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ally referred to as gross rates).
For the study, we selected six DHS Phase

I surveys that had used the questionnaire
for high-prevalence countries (Table 1). Our
main criterion was the existence of sufficient
numbers of users of reversible methods to
permit comparisons among methods for
each country. The countries chosen are in
no way representative of all high-use de-
veloping countries; geographically, three
of the six are in North Africa. The overall
level of current use in 1987 or 1988, when
fieldwork was conducted, varied from 36%
to 66%, and the method mix was equally di-
verse. Sterilization accounted for nearly half
of all users in Thailand but was very rare
in Indonesia, Morocco and Egypt. In In-
donesia and Morocco, the dominant meth-
od was the pill; in Tunisia, it was the IUD;
and in the remaining three countries, the pill
and IUD. All other methods were used by
fewer than 10% of married couples.

All six countries had well-developed
family planning programs at the time of
the survey, although their rating on the
1989 Mauldin-Ross index of effort varied
from very strong (Thailand and Indone-
sia) to moderate (all others).3 Adult female
literacy, probably the single most impor-
tant socioeconomic influence on repro-
ductive behavior, ranged from 40% in Mo-
rocco to 92% in Thailand.

Results
The main results are summarized in Table
2 (page 94), which shows the number of
episodes on which the analyses were based,
and in Figure 1 (page 95). We set a lower
limit of 100 episodes, because life-table es-
timates based on smaller numbers would
be unreliable. When individual methods did
not provide enough episodes to reach this
threshold, we combined them into broader
categories (e.g., other modern methods, tra-
ditional methods). All six countries yield-

reason you stopped using (method)?”
Preprinted response categories typically
include, among others: to get pregnant, in-
frequent sex, partner disapproval, health
concerns, lack of access or availability, cost
and fatalism. These data permit analysis
of discontinuation for specific methods
and for specific reasons.

This study is restricted to episodes that
started within the five years preceding the
survey.* Because the calendar dates of the
start of episodes located within closed birth
intervals were not ascertained, the selection
procedure was not always straightforward.
For periods of use occurring between births
that straddled the five-year boundary, we
calculated a range of possible starting dates,
taking into account the reported duration
of use and the nine-month gestation for the
more recent birth. If the midpoint of this
range fell within the 60-month window, the
episode was included. In practice, this im-
precision is unimportant because it affects
only a small minority of episodes.

The omission of complete information
for closed birth intervals with more than
one episode of contraceptive use† and the
overall quality of retrospectively reported
data are of greater concern. Experimental
evidence from Peru and the Dominican Re-
public suggests that the data-capture strat-
egy followed in Phase I of the DHS results
in underestimation of discontinuation rates
because of underrecording and underre-
porting of past episodes of use.2 The pro-
nounced heaping of episode durations also
implies relatively poor precision, which is
to be expected given the long recall peri-
od. Furthermore, the reliability of stated
reasons for discontinuation is unknown,
but may well be low because of the moti-
vational complexity that probably under-
lies both conscious decisions to stop using
a method and passive decisions not to ob-
tain further supplies of a method.

All these considerations argue for con-
siderable caution in interpretation of re-
sults. However, there is no reason to believe
that discontinuation probabilities calcu-
lated from these data are not broadly cor-
rect or that large differences among meth-
ods and countries are not valid. As we will
show, the key results are highly plausible.

The analysis is episode-based rather
than woman-based. We used life-table
techniques (SPSS statistical package) be-
cause of the need to include both com-
pleted and ongoing episodes.‡ For the 
investigation of cause-specific discontin-
uation, we constructed single-decrement
life tables, which yield hypothetical prob-
abilities of cause-specific discontinuation
in the absence of competing causes (usu-

ed enough episodes of pill and IUD use for
separate analysis. In four countries, use of
periodic abstinence was common enough
for method-specific investigation, but the
number of countries with enough episodes
of use for the other main methods fell to
three for withdrawal, two for condoms and
two for injectables. Table 2 shows cumula-
tive discontinuation probabilities at 12
months and at 24 months for all causes and
for each of four main causal categories. (The
cause-specific probabilities do not sum to
the all-cause probability because we used a
single-decrement approach.)

Discontinuation Rates
If one focuses on discontinuation for all
methods combined, a surprisingly consis-
tent pattern emerges, despite the diversity
of settings. Typically, about one-third of cou-
ples stopped using their method within one
year of acceptance and about half did so
within two years. Given the wide range of
contraceptive prevalence and female adult
literacy rates in these countries, it is fair to
conclude that rapid discontinuation of
methods is by no means concentrated in
populations where levels of adult educa-
tion or overall use are low. The only ap-
preciable departure from this generaliza-
tion occurred in Indonesia, where use of

*Episodes that started more than five years before the sur-
vey would be more likely to be captured if their dura-
tion was long. Hence, the inclusion in the analysis of the
relatively small number of these episodes would have
introduced a selection bias.

†This omission was rectified in the second round of DHS
enquiries, when complete five-year histories of contracep-
tive use were obtained. The scope for useful analysis is great-
ly increased by this improved data collection strategy.

‡Some researchers terminate analyses at a point three
months before the survey to allow for possible underre-
porting of first-trimester pregnancies among contracep-
tive users. We did not follow this procedure because its ef-
fect on estimated failure rates is small and because the main
focus in the paper is on discontinuation for all causes.

Table 1. Contraceptive prevalence among currently married women, by method, and other in-
dicators of reproductive behavior; all according to country, Demographic and Health Surveys,
1987–1988

Method and indicator Morocco Tunisia Egypt Ecuador Indonesia Thailand

METHOD
All 35.8 49.8 37.8 44.3 47.7 65.5
Pill 22.9 8.8 15.3 8.5 16.1 18.6
IUD 2.9 17.0 15.8 9.8 13.2 6.9
Injectable 0.3 0.8 0.1 0.7 9.4 8.5
Vaginal 0.1 1.0 0.4 1.2 0.0 0.0
Condom 0.5 1.3 2.4 0.6 1.6 1.1
Sterilization 2.2 11.5 1.5 14.9 3.3 28.5
Periodic abstinence 2.3 6.3 0.6 6.1 1.2 0.9
Withdrawal 3.1 2.4 0.5 2.0 1.3 0.9
Other 1.5 0.7 1.3 0.4 1.8 0.1

INDICATOR
Total fertility rate (1985–1990) 4.8 3.9 4.5 4.1 3.5 2.6
% female adult literacy (1992) 40 59 35 85 77 92
Program effort score (1989) 57 69 66 58 80 80


