contraception and socio-cultural
factors that condition beliefs about particular
methods. A growing body of evidence also
supports the commonsense expectation that the
quality of family planning services affects the
ability of couples to use contraceptives
successfully. An analysis of data from 15 countries
suggested that continuity of use is higher in settings
with strong family planning programmes (Blanc,
Curtis and Croft, 2002). Another multi-country
study showed that couples who received their
preferred method rather than an alternative one
were more likely to continue using it (Huezo and
others, 1993). Country-specific studies have found
that the quality of community-based workers in
Bangladesh, the adequacy of counselling in Gambia
and the availability of female doctors in Egypt had
significant effects on the willingness and ability of
contraceptive adopters to persist with use (Koenig,
Hossain and Whittaker, 1997; Cotten and others,
1992; Ali, 2001).

These links between quality of services and use-
dynamics provide an additional justification for the
study of contraceptive continuation, failure and
switching. Results should provide guidance for
improvement to services. High failure rates, for
instance, suggest that efforts to improve
information on correct use of methods are required.
Discontinuation of use that is not followed by
prompt recourse to an alternative method carries the
possible implication that the range of readily
accessible methods may need to be widened.

In this chapter, key indicators of the dynamics of
contraceptive use are presented for developing
countries with appropriate nationally representative
data. These indicators include the probability of:
(a) discontinuing use for any reason; (b)
discontinuation because of accidental pregnancy
while using a method (i.e. failure); and (c)
discontinuation for reasons that imply dissat-
isfaction or problems with the method. Method-
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Method-switching is examined in terms of the
probability of resumption of use within three
months of discontinuing an earlier method because
of dissatisfaction or problems. The reproductive
consequences of contraceptive failure and
discontinuation are assessed by measuring the
occurrence of unwanted or mistimed births and
abortions following the cessation of use.

A. THE NATURE OF THE DATA, THEIR QUALITY
AND AVAILABILITY

The sources of data for the analysis of use-
dynamics are the Demographic and Health Surveys
(DHS). Building upon earlier methods associated
with Gaslonde and Carrasco (1982) and Laing
(1985), the DHS programme in 1990 added a
contraceptive calendar to its core data collection
instrument for countries with relatively high levels
of contraceptive use. The contraceptive calendar
takes the form of a grid in which contraceptive
status is recorded for each calendar month over a
five-year period preceding the survey. Specifically,
interviewers are trained to enter on the monthly grid
all live births (and current pregnancy if any),
ascertained earlier in the interview. These
reproductive events are used as anchor-points in the
determination of dates of starting and stopping the
use of specific contraceptive methods over the five-
year retrospective period. Any abortions detected
at this stage of detailed questioning are entered into
the calendar but no attempt is made to distinguish
induced from spontaneous abortions. Reasons for
stopping method-use are entered into the calendar.
In some surveys, the calendar is also used to record
residential mobility and changes in marital or
cohabitation status.

Information on the intention status of recent live-
births (and current pregnancy, if any) is also used in
the analysis. In Section 5 of the interview schedule
respondents are asked the following question about
each birth At the time y ou became pregnant with
(NAME OF CHILD) did you want to become
pregnant then, did you want to wait until later, or
did you want no more children at all?
Respondents giving the response later" are
subsequently asked how long they would have
preferred to wait before having another child. The
responses permit a three-way classification of births
into those wanted at that time, those that were
unwanted at any future time and those that
occurred at least two years earlier than desired
(mistimed). This information on intention status
was linked to the calendar data in order to

investigate the reproductive consequences of
contraceptive failure and discontinuation.

The quality of both the calendar information on
episodes of contraceptive use and intention status of
births is a key consideration. Experimental studies
in the Dominican Republic and Peru indicated that
the calendar approach yielded more complete and
coherent information on past contraceptive use than
the methods used in Phase 1 of DHS (Goldman,
Moreno and Westoff, 1989; Westoff, Goldman and
Moreno, 1990). Curtis and Blanc (1997) found that
estimates of contraceptive use derived from the
calendar corresponded closely with current use
estimates from previous surveys. Similarly Alj,
Cleland and Shah (2002) found a high level of
consistency in contraceptive use trends when data
from three successive calendar DHS were linked.
In the aggregate, the quality of contraceptive use
data thus appears to be high. Only one study has
examined individual reliability of responses by re-
interviewing women. In Morocco, a large sample
was re-interviewed three years after the first
interview and monthly contraceptive histories
compared for the overlapping period of 1990-92
(Strickler and others, 1997). While aggregate
consistency was high, individual consistency was
inevitably less impressive: monthly histories
matched exactly for only 28 per cent of relevant
cases. However, in view of the very detailed
month-by-month nature of the information, high
reliability in individual reports is an unrealistic
expectation and the results from Morocco do not
undermine the general verdict that the calendar
yields information on episodes of past contraceptive
use of surprisingly high quality.

Stated reasons for discontinuation comprise one
of the less reliable outputs of the calendar. The
DHS allow for the recording of only one reason
and, as argued by Curtis and Blanc (1997), this
restriction may give oversimplified results because
of the likely existence of several reasons acting in
concert. Moreover the Moroccan re-interview
study showed that one-third of respondents gave a
different reason for stopping at re-interview from
that given at first interview. Thus analysis of
cause-specific  discontinuation needs to be
undertaken with considerable interpretative caution.

Undoubtedly the greatest defect of the DHS
calendars is the poor quality of information on
abortions—whether induced or spontaneous.
Biological evidence indicates that about 15 per cent
of recognisable conceptions end in spontaneous
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miscarriage or still birth (Bongaarts and Potter,
1983). To this proportion should be added an
unknown and widely varying number of induced
abortions. As will be shown later, the ratio of
abortions to live births in DHS calendars is much
lower than biological expectations, indicating
severe underreporting of spontaneous foetal loss. It
is also probable that induced abortions have been
under-reported. In most countries that have used
DHS calendars, induced abortion is illegal, or
highly restricted, and heavily stigmatised. It is thus
not surprising that women in such countries are
reluctant to report termination of pregnancy.

It is not possible to ascertain the effect of under-
reporting of spontaneous and induced abortion on
estimates  of  contraceptive  failure  and
discontinuation. The concern is that omission of
abortions that result from contraceptive failure or
discontinuation may result in exaggerated reports of
durations of uninterrupted use and a corresponding
underestimation of failure and discontinuation
probabilities. One analysis of calendar data
indicated that a large majority of reported abortions
arose from non-use of contraception rather than
failure or discontinuation (Ali, Cleland and Shah,
2001). If this observation holds true for unreported
foetal losses, the effect of omission on estimates of
failure and discontinuation will be minor. While
the magnitude of bias remains uncertain it is
unlikely to be sufficiently great to jeopardise
robustness of the main findings.

The reliability of reports on the intention status
of live births is also relevant to the results presented
in this chapter. As with reported reasons for
stopping use, a simple pair of question is likely to
oversimplify the motivational complexities of
pregnancy planning and reactions to conception.
The existence of post facto rationalisation whereby
unintended and unwelcome pregnancies are
subsequently declared as wanted is a particular
concern. The panel study in Morocco provides
evidence of such a bias: births were more likely to
be classified as wanted in the second interview than
in the first (Strickler and others, 1997, Bankole and
Westoff, 1998). However, a multi-country analysis
by Montgomery and others (1997) found only
modest correlations between age of children and
reported intention status, suggesting that the
passage of time does not inevitably lead to
pronounced shifts in stated attitudes from
unwanted/mistimed to wanted. Moreover, strong
and extremely plausible relationships exist between
birth order, birth spacing and reported intention

status.  The percentage of births declared as
unwanted rises steeply with birth order, and the
percentage declared as mistimed falls steeply as
length of the preceding birth interval increases
(Adetunji, 1998). Despite measurement problems
these data have sufficient face validity to warrant
serious analysis.

As mentioned earlier, the DHS started collecting
calendar data in 1990 for countries with relatively
high (typically 40 per cent or more) contraceptive
prevalence. By the time of this analysis, 34 data
sets from 18 countries were available. For
countries with repeated surveys, the most recent
one has been selected. In table 19, these 18
countries are listed together with the number of
method-specific episodes included in the analysis.
An episode is defined as a duration in months of
uninterrupted use that may or may not have ended
by the time of the interview. Eight of the surveys
were conducted in Latin America and the
Caribbean, four in Northern Africa and Western
Asia, four in South-central and South-eastern Asia,
and two in sub-Saharan Africa. The small number
of surveys in sub-Saharan Africa reflects the
generally low levels of contraceptive practice in
that region, but it is also clear that the Asian
countries are underrepresented relative to those in
the Americas. While it is unjustifiable to claim that
the 18 countries are representative of all developing
countries where contraceptive prevalence is high,
nevertheless they encompass a sufficiently wide
diversity of socio-economic, demographic and
cultural circumstances, to permit cautious
generalisation of results.

The set of reversible methods used in the 18
countries is certainly diverse (table 20). In Latin
America and the Caribbean, the pill tends to be the
dominant reversible method. The main exceptions
are Bolivia where nearly half of all current users are
practising periodic abstinence (rhythm) and Peru
where injectables and periodic abstinence are
commonly used.

In the four countries of Northern Africa and
Western Asia, the IUD is widely used, the
exception being Morocco where two-thirds of
couples relying on reversible methods use the pill.
Turkey is also distinguished by the popularity of
withdrawal that accounts for almost half of overall
use of reversible methods. In the four countries of
South-central and South-eastern Asia, around half
of users of reversible methods rely on the pill in
Bangladesh, on injectables in Indonesia, and on the
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pill or withdrawal in the Philippines. Kazakhstan
differs from the other countries by having the IUD
as the most relied upon reversible method.

In the two sub-Saharan African countries,
hormonal methods dominate. In Zimbabwe two-
thirds of contracepting couples are using the pill
and an additional 19 per cent injectables. In Kenya,
injectables and the pill are the most commonly used
reversible methods.

The number of method-specific episodes of
contraceptive use (both completed and continuing)
recorded in the calendars of each survey depends on
several factors: the size of the sample of women,
the overall level of use, the relative popularity of
particular methods and the mean lengths of
episodes. At least 100 episodes of use are needed
to warrant statistical analysis of method-specific
discontinuation. As shown in table 19, this
condition is fulfilled in all 18 surveys only for oral
contraceptives. It is also fulfilled for the majority
of surveys for the following methods: IUD,
injectable, condom, periodic abstinence and
withdrawal. The analysis will therefore focus
exclusively on these six major reversible methods.
Sterilization, globally the most common method of
contraception, is excluded because failure rates or
discontinuation due to surgical reversal are
negligible. Also excluded are implants (commonly
used only in Indonesia among the 18 study
countries), vaginal barrier methods (diaphragm,
foam and jellies) and LAM (lactational
amenorrhoea method).

B. ANALYTICAL METHODS

The analysis is episode- not woman-based. An
episode is defined as a duration in months of
uninterrupted use that may or may not have ended
by the time of the interview. One limitation of the
calendar is that regularity of use within an episode
is not measured. This limitation has potentially
more severe consequences for coitus-related
methods such as the condom and withdrawal, than
for other methods. Interpretation of failure rates is
complicated because it is not possible to distinguish
pregnancies that result from irregular use, from
incorrect use or from method-failure.

For analysis, the calendar data were truncated at
a point three months before the interview date.
Data from most recent three months of the calendar
were not used to avoid the problem of severe
underreporting of first trimester pregnancies
(Goldman and Westoff, 1980). Their inclusion

would have led to an underestimate of failure rates.
The omission of the last three months has a related
important implication that all current pregnancies
retained in the analysis are in the second or third
trimester. Nearly all will continue to term as live
births. In the analysis of the reproductive
consequences of failure and discontinuation, current
pregnancies therefore can be classified as
impending live births with only negligible loss of
accuracy.

The analysis is restricted to the contraceptive
experience of couples who are married or in a
union. All episodes that started before marriage or
cohabitation are excluded. The analysis of failure
and discontinuation is based on all episodes
recorded in the calendar with the exception of the
exclusions specified above. Single-decrement life
table methods were applied to estimate 12-month
probabilities of discontinuation for all reasons and
for specified reasons. The single-decrement
approach  yields hypothetical cause-specific
probabilities in the absence of competing reasons
for stopping. In the literature these are sometimes
called gross rates, in distinction to net rates which
are obtained from multiple-decrement life table
analysis and measure the teal life' or observed
probabilities of cause-specific discontinuation in the
presence of competing reasons (Ali, Babiker and
Cleland, 2001; Farley, Ali and Slaymaker, 2001).

A wide range of reasons for stopping use is
given by DHS respondents. For the analysis, these
were grouped into three categories. The first
category represents accidental pregnancy while the
method was being used, or failure. It is not possible
to distinguish between failure of the method and
user-failure resulting from incorrect use. However
most modern methods have very low failure rates if
used correctly and consistently and it is therefore
reasonable to attribute the majority of failures to
some defect in the ways in which they are used.
The second category - method-related reasons -
comprises all reasons that imply some form of
dissatisfaction with the method or associated
services. For hormonal methods and IUDs, the
dominant specific reasons in this category are
health concerns and side-effects. Inconvenience,
desire to switch to a better or more effective method
and husbands dislike of the method are also
included here and constitute particularly important
reasons for stopping condom use. The cost of the
method and its lack of availability are rarely stated
by DHS respondents as reasons for stopping but,
when mentioned, are also included in this category.
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The third category consists of reasons that imply
no further immediate need for contraception,
predominantly because of the desire for another
child, together with sexual abstinence because of
illness or spouse$ absence. Because this group of
reasons implies no dissatisfaction or concern with
the method or associated services, it is of less
substantive interest than the other two categories.

Three correlates of discontinuation are
examined: urban-rural residence, education of the
wife and motive for use. Residence is selected as a
proxy for access to services. It can be assumed
with reasonable confidence that couples living in
towns and cities have better access to a range of
family planning services than most couples living in
rural areas. Education of the wife is included
because this characteristic has proved to be one of
the most powerful influences on uptake of
contraception and reproduction in general. The
measurement of these factors is straightforward.
The third factor, motive for use, is derived from a
comparison of total desired family size and number
of living children at the start of an episode. If the
total desired size is equal to or less than actual
family size, the motive for use is classified as
family size limitation. All other episodes are
classified as having a spacing motive: these include
cases where desired family size is less than actual
size or where a non-numerical response is given to
the question on desired size. Motive is included on
the expectation that couples who desire to limit
family size will be more effective users of
contraception than spacers.

The relationship between these three factors and
contraceptive-use dynamics is summarised by box
and whisker plots. The upper and lower ends of
boxes show the values of the interquartile range and
the mid-line indicates the median. Whiskers show
the predicted values within which 95 per cent of the
observations lie. Outliers are indicated by dots.

Method-switching is  analysed following
episodes of use that were stopped for a method-
related reason.  Multiple-decrement life table
analysis was used to determine whether or not the
couple had switched to another method (or had re-
adopted the same method) within three months.
The three-month criterion - rather than, say, one
month or six months — was chosen on the basis of
exploratory analysis showing that a large majority
of those who adopt another method do so in the first
three months following abandonment of the earlier
method.

The reproductive consequences of method- or
user-failure were established by simple tabulation
of the four possible outcomes of the pregnancy: live
birth/current pregnancy reported as (1) wanted; (2)
mistimed; (3) or unwanted or (4) pregnancy ended
in spontaneous or induced abortion. It should be re-
emphasised that intention status of recent live-births
was ascertained prior to and independently of the
collection of contraceptive calendars. Partly for
this reason, some births that occur because of
failure are declared as wanted. = While this
combination may appear inconsistent, research
from the United States has shown that not all
contraceptive failures result in pregnancies that are
classified as unintended (Trussell, Vaughan and
Stanford, 1999).

Estimation of the reproductive consequences of
method-related discontinuation is slightly more
complicated than that for failure. In addition to the
four pregnancy-related outcomes following failure,
two further ones have to be considered for
discontinuation; switched to another method and no
conception despite non-use. The procedure used to
estimate outcomes following discontinuation was
multiple-decrement life table analysis for the 12-
month period following discontinuation.

In some surveys, intention status was ascertained
only for births in the preceding three years.
Accordingly, the analyses of reproductive
consequences is restricted to the period 4 to 39
months prior to interview. All life table analysis
were carried out in Stata 7 (StataCorp, 2001) using
programs developed by the authors, and the
reported results are weighted by the inverse of the
probability of selection.

C. RESULTS

1. All-cause discontinuation

Table 21 shows the overall probability per 100
episodes of discontinuing use of methods for any
reason within 12 months of starting use. These
probabilities thus include accidental pregnancy
while using the method, stopping the method
because of dissatisfaction with it and stopping in
order to have a planned pregnancy. One method —
the IUD — stands out from all the other methods in
having low discontinuation. Typically, between 10
and 20 per cent of IUD users stop within the first 12
months, with a median value of 15.5 per cent. The
two main exceptions are Bangladesh and the
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TABLE 21. TWELVE-MONTH CUMULATIVE PROBABILITIES OF OVERALL
DISCONTINUATION PER 100 EPISODES

Periodic

Major area and region Pill 1UD Injectables Condom Abstinence  Withdrawal
Latin America and the Caribbean

Bolivia 57.6 11.8 76.6 67.1 36.7 51.5

Brazil 44.2 61.9 59.6 55.1 60.1

Colombia 457 17.7 59.6 56.6 54.2 56.5

Dominican Republic 57.7 350 82.1 68.8 66.5

Guatemala 45.5 54.9 62.7 29.5

Nicaragua 472 24.6 58.0 60.6 45.0 59.9

Paraguay 56.9 149 71.5 73.3 51.2 33.8

Peru 544 16.1 37.8 49.0 33.7 37.7
Northern Africa/ Western Asia

Egypt 482 139 48.2 52.7

Jordan 66.3 17.7 67.7 61.5 55.8

Morocco 362 177 58.5 47.7 44.9

Turkey 56.5 9.0 43.0 37.9
South-central/South-eastern Asia

Bangladesh 44.1 40.8 50.3 64.5 41.1 59.6

Indonesia 334 11.8 22.9 35.9 28.5 30.9

Kazakhstan 66.1 10.8 57.9 48.1 57.8

Philippines 433 143 50.7 59.5 35.0 452
Sub-Saharan Africa

Kenya 339 22.0 60.6 31.6

Zimbabwe 13.9 24.3 19.9
Median 46.5 15.5 50.7 59.6 45.0 51.5

Source: Demographic and Health Surveys.

NoOTE: Estimates based on less than 100 episodes are not shown.

Dominican Republic where discontinuation is much
higher at 41 and 35 per cent respectively. This
difference between IUD users and users of other
methods has been noted before (Ali and Cleland,
1999). It cannot be attributed to the socio-
demographic characteristics of couples who choose
IUDs, nor to the nature of their motivation for using
(i.e. spacing versus limitation). It remains possible
that IUD users are more strongly motivated to avoid
pregnancy but this hypothesis cannot be assessed
with DHS data because intensity of motivation is
not assessed. Factors that probably contribute to the
low discontinuation of IUD users include its low
failure rate and the fact that it requires a determined
resolve to stop, typically involving a visit to a
medical facility for removal of the device. By
comparison, all other commonly used methods
included in this analysis can be terminated in a

more passive manner, for instance by failing to
obtain more supplies.

At the other end of the discontinuation spectrum
is the condom. In these 18 countries, typically
about 60 per cent of couples who adopt condoms as
a contraceptive method stop use within 12 months.
The main outliers here are the Dominican Republic
where discontinuation is exceptionally high (82 per
cent) and Indonesia (36 per cent) and Turkey (43
per cent) where it is relatively low. It may be noted
that Turkey is the only one of the 18 countries
where condom use is common within marriage.
The fact that the condom is a familiar method of
family planning in Turkey may be linked to the
relatively low rate of discontinuation. Four
countries included in the analysis (Dominican
Republic, Guatemala, Kenya and Zimbabwe) are
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classified by UNAIDS as having generalised HIV
epidemics (i.e. HIV infection levels exceed one per
cent in the general population). However, condom
continuation rates in these countries is no better
than elsewhere. In view of the great public health
priority in countries with generalised HIV
epidemics to promote condoms as a means of
contraception that also offer protection against
infection, this result is a matter of concern. Not
only are condoms rarely used within marriage but
they are used for short periods of time.

Two hormonal methods, the pill and the
injectable, are included in the analysis. With
notable exceptions such as China and India, the pill
is the most commonly used modern reversible
method in many developing countries. The
injectable, a more recently introduced method, is
much less widely used but is growing in popularity.
A wide dispersion of discontinuation probabilities
across countries is evident for both methods: from
33 to 66 per cent for the pill with one outlier
(Zimbabwe) and from 22 to 62 per cent for
injectables with two outliers (Bolivia and
Paraguay). For those 13 countries with sufficient
numbers of injectable episodes, discontinuation of
both methods may be directly compared. In nine
countries, couples are more likely to stop using
injectables than pills within 12 months; in three the
reverse is true and in the remaining country the
probability of discontinuation is identical. It thus
appears that delivery of hormonal contraception in
the form of two or three monthly injection offers no
advantages over daily pills in terms of encouraging
persistent use. Indeed, the evidence points in the
opposite direction.

Estimates for two traditional or less effective
methods, periodic abstinence and coitus interruptus,
or withdrawal, could be made for 15 countries. As
for hormonal methods, the spread of
discontinuation estimates is considerable, ranging
from about 30 to 60 per cent (with one or two
outliers) for both methods. In broad terms, users of
less effective methods are no more likely to cease
use within 12 months than users of highly effective
pills and condoms. Discontinuation of withdrawal
tends to be slightly higher than that of periodic
abstinence. In nine out of 13 countries where a
direct comparison can be made, probabilities of
discontinuation are higher for withdrawal than for
periodic abstinence. The median estimate is also
higher for withdrawal than for periodic abstinence:
51.5 versus 45 per cent.

Variations in overall discontinuation by urban-
rural residence, education of the wife and motive
for use are summarised by box and whisker plots
(figures XllIa-c). These plots provide a clear visual
representation of the variability of estimates across
surveys. Once again the IUD stands out from other
methods, in that most estimates lie within a much
narrower range than for all other methods. The
probable reason, mentioned above, is that the IUD
is less vulnerable than other methods to incorrect
use and problems of re-supply than other methods
and discontinuation requires positive action.

For the modern or more effective methods,
estimates for the urban and rural populations are
very similar. For the traditional or less effective
methods, however, probabilities of discontinuation
in urban areas tend to be higher than those for the
rural population. The wife’s education has little
association with discontinuation of the pill, IUD or
condom. For the other three methods (injectables,
periodic abstinence and withdrawal), better
educated wives tend to report higher probabilities of
stopping than less educated ones.

The links between motive for wuse and
discontinuation are much more pronounced than for
those for residence or education. For all methods,
couples defined as wanting no more children are far
less likely to cease use than those motivated by
spacing. This contrast is particularly large for users
of condoms and is also pronounced for users of
periodic abstinence and withdrawal.

2. Failure and its reproductive consequences

Single-decrement life table estimates of user- or
method-failure are shown in table 22. These
estimates represent the hypothetical percentage of
couples who would experience an accidental
pregnancy while using the method for 12 months, in
the absence of other reasons for stopping. Wide
differences between countries and between methods
are evident. As expected, failure rates are much
higher for methods that require understanding,
spousal cooperation, skill and/or memory (pill,
condom, periodic abstinence, withdrawal) than for
the two methods whose efficacy is less dependent
on inputs from the user (injectable, IUD).

IUD users report much lower failure rates than
users of other methods. In 11 of the 13 countries
for which estimates are possible, the probability of
experiencing an accidental pregnancy falls in the
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Figure XIIa. Twelve-month cumulative probabilities of overall discontinuation per 100 episodes.
Place of residence: urban (left box) vs. rural (right box)
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IUD Condom Withdrawal

Source: Demographic and Health Surveys.

Figure XIIb. Twelve-month cumulative probabilities of overall discontinuation per 100 episodes.
Women's education: primary or no education (left box) vs. secondary or higher (right box)
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Source: Demographic and Health Surveys.
96 United Nations Department of Economic and Social Affairs/Population Division

Levels and Trends of Contraceptive Use as Assessed in 2002



Figure XIIc. Twelve-month cumulative probabilities of overall discontinuation per 100 episodes.
Motivation for use: spacers (left box) vs. limiters (right box)
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Source: Demographic and Health Surveys.

range of 0.6 to 3.1 per cent. In Bangladesh no
instances of failure in the first 12 months of use
were reported. Two countries, both in Latin
America, record higher failure rates: Dominican
Republic, 6.1 per cent, and Colombia, 4.6 per cent.
As under conditions of perfect use the efficacy of
all ITUDs commonly used in the 1990s is much
higher than implied by the figures for Dominican
Republic and Colombia, there must be some
particular problem either with the quality of data or
with the quality of IUD services in these two
countries. The main direct cause of [UD failure
under conditions of real rather than perfect use is
spontaneous expulsion of the device without the
woman$ knowledge and thus one possible
contributory cause of the high failure rates in
Dominican Republic and Colombia is that women
are not taught to check each month that the device
is still in situ.

Condom

Periodic Abst
Withdrawal

Reported failure rates for injectables are higher
than those for the IUD, ranging from about one to
ten per cent in all but one country (Paraguay, 15 per
cent). The median failure rate is 2.9 per cent
compared with 1.6 per cent for the IUD. When
used correctly the most commonly available form
of injectable, depo-provera which requires three-
monthly injections, has a failure rate of only 0.3 per
cent (Trussell, 1998). The fact that estimates from
this analysis are much higher for six of the seven
Latin American countries with available data is of
interest and concern. The most plausible reason for
high reported failure rates of this method is lack of
correct knowledge among adopters on the required
frequency of re-injections or forgetfulness, leading
to pregnancies that occur after expiry of the method
being attributed to failure of the method. Certainly
the matter merits further investigation particularly
in Paraguay where injectables are commonly need.
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TABLE 22. TWELVE-MONTH CUMULATIVE PROBABILITIES OF FAILURE PER 100 EPISODES

Periodic

Major area and region Pill 1UD Injectables Condom Abstinence  Withdrawal
Latin America and the Caribbean

Bolivia 7.0 1.8 8.8 9.8 21.6 19.9

Brazil 6.4 9.0 8.2 22.6 24.1

Colombia 9.6 4.6 7.5 7.8 27.0 23.8

Dominican Republic 103 6.1 21.4 33.7 27.8

Guatemala 33 5.1 43 18.2

Nicaragua 7.9 1.4 7.1 8.5 12.1 11.8

Paraguay 4.4 1.9 15.9 8.7 25.6 11.0

Peru 6.0 0.6 1.2 9.9 19.6 15.1
Northern Africa/ Western Asia

Egypt 8.0 1.0 1.0 17.6

Jordan 163 24 322 38.2 29.2

Morocco 7.0 2.2 12.0 26.2 13.8

Turkey 9.5 1.0 8.0 14.3
South-central/South-eastern Asia

Bangladesh 3.8 0.0 1.6 10.1 12.1 8.0

Indonesia 4.9 14 1.7 6.4 12.0 12.9

Kazakhstan 18.3 3.1 18.6 26.8 26.0

Philippines 6.8 1.2 2.9 13.2 19.7 25.6
Sub-Saharan Africa

Kenya 2.7 0.8 6.9 17.0

Zimbabwe 1.9 1.1 1.7
Median 6.9 1.6 29 9.8 21.6 15.1

Source: Demographic and Health Surveys.

NoOTE: Estimates based on less than 100 episodes are not shown.

Oral contraceptives, both the combined and
progestin only pill, have 12-month failures rates
that are well below one per cent under conditions of
perfect use. Under conditions of typical use, failure
rates in the United States are about five per cent
(Trussell, 1998). In 16 of the 18 study countries,
reported failure rates lie in the range of two to ten
per cent and are thus broadly consistent with North
American evidence. Countries where there is heavy
reliance on the pill (Bangladesh, Brazil, Morocco,
Zimbabwe) record failure rates in the range of two
and seven recent and are thus fairly typical of the
entire group of countries.

Exceptionally high pill failure rates are reported
in two countries: Kazakhstan, 18 per cent and
Jordan, 16 per cent. In the past decade, radical
changes in fertility regulation in Kazakhstan have
occurred. Prior to independence in 1991,
withdrawal and induced abortion were the dominant
methods of regulation but since then the use of

modern methods of contraception has risen and
abortion rates have fallen (Westoff, 2000).
However the pill remains little used. In 1999 only
2.4 per cent of married women were using the pill
compared with 42 per cent IUD use and 4.5 per cent
condom use. The majority of pill users obtain
supplies from pharmacies. The high failure rates for
this country may reflect poor knowledge of correct
use of the method, itself perhaps linked to lack of
counselling.

In Jordan, despite its much longer history of
organised family planning services, the explanation
for high failure rates may be similar. The pill is not
commonly used and has declined in popularity over
time. As in Kazakhstan, pharmacies are the main
source of supply and thus women may receive little
or no advice on correct use of the method.

Condom failure rates can be derived from all but
one survey (Zimbabwe). Rates range from 4 per
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cent in Guatemala to 32 per cent in Jordan. The
median failure rate is 9.8 per cent, below the
estimate of 14 per cent for typical use in the United
States (Trussell, 1998). Several possible reasons
may contribute to this difference. Coital frequency,
a major determinant of failure with a coitus-related
method such as the condom, may be higher in the
United States than in many developing countries.
The mean days elapsed since last intercourse
reported by wives of condom users imply an annual
coital frequency of about 70 acts, appreciably lower
than estimates from the United States (Rao and
Demaris, 1995). Condom wuse in these 18
developing countries is less common than in the
United States and thus users may be an atypical
minority who are committed to effective use. As
will be discussed below, motive for use acts as a
powerful determinant of failure rates.

The reasons for the wide variation of estimates
of condom failure within the 17 study countries
must remain speculative. However, it is probably
no coincidence that Kazakhstan and Jordan (along
with the Dominican Republic) record very high
condom failure rates, in addition to high pill failure
rates. Indeed for all methods except IUD, couples
in Jordan and Kazakhstan report very high
probabilities of failure, a finding that may reflect a
low commitment to pregnancy planning or a
pervasive lack of detailed information about
contraception.  In Kazakhstan, though not in
Jordan, the legacy of widespread and legal abortion
may have engendered a casual attitude to correct
use of contraceptives.

Failure rates for periodic abstinence are difficult
to interpret because no information is available on
which variant of this method is being used.
However, it is reasonable to assume that a simple
calendar method predominates. Many, though not
all, DHS enquiries assess the knowledge of women
about the time in the menstrual cycle when a
woman is most likely to conceive, a prerequisite for
optimal use of the calendar method. Typically four
precoded answers are provided: before menses,
during menses, just after menses and midway
between menses. A tabulation of data from 12 DHS
showed that, on average, only 52 per cent of women
who had ever tried periodic abstinence were able to
identify correctly the mid-cycle phase (Che,
Cleland and Ali, 2003). For the countries analysed
here, the proportion giving a correct answer ranges
from about 20 per cent in Zimbabwe and
Philippines to 81 per cent in Kazakhstan. Taking
into account that many correct answers may arise

by chance, or uninformed guesses, it is clear that
knowledge of elementary reproductive physiology
is low in many developing countries and that many
users of periodic abstinence are practicing the
method in a largely ineffective manner.

Under conditions of typical use in the United
States, the 12-month failure rate for periodic
abstinence is estimated to be 25 per cent (Trussell,
1998). In the 15 countries for which relevant
estimates can be derived, the failure rate ranges
from about 12 per cent in Nicaragua, Bangladesh
and Indonesia to over 30 per cent in Dominican
Republic and Jordan. The median value, 21.6 per
cent, is close to the estimate for the United States.
No straightforward correlation exists between the
level of correct knowledge of the most fertile phase
of the cycle among all ever-users and reported
failure rates. For instance the high level of correct
knowledge in Kazakhstan translates into a failure
rate that is higher than the median for all 15
surveys.  Nor is correct knowledge high in
Nicaragua and Indonesia, both of which record low
failure rates. The absence of any obvious strong
correlation may reflect in part the fact that the
husband$ ability and willingness to abstain from
sex may exert a stronger impact on failure than
correct knowledge on when to abstain.

Withdrawal under conditions of typical use has
higher efficacy than periodic abstinence, with a 19
per cent failure rate in the United States (Trussell,
1998). The median value for the 15 surveys
containing sufficient episodes of withdrawal is 15.1
per cent, close to the North American value. There
is one conspicuous outlier, Zimbabwe, where an
implausibly low estimate of 1.7 per cent was
obtained. This country also has an exceptionally
low pill failure rate, which raises suspicions about
the quality of information in the Zimbabwe DHS.

Rural-urban, educational and motivational
differences in failure rates are summarised in
figures XlIlla-c. Rural-urban estimates are broadly
similar, as are, more surprisingly, estimates for
different educational categories. The length of
schooling of the wife does not appear to have much
influence on ability to use methods of contraception
correctly.  Reproductive motivation, however,
exerts a powerful influence on failure probabilities
for some methods. Couples who want no more
children are much less likely than spacers to
experience condom-failure, failure while practicing
periodic abstinence and, to a lesser extent, failure
with coitus interruptus.
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Figure XIIIa. Twelve-month cumulative probabilities of failure per 100 episodes.
Place of residence: urban (left box) vs. rural (right box)
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Source: Demographic and Health Surveys.

Figure XIIIb. Twelve-month cumulative probabilities of failure per 100 episodes.
Women’s education: primary or no education (left box) vs. secondary or higher (right box)

50 —
40
O
30 —
o
20
]
o o]
O
10
o O
mali== @
Pill Injectable Periodic Abst

IUD Condom Withdrawal

Source: Demographic and Health Surveys.
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Figure XIIIc. Twelve-month cumulative probabilities of failure per 100 episodes.
Motivation for use: spacers (left box) vs. limiters (right box)
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Source: Demographic and Health Surveys.

The occurrence of an accidental pregnancy while a
method is being used leads to one of four
reproductive outcomes: an abortion or a live birth
(current pregnancy) classified as unwanted,
mistimed or wanted by the mother. On average in
these 18 countries, the outcome of contraceptive
failure was abortion in 16.8 per cent of instances
(table 23). As noted earlier, it is impossible to
distinguish in DHS calendars between induced
abortion and spontaneous abortion. Nevertheless it
is reasonable to assume that most are induced.

Estimates of abortion from the calendar depend
on the true probability of abortion and the
willingness of women to report such an event. In
most of the 18 countries abortion is legally allowed
only under extreme circumstances, such as to save
the life of the woman or rape. The three main
exceptions are Kazakhstan and Turkey where legal
abortion is available on request and Bangladesh
where menstrual regulation is also available on
request up to eight weeks following the last
menstrual period. It is obviously no coincidence
that the prevalence of abortion following

contraceptive failure is particularly high in these
three countries: Kazakhstan 80 per cent; Turkey 44
per cent; and Bangladesh 23 per cent. Other
countries with a high prevalence of abortion include
Dominican Republic and Egypt. In the former, it is
reported that abortion is common and Performed
with impunity in private hospitals and clinics"
(United Nations, 2001, p. 131). In Egypt abortion
is permitted only to save the life of the woman and
the United Nations Global Review of Abortion
Policies provides no indication that the law is
widely flouted.  Nevertheless the evidence here
suggests that abortion is a common recourse
following contraceptive failure in Egypt.

In the majority of cases, contraceptive failure
results in a live birth. Averaging across all
countries, four out of five of these live births are
reported by the mother to be unwanted or mistimed
while the remaining 20 per cent are declared as
wanted. A high prevalence of wanted births
suggests measurement problems or ambivalence in
reproductive motivations.  This characterisation
applies particularly in Paraguay and Nicaragua.
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TABLE 23. REPRODUCTIVE CONSEQUENCES OF FAILURE PER 100 FAILURES

Birth/current pregnancy

Major area and region Abortion unwanted  mistimed  wanted Total
Latin America and the Caribbean
Bolivia 9.7 40.8 30.2 19.4 100.0
Brazil 11.4 30.2 38.7 19.7 100.0
Colombia 13.8 33.1 46.8 6.3 100.0
Dominican Republic 23.1 11.1 40.4 254 100.0
Guatemala 4.6 25.6 48.4 214 100.0
Nicaragua 12.8 20.1 36.9 30.2 100.0
Paraguay 17.2 10.5 31.8 40.6 100.0
Peru 11.2 42.0 40.2 6.6 100.0
Northern Africa/ Western Asia
Egypt 21.6 36.1 15.6 26.7 100.0
Jordan 17.6 26.4 40.0 16.0 100.0
Kazakhstan 80.0 3.7 5.5 10.8 100.0
Morocco 10.7 422 36.3 10.7 100.0
Turkey 44.2 21.7 23.0 11.2 100.0
South-central/South-eastern Asia
Bangladesh 22.7 24.9 46.6 5.8 100.0
Indonesia 8.9 24.7 452 21.3 100.0
Kazakhstan 80.0 3.7 5.5 10.8 100.0
Philippines 8.8 24.6 43.2 23.4 100.0
Sub-Saharan Africa
Kenya 34 15.9 60.4 20.3 100.0
Zimbabwe 3.6 20.1 61.9 14.3 100.0
Total 16.8 28.6 37.7 16.8 100.0

Source: Demographic and Health Surveys.

As contraceptive use rises, the contribution of
user- or method-failure to unwanted and mistimed
births also rises, though this contribution is
sensitive to the method-mix, specifically the
balance between effective and less effective
methods. A recent analysis of 15 DHS with
calendar data showed that the total fertility rate
would have been reduced by an average of 14 per
cent if births resulting from contraceptive failure
had never occurred (Blanc, Curtis and Croft, 2002).
This estimates is biased upwards, as the authors
realise, by the deduction of mistimed as well as
unwanted births. The avoidance of mistimed births,
it could be argued, makes little difference to the
fertility rate in the medium term because they will
occur sooner or later.

3. Method-related discontinuation and its
reproductive consequences

Method-related discontinuation applies to all
episodes that were stopped for reasons that imply
dissatisfaction with the method or associated

services. The dominant specific reasons are side-
effects, health concerns, inconvenience, desire to
switch to another method and objections by the
husband. Probabilities of discontinuation for any
one of those reasons provide the best available
measure of how well particular methods meet the
physiological, psychological and other needs of
couples.

Of all six methods included in the analysis, the
IUD is the least likely to be discontinued for
method-related reasons (table 24). The median
probability is 12 per cent for the 14 surveys with
estimates. The main exceptions are Bangladesh,
Dominican Republic and Nicaragua where
probabilities are much higher. It will be recalled
that the Dominican Republic also recorded an
exceptionally high failure rate for IUDs, and this
conjunction of results suggests that, for some
reason, IUD-use is particularly problematic in this
country. In Bangladesh and Nicaragua, however,
IUD failure rates were low.
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TABLE 24. TWELVE-MONTH CUMULATIVE PROBABILITIES OF METHOD-RELATED
DISCONTINUATION PER 100 EPISODES

Periodic

Major area and region Pill IUD Injectables Condom Abstinence  Withdrawal
Latin America and the Caribbean

Bolivia 503 9.5 68.0 55.6 11.5 33.0

Brazil 34.6 52.6 514 38.2 41.9

Colombia 30.5 12.0 51.2 479 28.5 33.0

Dominican Republic 372 263 67.4 30.0 40.3

Guatemala 36.1 483 48.0 43

Nicaragua 329 21.0 49.7 493 23.5 48.2

Paraguay 48.0 124 57.2 66.7 27.3 22.0

Peru 469 144 33.6 36.4 11.9 20.1
Northern Africa/ Western Asia

Egypt 300 94 41.2 294

Jordan 472 120 42.8 18.0 224

Morocco 16.3 14.1 443 17.7 25.1

Turkey 436 7.6 29.9 19.0
South-central/South-eastern Asia

Bangladesh 333 385 443 49.0 21.0 459

Indonesia 186 94 17.0 22.7 8.0 15.6

Kazakhstan 504 6.5 44.5 25.6 38.1

Philippines 292 124 46.2 473 11.8 19.0
Sub-Saharan Africa

Kenya 27.1 16.6 459 8.0

Zimbabwe 8.4 19.7 94
Median 34.0 12.2 46.2 47.3 18 25.1

Source: Demographic and Health Surveys.

NOTE: Estimates based on less than 100 episodes are not shown.

Users of periodic abstinence also tend to have low
discontinuation probabilities, though the range
across countries is wide, from less than 10 per cent
in Guatemala, Indonesia and Kenya to 30 per cent
or higher in Brazil and Dominican Republic.
Indeed, this method is the only one of the six where
failure probabilities are greater than probabilities of
abandoning the method because of dissatisfaction
or dislike.

In comparison with periodic abstinence,
withdrawal is more likely to be discontinued for
method-related reasons: the median probability is
25 per cent compared with 18 per cent for periodic
abstinence. This difference holds true for all but
one of the 13 countries where estimates for both
methods can be derived.

Injectables are more likely to be stopped than
pills within the first 12 months. The median

probability is 46 per cent for injectables and 34 per
cent for pills. This difference is maintained for 10
of 13 countries where a direct comparison can be
made. All but one of the Latin American countries
record probabilities of injectable discontinuation
that are above the median. In Bolivia, over two-
thirds stop within the first year. The exception is
Peru where a low failure rate was also observed. In
the other six countries of this region, high failure
rates coexist with high probabilities of stopping for
reasons that imply dissatisfaction with method or
services.

In contrast to these six Latin American countries,
discontinuation of injectables is low in Kenya and
Zimbabwe. Doubts about the quality of the data
from Zimbabwe preclude the possibility of drawing
general inferences about the acceptability of this
method in Africa. Discontinuation of injectables is
also low in Indonesia but couples in this country are
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distinguished by low discontinuation of all
methods.

The results for the pill are of particular
importance because of the widespread use of this
method in  many developing  countries.
Discontinuation lies in the range of 25 to 50 per 100
episodes, with three exceptions where it is lower:
Zimbabwe, Indonesia and Morocco. The estimate
for Indonesia reflects a general tendency for
prolonged use of all types of method. In
Kazakhstan and Jordan, where pill failure rates are
exceptionally high, it may be noted that
discontinuation rates are also very high.

The likelihood of stopping condom use is high in
most countries, with a median value of 47 per cent.
Two Latin American countries, Dominican
Republic and Paraguay, record very high values of
67 per cent, and three countries, Egypt, Turkey and
Indonesia low values of 30 per cent or less. As
mentioned earlier Turkey is the only one of the 18
countries where condoms are widely used within
marriage.

Socio-economic and motivational differentials in
method-related discontinuation are summarised in
figures XIVa-c. Neither urban-rural residence nor
the wife$ education are related to discontinuation
of the more effective methods. However, for
periodic  abstinence and withdrawal, urban
residence and a higher education are associated
with elevated probabilities of stopping. Motive for
use exerts a more pervasive influence on the
probability of discontinuation because of
dissatisfaction with the method or related services.
For all six methods, couples who are contracepting
to avoid all future childbearing are less likely to
stop than spacers.  This difference is relatively
small for the pill, injectable and withdrawal but
pronounced for IUD, condom and periodic
abstinence.

The reproductive consequences of method-
related discontinuation were examined by multiple-
decrement life table analysis of the 12-month period
following discontinuation (table 25). On average
(across all 18 countries), the majority of couples
(67.9 per cent) switched to another method. An
additional 10.1 per cent did not re-adopt any
method in the following 12 months but nevertheless
did not conceive. In table 25, this group is labelled
$till at risk! The remaining 20 per cent became
pregnant: 2.6 per cent experienced an induced or
spontaneous abortion and 17.3 per cent a live birth

(or current pregnancy). The latter sub-divide in
approximately equal proportions into wanted,
mistimed and unwanted births. Thus a mistimed or
unwanted birth occurs as the result of method-
related discontinuation in about 10 per cent of
cases. The prevalence of these unintended births
ranges from 5 per cent in Kenya to over 20 per cent
in Morocco, Turkey and Zimbabwe. The main
determinant of the probability of an unintended
birth is the extent to which couples are willing and
able to switch quickly to another method of
contraception. Method-switching is exceptionally
low in Turkey and Zimbabwe and below average in
Morocco.

4. Method-switching

It was evident from the discussion of table 25
that the extent of re-adoption or method-switching
is the dominant influence on the reproductive
consequences of discontinuation. In this section,
the analysis of switching is extended by examining
the proportion of couples who re-start contraception
within three months of stopping use of a prior
method and by distinguishing the subsequent
behaviour of couples who stopped a modern or
more effective method and those who stopped a
traditional, or less effective, method. Multiple-
decrement life table methods were used to estimate
the status of couples at the end of the third month
following discontinuation. Four outcomes, or end
points, may be identified. The couple may have
become pregnant; they may have adopted no new
method but have not yet conceived (labelled 8till at
risk"in table 26); they may have switched to a
modern method; or they may have switched to a
traditional method.

Disregarding for the moment the types of
method involved, the bottom row of the left hand
panel of table 26 shows that, on average, 59.3 per
cent of couples switched to another method within
three months, 12.8 per cent conceived and the
remaining 29.4 per cent did not re-adopt any
method but had not become pregnant. Behaviour
following discontinuation varies widely between
countries (figure XV). The probability of switching
is highest in Paraguay and Colombia. Prompt
switching is particularly low in Kenya and
Zimbabwe, where less than 40 per cent re-adopt any
method of contraception within three months. It is
also low in Morocco (49 per cent switching) and
Dominican Republic (46 per cent). Morocco,
Dominican Republic and Zimbabwe share one
characteristic that may partially explain their low
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Figure XIVa. Twelve-month cumulative probabilities of method-related discontinuation
per 100 episodes. Place of residence: urban (left box) vs. rural (right box)
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Source: Demographic and Health Surveys.

Figure XIVb. Twelve-month cumulative probabilities of method-related discontinuation per 100 episodes.
Women’s education: primary or no education (left box) vs. secondary or higher (right box)
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Figure XIVc. Twelve-month cumulative probabilities of method-related discontinuation per
100 episodes. Motivation for use: spacers (left box) vs. limiters (right box)
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Source: Demographic and Health Surveys.

switching probabilities. Contraceptive practice in
all three countries is dominated by a single method.
In Dominican Republic, nearly two-thirds of all
current users are sterilised and in the other two
countries a similar proportion uses oral
contraceptives. Such a heavy reliance on a single
method suggests a limited choice of alternatives
when the dominant method is discontinued because
of dissatisfaction. The limitation may stem from
physical lack of access but it is equally likely to be
a consequence of lack of familiarity with
alternatives. Much evidence suggests that women
are more ready to adopt methods that relatives and
friends have tried than to try rarely used ones
(Rogers and Kincaird, 1981; Entwistle and others,
1996). Only in one other country, Egypt, is current
use dominated by one method (the IUD) to the
same extent as in Dominican Republic, Morocco,
and Zimbabwe. And in Egypt, the probability of
switching is also low, 52 per cent.

The middle and right hand panels of table 26
provide more detail on the nature of switching, by
distinguishing the type of method stopped
(modern/effective versus traditional/less effective)
and the type of method re-adopted. The median
estimates for all 18 surveys indicate that couples
who stop an effective method are less likely to
switch within three months than those who
discontinue a less effective method (55.5 per cent
versus 67.7 per cent). This contrast is particularly
large in four countries where the difference in
switching probabilities between those discontinuing
effective and less effective methods amounts to
over 20 per cent. Three of these four are
Dominican Republic, Morocco and Zimbabwe
where, as already discussed, use is dominated by a
single effective method, thus in effect limiting the
options for couples who stop using an effective
method. The fourth country is Nicaragua. Because
use of less effective methods is rare in this country,
little interpretative weight can be attached to the
contrast in Nicaragua.
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TABLE 25. REPRODUCTIVE CONSEQUENCES OF METHOD-RELATED DISCONTINUATIONS
PER 100 DISCONTINUATIONS

Switched to Current pregnancy/live birth Still
another at
Major area and region method wanted mistimed unwanted Abortion Risk
Latin America and the Caribbean
Bolivia 72.1 6.2 6.6 5.7 2.7 6.7
Brazil 74.7 5.4 7.3 5.1 2.7 4.9
Colombia 49.8 13.6 13.0 4.6 4.8 14.1
Dominican Republic 49.5 13.0 11.4 7.3 33 15.5
Guatemala 80.8 7.2 53 1.4 1.9 34
Nicaragua 70.2 59 4.0 4.6 7.6 7.6
Paraguay 64.6 5.0 6.9 5.0 34 15.0
Peru 64.2 8.1 5.5 2.6 1.5 18.2
Northern Africa/ Western Asia
Egypt 59.4 11.2 8.2 43 34 13.5
Jordan 53.0 11.4 6.2 10.2 4.2 15.1
Morocco 51.3 11.2 11.2 114 1.9 13.1
Turkey 36.8 12.4 19.5 7.9 4.3 19.0
South-central/South-eastern Asia
Bangladesh 68.4 6.7 5.0 8.9 2.6 8.3
Indonesia 75.8 4.0 4.7 5.7 23 7.6
Kazakhstan 61.1 9.9 8.9 8.3 3.9 7.9
Philippines 52.5 9.2 11.9 5.6 3.8 17.0
Sub-Saharan Africa
Kenya 67.9 4.7 3.0 1.6 12.8 10.1
Zimbabwe 37.5 8.2 23.5 3.8 2.5 24.5
Median 67.9 6.7 5.0 5.6 2.6 10.1

Source: Demographic and Health Surveys.

In the 18 countries, as in most developing
countries, use of more effective (or modern)
methods tends to be much higher than the use of
less effective (or traditional) methods. It is to be
expected therefore that method-switching will
usually take the form of re-adoption of a more
effective method. In half of the countries, among
couples who stopped an effective method, 38.8 per
cent switched to the same or another modern
method within three months compared to only 16.7
per cent who switched to a traditional method. The
two main exceptions in this regard are Bolivia and
Philippines where more couples switched to a less
effective  method. Both countries record
exceptionally high reliance on less effective
methods. In Bolivia, about half of all current users
are practicing periodic abstinence while in the
Philippines use of both periodic abstinence and
withdrawal is common and together these two
methods comprise 37 per cent of current use.
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Following discontinuation of a less effective
method switching to a more effective method is
also the common pattern. In half of the countries,
among couples who stopped a traditional method,
57.0 per cent switched to a modern method within
three months compared to only 10.7 per cent who
switched to the same or another traditional method.

The ability of couples to switch to a modern
method following abandonment of the earlier
method because of dissatisfaction depends to some
extent on the accessibility of a range of methods.
Measures of method availability and accessibility
are available for most developing countries in 1989,
1994 and 1999 from the work of Ross, Mauldin and
colleagues (Mauldin and Ross, 1991; Ross and
Mauldin, 1996; Ross and Stover, 2001). The
availability scores were estimated for the mid-point
of the five year calendar period for each of the 18
surveys by interpolation and plotted against the
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Figure XV. The probability of switching to a modern or a traditional method within three
months of discontinuing any prior method, per 100 discontinuations
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Source: Demographic and Health Surveys.
probability of switching to a modern method within The relationships between switching
three months of stopping a prior method for reasons probabilities and place of residence, wifes

that implied dissatisfaction. Surprisingly no
relationship between method availability and
switching was observed (results not shown). This
negative result suggests either that the availability
score, which is based on the judgement of experts,
is a poor measure of availability or that other
factors are more important determinants of the
willingness of couples to switch to a modern
method.

United Nations Department of Economic and Social Affairs/Population Division

Levels and Trends of Contraceptive Use as Assessed in 2002

education and motive for use are summarised in
figures XVIa-c. Clear differences are apparent for
both urban-rural residence and education. Urban
and educated couples are more likely to switch to
any other method within three months of stopping a
prior method than their rural, less educated
counterparts. The effect of education is more
pronounced than that of residence. By comparison
motive for use appears to have rather little influence
on the propensity of couples to re-adopt another
method.
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Figure XVIa. Percentage of women who switched to any reversible modern method within three
months of discontinuation.
Place of residence: urban (left box) vs. rural (right box)
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Source: Demographic and Health Surveys.

Figure XVIb. Percentage of women who switched to any reversible modern method within three
months of discontinuation.
Women’s education: primary or no schooling (left box) vs. secondary or higher (right box)
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Figure XVIc. Percentage of women who switched to any reversible modern method within three
months of discontinuation.
Motivation for use: spacers (left box) vs. limiters (right box)
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Source: Demographic and Health Surveys.

5. Relationship between discontinuation
and switching

In a further attempt to analyse national patterns
of contraceptive use dynamics, the probability of
discontinuation for method-related reasons was
plotted against the probability of switching to any
other method within three months. A crude overall
measure of method-related discontinuation was
derived from table 24 by taking the unweighted
average of discontinuation probabilities for the
three most commonly used methods: pill, IUD and
injectables. For countries where one of these three
method-specific estimates was unavailable because
of sample size considerations, the median value for
all 18 surveys was imputed. The switching
probabilities were obtained by simple addition of
the middle two columns in the left hand panel of
table 26.

No theoretical reason exists for expecting a
relationship between discontinuation and switching
probabilities at country-level. Rather the
combination of these two key measures of
contraceptive behaviour provides a useful overview

Limiter

of how well the family planning needs of couples
are being met. The ideal combination is low
discontinuation together with a high degree of
switching, implying that the risk of unintended
pregnancies is  low. Conversely, high
discontinuation and low switching implies a high
exposure to unintended pregnancies. Intermediate
combinations are low discontinuation plus low
switching and high discontinuation accompanied by
a high level of switching.

The plot of 18 countries is shown in figure XVII.
Many occupy an intermediate position on both
axes, with method-related discontinuation in the
range of 30 to 35 per cent and switching
probabilities of 50 to 65 per cent. The outliers can
also be clearly identified. Indonesia approximates
most closely to the ideal scenario with low
discontinuation and high switching. Two other
countries, Kenya and Zimbabwe, also record very
low probabilities of stopping modern methods
because of dissatisfaction but this positive feature is
offset by exceptionally low switching. It should
also be recalled that serious doubts surround the
estimates for Zimbabwe.
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Figure XVII. Scatter plot of switching and method-related discontinuation
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Another extreme outlier is Bolivia where very
high levels of discontinuation coexist with below-
average switching probabilities. A similar but far
less extreme case is the Dominican Republic where
higher than average discontinuation is accompanied
by a lower than average propensity to switch to
another method.

The two Northern African countries, Morocco
and Egypt, possess a common distinct pattern of
contraceptive behaviour where low discontinuation
coexists with low probabilities of re-adopting
another method. Bangladesh and Paraguay present
the opposite situation: high discontinuation offset
by high levels of switching.

D. SUMMARY AND CONCLUSIONS

The DHS contraceptive calendars permit much
more detailed examination of contraceptive
behaviour than has hitherto been possible. In
particular they permit analysts to assess the
turbulence that lies beneath the time honoured

measures of ever use’ and ¢&urrent use’ of
contraception. These data sets have the huge
advantage that they are derived from large
nationally representative surveys, executed with
high standards of supervision and quality control.
This chapter defines and presents simple but
important indicators of contraceptive behaviour for
18 countries with available information. The
approach was essentially descriptive. Little attempt
was made to understand the factors that determine
variations in contraceptive-use dynamics that were
observed in the 18 countries.

The key results concern method-specific
differences, couple-specific  differences, the
reproductive consequences of method-failure and
discontinuation and country-level variations.

1. Method-specific results
A large body of knowledge concerning the

failure of contraceptive methods; both under ideal
and feal life’ conditions, has accumulated over the
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past 40 years. In general terms, estimates of failure
derived from DHS calendars are consistent with
estimates assembled by Trussell (1998), largely on
the basis of studies conducted in the United States.
The major lesson is that couples in low and middle
income countries with far lower levels of schooling
on average than those in the United States are
capable of achieving the same efficacy of use as
North American couples.  This generalisation
certainly applies to methods that demand
knowledge, skill and memory from one or both
spouses: pill, condoms, periodic abstinence and
withdrawal. Surprisingly the two methods that are
least dependent on user non-compliance, IUDs and
injectables, were the ones that yielded unexpectedly
high failure rates. This was particularly true of
injectables with a median 12-month failure rate of
2.9 per 100 episodes. Though the reason for the
high reported failure in many of the 18 countries
cannot be ascertained with DHS data, the matter is
of concern and importance as the injectable is
growing in popularity in many developing
countries.

The results concerning abandonment or
discontinuation of methods represent an important
addition to previous knowledge. The most striking
feature was the very large proportion of couples
who stopped using particular methods because of
side-effects, health concerns or other reasons that
imply dissatisfaction. The probability of stopping
use within 12 months for such a reason was nearly
50 per cent for injectables and condoms and 34 per
cent for pills. Discontinuation of periodic
abstinence and withdrawal was lower. Thus the
very high failure rates associated with these two
methods are somewhat balanced by the willingness
of those users who do not experience accidental
pregnancy to persist with use. Indeed, as shown in
table 20, the overall probability of continued use for
12 months or more was just as high for the two
traditional methods as it was for pills and
injectables.

The large number of couples who try a hormonal
method but abandon it underscores the need for
family planning services to make readily available a
range of alternatives, including different hormonal
formulations. For many couples, contraception is
clearly a matter of frial and error’ until a method is
found that is reasonably compatible with
physiological and other criteria.

IUDs are the notable exception to the general
rule that methods will be tried and abandoned by
many couples. In 14 countries with estimates, the

median per cent discontinuing IUDs was only 12
per cent, much lower than for the other five
methods. Possible reasons have been mentioned
earlier but remain speculative.

2. Couple-specific results

Rural-urban  residence, educational  and
motivational differences were summarised by box
and whisker plots which provide a succinct way of
examining overall patterns of variation. Nearly all
analyses of current use show residence and
education to be major determinants of current use
of contraceptives. It was to be expected, therefore,
that these two factors would also be strongly
associated with failure and discontinuation.
However, little difference was found between urban
and rural couples or between less and better
educated couples. The ability and willingness of
couples to use methods correctly and persistently
does not appear to be related to these two factors.
However, the urban and the better educated are
distinguished from their counterparts by much
higher probabilities of adopting another method
when the earlier one is abandoned. This feature is
thus one key consideration in accounting for the
generally high levels of current use observed in
urban areas and among better educated couples.
Both physical access and greater knowledge of
alternative methods and the social confidence to
obtain them are probably implicated.

The effect of motive for use - the distinction
between couples who want no more children or
those who wish to postpone the next child - was the
mirror opposite of the effects of residence and
education. Limiters were less likely to experience
failure and also less likely to abandon a method
because of dissatisfaction. The clear implication is
that spacers who have less at stake than limiters are
less diligent in the way methods are used and more
inclined to abandon use because of side effects,
health concerns and other forms of dissatisfaction
and concern. Surprisingly, however, limiters differ
little from spacers in their propensity to switch
quickly to another method when the earlier one is
abandoned.

3. Reproductive consequences of failure and
discontinuation

In most of the 18 countries, abortion is illegal
and stigmatised. As expected therefore,
contraceptive failure typically results in the birth of
an unintended child. Averaged across all countries,
two-thirds of failures led to an unwanted or
mistimed birth. A smaller proportion (17 per cent)
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resulted in a birth declared as wanted by the mother
and an equal proportion ended in abortion. Some of
these abortions were undoubtedly spontaneous but
it is likely that the majority were induced. As
contraceptive use rises further, the potential demand
for abortion-usually illegal and often unsafe - as a
result of contraceptive failure will also rise. The
proportion of all unintended births that are the
consequence of contraceptive failure will also
increase.

The reproductive consequences of method-
related discontinuation are strongly conditioned by
the ability and willingness of couples to switch to
another method (or possibly back to the same
method) before they become pregnant. Averaged
across all countries, about 60 per cent did switch
within three months of stopping the earlier method
and this proportion rose to 68 per cent within 12
months. Nevertheless  the  reproductive
consequences of discontinuation are probably more
serious than those of failure, because failure is
much less common than discontinuation. After
abandoning a method, the summary results for all
18 countries indicated that about 20 per cent of
couples will become pregnant in the subsequent 12
months. And of these pregnancies, about 11 per
cent will end as unintended births and about 3 per
cent as induced or spontaneous abortions. The
remainder (7 per cent) are births classified as
wanted by the mother.

4. Country-specific differences

Country-specific difference in contraceptive use
dynamics are difficult to summarise because
preliminary attempts to explain them in terms of the
quality of family planning services were not
successful. Indonesia stands out as the only country
where all the indicators of contraceptive behaviour
are favourable to effective control of unintended
pregnancies. Failure rates are low, discontinuation
because of  method-related problems  or
dissatisfaction is relatively uncommon and most
couples who do discontinue for this reason switch
promptly to another method.

No other country presents the opposite
constellation of behaviours: high failure and
discontinuation together with low switching. The
nearest approximation is Bolivia, a country where
nearly half of all current users rely on periodic
abstinence. In Bolivia, failure rates are average
(though high for injectables), but discontinuation of
modern methods is exceptionally common and not
offset by high switching. Clearly serious problems

with modern methods exist in Bolivia, though it is
not possible to ascertain with existing data whether
they stem from poor quality services or from the
attitude and beliefs of married couples.

Between these two extremes - Indonesia and
Bolivia - lie the majority of countries with a
mixture of positive’ and fi egative’ features. In the
two sub-Saharan countries, Kenya and Zimbabwe,
both failure and discontinuation rates appear to be
very low but the propensity of couples to switch to
another method after discontinuation is also
exceptionally low. Two of the three Arab States in
the sample, Egypt and Morocco, are similar to these
two African countries though in a less extreme way.
Bangladesh and Paraguay, on the other had, record
high discontinuation probabilities which are offset
by high switching probabilities.

A host of other country-specific results of
considerable policy relevance, have emerged from
this analysis. Examples include the poor
performance of injectable methods in most Latin
American countries and the high failure rates for
certain methods in Jordan and Kazakhstan. The
exceptionally high reported failure rates for [UDs in
Dominican Republic and Colombia might need
further investigation. The very high probabilities of
stopping condom use in several countries is of
particular concern in view of the continuing spread
of HIV and this topic is of high priority for future
investigations. Indeed one of the main strengths of
a comparative analysis like this one is to identify
deviations from norms, that may stimulate localised
research in an attempt to discern the underlying
reasons.
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