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The transition from high fertility to
low fertility has proceeded at very
different rates in the major regions of

the developing world. The diversity of ex-
perience in Asia ranges from Thailand and
Sri Lanka and other East Asian countries,
where fertility has fallen to replacement
and even lower, to Nepal and Pakistan,
where the transition is just beginning. Sim-
ilarly, in Latin America, fertility has de-
clined rapidly in Colombia, and more re-
cently in Brazil and in many other South
American countries, but it remains higher
in much of Central America. In contrast to
North Africa, where fertility decline is well
underway, most of the countries in Sub-Sa-
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haran Africa remain at the threshold of the
transition—although for some countries in
southern and eastern Africa, there is con-
vincing evidence of significant declines.1

Not only does the tempo of the fertility
transition vary greatly in these different re-
gions, but the pattern of change in Sub-Sa-
haran Africa differs from that seen in other
regions of the developing world, as well
as from earlier European experience. The
decline typically began when couples at-
tempted to limit completed family size; the
regulation of marital fertility would begin
mainly when the desired number of chil-
dren had been reached. In Sub-Saharan
Africa, on the other hand, with few ex-

Context: While most developing countries have at least begun the transition from high to low
fertility, the process has occurred at very different rates in various regions. The pattern of change
in Sub-Saharan Africa differs from that of other regions, a factor that has implications for fami-
ly planning programs there.

Methods: Data from 108 Demographic and Health Surveys, World Fertility Surveys and Con-
traceptive Prevalence Surveys were assembled for 41 developing countries, covering the peri-
od extending from the mid-1970s to the late 1990s.

Results: The percentage of women who want no more children has risen slowly but steadily in
Sub-Saharan Africa since the 1970s, having reached a level of 20–40% in many countries by the
late 1990s. Yet overall levels remain far below those seen in Asia and in North Africa, where the
level of demand for limiting births clusters in the 40–60% range. The proportion of women want-
ing to stop childbearing is also high in Latin America, and shows more evidence of leveling off
than in Asia. Unmet need for the means to limit births is increasing fairly uniformly for most Sub-
Saharan African countries; in contrast, in Asia and North Africa and Latin America and the Caribbean,
it is generally declining with the adoption of contraceptive use. While the evidence indicates that
most women in Sub-Saharan Africa who practice contraception do so to space rather than to limit
births, trend data suggest that the proportion of users practicing contraception to limit births has
been increasing in recent years; in some countries, this proportion approaches half of all method
use, and is higher than expected elsewhere. In contrast, there has been little change in this bal-
ance in Asia and North Africa and in Latin America and the Caribbean, with the great majority of
users in both regions seeking to limit rather than space births.

Conclusions: While demand for contraception is increasing throughout the developing world,
most of the demand in Asia and North Africa and in Latin America is already being met, while
much of the demand in Sub-Saharan Africa is not. In both Asia and Latin America, where con-
traceptive use is already high, providers need to gear their services toward helping clients to
continue use and to improve the effectiveness of their contraceptive practice. In Sub-Saharan
Africa, where use is low, programs must aim to encourage adoption of modern methods.
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ceptions, contraceptive use has been adopt-
ed mainly to space births, motivated prin-
cipally by considerations of maternal and
child health, rather than by the socioeco-
nomic forces that presumably motivated
concerns about family size.2

Thus, whereas the adoption of contra-
ception for family limitation has been the
traditional and principal instrument of fer-
tility reduction in most of the world and its
use for spacing purposes a later develop-
ment, the pattern seems reversed in much
of Sub-Saharan Africa. Where the motiva-
tion has been to limit births, fertility re-
duction has typically been concentrated ini-
tially among women at older ages; in
contrast, where the objective has been to
space births, declines have occurred at all
ages.3 Increases in age at marriage have also
played an important role in general fertil-
ity reductions in all parts of the world.

In this article, we track trends in demand
for fertility limitation in developing coun-
tries and document patterns of regional dif-
ferences in the spread of the family plan-
ning norm. Using data spanning more than
two decades, we examine trends in total po-
tential demand for fertility limitation, in its
component parts (“met” need and “unmet”
need) and in the proportion of users who
practice contraception to limit births. 

Sources of Data and Measures
The data assembled for this article were
collected mainly as part of the Demo-
graphic and Health Surveys (DHS) pro-
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ject and its predecessor, the World Fertil-
ity Survey (WFS). Contraceptive Preva-
lence Surveys (CPS) were also used in a
few instances to provide comparative
data. Our main criteria for selecting a
country were that it had participated in at
least two nationally representative sur-
veys and that the surveys included the rel-
evant measures of demand and contra-
ceptive use. Altogether, 41 countries
participated in a total of 108 surveys that
currently satisfy these criteria. The range
of time covered by the surveys extends
from the mid-1970s to the late 1990s. The
number of surveys and the interval be-
tween surveys in these countries have all
varied greatly over this period.

We have grouped the 41 countries that
provide the data for this analysis into three
regional categories. The 18 Sub-Saharan
African countries and the 11 Latin Amer-
ican countries are reasonably representa-
tive of their respective regions, although
some important countries (such as South
Africa) are not included. Central Ameri-
can nations are also underrepresented,
with survey data only for Guatemala.

The third grouping is a much more het-
erogeneous residual category of 12 de-
veloping countries that consists of a num-
ber of Asian populations, as well as Egypt,
Jordan, Morocco, Tunisia and Turkey. We
included estimates for India taken from a
published 1980 national family planning
survey4 and from the 1991–1992 Nation-
al Family Health Survey (which was mod-
eled after the DHS). Recent estimates from
Pakistan are from a 1994–1995 CPS. China
is not included because comparable data
are not available over time.

Our analysis focuses on the potential de-
mand for limiting births, which consists of
two groups: the proportion of married
women who want no more children and
who are practicing some method of con-
traception; and women who want no more
children but who, for one reason or another,
are not practicing contraception (although
they presumably are fecund*). This latter
component is commonly referred to as the

Table 1. Selected measures of demand for contraception among currently married women, by
country and year, Sub-Saharan Africa, 1977–1998

Country Total demand % using % with % exposed to % of users 
and year for limiting method unmet need risk of unwanted who are

(as %) for limiting for limiting pregnancy and limiting births†
not using method*

Benin
1981 5.5 1.8 3.7 2.9 6.8
1996 23.2 5.1 18.1 11.5 31.1

Botswana
1984 25.2 10.6 14.6 6.7 38.6
1988 36.1 15.2 20.9 10.3 46.1

Cameroon
1978 6.6 0.3 6.3 4.1 11.7
1994 13.4 5.1 8.3 3.2 31.5
1998 17.0 7.1 10.0 2.2 36.4

Côte d’Ivore
1980 4.0 0.3 3.7 1.8 11.5
1994 17.2 3.4 13.8 6.5 29.5

Ghana
1979 10.6 2.0 8.6 4.9 21.3
1988 20.6 4.9 15.7 7.0 37.9
1993 29.7 9.8 19.9 8.7 48.5

Kenya
1977 14.9 2.5 12.4 6.1 38.0
1984 30.0 10.0 20.0 10.0 58.7
1989 44.3 18.4 25.9 11.5 68.3
1993 46.2 23.0 23.2 8.7 70.2
1998 45.8 25.4 20.4 5.1 65.3

Madagascar
1992 34.6 10.3 24.4 4.4 61.4
1997 31.8 11.3 20.4 4.4 58.4

Mali
1987 10.5 0.7 9.8 4.3 14.5
1995–1996 13.5 2.5 11.0 4.5 36.5

Niger
1992 5.1 0.7 4.6 0.8 15.0
1998 6.4 1.3 5.1 1.0 16.0

Nigeria
1981 4.6 0.6 4.0 3.1 13.5
1990 11.2 2.7 8.5 4.0 45.3

Rwanda
1983 18.6 2.1 16.5 8.0 25.1
1992 33.7 11.0 22.7 5.7 51.9

Senegal
1978 5.7 0.5 5.2 2.6 12.9
1986 13.8 2.9 10.9 4.0 25.8
1992–1993 15.6 3.1 12.5 4.9 41.4
1997 18.9 5.0 13.9 6.8 38.5

Sudan
1978 14.6 1.7 12.9 5.8 38.5
1989–1990 19.8 4.1 15.7 6.5 46.8

Tanzania
1991–1992 18.6 4.5 14.1 5.7 43.3
1996 26.1 8.4 17.7 6.2 45.6

Togo
1988 22.1 9.9 12.2 5.8 29.2
1998 25.1 8.7 16.4 3.1 37.1

Uganda
1988–1989 16.4 2.8 13.6 5.2 56.8
1995 29.7 7.9 21.8 7.1 53.4

Zambia
1992 20.4 6.3 14.1 5.3 41.2
1996 24.5 10.1 14.4 5.8 39.0

Zimbabwe
1984 18.5 10.4 8.1 3.1 29.3
1988–1989 30.6 15.7 14.9 8.1 36.5
1994 32.3 21.1 11.2 4.2 43.8

*The difference between this column and the preceding column is the proportion currently pregnant or amenorrheic. †The denomina-
tor for this column is all currently married women who are practicing contraception.

*We excluded subfecund women from the numerators
of all of the rates, but in the interest of keeping all cur-
rently married women as the standard denominator, we
included subfecund women in the denominators. In the
WFS, women were classified according to their subjec-
tive perception of their ability to become pregnant and
have another child. Those classified as subfecund then
were not asked whether they wanted any more children.
A different procedure was followed in the DHS: No di-
rect question was asked about fecundity; instead, a be-
havioral measure was developed based on a woman’s
being exposed to risk and not using contraceptives for
at least five years but experiencing no birth (along with
some additional criteria such as reporting menopause
as a reason for not intending to use a method).



gether constitute an index of the total po-
tential demand for limiting births—defined
as the percentage of currently married fe-
cund women who want no more children.

We concentrate here on birth limiting
rather than on spacing not only because of
its historical significance, but also because
of its much greater impact on fertility rates.
In addition, the proportion of women who
want no more children has been shown to
be a strong predictor of contraceptive preva-

unmet need for family planning; its use
here only crudely represents that measure,
however, and by design is confined to
women who wish to limit or terminate
their childbearing. These two groups to-

lence and the total fertility rate.5 Finally, data
on spacing intentions are not comparable
across the different survey projects.

For most of the surveys, the estimates
that we present are calculated from the data
files. For the few surveys for which such
data are unavailable, we obtained estimates
from published information. We present
country-specific percentages for Sub-Sa-
haran Africa, Asia and North Africa, and
Latin America and the Caribbean. The
trends in the total potential demand for lim-
iting are examined first, followed by the
percentage of women wanting no more
children and using contraceptives (the ac-
tual current demand, or “met need,” for
limiting) and trends in the percentage of
women who want no more children and
who are not using any contraceptive
method (a crude measure of unmet need). 

We also study in this analysis the sub-
set of fecund women who want no more
children, are not practicing contraception
and are currently exposed to the risk of an
unwanted pregnancy; this group excludes
women who are currently pregnant or
amenorrheic,* regardless of whether that
pregnancy or birth was wanted or un-
wanted. These are the women who osten-
sibly are immediately in need of family
planning. This is a very narrow indicator
of unmet need, but across countries it is
highly correlated (Pearson’s correlation
coefficient, r=.85) with the conventional
DHS measure, which takes into account
the planning status of the pregnancy or
birth among those who are currently preg-
nant or amenorrheic.

In all of the measures described above,
the denominator is the total number of cur-
rently married women. However, in the
course of our examinations, we shift the de-
nominator to all currently married women
who are using contraceptives and focus on
use for limiting births relative to use for
spacing births. To highlight regional trends,
as well as differences and similarities be-
tween regions in the various measures, we
summarize the data for the 41 countries in
terms of regional averages. To obtain fair-
ly stable averages for the trend analysis, we
divided the period covered by the study
into three main time periods: 1975–1979,
1980–1989 and 1990–1998. For each region,
we averaged the proportions for each mea-
sure over each of the three time periods.†

Results
Total Potential Demand for Limiting
In Sub-Saharan Africa, there is evidence
of a slow but steady rise in the proportion
of women who want no more children
(Table 1, page 57). The increase has been
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Table 2. Selected measures of demand for contraception among currently married women, by
country and year, Asia and North Africa, 1975–1998

Country Total demand % using % with % exposed to % of users 
and year for limiting method unmet need risk of unwanted who are

(as %) for limiting for limiting pregnancy and limiting births†
not using method*

Bangladesh
1979–1980 39.2 9.8 29.4 22.1 78.2
1993–1994 50.2 33.5 16.7 5.6 75.3
1996–1997 52.8 36.3 16.5 5.9 73.8

Egypt
1980 48.4 19.8 28.6 12.5 82.2
1988–1989 56.1 31.9 24.2 9.8 84.4
1992 61.0 39.3 21.7 10.2 83.4
1995–1996 60.7 39.3 21.4 8.9 82.0

India
1980 44.0 26.5 16.0 u 77.8
1991–1992 56.0 37.5 8.5 3.1 93.5

Indonesia
1976 32.2 15.1 17.1 10.0 57.5
1987 41.2 29.9 11.3 5.0 62.7
1991 42.9 31.0 11.9 5.4 62.4
1994 45.2 32.2 13.0 5.0 58.8
1997 41.1 32.1 9.0 4.2 56.0

Jordan
1976 37.1 16.7 20.4 7.3 66.3
1990 48.9 28.3 20.6 9.8 70.8
1997 47.7 34.3 13.4 5.3 65.3

Morocco
1980 32.3 13.8 18.5 10.2 72.3
1987 41.7 23.2 18.5 6.5 64.7
1992 46.9 27.4 19.5 7.7 66.0
1995 50.7 33.1 17.6 7.7 65.8

Pakistan
1975 37.6 4.6 33.0 18.0 88.5
1990–1991 31.5 9.8 21.7 11.4 82.9
1994–1995 44.2 13.5 30.9 20.8 77.9

Philippines
1978 48.4 24.7 23.7 11.4 68.8
1993 53.0 31.0 22.0 10.4 77.6
1998 52.5 34.7 17.8 8.4 72.6

Sri Lanka
1975 53.1 25.5 27.6 17.7 80.4
1987 58.4 48.7 9.7 4.1 78.9

Thailand
1975 50.8 24.9 25.9 13.1 75.6
1987 58.9 49.6 9.3 4.3 75.8

Tunisia
1978 40.7 20.1 20.6 9.7 73.0
1988 53.1 36.3 16.8 5.8 72.9

Turkey
1978 50.2 27.1 23.1 12.1 71.2
1993 62.3 50.5 12.3 5.4 80.7

*The difference between this column and the preceding column is the proportion currently pregnant or amenorrheic. †The denomina-
tor for this column is all currently married women who are practicing contraception. Note: u=data for this measure are unavailable.

*Amenorrhea status was not determined directly in the
WFS; instead, breastfeeding duration of less than one year
was used as a proxy.

†The simple averages are obtained by summing the pro-
portions and dividing the sum by the number of coun-
tries for which data are available.
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become available,* it will probably be in
this category as well.)

A second group, comprising Ghana,
Rwanda and Uganda, also shows an em-
erging momentum. Many of the countries
in this region, however, remain below
10%, although for some of these the most
recent survey data are nearly 10 years old.
One has the sense that the norm of fertil-
ity limitation and smaller families could
develop quickly in the region.

A continuing, steady increase in the
proportion of limiters is evident in Asia
and North Africa (Table 2), although there
is considerable variance within the group.
At the low end is Pakistan, where the pro-

dramatic in Kenya, where it rose from 15%
in 1977 to 30% in 1984 and to 46% in 1993
and 1998. (A similar pattern might have
been evident in Botswana and Rwanda if
earlier data had been available.) Although
all but one (Madagascar) of the 18 coun-
tries in this region show some increase in
the demand for fertility limitation, levels
remain far below those in other parts of
the developing world. The absence of a
change in potential demand in Kenya be-
tween 1993 and 1998 suggests, however,
that this measure may be leveling off in
that country, as has been the case in some
countries in Asia and North Africa and in
Latin America and the Caribbean.

The demand for fewer children has con-
tinued to increase in the countries in-
cluded here in Asia and in North Africa
(Table 2). In Morocco, for example, the
proportion who wanted no more children
rose from 32% in 1980 to 42% in 1987 and
to 51% in 1995. In general, the level of de-
mand for limiting births clusters in the
40–60% range. Compared with Sub-Sa-
haran Africa, where the level of demand
was below 20% in the 1980s in most coun-
tries, demand was well above 20% during
the 1970s in the Asian and North African
countries represented here.

The pattern of a high proportion of wo-
men wanting to stop childbearing seen in
Asia and North Africa can also be found
in Latin America (Table 3). However, there
are more instances of a leveling of the
trend in the Latin American countries than
in Asia. In five of the 11 countries in the
region, the proportions exceed 60%, and
in Brazil the proportion had reached 75%
by 1996.

Use of Contraceptives for Limiting 
The percentage of married women who
both want no more children and are using
contraceptives (the “met need” for limit-
ing) is the primary component of the total
potential demand for limiting. Overall,
while Asia and North Africa and Latin
America have similar patterns and trends
of contraceptive use for limiting, Sub-Sa-
haran Africa lags behind these regions in
this behavior.

Table 1 shows that several countries of
Sub-Saharan Africa, notably Botswana,
Kenya and Zimbabwe, are conspicuous-
ly in the vanguard of the take-off of the
smaller family transition. For example, in
Kenya, the proportion of currently mar-
ried women who want no more children
and are currently practicing contraception
increased from only 3% in 1977 to 10% in
1984 and to 23% in 1993 and 25% in 1998.
(When comparable data for South Africa

portion practicing contraception for lim-
iting rose from 5% in 1975 to 14% in
1994–1995. At the high end, and continu-
ing to increase, are Sri Lanka, Thailand
and Turkey: In Turkey, the proportion rose
from 27% in 1978 to 51% in 1993. These
countries are probably now at about the
same level as the United States (about
52%), as estimated from the 1995 Nation-
al Survey of Family Growth.6

Again, the pattern of growth of limiters
in the populations of Latin America (Table
3) is quite similar to that described above

Table 3. Selected measures of demand for contraception among currently married women, by
country and year, Latin America and the Caribbean, 1975–1998

Country Total demand % using % with % exposed to % of users 
and year for limiting method unmet need risk of unwanted who are

(as %) for limiting for limiting pregnancy and limiting births†
not using method*

Bolivia
1989 63.1 23.8 39.3 15.2 78.5
1993–1994 64.0 34.5 29.5 10.5 76.0
1998 63.7 34.9 28.8 6.4 72.1

Brazil
1986 62.9 48.8 14.1 5.7 82.5
1996 74.5 62.8 11.7 6.7 81.8

Colombia
1976 58.0 28.2 29.8 16.3 66.3
1986 65.4 49.6 15.8 6.2 76.5
1990 60.0 46.7 13.3 5.3 70.6
1995 63.7 53.3 10.4 3.3 73.8

Dominican Republic
1975 48.0 22.6 25.4 11.9 71.4
1986 56.0 40.1 15.9 6.3 80.7
1991 59.9 45.6 14.3 5.8 80.7
1996 60.3 49.7 10.6 4.0 78.0

Ecuador
1979 51.5 22.4 29.1 13.4 66.5
1987 57.7 32.7 25.0 10.5 73.9

Guatemala
1987 43.2 18.1 25.1 9.0 78.3
1995 46.0 23.8 22.2 9.1 75.7

Haiti
1977 40.5 11.5 29.0 12.8 61.0
1994–1995 44.1 11.6 32.5 11.5 64.8

Mexico
1976 49.4 19.4 30.0 15.1 64.4
1987 58.7 39.2 19.5 9.3 74.4

Paraguay
1979 29.4 13.0 16.4 8.7 35.5
1990 39.8 25.0 14.8 6.2 51.6

Peru
1977 54.7 21.5 33.2 16.6 68.4
1986 65.7 34.7 31.0 13.1 75.9
1991–1992 68.1 45.2 22.9 6.5 76.7
1996 63.4 46.0 17.4 4.9 71.6

Trinidad & Tobago
1977 44.0 26.0 18.0 12.4 50.7
1987 46.5 33.9 12.6 6.7 64.3

*The difference between this column and the preceding column is the proportion currently pregnant or amenorrheic. †The denomina-
tor for this column is all currently married women who are practicing contraception.

*A DHS for South Africa has been completed, but the data
are not yet available.



in the corresponding behavior that is re-
quired to implement that preference. It is
more complex than simply a race between
supply and demand, however, because of
ambivalence and various social impedi-
ments to contraceptive use.7

The results for Kenya and Zimbabwe,
where unmet need appears to have peaked
at 26% and 15%, respectively, and then
turned downward, suggests that the up-
ward trend is not likely to continue for very
long in most of the other countries in the
region. Perhaps because of their more ma-
ture family planning programs, Kenya and
Zimbabwe may well have started to expe-
rience a trend in unmet need similar to that
observed for most of the countries in Asia
and North Africa and Latin America.

Unmet need for limiting is declining as
contraceptive practice is adopted in most
Asian and North African countries (Table
2). In Bangladesh, the proportion of mar-
ried women with an unmet need declined
from 29% in 1979–1980 to 16% in
1996–1997, while in Indonesia it dropped
from 17% in 1976 to 9% in 1997. The only
exceptions among these countries are Pak-
istan, where an initial decline in the level
of unmet need for limiting was followed
by a rise, and Morocco, where unmet need
for limiting has tended to remain constant.

Although less evident than in Asia and
North Africa, the same pattern of decline
in unmet need can be seen in the Latin
American region (Table 3). For example,
in Colombia, the proportion of married
women with an unmet need for limiting
declined from 30% in 1976 to 16% in 1986
and then to 10% in 1995. This same pattern
is evident in Bolivia, the Dominican Re-
public and Peru. The one exception to the
general trend is Haiti, where a small rise
in unmet need for limiting is apparent.

Women at Risk of Unwanted Childbearing
The proportion of women actually ex-
posed to the risk of unwanted childbear-
ing is a narrower indicator of the total
unmet need for limiting than the forego-
ing measure. It is not intended to reflect
the total level of underlying unmet need
in the population, since it excludes both
currently pregnant and amenorrheic
women.* Its purpose is merely to capture
trends in the proportion of women who
are immediately at risk of a pregnancy that
would exceed their desired number of
children.

As is evident from the countries with
more than two surveys, there is no clear
direction of change in this measure in Sub-
Saharan Africa (Table 1). On the one hand,
Ghana and Senegal show a tendency to-

for Asia and North Africa. Only Haiti
shows no sign of taking off: Twelve per-
cent of married, fecund women wanted
no more children and were actually using
contraceptives both in 1977 and in
1994–1995. Guatemala and Paraguay ap-
pear to be on a slow upward trajectory. In
the other countries of the region, in con-
trast, the proportion of limiters is in-
creasing rapidly. For instance, in Peru, this
proportion rose from 22% in 1977 to 35%
in 1986 and to 46% in 1996.

Unmet Need for Limiting
The unmet need for means to limit births
is defined simply as the proportion of all
currently married, fecund women who
want no more children and are not prac-
ticing any method of contraception. It rep-
resents the other component of the total
potential demand for limiting. We focus
here more on the trend in this measure
than on the absolute level.

Unmet need for limiting has increased
fairly uniformly for most of the countries
in Sub-Saharan Africa (Table 1). A contin-
uous rising trend is evident in Cameroon,
Ghana and Senegal, where data are avail-
able for four time periods. This can prob-
ably be interpreted as a more rapid growth
in the preference for fewer children than

ward an increase in the proportion at risk
of unwanted childbearing at the time of
the survey. For example, in Ghana, the
proportion of married women currently
exposed to the risk of unwanted preg-
nancy and not practicing contraception in-
creased from 5% in 1979 to 7% in 1988 and
to 9% in 1993. On the other hand, esti-
mates for Kenya and Zimbabwe show an
initial increase, followed by a sharp de-
cline. In Kenya, this measure increased
from 6% in 1977 to 12% in 1989 before de-
clining to 9% in 1993 and to 5% in 1998.

There is a pronounced decline in the pro-
portion of women at risk of unwanted
childbearing in most of the Asian and North
African populations included here (Table
2). This pattern is especially precipitous in
Bangladesh, which has had a very strong
family planning program, with the pro-
portion dropping from 22% in 1979–1980
to 6% in 1993–1994. In some of the countries
included here (especially Egypt, Indonesia
and Morocco), the measure seems to be lev-
eling off following an initial decline. Only
in Pakistan is an initial decline followed by
a substantial increase.†

The countries in the Latin American re-
gion are also mostly on a downward tra-
jectory (Table 3). This trend is clear in Bo-
livia, Colombia, the Dominican Republic
and Peru: In both Colombia and Peru, the
proportion of married women who were
at risk of unwanted childbearing and were
not using contraceptives decreased from
about 16% in the middle of the 1970s to
less than 5% in 1996. Three countries
(Brazil, Guatemala and Haiti) showed lit-
tle or no change over time.

60 International Family Planning Perspectives

Trends in Demand for Family Limitation

*These two categories account for large proportions of
women in developing countries. Many of them are in
these categories because of their unmet need prior to the
pregnancy; since many of them currently want no more
children, they will soon be at risk again.

†The measurements used in the Pakistan DHS and the
later CPS were not exactly the same.

Sub-Saharan Africa Asia and North Africa

Latin America and the Caribbean

Figure 1. Regional average of total potential
demand for limiting births, by time period, ac-
cording to region
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Figure 2. Regional average of percentage of
women using a method for limiting births, by
time period, according to region
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more of these countries move into the later
stages of the fertility transition, the pro-
portion using contraceptives for spacing
purposes would begin to increase as a re-
sult of an interest in postponing the first
birth, as has been evident in the developed
countries. Of course, with postponement
of marriage and increases in premarital sex,
“spacing” behavior will increasingly occur
before marriage and would not be appar-
ent in the data presented here, which are
confined to married women.

The Broad Picture 
A striking feature of the family planning
transition, as others have noted in observa-
tions of the general fertility transition,8 is the
regional diversity in the tempo of the emer-
gence of the family planning norm. The rea-
sons for this diversity, which are beyond the
scope of this article, surely include social and
economic development, but also certainly
transcend this level of explanation. Even
without major improvements in economic
status or in the education of women, the idea
of fertility limitation can “catch on” and
spread through social networks9 and pop-
ulation mobility and through the mass
media,10 and can be significantly augment-
ed by family planning programs that have
strong commitment from governments.

In Figures 1 through 4, we summarize
with crude averages the regional patterns
and trends of the empirical data assembled
here. The evidence documents the spread
of the demand for fertility limitation in a
large number of developing countries over
the period from the 1970s to the 1990s. It
is important to understand that unlike the
preceding discussion, in which we traced
trends over time in the same countries, the
averages for the three time periods are
based on different groupings of countries. 

The total potential demand for limiting
(the sum of contraceptive use and unmet
need for limiting) increased virtually in all
three regional groupings and shows un-
mistakable signs of taking off in Sub-Sa-
haran Africa, while beginning to level off
in the other two regions (Figure 1). Over
the entire period covered in this article, the
total potential demand is considerably
higher in Asia and North Africa and in
Latin America than in Sub-Saharan Africa.
However, the relative percentage-point in-
crease in demand is largest in Sub-Saha-
ran Africa (the only region where both
current use and unmet need are increas-
ing simultaneously).

The actual use of contraceptives for lim-
iting is increasing almost universally in all
regions of the developing world (Figure 2).
On the other hand, the unmet need for fam-

Contraceptive Use for Limiting vs. Spacing
As noted earlier, most women in Sub-Sa-
haran Africa who practice contraception
do so to space births rather than to limit
them. The trends depicted in Table 1, how-
ever, suggest that this is changing: Among
users, the proportion using contraceptives
for limiting has increased, although it is
typically still below the halfway mark. In
Cameroon, Ghana and Senegal, this pro-
portion more than doubled between the
late 1970s and the early 1990s. Kenya is the
only country that has reached and sur-
passed the halfway mark: In 1977, the pro-
portion of all users who were practicing
contraception for limiting was 38%; by
1993, this proportion had increased to
70%, before decreasing to 65% in 1998.

Use of methods for birthspacing was the
first type of use in most of Sub-Saharan
Africa, while use for limiting was a more
recent development. In contrast, in Asia,
Latin America and the rest of the world,
family planning was first adopted to avoid
childbearing after a couple had reached its
desired number of children, while use for
spacing is only beginning to emerge.

Given that the initial adoption of con-
traception in parts of the world other than
Sub-Saharan Africa was for limiting rather
than for spacing, it is not surprising that lit-
tle change in this balance has been evident
in Asia and North Africa and in Latin
America and the Caribbean. In both regions,
the great majority of users are limiters (Ta-
bles 2 and 3).* It might be expected that as

ily planning for limiting purposes shows
sharp increases in Sub-Saharan Africa and
sharp declines in the other regions (Figure
3). If evidence prior to 1960 were available,
Figure 3 would show an overall inverted
U shape for Asia and Latin America, with
unmet need then at the approximate level
of that for Sub-Saharan Africa in the 1970s.
Thus, unmet need is a moving target, ris-
ing in the early stages of the transition as
interest in family limitation grows, and de-
clining in the later stages when family plan-
ning use is adopted. With continuing pop-
ulation increase, however, even in these
later stages the actual numbers of women
in need may not be diminishing and in
some countries may still be increasing. Fur-
thermore, even in the developed countries
of the world, the proportions in need do not
seem to become negligible.11

Figure 4 summarizes trends in the reliance
on contraception as used for limiting pur-
poses compared with use for spacing. Start-
ing at a low level in the 1970s, the propor-
tion of contraceptive users who were using
the method for limiting increased steadily
over the entire period in Sub-Saharan Africa.
In Latin America, this proportion was very
high, and an initial period of increase (which
occurred up until the 1980s) was followed
by a period characterized by little or no
change. In Asia and North Africa, this pro-
portion was very high and remained rela-
tively constant between the 1970s and 1990s.

Conclusions
It is clear from the foregoing that demand
for contraception is increasing throughout
the developing world. One major difference

Sub-Saharan Africa Asia and North Africa

Latin America and the Caribbean

Figure 4. Regional average of percentage of
contraceptive users who are limiting births,
by time period, according to region
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Figure 3. Regional average of women with an
unmet need for limiting births, by time peri-
od, according to region
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*One clear and inexplicable exception is Paraguay, where

use for limiting increased from 36% to 52%.
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Resumen
Contexto: En tanto que la mayoría de los pa-
íses en desarrollo por lo menos hayan comen-
zado la transición de una elevada a una baja
fecundidad, este proceso se ve ocurriendo a rit-
mos que varían por las diversas regiones. La
tendencia de cambio en el Africa Subsaharia-
na difiere de la de las otras regiones, factor que
presenta consecuencias para los programas de
planificación familiar de esa región.
Métodos: Se utilizaron datos de 108 encues-
tas correspondientes a 41 países en desarro-
llo—entre ellas las Encuestas Demográficas y
de Salud, las Encuestas Mundiales sobre Fe-
cundidad y las Encuestas sobre Prevalencia
de Uso de Anticonceptivos—que cubrían el pe-
ríodo comprendido desde mediados de la dé-
cada de los años 70 a los años 90.
Resultados: Desde mediados de los años 70,
el porcentaje de mujeres que no desean tener
más hijos ha aumentado en forma lenta pero
sostenida en el Africa Subsahariana, y alcan-
zó un nivel del 20–40% en muchos países hacia
fines de la década de los años 90. No obstante,
dichos niveles permanecen por debajo de aque-
llos registrados en el Asia y en Africa del Norte,
donde el nivel de demanda para limitar los na-
cimientos se mantiene en un promedio del
40–60% de las mujeres. El porcentaje de mu-
jeres que desean suspender la procreación es
también elevado en América Latina y el Cari-
be, y hay más indicadores en esa región que en
el Asia de que esta tendencia haya llegado a su

between the three regional groupings con-
sidered in this article is that while most of
the demand is already being met in Asia and
North Africa and in Latin America and the
Caribbean, the reverse is the case in sub-Sa-
haran Africa. However, the experiences of
Kenya and Zimbabwe, two of the few coun-
tries at the forefront of the fertility transition
in the region, suggest that this difference
may not be expected to continue indefinitely.
The trends in contraceptive demand and its
components (met and unmet need) in both
of these countries are similar to the patterns
typical of the other two regions.

An implication of this finding is that poli-
cies and programs aimed at promoting con-
traceptive use need to be strengthened, par-
ticularly in Sub-Saharan Africa, where
contraceptive use is currently low and
where unmet need is rising. Women in that
region have identified the opposition of oth-
ers (especially husbands) to contraceptive
use and fear of side effects as the main rea-
sons for not practicing contraception.

Although it is now generally agreed that
men ought to be involved in family plan-
ning programs, the means of accomplish-
ing this are still a matter of contention. Pol-
icy and program efforts to increase
contraceptive adoption and continuation
must be directed toward eliminating or at
least mitigating these obstacles. Such ef-
forts should encourage men to desire
fewer children and to support their wives’
desire to use modern and effective con-
traceptives. Policies should promote un-
derstanding and cooperation between
spouses and sexual partners, and should
emphasize that family planning helps
them to have only the number of children
they desire and contributes to the health
of women and children.

In addition, family planning programs
should endeavor to provide women and
men a more appropriate environment in
which to seek services, to help clients choose
methods that are suitable for them and to
supply information that will improve users’
confidence in their methods and in their
ability to use them successfully. In Asia and
in Latin America and the Caribbean, where
contraceptive use is already high and unmet
need is declining, service providers should
pay more attention to helping users to con-
tinue use and to practice contraception
more effectively.
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máximo. La necesidad insatisfecha por limi-
tar los nacimientos aumenta en forma unifor-
me en la mayoría de los países del Africa Sub-
sahariana; en forma inversa, dichos niveles de
necesidad insatisfecha se encuentran en des-
censo de acuerdo con la adopción del uso de an-
ticonceptivos en el Asia, Africa del Norte y en
América Latina y el Caribe. En tanto que los
datos indican que la mayoría de las mujeres
del Africa Subsahariana practican la anti-
concepción para espaciar los nacimientos en
lugar de limitarlos, los datos revelan que en
los últimos años ha aumentado el porcentaje
de usuarias que lo hacen con el propósito de li-
mitar los nacimientos; dicha proporción al-
canza al 50% en algunos países, y en otros ha
llegado a niveles inesperados. En contraste, ha
registrado poco cambio en esta relación en las
otras regiones en desarrollo, donde la gran ma-
yoría de las usuarias procuran limitar los na-
cimientos en lugar de espaciarlos.
Conclusiones: En tanto que aumenta la de-
manda de anticonceptivos en todo el mundo en
desarrollo, la mayor parte de la demanda re-
gistrada en el Asia y Africa del Norte y en Amé-
rica Latina y el Caribe ha sido satisfecha, en
tanto que esto no ocurre en el Africa Subsaha-
riana. Tanto en Asia como en América Latina
y el Caribe, donde el uso de anticonceptivos ya
es elevado, los proveedores deben dirigir sus ser-
vicios para ayudar a sus clientes de continuar
la práctica anticonceptiva y mejorar su efica-
cia. En el Africa Subsahariana, donde el uso de
anticonceptivos es bajo, los programas debe-
rán alentar la adopción de métodos modernos.

Résumé
Contexte: Bien que la plupart des pays en voie
de développement aient au moins entamé la
transition vers une fécondité faible, le proces-
sus se déroule à vitesse fort variable suivant
la région. Le rythme de l’évolution en Afrique
subsaharienne diffère de celui des autres ré-
gions, avec les implications que cela compor-
te pour les programmes de planning familial
de la région.
Méthodes: Les données de 108 Enquêtes dé-
mographiques et de santé, de l’Enquête mon-
diale sur la fécondité et des Enquêtes de pré-
valence contraceptive ont été réunies pour 41
pays en voie de développement, pour la pério-
de du milieu des années 1970 à la fin des an-
nées 1990.
Résultats: Le pourcentage de femmes qui ne
désirent plus d’enfants augmente, lentement
mais sûrement, depuis les années 70 en Afrique
subsaharienne. Il avait atteint le niveau de
20% à 40% dans de nombreux pays à la fin des
années 90. Les niveaux globaux demeurent ce-
pendant fort inférieurs à ceux observés en Asie
et en Afrique du Nord, où le niveau de la de-
mande de limitation des naissances figure gé-
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néralement dans la plage de 40% à 60%. La
proportion des femmes qui ne désirent plus
d’enfants est également élevée en Amérique la-
tine, où elle présente plus de signes de stabi-
lisation qu’en Asie. Le besoin non satisfait de
moyens de limiter les naissances augmente
assez uniformément dans la plupart des pays
d’Afrique subsaharienne. En Asie et en Afrique
du Nord de même qu’en Amérique latine et
aux Caraïbes, par contre, ce besoin présente
un déclin général face à l’adoption de la pra-
tique contraceptive. S’il apparaît que la plu-

part des femmes d’Afrique subsaharienne qui
pratiquent la contraception la pratiquent à des
fins d’espacement des naissances plutôt que
de limitation, les données de tendance semblent
toutefois indiquer un accroissement, ces der-
nières années, de la proportion des utilisatrices
désireuses de limiter leur descendance, au point
que la pratique de limitation des naissances re-
présente près de la moitié de la pratique glo-
bale dans certains pays et dépasse le niveau at-
tendee dans quelques autres. On n’observe en
revanche guère d’évolution dans ce rapport en
Asie et en Afrique du Nord, pas plus qu’en
Amérique latine et aux Caraïbes: la grande ma-
jorité des utilisatrices de ces deux régions cher-

chent à limiter les naissances plutôt qu’à les
espacer.
Conclusions: Si la demande de contraception
s’accroît dans l’ensemble du monde en voie de
développement, elle est déjà satisfaite, pour la
plupart, en Asie et Afrique du Nord et en Amé-
rique latine, alors qu’elle ne l’est pas encore
souvent en Afrique subsaharienne. En Asie et
en Amérique latine, où la pratique contracep-
tive est déjà élevée, les prestataires doivent
aider les clientes à continuer leur pratique exis-
tante et à en améliorer l’efficacité. En Afrique
subsaharienne, où la pratique est faible, les pro-
grammes doivent chercher à encourager l’adop-
tion des méthodes modernes.


