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was 35% in Congo). During the past three decades, as-
sessments of this type have been conducted every five
years. The present analysis used results from the 1999
cycle because it preceded the large majority of the DHS
surveys from which the fertility measures were taken but
is close enough to the most recent surveys to be relevant.

An advantage of the expert-respondent method is its rel-
atively low cost, which is essential for collecting informa-
tion in a large number of countries. But there are disad-
vantages as well. In some countries, only two or three
experts provide input, the accuracy and objectivity of
which are not clear. In addition, experts consulted in suc-
cessive rounds are often not the same individuals. As a re-
sult, program effort estimates may contain errors and bi-
ases of unknown magnitude. Nevertheless, studies have
assessed the validity and reliability of this index and gen-
erally found it to be useful.22

Family planning programs (as measured by the family
planning program effort score) have been shown to have an
impact on fertility or contraceptive use after controlling for
socioeconomic variables.22–24 Here, we conduct the same
type of analysis, but use desired family size rather than fer-
tility or contraceptive use as the dependent variable.

In a second ordinary least squares regression analysis,
we add the program effort score as an explanatory variable
(Table 2). The effects of the socioeconomic variables and
the dummy for Sub-Saharan Africa are not significantly dif-
ferent from those estimated earlier. The main finding is
that program effort has a strong and highly significant ef-
fect on desired family size.

Case Studies
We now compare the experiences and program effort
scores of four pairs of countries—Bangladesh and Pakistan,
Iran and Jordan, Kenya and Uganda, and Indonesia and
the Philippines—to further demonstrate the potential im-
pact of family planning programs on fertility preferences.
The level of development (as measured by the Human De-
velopment Index) for the two countries within each pair is
similar.25

Strong, well-funded programs that provide subsidized
contraceptive services nationwide have been implement-

ed by the governments of Bangladesh (program effort
score, 74% of maximum), Kenya (62%),* Iran (71%) and
Indonesia (82%); in addition, vigorous information, edu-
cation and communication campaigns communicate the
benefits of contraception and small families. In contrast,
relatively weak family planning programs that lack fund-
ing and political commitment exist in Pakistan (57%),
 Jordan (47%), Uganda (54%) and the Philippines (54%). 

Thus, the countries in each pair have similar social, eco-
nomic and cultural characteristics, but only one country
in each pair has implemented a strong family planning
program. These pairings therefore represent natural ex-
periments to assess how family planning programs may
influence reproductive behavior.

We present several indicators of fertility and fertility
preferences for each of the pairs of countries (Figures 2–5).
The results are in the expected direction in all compar-
isons and in all four pairs. Although fertility itself is not the
focus of this study, it provides a useful reference point. The
total fertility rates in countries with weak programs exceed
those of countries with strong programs by a significant
margin, with an average difference of 1.4 births per woman
(Figure 2). The difference in the countries’ total fertility
rates stems from a combination of lower wanted fertility
and lower unwanted fertility in the countries with strong
programs (Figures 3 and 4, page 214). Finally, the average
desired family size is 2.8 in the countries with strong pro-
grams and 4.1 in the countries with weak programs
 (Figure 5, page 214). The difference in desired family size
is largest for the Jordan-Iran and the Pakistan-Bangladesh
pairs. The difference is smallest for the Philippines-
Indonesia pair.

Another informative comparison is between Rwanda
and Burundi, two poor, densely populated countries in
East Africa (not shown). Until 2000, both countries had
fertility levels of more than six children per woman and
weak family planning programs. But in the mid 2000s, the
Rwandan government renewed its lagging commitment to
family planning and, with strong support from interna-
tional donors, it sharply increased access to contraceptive
methods throughout the country.26,27 Government offi-
cials had spoken out about the need to reduce fertility, and
a countrywide information, education and communica-
tion program was implemented. As a result, reproductive
behavior changed quickly: Between DHS surveys in 2005
and 2010, Rwanda’s total fertility rate dropped from 6.1 to
4.6, and modern contraceptive use among married
women rose from 10% to 45%.28 In addition, the propor-
tion of women wanting no more children rose from 42%
to 52%.

By comparison, fertility in Burundi changed little and
was still high—6.4 births per woman—in 2010.29 Unfortu-
nately, preliminary reports from the 2010 surveys in these
two countries do not provide estimates of desired family
size or wanted fertility. However, the Rwandan experience
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TABLE 2. Results from ordinary least squares regression
analysis examining the effects of socioeconomic variables
and family planning effort on desired family size in 59
countries

Variable Effect (SE)              

Women schooled (%) -0.018 (0.006) **
Child survival (% at age 5) -0.077 (0.037) *
GDP per capita (log, constant $) 0.011 (0.433)
Sub-Saharan Africa 1.028 (0.283) **
Family planning effort score (%) -0.039 (0.012) **

Intercept 13.66 (2.959) **  
R2 0.768
N 50

*p<.05. **p<.01. Note: SE= standard error. *Kenya’s program has deteriorated in the past decade. 


