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and more than 40% in a further five (Table 2). These re-
sponses were less dominant in Nigeria, where opposi-
tion to contraception was frequently cited; in Kenya and 
Guyana, where health concerns and side effects were 
mentioned by many women; and in Zimbabwe, where re-
ligious prohibitions and fear of side effects were common 
reasons. Two Indian studies found similar results.22,23 The 
conclusion is clear: Women consciously delay contracep-
tion until the return of menses, or perhaps until their child 
is weaned.

To investigate the possibility that breast-feeding may 
act as a deterrent to contraceptive adoption in addition to 
amenorrhea, we compared modern method use among 
breast-feeding women and women who had weaned their 
child, restricting attention to those who had resumed sex 
and menstruation (Figure 1, page 158). Interpretation 
should be cautious because only small minorities of wom-
en had stopped breast-feeding. Nevertheless, the results 
for the eight countries in Sub-Saharan Africa are consistent. 
In all cases, differences are positive, indicating higher use 
among breast-feeding women than among other women. 
This behavioral evidence appears to be inconsistent with 
the self-reported reasons in Table 2. As reported behavior 
usually trumps reported reasons for behavior in terms of 
credibility, it is likely that women citing breast-feeding as 
a reason for nonuse are really referring to lack of menses 
induced by breast-feeding. In the other eight countries, no 
clear-cut pattern is apparent. The largest difference occurs 
in Morocco, where the method mix is dominated by oral 
contraceptives. In this country, breast-feeding women are 
much less likely to be users than other women.

such as oral contraceptives and injectables, may have little 
effect, or even be counterproductive, in terms of birth- 
spacing in populations with prolonged lactational amenor-
rhea. In Bangladesh, early adopters of oral contraceptives 
experienced higher pregnancy risks than nonusers be-
cause of discontinuation of use around the time that they 
became exposed to the risk of pregnancy;13 in Peru and 
Indonesia, women who started use of pills and (more sur-
prisingly) IUDs in the first six months postpartum were 
more likely to experience pregnancy within 24 months 
than those adopting at 6–11 months postpartum.14 An 
overlap of contraceptive use with amenorrhea, together 
with high discontinuation, may be responsible for the 
finding that, in four countries of Sub-Saharan Africa, use of 
injectables was associated with a shortening of birth inter-
vals at an aggregate level.15

Assessment of the merits of the current-status definition 
raises a central question about postpartum family plan-
ning. Beyond the strict conditions of the lactational amen-
orrhea method (LAM), to what extent should the protec-
tive effect of amenorrhea be acknowledged in policies and 
programming? In the first six months postpartum, amen-
orrheic women have a very low cumulative chance of con-
ception, even if they are not fully breast-feeding, because a 
large fraction of first cycles are anovulatory.16,17 Rigid ad-
herence to LAM conditions makes little difference in these 
first six months, provided breast-feeding is frequent. The 
protective effect of amenorrhea progressively weakens as 
duration postpartum lengthens. Nevertheless, a review 
of nine studies by Kennedy and Visness concluded that, 
among sexually active, amenorrheic, breast-feeding wom-
en who were not practicing contraception, the cumulative 
12-month pregnancy rate was only 6% on average.18 This 
level of risk is not much different from that of oral contra-
ceptives or condoms under real life conditions, though, of 
course, most failure with pills and condoms can be attrib-
uted to incorrect use, whereas conception during amenor-
rhea is a matter of biological chance. The estimate of Ken-
nedy and Visness is also consistent with the percentage of 
women in the 16 countries listed in Table 1 who, in answer 
to a direct question, stated that they became pregnant with 
the most recent birth before the return of menses. These 
range from 2% to 11% (data not shown).

It is also clear from examination of links between amen-
orrhea and contraception that many women in low- and 
middle-income countries await the return of menses be-
fore starting a method.12,19,20 At 6–9 months postpartum, 
menstruating women are two to three times more likely to 
be using a modern method as women whose menses have 
not yet returned.21 To assess whether the link between the 
return of menses and contraceptive initiation is the result 
of conscious decisions, we used DHS data from our 16 
selected countries to examine reasons for nonuse stated 
by amenorrheic women who had resumed sex. Two inter- 
related responses, breast-feeding and amenorrhea, were 
the most commonly mentioned in 14 of the 16 surveys, 
comprising 60% or more of all reasons in seven surveys 

TABLE 2. Among amenorrheic, sexually active women at 0–23 months postpartum 
who did not want another child in the next two years, percentage who gave selected 
reasons for nonuse of contraceptives, by region and country

Country Amen- 
orrhea
%

Breast-
feeding
%

Health 
concerns/
side effects 
%

Oppo- 
sition
%

Lack of  
access/ 
knowledge
%

Infre- 
quent 
sex 
%

West/Central Africa           
Dem. Rep. of Congo 14 27 19 26 23 8
Nigeria 1 18 9 39 21 2
Rep. of Congo 27 25 11 7 18 6
Ghana 12 29 29 18 4 8

East/Southern Africa
Uganda 38 29 24 16 8 4
Kenya 10 20 26 19 13 4
Zimbabwe 8 30 13 28 5 8
Lesotho 23 21 15 14 13 12

North Africa/Asia
Pakistan 53 26 10 13 4 6
Jordan 34 36 22 4 2 14
Indonesia 21 22 13 3 3 8
Morocco 53 8 12 7 0 18

Latin America/Caribbean
Guyana 2 14 23 12 7 7
Dom. Rep. 25 39 15 10 4 6
Peru 44 19 12 4 3 21
Honduras 24 38 8 26 7 16

Note: Multiple reasons allowed.




