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I. INTRODUCTION |

With the rapid increase of oral acceptors in the wake of fertility reguia-
ting programmes of both government and non-government agencies in the recent
vears. an assessment of the use effectiveness of oral contraception and an analy-
sis of its side effects is becoming increasingly important. The use-effectiveness
of contraception has two basic dimensions : (a) continuation and (b) effective-
ness. “‘Continuation” relates to the number of months an acceptor practises a
method, while “effectiveness” means the average extent to which natural fecun-
dabiiity (the woman’s. monthly chance of conception during a fecundable
monih) is reduced by the use of contraceptives [IO].‘

The importance of studying the use-effectiveness of oral contraception in
both these dimensions need hardly be emphasized. It is obivious that an in-
crease in the number of acceptors may not be enough to bring abouta %"ustaincd
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JAn evaluation of use-cflectiveness admits of the possibility of sporadic periods of non-
use of themethod.  Once contraception is discontinued, however, i.e., if non-use is no longer
spuradic or casual but cndures for a month or more, accidental prcgnancy is not ntmbutcd
to contraceptive failure [3 ; 11].
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fertility declinc, unless the couples have the ability and willingness to practise
contraceptives consistently. Apart from accidental failures, therc may be syste-
matic .forces, .such as lack of motivation. low parity. side effects etc., which
may ‘contribute to reducing the usc-cflectiveness of contraception. This paper
intends to examinc: the usc-cflectiveness of oral contraception in Bangladesh
and tries (o xdumfv the factors affecting 1t

The findings of this paper arc based on the information of one particular
arca of the country. The conclusions must, thercfore. be treated as tentative
while generalising for the country asa whole. Section II of the paper describes
the data. rescarch mcthodology and its limitations. Sections III and IV pre-
sent respectively an assessment of use-effectiveness and an analysis of side
effects. Finallv. Section V presents a summary and conclusions.

II. DATA, METHODOLOGY AND LIMITATION

The data used in this study refer to a project area, vxz., Sulla, where
the Bangladesh Rural Advancement Committee undertook in the seventies, a
multi-sectoral rural dcvelopment programme, with family planning as one of
the components. The family planning programme of the project, mainly with
the orals, began in January 1974 and after two years, during mid-February to
Mid-March 1976, an “Oral Pill Follow-up Survey” was conducted for genera-
ting information from all contraceptors constituted with the cross-section of
women in the society,?

In order to analyse this information, a number of tabies cross-classified
with socio-demographic characteristics of acceptors were generated and using
“multiple decrement lifc tuble”, gross rates were computed for various co-
horts of women.3 For comparative analysis, gross rates, otherwise called absolute
or true rates [1], of decrement are more meaningful, particularly when one is
interested to Jook at the patterns of termination. The word ‘termination’ is
applicable to a woman who discontinued oral contraceptives for some rea-
sons. For the purpose of analysis, each cohort starts with the total number of
acceptors who adopted oral contraceptives. As the time elapses from acceptance,
the time rates of termination, as demonstrated by a cohort of acceptors
typically decrease at u decremental rate [10]

2The contraceptors were married women, fecund (aged 10-49) and currently living with
husbands. The details of the programme activities, survey mcthodology and data, and basic
characteristics of both comraceptors and other women of the study area were discussed in an
earlier paper [G]. ,

3See [1], for details of the construction of multiple decrement life table.
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Thus to evaluate use-cffectiveness, one needs to know the proportion of
acceptors that arc still successfully practising contraceptives at specified inter-
vals after its acceptance. It isalso important to measure the relative intensities
of the various causes infcrrupting the use of the method.

The following information were collected on contraception, in addition to
other information on soc:o-dcmognphlc characteristics of an acceptor :

(i) when a woman began her first cycle,
(i1) whether she was still practising the pill on the date of enquiry and,
if not, '
(it} when she stopped using it and for what reasons,

The reasons for discontinuation were recorded as (a) planned pregnancy,
(b) accidental pregnancy, (c) serious symptoms, (d) fear of the method,
(¢) husband’s unwillingness, (f) do not feel any more need for the method,
and (1) other problems.* - :

For multiple decrement life table analysis, we have convenicntly grouped
these information under four heads, viz. (i) planning pregnancy, (ii) acciden-
tal pregnancy, (iii) medical and health reasons, and (iv) others. The category
of “accidentally pregnant™ defines the number of failures [9]. '

This study is primarily based on those acceptors who reported to be the
users of the first segment only. The proportmn of multiple users (37 out of
2359) were excluded from analysis.’

For obvious reasons, thelife table approach is less reliable in the case of
oral contraception than in the case of TUD [4] 6 Dunng the process of data
collection, however, specific care was taken to minimise rclated problems,
with the help of check questions. Since the pill usage is linked up with men-
strual cycles, cycles and not the calendar months were accepted in the analysis
as time indicator to avoid any presumable techmical hitch which might have
resulted in over-estimation [1 ;2 ;6]

4Other problems, include husbaund’s absence, separation, sterility, sub-fecundity and Wi-
dowhood.

3Clients (numbering 30) who switchcd over to other meothods were inciuded in the tor.
minal status *“others”.

¢Limitation of the life 1nble approach was discussed in details in an earlier papoer [6].
13—
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«. . In order toanalyse safety we have looked at the percentage distribution of
Aeceptors who reported to have either suffered from or discontinued for various
-symptoms -and side-cfiects during the use of contraceptives.

III. USE-EFFECTIVENESS OF ORAL CONTRACEPTIVES FOR
WOMEN OF DIFFERENT CHARACTERISTICS

The effects of a number of social. demographic and economic variables
on the use-effectiveness of oral contraception were considered in this section.
But only those variables have been included which werc found to have distinc-
tive .effects on the level of oral contraceptive used. These are religion, age,
perity, desire for additional children and level of education of contraceptors [6]

-Religion

Table I(A) presents cumulative continuation rates estimated for (a) all
acceptors, (b) the Muslims and (c) the Hindus. The percentage of acceptors
continuing after 21 cycles (roughly equivalent to 19 calendar months) is 49
for all acceptors, 56 for the Muslims and 43 for the Hindus. When compared
to the respective sets of rates estimated earlier with single decrement life-
table approach [6], it amply justifies the observation that the total cumulative
continuation rates computed by both multiple and single decrement life tabie
approaches produce nearly same results [I] The findings of both approaches
show that the Muslims had higher continuation rates than the Hindus mean-
‘ing the former to be the more consistent users.

It is worthwhile to look at the cumulative discontinuation rates pertaining
to different reasons of termination among each group of users. Table I(B)
shows that, among specific reasons, discontinuation due to medical and health
reasons is the most prominent -one for the group “all acceptors” throughout
the length of exposure. The same trend holds true in the case of the Muslims
and Hindus, the latter showing higher rates of discontinuation for this parti-
cular reason, Discoritinuation rates for accidental pregnancy (or failure rates)
13 10 per cent for all acceptors. 7 percent for the Muslims and 12 per cent
for the Hindus after 18 cycles of use,
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TABLE I (A)

CUMULATIVE CONTINUATION RATES (PER CENT PER CYCLE) TOR
ORAL ACCEPTORS BY LENGTH OF EXPOSURE AND RELIGION ;
SULLA, JANUARY 1974° TO FEBRUARY/MARCH 1976

Cumulative Continuation Ratcs

Length Multiplo Dccrcmcnl Approach | "Single Decremont  Approach
ofﬁxposure- AN Accep- [Mustims™ |Hindus All Accep-  [Muslims  {Hindus
(eycele) tors (n==853) (n=1447) [tors (=86} |(n-=1468)
(n==2300) (n=2311 8

3 £2.0 25.0 80.6 £2.0 84.4 20.6

6 1.4 74.1 6.9 71.2 73.5 69.8
12 61.9 65.3 59.6 60.7 64.5 58.4
18 53.5 58.3 50.7 51.8 57.2 48.8
21 49.1 55.7 42.8 47.6 54.7 458
Notes :

"See [6].

bAcceptors numbering 37 and 22 were excluded réspectively for multiple dropeuts and
not being specific to either number of cvcles-or status-of tarmination,

| TABLE (B) -
CUMULATIVE DISCONTINUATION RATES (PER CENT PER CYCLE)
FOR ALL ACCEPTORS BY RELIGION, CAUSES OF TERMINATION
AND LENGTH OF EXPOSURE ; SULLA, JANUARY 1974 TO

FEBRUARY/MARCH 1976
Religious Status and Causes of Length of Exposure (cycle)
Terminalion - 3 3 6 12 18
Al o - T
Pianning Pregnancy 33 6.4 9.9 12.1
Accid. Pregnancy 2.9 5.1 7.7 2.3
Medical & Health Reasons 5.7 9.4 13.7 17.5
Others 7.4. ’ 11.2 13.9 13.2
Muslims
Planning - Pregnancy 1.9 4.3 7.8 2.2
Accid. Prognancy 2.6 4.6 58 6.7
Medical & IHoalth Reasons 4.1 7.5 11.3 14.8
Others 72 11.9 14.8 19.3
Hiadus
Planning Pregnancy . 4.0 7.5 10.8 13.3
Accid. Pregnancy 31 5.4 9.6 12.0
Medical & Health Roasons 6.6 10.5 15.1 19.0
Others 7.2 10.7 13.3 17.9
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Further light can be thrown by analysing the data after controlling the
age of acceptors with religion. The cumulative continuation rates for the accep-
tors of each religion, with a three-fold classification of agc-groups, arc presented
in Table II(A). The pcrcentage of acceptors continuing with the orals are

: higher among the Muslims in cach age group and this trend is walid almost
“over the entire length of exposurc (cxcept the Hindus aged 35 and over, show-
ing higher continuation rites upto 6 cycles of usc). It further appeurs that
the. youngest acceptors have the lowest continuation rates ; and more often
they discontinued because they had accepted the method for spacing reasons

(6} |

TABLE II (A)

CUMULATIVE CONTINUATION RATES (PER CENTPER CYCLE) FOR
ORAL ACCEPTORS BY LENGTH OFEXPOSURE, RELIGION AND
AGE ; SULLA, JANUARY 1974 TO FEBRUARY/MARCH 1976

Religion and Age (yearsé

i

Length of ; Muslims Hindus _
Exposuss |~ Z25 25-34 35+ 725 132538 | 35+
(cycle) | (a=82) (n=481) (n=290) | (n=178) | (n=758)| (n=511)
3 7.1 §7.3 81.4 76 Y 7194 84.5
6 73.3 76.1 71.6 61.5 69.5 78.1
12 65.2 65.1 66.8 50.8 58.0 63.5
18 54.5 57.2 60.7 422 49.8 53.9

The behaviour of the acceptors among these two communities may aiso
be observed from Table II(B). Cumulative discontinuation rates for planning
- pregnancies are higher among younger women of both the communities, while
it is substantially higher among the Hindus. On the contrary, cumulative dis-
continuation rates due to medical and health reasons are observed higher for
older women in both the communities. While accidental pregnancy or failure
-~tne are found to be higher for the vounger accentors of both the communities,
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TABLE 11(B)

CUMULATIVE DISCONTINUATION RATES (FER CENT PER CYCLE) BY RELIGION, AGE, LENGTH OF EXPOSURE
AND CAUSES OF TERMINATION ; SULLA. JANUARY 1974 TO FEBRUARY/MARCH 1976

Religion
and Age
(vears)

Muslims
225
25-34
354

Hindus

225
25-34
354

N Length of Exposure (cycle) and Causes of Termination )

6 | 2 { 18
Planning [Accid. \ Med./ | Others | Planning {Accid. Med./ | Others{ Planning{Accid. {Med.) [Others
Preg. Preg. ‘ Hoalth Preg. Prog. Health Prog. |Preg. [|Health
. Reasons ] Ecusons o Reasons|
93 34 (=) (») 12.6 10.6 (%) (a) (%) 159 (%) (%)
50 49 64 10.0 8.4 59 12 150 122 67 114 184
30 4.6 9.0 15.0 5.5 (#) 12.1 157 (%) (%) 15.1 20.7
15.0 74 89 14.2 208 15.8 12.5 (%) 274 226 (%) ()
88 6.3 10.8 88 12.6 11.0 16.6 10.5 149 139 217 13.1
32 3.7- 102 12.7 54 57 135 172 15 78 16.8 239

Note : Asterisk mark indicates that values are either too small or not further cumulated over the length of exposuras.

sasudedvijuo) (0iQ 1w 42 Larypoioy)
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102 The Bangladesh Development Studies

Age and Parity

1t is said that agc and parity go together. Higher is the age of mother,
greater is the number of living children. For this reason it is often difficult to
isolate the cflect of these two variables. However, an attempt is made here to
look at the behaviour of acceptors cross-classified by their age and number
of living children. '

In Table 11I(A), cumulated continuation rates of acceptors in each broad
age group are cross-classified by the number of living children. It appears
that acceptors with lower parity have lower continuation rates in each age
group and this trend holds good over the length of exposure. This implies that
parity is more important than age and acceptors with higher parity are more
consistent users of oral contraception.

TABLE 111 (A)

CUMULATIVE CONTINUATION RATES (PER CENT PER CYCLE) FOR -
ORAL ACCEPTORS BY AGE, NUMBER OF LIVING CHILDREN
AND LENGTH OF EXPOSURE ; SULLA, JANUARY 1974 TO
FEBRUARY/MARCH 1976

Age and Number of Living Children
Length of Ex- Aged <25 | Aged 25—34 Aged 354
posure {(cycle) Living Children | Living Children Living Children
' . Z3 3+ | L3 T l Z3 3

| (n=205) (n=55) (n=388) | (n=851) | (n=67) |(n=734)
3 72.0 87.9 81.3 82.8 76.1 84.0
62.0 77.6 67.6 73.9 63.6 733
12 51.2 70.4 55.1 63.0 51.9 66.7
1_8 44.2 54.3 46.2 55.2 ™) 58.2

Note : Asterisk mark indicates that thc values arc not further cumulated over the length of
cxposure.

Table III(B) shows that women of all ages with fewer number of living
children are more inclined to discontinue oral contraceptives for planning
pregnancies. 1t is plausible that they adopted contraceptives for spacingrea-
sons, and subscquently decided to discontinue in order to have additional chil-
dren or they might not feel as compelled as those with larger number of living
children to practisc the method. Acceptors with larger number of living chil-
dren inthe age group under 25 tend to have higher accidental pregnancy
rates, percentages being 29 for them asagainst 21 for the rest.

L9
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TABLE I (B)

CUMULATIVE DISCONTINUATION RATES (PER CENT PER CYCLE) BY AGE, NUMBER OF LIVING
CHILDREN, CAUSES OF TERMINATION AND LENGTH OF EXPOSURE ; SULLA,
JANUARY 1974 TO FEBRUARY/MARCH 1976

DD 1o Lanypmoy )

Aged <25

No. of Living Children /.3 13.2 60 107 150 18.1 14.7 137 (#) 240 208 147  (#)
No. of Living Children 34+ (%) 173 2.1 42 48 212 46 (%) () 29.1 (s) (»)
Aged 25-30 ‘

No. of Living Children /.3 12.2 6.2 56 132 187 10.3 83 167 250 116 119 210
No. of Living Children 34 5.2 56 107 7.6 8.0 8.5 166 102 9.4 109 215 128
Aged 354

No. of Living Children / 3 10.9 1.8 192 102 17.5 20 258 136 (%) (») (6)) (®
No. of Living Children 34 2.5 4.2 9.0 138 4.0 54 119 167 5.1 65 153 225

Length of Exposure (cycle) and Cnuses of Tefmiﬁatio»;.' Q

P oot S

Agt & No. of Living 6 | 12 18 2
Chilren Planning |Accid. [Med./ Others | Plan. [Accid. [Med./ [Othersj Plan. | Accid.{Med./ Othenn 9
Preg. Preg. |Health Preg. Preg. !Health Preg. | Preg. |Health s

|Reasons IReasons| Reasons 3

S & - i S Lt P oo IO 0 Sl 3
=

3

1=

Note : Asterisk mark indicates that values are cither too smail or not further cumulated over the length of exp osure.
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Desire for Additional Children

Since the survey was directed to oral contraceptors, the use-cffectiveness
in relation to the attitude towards additional children had also been limited to
them. From thedemographic point of view, the contraceptors’ attitude towards
additional children in general and sex preference in particular isimportant [8].
Positive attitude in either case may exert a significant influence on contracep-
tive use, because couples in that case might not feel a strong need to limit
their children to a small number. '

Table IV(A) presents the cumulative continuation rates for those contracep-
tors who desire to have additional children and those who donot. The con-
tinuation rates are markedly higher inthelater group. This is plausible because
the contraceptors who decided not to have any additional children might have
by then completed their family size and were persistent users oforal contracep-
tion. It is evident from Table IV (B) that a greater number of acceptors desi-
ring additional children reported to have discontinued orals for planning preg-
nancies throughout the length of experience (18 per cent and 24 per cent
after 12 and 18 cycles of use respectively). Although the discontinuation rates
for planning pegnancy is substantially lower for those who reported to have
no desire for additional children, yet there appears to be some inconsistency in
the fact that at least some of those who reported to have no desire for additional
children did discontinue after all. However, ina male-dominated society the
chances are high that some acceptors might have yielded their desire to their
husband’s decision and terminuted the practice of orals for planning pregna-
ncies.

TABLE IV (A)

CUMULATIVE CONTINUATION RATES (PER CENT PER CYCLE) FOR ORAL
ACCEPTORS BY ATTITUDE TOWARDS ADDITIONAL CHILDREN

AND LENGTH OF EXPOSURE ; SULLA, JANUARY 1974

TO FEBRUARY/MARCH 1976 '

Length of Exposure Attitude Towards Additional Children _
(cycle) Desiring Childron Not Desiring Children L
3 79.0 85.0
6 68.0 750
12 55.0 é6%.0
18 44.0 63.0

40
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TABLE 1V (B)

CUMULATIVE DISCONTINUATION RATES (PER CEN;I' PER CYCLE) FOR ORAL ACCEPTORS BY ATTITUDE
TOWARDS ADDITIONAL CHILDREN, REASONS FOR DISCONTINUATION AND LENGTH OF
EXPOSURE ; SULLA, JANUARY 1974 TO FEBRUARY/MARCH 1976

Length of

Desiring Additional Children

Not Desiring Additional Children

Exposure Pl Accidental Health & Others | Planning Accidental | Health & | Others
(cycle) P Pregr Medical P Pri Medical
. Reasons Reasons
3 6.1 4.1 6.2 6.7 0.3 1.9 5.2 79
6 1.4 6.3 9.5 9.8 " 14 38 9.4 123
12 18.1 10.6 14.1 12.1 1.6 5.5 12.6 152
18 237 w7 19.6 159 1.6 5.8 15.0 19.7

LamypasoyD
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TABLE V (A)

CUMULATIVE CONTINUATION RATES (PER CENT PER CYCLE) FOR ORAL ACCE["I’ORS‘"BY NUMBER OF
LIVING SONS, ATTITUDE TOWARDS ADDITIONAL CIHLDREN AND LENGTII OF EXPOSURE ; SULLA,

JANUARY 1974 TO FEBRUARY/MARCH 1976

No. of Living Sons and Attitude Towards Additional Children

0 ] 2 | 2

Length of | Desi- Not | Desi- | Not Desi- | Not | Desi- , Not ; Dosi- [ Not [ Desi- |} Not
Exposure ring Desi- ring Desi- ring | Desi- | ring | Desi- fing Desi- | ring Desi-
(cyck) . Son ting Daugh- ring Son | ring Daugh- | ring Son ring Daugh-‘ ting

Son ter Daugh- Son ter Daugh- Son ter i Daugh-
‘ ter i § ter : ! l. ter
3 73.0 79.0 64.0 80.0 82.0 86.0 81.0 86.0 21.0 86.0 B30 850
6 62.0 74.0 50.0 73.0 74.0 75.0 74.0 76.0 75.0 76.0 730 750
12 53.0 63.0 41.0 64.0 58.0 68.0 51.0 67.0 59.0 68.0 570  68.0
18 46.0 63.0 — 62.0 47.0 61.0 42,0 58.0 48.0 61.0 © 41.0 620
TABLE V (B)

CUMULATIVE CONTINUATION RATES (PER CENT PER CYCLE) FOR ORAL ACCEPTORS BY NUMBER
OF LIVING DAUGHTERS ATTITUDE TOWARDS ADDITIONAL CHILDREN AND LENGTH OF

EXPOSURE; SULLA, JANUARY 1974 TO FEBRUARY/MARCH 1976

No. of Living Daughters and Attitude Towards Additional Children
0 2 | 3

Length of Desi- Not Desi- | Not | Desi- | Not Desi- [ Not Desi- Not Desi- | Not
Exposure ring Desi- ring Desi- | ring Desi- ring Desi- | ring Desi- ring Desi-
(cycle Daugh-| ring Son ring Daugh-| ring Son ring Daugh- | ring Son ting
ter Daugh- Son ter Daugh- I Son ter l Daugh- Son
ter ter ter
3 T7.0 81.0 720 85.0 79.0 85.0 82.0 86.0 81.0 85.0 74.0 85.0
6 64.0 75.0 61.0 65.0 73.0 76.0 74.0 76.0 720 75.0 59.0 74.0
12 52.0 66.0 49.0 56.0 57.0 67.0 59.0 71.0 58.0 67.0 340 68.0
18 420 6.0 400 48.0 50.0 61.0 48.0 65.0 49.0 58.0 230 59.0

901
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The attitude of the contraceptors towards having either additional sons
or daughters was cross-classificd with the existing number of living sons and
daughters. The acceptors who have a larger number of daughters (3 or more)
have strong desire for sons and their continuation rates are markedly lower than
those who desire daughters in this category (Tables VA and VB).

Literacy

Education is often considered a crucial factor which on the one hand
provides opportunities for personal advancement, and on the other provides
“new outlook, the freedom from traditions, the willingness to analyse institu-
tions, the values and patterns of behaviour and the growth of rationalism™. The
educated couples are thus expected to be more conscious and rational in fertility
behaviour as well asin the practice of a suitable method of contraception, parti-

cularly when availability of such contraception is presumed notto be constra-
ined [5;7].

Since this study is based on the oral contraceptors at village level only
andsince higher-educated couples are very few in the sample, the scope of detai-
led analysis of contraceptive practice in relation to the contraceptors’ levels of
cducation is limited in this paper. - However, within the domain of limited data
an attempt is made here to examine the relationship between use-effectiveness
and acceptors’ level of education along with their husband’s level of schooling.

TABLE VI (A)

CUMULATIVE CONTINUATION RATES (PER CENT PER CY CLE) FOR
ORAL ACCEPTORS BY LITERACY AND LENGTH OF EXPOSURE ;
SULLA, JANUARY 1974 TO FEBRUARY/MARCI‘! 1976

Literacy Status
Acceptors Education<<5 Years Acceptors Education 5 Years & More
Length of of Schooling of Schooling
;Exposurc All Husbands’ Education | - All Husbands’ Education
e (n=1541) | =5 Vears of |5+ Years | @=759) | "<5Years | 5+ Years
of School- jof School- of School- | of School-
ing ing ing ing
(n=1494) '(n=47) (n=>521) (n=238)
32 81.5 81.3 88.4 85.2 82.0 84.5
6 71.2 70.6 74.7 73.1 723 72.7
12 61.1 60.2 59.5 63.8 64.7 64.7
1% 52.7 52.2 — 56.6 55.6 57.1
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TABLE VI (B)

CUMULATIVE DISCONTINUATION RATES (PER CENT PER CYCLE) BY LITERACY OF COUPLES, CAUSES OF
TERMINATION AND LENGTH OF EXPOSURE ; SULLA, JANUARY 1974 TO FEBRUARY/MARCH 1976

Length of Exposure (cycle) and Causes of Termination

Level of Schooling 6 | 12 | 18
Plann-| Accid. [Med. / | Others [Plann-  [Accid. [Med./ [Othars [Plan- |Accid. [Med./ [Others
ing Preg. |Health ing Preg.  [Health ning Preg. |Health
Preg. Reasons Preg. |Reasons Preg. Reasons
Acceptors’ Education /5 Years
All 6.0 54 9.3 1.7 9.1 8.9 137 14.6 113 1.0 174 19.2
Husbands’ Education
Z.5 Years 5.5 5.8 9.1 12.6 9.0 8.9 139 15.6 11.4 10.5 17.8 20.3
Husbands’ Education ’ :
54 Years ) 24 24 13.9 87 224 29 149 (%) (%) (%) 210 (=)
Acceprors’ Education 5 + Years
All 9.5 32 9.8 15 13.2 5.1 13.5 10.1 16.4 73 17.5 115
Husbands® Education
2.5 Years 7.1 4.4 9.8 9.3 9.3 7.0 13.2 1.6 11.3 10.3 16.7 16.1
Husbands' Education
54 Years 11.0 34 8.9 72 11.5 3.6 13.3 10.3 15.2 8.3 16.6 120

Note : Asterisk mark indicates that the values are not cumulated further over the fength of exposure.

801
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It is found that cumulative continuation rates for the acceptors with 5
vears or more of schooling is higher than. thosc with less than. 5ycars of
schooling (Table VI). And this pattern of relationship holds good in all the
cycles of use. On the other hand, the husbands’ formal education docs not
scem to have a substantial influence on the continuation rates for orals when
the contraceptors themselves have 5 ycars or more of schooling.

Table VI (B) presents the cumulative discontinuation rates by reasonsand
the level of education of the couples. It appears that the discontinuation rates
duc to medical reasons is high for cach group irrespcctive of the level of edu-
cation. But discontinuation for planning pregnancy is higher for thosc couples
who reported to have completed 5 years or more of schooling. At the same
time, the rates for accidental pregnancy is lower for them.

V1. SYMPTOMS AND SIDE-EFFECTS

Since medical symptoms appeared (o be the most important reason for
discontinuation with the oral contraceptors, il is worthwhile to analyse these
information further and explore the naturc of side-cflects.

In our analysis, about 60 pcrcent of all respondents reporied that they
had experienced side-effects (Table VII). However, not all of them discon-
tinued the method. The percentage of acceptors having such experience varied
from age to age and tended to be higher for higher age groups.

A great mujority (74 %,) of the acceptors who experienced side-effects repor-
ted to have suffered from more than one medical symptom. Roughly half of
them complained that they were experiencing thre¢ or more medical symptoms
(Table VIII). The age distribution of the complainants have demonstrated that
expericnce of three or more symptoms was the highest for the acceptors in
each age group. And between the age groups, the older women appear to
have been the worst sufferers.

Table 1X presents the proportion of all acceptors who reported to have
experienced side-effects and also those who discontinued as a result of such
expericnce over the length of exposure. Nearly one-fifths of the total acceptors
complained of adverse rcactions during the first three cycles of use. Over the
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110 The Bougladesh Development Studies
TABLE V1i

ORAL ACCEPTORS (PER CENT) BY AGE, AND SIDE-EFFECIS SUFFERED,
SULLA, JANUARY 1974 10O FEBRUARY/MARCH 1976

: Status
Agc (vears) ,“ No. of Acceptors Suflcring from Side-cffects _-
Acceptors Ho. | Per Cent

<25 264 147 . 56.0
(11.4) (10.5)

2534 1247 136 59.0
(53.7) (52.5

A 811 518 65.0
(34.9) 31.0)

Total 2322 1401 60.0
(100) (100)

Note :  Parentheses indicate percentage values to the corresponding total values of all ages.

TABLE Vi1

ORAL ACCEPTORS (PER CENT) BY AGE AND NUMBER OF SIDE EFFECIS
(PROBLEMS) ; SULLA, JANUARY 1974 TO FERRUARY/MARCH 1976

Age (years)

No. of Problems <25 2534 | 354 “Total
Suffered % (n=147) {(n==736) (n==518) '_l (n==1401)
Per Cent |  Pecr Cont | PerCent | Po1Cent

1 ; 23.8 25.7 25.7 25.5

2 30.6 27.4 22.0 25.8

34 45.6 46.9 52.3 48.8

Total 100 100 100 " 100
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TABLE IX

ORAL ACCEPTORS (PER CENT) COMPLAINING SIDE EFFECTS AND DROPOUTS FOR MEDICAL AND
HEALTH REASONS BY AGE AND LENGTH OF EXPOSURE, SULLA, JANUARY 1974 TO
FEBRUARY/MARCH 1976

Length of  |No. of Acceptors | Complaining Side Effects | Dropouts for Mcdical and Health Reasons
Exposure (n==2300) Aged <25 Aged 25-34] Aged 35+ I All Aged <25 [ Aged 25-34 | Aged 35+ | Al
(cycle) (n=145) | (n=729) (n==510) |(@=1279)] (n==20) (n=127) (n=185) (n=1332)
0-—-3 793 23 199 16.5 19.0 5.8 4.9 4.4 48
4-— 6 469 11.5 115 15.6 129 0.8 1.9 3.1 22
7—12 397 1n9 12,5 10.0 11.6 0.8 22 L5 18
1318 3 8.8 85 1" 9.7 0.4 1.0 1.0 0.9
184 270 21 71 10.5 7.8 — 0.2 0.6 0.3

Note : Twentytwo acceptors who were not specific to the number of cycles and status of ter

were

9,
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112 The Bangladesh Development Studies

length of use, however, the proportion of them relative to the total number of
clients gradually came down and only 8 percent reported any side-effects
after 18 cycles of use. This leads one to believe that the level of toler-
ance increases as the clients increasingly become habituated with the method.

A number of side-effects or symptoms were mentioned when the acceptors
were enquired about. Table X has been arranged in order of importance of
side-effects experienced and reported by the acceptors.. The most important
symptoms are dizziness (627;), headache (369,) and vomiting (329;). Next
comes neurosis disability, irregular menses and break-through bleeding, fati-
gue, colic & dispepsia. The age-specific reporting of the symptoms does not
appear markedly different from the aggregate pattern of all ages. It does not
appear from the reports that the clients were suffering from severe diseases,
nor isit indicated that the symptoms were outside the control of medical
care. Some of the symptoms may noteven be due to use of pills at all. Only

reassurance of follow-up may help control many of the symptoms the clients
reported to have suffered from.

TABLE X

ORAL ACCEPTORS BY AGE AND SYMPTOMPS AND SIDE-EFFECTS
SUFFERED ; SULLA, JANUARY 1974 TO FEBRUARY/MARCH 1976

Reported Symptoms l Age )
and Side Effects | <25 | 2534 | 354 | Total
1. Dizziness 59.0 62.0 61.0 62.0
2. Headache 29.0 38.0. 36.0 36.0
3. Vomiting 36.0 32.0 310 320
4. Neurosis Disability 21.0 19.0 220 21.0
5. Irregular Menses and Bleeding 23.0 20.0 220 21.0
6. Fatigue ' 12.0 17.0 15.0 16.0
7. Colic and Despepsii 19.0 12.0 15.0 14.0
8. Difficulties with Breast Feeding and '
other Breast Discuscs 6.0 5.0 4.0 50
9. Mental Weakness 30 4.0 5.0 5.0
10. Skin Diseases, Diseases with Uterus,
Weight Gain/Loss, Jaundice 2.0 20 3.0 3.0
11. Others 13.0 10.0 13.0 11.0

Note : Scven acceptors were excluded because they were not specific about the symptoms.
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V. SUMMARY AND CONCLUSION - - ,i: : ...

An attempt has been made in this study to understand the pattern of
discontinuation of oral contraceptive and the factors affectingit, as well as
the nature of medical symptoms and safety associated with the use of the
method. The major findings are as follows : - ;

(i) The Muslims were found more consistent than the Hindus in the
use of the method concerned. The analysis of the pattern of termination re-
veals that, for any specxﬁcd reason, the dxscontmuatlon is higher for the Hindus
than for the Muslims.

(i) The younger acceptors particularly those with fewer number of liv-
ing children tend to discontinue more. Planning of pregnancy isthe major
reason for their discontinuation. But the discontinuation due to medical and
heaith reasons is highest for women with lower panty for both younget and
older women.

(iii) The acceptors who do not desire additional children are more pet-
sistent users of the method than those who do. But some acceptors seem to
have yielded their desire to the husband’s decision to dlscontmue even if they
themseives do not want any more chtldren

(iv) The acceptors completing 3 years or more of schooling are better
users of the method. Husband’s level of education itself has no substantial
influence on the orals use.

(v) Discontinuation due to medical and health reasons is quite high for
all groups of acceptors irrespective of their level of education. while the dis-
continuation due to planning pregnancies is lower for the couplés who repor-
ted to have completed 5 years or more of schooling.

(viy A larger number of acceptors reported an exper'iencc_ of medical
symptoms and almost three fourths of them indicated such experience with
wore than one symptom. Many of the acceptors experiencing m:.du.al symp-
toms have discontinued the method, while others have not.

(vii) Nearly one-{ilth of the total acceptors have complained of adverse
reactions during the first three cycles of use, and their experience of such
adverse reactions have gradually declined over the length of exposure. The
proportion of clients terminating the use of this method due to medical symp-
toms also has gradually declined toa low level over the length of cxpenencc

(vitt) Most important medical symptoms are dizziness, headache, voni-
ting, irregular menses and break-through bleeding, The digease pattern indi-

15—
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114 The Bangladesh Development Studies

cates that the symptoms are not of severe nature and as the clients get habitua-
ted with the use of this method, the intensity of discomforts comes within the level
of tolerance. Even some temporary discomforts, however, should have serious
“spread effects” and may heavily discourage both “acceptance” and ‘‘con-
tinuation” of the method. In order to curb ‘spread effects’ and ensure com-
forts to the users, adequate and timely medical attention need to be directed to
the clients, particularly at the initial stage of acceptance.
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