
Trends in Modern Contraceptive
Use among Young Adult Women in
sub-Saharan Africa 1990 to 2014

Julia Andrea Behrman, Kelsey Quinn Wright, Monica J. Grant,
and Erica Soler-Hampejsek

This article provides updated estimates of trends in modern contraceptive
use among young adult women (aged 15–24) who have had sex, using De-
mographic and Health Survey data from 23 sub-Saharan African countries
(1990–2014). In East/South Africa, parous women had higher modern contra-
ceptive use than nulliparous women and larger increases in modern contracep-
tive use over time. In the West/Central region, nulliparous women had higher
modern contraceptive use than parous women and larger increases in modern
contraceptive use over time. Most of the increase in modern contraceptive use
was driven by an increase in short-acting—rather than long-acting—methods
across regions and parity groups. Although parous women had higher unmet
need for family planning in both regions, nulliparous women had larger in-
creases in unmet need for family planning over time in the East/South region.
Decomposition analysis suggests that increases in use of modern contracep-
tives are largely driven by increases in the rate of contraceptive use rather than
changes in the parity composition of women.

The fertility transition has started virtually everywhere in sub-Saharan Africa; fertil-
ity decline, however, has been slower and later than in other regions of the world
(Bongaarts and Casterline 2013; Bongaarts 2016). Given the high levels of fertility,

considerable policy and programming has focused on improving women’s access to and use
of modern contraceptives. For example, the 2006 Maputo Program of Action—which was
signed by 48 African Union member countries—called for universal access to reproductive
health services by 2015. Following the 2012 London Summit on Family Planning, more than
41 countries committed to the principal that access to life-saving contraception is a fun-
damental right for women around the world. As a result of these and other efforts, the av-
erage median modern contraceptive use among married women in sub-Saharan Africa in-
creased from 3 percent in the 1970 to 1984 period to 18 percent in the 2000 to 2015 period
(Tsui, Brown, and Li 2017). Nonetheless, rates of modern contraceptive use in Africa are
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320 Trends in Modern Contraceptive Use among Young Adult Women

considerably lower than in other regions of the world, raising important questions concern-
ing how to meet the contraceptive needs of underserved African women.

There is consensus that more research, policy, and programming attention needs to be
paid specifically to the reproductive health needs of young adult African women, who of-
ten have particularly low contraceptive use (Bearinger et al. 2007; Bankole and Malarcher
2010; Prata, Weidert, and Sreenivas 2013; HIP 2015; Santhya and Jejeebhoy 2015; Radovich
et al. 2018). Young adult women have a unique set of reproductive health needs and face dis-
tinct challenges in accessing reliable contraception (Marston andKing 2006;Williamson et al.
2009; Chandra-Mouli et al. 2014). While considerable research focuses on contraceptive use
amongmarried womenwho have started childbearing (Cleland, Ndugwa, and Zulu 2011; Do
and Kurimoto 2012; Tsui, Brown, and Li 2017), sexual activity prior to marriage is common
among young African women and is increasing in many places along with increases in age at
first marriage (Lloyd 2005;Mensch, Grant, and Blanc 2006; Biddlecom et al. 2008; Bongaarts,
Mensch, and Blanc 2017; Clark, Koski, and Smith-Greenaway 2017). Recent policy and pro-
gramming emphasis on integrating family planning services into postpartum care and infant
and child health services (e.g., immunization visits) (HIP 2013, 2017) may overlook the con-
traceptive needs of young sexually active women who have not initiated childbearing. The
persistence of birth spacing as the dominant rationale for family planning programs in sub-
Saharan Africa may also mean the contraceptive needs of mothers are prioritized over those
of childless young women (May 2017).

This article provides updated estimates of trends in modern contraceptive use among
young adult women (aged 15–24) who have had sex, using Demographic and Health Sur-
vey (DHS) data from 23 sub-Saharan African countries. We present trends over time be-
tween 1990 and 2014 in the modern contraceptive prevalence rate (mCPR), the long-acting
reversible contraceptive prevalence (LARC) rate, the short-acting contraceptive prevalence
rate, and unmet need for family planning (including unmet need for both modern and tra-
ditional methods). We disaggregate by region, country, and parity status. We calculate the
annualized rate of change for all the indicators to quantify changes in modern contraceptive
use between regions, countries, and parity groups. In addition, we conduct a decomposition
analysis to assess the relative contribution of changes in parity distribution versus changes in
the modern contraceptive use rate within parity groups to the overall change in the modern
contraceptive use rate between 1990 and 2014.

Although both modern and traditional contraceptive methods are common in Africa
(Blanc et al. 2009; Rossier and Corker 2017), we focus onmodern contraceptive methods be-
cause modern methods are more reliable and in some instances (such as with barrier meth-
ods) protective against sexually transmitted infections. Furthermore, modern methods must
be attained in a clinic, store, or other outside facility, and thus may be particularly difficult
to access for young adult populations, making them of interest to this study. Nonetheless, al-
though the focus of the study is on modern methods, the exclusion from the analyses of the
use of traditional methods couldmean that the picture of young adult women’s contraceptive
use is only partially complete.

Our analysis enhances current scholarship on young adult women’s reproductive health
in Africa in three key dimensions. First, we provide updates to earlier studies by Cleland
and Ali (2006), Cleland, Ali, and Shah (2006), and Blanc and colleagues (2009) on trends in
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modern contraceptive use among young adult African women. Our analysis also comple-
ments recent scholarship that has explored young adult contraceptive prevalence, but not
changes over time (Chandra-Mouli et al. 2014; Radovich et al. 2018). Second, we disaggre-
gate all analyses by parity status in contrast to many studies on the topic that examined how
contraceptive use varies bymarital status (Cleland, Ali, and Shah 2006; Blanc et al. 2009;Mac-
Quarrie 2014; Hounton et al. 2015; Radovich et al. 2018). In doing so, we contribute to a small
but growing literature highlighting that parous women who have had a child and nulliparous
women who have not had a child may have differential access to reproductive health services
and differential reproductive health needs. This is particularly relevant because premarital
births are rising in many places in Africa (Clark, Koski, and Smith-Greenaway 2017), and
marriage and first birth may represent distinct social processes. Indeed, others have found
evidence that while the length of time between age at first sex and age at first marriage has
increased over time, the gap between age at first marriage and age at first birth has narrowed
(Bongaarts, Mensch, and Blanc 2017). Third, our decomposition exercise demonstrates the
importance of distinguishing use rate versus compositional effects when looking at contra-
ceptive uptake.

Young Adult Women’s Use of Modern Contraceptive Methods in
sub-Saharan Africa

Since the 1980s, contraceptive use among young adult women in sub-SaharanAfrica has been
increasing in linewith global trends (Cleland andAli 2006; Cleland, Ali, and Shah 2006; Blanc
et al. 2009; Chandra-Mouli et al. 2014; Radovich et al. 2018). For example, a study of young
adult women from 18 African countries suggests that the median proportion of condoms for
pregnancy prevention use rose from 5 percent to 19 percent between 1993 and 2001 (Cleland
and Ali 2006). Nonetheless, available evidence suggests that young adult women dispropor-
tionately use short-term methods (e.g., condoms), whereas older African women use a com-
bination of short- and long-term methods (Radovich et al. 2018). Furthermore, on average
26–30 percent of currently married women ages 15–24 and 40–41 percent of currently un-
married women ages 15–24 report an unmet need for family planning in the West/Central
and East/South regions of Africa (MacQuarrie 2014).

Given the vast heterogeneity of sub-Saharan Africa, there are likely regional differences
in young adult women’s contraceptive use. Among women of reproductive age (i.e., 15–49),
modern contraceptive use is higher in East and Southern Africa than in West and Central
Africa (Tsui, Brown, and Li 2017), and it is plausible that trends would be similar for young
adult populations. In part, these regional differences reflect divergent trends in economic de-
velopment and governments’ willingness to support family planning initiatives (May 2017;
Mbacké 2017). The comparatively higher HIV/AIDS prevalence in the East and Southern re-
gions has also led to additional policy and programmatic attention on condom use in this re-
gion. Youngwomen’s educational gains have also been larger in the East and Southern regions
than the West and Central regions, which has contributed to changing trends in transitions
to adulthood in these regions (Bongaarts, Mensch, and Blanc 2017).

Considerable literature explores how young adult women’s contraceptive use varies
by marital status, with several studies indicating that contraceptive use is higher and has
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increased more among sexually active unmarried young women than among their married
counterparts (Blanc et al. 2009; Tsui, Brown, and Li 2017; Cleland, Ali, and Shah 2006), al-
thoughunmet need for family planning is also higher amongunmarried thanmarriedwomen
(MacQuarrie 2014). Thismay be because sexually active unmarried young adult women have
a higher incentive to avoid an unwanted premarital pregnancy, although there is considerable
variation in the prevalence of premarital pregnancy across sub-Saharan Africa (Clark, Koski,
and Smith-Greenaway 2017). Alternatively, differences in adolescent contraceptive use by
marital status may reflect that young women who marry at early ages are disproportionately
of lower socioeconomic status andmight not have practiced contraception anyway (Hounton
et al. 2015).

Although the literature treatsmarital status as a discrete category for analyzing contracep-
tive use, decades of demographic research have revealed howmarriage in many African con-
texts is a complicated social process that often involvesmultiple steps and a long time horizon
(van de Walle 1965; Bledsoe 1990; Meekers 1992; Bledsoe and Pison 1994; Johnson-Hanks
2006). Marriages differ in their degree of formalization, the completeness of bridewealth or
other ceremonial payments, and the temporal ordering of sexual initiation, cohabitation, and
ceremony (Meekers 1992). Patterns of contraceptive use may vary across the marriage pro-
cess, thus from a measurement perspective the distinction between premarital and postmar-
ital contraceptive use may be fuzzy.

In contrast, parity is a more clearly defined status marker with direct links to contempo-
rary family planning initiatives. Comparatively less literature, however, explores how young
adult women’s contraceptive use varies by parity status. Evenwhen studies do disaggregate by
parity status, they often combine women with zero children and one child into the same cat-
egory, thus conflating the parous/nulliparous distinction (Gebreselassie et al. 2017). One im-
portant exception is a study by Hounton and colleagues (2015) that compares contraceptive
use among parous and nulliparous women in Burkina Faso, Ethiopia, and Nigeria, finding
that young mothers are significantly less likely to practice contraception than young nulli-
parous women. This highlights that although there may be overlap in trends in contraceptive
use between parity status and marital status, there may also be reasons why parity status is
important separately from marital status.

WhyMight Contraceptive Use Depend on Parity Status?

There are several reasons why young adult women’s contraceptive use may depend on their
parity status. Discrimination in family planning service provision based on age, parity, and
marital status is common inmany places in Africa, such as when service providers disapprove
of premarital sex or contraceptive use for nulliparous women (Rivera et al. 2001; Bankole
and Malarcher 2010). In many contexts, women face pressure to have a child soon after
marriage, thus contraception is not deemed acceptable until after a first birth (Rivera et al.
2001; Bankole andMalarcher 2010). Even when services are provided to nulliparous women,
providersmay push for short-actingmethods (e.g., condoms) because ofmisconceptions that
long-acting methods are only appropriate for women with children (Nalwadda et al. 2011;
Chandra-Mouli et al. 2014). For example, a survey of 20 public and private family planning
service providers throughout all four districts of Uganda found that one-quarter of providers
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reported women needed to be a minimum age or have a minimum number of children to
be referred for long-acting contraception methods (Wright et al. 2017). Comparable findings
about discrimination in type of provision based on parity have been noted in other studies in
Kenya, South Africa, and Uganda (Wood and Jewkes 2006; Nalwadda et al. 2011; Tumlinson,
Okigbo, and Speizer 2014).

Difficulty accessing long-acting contraception means that young adult women are more
likely to rely on short-actingmethods (e.g., condoms) that aremore widely available for com-
mercial purchase and do not require an outside medical professional, but that are less reliable
and less subject to women’s control (Bearinger et al. 2007). An analysis of 33 sub-Saharan
African countries found that young adult women (aged 15–24) were much more likely than
older women to rely upon short-termmethods that were obtained from limited-capacity pri-
vate providers and/or commercial venues (Radovich et al. 2018). Nonetheless, there may be
stigma attached to condom use, because condoms are associated with sexual promiscuity
(Tavory and Swidler 2009; Castañeda, Brindis, andCamey 2010). Given the stigma surround-
ing condoms and other forms of contraception, young adult women may not even attempt
to access contraceptives or to ask partners to use contraceptives because of fear or embar-
rassment (Biddlecom, Singh, andMunthali 2007). Even when adolescents are knowledgeable
about where to access contraceptives, the costs associated with purchase (particularly from
private sources) are often prohibitively high for adolescents who do not have independent
income (Biddlecom, Singh, and Munthali 2007).

Young nulliparous women may also have differential access to reproductive health ser-
vices simply because young African women may encounter formal health-care facilities
and reproductive services for the first time in the period during pregnancy or after a first
birth (Reynolds, Wong, and Tucker 2006). Many Africans continue to lack access to es-
sential health-care services—particularly if they are poor and/or live in rural areas (Peters
et al. 2008)—and adolescents face unique obstacles accessing health-care services (Bearinger
et al. 2007). For example, a sizable proportion of sexually active adolescents in Burkina
Faso, Ghana, Malawi, and Uganda remained unaware of sources to access contraception
(Biddlecom, Singh, and Munthali 2007). There has been recent emphasis on integrating
family planning services into postpartum care and infant and child-health services to reach
women who have not previously been exposed to modern contraceptive methods (HIP 2013,
2017). The success of this integration is borne out by a recent study of young sexually active
women in Burkina Faso, Ethiopia, and Nigeria that found child immunization to be one of
the strongest predictors of contraceptive use (Hounton et al. 2015). While efforts to integrate
family planning services into early child health care are clearly beneficial, they will fail to
reach women who have not initiated childbearing.

Finally, young adult women may face serious information gaps about contraception,
particularly if they have not had a pregnancy and encountered the health-care system. A
study of adolescents in Burkina Faso, Ghana,Malawi, and Uganda found that less than half of
young men and women report having school-based sexual education (Bankole et al. 2007),
thus suggesting that schools are playing an inadequate role in closing the contraception
knowledge gap. As an illustration, the proportion of adolescent females who had detailed
knowledge about a modern contraceptive method was only 9 percent in Burkina Faso, 28
percent in Ghana and Malawi, and 32 percent in Uganda (Biddlecom, Singh, and Munthali
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2007). Other studies suggest that misconceptions about the side effects and proper usage of
contraceptives are common among youth in sub-Saharan Africa (Richter andMlambo 2005;
Wood and Jewkes 2006). Perhaps because of this, rates of contraceptive discontinuation
are considerably higher among adolescents than among older adult women (Blanc et al.
2009).

METHODS

Sample

We use Demographic and Health Survey (DHS) data from the 23 sub-Saharan African coun-
tries that have three or more rounds of DHS surveys collected between 1990 and 2014. For a
full list of countries and survey years used, see Appendix 1. The DHS are cross-sectional
nationally representative surveys of reproductive-aged women (aged 15–49) that contain
detailed information on reproductive health and contraceptive use. Standardized question-
naires facilitate cross-national comparisons.

We limit our sample to young adult respondents between the ages of 15 and 24 who have
ever had sex. We focus on young women who have had sex—rather than all young women—
because the percentage of young women who have had sex has changed over time (see
Table 3) and we do not want our estimates of contraceptive use or unmet need for family
planning to be driven by trends in sexual activity rather than contraceptive uptake. Addi-
tional descriptive analysis not shown suggests very few young women who never had sex use
contraception in the countries under study; only in four countries did contraceptive preva-
lence for this group exceed 1 percent and it was never greater than 3 percent. If we were to
include all young women, we would conflate trends in contraceptive use among those who
are actually at risk for contraceptive use (i.e., who have had sex) with trends in the proportion
of young women who had ever had sex.

In our analysis, women are coded as parous if they have ever had a live birth (regardless
of whether the child is currently alive), but not if they have never had a live birth but are cur-
rently pregnant and/or have had an abortion, stillbirth, or miscarriage. Although the DHS
asks about terminated pregnancies they do not differentiate between abortion, stillbirth, or
miscarriage. On average, women who had any type of termination but zero live births con-
sisted of less than 5 percent of our sample populations (although this variable is unavailable in
selectedDHS surveys prior to 2000). As a supplement, we provide information on the contra-
ceptive behaviors of nulliparous women who have had an abortion, stillbirth, or miscarriage
(see Appendix 2). Nulliparous women who have experienced a termination make up 4.4 per-
cent of the post-2000 sample; one-quarter of these women report current contraceptive use.

We provide both country-level and regional estimates. To understand regional trends in
young women’s contraceptive use, countries in the sample are aggregated into East/South
Africa and West/Central Africa regions using DHS regional categorizations. We rely upon
the DHS regional categorization—rather than the UN’s regional categorization of Western,
Central, Eastern, and Southern Africa—because we do not have enough countries to conduct
standalone estimates for the Central and Southern regions. Individual country estimates are
weighted using sample weights provided by the DHS. Regional estimates are weighted by
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population weights for the 15–24-year-old female population taken from the U.S. Census
Bureau’s International Program database for the 23 countries in the analysis.

Measures
Modern Contraceptive Use

All women in theDHS are asked if they are currently usingmodernmethods of contraception
(i.e., oral contraceptive pills, implants, injections, intrauterine devices, male or female con-
doms). We calculate the mCPR as the percentage of women aged 15–24 who have ever had
sex who are currently using modern contraceptive methods, in accordance with the Perfor-
manceMonitoring andAccountability 2020 indicators (PMA2020 2017).Weuse the standard
definition of modern contraceptive use shared by PMA and DHS.

Modern Long-Acting Reversible Contraceptive Use

Modern LARCmethods include implants and intrauterine devices. We calculate the modern
LARC prevalence rate as the percentage of women aged 15–24 who have ever had sex who
are currently using modern LARC methods.

Modern Short-Acting Contraceptive Use

Modern short-acting contraceptive methods include oral contraceptive pills, male or female
condoms, and injectables. We calculate the modern short-acting contraceptive prevalence
rate as the percentage of women aged 15–24 who have ever had sex who are currently using
modern short-acting contraceptive methods.

Unmet Need For Family Planning

Unmet need for family planning is defined as wanting to stop or delay childbearing but not
currently using any method of contraception. We use the revised DHS definition to calculate
the unmet need for family planning prevalence rate as the percentage of women aged 15–
24 who have ever had sex who report an unmet need for limiting (wants no more children)
or spacing (wants next child in more than two years, wants another child and is undecided
on timing, or is undecided on whether they want another child) (Bradley et al. 2012). The
DHS definition of unmet need does not distinguish between unmet need for modern versus
traditional methods of contraception, although the assumption is that unmet need would be
met with modern methods. Although our analysis focuses on modern contraception, we use
the standard DHS definition for unmet need to be in line with convention and past estimates
of unmet need.

All indicators of contraceptive prevalence and unmet need are calculated for each round
of the DHS at the country level for parous and nulliparous women. These estimates are then
aggregated at the regional level. We also calculate the annualized rate of change of each indi-
cator for the period 1990–2014.

Decomposition Analysis

Observed increases in young adult women’s use of modern contraceptives could be the result
of an increase in the rate of modern contraceptive use. However, this increase could also be
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the result of changes in the composition and level of parity among young adult women. To
address this compositional concern, first we present descriptive information about changes
over time in the percentage of women who have had sex and the percentage of women who
have had a live birth. Next, we conduct a decomposition of the proportion change in mCPR
due to changes in parity distribution versus changes inmCPR rate change over the 1990–2014
period.We use a standard decomposition equation (Preston, Heuveline, and Guillot 2000) as
follows:

�mCPR =
∑
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i ∗ Ct1
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) ∗

[
Mt2

i + Mt1
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2
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where Ci is equal to the proportion of women in selected parity groups (nulliparous versus
parous) at time t.Mi is equal to the mCPR value for women in the selected parity groups for
the same surveys used at time t. The time t1 refers to the period 1990–94 (or 1995–99 if the
earlier period is not available) and t2 refers to the period 2010–14. The resulting values are
then used to determine the entire change in mCPR over the given period, and is allocated to
percentage due to parity distribution change and percentage due to actual mCPR rate change.
Note that theMadagascar value for t2 is from 2005–09 as there was no survey available for the
2010–14 period; the Ethiopia and Lesotho values for t1 are from 2000–04 because no earlier
surveys are available.

RESULTS

Trends in Young Adult Women’s Use of Modern Contraceptive Methods

Figure 1 shows the mCPR by parity status for both regions. In the East/South Africa region,
levels of modern contraceptive use are higher for young parous women than young nulli-
parous women, whereas in the West/Central Africa region, levels of modern contraceptive
use are higher for young nulliparous women than young parous women. In the East/South
region, modern contraceptive use increased from 5 percent in the first period (1990–94) to
18 percent in the last period (2010–14) for young nulliparous women, and from 14 percent in
the first period (1990–94) to 33 percent in the last period (2010–14) for young parouswomen.
In the West/Central region, modern contraceptive use increased from 6 percent in the first
period (1990–94) to 19 percent in the last period (2010–14) for young nulliparous women,
and from 3 percent in the first period (1990–94) to 9 percent in the last period (2010–14) for
young parous women.

The higher observed modern contraceptive use for nulliparous women in the
West/Central region is consistent with literature showing that contraceptive use is higher
among young unmarriedwomen than youngmarriedwomen in this region (Cleland, Ali, and
Shah 2006; Blanc et al. 2009; Tsui, Brown, and Li 2017). This distribution could be because
there are higher costs to having a pregnancy for unmarried nulliparous women. For example,
Clark, Koski, and Smith-Greenaway (2017) show that levels of premarital childbearing have
remained low throughout theWestern Sahel (although there is greater variation in premarital
childbearing trends along the Western coast). Alternatively this distribution could be related
to selection into early pregnancy, given that these women may be of lower socioeconomic
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FIGURE 1 Modern contraceptive prevalence rate for women aged 15–24 who have ever had sex,
by parity status and geographic region, sub-Saharan Africa, 1990–2014

SOURCE: Demographic and Health Surveys.
NOTES: Modern contraceptive methods include oral contraceptive pills, male and female condoms, injectables, implants, and
intrauterine devices. East/South Africa includes: Ethiopia, Kenya, Lesotho, Madagascar, Malawi, Mozambique, Namibia,
Rwanda, Tanzania, Uganda, Zambia, and Zimbabwe. West/Central Africa includes: Benin, Burkina Faso, Cameroon, Chad,
Cote d’Ivoire, Ghana, Guinea, Mali, Niger, Nigeria, and Senegal.

status, more rural, and less likely to have used contraception in the absence of a pregnancy
(Hounton et al. 2015).

To provide a sense of how modern contraceptive use varies at the country level,
Figure 2 shows the modern contraceptive prevalence rate for young women aged 15–24 who
have had sex in the earliest DHS survey wave after 1990 (left panel) and in 2010–14 (right
panel). Although there have been increases in youngwomen’smodern contraceptive use over
time, overall modern contraceptive use is low (i.e., less than 20 percent) in both the earlier
and later time periods for 12 of the 23 countries.

However, there are a few clear outliers where modern contraceptive use among young
adult women is much higher than the average. In Zimbabwe, modern contraceptive use
among young women increased from 38 percent in the first time period to 45 percent in
the last time period; in Namibia, modern contraceptive use increased from 24 percent in
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FIGURE 2 Modern contraceptive prevalence rate at the country level for women aged 15–24
who have ever had sex in earliest DHS survey wave after 1990 (left) and 2010–14 (right)

SOURCE: Demographic and Health Surveys.

the first time period to 57 percent in the last time period; and in Lesotho modern contra-
ceptive use increased from 28 percent in the first time period to 52 percent in the last time
period (Appendix 3). Several other countries in the East/South region—including Malawi,
Kenya, and Zambia—also experienced sizable increases in modern contraceptive use, and by
2010–14 the modern contraceptive prevalence rates were 30 percent, 38 percent, and 30 per-
cent for these three countries, respectively. Heightened rates of modern contraceptive use
in the East/South region may be driven by the comparatively high rates of HIV in these
countries and concerted efforts to promote contraception to combat infection among young
populations.

Table 1 shows that the annualized modern contraceptive use rate of change is positive in
all 23 countries, indicating that modern contraceptive use has increased everywhere among
young adult women who have had sex. Overall, change has been greater in the East/South re-
gion (0.7 percentage points annually) than in theWest/Central region (0.3). There are several
countries where the annualized rate of change in modern contraceptive use was particularly
large (i.e., over 0.9) including Ethiopia, Kenya, Lesotho, Malawi, Namibia, and Zambia.

Consistent with regional trends described above, in the East/South region the annual-
ized increase in modern contraceptive use is larger for parous women (0.7 percentage points
annually) than for nulliparous women (0.6), whereas in West/Central Africa the annual-
ized increase in modern contraceptive use is greater for nulliparous (0.5) than for parous
women (0.2).
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TABLE 2 Modern contraceptive prevalence rate (mCPR) among nulliparous and parous
women aged 15–24 who have ever had sex disaggregated by method type in East/South and
West/Central Africa, 1990–2014

East/South Africa West/Central Africa

Short-acting methodsa LARCmethodsb Short-acting methodsa LARCmethodsb

Survey
Year

mCPR
nulli-
parous
(percent)

mCPR
parous
(percent)

mCPR
nulli-
parous
(percent)

mCPR
parous
(percent)

mCPR
nulli-
parous
(percent)

mCPR
parous
(percent)

mCPR
nulli-
parous
(percent)

mCPR
parous
(percent)

1990–94 4.3 13.7 0.1 0.6 5.7 2.8 0.1 0.3
1995–99 7.7 16.1 0.4 0.6 10.5 5.6 0.1 0.2
2000–04 10.6 14.0 0.1 0.4 16.4 7.1 0.1 0.3
2005–09 12.7 21.6 0.0 0.5 17.3 6.2 0.1 0.3
2010–14 17.8 28.9 0.6 5.1 18.6 7.5 0.4 1.3

SOURCE: Demographic and Health Surveys.
NOTES: East/South Africa includes: Ethiopia, Kenya, Lesotho, Madagascar, Malawi, Mozambique, Namibia, Rwanda, Tanzania, Uganda,
Zambia, and Zimbabwe. West/Central Africa includes: Benin, Burkina Faso, Cameroon, Chad, Cote d’Ivoire, Ghana, Guinea, Mali, Niger,
Nigeria, and Senegal.
aShort-acting contraceptive methods include oral contraceptive pills, male and female condoms, and injectables.
bLong-acting reversible contraceptive (LARC) methods include implants and intrauterine devices.

Trends in Young Adult Women’s Use of Short- and Long-Acting Modern
Contraceptive Methods

Table 2 shows that use of LARC methods is overall very low among young adult women
who have had sex in both East/South and West/Central regions. Among parous women in
the East/South region, use of LARC methods was relatively stable at less than 1 percent be-
tween the 1990–94 and 2005–09 time periods. Between 2005–09 and 2010–14, however, use
of LARC methods increased to 5 percent among parous women. This increase could have
been driven by increased donor and governmental attention to long-acting methods in the
mid-2000s (Yinger 2016). Among nulliparous women in the East/South region, use of LARC
methods increased verymodestly from 0.1 percent in 1990–94 to 0.6 percent in 2010–14 time
periods. Higher use of LARCmethods among parous compared to nulliparous women in the
region could be because long-actingmethods were targeted to womenwho had given birth in
health centers (HIP 2013). Alternatively, parous women may be more likely to accept or seek
out long-acting methods because they have proven their fertility and long-acting methods
are considered appropriate for birth spacing.

In theWest/Central region, use of LARCmethods is lower than in the East/South region.
However, in the West/Central region, use of LARC methods also increased among parous
women starting in 2005–09, albeit at lower levels than in the East/South region (from 0.3 per-
cent to 1.3 percent). Meanwhile, use of LARCmethods among nulliparous women increased
only modestly from 0.1 percent to 0.4 percent over the same period.

Table 2 also shows that short-acting contraception use is considerably more prevalent
than LARC methods among all groups. The use of short-acting methods increased in the
East/South region from 14 percent in 1990–94 to 29 percent in 2010–14 among parous
women and from 4 percent in 1990–94 to 18 percent in 2010–14 among nulliparous women.
In the West/Central region, short-acting methods increased from 3 percent in 1990–94 to
8 percent in 2010–14 among parous women and from 6 percent in 1990–94 to 19 per-
cent in 2010–14 among nulliparous women. Thus, consistent with the general trends in
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modern contraceptive use, in the East/South Africa region, use of short-acting methods is
higher among parous women than nulliparous women, whereas in the West/Central region
the use of short-acting methods is higher among nulliparous women.

Table 1 shows thatmost of the overall increase inmodern contraceptive use among young
women who have had sex is driven by increases in short-term methods across regions and
parity groups. In the East/South region the annualized percentage point change for short-
term methods is 0.5 for nulliparous women and 0.6 for parous women, whereas the annu-
alized change for LARC methods is 0.0 for nulliparous women and 0.2 for parous women.
In West/Central Africa, the annualized percentage point change for short-term methods is
0.5 for nulliparous women and 0.2 for parous women, and the annualized change for LARC
methods is 0.0 for both groups. The annualized percentage point change for short-termmeth-
ods was positive and non-zero for parous women in 20 countries and for nulliparous women
in 19 of the 23 countries, which indicates overall large increases in women using short-acting
methods. The exceptions to this trend are Zimbabwe, where the annualized change for short-
acting methods is negative (–0.3) for nulliparous women; Mali, Niger, and Senegal, where
the annualized rate of change is neutral (0.0) for nulliparous women; and Benin, Chad, and
Guinea, where the annualized rate of change is neutral (0.0) for parous women.

Trends in Young Adult Women’s Unmet Need for Family Planning

Figure 3 shows that in both regions unmet need for family planning is higher among parous
women than among nulliparous women. In East/South Africa, unmet need for family plan-
ning among parous women started at 24 percent in 1990–94, and increased to 29 percent
by 2000–04, before eventually decreasing to 20 percent by 2010–14. In West/Central Africa,
unmet need for family planning among parous women started at 22 percent in 1990–94, and
increased to 29 percent by 1995–99, before eventually decreasing back to 22 percent by 2000–
04.Unmet need for family planning for nulliparouswomen rose from6percent and 9 percent,
respectively, in East/South andWest/Central in 1990–94 to 15 percent in 1995–99 in both re-
gions. Unmet need for family planning remained relatively stable for nulliparous women and
decreased to 12 percent by 2010–14 in both regions.

Table 1 shows that the annualized percentage point change for unmet need for family
planning remained stable over the period 1990–2014 in the East/South region (0.0) and in-
creased slightly in the West/Central region (0.1). However, these aggregate level trends mask
country-level heterogeneity; the annualized rate of change for unmet need for family plan-
ning fell in many countries including Ethiopia, Kenya, Lesotho, Mali, Mozambique, Niger,
Nigeria, Rwanda, Zambia, and Zimbabwe.

Furthermore, there are distinct trends in changes in unmet need for family planning de-
pending on parity. In East/South Africa, the annualized percentage point change of unmet
need for family planning was positive for nulliparous women (0.3) and negative for parous
women (–0.2). In West/Central Africa, the annualized percentage point change of unmet
need for family planningwas negative for nulliparous women (–0.2), but stable among parous
women (0.0). This suggests that at the aggregate level, unmet need increasedmore amongnul-
liparous women than parous women in the East/South region—which may be related to the
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FIGURE 3 Percentage of women with unmet need for family planning disaggregated by parity
status among women aged 15–24 who have ever had sex in East/South andWest/Central Africa,
1990–2014

SOURCE: Demographic and Health Surveys.
NOTES: Unmet need estimates include both modern and traditional contraceptive methods. East/South Africa includes
Ethiopia, Kenya, Lesotho, Madagascar, Malawi, Mozambique, Namibia, Rwanda, Tanzania, Uganda, Zambia, and Zimbabwe.
West/Central Africa includes Benin, Burkina Faso, Cameroon, Chad, Cote d’Ivoire, Ghana, Guinea, Mali, Niger, Nigeria, and
Senegal.

targeting of family planning initiatives to women who have already initiated childbearing—
although the opposite is true in the West/Central region.

Assessing the Role of Compositional Changes: Trends in Young Adult Women’s
Sexual Activity and Parity Status and Decomposition Analysis

Observed increases in young adult women’s use of modern contraceptives could be due to an
increase in the rate of modern contraceptive use, but they also could be due to changes in the
composition of the population of young adult women who have had children, particularly
given that modern contraceptive use varies depending on parity status.
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TABLE 3 Percentage of all women aged 15–24 who have ever had sex, and percentage of
sexually experienced women aged 15–24 who have had at least one live birth, 1990–2014

East/South Africa West/Central Africa

Survey
Year

Ever had
sex

(percent)

Of women who ever
had sex: Have at least
1 child (percent)

Ever had
sex

(percent)

Of women who ever
had sex: Have at least
1 child (percent)

1990–94 62.8 63.7 74.9 59.3
1995–99 70.8 62.3 72.2 59.4
2000–04 64.2 66.5 68.1 57.0
2005–09 56.5 67.0 65.6 57.0
2010–14 59.1 64.2 66.8 59.7

SOURCE: Demographic and Health Surveys.
NOTES: East/South Africa includes Ethiopia, Kenya, Lesotho, Madagascar, Malawi, Mozambique, Namibia, Rwanda, Tanzania, Uganda,
Zambia, and Zimbabwe. West/Central Africa includes Benin, Burkina Faso, Cameroon, Chad, Cote d’Ivoire, Ghana, Guinea, Mali, Niger,
Nigeria, and Senegal.

To better understand these issues, we first present descriptive information about trends
in sexual initiation and first birth among young adult women in Africa. Table 3 shows that the
majority of young adult women aged 15–24 in both the East/South andWest/Central regions
have had sex. Nonetheless, in both regions there were declines over time in the percentage of
youngwomenwho have had sex. In the East/South region, the percentage of women aged 15–
24 who had sex fell from 63 percent in 1990–94 to 59 percent in 2010–14. In theWest/Central
region, the percentage of women aged 15–24 who had ever had sex fell from 75 percent in
1990–94 to 67 percent in 2010–14. This decline in the percentage of young women who ever
had sex corresponds with the rising mean age at first sex identified by Bongaarts, Mensch,
and Blanc (2017), a pattern that was driven by increased educational attainment.

Table 3 also shows how the percentage of women who ever had sex between the ages of
15 and 24 who have initiated childbearing (i.e., had at least one live birth) changed over time
in both regions. In both regions, the percentage of sexually experienced women aged 15–24
who had at least one child remained relatively stable between 1990–94 and 2010–14, ranging
62–67 percent in East/South Africa and 57–60 percent in West/Central Africa.

Thus, Table 3, combined with the results presented in Figure 1 about mCPR, show a po-
tentially paradoxical trend: among young adult women who have ever had sex, modern con-
traception increased while the percentage who have had a live birth remained stable in both
regions. Although these patterns may appear incompatible, it is important to remember that
by the 2010–14 period less than one-fifth of sexually active nulliparous women were using
modern contraception (Figure 1). Given the low level of contraceptive use in this population,
contraceptive use could increase and still correspond to minimal change in the proportion
of women who had at least one child. The overall pattern in the East/South region is also
consistent with the observed greater increases in contraceptive use among parous women
than nulliparous women, which would increase overall contraceptive prevalence but have no
impact on the prevalence of women who have ever given birth.

To better understand changes in parity over time, Table 1 presents the annualized par-
ity percentage point change for young adult women at both the regional and country lev-
els. In 13 of the 23 countries in the study the annualized parity percentage point change
is negative, which indicates declines in the prevalence of initiation of childbearing among
young adult women in these countries in contrast to aggregate level trends. Countries with a
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FIGURE 4 Decomposition of change in modern contraceptive use between 1990 and 1994 and
2010–2014, women aged 15–24 who have ever had sex, by country, sub-Saharan Africa

SOURCE: Demographic and Health Surveys.
NOTES: Modern contraceptive methods include oral contraceptive pills, male and female condoms, injectables, implants, and
intrauterine devices. ∗Later period (t2) values are for 2005–09. ∗∗Earlier period (t1) values are for 2000–04.

negative annualized parity percentage point change can be found in both the East/South re-
gion (Ethiopia, Kenya, Lesotho, Madagascar, Namibia, Rwanda, Tanzania, and Uganda) and
the West/Central region (Benin, Cameroon, Ghana, Nigeria, and Senegal). However, at the
aggregate level the parity rate of change is neutral (0.0) in both regions.

To better understand the interplay of the changing composition of nulliparous versus
parous women on the increase in modern contraceptive use over the 1990–2014 period, we
conduct a decomposition analysis at the country level to estimate the relative contribution
of changes in parity distribution versus changes in the modern contraceptive use rate within
parity categories to the overall change in modern contraceptive use. The results of the de-
composition are shown in Figure 4. The decomposition indicates that more than 90 percent
of change in modern contraceptive use is attributable to an increase in the rates of modern
contraception use within parity groups in 22 of the 23 countries in the analysis. The exception
to this trend is Zimbabwe, where the change in mCPR is primarily attributable to changes in
the parity distribution. In Zimbabwe, changes in the composition of parity distribution con-
tributed to a 5.4 percentage point increase in mCPR over the 1990 to 2014 period. When
combined with the contribution of the mCPR rate change over this period (1.2 percentage
points), the total effect is a 6.6 percentage point increase. The only other country where par-
ity composition change could be considered relatively important was in Rwanda—changes
in composition of parity contributed to a 2.0 percentage point decrease in mCPR; when
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combinedwith the rate effect (22.1 percentage points), it yields a total effect of 20.1 percentage
points.

Seven of the countries included in our sample increased their modern contraceptive
prevalence rate by more than 400 percent over the 1990 to 2014 period (Burkina Faso,
Cameroon, Ethiopia, Malawi, Madagascar, Tanzania, and Zambia). (Supplemental calcula-
tions based on Appendix 3, available upon request.) These countries are very similar in terms
of their decomposition analysis components—the composition effect is essentially zero, with
the within parity group rate effect driving the total change over time (Figure 4). These seven
countries all started the analytic period with an mCPR between 1 percent and 6 percent, and
by 2010–14 all had an mCPR between 16 percent and 30 percent (Appendix 3). In terms
of absolute percentage point increase, eight countries experienced a 20-percentage point (or
greater) increase in mCPR from 1990 to 2014; five of these countries are also in the 400 per-
cent or greater increase category (Cameroon, Ethiopia, Malawi, Tanzania, and Zambia). The
two countries that experienced a greater than 400 percent increase but not a 20 percentage
point increase, Burkina Faso and Madagascar, started at extremely low levels of mCPR—
Burkina Faso reported anmCPR of 3.7 percent in 1993 andMadagascar reported 1.7 percent
in 1992.

Supplementary Analyses

Because we do not have data for every country at every time period, one concern is that larger
countries that do not have data for the complete time series will distort regional trends. This
is particularly the case for Ethiopia, which has a large sample size, a large increase in mCPR
relatively quickly (between 2000 and 2014), and no available data in the earliest two time pe-
riods. To partially account for this, we conduct our decomposition at the country level, and
provide country-level estimates of all relevant trends. In addition, we conducted supplemen-
tary analyses where we excluded Ethiopia from the aggregated regional estimates (available
upon request).We find that excluding Ethiopia does not substantively change the estimates of
levels of mCPR or the mCPR annualized estimates (though the results of the latter are atten-
uated toward zero). Leaving out Ethiopia also does not alter the substantive trend of parous
women having larger increases in short-acting contraceptive use than nulliparous women in
the East/South region, although, once again, results are somewhat attenuated, particularly in
the later time periods. However, excluding Ethiopia does have implications for changes in un-
met need for family planning. Because Ethiopia had a larger than average decrease in unmet
need for parous women and smaller than average increase in unmet need among nulliparous
women over the available study periods, the aggregated annualized percentage point change
in unmet need reduces from neutral (0.0) to negative (–.3) for the East/South region.

An additional concern is whether there is misclassification of modern contraceptive use
and/or misreporting of contraceptive use. To provide a crude assessment of potential mis-
reporting we cross-tabulate reports of condom use at last sex and reports of use of modern
methods to provide a sense of the prevalence of women who report using condoms at last sex
but not using modern contraceptive methods (Appendix 4). We also cross-tabulate reports
of consistent condom use (i.e., using a condom every time the respondent had sex with the
person she last had sex with in the last 12 months) and reports of use of modern methods.
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These analyses are particularly relevant since condoms are a principal form of contraception
used by respondents in our sample. Nonetheless, these results should be interpreted with the
caveat that variables are not available in all surveys or rounds.

Overall the prevalence of women who report that they do not use modern contraceptives
but they did use condoms at last sex ranges from an average of 3.9 percent in 1995/1999 to
9.6 percent in 2010/2014 (Appendix 4). The prevalence of women who report that they
do not use modern contraceptives but they did consistently use condoms over the last
12 months is lower at an average of 4.8 percent in 2005/2009 and 5.3 percent in 2010/2014
(Appendix 4). The only two countries with over 10 percent reporting that they do not use
modern contraceptives but they do consistently use condoms are Namibia and Lesotho.
Taken together, results suggest that there may be some bias in reports of modern contra-
ceptive use, although it is not possible to ascertain if women are misrepresenting modern
contraceptive use or consistent condom use.

DISCUSSION

This article contributes to a growing scholarship on the reproductive health needs of African
adolescent and youth populations. Our analyses suggest that there have been overall increases
in modern contraceptive use among young women (aged 15–24) who have had sex across re-
gions and parity groups in the 23 sub-Saharan African countries in our study. The decompo-
sition analysis indicated that the country-level increases were predominantly due to changes
in contraception rates within parity groups rather than changes in the parity distribution of
women in all but one of the countries (Zimbabwe).

In contrast to many prior studies that examined how contraceptive use varied by marital
status, we disaggregated all analyses by parity status because parous and nulliparous women
often have differential access to reproductive health services and differential reproductive
health needs. We found heterogeneity in modern contraception trends depending on region
and parity status. In the West/Central region nulliparous women had higher modern con-
traceptive use than parous women in the first period and larger increases in modern con-
traceptive use over time. By the last period (2010–14), nulliparous women’s use of modern
contraception methods was over 10 percentage points higher than that of parous women in
the West/Central region. This could be because there are higher costs to having a pregnancy
for nulliparous women who are not married (Tsui, Brown, and Li 2017). Alternatively this
could have to do with who selects into an early pregnancy, given that these women may be
of lower socioeconomic status, more rural, and less likely to have used contraception in the
absence of a pregnancy (Hounton et al. 2015).

On the other hand, in East/South Africa, parous women had higher modern contra-
ceptive use than nulliparous women in the first period and larger increases in modern
contraceptive use over time. By the last period (2010–14), modern contraception use was
14 percentage points higher for parous women than nulliparous women in the East/South
region. Higher observed contraceptive use for parous women in this region could be because
service providers do not believe in premarital sex or contraceptive use for nulliparous
women (Rivera et al. 2001; Bankole and Malarcher 2010). Alternatively, young women may
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encounter formal health-care facilities and reproductive services for the first time in the
period during pregnancy or after a first birth (Reynolds, Wong, and Tucker 2006).

The regional differences inmodern contraceptive use by parity could also reflect differen-
tial norms regarding premarital sexual activity and childbearing. For example, the prevalence
of premarital childbearing is increasing in East and Southern Africa and remains higher than
in Western and Central Africa (Clark, Koski, and Smith-Greenaway 2017). Women in the
West/Central region may face a greater penalty for having a child prior to marriage, and thus
nulliparous womenmay more actively try to avoid childbearing by using modern contracep-
tion (Blanc et al. 2009). There also may be regional differences in norms about how soon to
have a child following marriage (Rivera et al. 2001; Marston and King 2006). Given that pre-
marital childbearing is on average lower in theWest/Central region, womenmay be expected
to initiate childbearing soon after entering a union leading partnered women to discontinue
contraceptive use.

Our analyses also revealed that most of the increase in modern contraceptive use among
women who have had sex was by increases in short-acting methods across regions and parity
groups. Only parous women in the East/South region experienced a substantial increase in
long-acting reversible method use, and even then, LARC use remained very low (around 5
percent). Although short-acting methods increased over time across all groups, there were
regional trends in the prevalence of short-acting methods by parity. In the East/South Africa
region, the use of short-acting methods was higher among parous women than nulliparous
women, whereas in the West/Central region short-acting methods were more prevalent
among nulliparous women than parous women. Our analysis of unmet need for family plan-
ning demonstrates that although unmet need for family planning was higher among parous
women in both regions, there were distinct regional trends by parity. Unmet need increased
among nulliparous women, but decreased among parous women in the East/South region;
however, unmet need decreased among nulliparous women, but remained stable among
parous women in the West/Central region.

These patterns also raise important questions about whether increased educational at-
tainment amongwomen in the regionhas affected the pattern of contraceptive use. Bongaarts,
Mensch, and Blanc (2017) found that educational expansion has driven the increasing age at
first birth in sub-Saharan Africa, yet we find that this shifting parity distribution did not play
an important role in increased contraceptive use over time. Given that youth contraceptive
use is highly stratified by education in sub-Saharan Africa (Lloyd 2005), educational expan-
sion may be associated with changes in contraceptive use via mechanisms other than the
parity distribution. Although these questions are beyond the scope of this article, they are an
important area for future research.

Our study had several limitations. First, we do not have country-level data for every time
period and some countries have more complete information than others: only three coun-
tries had DHS data available for all five time periods. This distribution could be problematic
if countries that do not have data across the entire time series distort regional trends. To par-
tially address these concerns, we conduct our decomposition analysis at the country level
and provide country-level estimates of all trends. We also conducted a supplementary analy-
sis where we excluded Ethiopia, a country with a large population and no data in the earliest
time periods, from the aggregate analyses. A further limitation is that there might have been
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misclassification of modern contraceptive use and/or misreporting of contraceptive use. For
example, our supplementary descriptive analyses suggested there were some discrepancies
between women reporting that they did not usemodern contraceptives, but did use condoms
at last sex and/or consistently in the last 12 months.

A related limitation is that the regions differ in their degree of completeness over time.
Other than for the last period (2010–14), there are more countries with no available data in
the earlier period for East/South Africa and in the later period for West/Central Africa. We
also do not have data on all sub-Saharan African countries, thus should not generalize find-
ings beyond the subsample of countries included in this analysis. The East and West regions
are much better represented in the DHS than the South and Central regions where we have
comparatively fewer countries. This is relevant because countries in the South region are on
average richer and countries in the Central region are on average poorer, thus trends might
look quite different if more data were available for these regions.

Taken together, the results of our analysis show the importance of focusing on the unique
reproductive health needs of young adult African women, many of whom have not yet initi-
ated childbearing. Although it is promising that modern contraceptive use increased among
all populations, use of long-acting reversible contraceptive methods is still very low among
young adult African women. Consistent and continuous use of contraceptivemethods can be
easier whenwomenuse long-acting reversiblemethods, as these have higher efficacy andmit-
igate issues related to access and availability that young women in sub-Saharan Africa often
face. Addressing key issues related to access anddiscrimination for young adults seeking long-
acting methods can help to ensure increased use of these methods. Parous and nulliparous
young adult African women may have distinct reproductive health needs that may require
differential targeting of family planning efforts (including long-acting reversible methods).
Further research and policy work is needed to better understand and address the reproduc-
tive health needs of young adult African women of diverse backgrounds.
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Appendix 1: List of countries and DHS survey years

Region Country

1990–94
Wave, survey

year

1995–99
Wave, survey

year

2000–04
Wave, survey

year

2005–09
Wave, survey

year

2010–14
Wave, survey

year

East/South Africa Ethiopia – – 2000 2005 2011
Kenya 1993 1998 2003 2008 2014
Lesotho – – 2004 2009 2014
Madagascar 1992 1997 2003 2008 –
Malawi 1992 – 2000a – 2010a
Mozambique – 1997 2003 – 2011
Namibia 1992 – 2000 2006 2013
Rwanda 1992 – 2000 2005 2010a
Tanzania 1991 1996a 2004 – 2010a
Uganda – 1995 2000 2006 2011
Zambia 1992 1996 2001 2007 2013
Zimbabwe 1994 1999 – 2005 2010

West/Central Africa Benin – 1996 2001 2005 2011
Burkina Faso 1993 1998 2003 – 2010
Cameroon 1991 1998 2004 – 2011
Chad – 1996 2004 – 2014
Cote d’Ivoire 1994 1998 – – 2011
Ghana 1993 1998 2003 2008 2014
Guinea – 1999 – 2005 2012
Mali – 1995 2001 2006 2012
Niger 1992 1998 – 2006 2012
Nigeria 1990 b 2003 2008 2013
Senegal 1992 1997 – 2005 2010a

aMore than one standard DHS survey is available during this period. The earlier survey was used for more conservative estimates.
bNigeria 1999 DHS excluded due to sampling issues.
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Appendix 2: Sexual experience, pregnancy termination, and
modern contraceptive use among nulliparous women aged
15–24, by country and survey year

Country Year

Nulliparous
women: Ever had
sex (percent)

Nulliparous women:
Ever had sex and ever

terminated a
pregnancy (percent)

Nulliparous women: Ever
had sex and ever terminated
a pregnancy and currently
use modern contraception

(percent)

Benin 2001 47.5 9.6 1.90
Benin 2006 42.3 5.9 1.14
Benin 2011 47.4 3.2 0.92
Burkina Faso 2003 36.8 4.6 0.88
Burkina Faso 2010 32.4 3.5 0.72
Cameroon 2004 42.4 9.1 2.09
Cameroon 2011 42.9 9.2 2.11
Chad 2004 22.8 2.4 0.23
Chad 2014 23.9 2.0 0.42
Cote d’Ivoire 2011 47.4 8.8 3.23
Ethiopia 2000 33.3 3.3 0.74
Ethiopia 2005 30.5 1.6 0.33
Ethiopia 2011 35.1 2.5 0.69
Ghana 2008 56.4 9.2 4.35
Ghana 2014 57.7 11.8 5.31
Guinea 2005 40.6 5.3 1.17
Guinea 2012 36.2 4.4 0.92
Kenya 2008 36.5 3.0 0.42
Kenya 2014 40.9 1.5 0.35
Lesotho 2004 44.7 3.8 0.72
Lesotho 2009 47.1 3.4 0.87
Lesotho 2014 48.4 4.6 1.21
Madagascar 2003 32.3 5.1 1.05
Malawi 2000 30.1 3.4 0.61
Malawi 2010 27.3 3.3 0.56
Mali 2001 30.9 5.3 0.91
Mali 2006 29.4 3.6 0.90
Mali 2012 28.5 2.7 0.58
Mozambique 2003 36.0 5.3 1.27
Mozambique 2011 37.1 3.9 1.27
Namibia 2000 51.4 3.8 0.80
Namibia 2006 51.4 3.7 0.51
Namibia 2013 52.1 3.5 0.76
Niger 2006 26.1 3.1 0.50
Niger 2012 24.8 3.1 0.58
Nigeria 2008 44.6 4.2 1.49
Nigeria 2013 42.7 4.1 1.25
Rwanda 2000 30.0 2.3 0.75
Rwanda 2005 32.6 2.4 0.78
Rwanda 2010 35.8 3.0 0.77
Senegal 2010 30.0 3.8 1.02
Tanzania 2004 34.2 5.4 1.21
Tanzania 2010 36.7 5.3 0.95
Uganda 2000 28.2 4.5 0.59
Uganda 2006 30.1 5.1 0.75
Uganda 2011 35.2 5.1 1.04
Zambia 2001 34.0 5.2 1.14
Zambia 2007 32.3 3.4 0.60
Zambia 2013 33.9 3.4 0.71
Zimbabwe 2005 30.6 2.4 1.00

SOURCE: Demographic and Health Surveys.
NOTES: Modern contraceptive methods include oral contraceptive pills, male and female condoms, injectables, implants, and intrauterine
devices. Pregnancy termination includes abortion, stillbirth, and miscarriage.
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Appendix 3: Modern contraceptive use rates among women aged
15–24 who have ever had sex, by country and survey years

1990–94
(percent)

1995–99
(percent)

2000–04
(percent)

2005–09
(percent)

2010–14
(percent)

Benin 3.5 8.0 9.5 10.5
Burkina Faso 3.7 9.1 14.7 16.8
Cameroon 2.9 8.0 20.1 23.7
Chad 1.5 1.8 3.6
Cote d’Ivoire 6.8 13.2 16.6
Ethiopia 5.2 12.5 27.6
Ghana 8.5 11.2 17.3 15.8 20.3
Guinea 5.8 9.6 9.1
Kenya 13.3 17.7 16.7 22.8 37.7
Lesotho 27.5 33.4 51.6
Madagascar 1.7 5.9 11.3 19.5
Malawi 1.7 17.9 30.0
Mali 5.8 6.0 6.5 10.5
Mozambique 3.5 18.1 14.0
Namibia 23.9 44.4 57.2 57.4
Niger 2.1 4.0 3.6 6.2
Nigeria 3.7 10.2 12.3 12.6
Rwanda 7.3 3.7 5.7 27.4
Senegal 3.6 5.1 6.7 8.1
Tanzania 4.4 11.3 17.0 23.7
Uganda 6.1 15.0 16.2 18.4
Zambia 5.0 11.6 16.0 21.4 29.5
Zimbabwe 38.4 41.6 44.2 45.0

SOURCE: Demographic and Health Surveys.
NOTES: Modern contraceptive methods include oral contraceptive pills, male and female condoms, injectables, implants, and intrauterine
devices. If more than one survey per 5-year period was available, the earlier survey value was used.
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Appendix 4: Women aged 15–24 who have ever had sex who
report no modern contraceptive use but do report using
condoms at last sexual encounter (Panel A), and women aged
15–24 who have ever had sex who report no modern
contraceptive use but do report using condoms at all times in the
last 12 months with most recent sexual partner (Panel B)
Panel A Report no modern contraceptive use but report using condoms at last sexual encounter

Survey year Minimum% Maximum% Median % Mean %

Number of
surveys with
variable

1990–94 4.20 9.60 6.90 6.90 2
1995–99 0.70 10.40 3.50 3.90 16
2000–04 1.40 16.30 3.60 5.30 17
2005–09 0.40 23.20 3.30 6.40 15
2010–14 0.50 31.20 8.80 9.60 19

Panel B Report no modern contraceptive use but report using condoms at all times in last 12 months with most recent
sexual partner

Survey year Minimum% Maximum% Median % Mean %

Number of
surveys with
variable

1990–94 – – – – 0
1995–99 – – – – 0
2000–04 – – – – 0
2005–09 0.31 14.80 3.80 4.80 11
2010–14 0.19 21.32 5.80 5.30 22
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