
155Volume 41, Number 3, September 2015

One central rationale for the promotion of family planning 
is the potential benefit to the health of mothers and chil-
dren. The achievement of adequate spacing between preg-
nancies is a major pathway through which contraceptive 
practice can render benefits. Pregnancies conceived less 
than 20 months following a prior birth are at considerably 
higher risk of prematurity, low birth weight, fetal death 
and early neonatal death.1 The importance of this link is 
underscored by the facts that neonatal deaths account for 
44% of all childhood deaths and that prematurity is the 
most common cause.2 In addition to the 2.9 million neo-
natal deaths that occur each year, 99% in low- and middle-
income countries, an almost equal number of stillbirths 
occur.3 An analysis of Demographic and Health Survey 
(DHS) data from 52 countries showed that the adverse 
effects of  inadequate spacing extend beyond the neo-
natal period.4 Expressed in terms of interbirth intervals, 
children born within 24 months of an elder sibling have 
a 60% increased risk of dying before their first birthday 
and those born 2–3 years after an elder sibling have a 10% 
increased risk, compared with those born after an interval 
of 3–5 years. For children between the ages of one and five 
years, the balance of evidence suggests that intervals of less 
than two years are associated with a 40% increased risk 
of dying. A systematic review confirmed that the health of 
mothers is also affected by inadequate spacing.5 Specifical-
ly, short intervals are associated with uterine rupture and 
uteroplacental bleeding disorders. Despite the steep rise 
in contraceptive use in developing countries, interbirth in-
tervals have increased in length only slightly over the past 
25 years; according to recent surveys, 25% of second and 
higher-order children are born within two years of a sib-
ling, compared with about 29% a decade earlier.6

Though this evidence underlines the importance of 
postpartum family planning for the health of both mothers 
and children, the topic suffered a prolonged era of benign 
neglect that has only recently been remedied. In 2013, the 
World Health Organization issued new guidelines for this 
component of contraceptive services and the U.S. Agency 
for International Development is funding projects to pro-
vide postpartum services.7,8 One factor that helped to re-
vitalize this agenda was a study of women in 27 countries 
by Ross and Winfrey in which the proportion who wanted 
to postpone another child for at least two years but were 
using no method of contraception was, on average, at the 
very high level of 65% in the first year following child-
birth.9 Indeed, their analysis suggested that 39% of all un-
met need for contraception arose from women who had 

given birth in the previous 12 months.
For decades, the concept of unmet need has been the 

main way of prioritizing populations for delivery of fam-
ily planning services, and thus Ross and Winfrey’s article 
had a major impact. However, their findings are perplex-
ing because it is well established that most couples wish to 
space successive children by at least two years6 and that a 
woman’s contact with health services is especially frequent 
during pregnancy, delivery and in the first year of a child’s 
life. Thus information about, demand for and access to 
contraceptive services should be high in this phase of the 
reproductive cycle. This conundrum provided the motiva-
tion for this study. Our aims are to reassess the level of 
postpartum unmet need with different methods of mea-
surement, compare unmet need in the first year following 
childbirth with unmet need at later durations postpartum 
and to analyze reasons for postpartum unmet need.

Estimating Unmet Need for Contraception Among Postpartum 
Women
Defining unmet need in postpartum women encounters 
the problem that many are wholly or partially protected 
by lactational amenorrhea or postnatal abstinence and 
thus have a reason to postpone contraception regardless 
of their future childbearing wishes. The standard DHS so-
lution is to classify amenorrheic women according to the 
intendedness of their most recent birth.10 Postnatal absti-
nence, an important factor in some West African countries, 
is ignored. For aggregate estimates, this approach of clas-
sifying amenorrheic women is preferable to their omis-
sion from estimates, but it is unsatisfactory for describing 
need at the time of the survey. It also has the disadvantage 
that unmet need in postpartum women cannot be easily 
compared with that of other women, because women in 
the former group are much more likely to be classified on 
their retrospective preferences than are those in the latter 
group, for whom unmet need is based largely on their fu-
ture childbearing preferences.

An alternative was introduced by Ross and Winfrey, 
who argued that amenorrheic women may not have a 
pressing current need for contraception, but many will 
soon have such a need and thus can be usefully classified 
as having unmet need unless they are using a contracep-
tive method.9 Under this “prospective” approach, women 
who are amenorrheic or still abstaining since their last 
birth are classified as having unmet need unless they want 
a child within two years or are using a traditional or mod-
ern method.
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od, ranging from 23% in Morocco to 82% in Ghana. The 
mean for all 16 surveys is 47%. These estimates are simi-
lar to those given by Ross and Winfrey for a different set 
of surveys and are the origin of the assertion that unmet 
need is particularly high in the postpartum period.9 The 
current-status method gives the lowest estimates, with a 
range of 3–21% and a mean of 9%. In every survey, the 
DHS definition yields values that are intermediate. De-
pending on which approach is preferred, unmet need in 
the 12 months postpartum may be regarded as exception-
ally high or exceptionally low—an unhelpful situation.

The prospective definition has influenced the priorities 
of major donors and helped revitalize the postpartum fam-
ily planning agenda, which had been neglected since the 
end of the Population Council’s International Postpartum 
Program in 1974.7,11,12 It can be argued that the promotion 
of highly effective long-acting reversible methods (LARC) 
or sterilization early in the postpartum should be a top 
priority because short interbirth intervals, with their well- 
established adverse health consequences, remain com-
mon. As mentioned in the introduction, an analysis of 
DHS data from 72 countries found that 25% of interbirth 
intervals, on average, were shorter than 24 months.6 This 
strong health rationale may justify early postpartum pro-
motion of methods even in settings where prolonged 
breast-feeding and amenorrhea act to postpone pregnancy. 
Provided that method continuation is high, the problem of 
redundant protection stemming from the overlap between 
amenorrhea and contraceptive use can be dismissed.

Conversely, postpartum uptake within a few months of 
childbirth of methods associated with low continuation, 

A third strategy for estimating unmet need in the post-
partum period is to restrict unmet need to women who 
have resumed menses and sex, are not practicing contra-
ception, but wish to postpone childbearing for two or more 
years. In other words, amenorrheic or abstaining women 
are classified along with women practicing contracep-
tion and those who want another child within two years 
as having no unmet need. This “current-status” approach 
comes closer than the standard DHS definition to captur-
ing women’s immediate need for contraception, though it 
is subject to the criticism that reliance on amenorrhea is 
not 100% effective.

To determine how the use of these differing definitions 
affects the level of unmet need in the postpartum period, 
we analyzed data from 16 countries that had a recent DHS. 
The countries were selected purposively to obtain a geo-
graphic spread and equal numbers with high and low 
prevalence of short interbirth intervals. In Table 1, the first 
two countries in each regional group have a high preva-
lence and the second two a low prevalence of short inter-
vals. We then applied the three measures of unmet need 
and compared the results.

The three measures yield very different results for wom-
en 0–11 months postpartum (Table 1). The denominator 
for all three estimates is currently married (or cohabiting) 
women, and all three categorize the small minority (about 
3%) of currently pregnant women according to the intend-
edness of their pregnancy; that is, those who reported the 
pregnancy as mistimed or unwanted were classified as part 
of the group with unmet need. The prospective measure 
gives the highest estimates of unmet need for any meth-

TABLE 1. Percentage of married or cohabiting women at 0–11 months postpartum with unmet need for any method of contraception, by measure; and 
selected background indicators, by region and country

Country (Abbreviation)  Survey  
Year 

Measure of unmet need Selected background indicators†

DHS Current  
Status

Prospective Total 
fertility  
rate

% birth 
intervals 
<24 mos.

Median mos.  
of postpartum  
insusceptibility

West/Central Africa
Dem. Rep. of Congo (CD) 2007 32.4 8.3 61.2 6.3 26.0 12.1
Nigeria (NG) 2008 19.5 8.9 65.3 5.7 23.8 13.8
Republic of Congo (CG) 2005 28.6 3.9 53.7 4.8 13.2 11.8
Ghana (GH) 2008 50.6 10.9 82.0 4.0 14.0 12.4

East/Southern Africa  
Uganda (UG) 2011 47.5 13.2 75.1 6.2 25.3 11.0
Kenya (KE) 2008–9 36.7 11.3 63.2 4.6 22.6 10.3
Zimbabwe (ZW) 2010–11 14.6 3.0 26.1 4.1 8.8 12.7
Lesotho (LS) 2009 40.4 8.6 57.8 3.3 12.4 11.5

North Africa/Asia  
Pakistan (PK) 2012–13* 30.5 19.3 52.9 3.8 36.6 4.4
Jordan (JO) 2012* 14.8 10.5 25.4 3.5 31.9 3.1
Indonesia (ID) 2012 12.6 6.2 27.9 2.6 10.5 3.8
Morocco (MO) 2003–4* 13.1 6.2 23.2 2.5 16.6 3.1

Latin America/Caribbean  
Guyana (GY) 2009 39.8 21.3 57.4 2.8 24.8 4.3
Dominican Rep (DR) 2007 20.8 12.3 27.7 2.4 23.4 3.4
Peru (PE) 2012 18.9 3.0 31.9 2.6 11.8 10.4
Honduras (HN) 2011–12 13.5 3.7 27.2 2.9 15.3 8.6

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

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

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

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

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

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

Country Amen- 
orrhea
%

Breast-
feeding
%

Health 
concerns/
side effects 
%

Oppo- 
sition
%

Lack of  
access/ 
knowledge
%

Infre- 
quent 
sex 
%

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

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

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

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

Note: Multiple reasons allowed.
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and infant, and they regarded amenorrhea as a means 
by which the woman’s body recovered from the strain of 
pregnancy and childbirth. The onset of menses was un-
derstood to mean the return of reproductive capacity. The 
possibility of conception during amenorrhea was recog-
nized, but the risk was considered small. Reluctance to 
start modern methods before the return of menses was re-
inforced by the belief that the methods were “strong” and 
even somewhat hazardous, particularly in the vulnerable 
months after childbirth. The net consequence was that 
adoption of methods was low during amenorrhea, particu-
larly in Dhaka, and the onset of menses acted as a power-
ful trigger for initiation of use.

Studies coordinated by Family Health International in 
Ghana, India, Rwanda and Zambia give an impression 
about the importance of the return of menses as a signal 
to initiate contraceptive use similar to that of the Salway-
Nurani study.27 In three of these countries, between a quar-
ter and a half of postpartum women were unaware that a 
woman could get pregnant before the return of menses. In 
Ghana and Zambia, among women who were amenorrheic 
and sexually active at 9–12 months postpartum, contra-
ceptive use was no higher among women who were aware 
than it was among those who were unaware. In Rwanda, 
both survey and in-depth interviews revealed that amen-
orrhea was a major reason for non-use.28 Some women 
thought that they had to await the return of menses before 
they could request a contraceptive method and, indeed, 
some providers insisted on proof of menstruation.

However, belief in the protection represented by lack 
of menses does not seem universal in low- and middle-
income populations. For low-income women in Istanbul 
in the early 1990s, menses was not a consideration in post-
partum contraceptive adoption; only 2% reported that 
they awaited the return of menses before starting use.29 
In Ouagadougou, Burkina Faso, semistructured interviews 
with 33 women suggested that belief in amenorrhea as 
a protection against pregnancy was nonexistent, though 
one-third considered the return of menses an important 
factor when planning contraceptive initiation, perhaps be-
cause of service-related restrictions on eligibility for contra-
ceptive adoption.30

Emphatic generalizations from the behavioral evidence, 
together with the findings of qualitative enquiries, are un-
justified. However six tentative conclusions are warranted. 
First, the postpartum phase is regarded as a time of vulner-
ability for mother and infant. Thus any perception that use 
of modern contraceptive methods may be a potential haz-
ard to health acts as a powerful disincentive for early post-
partum use. Second, reliance on the absence of menses as 
an indicator that conception is impossible or unlikely is 
widespread but not universal. Third, accurate information 
on risks of conception before the return of menses is low 
among mothers and probably among staff. Fourth, once 
menses have returned, breast-feeding is not a deterrent to 
contraceptive adoption, except in some countries where 
oral contraceptive use is common. Fifth, family planning 

We also compared the method mixes of the two groups 
with a focus on the dominant method (results not shown). 
In three countries (Peru, Honduras and Lesotho), where 
pill use is widespread, this method was less common 
among breast-feeders than among others, but in Zim-
babwe and the Dominican Republic, where pill use is 
equally common, there was no such difference. In other 
regards, the method mix in the two groups was similar 
in the 16 countries. The dominant method was the same 
among women who were still breast-feeding and those 
had weaned the child: for instance, injectables in Uganda,  
Kenya and Lesotho; traditional methods in the Demo-
cratic Republic of Congo (DRC), the Republic of Congo 
and Jordan; and condoms in Guyana and Pakistan. The 
overall conclusion can be stated with confidence. Once 
the return of menses is taken into account, breast-feeding 
does not act as a deterrent to contraceptive use nor does 
it typically influence choice of method, with the exception 
of oral contraceptives in some countries. This conclusion 
is further supported by DHS evidence indicating that most 
women do not associate breast-feeding with reduced risks 
of conception.24

More penetrating insights into the influences on post-
partum contraceptive use can potentially be derived from 
studies that use qualitative or mixed methods of enquiry. 
Regrettably, such studies vary in quality, some are very 
outdated and many are not fully published. One of the 
most compelling enquiries concerns the views of women 
in Matlab district and the slums of Dhaka, Bangladesh, in 
the 1990s.25,26 These women considered the postpartum 
phase to be one of extreme vulnerability for the mother 

FIGURE 1.  Differences in absolute percentage points in modern method use between 
breast-feeding and non-breast-feeding women at 0–11 months postpartum who 
had resumed sex and menstruation, by region and country

Notes: The reference group (coded 0) consists of women who are not breast-feeding. See Table 1 for coun-
try abbreviations.
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tion at the time of the survey by excluding nonusers who 
are still amenorrheic and have not resumed sex, as well as 
those who are pregnant. The results of this approach are 
shown in Figure 2. To be precise, this figure shows the per-
centage of women—among all married, fecund, nonpreg-
nant women who have resumed menses and sex—who do 
not want a child within the next two years but are using no 
method of contraception. On a priori grounds, a steady de-
crease in unmet need is expected as duration postpartum 
(i.e., open interval length) increases because of selectivity. 

staff may exacerbate confusion and delayed initiation of 
use by insisting on menstruation as evidence of nonpreg-
nancy before offering methods. Finally, the current-status 
approach to assessing postpartum need for contraception 
is consistent with the behavior and beliefs of most women 
in low- and middle-income countries.

The relative merits of the current-status and prospec-
tive approaches to assessing postpartum need, and the 
programmatic implications of which approach is taken, 
depend to a large extent on local considerations. Among 
the 16 countries listed in Table 1, the percentage of wom-
en at 6–11 months postpartum for whom menses or sex 
(or both) has not resumed ranges from 2% in Jordan to 
64% in Ghana (results not shown). Obviously, a policy of 
regarding amenorrheic nonusers as needing contracep-
tion is much more appropriate in Jordan than in Ghana. 
Comparing levels of unmet need across populations in 
the first year postpartum is one obvious way of setting in-
ternational priorities for investment in postpartum family 
planning provision. Under the prospective definition, the 
countries of Sub-Saharan Africa have the greatest need. Of 
the 16 countries in Table 1, the top six in terms of prospec-
tive unmet need are African. In contrast, the six countries 
with the highest current unmet need are Guyana, Pakistan, 
Uganda, the Dominican Republic, Kenya and Ghana.

Neither measure is satisfactory because no account is 
taken of fertility level. The number of births per woman is 
an important consideration in setting priorities because it 
defines the number of times that an average woman will re-
quire postpartum protection and the proportion of all chil-
dren who run the risk of inadequate spacing with adjacent 
siblings. For instance, with a fertility rate of two, only half 
of children on average run the risk of being born within 24 
months of an elder sibling. With a fertility rate of five, this 
proportion rises to 80%. For this reason, it is preferable to 
establish priorities, not by unmet need measures, but by 
the straightforward expedient of multiplying the percent-
age of interbirth intervals that are shorter than 24 months 
by the total fertility rate (see Table 1). Under this approach 
to relative need, the top six countries are the DRC, Uganda, 
Pakistan, Nigeria, Jordan and Kenya. Guyana is now rated 
low in relative need because the high proportion of short 
intervals is offset by low fertility, while Ghana is rated low 
because high fertility is offset by a low proportion of short 
intervals.

Differences in Unmet Need by Duration Postpartum Among 
Exposed Women
As already established, unmet need is very low in the first 
year postpartum under the current-status definition, which 
classifies amenorrheic and abstaining women as having no 
need. However, the analysis thus far has not established 
the level of unmet need among postpartum women who 
have resumed sex and menstruation or how this level 
compares to the level among women at other stages of the 
reproductive cycle. Accordingly, we calculated unmet need 
for women who were fully exposed to the risk of concep-

FIGURE 2. Percentage of all exposed women who do not want a child within two 
years but are using no method, by duration postpartum, by region and country
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of conception, unmet need tends to be lower in the first 
year postpartum than at longer durations. The important 
implication is that, once sex and menses have resumed, 
recently delivered mothers exhibit no greater reluctance to 
adopt methods of contraception than those at other stages 
of the reproductive cycle.

Implications
What sets family planning provision in the postpartum 
period apart from provision at other phases of the repro-
ductive cycle is the degree of protection afforded by breast-
feeding and, in a minority of countries, prolonged sexual 
abstinence. In Sub-Saharan Africa, most children are fed 
at the breast for 20 or so months and durations of post-
partum insusceptibility from abstinence or amenorrhea, 
though shortening over time, typically remain close to 12 
months. In other regions, durations of insusceptibility are 
much shorter, often only 3–4 months, but are more vari-
able. In Asian countries covered by the DHS, the longest 
durations, of 8–9 months, are found in Cambodia, India, 
Nepal and Vietnam. In Latin America and the Caribbean, 
Bolivia, Ecuador, Guatemala, Haiti, Honduras and Peru re-
cord the longest durations (8–10 months).

The essential lesson to be drawn from this synthesis of 
the evidence is not to belittle the importance of postpar-
tum family planning but to stress that strategies for family 
planning following childbirth need to take greater account 
of prevailing behavior and beliefs. In settings where lac-
tational protection lasts on average for only 3–4 months, 
as is the case in six of the 16 countries considered in this 
paper, early uptake of contraceptives should be promoted 
without hesitation.

However, marked dilemmas about optimal postpartum 
strategies arise in Sub-Saharan Africa, and to a lesser extent 
in countries like India, where lactational amenorrhea typi-
cally extends through the first 12 months after childbirth. 
In such settings, three main options can be identified: to 
promote early uptake of LARC or sterilization; to counsel 
women about LAM and urge contraceptive adoption at 
six months or earlier; and to advise women accurately on 
the risks associated with exclusive reliance on lactational 
amenorrhea and inform them of other contraceptive op-
tions, while leaving choice on timing of contraceptive ini-
tiation to them. The first two options accord with estab-
lished postpartum protocols. The third option, however, is 
a radical departure from these protocols.

The first option encounters the problem that use of 
LARC and permanent methods is rare in Africa and the 
popularization of unfamiliar methods is a major under-
taking requiring training, logistics and demand creation. 
Research is needed to assess whether demand exists for 
immediate or early postpartum IUD, implant or steriliza-
tion services. Advocacy of early uptake of the most widely 
used methods, injectables and oral contraceptives, is ill-
advised for the majority of women because of high rates 
of discontinuation and low rates of switching to an alterna-
tive method. In African countries with relevant data, the 

Women who remain without pregnancy or birth as dura-
tion lengthens are increasingly likely to be effective users 
of contraceptives.

Results for the eight surveys in Sub-Saharan Africa, 
shown in the upper panel, indicate a wide variety of pat-
terns. In these countries, only a minority of women at 
0–5 months postpartum have resumed menses and sex. 
However, among this minority, unmet need ranges from 
nearly 50% in Ghana to about 5% in Republic of Congo 
(Brazzaville) and Zimbabwe. These big differences largely 
reflect national variations in unmet need at all durations 
postpartum. In Nigeria and the DRC, unmet need rises 
steeply from the first six months to the second six months 
postpartum and continues to rise at 12–23 months before 
declining. In Lesotho, unmet need is also much higher at 
6–11 months than earlier in the postpartum period, but 
levels off thereafter. In the Republic of Congo, Zimbabwe 
and Kenya, unmet need remains constant across all dura-
tions, at low levels in the first two countries and at a much 
higher level in the third. In Ghana, unmet need remains 
high at all durations, with no clear-cut trend while, in 
Uganda, it remains constant at about 35% in the first two 
years postpartum, but declines to about 25% in the third 
year postpartum.

In view of this diversity, only one broad generalization 
can be made about trends in unmet need among exposed 
women by duration postpartum in these eight African 
countries. When attention is restricted to women fully ex-
posed to risk of pregnancy, there is little support for the 
view that unmet need is particularly high in the first year 
postpartum. Indeed, the dominant pattern is that unmet 
need is higher in the second than in the first year postpar-
tum and in none of these countries is it appreciably lower. 
The results for the eight surveys in other regions can be 
summarized in a single sentence. Unmet need does not 
vary by duration postpartum among exposed women, 
with a couple of minor exceptions in Guyana and the Do-
minican Republic.

The analysis was redone with unmet need for a modern 
method as the outcome (results not shown). The general 
pattern was similar to that in Figure 2. It was also redone 
after broadening the definition of unmet need to include 
women who reported a current unintended pregnancy (re-
sults not shown). The predictable effect of this adjustment 
was to raise estimates of unmet need at longer durations 
postpartum, when pregnancy becomes more common. In 
seven of the eight countries of Sub-Saharan Africa, unmet 
need under this definition rose monotonically from 0–5 
months to 12–23 months postpartum. In the other eight 
countries, trends were more similar than in Sub-Saharan 
Africa to those for fully exposed women.

This comparison of unmet need at different durations 
postpartum yields results that contrast strongly with those 
from the prospective approach of Ross and Winfrey, which 
found that 39% of women who had given birth in the pre-
ceding 12 months have an unmet need. When the focus of 
attention is narrowed to women fully exposed to the risk 
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perhaps access to medical or surgical abortion. One im-
portant principle of family planning services is to take into 
account the wishes and priorities of women and couples. 
We hope that this fresh look at postpartum contraception 
represents a small step toward this goal.
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