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Since the colonial period, the indigenous peoples of
Bolivia have been economically, politically and socially
marginalized. They have, however, maintained strong cul-
tural identities, at least in part because they have been dri-
ven to more remote and underdeveloped areas of the
country.9 In recent decades, political activism has dramat-
ically increased the influence of the indigenous popula-
tions, leading to reforms in multilingual education and
constitutional rights, as well as to the 2005 election of Evo
Morales, the first indigenous president.10 Nevertheless,
substantial inequality between indigenous and non-
indigenous populations remains in income, education and
access to health services.11

The disproportionate levels of poverty for indigenous
populations relates to their concentration in rural areas,
which tend to be poorer.6 However, even in urban areas,
indigenous people are poorer than nonindigenous.12,13 Ed-
ucational attainment, occupation and family background
predominately explain the gap in poverty: Indigenous peo-
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The indigenous populations of Bolivia have continually ex-
hibited a higher total fertility rate (TFR) than the non-
indigenous population: For example, the overall TFR for in-
digenous groups was 6.9 in 1978 and 5.0 in 2001,
compared with 6.0 and 3.6, respectively, for the non-
indigenous population.1 The relatively high fertility of the
country’s indigenous populations may arise from higher
fertility preferences, higher levels of unwanted fertility or
both. Higher fertility preferences may reflect a need for
more children to work in the home and on the family’s
land. Unwanted fertility may result from unmet need for
contraceptives.

Previous studies, using indirect methods, did not dis-
aggregate fertility into wanted and unwanted categories by
ethnicity.2–7 This study examines whether indigenous
women have higher fertility because they desire larger fam-
ilies or because they have more unwanted births, perhaps
due to men’s fertility preferences or men’s influence on
their partner’s contraceptive use. How are women’s, men’s
and couples’ fertility preferences related to fertility out-
comes? What potential discrepancies exist between pre-
ferred and actual fertility that might account for ethnic fer-
tility differentials in Bolivia?

BACKGROUND

The definition of “indigenous” in Bolivia varies, compli-
cating estimates; however, according to most studies more
than half of the population of Bolivia is indigenous.*8

*Indigenous groups make up an estimated 50–66% of the total popula-
tion of Bolivia (sources: Del Popolo F and Oyarce AM, Latin America, in-
digenous population: sociodemographic profile in the framework of the
International Conference on Population and Development and the Mil-
lenniumGoals,NotasdePoblación, 2005,No.79,pp.13–52 (in Spanish);and
Instituto Nacional de Estadística (INE), Bolivia: percent distribution of the
population 12 years andover by sex,area and ethnic self-identification,La
Paz, Bolivia: INE, 2007 (in Spanish)). The variation in estimates across sur-
veys is due to different measures used to identify indigenous ethnicity
(e.g., geographical location, language and self-identification).According
to the definition used in this article,53%of thewomen in theDHS sample
were indigenous.
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Bolivia struggles to provide medical care for its multi-
ethnic population.16 Multilingual services are not univer-
sally available,15,19 and discrimination deters indigenous
women from visiting family planning clinics. A case study
of family planning services in El Alto found that although
medical providers were unaware of the problem, many pa-
tients reported discrimination toward the poor and those
wearing traditional indigenous dress.21 Indigenous
women often rely on husbands or other male relatives to
act as their representative when interacting with authori-
ty figures; in situations such as discussing family planning
with a medical provider, indigenous women may find it
difficult to communicate openly, because they are not used
to openly sharing personal information with authority fig-
ures.22 Moreover, medical providers tend to use formal
medical language that indigenous women may not under-
stand, which can further prevent indigenous women from
feeling comfortable communicating with their medical
providers.

In Bolivia, indigenous men are typically more educated
and more likely to be bilingual than indigenous women,15

and even though their involvement in reproductive health
is low, men are more likely to be informed about contra-
ception and are more accustomed to interacting with in-
stitutions such as medical centers to obtain contraceptives.
However, men do not always share their partner’s fertility
preferences or attitudes toward contraception.23–25 Men
may discourage contraceptive use for a variety of reasons,
such as a desire for more children, fear of female sexual
infidelity or perceived interference with sexual pleasure.
And even if men approve of family planning, they may not
feel comfortable visiting a family planning clinic or may re-
sist family planning information relayed by their female
partners, because of social and cultural gender norms.22

Couples may have a preference to limit fertility, but their
social and cultural context may make it difficult for men,
and consequently for women, to use family planning clin-
ics. Male preferences are important, but are overlooked in
both unwanted fertility and unmet need measures. The
male partner’s role in mediating interactions with medical
facilities could increase his power in decision making, hin-
dering women’s access to services. Male preferences could
be linked to unwanted fertility, if they discourage women’s
contraceptive use.

METHODS

Data and Sample
The Bolivian Demographic and Health Survey (DHS) is a
nationally representative household survey that includes
a respondent questionnaire for women aged 15–49 and
another questionnaire for a subset of their male partners.
For this analysis, data from the 2003 DHS were used, be-
cause it is the most recent survey and the only one to re-
port ethnicity. The 2003 data set included 17,654 female
respondents, as well as a couple subsample of 2,873
women whose partners were also interviewed.25 Respon-
dents who identified as “Quechua,” “Aymara” or “Guaraní”

ple tend to come from more disadvantaged family back-
grounds, have lower levels of education and work in lower
paying occupations. However, the indigenous remain dis-
advantaged even when these compositional differences are
taken into account, which suggests the possibility of em-
ployment-related discrimination. Although the national
identity of Bolivia has moved toward a multicultural mix,
discrimination toward the indigenous populations re-
mains strongly embedded.14

Women, regardless of ethnicity, should be able to con-
trol the number and timing of their births. The inability to
control fertility is an incursion upon basic human rights,
and can lead to increased poverty and to poor child and
maternal health outcomes.2 In a 1989 comparative study
of eight Latin American countries, Bolivia had the highest
proportion of pregnancies that were unwanted (44%), re-
flected in a TFR of 5.0 and a desired fertility rate of 2.8.3

According to another comparative study that included 13
Latin American countries, Bolivia had the highest propor-
tion of unwanted births in 2003 (63%)—a percentage un-
changed from 1989, despite drops in the unwanted fertil-
ity rate.2 The findings suggest that the fertility preference
in Bolivia is decreasing faster than the actual fertility rate.
An estimated 49% of Bolivian women at the end of their
reproductive years (aged 45–49) reported surpassing their
ideal family size.4 And in one of the few studies investigat-
ing indigenous fertility (albeit without a comparison with
nonindigenous fertility), in 1994, indigenous Bolivian
women’s ideal number of children was much lower than
their actual TFR (2.4 vs. 6.5).15

Barriers to contraceptive knowledge, access and use can
substantially increase unwanted fertility.3,5–7 An individ-
ual’s desire not to use contraceptives can be considered a
preference-related barrier, which may derive from con-
flicting desires and beliefs. For example, women may want
to limit their fertility, but have a socially or culturally based
preference not to practice contraception. In addition, in-
digenous women’s fears about actual or perceived side
effects of contraceptives, or of modern medicine in gener-
al, may dissuade them from using modern contraceptives
and encourage them to use less effective traditional meth-
ods.16 Furthermore, the cultural segregation of indigenous
people limits diffusion of positive attitudes toward con-
traception.17

In addition, such structural barriers as lack of econom-
ic resources or access to medical care—which in Bolivia can
prevent indigenous populations from obtaining contra-
ceptives—may deter contraceptive use despite desire to
limit fertility.15,18,19 Supply-side factors may serve as struc-
tural barriers by making access to contraceptives too diffi-
cult. For example, the inclusion of family planning in the
national agenda of Bolivia two decades ago has con-
tributed to the shortage of subsidized contraceptives in re-
mote areas, because the centers with subsidized contra-
ceptives remain highly concentrated in urban areas,
limiting the access of women living in remote areas to af-
fordable contraceptives.20
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were considered indigenous; nonindigenous people were
those who responded “None” for ethnicity. Respondents
with missing or “other” ethnicity were excluded, reducing
the female sample size to 17,393.*

For the couple analysis, the sample was limited to eth-
nically endogamous couples, to focus on gender dynam-
ics within ethnicity. The dynamics of exogenous couples
likely differ from those of endogamous couples, which
would complicate the comparison of indigenous and non-
indigenous couple dynamics. Furthermore, the analysis of
couples was limited to those in which women had a need
for contraception; we excluded those who wanted to be-
come pregnant within the next two years, those who were
infecund and those who currently had a wanted pregnan-
cy. The final couple sample consisted of 1,157 indigenous
couples and 704 nonindigenous couples.

Measures
Three measures of women’s fertility preferences were used:
wanted total fertility, unmet need for contraception and
contraceptive use. Contraceptive use also captures the in-
fluences of men’s preferences and couple barriers.

Estimating the proportions of total fertility attributable
to wanted and unwanted fertility can provide insight into
why the TFR for indigenous women is greater than that for
nonindigenous women. The total wanted fertility rate was
calculated using a method developed by Bongaarts,†26 by
adding an additional child to the TFR of women who re-
ported wanting more children—those who responded
“have another” and “undecided” to the fertility preference
item on the DHS.‡ A small correction was subtracted to ac-

count for women in a union who wanted more children
but were at the end of their reproductive years (aged
40–49) and those who said they did not want any children
at all.§ If the higher TFR for indigenous women is ex-
plained by wanted births, we can conclude that indige-
nous women want larger families. If, however, the higher
TFR results from unwanted births, it may reflect structur-
al barriers or men’s preferences.

The social marginalization of the indigenous popula-
tions may make practicing contraception to limit fertility
more difficult for them than for the nonindigenous popu-
lation. To examine preferences and actualization through
behavior, unmet contraceptive need was estimated for each
population. The measure was derived from a constructed
DHS variable that used several variables to define fecund
females in a union who are not using a contraceptive
method and do not want a birth within the next two years.
The measure was recast into a dummy variable coding both
“unmet need to space” and “unmet need to limit” as 1=yes.
A high unmet need would suggest unwanted fertility driven
by something other than women’s preferences.

The wanted fertility and unmet need measures overlook
the couple dynamics involved in fertility decisions. Mea-
suring the contraceptive use of women who currently
want no more children provides an opportunity to test for
men’s preferences or couple dynamics as barriers to con-
traceptive use, which might vary by ethnicity.** A di-
chotomous dummy variable “uses a modern method” was
created from the response to a question regarding current
contraceptive use, for which “modern method” was coded
as 1 and “no method,” “folk method” and “traditional
method” were each coded as 0. Another dichotomous
dummy variable, “uses any method,” was created by cod-
ing “modern method,” “folk method” and “traditional
method” as 1, and “no method” as 0.

Selected background characteristics potentially related
to contraceptive use were included to control for compo-
sitional differences between the indigenous and non-
indigenous populations. Women were divided into four
age-groups: 15–24, 25–34, 35–44 and 45–49 (for men, the
last category was 45–64). Adjusted parity was defined as
a woman’s number of live births (including any current
pregnancy). Educational attainment level was measured
separately for men and women as none, incomplete pri-
mary, complete primary, incomplete secondary, complete
secondary and more than complete secondary.

Several variables that measure women’s, men’s and cou-
ples’ attitudes toward family planning and fertility were in-
cluded. A measure of women’s attitude toward family plan-
ning was dichotomized into “approves” or “disapproves/
doesn’t know.” For couples, the attitude toward family
planning was divided into four categories: “both approve,”
“man approves,” “woman approves” and “both disap-
prove/don’t know.” To look at men’s preferences and cou-
ple discordance about fertility, a variable measuring
whether the male partner reported wanting another child
was included. Men who responded “wants within two

Wanted andUnwanted Fertility in Bolivia

*TheDHS report does notmention ethnicity in the technical report;there-
fore, any type of sampling error on ethnicity alone is unknown.All analy-
ses are weighted,however, to account for sampling errors.

†Total wanted fertility was estimated from actual fertility data on recent
births and futurepreferences.The results avoid aposteriori rationalization,
but a main disadvantage of the measure is the inability to account for
changingpreferences (sources:references 2 and 4).Themeasuremaynot
be able to perfectly predictwanted fertility;however,a substantial ethnic
difference in wanted total fertility is telling.

‡Themeasure of wantingmore children is different for pregnant women
than for other women because it is unclear if pregnant women include
their current pregnancy when answering whether they want more chil-
dren. For pregnant women, the measure is defined by comparing a
woman’s total number of live children toher ideal family size.If her current
pregnancy surpasses her ideal family size, then she is coded as not want-
ing another child.Conversely,women whose pregnancy falls within her
ideal family size are codedaswanting another child (source:reference 26).

§Bongaarts includes two additional errors for time trend and duration of
reference period.The error for time trendwas not accounted for here be-
cause it requires annual rates that cannot be calculatedwithDHSdata.As
the twoerrors are small inmost incidences andoffset eachother,their ex-
clusion should not invalidate this study’s results (source: reference 26).

**The concepts of wanted and unwanted fertility are defined differently
for “want more” fertility rates and unmet need.Want more fertility mea-
sures the lifetime fertility of an averagewoman,assuming fertility and fer-
tility desires remain constant. A mistimed birth is not considered un-
wanted, because it could fit into a wanted lifetime fertility preference.
Unmet need,however, is addressing current fertility desires, and thus in-
corporates mistimed births as unwanted. Thus, in this study, pregnant
womenwere considered tohave anunmet need if theydid notwant their
current pregnancy at the time of conception, but had not been using a
contraceptive method when they became pregnant, because excluding
these women would underestimate unmet need (sources: references 5
and 6).
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years,” “wants but unsure of timing” or “undecided” were
considered to want another child, and those who re-
sponded “wants after two or more years” and “wants no
more” were considered to not want another child; those
who reported having been “declared infecund” and those
with missing data were excluded.

Another set of variables was included to provide insight
on social and cultural couple dynamics on communication
and how women take their perception of their partner’s
preferences into account regarding contraceptive use. Com-
munication about family planning has been linked
to increased couple agreement with family planning
approval and has shown a positive association with contra-
ceptive use.27–30 Moreover, in a study in Kenya, a woman’s
perception of her partner’s approval strongly predicted con-
traceptive use, even though her perception was not always
accurate.29 Among indigenous couples, communication
about family planning can be hindered by the negative so-
cial attitude toward discussing sexual matters openly, espe-
cially between the sexes.16,31 Indigenous couples, therefore,
may have more difficulty in actualizing fertility preferences.

A variable of the woman’s perception of whether the
couple had discussed family planning was coded 1 for
“once or twice” or “more often,” and 0 for “never.” Anoth-
er variable measured whether the woman thought her
partner approved or disapproved of family planning; the
response option “don’t know” was available for women
who were unsure of their partner’s feelings toward family
planning. A similarly framed question asked each woman
her perception of her partner’s fertility desire in relation to
her own; possible responses were “both want same,” “man
wants more,” “man wants fewer” and “don’t know.”

Analysis
Wanted TFR and unmet contraceptive need were calcu-
lated by ethnicity. Kappa statistics, which measure agree-
ment, were calculated separately by ethnicity, to compare
women’s perception of their partner’s family planning ap-
proval with his own report. Kappa statistics were also used
to gauge the prevalence of spousal discordance for each
ethnic group and examine the degree of conflicting ide-
ologies within the couple that could create barriers to both
partners actualizing their fertility preferences.

An initial chi-square analysis was conducted to identify
any differences (p<.05) between indigenous and non-
indigenous women in their practice of family planning,
both overall and in reliance on traditional versus modern
contraceptive methods, which are more effective in pre-
venting pregnancy.32 Then two sets of five logistic regres-
sion models were created to examine associations between
women’s, men’s and couples’ preferences and ethnic dif-
ferences in women’s use of any contraceptive method and
use of a modern method. The baseline model includes eth-
nicity only. The second model adds the woman’s back-
ground and socioeconomic variables (age, parity and ed-
ucation) to account for compositional differences. The
third model adds the woman’s attitudinal variable (family

TABLE1.Percentagedistributionofwomen in ethnically en-
dogamous couples in needof contraception,by ethnicity,
according to selected characteristics,BolivianDemograph-
ic andHealth Survey,2003

Characteristic Indigenous Nonindigenous
(N=1,157) (N=704)

Outcome
Usingmodern contraceptive
Yes 27.3 61.2
No 72.7 38.8

Using any contraceptive
Yes 56.3 74.0
No 43.7 26.0

Background
Woman’s age
15–24 16.9 23.4
25–34 36.3 38.1
35–44 35.7 29.7
45–49 11.2 8.8

Man’s age
15–24 8.4 8.1
25–34 35.5 37.1
35–44 36.0 32.4
45–64 20.2 22.4

Parity†
0 1.0 1.3
1 11.6 16.2
2 20.0 22.6
3 19.8 20.2
4 14.6 15.3
5 12.0 9.1
≥6 21.1 15.3

Woman’s education
None 12.5 2.8
Incompleteprimary 61.5 46.5
Completeprimary 4.8 8.0
Incomplete secondary 6.7 15.8
Complete secondary 9.5 16.1
>complete secondary 5.0 10.9

Man’s education
None 1.1 1.4
Incompleteprimary 54.9 42.2
Completeprimary 6.8 7.2
Incomplete secondary 16.1 18.8
Complete secondary 12.5 14.1
>incomplete secondary 8.6 16.3

Attitudinal
Woman’s approval of family planning
Approves 83.6 95.0
Disapproves/don’t know 16.4 5.0

Couple’s approval of family planning
Both approve 64.0 87.4
Manonly approves 9.7 4.0
Womanonly approves 19.6 7.7
Bothdisapprove/don’t know 6.7 1.0

Man’s desire for another child
Yes 4.9 11.7
No 95.1 88.4

Woman’sperception
Couple’s desire for children
Bothwant same 61.0 55.0
Manwantsmore 17.1 22.8
Manwants fewer 11.2 9.5
Don’t know 10.7 12.8

Partner’s approval of family planning
Approves 76.6 87.2
Disapproves 10.3 6.3
Don’t know 13.1 6.5

Spousal discussionof family planning
Yes 82.0 89.5
No 18.0 10.5

Total 100.0 100.0

†For pregnantwomen,includes living children and current pregnancy.
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planning approval.) The fourth model omits the woman’s
approval of family planning and includes the male- and
couple-relevant variables (men’s age, men’s education,
men’s desire for another child and couple family planning
approval) to determine the role of men’s preferences and
couple dynamics in contraceptive use. Finally, the fifth
model excludes the male- and couple-relevant variables
and includes woman’s approval of family planning and the
three perception variables (woman’s perception of
whether the couple had discussed family planning,
woman’s perception of her partner’s family planning ap-
proval and woman’s perception of whether the spouses’
fertility desires agree) to further look at couple dynamics.

RESULTS

Couple Sample Characteristics
In the couple sample, the proportion of women practicing
contraception differed by ethnicity (Table 1, page 169). A
smaller proportion of indigenous women than of non-
indigenous women reported using a modern contracep-
tive method (27% vs. 61%) or any method (56% vs. 74%).
The two ethnic groups also differed in background and so-
cioeconomic characteristics. Compared with nonindige-
nous women and men from the couple sample, indige-
nous women and men were slightly older, had higher
parity and were less educated. Furthermore, within ethnic
groups, women tended to be younger than men and had
lower educational attainment.

The majority of women and couples in both ethnic
groups approved of family planning; however, smaller pro-
portions of indigenous women and couples than of their
nonindigenous counterparts approved. Approval was 11
percentage points lower for indigenous women than for
nonindigenous women (84% vs. 95%) and 23 percentage
points lower for both partners of indigenous couples than
for both partners of nonindigenous couples (64% vs.
87%). Indigenous couples had more discordance in their
attitudes toward family planning: In 10% of indigenous
couples, the male partner approved of family planning but
the female partner did not, and in 20%, the female partner
approved but not the male; the proportions among non-

indigenous couples were 4% and 8%, respectively. In a
greater proportion of indigenous couples than of non-
indigenous couples, both partners disapproved of family
planning or reported that they did not know (7% vs. 1%).
A small minority of men in each ethnic group wanted an-
other child; however, the proportion of indigenous men
who did so was less than half that of nonindigenous men
(5% vs. 12%).

Compared with nonindigenous women, a greater pro-
portion of indigenous women perceived that they and
their partner wanted the same number of children (61%
vs. 55%) or that their partner wanted fewer children (11%
vs. 10%). Eleven percent of indigenous women and 13%
of nonindigenous women said they did not know their
partner’s desire for children relative to their own. More
than three-quarters of women of both ethnicities perceived
that their partner approved of family planning; however,
greater proportions of indigenous women than of non-
indigenous women believed that their partner disap-
proved (10% vs. 6%) or said they did not know his atti-
tude (13% vs. 7%). Last, 82% of indigenous women and
90% of nonindigenous women reported ever talking with
their partner about family planning.

Wanted Fertility
According to the 2003 Bolivian DHS, the estimated TFR
for all respondents was 3.8.33 The TFRs for indigenous
and nonindigenous women were calculated to be 4.3 and
3.1, respectively. Surprisingly, the wanted fertility rate was
nearly identical for the two groups (1.5 for indigenous
women and 1.7 for nonindigenous women), so the rate of
unwanted fertility was greater for indigenous women than
for nonindigenous women (2.8 vs. 1.4). This indicates that
the difference in TFR between ethnic populations can be
attributed almost entirely to indigenous women’s higher
unwanted fertility.

Among all female DHS respondents who reported
being in a union, 25% of indigenous women and 34% of
nonindigenous women reported wanting another child
(Table 2). In fact, in every level of adjusted parity except
parity 1 and parity ≥6, a significantly greater proportion of
nonindigenous women than of indigenous women re-
ported wanting another child.

Twenty-six percent of indigenous women and 19% of
nonindigenous women had an unmet need for contracep-
tion. At every level of adjusted parity except zero, a greater
proportion of indigenous women than of nonindigenous
women did not want another child within the next two
years but were not practicing contraception. Interestingly,
the second-highest ethnic difference in unmet need (10
percentage points) was found at parity 3, with 27% of in-
digenous women and 17% of nonindigenous women hav-
ing unmet need. This finding suggests that at the point
when most women have reached their preferred level of
fertility, indigenous women are less likely than nonindige-
nous women to use a contraceptive method.

The kappa scores revealed that indigenous couples

Wanted andUnwanted Fertility in Bolivia

TABLE2.Among female respondents of the 2003Bolivian
Demographic andHealth Survey,percentages in aunion
who reportedwantinganother child andhavinganunmet
need for contraception,by ethnicity,according toparity

Parity Indigenous Nonindigenous
(N=5,816) (N=4,633)

Want Unmet Want Unmet
another child need another child need

All 25.2 25.7 33.9 18.8
0 78.7 8.9 89.9 13.0
1 65.3 21.0 69.7 18.3
2 26.9 19.4 36.3 15.9
3 14.5 26.8 22.6 17.2
4 9.2 24.2 14.2 20.7
5 11.8 31.4 12.2 27.9
≥6 9.8 33.4 10.1 23.3

Note:Data areweighted.
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agreed more often than nonindigenous couples about
wanting another child (90% and 82%, respectively). How-
ever, when female partners did not want a child, indigenous
women were more likely than nonindigenous women to in-
correctly perceive their partner’s approval of family plan-
ning (kappa statistics, 66% and 82%, respectively).

Multivariate Analyses
Women’s fertility preferences do not explain ethnic differ-
ences in fertility. In the next step, multivariate models ex-
amine whether couple barriers or men’s preferences play a
part in women’s contraceptive use, and whether such vari-
ables are systematically linked to differences in ethnicity.
•Any contraceptive use. In the first logistic regression
model in Table 3, which includes no controls, indigenous
women’s odds of using any contraceptive method were
lower than those of nonindigenous women (odds ratio,
0.43). After the addition of women’s age, parity and edu-
cation to the model, the gap between indigenous and non-
indigenous women in the odds of contraceptive use closed
slightly (0.50). Women aged 25–34 and 35–44 were more
likely than those aged 15–24 to use a contraceptive
method (2.9 and 4.0, respectively), and women who had
a complete primary education and those with more
schooling were more likely to practice contraception than
women who had not completed primary school (3.4 and
5.0, respectively). Compared with women who had had
0–2 children, those who had had 3–5 and six or more
children had lower odds of contraceptive use (0.7 and 0.4,
respectively).

In the third model, which added women’s approval of
family planning, indigenous women’s relative odds of
using a contraceptive method rose slightly (odds ratio,
0.54), suggesting that women’s attitudes account for some
of the ethnic difference in contraceptive use. Not surpris-
ingly, women’s disapproval of family planning was nega-
tively associated with contraceptive use (0.2). The associ-
ations with women’s age, parity and education remained
significant.

In the next model, which added men’s and couples’
variables but omitted women’s approval of family plan-
ning, the odds of indigenous women using any contra-
ceptive again increased slightly (odds ratio, 0.61).
Women’s age, parity and women’s education remained as-
sociated with contraceptive use. Of the men’s and couples’
variables, however, only couples’ approval of family plan-
ning was significant: Compared with couples in which
both spouses approved of family planning, all other cou-
ple combinations were less likely to use contraceptives
(0.1–0.5). The odds of contraceptive use were lower for
couples in which only the man approved than for couples
in which only the woman approved. Not surprisingly, the
odds of use were lowest for couples in which both spous-
es disapproved.

In the final model, social and cultural couple dynamics
were examined through women’s perception of their part-
ner’s preferences, which resulted in a further attenuation

TABLE3.Odds ratios from logistic regressionanalyses as-
sessing theassociationbetween selected characteristics
andwomen’s use of any contraceptivemethod

Characteristic Model 1 Model 2 Model 3 Model 4 Model 5

Ethnicity
Nonindigenous (ref) 1.00 1.00 1.00 1.00 1.00
Indigenous 0.43*** 0.50*** 0.54*** 0.61** 0.64**

Background
Woman’s age
15–24 (ref) .na 1.00 1.00 1.00 1.00
25–34 .na 2.85*** 2.83*** 2.82*** 2.75***
35–44 .na 4.00*** 4.63*** 4.32*** 4.48***
45–49 .na 1.72 1.78 1.37 1.47

Man’s age
15–24 (ref) .na .na .na 1.00 .na
25–34 .na .na .na 0.90 .na
35–44 .na .na .na 1.10 .na
45–64 .na .na .na 1.19 .na

Parity
0–2 (ref) .na 1.00 1.00 1.00 1.00
3–5 .na 0.66* 0.64* 0.66* 0.66*
≥6 .na 0.39*** 0.37*** 0.37*** 0.46**

Woman’s education
<primary (ref) .na 1.00 1.00 1.00 1.00
Primary .na 3.36*** 2.68*** 2.51*** 2.90***
>primary .na 5.01*** 3.54*** 2.52** 3.00***

Man’s education
<primary (ref) .na .na .na 1.00 .na
Primary .na .na .na 1.30 .na
>primary .na .na .na 1.85 .na

Attitudinal
Woman’s approval of family planning
Approves (ref) .na .na 1.00 .na 1.00
Disapproves/
don’t know .na .na 0.16*** na 0.47**

Couple’s approval of family planning
Both approve (ref) .na .na .na 1.00 .na
Manonly .na .na .na 0.18*** .na
Womanonly .na .na .na 0.53*** .na
Bothdisapprove/
don’t know .na .na .na 0.06*** .na

Man’s desire for another child
No (ref) .na .na .na 1.00 .na
Yes .na .na .na 1.02 .na

Woman’sperception
Couple’s desire for children
Bothwant same
(ref) .na .na .na .na 1.00

Manwantsmore .na .na .na .na 1.14
Manwants fewer .na .na .na .na 0.89
Don’t know .na .na .na .na 0.61*

Partner’s approval of family planning
Approves (ref) .na .na .na .na 1.00
Disapproves/
don’t know .na .na .na .na 0.12***

Spousal discussionof family planning
No (ref) .na .na .na .na 1.00
Yes .na .na .na .na 1.76

*p<.05. **p<.01. ***p<.001. Notes: na=not applicable. For multivariate
analysis, the education categories in Table 1 were condensed: “none”and
“incomplete primary” became “<primary”; “complete primary” became
“primary”; and “incomplete secondary,”“complete secondary”and “>com-
plete secondary”became “>primary.”

of the gap between indigenous women’s and nonindige-
nous women’s odds of using contraceptives (odds ratio,
0.64). The relationships between contraceptive use and
women’s age, parity, women’s education and women’s ap-
proval of family planning remained similar to those in pre-
vious models. Women’s odds of contraceptive use were



172 International Perspectives on Sexual and Reproductive Health

not associated with whether they thought their partner
wanted more or fewer children than they did; however,
compared with women who thought that they and their
partner wanted the same number of children, those who
did not know their partner’s fertility desires had lower
odds of contraceptive use (0.6). Women who thought
their partner disapproved of family planning or did not

know their partner’s attitude had odds of contraceptive
use sharply lower than women who thought their partner
approved of family planning (0.1). Of the models with
controls, this final model explained the ethnic differentials
most successfully, with a 21 percentage-point reduction in
the difference in the odds of contraceptive use by ethnici-
ty, compared with the initial model.
•Modern contraceptive use. In the first model in Table 4,
indigenous women’s odds of using a modern contracep-
tive method were significantly lower than those of non-
indigenous women (odds ratio, 0.19). After adding
women’s age, parity and education, the ethnic difference
in the likelihood of modern contraceptive use decreased
modestly (0.22). Of the added variables, however, only
women’s education was significant: Women who had a
complete primary education and those with more than pri-
mary schooling were more likely than women who did not
complete primary school to use a modern contraceptive
(1.7 and 2.8, respectively).

In the third model, which included women’s approval
of family planning, the addition decreased the ethnic dif-
ference in modern contraceptive use in the previous model
slightly (odds ratio, 0.23). Women who disapproved of
family planning or did not know their attitude were less
likely than others to use a modern method (0.2). Having
more than a primary education remained positively asso-
ciated with modern contraceptive use (2.1), but having
only a primary education lost significance.

The fourth model added men’s and couples’ variables,
but omitted women’s approval of family planning. Indige-
nous women still exhibited significantly lower odds of
using modern contraceptives compared with nonindige-
nous women (odds ratio, 0.25). Furthermore, the male-
specific variables (age, education and desire for another
child) were not significant, suggesting that men do not
have a strong influence on women’s use of modern con-
traceptives. Compared with couples in which both part-
ners approved of family planning, couples in which nei-
ther spouse approved had 97% lower odds of using
modern contraceptives; couples in which only the man ap-
proved or only the woman approved also had reduced
odds of modern contraceptive use (0.2 and 0.5, respec-
tively). For women, having more than a primary education
remained positively associated with modern contraceptive
use (2.1), but being aged 45–49 became negatively associ-
ated with use of a modern method (0.4).

In the last model, measures of the male partner’s char-
acteristics and attitudes were replaced with those of the
woman’s perception of her partner’s attitudes to examine
the social and cultural aspects of couple dynamics. Once
again, the ethnic difference in the likelihood of using a
modern method decreased slightly (odds ratio, 0.27). The
gap between indigenous and nonindigenous women’s
likelihood of using modern contraceptives is best ex-
plained by the model including women’s perception of
their partner’s approval of family planning and his fertili-
ty desires. However, this model accounts for only an eight
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TABLE4.Odds ratios from logistic regressionanalyses as-
sessing theassociationbetween selected characteristics
andwomen’s use of amodern contraceptivemethod

Characteristic Model 1 Model 2 Model 3 Model 4 Model 5

Ethnicity
Nonindigenous (ref) 1.00 1.00 1.00 1.00 1.00
Indigenous 0.19*** 0.22*** 0.23*** 0.25*** 0.27***

Background
Woman’s age
15–24 (ref) .na 1.00 1.00 1.00 1.00
25–34 .na 1.25 1.21 1.24 1.09
35–44 .na 1.39 1.43 1.32 1.03
45–49 .na 0.61 0.62 0.39* 0.28***

Man’s age
15–24 (ref) .na na na 1.00 na
25–34 .na na na 0.88 na
35–44 .na na na 0.97 na
45–64 .na na na 1.19 na

Parity
0–2 (ref) .na 1.00 1.00 1.00 1.00
3–5 .na 1.10 1.10 1.13 1.04
≥6 .na 0.72 0.74 0.77 0.84

Woman’s education
<primary (ref) .na 1.00 1.00 1.00 1.00
Primary .na 1.73* 1.38 1.42 1.36
>primary .na 2.83*** 2.08* 2.08* 1.79

Man’s education
<primary (ref) .na .na .na 1.00 na
Primary .na .na .na 1.20 na
>primary .na .na .na 1.10 na

Attitudinal
Woman’s approval of family planning
Approves (ref) .na .na 1.00 na 1.00
Disapproves/
don’t know .na .na 0.16*** na 0.16***

Couple’s approval of family planning
Both approve (ref) .na .na .na 1.00 na
Manonly .na .na .na 0.16*** na
Womanonly .na .na .na 0.46*** na
Bothdisapprove/
don’t know .na .na .na 0.03** na

Man’s desire for another child
No (ref) .na .na .na 1.00 na
Yes .na .na .na 1.01 na

Woman’sperception
Couple’s desire for children
Bothwant same (ref) .na .na .na na 1.00
Manwantsmore .na .na .na na 1.44
Manwants fewer .na .na .na na 0.96
Don’t know .na .na .na na 0.59*

Partner’s approval of family planning
Approves (ref) .na .na .na na 1.00
Disapproves/
don’t know .na .na na na 0.43**

Spousal discussionof family planning
No (ref) .na .na .na na 1.00
Yes .na .na .na na 1.27

*p<.05.**p<.01.***p<.001.Notes:na=not applicable.Formultivariate analy-
sis, the education categories in Table 1 were condensed: “none” and “in-
complete primary”became “<primary”; “complete primary”became “pri-
mary”; and “incomplete secondary,” “complete secondary” and
“>complete secondary”became “>primary.”
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the woman’s own disapproval in predicting her odds of
using any contraceptive method, although the opposite is
true for her odds of using a modern method. The differ-
ence between all methods and modern methods is the in-
clusion of traditional methods, which suggests that
women who use modern methods are more driven by
their own attitude toward family planning, whereas
women who use traditional methods are more likely to be
influenced by what they believe their partner thinks.

Policy Implications
Unwanted fertility may exacerbate poverty and ethnic in-
equality prevalent throughout Bolivia. By addressing eth-
nic differences in unwanted fertility, family planning pro-
grams and policies aimed at reducing unwanted fertility
could become more effective in addressing the particular
needs of indigenous populations. This study’s findings
point to several important avenues for future research.

Women’s preferences appear not to be the driving force
behind higher fertility in indigenous populations; there-
fore, future studies and policy initiatives should focus on
structural barriers to contraceptive use. Rather than fo-
cusing solely on women, family planning clinics should
create a welcoming environment for men and encourage
couples to communicate about reproductive matters. Fam-
ily planning programs could reduce social and cultural
barriers to contraceptive use by educating men about the
advantages of family planning, particularly those in cou-
ples wary of modern methods.

Indigenous populations’ access to contraceptives
should also be examined. Poverty and remote location of
clinics may be obstructing indigenous women and men
from obtaining contraceptives needed to reduce unwant-
ed fertility. In addition, research is needed to determine
whether culturally insensitive policies and behavior might
be preventing indigenous couples from accessing contra-
ceptives.

Furthermore, this study focused on endogamous cou-
ples. The vast majority of Bolivian women have children
within an ethnically endogamous union, but that does not
lessen the need of single women or women in exogenous
unions to avoid unwanted pregnancy. Future studies
should consider the implications of unwanted fertility for
women of different union statuses and those in exoga-
mous couples, to address all women’s needs and the po-
tential multiple combinations of gender and ethnicity.
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RESUMEN
Contexto: En Bolivia, la tasa global de fecundidad (TGF) en
poblaciones indígenas es más alta que la observada en la po-
blación no indígena. Es importante investigar si esta diferen-
cia se puede atribuir a diferencias étnicas en la fecundidad de-
seada o no deseada.
Métodos: Se utilizaron los datos de la Encuesta de Demogra-
fía y Salud de Bolivia de 2003 para estimar las tasas globales
de fecundidad deseada y no deseada en mujeres. Se condujo
una serie de análisis de regresión logística para examinar si las
características de las mujeres, hombres y parejas estaban aso-
ciadas con el uso de algúnmétodo anticonceptivo y de métodos
modernos.
Resultados: Las TGF para mujeres indígenas y no indígenas
fueron de 4.3 y 3.1, respectivamente. La tasa de fecundidad de-
seada para mujeres indígenas fue casi la misma que para las
mujeres no indígenas (1.5 y 1.7, respectivamente); virtual-
mente, toda la diferencia étnica en las TGF se atribuyó a las
diferencias étnicas en la fecundidad no deseada. La proporción
de mujeres que necesitan anticoncepción fue mayor entre las
mujeres indígenas que entre las mujeres no indígenas (26% vs
19%). En análisis de regresión logística, las preferencias de fe-
cundidadmasculina explicaron solamente una pequeña parte
de la diferencia étnica en el uso de anticonceptivos.
Conclusión: Las preferencias de las mujeres, hombres y pare-
jas contribuyen solamente demaneramarginal a la fecundidad
no deseada, lo que sugiere que algunos factores estructurales
actúan como obstáculos en la prevención de la fecundidad no
deseada.

RÉSUMÉ
Contexte:EnBolivie, l’indice synthétique de fécondité parmi les
populations indigènes est supérieur à celui relevé parmi la popu-
lation non indigène. Il importe d’examiner si l'écart s’explique
par une différence ethnique de fécondité désirée ou non.
Méthodes: Les indices de fécondité désirée ou non des femmes
ont été estimés en fonction des données de l’Enquête démogra-
phique et de santé menée en Bolivie en 2003. L'analyse de ré-
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gression logistique a permis d’examiner l’association ou non
des caractéristiques propres aux femmes, aux hommes et aux
couples avec l’usage d’une méthode contraceptive quelconque
et celui des méthodes modernes.
Résultats: Les indices synthétiques de fécondité se sont révé-
lés de 4,3 et 3,1, respectivement, pour les femmes indigènes et
non indigènes. La fécondité désirée des femmes indigènes s’est
avérée proche de celle de leurs homologues non indigènes (1,5
et 1,7, respectivement); la totalité, pratiquement, de la diffé-
rence ethnique est attribuable à la différence ethnique de fé-
condité non désirée. La proportion des femmes présentant un
besoin de contraception est supérieure parmi les femmes indi-
gènes (26% vs 19%). Comme le révèlent les analyses de régres-
sion, les préférences de fécondité masculines n’expliquent
qu’une faible portion de la différence ethnique de pratique
contraceptive.
Conclusion: Les préférences des femmes, des hommes et des
couples ne contribuent que marginalement à la fécondité non
désirée, laissant entendre que des facteurs structurels font obs-
tacle à la prévention de la fécondité non désirée.
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