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Introduction

Age-based inequities are rarely addressed in the otherwise robust existing literature on inequity
in family planning (FP). Given the increased prioritization of expanding FP services to young
people, and their higher rates of unmet need, this Population Bulletin seeks to address this
research gap by exploring inequities in demand satisfied for modern FP over time among young
women ages 15 to 24 (see Box 1).

Efforts to combat inequity in health are re-emerging as a priority on the international agenda.
The United Nations 2030 Agenda for Sustainable Development and accompanying Sustainable
Development Goals (SDGs) adopted in 2015 emphasize attaining equitable progress for all
countries. The equity-driven approach is prominent within the SDG goal related to health,
including its targets 3.7, “ensure universal access to sexual and reproductive health-care

services,” and 3.8, “achieve universal health coverage, including financial risk protection.”

Within the SDGs framework, the key measure of universal access to sexual and reproductive
health is demand for FP satisfied by modern methods. This Bulletin analyzes whether demand
satisfied for modern FP is equitable among young women ages 15 to 24 in low- and middle-
income countries as measured by household wealth quintile, and to what extent that status has
changed over time. We consider these questions at the global, regional, and country levels. The
results show that wealthier young women are still more likely to have their demand for modern
FP satisfied than poorer young women, but this inequity is decreasing over time as demand
satisfied among poorer women is catching up. In addition, we find that changes in demand
satisfied are more often attributable to increases in contraceptive use than to decreases in

unmet need.

Box 1

Defining Inequity in Health and Family Planning

Not all differences in health status between subgroups of a population should be attributed to

inequity. By definition, differences in access to and utilization of health services and in health




outcomes are inequalities. Inequity is a more complex concept reflecting that one subgroup is

less successful in meeting its preferences, or fulfilling its rights, than another.*

For example, differences in mortality rates between older and younger age groups are an
inequality, but not an inequity, because higher mortality is biologically unavoidable among older
age groups. However, differences in mortality rates between socioeconomic groups at least

partially reflect inequities in access to health care.

The distinction between inequality and inequity is not always clear or well-defined in existing
research. Some studies report differences in contraceptive use among rich and poor subgroups
as a proxy for inequity. Other studies utilize measures that account for demand for

contraception, which, by reflecting preferences, better capture inequity.

In line with the latter set of studies, as well as with the SDG indicators, this study uses demand
satisfied for modern family planning as a measure of inequity. Demand satisfied for modern
contraception is calculated by dividing the number of women of reproductive age using modern
methods of family planning by the number of women of reproductive age with demand for family
planning—itself a sum of those with unmet need and those currently using family planning.2

For clarity and internal consistency, we have chosen to refer to differences in demand
satisfied for modern family planning as an inequity. We have chosen to refer to
differences in contraceptive use as an inequality, while acknowledging that aspects of
inequity contribute to such inequalities and that some other authors refer to such

differences as inequities.

! For definitions of inequity in health and family planning, see: Duff Gillespie et al., “Unwanted Fertility Among the Poor: An
Inequity?” Bulletin of the World Health Organization 85 (2007): 100-107; Sarah Thomsen et al., “Promoting Equity to Achieve
Maternal and Child Health,” Reproductive Health Matters 19, no. 38 (2011): 176-82; and David R. Hotchkiss, Deepali Godha, and
Mai Do, “Effect of an Expansion in Private Sector Provision of Contraceptive Supplies on Horizontal Inequity in Modern
Contraceptive Use: Evidence From Africa and Asia,” International Journal for Equity in Health 10, no. 33 (2011).

2 Population Reference Bureau, “Demand Satisfied for Family Planning,” accessed at https://thepaceproject.org/our-

results/communicating-effectively/demand-satisfied, on Mar. 23, 2018.
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Inequity in Demand for and Use of Family Planning

A significant body of research examines inequities within FP, measured both by contraceptive
use and the proportion of demand satisfied for FP. Inequalities in the contraceptive prevalence
rate (CPR) and modern contraceptive prevalence rate (MCPR) between higher- and lower-
income women in developing countries, especially in sub-Saharan Africa (SSA), are well-
established. Across 46 countries, CPR averages 51 percent among those in the wealthiest
quintile of the population, compared to 32 percent among the poorest quintile.? Another study of
21 African countries finds that the odds of women in the poorest wealth quintile using modern
contraception are 77 percent lower than for women in the richest quintile (see Box 2).2

Box 2

Measuring Household Wealth

This study utilizes the household wealth index calculated by the Demographic and Health
Survey program, which provides country-specific measures of relative wealth divided into five
equally-sized subgroups, or quintiles, each representing 20 percent of households. Households
are scored based on the physical assets that they own, such as televisions, as well as the
features of their home, such as construction material and sanitation facilities. Standardization of
the wealth index across the population allows for easy comparability of economic status within

countries where data on income and other economic measures may be incomplete.:

!Shea Oscar Rutstein and Kiersten Johnson, DHS Comparative Reports No. 6: The DHS Wealth Index (Calverton, MD: ORC Macro,
2004).

Research assessing demand satisfied for FP reports similar results. Examining data for 47
countries, Barros and colleagues find that demand satisfied for FP averages 41 percent among
the poorest quintile and 67 percent among the richest.* In a study of how inequities in
contraceptive access and use might translate to fertility rates, Gillespie and colleagues find that
across 41 countries, women in the poorest two quintiles have more than one child beyond their

ideal family size, compared to 0.5-0.8 children per woman in the richest two quintiles.®




While many studies focus on economic inequality and inequity, some incorporate other
dimensions, including geographic and educational differences in demand for and use of
contraception. A World Health Organization (WHO) report finds that across 71 countries,
median mMCPR is nearly twice as high among women with secondary or higher education, at
35.3 percent, than among women with no education, at 18.9 percent.® Interestingly, differences
in service utilization among groups with different education levels often surpass those measured
by wealth. Ahmed and colleagues find that disparities based on education are greater than
those based on wealth for all three health outcomes analyzed: mCPR, antenatal care, and

skilled attendance at birth.’

Trends in Family Planning Inequity

Positive news emerges from research on trends in FP inequity, which consistently reports that
such inequities are diminishing over time. A study of 74 countries finds a clear decline in
inequality of mMCPR and inequity of demand satisfied for FP between 1990 and 2013.2 Analyzing
data for 46 countries, Ross reports that the gap in CPR between the richest and poorest
quintiles has narrowed from 24 points to 19 points over the same time period.® In an analysis of
13 SSA countries, Creanga and colleagues find that wealth-based inequities in demand

satisfied for FP decreased in most countries between 1997 and 2006.1°

These improvements in equity for demand satisfied may be driven by larger recent increases in
CPR among poorer women than their richer counterparts, who tend to have fairly high rates of
contraceptive use already. Ross reports that among countries where CPR increased among
both the richest and poorest quintiles between 1990 and 2013, CPR increases in most countries

(26 of 33) were larger among the poorest quintile than the richest.!

This finding is replicated for inequality in contraceptive use as measured by educational
attainment. A WHO analysis of 38 countries finds that mCPR increased by a median of 0.7
percentage points annually over an approximately 10-year period among women with no
education, compared to a smaller annual increase of 0.2 percentage points among women with

secondary education or higher.*?

Further, equity improvements may be underway even when overall contraceptive use is

relatively static. In the Creanga and colleagues study of 13 SSA countries, only five registered
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sizeable increases in overall CPR between the mid-1990s and mid-2000s. However, inequity in
met need for FP, defined as the proportion of women who do not wish to conceive within the
next two years or at all and are using contraception, declined in most of the countries

analyzed.3

Relative Inequity of Contraceptive Use and Demand Satisfied for

Family Planning

Although they are stark, inequalities in contraceptive use are often smaller than those observed
for other health interventions.'* This finding may be because of the relatively high accessibility
of contraceptive services near people’s homes. Several studies report that interventions that
can be delivered at the community level—such as contraceptive services—demonstrate lower
inequality than those that require users to commit the time and potential expense of visiting a
facility.*® Skilled birth attendance, which is closely associated with facility-based delivery, is

often reported as the most inequitable of multiple interventions studied.®

In contrast to contraceptive use, demand satisfied for FP tends to be relatively inequitable
compared to other health interventions. In a study of 74 countries between 1990 and 2013,
demand satisfied for FP was consistently the least equitable overall of four maternal and
reproductive health outcomes, including mCPR, antenatal care, and facility-based delivery.?’
Barros and colleagues find that demand satisfied was the third most inequitable of 12 maternal,

newborn, and child health indicators measured across 47 countries between 2000 and 2010.18

Studies that directly compare mCPR and demand satisfied across large numbers of countries
find greater disparities in demand satisfied. Alkenbrack and colleagues observe that demand
satisfied is persistently less equitable than mCPR in their study of 74 countries, despite
improvements in the equity of both indicators over time.** A WHO analysis of 60 to 82 countries
finds that the median difference in demand satisfied between the richest and poorest quintiles,
at 15.9 percentage points, is over 20 percent greater than the median difference in mCPR, at

13.0 percentage points.?

The discrepancy in the relative equity of contraceptive use and demand satisfied for FP
suggests that there are factors apart from access to services that make poorer women less

likely to have their demand for contraception satisfied. We know this because demand satisfied
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for FP is a ratio that incorporates two metrics: mMCPR and the rate of unmet need for FP. Given

that the first metric, mCPR, is relatively equitable, the discrepancy likely lies in factors related to
unmet need. Research indicates that women with unmet need are at least four times more likely
to report an issue related to health concerns, perceived inability to conceive, or opposition to FP

than an access-related issue among their reasons for not using contraception.?

Box 3

Demand for FP Among Young Women

Advocates, service providers, and governments are increasingly focused on improving access
to and use of contraception among young people. Sixteen countries have committed to
improving their policies and/or programs to facilitate youth access to and use of family planning
as part of the global Family Planning (FP) 2020 initiative.* Unmet need for family planning
among women ages 15 to 24, including those who are married and those who are unmarried
and sexually active, is higher than among older women.z The benefits of expanding family
planning to youth are clear: Meeting unmet need among young women ages 15 to 19 in
developing countries would prevent over 2 million unintended births, 3 million abortions, and

5,600 maternal deaths.:

!Family Planning 2020, “Commitments,” accessed at www.familyplanning2020.org/commitments, on Dec. 22, 2017.

2Gilda Sedgh, Lori S. Ashford, and Rubina Hussain, Unmet Need for Contraception in Developing Countries: Examining Women’s
Reasons for Not Using a Method (New York: Guttmacher Institute, 2016).

3Jacqueline E. Darroch et al., Adding It Up: Costs and Benefits of Meeting the Contraceptive Needs of Adolescents (New York:
Guttmacher Institute, 2016).

Analyzing Equity in Demand Satisfied for Family Planning

Our study aims to assess whether demand satisfied for FP by modern methods, as a key
indicator of universal access to sexual and reproductive health, is equitable among young
women ages 15 to 24 in low- and middle-income countries, and to what extent that inequity has
changed over time (see Box 3). We consider these questions at the global, regional, and

country levels. In addition, we consider whether changes in demand satisfied for modern FP




over time within countries might be attributable more to increases in contraceptive use or

decreases in unmet need.

We selected 33 countries that had a total of 76 nationally representative Demographic and
Health Surveys (DHS) conducted between the years 2003 and 2016 (see appendix). To be
included, a country’s first survey had to be conducted between 2003 and 2007, and the most
recent survey conducted in 2010 or later. Within these surveys, we analyzed data for young
women in the 15 to 24 age group. We combined data for the 15 to 19 and 20 to 24 age groups
because of the small number of women included in the two individual cohorts, especially the 15
to 19 age group, in some countries. The number of countries included was limited by the

availability of wealth quintile data for a robust sample of young women.

In Bangladesh, Egypt, Jordan, and Pakistan, the sample for all surveys was limited to ever-
married women. In Indonesia, the first two surveys were limited to ever-married women while
the last survey included both ever-married and never-married women. In Nepal, the first survey
only asked questions around unmet need to currently married women while the last asked these
guestions of all women. To make these data comparable across surveys for these six countries,
we restricted the sample to currently married and in-union women in the country and regional

analysis. In all other countries, analysis included both ever-married and never-married women.

We compiled the mCPR, unmet need, and demand satisfied by modern methods for each
survey. As an initial measure of equity in demand satisfied for FP, we calculated the
concentration index for each survey and region. The concentration index is a measure of
inequality that can range between -1 and 1, with O representing perfect equality. In our study, a
value of 1 would represent a situation in which all of the individuals who have their demand
satisfied for FP are in the wealthiest quintile. Any negative concentration index value would

indicate that demand satisfied is concentrated among poorer individuals.

Next, we conducted multilevel mixed effects logistic regression modeling to determine the odds
of demand for modern family planning being satisfied based on a set of independent variables.
We selected demand satisfied for modern methods of FP as the dependent variable both to
account for unequal demand for modern FP across subgroups and to align with the SDGs. In

the simplest model, our independent variables included household wealth quintile and the
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chronological number of the survey within each country (in other words, the country’s first,

second, or third survey in our sample).

We ran additional model specifications adding independent variables for age group, year
categories, education, marital status, place of residence (urban versus rural), and an interaction
of wealth quintile and survey number to assess the effect of wealth quintile changing over time.
This analysis was repeated at the global level, for each region, and for each country. This
method allowed us to control for the influence of several noneconomic factors that likely affect
demand satisfied for FP among young women, gaining a clearer picture of the relative influence

of wealth quintile.

After running the global logistic regression model, we used a predicted marginal probability
model to calculate the predicted value of demand satisfied by wealth quintile and other
independent variables, taking into account all factors in the regression model. An online
appendix provides further details about our methodology. The regression output can be found in
online appendices.

The Global Picture: Inequities in Demand Satisfied Exist, But Are

Decreasing Over Time

At the global level, we first examined levels in demand satisfied for modern FP by wealth
guintile as reported in the surveys across all countries (see Figure 1). We found that inequity in
demand satisfied by wealth quintile among young women remained substantial, but that overall
levels of demand satisfied improved from the first to most recent surveys. Demand satisfied
increased from 38 percent to 47 percent from the first to most recent survey among the poorest
quintile, and from 54 percent to 60 percent among the richest quintile. The gap in demand
satisfied between the poorest and wealthiest quintiles decreased from 16 to 13 percentage

points during this time, indicating that there is still progress to be made regarding equity.



Figure 1

Demand Satisfied for Modern Family Planning
Globally by Wealth Quintile
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Source: PRB analysis of DHS data from 76 surveys in 33 countries.

The modeled results controlling for other factors tell a slightly different story. We assessed the
probability of demand for modern family planning being satisfied over time, based on wealth
guintile and other factors. In our regression modeling, we find a moderate correlation between
wealth quintile and the probability of an individual young woman having her demand for modern
FP satisfied. Across all surveys and time points in our dataset, our marginal probability model
predicts demand satisfied for modern FP to average 45 percent among young women in the
poorest quintile and 55 percent among young women in the richest quintile, holding other
independent variables constant—an inequity of 10 percentage points. In other words, wealthier

women were decidedly more likely to have their demand for family planning satisfied.
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A positive finding, which reinforces other recent studies, is that demand satisfied for modern
FP among young women as measured by the concentration index has been getting more
equitable over time, with a gap of 6 percentage points by the time of countries’ final
surveys in our model. Using our marginal probability model to control for all other covariates
and thus isolate the effect of wealth quintile, the probability of demand satisfied among young
women in the poorest wealth quintile was predicted to improve on average from the first to the
most recent survey from 38 percent to 49 percent, while the probability of demand satisfied
among the richest quintile was predicted to remain steady over time, only increasing from 53
percent to 55 percent. This finding indicates that by the most recent survey, demand satisfied
was predicted to be much more equitable among young women when measured solely by
wealth quintile. Across all countries, the effect of wealth quintile on the odds of demand being
satisfied decreased over time, by around 8 percent for each successive survey. The difference
between these values and the direct estimates observed in the survey is due to other related
variables such as age, education, and residence, which confound the effect of wealth quintile on

demand satisfied when not controlled for.

Education, place of residence, and marital status each affect the probability of demand for
modern FP being met. In fact, these factors have a greater impact on the probability of
demand satisfied for modern FP than wealth quintile. An individual young woman’s
probability of having her demand for modern FP satisfied increases with each level of education
she completes. Controlling for other factors, young women with no education have a 40 percent
predicted marginal probability of having their FP demand satisfied, while the probability is above
50 percent among those with secondary education and higher than secondary education. Young
women in urban areas are more likely to have demand for modern FP satisfied than those in
rural areas controlling for other factors, with respective predicted marginal probabilities of 53
percent and 48 percent. Finally, those who have never been married are more likely overall to
have their demand for modern family planning satisfied when controlling for other factors, with a
55 percent predicted marginal probability compared to 48 percent among those who are or have

been married or in union.
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Regional Estimates Tell Unique Stories

At the regional level, we found widely varying results, albeit with two generally positive findings
(see Table 1). Inequity in demand satisfied for modern FP among young women has
decreased over time, as measured by the concentration index, in all regions except Middle
Africa, although to varying degrees (see Figure 2). In a second positive finding, overall levels
of demand satisfied have also increased across wealth quintiles over time in all regions
except the Middle East and North Africa, Southeast Asia, and Latin America and the

Caribbean.
Table 1

Average Regional Modern CPR, Unmet Need, and Demand Satisfied for Modern Family

Planning Among Young Women at Most Recent Survey

mCPR Unmet Demand
(%) Need (%) Satisfied (%)
Most Recent Survey

Eastern Africa 20.2% 11.2% 62.4%
Latin America and the Caribbean 23.2% 11.7% 60.5%
Middle Africa 16.9% 16.4% 38.3%
Middle East and North Africa 32.3% 11.1% 62.5%
South Asia 29.9% 21.9% 52.5%
Southeast Asia 21.0% 7.4% 64.7%
Southern Africa 37.5% 11.3% 76.3%
Western Africa 11.9% 17.0% 38.7%

Source: ICF, Demographic and Health Surveys from 33 countries.
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Figure 2

Change in the Concentration Index for Demand Satisfied for Modern Family Planning by
Wealth Quintile for Each Region Region

Average Regional Values Among Young Women at First and Most Recent Survey
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Note: Statistically significant changes are denoted with an asterisk (*) next to the region name.

Source: PRB analysis of DHS data from 76 surveys in 33 countries.

Other results were more mixed. In four regions—Eastern, Southern, and Western Africa, and
Southeast Asia—wealth quintile was significantly correlated with demand satisfied among young
women across all surveys, while controlling for age, education, residence, and marital status.
However, in the four remaining regions—Latin America and the Caribbean, Middle Africa,
Middle East and North Africa, and South Asia—wealth quintile was not found to have a
significant impact on the probability of demand satisfied among young women when controlling

for all other factors.

As seen at the global level, other factors, including education, place of residence, and matrital
status, were better predictors of demand satisfied than wealth quintile in most regions (see
Table 2). In fact, in all regions except Southern Africa and Middle East and North Africa, at least

one other factor had a larger, statistically significant effect on demand satisfied than wealth
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quintile in the regression analysis. Age had a greater effect on demand satisfied for modern FP
among young women than wealth quintile in five of the eight regions. This finding was also true

for marital status in four regions and for education in three regions.

Changes in equity over time also varied by region. As noted above, all regions except Middle
Africa demonstrated improvements in equity over multiple surveys as measured by the
concentration index of demand satisfied for FP, which does not control for the other factors
included in the regression model. However, once other factors are controlled for, the effect of
wealth quintile on the odds of demand satisfied for FP still decreased significantly over time in
two regions: Middle East and North Africa and Southern Africa. In other words, in these regions,
wealth quintile has become less important over time in influencing a young woman’s odds of

having her demand satisfied for FP.

Table 2: Influence of Selected Factors on the Odds of Demand Satisfied in Each Region

Variable Eastern Latin Middle Middle South Southeast Southern Western
Africa America Africa East Asia Asia Africa Africa
and the and
Caribbean North
Africa
Wealth
Quintile 1.33 1.24 1.01 1.33 1.31 1.12 1.55 1.42
Age Category
20-24 1.60 1.37 1.08 1.22 1.50 1.44 1.48 1.55
Rural
Residence 0.79 0.97 0.74 0.78 0.65 1.09 0.75 0.69
Level of
Education 1.37 1.15 1.83 1.04 1.03 0.93 1.36 1.55
Ever Married 1.58 1.14 0.58 n/a n/a 2.41 0.56 0.43

Note: Table 2 presents the odds ratios for selected covariates on demand satisfied for modern family planning.
These include the odds ratios for a single unit increase in wealth quintile, for being in the 20 to 24 age group as
opposed to the 15 to 19 age group, for living in a rural area as opposed to an urban area, for a single unit increase
in level of education obtained (for example, primary to secondary), and for having ever been married as opposed
to having never been married. For example, in Western Africa, the odds ratio of 1.55 for being in the 20 to 24 age
group mean the odds of a woman having her demand for modern family planning satisfied is 1.55 times greater in
the 20 to 24 age group than in the 15 to 19 age group. In other words, being in the older age group increases a
woman’s odds of having her demand satisfied by 55 percent. Odds ratios less than 1 indicate a decrease in the
likelihood of having demand for modern FP satisfied. Odds ratios in bold indicate those that are statistically
significant, and those that are also in italics have a greater impact on demand satisfied than wealth quintile. For
Western Africa, this includes age group, level of education, and marital status.

Source: PRB analysis of DHS data from 76 surveys in 33 countries.
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MIDDLE AFRICA

Middle Africa has the lowest overall level of demand satisfied by modern methods among young
women of all regions in the analysis and the highest level of inequity. In the most recent survey,
young women in the richest quintile were three times more likely to have their demand for
modern family planning satisfied than young women in the poorest quintile, 51 percent to 17
percent respectively (see Figure 3). Further, equity has not improved over time in this region.
The concentration index increased from 0.188 to 0.202 from first to most recent survey, but this
increase was not statistically significant.

As seen in Table 2, education and marital status play a significant role in inequities in FP among
young women in Middle Africa, with larger effects than wealth quintile. Each additional level of
education increases a young woman’s odds of having her demand for modern FP satisfied by
83 percent. In Middle Africa, women who are or have been married also have a 42 percent
reduction in their odds of having their demand for modern family planning satisfied compared to
women who have never been married.

Figure 3
Demand Satisfied for Modemn Family Planning
in Middle Africa by Wealth Quintile
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Source: PRB analysis of DHS data from 76 surveys in 33 countries.
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WESTERN AFRICA

Western Africa has the second-lowest level of demand satisfied for FP among young women
among all regions. It also has the second-highest level of inequity as measured by the
concentration index, which reports how much demand satisfied is concentrated among the
wealthiest quintiles. In the most recent survey, demand satisfied for modern family planning was
only 27 percent among young women in the poorest wealth quintile, compared to 51 percent
among those in the richest quintile (see Figure 4). Despite this large gap, equity is improving
over time. The concentration index decreased from 0.248 to 0.125 from first to most recent
survey, a statistically significant decrease.

Age, education, and marital status each have a larger impact on demand satisfied for modern
FP than wealth in Western Africa (see Table 2). Each additional level of education (primary,
secondary, or tertiary) increases a young woman’s odds of having her demand for modern FP
satisfied by 55 percent. For example, those with a secondary education have 1.55 times greater
odds of having their demand for modern FP satisfied compared to those with only a primary
education.

Figure 4

Demand Satisfied for Modem Family Planning
in Western Africa by Wealth Quintile
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SOUTH ASIA

In South Asia, overall levels of demand satisfied for FP are the third-lowest of all regions,
although there is relatively high equity. In the most recent survey, demand satisfied for modern
FP was 50 percent among young women in the poorest quintile, and 56 percent among young
women in the richest quintile (see Figure 5). The concentration index decreased slightly from its
low baseline of 0.073 to 0.026 in the most recent survey, illustrating the overall high levels of
equity. This decrease was statistically significant.

In South Asia, age and residence have larger effects on demand satisfied for FP than wealth
quintile (see Table 2). For example, young women living in rural areas have 35 percent lower
odds of having their demand for modern family planning satisfied compared to those in urban
areas.

Figure 5

Demand Satisfied for Modem Family Planning
in South Asia by Wealth Quintile
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Source: PRB analysis of DHS data from 76 surveys in 33 countries.

Latin America and the Caribbean

In Latin America and the Caribbean, around 61 percent of young women overall have their
demand for modern FP satisfied, a level in the middle of all regional results. However, the
degree to which wealth plays a role in demand satisfied is minimal, resulting in a high level of

equity. In the most recent survey, 58 percent of young women in the poorest quintile had their
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demand for modern FP satisfied, compared to 66 percent among those in the richest quintile
(see Figure 6). This gap is smaller than that seen in other regions. Age and marital status are
the only factors in the regression model with an effect this is significant, and larger than that of
wealth quintile, on demand satisfied in Latin America and the Caribbean, with older women and
ever-married women in the youth cohort more likely to have their demand satisfied than their
younger and never-married counterparts.

There is also not statistically significant evidence that the effect of wealth quintile on the odds of
demand satisfied for modern FP has decreased significantly over time, which may reflect the
fact that these countries have a high degree of equity to begin with. The concentration index
declined slightly from 0.031 among the first surveys to 0.016 in the most recent surveys, with
both values demonstrating low levels of inequity. However, this decrease was not statistically
significant. As shown in Table 2, the only statistically significant factors associated with greater
demand satisfied than wealth are age group and marital status. Those in the 20 to 24 age group
had 37 percent greater odds of having their demand for modern FP satisfied than those in the
15 to 19 age group.

Figure 6

Demand Satisfied for Modem Family Planning
in Latin America and Caribbean by Wealth Quintile
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Source: PRB analysis of DHS data from 76 surveys in 33 countries.
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EASTERN AFRICA

In Eastern Africa, demand satisfied for modern FP among young women is notably more
equitable than in Middle Africa and Western Africa. At the most recent survey, 56 percent of
young women with demand for modern FP in the poorest quintile had their demand satisfied,
compared to 69 percent among young women in the richest quintile (see Figure 7). The
concentration index decreased from 0.094 to 0.040 across surveys, indicating a slight
improvement in equity. This decrease was statistically significant.

Age, education, and marital status have larger effects on demand satisfied for FP than wealth
quintile in Eastern Africa (see Table 2). In contrast to all other regions in SSA, young women
who are or have been married have 58 percent greater odds of having their demand for modern

family planning satisfied compared to women who have never been married.

Figure 7

Demand Satisfied for Modem Family Planning
in Eastern Africa by Wealth Quintile
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MIDDLE EAST AND NORTH AFRICA
Overall demand satisfied for modern FP among young women in Middle East and North Africa
is moderately high, at 63 percent, and the degree of inequity in this measure is comparable to

several other regions. However, only two countries from this region had surveys meeting our
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criteria: Egypt and Jordan. In the most recent survey, demand satisfied measured 57 percent
among young women in the poorest quintile, compared to 72 percent among young women in
the richest quintile (see Figure 8). Unlike all other regions except Southern Africa, none of the
other factors included in the regression analysis had larger effects on demand satisfied for
modern FP than wealth quintile.

Unusually compared to all other regions except Southeast Asia, the levels of demand satisfied
across most wealth quintiles have decreased over time, rather than increased. Still, the
concentration index decreased as well, from 0.070 to 0.048, indicating improvements in equity.
However, this was not a statistically significant decrease. As seen in Table 2, no other factors

were statistically significant in predicting demand satisfied for modern FP.

Figure 8
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SOUTHEAST ASIA

Southeast Asia has the second-highest overall level of demand satisfied for modern FP among
young women, at 65 percent, and the lowest level of inequity in that measure. In fact, the most
recent survey shows that a slightly higher percentage of young women in the poorest wealth
quintile have their demand satisfied compared to the richest wealth quintile, at 64 percent and

60 percent respectively—the only region where this pattern has emerged (see Figure 9). The
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concentration index remains very close to full equity, having decreased from 0.013 to -0.006, a
statistically significant decrease. As in Middle East and North Africa, there has been a decline

instead of an increase in the level of demand satisfied among young women across wealth
quintiles.

Age and marital status have greater effects on demand satisfied for FP than wealth quintile in
Southeast Asia (see Table 2). For example, young women who are or have been married have
2.4 times greater odds of having their demand for modern family planning satisfied compared to
women who have never been married. Data from only two countries, albeit populous ones, were
included for this region: Indonesia and the Philippines.

Figure 9

Demand Satisfied for Modem Family Planning
in Southeast Asia by Wealth Quintile
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SOUTHERN AFRICA

Southern Africa records the highest overall level of demand satisfied for modern FP among
young women among all regions, at 76 percent, although its equity on this measure is more
average. Demand satisfied for modern FP is 66 percent among young women in the poorest
guintile, compared to 83 percent among young women in the richest quintile (see Figure 10). As

in most other regions, equity also shows modest improvements over the period covered in the
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surveys, with the concentration index decreasing from 0.095 to 0.049. This decrease was
statistically significant.

In Southern Africa, no covariate had a larger effect on demand satisfied than wealth quintile,
although being in the 20 to 24 age group, having a higher level of education, and never being
married all were significantly associated with a higher level of demand satisfied (Table 2). Data

for only two countries, Lesotho and Namibia, were available for this region.
Figure 10
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Levels of Demand Shape Equity Satisfied Within Countries

We observed that countries with lower levels of demand satisfied among young women tend to
also have greater inequity, while countries with higher levels of demand satisfied tend to also be
more equitable (see Figure 11). While the countries with low levels of equity in demand satisfied
are clustered in two regions, that is not the case for countries with high equity. The five
countries with the lowest equity levels as measured at the most recent survey are located in
Middle and Western Africa: Nigeria, Burkina Faso, Guinea, Democratic Republic of Congo, and
Mali. The concentration index among those countries ranges from 0.248 to 0.198, compared to

a median of 0.077 among all countries. Countries with the highest levels of equity at most recent
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survey display no regional pattern: Rwanda, Dominican Republic, Ghana, Philippines, and
Malawi.

Figure 11

Level of and Concentration Index for Demand Satisfied for Modern Family Planning in Most

Recent Survey, by Country

Concentration Index for Demand Satisfied by Wealth Quintile (Equity Increases as Values on Y-Axis Approach Zero)

0.3
<
=
©
9]
= 0.25 ¢ Nigeria
z Democratic Republic of [ ]
the Congo Burkina Faso
E ° & ©— Guinea
7 0.2 e— Mali
% Senegal
g . ngandz Cameroon
€ 4 015 e <
= ©— Congo Republic iopl

€5 e, ongo Repu Ethiopia
Qo C Benin  te.|
o's e . .. ) ©
59 01 Pakistarbg 0 e .S|erra Leope Peru Namibia
S Nige K
< ) © enya
] Liberia Haiti ‘@ .
o
< o Zambid--., gypat
= 0.05 e e © Zimbab(yve .
o Mélaw‘ Lesotho Indonesia
E Nepal . ‘0 Jordan ."'-.
s 0 ¢ Philippines e Ban‘gﬁde.sh“
(] ic
e e Dominican Republic —@ Honduras
o

Gh
© ana e Rwanda

-0.05
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Percent Demand Satisfied for Modern FP Among Youth 15-24

Source: PRB analysis of DHS data from 76 surveys in 33 countries.

Demand Satisfied and Equity Over Time

Countries vary significantly in their trends in demand satisfied and equity over time (see Figure
12).22 The largest number of countries (17 countries of the 33 in our sample) have demonstrated
improvements in both demand satisfied and equity over time: Benin, Burkina Faso, Cameroon,
Ethiopia, Ghana, Haiti, Honduras, Kenya, Lesotho, Liberia, Malawi, Mali, Pakistan, Senegal,

Sierra Leone, Uganda, and Zimbabwe.
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The remaining 16 countries displayed more mixed trends. Four countries—Dominican Republic,
Egypt, Namibia, and Indonesia—recorded stable levels of both overall demand satisfied and
equity over time. In two countries—Philippines and Rwanda—the overall level of demand
satisfied was stable as equity improved. In two other countries—Jordan and Rwanda—the
overall level of demand satisfied decreased even as equity improved. Three countries saw
improvements in demand satisfied while equity remained stable: Bangladesh, Democratic
Republic of the Congo, and Peru. In Guinea, equity remained stable, but overall levels of
demand satisfied decreased. In the final four countries—Congo Republic, Niger, Nigeria and

Zambia—overall demand satisfied improved, but the level of equity decreased over time.

Figure 12

Country Trends in Demand Satisfied and Equity Over Time
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Changes in Modern CPR and Unmet Need

Further analysis revealed that the contributions of changes in mCPR and unmet need to levels
of demand satisfied over time varied by country. However, increases in mCPR drove increases
in demand satisfied more often than did reductions in unmet need. For 12 of the 17 countries
that saw improvements in both overall levels of demand satisfied and in equity—Burkina Faso,
Ethiopia, Ghana, Kenya, Lesotho, Liberia, Malawi, Mali, Pakistan, Senegal, Sierra Leone, and
Uganda—increases in mMCPR were proportionately larger than decreases in unmet need over
the survey period. In Honduras and Zimbabwe, and to a lesser extent Cameroon, decreases in
unmet need exceeded increases in MCPR. In Benin and Haiti, mCPR increased, but so did

unmet need.

Among the seven countries that experienced an increase in demand satisfied without
accompanying improvements in equity, increases in mCPR were proportionately larger than
decreases in unmet need in three: Bangladesh, Democratic Republic of Congo, and Zambia. In
Nigeria and Peru, the decrease in unmet need was larger than the increase in mCPR. In Congo

and Niger, both mCPR and unmet need increased.

This pattern did not hold among countries where levels of demand satisfied decreased over time
or remained stable. In Rwanda, increases in unmet need surpassed increases in mCPR. In
Nepal, mCPR and unmet need both declined. Over the course of the two surveys in Egypt,

MCPR declined among young women and unmet need increased slightly. In Guinea, unmet
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need increased and mMCPR decreased to a lesser degree. In Dominican Republic, Jordan, and
Namibia, mCPR and unmet need both increased. Finally, in Indonesia and Philippines, the

decrease in unmet need was larger than the increase in mCPR.

Demand Satisfied Still Uneven, But Poorest Young Women Gaining

Ground

Equity in demand satisfied for modern FP among young women is improving when
measured by wealth quintile, but is still a challenge. Across the full dataset and all time
points, our regression analysis predicts that demand satisfied for modern FP is 10 percentage
points lower among young women in the poorest quintile compared to those in the richest
quintile (45 to 55 percent). However, demand satisfied for FP has become more equitable over
time, with the equity gap between poor and rich young women shrinking to six percentage

points by the most recent survey in our predicted marginal probability model.

These findings mirror those of other studies that have found improving levels of equity in
demand satisfied among all women of reproductive age. Knowing that equity is improving
among young women specifically is a positive signal for the SDGs’ aim of equitable progress
towards universal health access, and more relevant to these goals than overall MCPR or unmet

need.

Increases in contraceptive use, in contrast to decreases in unmet need, have been the
primary factor driving recent improvements in demand satisfied for FP among young
women. Slightly more than half of countries (17 of the 33 in our sample) have demonstrated
improvements in both demand satisfied and equity over time. Among this group, most
experienced larger proportional increases in mCPR compared to decreases in unmet need. This
suggests that an expansion in the percentage of young women who choose to use FP has had
a larger effect on demand satisfied than a drop in the proportion of young women who wish to
prevent pregnancy but are either unable or unwilling to adopt family planning. Other studies
have found that improvements in equity in contraceptive use and demand satisfied have been
driven by proportionately larger increases in CPR among poorer women than their richer

counterparts.
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Education and marital status affect demand satisfied for FP among young women at least
as much as wealth. Globally, young women with high levels of education and those who have
been married are at least as likely as those in the richest quintile to have their demand for
modern FP satisfied. This result echoes a previous study’s finding that disparities in
contraceptive use and two maternal health measures are larger when measured by education

level than by wealth quintile.?

The influence of wealth quintile on demand satisfied for FP among young women is
strongest in Eastern Africa, Southern Africa, Western Africa, and Middle East and North
Africa. In these three regions, wealth quintile remained significantly correlated with demand
satisfied, after accounting for age, education, residence, and marital status. However, in Middle
Africa and other regions outside of SSA, wealth quintile is not a significant correlate of demand
satisfied for FP among young women after controlling for other factors. In most of these regions,
factors such as education, place of residence, and marital status are better predictors of
demand satisfied than wealth quintile.

Demand satisfied and equity are lowest in Middle and Western Africa. In Middle and
Western Africa, half or less of young women have their demand for modern FP satisfied. These
are also the two regions where equity in demand satisfied, as measured by wealth quintile, is
lowest. Eight of the 10 countries with the highest levels of inequity in demand satisfied among
young women at the most recent survey are located in these two regions. In contrast, high

levels of equity are observed among individual countries across all other regions.

Recommended Actions

Invest in improving family planning programs broadly, especially access to contraceptive
methods. High overall quality of FP programs seems to be a prerequisite to reducing inequity.
In SSA, greater reductions in the wealth quintile gap in contraceptive use are correlated with
strong FP programs, especially those that score high for access to methods. The strength of FP

programs is also positively correlated with overall contraceptive use among the poorest quintile,
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indicating that strong programs in themselves may be a factor in reducing disparities in

contraceptive use and demand satisfied for FP.%*

Emphasize service provision at the community level. Research suggests that localized,
community- and outreach-based interventions can be most effective in reducing inequities in
health because they address many of the geographic, economic, and information-related
barriers often faced by disadvantaged subgroups. In a systematic review, Yuan and colleagues
report that community health worker-based maternal and child health interventions in
Bangladesh and India demonstrated reduced inequality in antenatal care and skilled birth
attendance. In addition, the deployment of trained midwives in every village in an Indonesian
study generated increases in skilled birth attendance overall, with the largest increases among
the poorest two quintiles.?® By focusing on community-level interventions, program designers
can ensure that all young women have access to FP services and pave the way to both more

equitable and higher levels of demand satisfied for FP among youth.

Look beyond economic measures in efforts to improve equity. Broader measures of
development have been assessed for their effects on FP equity, with mixed results. Using
multivariate analysis, Alkenbrack and colleagues find that education levels, followed by
government spending on health, have significant association with equity across four maternal
and reproductive health measures, including use of and demand satisfied for contraception,
while GDP per capita and governance are insignificant.?® This finding reinforces the importance
of improving measures of equity beyond economic status, such as education, in order to

increase demand satisfied for FP.

Cultivate advocacy to promote domestic financing for health in general and FP
specifically. Such financing should be encouraged from multiple sectors. Despite concerns that
growth in the share of health services provided through the private sector could be detrimental
to low-income users, Hotchkiss and colleagues found that as the private sector expanded as a
source of supply for contraceptives in four countries, inequality measures were either stable or

declined.?
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Conclusion

Strong attention to closing wealth-based inequities in FP access appears to have had a
measurable impact. This study finds that the gap in demand satisfied for modern FP between
rich and poor young women is closing, driven largely by increases in mCPR. These findings
replicate the global trend toward reduced inequity in demand satisfied for FP among all women,
offering the good news that young women are not being left behind. In fact, in most regions, a
young woman’s demand satisfied is more likely to depend on her level of education, age, and

marital status than on her economic well-being.

However, wealth-based inequity remains a persistent challenge in most regions of sub-Saharan
Africa, even accounting for factors such as educational attainment, urban/rural residence, and
age. Therefore, programs that aim to reduce inequity in demand satisfied for young women of
today, and likely for future generations, should continue to focus on wealth-based inequity,
especially in SSA, while expanding approaches to improve FP access and use among the least
educated, youngest women, and rural populations. The fact that demand satisfied is lower
among the youngest reproductive-age cohort, women ages 15 to 19, even accounting for other
factors, reinforces the importance of overcoming policy and sociocultural barriers inhibiting

young women from fulfilling their FP needs.
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