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Low use of contraception among poor women in Africa: an

equity issue
Andreea A Creanga,? Duff Gillespie,® Sabrina Karklins? & Amy O Tsui?

Objective To examine the use of contraception in 13 countries in sub-Saharan Africa; to assess changes in met need for contraception
associated with wealth-related inequity; and to describe the relationship between the use of long-term versus short-term contraceptive
methods and a woman'’s fertility intentions and household wealth.

Methods The analysis was conducted with Demographic and Health Survey data from 13 sub-Saharan African countries. Wealth-related
inequities in the use of contraception were calculated using household wealth and concentration indices. Logistic regression models
were fitted for the likelihood of using a long-term contraceptive method, with adjustments for: wealth index quintile, fertility intentions (to
space births versus to stop childbearing), residence (urban/rural), education, number of living children, marital status and survey year.
Findings The use of contraception has increased substantially between surveys in Ethiopia, Madagascar, Mozambique, Namibia and
Zambia but has declined slightly in Kenya, Senegal and Uganda. Wealth-related inequalities in the met need for contraception have
decreased in most countries and especially so in Mozambique, but they have increased in Kenya, Uganda and Zambia with regard to
spacing births, and in Malawi, Senegal, Uganda, the United Republic of Tanzania and Zambia with regard to limiting childbearing. After
adjustment for fertility intention, women in the richest wealth quintile were more likely than those in the poorest quintile to practice
long-term contraception.

Conclusion Family planning programmes in sub-Saharan Africa show varying success in reaching all social segments, but inequities
persist in all countries.

Abstracts in G H13Z, Frangais, Pyccxmit and Espaiiol at the end of each article.

Introduction

Global health has improved considerably over the last four
decades, but everywhere the health status of the poor com-
pares unfavourably with that of the more affluent sectors of
society.' In Africa, one in 26 women of reproductive age dies
from a maternal cause, as opposed to one in 9400 in Europe.”
Parallel disparities in fertility and in contraceptive use are
found between poor and wealthy countries. The world’s total
fertility rate has dropped dramatically, from 5 children per
woman in the early 1950s to 2.6 children per woman today,’
largely owing to more widespread use of modern contracep-
tives, especially in the developing world.* Furthermore, in
1960 only around 9% of married women in the developing
world practiced any form of contraception;” today, this figure
is 62%. Yet in less developed countries modern contraceptive
methods are used by only 43% of women of reproductive
age overall, and a wide gap in use is seen between the highest
and lowest wealth quintiles (52% versus 35%, respectively).”
This gap between the rich and poor in the use of contracep-
tion has persisted despite general global improvements in
socioeconomic status and the expansion of family planning
services.” Health disparities between the rich and poor remain
an “intractable” challenge."*

An inequity exists when people are unfairly deprived
of something they want or require to protect them from an
unwanted or undesirable condition.” Differences in mortality
and morbidity that relate to socioeconomic class constitute an
inequity. The poor do not have the same access to life-savingand

health-maintaining interventions as the rich, yet they aspire to
the same healthy lives as those who are economically better off.!
However, a difference in fertility between the rich and poor is
not an inequity provided the poor have higher fertility because
they want to have more children. Only by examining differences
in fertility intentions and in contraceptive use through an equity
lens can we determine if the poor are being deprived of something
they wish they had (i.e. family planning) to avoid something they
do not desire (i.e. pregnancy). The more a population meets its
need for family planning, the less likely it is that an underlying
inequity exists. On the other hand, women who do not want to
have more children but who use a short-term or spacing method
of contraception are not meeting their need, and neither are
women who merely want to space births but who use along-term
or permanent contraceptive method.

This study first reviews trends in the use of short-term and
long-term methods of contraception in 13 developing countries
in sub-Saharan Africa. It then measures population-level changes
in met need (i.c. satisfied demand) for contraception as a func-
tion of wealth-related inequity. Finally, it explores relationships
at the individual level between the type of contraceptive method
used by a woman, her reproductive goals or intentions and her

household wealth.

Methods

Demographic and Health Survey (DHS)® data were obtained
for 13 sub-Saharan African countries that were selected based
on the following criteria: (i) having had at least two DHS
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surveys, one of them after 2000, and
(ii) a rate of use of modern methods of
contraception among married women,
as ascertained by the most recent
DHS, of at least 10.0%. For countries
where three or more surveys had been
conducted, we used data from the two
most recent ones. All data analysed were
collected between 1997 and 2006.

DHSs are nationally-representative
surveys that use standardized question-
naires to ask women of reproductive
age about their sociodemographic char-
acteristics, reproductive behaviour and
use of maternal health services. The need
for contraception, both met and unmet,
is estimated from each survey based on
standard DHS definitions — a woman
is considered to have met her need for
contraceptives for spacing births when
she is using some family planning method
and indicates that she wants to conceive
sometime in the future but not within the
next two years or is undecided; a woman
is considered to have met her need for
contraceptives to limit births when she
is using some method of family planning
and states that she wants to have no more
children in the future.’

We grouped contraceptive meth-
ods into two categories: long-term
methods (intrauterine devices, implants
and sterilization), usually used to limit
childbearing, and short-term methods
(pills, condoms, spermicides, injectables,
other modern methods and all traditional
methods), better suited for women who
want to delay but not forfeit having a
child. We used data from all women of
reproductive age and included traditional
methods of contraception in the analysis
because they are widely practised in sub-
Saharan African countries.

DHSs do not collect data on house-
hold income; instead, they measure
wealth based on household-level owner-
ship of various assets (e.g. bicycles, cars,
radios) and on housing characteristics
(e.g. flooring material, drinking water
source, type of toilet facility). The asset
(wealth) index uses principal-components
analysis to divide the population into
wealth quintiles.”’ Each houschold asset
isassigned a weight or factor score and the
resulting asset scores are standardized in
relation to a normal distribution with a
mean of 0 and a standard deviation of 1.

We used the concentration index,
which varies between —1 and +1, to
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measure wealth-related inequity in con-
traceptive use. A concentration index of
0 indicates a lack of income inequality,
while the more the index deviates from
zero, the greater the magnitude of the
wealth-related inequality. A negative
concentration index indicates that a given
unfavourable condition or practice is
found more often among the poor, while
apositive index suggests that a favourable
condition or practice (i.e. contraceptive
use) is found less often among the poorer
than among the wealthier social strata.

We conducted univariate and bivari-
ate analyses to examine the associations of
interest and trends in contraceptive use
and related wealth-inequity over time.
After pooling the two survey samples for
each country, we fitted logistic regres-
sion models for the likelihood of using
a long-term rather than a short-term
method of contraception as a function
of two key covariates: (i) the woman’s
reproductive goal or intention at the time
(spacingversus limiting childbearing) and
(ii) household wealth quintile. Models
were adjusted for women’s residence (ur-
ban/rural), education, number of living
children, marital status (married/in union
and single/divorced/widowed) and year
of survey. Also, models were estimated
for the sample of women of reproduc-
tive age who were using contraception in
each DHS survey year. All analyses were
adjusted for complex survey design using
Taylor’s linearization method'" and they
were conducted using Stata version 9.1
(StataCorp. LP, College Station, United
States of America).

Results

Table 1 presents an overview of the use
of contraception at two points in time
for the 13 sub-Saharan African coun-
tries. The number of years elapsed be-
tween the two selected surveys ranged
between 4 and 8 (Malawi and Senegal,
respectively) but was most commonly 5
or 6. Overall, the use of contraception
remained at low to moderate levels
at the time of the second survey and
ranged from 8.7% in Senegal (2005)
to 46.6% in Namibia (2006/07). The
contraceptive prevalence rate decreased
between surveys in three countries
and increased substantially in five. In
percentage points, the changes were as
follows: Senegal, —2.1 (1997 to 2005);
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Kenya, —1.5 (1998 to 2003); Uganda,
—0.5(2000-01 t0 2006); Mozambique,
+19.6 (1997 to 2003); Namibia, +8.8
(2000 to 2006-07); Madagascar, +5.6
(1997 to 2003-04); Zambia, +5.4
(1996 t02001-02); and Ethiopia, +4.4
(2000 to 2005). There was a modest
rise (from +1 to +2 percentage points)
in all the other countries except for the
United Republic of Tanzania, which
showed no overall change between
1999 and 2004/05.

An uptake of short-term contracep-
tive methods was observed in Mozam-
bique (+19.8 percentage points), Na-
mibia (+8.3), Madagascar (+5.4), Zambia
(+5.3) and Ethiopia (+4.4). In contrast,
in the latest survey round the rate of use
of long-term methods was found to be
almost negligible; it ranged from 0.4% to
5.9% and exceeded 5% only in Namibia,
Kenya and Malawi. Moreover, percentage-
point increases in the use of long-term
methods had been small to negligible
and five countries (Cameroon, Kenya,
Mozambique, Rwanda and Sencgal)
had experienced a reversal trend in use.
In Mozambique, a parallel shift towards
the use of short-term, spacing methods
took place.

Poorer women use contraception
much less than wealthier women."!?
In this study we explored whether this
reflected poorer women’s desire to have
more children or their lower economic
status. In Fig. 1, parts A and B, con-
centration indices in the met need for
contraception to space (A) and limit
childbearing (B) have been plotted. For
the first survey analysed, concentration
indices in the met need for contraception
to space births were highest in Ethiopia
(0.500) and lowest in Zambia (0.071) and
Malawi (0.073). Wealth-related inequali-
ties measured with the concentration
index in the met need for contraception
to limit future births were highest in
Namibia, followed by Mozambique and
Ethiopia (concentration index > 0.400),
and lowest in Malawi (concentration
index=0.080). At the time of the last
survey, the wealth-related inequality in
the met need for contraception to space
births was still highest in Ethiopia (con-
centration index=0.400) and lowest in
Malawi, Namibia and Zambia (concen-
tration index <0.100): Similarly, the
wealth-related inequality in the met need
for contraception to limit future births
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Table 1. Use and change in use of short-term and long-term contraceptive methods between successive Demographic and Health

Surveys (DHS), by country and survey year

Country DHS year n Method
All Short-term? Long-term®
Use Change Use (%) Change Use (%) Change
(%) in use® in use® in use®
Cameroon 2004 10656 26.1 2.1 24.6 2.3 1.4 -0.3
Cameroon 1998 5501 24.0 22.3 1.7
Ethiopia 2005 14070 10.3 4.4 10.0 4.4 0.4 0.1
Ethiopia 2000 15367 5.9 5.6 0.3
Ghana 2003 5691 20.7 2.7 17.9 1.4 2.6 1.1
Ghana 1998 4843 18.0 16.5 1.5
Kenya 2003 8195 28.4 -1.5 22.7 -0.4 5.7 =11
Kenya 1998 7 881 29.9 23.1 6.8
Madagascar 2003-04 7949 21.6 5.6 20.2 54 1.3 0.1
Madagascar 1997 7 060 16.0 14.8 1.2
Malawi 2004 11698 25.7 0.7 20.4 -0.5 2.3 1.3
Malawi 2000 13220 25.0 20.9 4.0
Mozambique 2003 12418 25.6 19.6 24.7 19.8 0.8 -0.3
Mozambique 1997 8779 6.0 49 1.1
Namibia 2006-07 9804 46.6 8.8 40.7 8.3 59 0.6
Namibia 2000 6755 37.8 32.4 5.3
Rwanda 2005 11321 9.6 2.2 9.0 2.3 0.5 -0.2
Rwanda 2000 10421 7.4 6.7 0.7
Senegal 2005 14602 8.7 =21 7.5 -15 1.1 -0.9
Senegal 1997 8593 10.8 9.0 2.0
Uganda 2006 8 531 19.6 -0.5 17.3 -0.9 2.2 0.4
Uganda 2000-01 7246 20.1 18.2 1.8
United Republic of Tanzania 2004-05 10329 22.5 0.2 19.8 -0.5 2.6 0.5
United Republic of Tanzania 1999 4029 22.3 20.3 2.1
Zambia 2001-02 7658 24.6 5.4 22.7 5.3 1.7 0.0
Zambia 1996 8 021 19.2 17.4 1.7

2 Includes pills, condoms, spermicides, injectables, other modern methods, lactational amenorrhea and traditional contraceptive methods.
® Includes intrauterine devices, implants and female and male sterilization.

¢ In percentage points.

was highest in Ethiopia (concentration
index=0.300) and lowest in Ghana and
Malawi (concentration index < 0.100).
Fig. 2, parts A and B, shows changes
between the time of the first and second
survey in the concentration indices for
met need for contraception to space (A)
and limit (B) births. Income-related in-
equalities in met need for contraception
have decreased in most countries overall,
but they have increased in Kenya, Uganda
and Zambia with regard to spacingbirths,
and in Malawi, Senegal, Uganda, the
United Republic of Tanzania and Zambia
with respect to limiting childbearing. The
gap between the poorest and richest strata
of society in the use of contraception to
space births seems to have become much
smaller in Mozambique (concentration
index change > 0.200), while the gap in
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the use of contraception to stop child-
bearing showed the greatest reduction
in Namibia (concentration index change
>0.300) and Mozambique (concentra-
tion index change > 0.200).

The first column in Table 2 shows
the adjusted odds ratios (ORs), with their
95% confidence intervals (CIs), for the
use of long-term rather than short-term
contraceptive methods among women
who reported wanting to space rather
than limit childbearing. An OR of 1
indicates that women wanting to space
births were no more likely to use long-
term methods of contraception than
women wanting to stop having children
altogether. Thus, the higher the OR, the
greater the likelihood that women will be
using a long-term method to space births
rather than to stop having children. In

only 7 of the 13 study countries (Cam-
eroon, Malawi, Mozambique, Namibia,
Uganda, the United Republic of Tanzania
and Zambia) were women more than 75%
less likely to be using long-term methods
of contraception to space births rather
than to limit births at both survey time
points. The last column in Table 2 shows
the odds of women in the wealthiest quin-
tile (the lowest being the reference) using
a long-term method of contraception
after adjustment for their fertility inten-
tion — only results for Cameroon, Kenya
and Zambia were statistically significant
at both time points. The small number
of women using long-term methods of
contraception in each wealth quintile,
especially the poorest one, accounts for
the wide CIs around the adjusted OR

estimates and may explain why these esti-
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mates do not reach statistical significance
for other countries.

Discussion

By and large, changes in contraceptive
practices among women of reproductive
age in the 13 study countries between
the mid-1990s and mid-2000s have
been marginal, with a few exceptions.
More specifically, between the last two
DHS surveys, the use of contraception
showed substantial percentage point in-
creases in five of the countries (Ethiopia,
Madagascar, Mozambique, Namibia
and Zambia) and marginal declines in
three (Kenya, Senegal and Uganda).
Since reversals in population-level use
of contraception are historically in-
frequent, these declines merit further
examination.

In all five countries with substantial
increases in the use of contraception,
short-term methods, primarily inject-
ables, were increasingly relied upon. This
finding is not surprising since women of
reproductive age are more likely to use
contraception to space rather than to
stop childbearing.”” Moreover, the use
of short-term methods has increased,
while the use of long-term methods
has not changed significantly in the 13
countries and has declined in five. In
Mozambique, the large positive trend
in the use of contraception accompanied
the country’s return to peace following
the end of civil war in the early 1990s
and the restoration of its health system
and care functions.

Notably, in most countries, wealth-
related inequalities in the reported met
need for contraception have declined
between surveys. However, such inequali—
ties have increased in Kenya and Uganda
with respect to the met need for spacing
births, while the opposite has occurred
in Mozambique, where practice of lacta-
tional amenorrhea by around 7.5% of all
women in 2003 may reflect a satisfaction
of latent demand for contraception by
means of prolonged breastfeeding and
postpartum abstinence. Mozambique is
the only one of the 13 study countries
that experienced a significant increase in
reliance on traditional methods between
surveys, probably owing to the availability
and acceptance of modern contracep-
tion in the countries studied'* and the
lower use-effectiveness of traditional
methods.” Wealth-related inequalities
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Fig. 1. Concentration index® of met contraceptive needs for spacing and for limiting
births in the two most recent Demographic and Health Surveys (DHS), by

country
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in the met need for contraception to
limit births have declined most sharply
in Namibia and Mozambique, where
both the use of contraception in general
and of short-term contraceptive methods
in particular has increased significantly
between surveys.

We examined whether the form of
contraception being used by women in
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the 13 study countries was concordant
with their fertility intentions. Such con-
cordance could mean that a woman was
familiar with the different contraceptive
methods and knew for how long each
one protects against pregnancy, it could
reflect a particular method’s greater avail-
ability, affordability and acceptability or
simply a woman’s preference for a specific
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Fig. 2. Change between successive Demographic and Health Surveys (DHS) in the
concentration index? of met contraceptive needs for spacing and for limiting

births, by country
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represents an increase in wealth-related inequality.
method.'® As expected, when childbear-
ing intentions are controlled for, women
in the richest wealth quintile appear
to be more likely than women in the
poorest wealth quintile to use long-term
contraception, which is more expensive
than short-term contraception and usu-
ally provided at clinics. Thus, closing this
particular gap between the rich and the
poor in developing countries will entail
addressing women’s access to contracep-

tives and making all methods affordable.
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As an example, the cost to a couple of
using contraception consistently for
one year (i.e. couple—year of protection)
ranges from 0.1% (for intrauterine de-
vices) to 6.7% (for male condoms) of the
annual per capita houschold consumption
expenditure (281.03 United States dol-
lars) in Ghana,'”'®
we studied.”” Clearly, with the cost per
couple—year of protection being so similar
for short-term and for long-term methods
of contraception, and since wealth-related

one of richest countries
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inequalities are greater in the use of long-
term methods, simply making short-term
methods more widely available or improv-
ing their distribution will not suffice to
close the rich—poor gap.

Our study has several limitations.
We used cross-sectional survey data,
which can only reveal associations rather
than causal relationships between covari-
ates and the outcomes of interest. Al-
though the wealth index has been widely
employed to explore health inequities us-
ing DHS data, there is concern that it is
strongly influenced by community- and
houschold-level factors'” and may not
be robust enough to examine changes in
health inequities. Given that the DHS
follows a standardized methodology,
the wealth index provides the opportu-
nity to make within- and cross-country
comparisons at multiple time points.
Importantly, in the DHS the need for
family planning is designated as having
been met based on a woman’s expressed
desire to either space or limit future
births and not on her stated wish to use
family planning methods to do so, yet the
former was used as a proxy for the latter
in our analysis. Thus, our findings need
to be interpreted with caution, since
women may have used or not used con-
traception for reasons not included in
the regression equations. Furthermore,
we did not adjust for other important
factors (e.g. cultural, social, relationship-
related) that could influence women’s
use of contraception but that are not
explored in the DHS. We also lack data
on contraceptive supply-side factors —
distribution mechanisms, stock-outs,
changes in family planning programme
strength or in donors’ financial support
can greatly influence the overall use of
contraception and the method mix.
Programme downturns will most likely
be felt by the poor.

Additionally, the time between the
two DHS surveys differed slightly for the
13 countries. Because the use of long-term
methods of contraception is low among
all women as well as among women using
some form of contraception, estimating
multivariate models with highly skewed
outcomes is statistically challenging. The
large survey sample sizes provide statisti-
cal power buffers but do not overcome
the empirical limitations that stem from
attempting to explain variations in the
choice of contraceptive methods when
little choice occurs.
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Table 2. Odds of a woman using a long-term method of contraception® when wanting to space rather than limit childbearing and for
those in the richest versus than the poorest wealth quintile, by country and Demographic and Health Survey (DHS) year

Country DHS year Wanting to space® OR (95% CI) Richest wealth quintile OR (95% Cl)
Cameroon 2004 0.24 (0.13-0.41) 1.20 (0.41-3.53)
Cameroon 1998 0.11 (0.04-0.31) 412 (1.04-16.30)
Ethiopia 2005 0.66 (0.36—1.23) 1.53(0.17-13.69)
Ethiopia 2000 0.23 (0.09-0.62) 2.59 (0.39-17.35)
Ghana 2003 0.34 (0.16-0.73) 2.62 (0.80-8.58)
Ghana 1998 0.38 (0.18-0.82) 0.53 (0.18-1.53)
Kenya 2003 0.57 (0.39-0.83) 3.52 (1.67-7.39)
Kenya 1998 0.48 (0.32-0.72) 2.74 (1.52-4.94)
Madagascar 2003-04 0.39(0.13-1.15) 2.18 (0.50-9.56)
Madagascar 1997 0.38 (0.19-0.77) 0.83 (0.27-2.62)
Malawi 2004 0.09 (0.05-0.15) 2.05 (1.11-3.80)
Malawi 2000 0.03 (0.01-0.07) 1.54 (0.90-2.65)
Mozambique 2003 0.09 (0.03-0.22) 3.03 (0.82-11.22)
Mozambique 1997 0.16 (0.06-0.41) 1.24 (0.35-4.39)
Namibia 2006-07 0.06 (0.03-0.14) 3.30 (1.44-7.58)
Namibia 2000 0.16 (0.09-0.29) 2.19 (0.61-7.80)
Rwanda 2005 0.34 (0.16-0.70) 1.34 (0.49-3.65)
Rwanda 2000 0.18 (0.07-0.44) 4.39 (0.79-24.26)
Senegal 2005 0.49 (0.24-0.99) 1.94 (0.69-5.43)
Senegal 1997 0.29 (0.14-0.61) 2.86 (0.44-18.77)
Uganda 2006 0.13(0.06-0.28) 0.78 (0.38-1.61)
Uganda 2000-01 0.13 (0.06-0.29) 1.43(0.59-3.47)
United Republic of Tanzania 2004-05 0.24 (0.14-0.39) 2.14 (1.03-4.44)
United Republic of Tanzania 1999 0.14 (0.05-0.46) 1.07 (0.24-4.77)
Zambia 2001-02 0.14 (0.05-0.40) 6.35 (1.93-20.95)
Zambia 1996 0.09 (0.03-0.23) 6.37 (2.10-19.37)

Cl, confidence interval; OR, odds ratio.

2 The samples comprise only women who were using a method of contraception at the time of the survey. The model was adjusted for women’s residence, education,
age, parity, marital status and complex survey design.
b The reference category is the intention to limit childbearing.

¢ The reference category is the poorest wealth quintile.

Family planning interventions are
among the most cost-effective health
interventions because they are closely
related to maternal and infant health
and survival.**-* Modern contraception
is more than a technical advance; it has
caused a genuine “reproductive revolu-
tion” and is considered a “social vaccine”,
However, the extent to which family
planning programmes succeed in reach-
ing all segments of the population varies
between and within countries butis disap-
pointingly low in all of them. Indeed, it is
safe to say that the need for contraception
is not being adequately addressed among
all segments of society, and especially so
among the poor.**

Commonly accepted components of
successful family planning programmes
include improvements in geographic
and public—private sector access to a
broad mix of contraceptive methods,
availability of competent health-care
providers, promotion of active behav-
ioural change through communications
interventions, and political will.®*>*¢
While we cannot determine how much
each of these factors contributed to
our findings in the 13 study countries,
delivering family planning services that
address clients’ needs, a common aspect
of the rationale and philosophy behind
family planning programmes around the
world, can effectively increase the use
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of contraceptive methods.”” As greater
use is attained, the success of family
planning programmes will increasingly
depend upon how well their services are
tailored to the unique needs of specific
groups of users and how effectively they
address equity issues in service delivery.
Moreover, ensuring that the type of fam-
ily planning offered matches a woman’s
fertility intentions is key to improving
family planning services. Il
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Résumé

Faible recours a la contraception chez les femmes africaines pauvres: une question d’égalité

Objectif Etudier 'utilisation de la contraception dans 13 pays d’Afrique
subsaharienne, évaluer les changements dans la satisfaction des besoins
en matiere de contraception par rapport aux inégalités liées a la richesse,
et décrire la relation existant entre I'utilisation des méthodes contraceptives
a long terme et a court terme, ainsi que les intentions d’une femme en
matiere de fécondité par rapport a la prospérité de son foyer.
Méthodes L'analyse a été réalisée a partir des données de I'enquéte
démographique et sanitaire menée dans 13 pays d’Afrique subsaharienne.
Les inégalités liées a la richesse et ayant un effet sur le recours a la
contraception ont été calculées a partir des indices de richesse des
ménages et des indices de concentration. Des modeles de régression
logistique ont été adaptés pour refléter la probabilité d’utilisation d’une
méthode contraceptive a long terme, avec les ajustements suivants:
le quintile d’indice de richesse, I'intention de fécondité (espacer les
naissances ou arréter toute procréation), le domicile (urbain/rural),
I'éducation, le nombre d’enfants en vie, la situation familiale et I'année
de I'enquéte.
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Résultats Le recours a la contraception a considérablement augmenté
entre les enquétes menées en Ethiopie, 8 Madagascar, au Mozambique, en
Namibie et en Zambie, mais il a légerement diminué au Kenya, au Sénégal
et en Ouganda. Les inégalités liées a la richesse dans la satisfaction
des besoins en matiere de contraception ont décru dans la plupart des
pays, notamment au Mozambique, mais elles ont augmenté au Kenya,
en Ouganda et en Zambie en matiere d’espacement des naissances, et
au Malawi, en Ouganda, en République-Unie de Tanzanie, au Sénégal,
et en Zambie en matiére de limitation du nombre de grossesses. Aprés
I'ajustement de I'intention de fécondité, les femmes appartenant au
quintile le plus riche avaient une plus grande probabilité de pratiquer
une contraception a long terme que celles appartenant au quintile le
plus pauvre.

Conclusion Les programmes de planification familiale en Afrique
subsaharienne présentent différents degrés de succes pour atteindre
tous les segments de la société, toutefois des inégalités persistent et ce,
dans tous les pays.
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Pe3rome

Huskuil ypoBeHb IPMMEHEHN S METOIOB NPeIOTBpaleHNsI OepeMeHHOCTH Cpey OeTHBIX KEHIVH B
crpaHax A puku Kak mpo6aemMa ConyanbHOI CPaBeIINBOCTH

Iens [IpoananmanpoBaTh MCIONb30BaHNE IPOTYBO3a4aTOYHBIX
cpencTs B 13 crpanax A¢puku K fory ot Caxapsl, 4TOOBI
OLIEHUTb JUHAMUKY yAOBIETBOpPeHUs HOTpebHOCTENl B
npefoTBpaleHny 6epeMeHHOCTH, 00YCIOBIEHHYIO
HEpPABEHCTBOM B (/IarOCOCTOSIHMM, U ONMCATb CBS3b MEX[Y
MCIIO/Ib30BAHMEM HOITOCPOYHBIX MO0 KPATKOCPOIHBIX
METOJIOB IIPEfOTBPALeHIIst OePEMEHHOCTH, C OFHOV CTOPOHBI, 11
PEeNpOAYKTUBHBIMI HAMEPEHIUSIMI JKEHIIH 11 6/1ar0COCTOSTHIEM
TOMOXO3AJICTB, C JPYTOI.

MeTons! beit poBe/eH aHaN3 JaHHBIX VIccmenoBans B 06/1acTu
memorpaduu 1 3gpaBooxpaHenus mo 13 crpanam Adpukn
Kk tory or Caxapsl. [IponsBoguics pacuyeT o6yCIOBIEHHOTO
671arococTosiHNEM HepaBeHCTBAa B MCIONb30BAHUU
MPOTNBO3a4aTOYHbIX CPEJICTB C MPUMEHEHNMEM MHEKcCa
671ar0COCTOSIHMSI JJOMOXO3SIICTB U MHIEKCAa KOHI[EHTPAL[UIL.
OcymecTBnAnach MOJATOHKA MOJie/ell JTOTUCTUYECKOI
perpeccun 1o BepOATHOCTM UCIIO/Ib30BaHMA JONTOCPOYHOTO
MeTofa MpeROoTBpAIleHNs] 6epeMEHHOCTI C IOIPABKO Ha
KBUHTW/Ib MH/IEKCA 0/1ar0OCOCTOSHUS, PENPOYKTUBHbIE
HaMepeHus1 (YCTaHOB/ICHe IHTEPBA/Ia MEXTY POXKEHISIMY WV
IIpeKpalljeHIe e TOPOKIEHMIN ), MeCTO XKUTENbCTBA (TOpOficKue/

CeIbCKIe pailoHbI), 00pasoBaHIe, KOMMYECTBO KVBYIVIX JeTelt,
ceMelTHOe IOIOYKeHe U TOf] IPOBeIeHNA UCCTeOBaHMA.
PesynpraThl B mepuopn Mexnmy mccnenoBaHUAMN YPOBEHD
UCIO/Ib30BAHVS POTMBO3aYaTOYHBIX CPEJICTB 3HAYUTEIBHO
Bo3poc B 3ambun, Magarackape, Mosam6uke, Hamnbun n
Sdmomnun, Ho Heckonbko cHy3mcs B Kernu, Cenerase n Yraupe.
B 6ombinHCTBE CTpaH, 0cobeHHO B MosaMO1Ke, 00yC/IoB/IeHHOE
6/1arocoCTOsAHMEM HEPABEHCTBO B YIOB/IETBOPEHNM HOTPEOHOCTI
B IIPeTOTBPAILeHIN OepeMEHHOCT CHU3WIOCh, OTHAKO B 3aMOuit,
Kenym 1 Yranje oHO BO3POCIIO € y4€TOM YCTaHOB/IEHNA MHTEPBa/Ia
MEXJy poXfeHusAMH, a B 3ambun, Manasu, O6beaHeHHO
Pecniy6nyke TaHsanum u YraHzie — ¢ y4eTOM IIpeKpalleHus
metopoxaeHuit. C HOIpaBKoil Ha PeNpOIyKTUBHbIC HAMEPEHN,
JKEHILMHbI 113 GoraTeliiieli KBMHTIIVN 6/Iar0COCTOSIHILA C OOTIbIITel
BEPOSITHOCTBIO, UeM JKEHIIVHBI U3 OelHeliliel! KBUHTUIN,
UCIIOIb30BA/IN [JOTITOCPOYHbIE METOABI NMPEeLOTBPAleHNs
6epeMeHHOCTHL.

BsiBop OxBaT Bcex CerMeHTOB 0011IeCTBa PV OCYIIeCTBICHUN
IpOrpaMM IUIAHMPOBAHNSA CeMbM B CTpaHaX AQpPUKIM K 10Ty OT
Caxapbl TOCTUTAeTCs C IIePeMEHHbIM YCIIEXOM, OffHAKO BO BCeX
CTpaHaxX COXPaHsIETCsl HEPABEHCTBO.

Resumen

Escasa utilizacion de anticonceptivos entre las mujeres pobres de Africa: una cuestion de igualdad

Objetivo Analizar el uso de anticonceptivos en 13 paises del Africa
subsahariana, evaluar los cambios en las necesidades de anticoncepcion
cubiertas en relacion con una distribucion desigual de la riqueza y describir
la relacion existente entre el uso de métodos anticonceptivos (comparando
el uso alargo y corto plazo) y las intenciones de embarazo de una muijer
en funcion del nivel econdmico de la unidad doméstica.

Métodos El andlisis se realizd empleando los datos de una encuesta
sobre salud y datos demograficos procedentes de 13 paises del Africa
subsahariana. Se calcularon las desigualdades en el uso de métodos
anticonceptivos relacionadas con el nivel econdmico, empleando los
indices de concentracion y de economia de la unidad familiar. Respecto
a la probabilidad de emplear un método anticonceptivo a largo plazo,
se adaptaron modelos logisticos de regresion con ajustes del quintil de
ingresos, la intencion de embarazo (espaciar los nacimientos frente a dejar
de tener hijos), la residencia (urbana/rural), la educacion, el nimero de
hijos vivos, el estado civil y el afio de la encuesta.

Resultados El uso de métodos anticonceptivos ha aumentado
considerablemente entre las encuestas de Etiopia, Madagascar,
Mozambique, Namibia y Zambia, si bien ha registrado un ligero descenso
en Kenya, Senegal y Uganda. Las desigualdades de tipo econémico a
la hora de cubrir la necesidad de utilizar métodos anticonceptivos han
disminuido en la mayoria de los paises, especialmente en Mozambique,
pero han aumentado en Kenya, Uganda y Zambia en relacion al
espaciamiento de los embarazos, y en Malawi, Republica Unida de
Tanzania, Senegal, Uganda y Zambia respecto a la reduccion de la
maternidad. Tras realizar el ajuste de la intencion de embarazo, era mas
probable que las mujeres que se encontraban en el quintil mas rico
emplearan un método anticonceptivo a largo plazo que las mujeres que
se situaron en el quintil mas pobre.

Conclusion Los programas de planificacién familiar en el Africa
subsahariana surten efecto de manera irregular en todos los segmentos
de la sociedad, si bien las desigualdades persisten en todos los paises.
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