recently available surveys.15 Although a reduction of unwanted fertility could reduce the total fertility rate significantly, the fertility transition in this region cannot proceed
to replacement level unless large declines in desired family size occur. The high and nearly stable desired family size
is therefore an obstacle to further fertility decline. In other
regions of the developing world, family size preferences
are much lower, but the pace of fertility declines has also
slowed over time, suggesting that further reductions in the
total fertility rate will occur at a modest pace.

Determinants of Desired Family Size
Conventional demographic theory holds that socioeconomic development reduces desired family size during the
transition from traditional agricultural to modern industrial society.16–17 As countries develop, the theory posits,
the cost of having children rises and the benefits wane,
leading parents to want fewer children. In addition, declines in child mortality reduce the number of births needed to achieve a given family size, as well as the uncertainty surrounding child survival; thus, parents can plan their
families with more confidence.
It is therefore not surprising that family size preferences
are negatively correlated with standard measures of socioeconomic development. For example, for the 62 DHS
countries with at least one survey, the correlation between
desired family size and the percentage of women schooled
(p<0.000), the percentage of children surviving to age 5
(p<0.000) and gross domestic product (GDP) per capita
in constant U.S. dollars (p<0.000) is inverse and highly
significant.
Unfortunately, multicollinearity precludes drawing conclusions about causality from these results. Further insight
can be gained with a multivariate regression in which desired family size is the dependent variable and the three
development indicators are the explanatory factors (Table
1). A dummy variable for countries in Sub-Saharan Africa
is included. All variables are estimated from the DHS except GPD per capita, which comes from Heston et al.18
The effects of the socioeconomic indicators are in the
expected direction, i.e., more schooling, higher survival
and higher incomes are associated with lower desired family size. The schooling and survival effects are statistically
significant, but the effect of GDP per capita is not significant and the coefficient is very small. This finding suggests
TABLE 1. Results from ordinary least squares regression
analysis examining the effects of socioeconomic variables
on desired family size in 59 countries
Variable

Effect (SE)

Women schooled (%)
Child survival (% at age 5)
GDP per capita (log, constant US$)
Sub-Saharan Africa

–0.018 (0.006)**
–0.085 (0.039)*
–0.126 (0.479)
1.094 (0.292)**

Intercept
R2

12.71 (3.227)**
0.706

*p<.05. **p<.01. Note: SE= standard error.
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that poor countries can reach low desired family size by
raising education and survival levels. For example, Sri
Lanka and the Indian state of Kerala have followed this development path.
The large and highly significant dummy variable for
Sub-Saharan Africa indicates that desired family size in this
region is on average 1.1 children higher than elsewhere in
the developing world after accounting for the effects of
socioeconomic variables. This result is expected from earlier research, which has demonstrated that African societies are particularly pronatalist.19
These findings are largely consistent with the conventional wisdom on the determinants of desired family size.
But there is more to the story, as this Comment will
demonstrate.

Family Planning Programs and Desired Family Size
Family planning programs give women contraceptive information and access. Many developing countries have implemented such programs to reduce high birthrates, lower
maternal and infant mortality and support women’s right
to decide how many children to have. The primary justification for voluntary family planning programs is substantial unmet need for contraception, which was first documented in the 1960s. This unmet need results in 76 million
unplanned pregnancies each year, about half of which end
in abortion, and the other half in births.5 The effectiveness
of these programs has been demonstrated in controlled experiments, such as the one conducted in the Matlab district
of rural Bangladesh starting in the late 1970s.20
Family planning programs vary widely in the coverage
and quality of their services. In some countries, services
are minimal, and funding and political commitment are
lacking; in other countries, services are comprehensive,
providers well trained, and funding and political commitment strong. Unfortunately, the measurement of a country’s family planning program effort is not straightforward.
In particular, gathering information about family planning
programs from individual women in surveys such as the
DHS is not useful. Women can answer questions about
their contraceptive practice and supply sources, but such
information will not yield a complete and unbiased picture
of the supply environment. A better approach would be to
gather information directly by interviewing and observing
providers who supply contraceptives. However, such surveys of the service environment would be costly and therefore are not feasible for most developing countries.
An alternative approach to measuring family planning
program effort was proposed in the early 1970s, when interest in monitoring these programs first developed.21,22
This approach identifies a few knowledgeable observers in
each country and questions them on about 125 items dealing with a variety of program characteristics. Answers to
these questions are combined to yield an overall family
planning program effort score, which is usually expressed
as a percentage of the maximum possible score (in 1999,
the highest score was 82% for Indonesia and the lowest
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