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The concept of “unmet need for family planning” has been in the research literature for two decades and its measurement has now become a standard tool in the trade.
 The basic concept has remained largely unchanged, i.e., fecund women who want to postpone the next birth or avoid any further childbearing but who are not using contraception. The early version of the measurement focused on the limiting rather than on the spacing dimension of the variable but this reflected data availability rather than theoretical issues. The measurement of Unmet Need has undergone several transformations and is still subject to criticism and suggested revisions. In this essay, I review some of these suggestions and indicate my judgment about how the measure ought to be modified in the future.

Purposes

The assessment of Unmet Need has several purposes. Its most direct use is to determine the potential demand for family planning, in particular the magnitude and characteristics of the unserved parts of the population. Women in need can be identified in terms of their region of residence, language, ethnic group, education, and so on. The Demographic and Health Surveys (DHS) also includes information about women’s reasons for nonuse and intentions to use in the future. Thus, in our recent comparative work on unmet need
, we discovered that large fractions of women in many developing countries who were classified in the Unmet Need category said nevertheless that they did not intend to use any method of contraception. We were able to classify those women by the principal reason for not intending to use, e.g., ambivalence about future childbearing, lack of information about methods, health concerns and fear of side effects, opposition for religious or other reasons, infrequent sex, and so on.
 Such intelligence is presumably useful in the administration of family planning programs.


Another related function is to contribute to the evaluation of these programs. We have published a statistic called the “Percentage of Demand Satisfied” which is essentially the proportion of women using a method divided by the sum of users and unmet need. This statistic has been shown both for Total Demand and for its spacing and limiting components. It is a kind of report card but it should be kept in mind that the populations of these countries are growing rapidly with more and more women in need of services. Moreover, the number of children desired is falling dramatically in many developing countries which means that Unmet Need is a moving target and will rise during the early stages of the fertility transition. The combination of these two forces results in a rapid growth in the demand for fertility control.


The assessment of Unmet Need is also very relevant to an important element in population policy discussions
. Given the goal of reducing the rate of growth of many countries and international agencies, there is the important question of how much of a reduction in fertility can be realized by the satisfaction of existing but unsatisfied demand. Since there is a very high correlation between the total fertility rate and the contraceptive prevalence rate, we are able to estimate the extent to which fertility can be reduced by “simply” meeting this existing demand, i.e., by reducing unmet need. The answer to this question is at the heart of an ongoing debate in population circles which hinges on the issue of whether high fertility is being sustained more by the desires of couples than by the unsatisfied demand. This issue has been addressed at length elsewhere. Suffice it to say here that our findings for a large number of countries indicate, even with very conservative assumptions about how much of the existing unmet need can realistically be satisfied, that substantial potential reductions in fertility are implied
.
The Label

The first issue is the term itself. “Unmet Need” does have, as Pritchett has observed
, a kind of patronizing quality. Perhaps the term “unsatisfied demand” would be an improvement. In our work with DHS data, we have defined Total Demand (or, perhaps more precisely, Total Potential Demand) as the sum of current use and unmet need, which continues to seem satisfactory. Although the term Unmet Need could be improved, it has been around for perhaps 25 years now and therefore has some recognition value which leads me to conclude that despite its shortcomings, we should probably focus our efforts for improvement on its measurement rather than on its label.

The Subject Coverage

One suggested expansion of the concept of Unmet Need has been to include not only family planning but also health criteria as well: for example, women who are younger teenagers or who are over 35 or 40 years of age; women whose preceding birth was less than two years earlier; and women who have had four or more births already. The incorporation of these health measures was proposed by Rutstein
 five years ago and more recently by DeGraff and de Silva
. My own view is that although such criteria may indeed be relevant to a woman’s health and therefore to whether childbearing at the particular time is in her best interests, there are many other considerations that may enter into the decision (if indeed any “decision” is involved). Why should “need” be expanded only to health considerations? What about economic criteria or the education of children or any of the many other considerations that might be relevant? All of these variables are implicitly accounted in the woman’s reproductive intentions or attitudes; trying to make one or another of the components explicit seems arbitrary at best and further complicates the measure.


Another proposal has been to expand the Unmet Need concept to recognize only modern methods of contraception on the grounds that some of the traditional methods offer inadequate protection against the risk of unwanted pregnancy
. Again, I think that this would extend the measure beyond its now clear, main objective. That objective is to identify fecund women who are not using any method of contraception and who wish to avoid or postpone pregnancy. To exclude women using traditional methods would confuse the concept. Such women may indeed be in need of more effective methods but that is a different concept.


There is also the question of abortion, which is a form of birth control rather than contraception. In countries where abortion is the principal form of birth control with little contraception available, one could theoretically argue that the absence of abortion services for women who wish to avoid childbearing is a form of unmet need. It has also been argued that it should play a role as a back-up to contraceptive failure. Given the chronic under-reporting of abortion in fertility surveys, it seems sensible and more appropriate to limit the concept to the Unmet Need for contraception.


Fecundity

Fecundity status is important to measure for the estimates of Unmet Need in order to remove the infecund from being classified as in need. The DHS classification system begins with women who are not using contraception and who are neither pregnant nor amenorrheic. . To be classified as infecund, these nonusers had to be married at least five years and not have used any method and not had any birth during that period. Several additional categories of nonusers (who are neither pregnant nor amenorrheic) are also regarded as infecund. These include women who have not menstruated in the past six months, those who reply to the question on reproductive intentions that they cannot get pregnant, and women who, in response to the question on why they do not intend to use any method, state that they are in menopause. An average of 15 percent of currently married women were classified as infecund in the 26 countries participating in the DHS II. This is not a good estimate of the true infecundity rate in a population because it is influenced by the proportion of women using contraception. It is much higher in countries where little contraception is practiced and lower in countries with high contraceptive prevalence rates. In part this is because there is some unknown infecundity among users of methods.


We also estimated infecundity for never-married women. Most of the infecundity of these women (which averaged below 10 percent across the sub-Saharan countries) is because of the very young women who have not reached menarche.


These behavioral criteria for the classification of fecundity are different from the subjective reports of women in the World Fertility Survey. Typically, slightly more women are classified as infecund by the behavioral criteria than by the subjective method. The two in combination would probably provide the best measure.

Spacing and Limiting 

One of the innovations introduced in the DHS was the inclusion of questions to facilitate distinguishing between the Unmet Need for Spacing and the Unmet Need for Limiting. The basic operational definition is between women who want to wait at least two more years before having their next child and women who want no more children at all. (In the DHS measure of Unmet Need, the pregnant and amenorrheic women were classified according to whether they reported that pregnancy as mistimed or as unwanted).


There is every reason to believe that such a distinction is useful to family planning program administrators. For example, the kinds of methods used would typically be different for spacing and for limiting purposes. There has also been the presumption that the use of contraception for whatever reason will increase birth intervals and reduce fertility rates. In sub-Saharan African countries where the use and demand for contraception is primarily for spacing purposes, the rationale for programs has been focused on the health of mothers and children.


There is some mounting evidence from current research on sub-Saharan African countries, however, that the effect on fertility of the use of contraception for spacing purposes is minimal at best.
 Birth intervals in which some method has been used to space births appear to be only a few months longer than intervals of nonusers who want more children. There are numerous possible explanations for this unexpected result which include high failure rates, self-selection of the more fecund women into the ranks of users, the substitution of contraception for postpartum abstinence, and several other hypotheses which are currently being explored.

Another suggestive piece of evidence for the limited fertility effect of the use of contraception for spacing comes from a disaggregation of the Contraceptive Prevalence Rate into its two additive components: the proportion using for spacing and the proportion using for limiting. The overall correlation between the CPR and the TFR is very high; our most recent estimate, based on 50 different developing countries yields an estimate of 81 percent of the variance of the TFR accounted for by the CPR. The corresponding estimate for the spacer component of the CPR and the TFR is 34 percent; for the limiter component, it is 79 percent.


If the minimal effect on birth interval lengths of the use of methods for spacing is sustained in our further research, it has serious implications for the programs which promote contraception in order to increase the health benefits for mothers and children of longer intervals.


Even if the direct fertility effect of the use of contraception for spacing is minimal, there remains the possibility that by involving women in the early use of contraception, there may be a delayed impact on total fertility, that is, that women might have fewer children eventually if they begin use as spacers. This possibility is also being explored although the DHS data are not ideal for such an analysis. What can be evaluated with these data is whether current limiters who began their contraceptive practice as spacers have lower fertility than women whose first use was for limiting purposes.

Pregnant and Amenorrheic Women
In the early formulation of the measurement of Unmet Need, women who were pregnant or amenorrheic were excluded from need on the grounds that they were not currently exposed to the risk of conception
. In the evolution of the measure, this assignment was subsequently altered for logical reasons. Imagine a population in which all fecund women were unintentionally pregnant or amenorrheic following a birth that had not been wanted. One certainly should not conclude that there is no unmet need in such a population because they are currently not exposed to the risk of pregnancy; indeed, if anything, the obverse would be more sensible. Thus, on these grounds the pregnant and amenorrheic women were to be included somehow but it is far from obvious how this should be done.

One solution would be to treat them exactly the same as women currently exposed to the risk of an unintended pregnancy and determine their need status from their intention about the next child. This solution was rejected because it was felt that pregnant women or women who recently had given birth would not be able reliably to separate their feelings about a future birth from those about the current or very recent event. The algorithm developed for the DHS was to classify such women not on the basis of their reproductive intentions but rather retrospectively on their reported intention at the time of that event
 (see Figure 1). 

There are several problems with this approach. One is that it departs from the current status level of measurement. For pregnant women, this may be inconsequential since many have been pregnant for only a few months. For amenorrheic women, however, the event of the birth may have been a year or longer before the time of the interview. Another problem is that recent research has raised serious questions about the reliability of the information on planning status. In the DHS longitudinal study conducted in Morocco in 1992 and 1995, we were able to examine the consistency with which women give the same response about the wanted status of their most recent birth, i.e., the last birth in the two years preceding the 1992 interview.
 The results are sobering: two-thirds of the women who in 1992 had reported that birth as unwanted changed their response to “wanted” three years later. Only 22 percent of those who reported the birth as mistimed gave the same response the second time. This amount of unreliability, if it is generalizable to other countries, is more than enough to suggest a reconsideration of the use of this kind of information. There is also the issue that many of these women for whom the pregnancy was indeed wanted may wish to regulate their childbearing in the near future.

The amenorrheic women, alternatively, can be treated in the same way as other nonpregnant fecund nonusers and classified on the basis of their reproductive intentions. This would have two drawbacks: it could overestimate unmet need because these women are not yet exposed to the risk of another pregnancy and, as noted above, the woman’s intention could be influenced by the recent childbirth. There is no perfect solution here; my judgment is that shifting to the current reproductive intention is a better bet for the amenorrheic women than using their report of the wanted status of that last birth.

To illustrate the implication of this change in definition, we reclassified the amenorrheic women in Kenya (the 1993 DHS) according to the new algorithm and it increased the overall amount of unmet need by seven percentage points. There was also a significant shift between the two unmet need categories. The unmet need for spacing declined from 62 to 46 percent of the total unmet need with the unmet need for limiting increasing from 38 to 54 percent of the total need. These increases are attributable to the change in the classification of amenorrheic women from the report of the wanted status of the last birth to their intention about another child, that is a shift to a higher parity. The increase in the estimated total Unmet Need from 35.5 to 42.4 percent is not trivial. As a current status measure it represents an overestimate since these women are not immediately at risk of pregnancy and therefore are not immediate clients for family planning.

The Unmet Need classification of the currently pregnant women in some ways is even more of a problem than the amenorrheic women, although more women are amenorrheic than pregnant in many of these countries. The very fact of being pregnant could certainly influence one’s attitude toward an additional child in the future. The results from the Morocco study in which the reported planning status of the pregnancy current at the time of the 1992 interview is compared with the retrospective report in 1995 are as dismaying as the general results described above for the last birth. About one-half of the women who in 1992 reported the pregnancy as unwanted three years later reported the same event as having been wanted. Less than a quarter that had reported the pregnancy as wanted but mistimed gave the same response when reinterviewed in 1995. One could, of course, argue that it is the initial report that matters and that post factum rationalizations are irrelevant. With currently pregnant women, the event being reported was only months in the past whereas with amenorrheic women the event would have been more distant thereby permitting rationalization to develop over a longer time.


There seems to be no perfect solution to the problem of how to treat pregnant or amenorrheic women in the Unmet Need classification system. The women who are technically at risk currently are the 24.6 percent of the Kenyan women who are fecund, not using any method, and neither pregnant nor amenorrheic. This more narrow definition would reduce the total amount of unmet need from 42.4 to 18.1 percent but it would completely exclude all pregnant and amenorrheic women of whom 80 percent would be classified in need according to the criteria described above. 

A New Proposal

I would like to propose a new algorithm for consideration (see Figure 2) which addresses, though not perfectly, the problems of the classification of the pregnant and amenorrheic women and which enriches the program usefulness of the measure. The detail and complexity of the algorithm are increased but they can be summarized if desirable (see Figure 3).


As in the standard measure, currently married women are first divided into the two categories of users and nonusers. Following the same criteria as now followed in the DHS, the infecund are then removed. The next step is to remove women who say that they want another child soon, that is, within the next two years. In the Kenyan DHS in 1993 which is used here to illustrate the measure (see Figure 2), this eliminates 12.9 percent of all married women for reasons of infecundity and an additional 7.6 percent who want another child soon plus the 32.8 percent who are currently using a method. We are now left with 47 percent of the women potentially in need of family planning services who are: not using any method, who are fecund, and who want either to delay or to prevent further childbearing. More than half of these women are either pregnant or amenorrheic. 


These remaining 47 percent are now divided into four groups of women on the basis of whether they have ever used a method in the past and whether they intend to use any in the future. We know from our analyses of longitudinal data collected in Morocco that these two variables are the strongest predictors of contraceptive use. A total of 81 percent of nonusers who had used in the past and intended to use in the future actually used in the subsequent three years, compared with only 9 percent who had never used and did not intend to use.

The first category comprises women who have used in the past and who intend to use in the future: 14 percent of all Kenyan married women are in this category. Most of these women are either pregnant or amenorrheic; they comprise 9.2 percent of all married women and are defined as outside of the Unmet Need category. Many of them had discontinued in order to have another child and given their past contraceptive usage and their intention to resume use it does not seem appropriate to regard them as in need. The remaining group in this first category who are neither pregnant nor amenorrheic, however, have not resumed use and are at risk of an unintended pregnancy. They are subdivided into those who want to postpone the next birth at least two more years and those who want no more children and are classified respectively as having an Unmet Need for Spacing and an Unmet Need for Limiting.


There now remain 33 percent who are further potential candidates for Unmet Need. The second new category consists of women who have used but do not intend to use (4.2 percent of the total). These are the discontinuers. A small fraction (0.8 percent) are pregnant or amenorrheic and say they want more children; they are removed from the Unmet Need assignment because of the indeterminate time of their potential need. Those pregnant or amenorrheic women who want no more children (0.3 percent) are considered as in need for limiting, despite the fact that it will be some months before they are at risk again. The distinction between the two groups is that although the resumption of ovulation is just as unpredictable for the latter group, the fact of wanting no more children is a firmer basis for inferring need than is the combination of when ovulation will resume and how much longer the woman would then like to wait before the next pregnancy. Women who are neither pregnant nor amenorrheic are assigned to the Unmet Need for Spacing or for Limiting depending upon whether they want to wait at least two more years before the next birth (1.1 percent) or they want no more children (2.0 percent). 


The third category comprises women who have never used but who intend to use which is the largest of the four categories (19.3 percent). Two-thirds of this group are pregnant or amenorrheic and are evenly divided between those who want more and those who want no more children. The same logic is applied as for the former category. The subset who want more children (6.4 percent) are excluded from the Unmet Need classification but the 6.8 percent who want no more children are assigned to the Unmet Need for Limiting category. Similarly, those women who are neither pregnant nor amenorrheic are classified as having an Unmet Need for Spacing if they desire to postpone the next child (3.5 percent) or an Unmet Need for Limiting if they want no more children (2.6 percent). 


The last category consists of women who never used and do not intend to use any method, a total of 9.2 percent. A third of these (3.5 percent) are considered not in need because they are pregnant or amenorrheic and want more children. The remaining women are assigned to one or the other Unmet Need category depending on their reproductive intention.

Although intention to use a method is featured in the proposed algorithm, it can also be viewed as a cross-tabulation of women by whether they are pregnant or amenorrheic and their reproductive intention. Nonetheless, it is relevant to reiterate here that intention to use a method has a very strong predictive validity for subsequent use as observed in the DHS Morocco panel study.


The total number of married women in the Unmet Need category following this logic is 26.8 percent, significantly lower than the 35.5 percent estimated in the DHS Comparative Report. There are several advantages to this new classification system. One is that the ratio of those in need for spacing to those in need for limiting is very similar to the ratio of those using for these purposes. The DHS system showed just the opposite ratio. This is partly the result of a more realistic classification of pregnant or amenorrheic women who want more children. The time when these women might be in the market for a method to space the next birth is indeterminate since it will depend both on when ovulation resumes and how long after that they might wish to postpone the next pregnancy. The P/A woman who wants no more is much more likely to use a method both because her motivation will presumably be stronger and because the timing of her use depends only on when ovulation resumes without the additional complication of knowing how much longer she might wish to postpone pregnancy. Moreover, the needs of limiters are more important to serve than those of spacers.

There may still be some overestimate of unmet need because over 10 percent of women who do not intend to use any method give as the main reason that they have difficulty becoming pregnant These are women who were not removed as infecund but perhaps should be so defined. Another advantage is that all women are now on the same current status level of measurement. A final advantage of this system is that it yields useful subcategories as shown below:

Type of Unmet Need:





Supplies..........................
Have used, intend to use........
4.8%



Never used, intend to use......
12.9


Motivation......................
Discontinued..........................
3.4



Never used, not intend to use
5.7







Unmet Need for Spacing...................................................
9.3


Unmet Need for Limiting..................................................
17.5







Pregnant or Amenorrheic..................................................
8.7


Neither...............................................................................
18.1






Total Unmet Need....................................................................................................
26.8

This kind of information should be of some value to program administrators. As indicated in Figure 2, further detail is available such as the Spacing and Limiting composition of the four types of Unmet Need.
One other treatment of the amenorrheic women was tested which involved redefining such women as amenorrheic only if the duration since their last birth was less than seven months. This cut-off (somewhat arbitrary) was selected because of the increasing likelihood of ovulation resuming as the interval from the last birth increased. The result was to increase the estimate of Total Unmet Need from 27 to 33 percent. This modification is not preferred because the women are reporting that they are currently amenorrheic regardless of its duration and would be unlikely to use contraception under the circumstances. It also departs from the self-definition logic.

Marital Status

The measurement of unmet need has been focused largely on currently married women. This is not because unmarried women are never in need of contraception; quite the contrary, there has long been concern about premarital and teenage pregnancy in many parts of the world. The exclusion of unmarried women is because of the difficulties in obtaining certain elements of the measure. The problem is particularly apparent for the never-married young women. For many, the relevant questions about reproductive intentions assume that they are or will be married. For virtually all young women in developing countries, the idea of never having any children is foreign, so asking such a question is both strange and for most women assumes marriage. 

Another difficulty in adapting the measure to the never-married woman is that one must determine whether she is exposed to the risk of pregnancy, i.e., whether she is sexually active. In some countries, never-married women are not even included in the surveys because of the presumed sensitivities to inquiry about such subjects. In countries where they are included, there is the question of the reliability of the information on sexual activity. In the Latin American countries, the proportion of single women who admit having had sexual relations seems much too low; in the sub-Saharan African countries, the reports are much more credible. Since the women who are not sexually active are not included in the measurement of unmet need, this is a critical piece of information.

An associated issue relates to the frequency or recency of sexual activity. Is the unmarried teenager who had sex only once or twice over a year ago at risk? Of course, some currently married women become sexually inactive for long periods of time so that the assumption that all married women are at risk of pregnancy is clearly wrong. Yet, the status of being married has carried the presumption of exposure. 

In our recent comparative report for DHS
, we developed an algorithm for estimating Unmet Need for never-married as well as for formerly married women. The sexual exposure issue for the never-married women was handled by using two criteria. The primary definition was for women who reported having had sex in the past month but an additional estimate was provided for those who reported ever having had sex. For the 19 sub-Saharan African countries for which Unmet Need was estimated for never-married women, the average was 9 and 17 percent for the two definitions respectively. 

There is another interesting issue with respect to the Unmet Need estimate for never-married women, namely the assumption that these women are all motivated to avoid childbearing before marriage. This Western assumption may be especially inappropriate in the sub-Saharan African countries where in some societies a demonstration of fertility may be relevant to the prospects for marriage. An average of one-third of the never-married women in these 19 countries who were currently pregnant or amenorrheic reported that the conception had been intended. Another piece of evidence that we have on this subject is based on the responses to a question about how (non-pregnant) women would feel if they became pregnant in the next few weeks. An average of almost half of the sexually active, never-married women in the sub-Saharan African countries in the DHS-I (where the question had been included in the survey) replied that they would be happy or indifferent if they became pregnant in the next few weeks. This result is consistent with that for the pregnant and amenorrheic women. Both pieces of evidence may be quite unstable and may only reflect the generally euphoric feelings that African women typically have about children. It seems appropriate, however, to take the women at their word and limit the estimate of Unmet Need to those women for whom there is some direct rather than presumptive evidence that they wish to avoid pregnancy. 


Since most never-married women are very young, all of the estimated need is assumed to be for the postponement of fertility rather than for the avoidance of childbearing altogether. Thus, all need for this group is to classify as Unmet Need for Spacing, which, of course, carries implications for the types of methods to be made available.


We have also developed an algorithm for estimating Unmet Need for the formerly married women, a category that may be small in number but which should not simply be ignored. The logic of the measurement followed for this group is very similar to that for the never-married women except that it is assumed that they are all currently motivated to avoid pregnancy. The estimate is confined to formerly married women who report that they were sexually active in the past month.

Couples 
The estimates of Unmet Need for women in the three different marital statuses can be aggregated into an estimate for all women of reproductive age. In theory, this represents an improvement over restricting the estimates to currently married women only. Nevertheless, the husband or partner is a conspicuous omission in the whole measurement approach and may very well be an important explanation of why unmet need levels are high in some countries. There is currently some experimental work in progress to develop a measure for couples.
 We have independent measures of reproductive intentions for male partners for an increasing number of mainly sub-Saharan African countries which is the additional key ingredient in the algorithm for the couple. The algorithm is complicated by polygynous marriages. Early indications are that the addition of the partner reduces the overall estimates of Unmet Need considerably.

Further Research
The most useful direction for research intended to improve the measurement of Unmet Need would be to try to develop an indicator of the strength of motivation to adopt contraception. Presumably, those who have already become users have a stronger motivation (on average) to avoid or postpone pregnancy than those classified with an unmet need. In theory, then, the major difference between the two groups may lie in the intensity of the intention to avoid pregnancy. On the other hand, many women in the Unmet Need category may be equally motivated to control fertility but may be frustrated by lack of information, concerns about the health implications of methods, their partner’s opposition to contraception, moral or religious objections, or a belief that they are only at low risk of becoming pregnant. Whether users have never had these concerns or whether they have overcome them is a large unanswered question and one to which John Casterline and his associates have called attention in their work in the Philippines
.


How to tap these motivational differences in the format of survey research is the challenge
. The main effort in this direction by the DHS, as noted earlier, is the inclusion of a question about how the woman would feel if she became pregnant in the “next few weeks”. This question, which has been used in our work on Unmet Need seems useful but it needs expansion. Also, the question has been addressed so far only to nonusers but this is being altered to include users as well. The inclusion of both categories of women is in the spirit of the Casterline approach. In addition, it will also afford the opportunity to introduce a motivational dimension into the analysis of contraceptive failure, for example, in the difference in failure rates between spacers and limiters.
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