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executive summary

The evidence is clear: Family planning improves health, reduces poverty, 
and empowers women. Yet, today, more than 200 million women in the 
developing world want to avoid pregnancy but are not using a modern 

method of contraception. They face many obstacles, including lack of access to 
information and health care services, opposition from their husbands and com-
munities, misperceptions about side effects, and cost. If these obstacles could 
be overcome and the demand for family planning met, 54 million unintended 
pregnancies, more than 79,000 maternal deaths, and more than a million infant 
deaths could be averted each year. Families could save more and begin to break 
the grip of poverty. And communities could make greater investments in educa-
tion, health care, and infrastructure.

Voluntary family planning programs are highly cost-effective and have de-
monstrable poverty-reducing effects. They also help women achieve their hu-
man rights to health, autonomy, and personal decisionmaking about family size. 
But for more than a decade—from 1995 to 2007—funding from donors and 
policymakers did not keep pace with the growing need. During that time, inter-
national support for family planning fell by more than half, before beginning a 
turnaround in more recent years. 

The task ahead is to convert this incremental turnaround into a groundswell 
of  support for effective programs where they are needed most. In many coun-
tries around the world, high fertility and rapid population growth continue to 
jeopardize social and economic development.

This publication is a comprehensive resource for policymakers and donors. 
The first half  of  the book makes the case for why increased funding and support 
for voluntary family planning programs are needed:

•	 Chapter One—Explaining the neglect of family planning programs since the mid-
1990s—argues for a reinvestment in publicly funded family planning pro-
grams and presents new evidence on fertility decline and its economic and 
health benefits.  
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•	 Chapter Two—The impact of voluntary family planning programs on fertility—
provides proof  that voluntary family planning programs reduce fertility and 
can lower the trajectory of  future population growth. 

The second half  explains how reinvigorated voluntary family planning pro-
grams can be structured to operate more effectively:

•	 Chapter Three—Family planning services and the strengthening of health sys-
tems—illustrates how family planning can be integrated into national health 
systems and proposes innovative strategies for reaching the most vulnerable 
individuals; and 

•	 Chapter Four—Family planning communication programs—discusses the impor-
tance of  behavior change communication campaigns to educate the general 
population and motivate potential users to adopt family planning.

Chapter One: Explaining the neglect of family planning  
programs since the mid-1990s

From the 1970s to the mid-1990s, support for international family planning 
grew dramatically around the world. In the 1970s and 1980s, governments in 
developing countries in Asia and Latin America began prioritizing support for 
voluntary family planning programs. And by 1996, 115 countries around the 
world had official policies to support family planning.  

But shortly thereafter, this strong support began to wane as a result of  sev-
eral factors: 

•	 Thanks in part to highly successful voluntary family planning programs, fer-
tility rates had dropped—leading to a sense that the “population problem” 
was largely solved;

•	 There appeared to be little empirical evidence proving that rapid population 
growth and high fertility were serious impediments to economic progress; 

•	 Observers were alarmed about coercive elements in some Asian programs; 
and

•	 New health priorities, especially HIV and AIDS, had emerged. 

Today, interest in family planning is increasing. Recent research has shown 
that high-quality voluntary family planning programs advance economies and 
improve health. International family planning conferences in 2009 in Kampala 
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and in 2011 in Dakar drew unexpectedly large audiences. And major donors 
such as the Bill & Melinda Gates Foundation, the World Bank, and the UK 
Department for International Development have recently prioritized family 
planning. However, this revival has not yet resulted in widespread change in 
government policies or programs in countries with the highest fertility and 
fastest population growth.

Chapter Two: The impact of voluntary family planning  
programs on fertility
Evidence of  family planning program effectiveness can be seen around the 
world in both controlled and “natural” experiments. One of  the most compel-
ling controlled experiments demonstrating the benefits of  family planning is the 
landmark project undertaken in the Matlab district of  Bangladesh. The Matlab 
population of  173,000 people was divided into two areas: a control area, which 
received the standard set of  health care services that were available country-
wide; and an experimental area, where access to services was greatly expanded 
to include home visits, a wide array of  contraceptive choices, and follow-up 
care. The impact in the experimental area was large and immediate: contra-
ceptive use increased markedly, fertility declined rapidly, and women’s health, 
household earnings, and use of  preventive health care improved. The program 
was so successful that it was expanded nationwide, contributing to a rapid fertil-
ity decline in Bangladesh.

Natural experiments, which compare two countries with similar social, eco-
nomic, cultural, and religious characteristics—but with differing approaches to 
family planning programs—also demonstrate the powerful impact of  voluntary 
family planning. Jordan and Iran share many cultural and social characteristics, 
and their development indicators are nearly identical. Both countries have made 
major investments in health, and rates of  infant and child mortality have dropped 
steeply over recent decades. But family planning has not been a government pri-
ority in Jordan, and the same was true in Iran until the late 1980s. In 1989 the 
Iranian government abruptly reversed course and became a strong supporter 
of  family planning. Free contraceptive services were provided throughout the 
country by an extensive network of  village health workers, and a vigorous com-
munications campaign publicized the benefits of  small families. The response 
was immediate and large. Fertility declined from more than 5 births per woman 
in the late 1980s to around 2 in 2000. No other country with a population over 
one million experienced a decline of  such magnitude during the 1990s.
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Chapter Three: Family planning services and the  
strengthening of health systems
Family planning services in developing countries have evolved significantly since 
the first programs were launched in the 1950s, when contraceptive products 
were limited to barrier methods. Since then, family planning has been identified 
as a critical element of  reproductive health. Services have been broadened to 
offer a wider array of  methods and to include education and counseling, con-
traception for sexually active young people, safe abortion where it is legal, and 
postabortion care.

Greater public acceptance of  family planning has led to an increased variety 
of  mechanisms for providing modern contraception. Beyond hospitals, public 
clinics, and private physicians, other avenues include community-based distri-
bution, social marketing, social franchises, and reproductive health vouchers. 
Setting an affordable price and ensuring a local source of  contraceptives are key 
strategies for enhancing access and use. 

The most difficult challenge ahead is to reduce inequities in access and use, 
such as those related to poverty, gender, age, or marital status. For example, sex-
ually active adolescents, whether married or not, face barriers related to access, 
quality, and cost of  contraceptive services. And the ability of  family planning to 
reduce maternal deaths can only be realized if  the poorest individuals and those 
with unmet need are reached on a wide scale.

Chapter Four: Family planning communication programs 
A vital part of  the success of  voluntary family planning programs is promot-
ing the benefits of  contraception to women, their partners, and communities. 
Behavior change communication (BCC) programs—disseminated via mass 
media, community-level events, interpersonal communication/counseling, and 
electronic media—increase awareness and acceptance of  contraception by en-
couraging individuals to look to a better future and promoting family planning 
as one means to that end. They provide factual information on types of  con-
traceptive methods, safety, sources of  supply, and management of  side effects. 
Communication programs dispel myths and misconceptions in an effort to 
overcome barriers to use. Finally, BCC programs aim to motivate individuals to 
action: to discuss family planning with their spouse or partner, visit a clinic or 
community worker, and initiate use of  a contraceptive method when pregnancy 
is not desired.
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The most effective programs employ the principles of  strategic communica-
tion. They use multiple channels with mutually reinforcing messages tailored to 
specific segments of  the audience. Formative research, monitoring, and evalua-
tion guide the process and offer indications of  potential mid-course corrections 
needed, and provide evidence of  effectiveness.

Studies have shown that these campaigns can increase: 

•	 demand for services at clinics, 

•	 knowledge of  modern family planning methods, 

•	 partner communication about family planning, 

•	 approval of  family planning, and

•	 use of  modern contraceptive methods.

Today, programs are employing new strategies and technologies to stay rel-
evant. For example, many programs are combining family planning communi-
cation with other critical health services, such as HIV prevention or adolescent 
health programs. Programs are also using cell phone and internet technology to 
reach their target audience. 

In sum
Family planning is one of  the most successful development interventions of  
the past 50 years. It is unique in its range of  potential benefits, encompassing 
economic development, maternal and child health, educational advances, and 
women’s empowerment. Research shows that with high-quality voluntary family 
planning programs, governments are able to reduce fertility and produce large-
scale improvements in health, wealth, human rights, and education. 

But in countries where contraceptive use is still uncommon and attitudes 
can range from ambivalent to hostile, strong political commitment will be essen-
tial to achieve rapid gains in contraceptive prevalence. Substantial investments 
in promoting voluntary family planning programs and increasing access for all 
women should be a top priority. The tide is starting to turn, with large and influ-
ential donors renewing their commitments to achieving family planning equity. 
We must capitalize upon this growing momentum to firmly establish voluntary 
family planning programs as accepted, expected, and routine elements of  na-
tional health care systems.
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introduction

W ith the human population exceeding 7 billion and food and energy 
prices rising, the longstanding question of the adverse consequences 
of expanding populations in the developing world and rising con-

sumption everywhere is commanding the attention of growing numbers of 
scientists and policymakers. In addition to the depletion of environmental re-
sources and the impact of global climate change, other potential adverse effects 
of rapid population growth and high fertility include poor health among women 
and children, slow economic growth and widespread poverty, and political in-
stability in countries with large numbers of unemployed young people.

Since the 1960s, alongside efforts to increase levels of  education and im-
prove health conditions, the main policy response to rapid population growth 
has been the implementation of  voluntary family planning programs that pro-
vide information about, and access to, contraception. This policy has permit-
ted women and men to control their reproductive lives and avoid unwanted 
childbearing. The choice of  voluntary family planning programs as the principal 
policy to reduce fertility has been based largely on the documentation of  a sub-
stantial level of  unwanted childbearing and an unsatisfied demand for contra-
ception. Family planning programs provide a win-win solution. The welfare of  
individual women and children is improved, and the national economy and the 
local and global environment benefit. The international consensus on this issue 
is reflected in the UN Millennium Development Goals, specifically the goals 
of  providing universal access to reproductive health by 2015 and reducing the 
unmet need for family planning.

Despite this longstanding and widely accepted rationale for voluntary family 
planning programs, interest in and funding for these programs declined after the 
mid-1990s. A number of  reasons can be cited, including the claim that such pro-
grams are ineffective; new priorities among donors; persistent opposition from 
conservative governments and institutions; and the need for resources to ad-
dress other pressing problems, such as the AIDS epidemic. This neglect is now 
being reconsidered in the face of  mounting evidence that continuing high levels 
of  fertility in sub-Saharan Africa and South Asia contribute to poor health, im-
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pose constraints on social and economic development, and harm the natural en-
vironment. For example, the US administration proposed a substantial increase 
in fiscal-year 2010 funding for international family planning activities (USAID 
2010), and the World Bank announced a major new Reproductive Health Action 
Plan (World Bank 2010). Substantial additional resources have become available 
in 2012 with the renewed commitment to family planning from DfID and the 
Bill & Melinda Gates Foundation. These two donors have organized an Inter-
national Family Planning Summit in London in July 2012 aimed at catalyzing 
international political and financial support for family planning. This new infu-
sion of  resources partially reverses the earlier decline in international support 
for family planning programs.

This report reviews the rationale for family planning programs and the les-
sons from past programs. The four chapters discuss (1) Reasons for neglect of  
family planning since the mid-1990s and reasons for renewed interest (includ-
ing the economic, environmental, and health benefits of  reduced fertility); (2) 
How family planning programs reduce fertility: reducing unmet need for con-
traception and unplanned childbearing, and altering the demand for children; 
(3) Organization and management of  family planning services: public- versus 
private-sector, clinic-based versus community outreach, and efforts to ensure 
high-quality services; and (4) Organization and management of  family planning 
communication programs: IEC (information, education, and communication) 
and BCC (behavioral change communication) programs. 
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Chapter 1
EXPLAINING THE neglect of family planning programs  
since the mid-1990s

During the 1970s and 1980s, government promotion of modern con-
traception in developing countries in Asia and to a lesser extent Latin 
America was a high-priority and well-funded activity. Between 1960 and 

1996, the number of countries with official policies to support family planning 
rose from two to 115 (UN 2004), and international funding increased in real 
dollars from US$168 million in 1971 to $512 million by 1985 (UN Population 
Fund 1988). The rationale for this form of development assistance was largely 
economic. Persistently high fertility, typically in the range of five to seven births 
per woman, together with rapidly declining death rates, resulted in rapid popu-
lation growth and high dependency ratios, which in turn reduced the ratio of 
capital to labor and reduced savings and investment in the modernization of 
agriculture and industry (Coale and Hoover 1958). 

This economic argument was buttressed by more portentous concerns, in 
this era before the Green Revolution, that food production would not keep 
pace with population growth, that non-renewable resources would soon be ex-
hausted, and that environmental limits to growth in human numbers and afflu-
ence might be imminent (Ehrlich 1968; Meadows et al. 1972). As president of  
the World Bank from 1968 to 1981, Robert McNamara had become convinced 
that rapid population growth acted as a major brake on development and that 
the promotion of  family planning could accelerate a return to population stabi-
lization. These views were shared by many developing-country leaders, notably 
Prime Minister Indira Gandhi of  India and President Ziaur Rahman of  Bangla-
desh. With the creation of  the United Nations Fund for Population Activities in 
1969, the stage was set for a proliferation of  family planning programs.

Since the mid-1990s, this strong international support for family planning 
has waned. As shown in Figure 1.1, donor support for family planning between 
1995 and 2007 fell from US$980 million to $340 million in constant 2007 dol-
lars, while support for other forms of  reproductive health rose and support 
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for HIV/AIDS increased sharply (UN 2009). Major US foundations, such as 
Ford and Rockefeller, withdrew from the field. Population issues were entirely 
absent from the Millennium Development Goals (MDGs) and from most of  
the World Bank’s Poverty Reduction Strategy Papers, even in countries with 
continuing high fertility and rapid population growth. World Bank projects on 
family planning and population virtually disappeared after 1997 (World Bank 
2009). The term “family planning” (or contraception) was largely replaced in 
international development discourse by the much broader term “reproductive 
health and rights.” Individuals and agencies involved in international efforts to 
increase access to family planning clearly came to believe that the movement 
had lost urgency and visibility (Blanc and Tsui 2005).

No single factor can fully account for this abrupt shift in priorities. Rather, 
a confluence of  factors are implicated: the sense that the “population problem” 
was largely solved; the weak empirical evidence that rapid population growth 
and high fertility were serious impediments to economic progress; strong criti-
cisms of  coercive elements in some large Asian family planning programs; the 
emergence of  compelling new priorities, especially HIV/AIDS; and the recom-
mendations of  the 1994 International Conference on Population and Develop-
ment. We discuss each of  these factors below.

6

5

4

3

2

1

0
1995 ’96 ’97 ’98 ’99 2000 ’01 ’02 ’03 ’04 ’05 ’06 ’07

Family planning

HIV/AIDS

Reproductive health

Year

U
S
$ 

bi
lli

on
Trends in international assistance for population activities, 1995–2007

FIGURE 1.1

SOURCE: United Nations Commission on Population and Development (2009). The numbers in this report have been adjusted for inflation.
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By 1990–95, the rate of  increase in the world’s population had slowed from 
its peak of  2 percent per year in the 1960s to 1.5 percent, and fertility in Asia 
and Latin America had dropped from over five births per woman to about 
three. Even in sub-Saharan Africa, fertility decline was well established in a few 
countries such as Kenya, South Africa, and Zimbabwe. Over the same period, 
the level of  childbearing in developed countries had also fallen steeply from 
over 2.5 births to 1.7 births, raising new concerns about long-term population 
decline and aging. As early as 1979 a few demographers were proclaiming that 
rapid population growth was coming to an end (Bogue and Tsui 1979); by 1990, 
that view was more widespread, despite the persistence of  high fertility in most 
of  the world’s poorest countries, concentrated in Africa. In the words of  Stan 
Bernstein, “The race against population growth was, in effect, declared over 
before everyone crossed the finish line” (Bernstein 2005: 129).

Concurrent with the widespread fertility declines of  the 1970s and 1980s, the 
Coale–Hoover thesis that rapid population growth had a large negative effect on 
economic progress came under critical scrutiny from economists. Whereas key 
reports from the early 1970s had strongly endorsed the economic imperative 
of  curbing population growth, the 1986 US National Academy of  Sciences re-
port came to more balanced conclusions (National Academy of  Sciences 1971; 
UN 1973; National Research Council 1986). Allen Kelley’s subsequent review 
of  that report suggested several reasons for this change (Kelley 2001). First, 
development theories since Coale and Hoover minimized the contribution of  
physical capital accumulation to economic growth and instead emphasized the 
importance of  human capital, technological change, and institutions and poli-
cies. Second, empirical research had found little evidence that rapid population 
growth resulted in reduced savings, nor was any correlation apparent between 
slower population growth and increases in per capita income. Third, economists 
had a much greater influence on the 1986 report than on the earlier reports. As 
a result, the economic rationale for investment in family planning programs was 
greatly weakened.

The sense that rapid population growth was coming to an end, together with 
the weakening of  the economic case for halting such growth, might have been 
sufficient for a gradual shift from family planning to other priorities. But the 
shift was abrupt and the key reason was a concerted attack on government fam-
ily planning programs by some women’s groups promoting reproductive health 
and rights. The essence of  the argument was that high-pressure programs, with 
their aggregate demographic targets, ignored women’s broader reproductive 
health and rights. According to these critics, an emphasis on long-acting con-
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traceptive methods, particularly sterilization, restricted freedom of  choice and 
made women dependent on providers. The use of  financial incentives for indi-
viduals undergoing sterilization (and for those who “recruited” them), a com-
mon feature of  Asian programs but absent in other regions, posed a further 
threat to informed choice, represented an invitation to corruption, and ran the 
risk that the poorest women would sacrifice future childbearing for a one-time 
monetary payment. By implication, all programs with demographic targets were 
tarnished with elements of  coercion.

Most of  the objections to traditional programs did not deny the desirability of  
population stabilization, but proposed a radically different approach to achieving 
this aim (Dixon-Mueller 1993; Sen, Germain, and Chen 1994). Women’s education 
and empowerment, along with ready access to contraceptives and other reproduc-
tive health services, would reduce birth rates to sustainable levels. The concept of  
unmet need for contraception (the proportion of  women wishing to stop or post-
pone childbearing but not using a method to achieve this goal) provided common 
ground between this feminist approach and the more orthodox family planning 
community (Hodgson and Watkins 1997). Fertility-reduction targets could be 
met by addressing unmet need (Sinding, Ross, and Rosenfield 1994). 

This coalition bore fruit at the 1994 International Conference on Population 
and Development in Cairo. Concerns about population growth and the need for 
family planning were replaced by an agenda of  women’s rights and empower-
ment, and contraception was demoted to one of  many ingredients of  women’s 
reproductive health. Although the Cairo agenda was ambitious, it lacked clear 
yardsticks by which to measure subsequent progress. Now that the economic 
case for it had been largely abandoned, it seemed inevitable that family planning 
would lose its pre-eminence.

This loss of  pre-eminence was accelerated by new concerns and priorities that 
attracted the attention and funding of  donors. The 1990s brought justified alarm 
that HIV/AIDS would evolve into a worldwide pandemic with consequences 
as serious as those being documented in the generalized epidemics of  East and 
Southern Africa. The misconception arose that any remaining potential for popu-
lation growth would be largely eliminated by rapidly rising death rates. Peter Piot, 
formerly head of  UNAIDS, characterized HIV/AIDS as a threat to economic 
progress and stability, as well as a health and humanitarian disaster, and was thus 
able to engage the support of  development agencies such as the World Bank. 
Extremely large sums of  money were mobilized to address the threat. No doubt 
family planning programs suffered as funds, staff, and political energy were divert-
ed to combat this new disease, particularly in Africa (Mayhew and Adjei 2004).
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A revival of interest in family planning
After many years of  benign neglect, there is recent evidence of  a revival of  
interest in family planning, perhaps best illustrated by the unexpectedly large 
attendance at international conferences on the topic held in Kampala in late 
2009, the first of  its kind for at least 15 years, and, two years later, in Dakar. The 
long battle to include the key Cairo Conference demand for “universal access to 
reproductive health,” including family planning, as one of  the MDG targets was 
won in 2008. This revival is starting to be reflected in changes in government 
policies or programs in some countries where high fertility and rapid popula-
tion growth still prevail. In this section, we review the case for reasserting the 
importance of  government-sponsored family planning programs.

New economic evidence

Paradoxically, just when the international community was abandoning the eco-
nomic rationale for investment in family planning at the Cairo conference, the 
evidence from economic modeling and empirical analysis tilted decisively to-
ward the conclusion that demographic factors exert important influences on 
countries’ living standards. A longer time-series of  data and better methods 
were partly responsible for this change, but perhaps the key factor was a more 
comprehensive representation of  demographic transition in place of  a narrow 
focus on the rate of  population increase or the level of  fertility.

Demographic transition describes the changes that occur as countries evolve 
from a state of  high mortality balanced by high fertility to a state of  low mortal-
ity and low fertility. The first change is inevitably a decline in mortality, which 
has its greatest effect on child survival and increases the proportion of  children 
in the population. At this early stage, about half  the population is below age 
20. Population size and density increase. After a lag, fertility declines and the 
youth dependency burden falls, but, as a legacy of  past high fertility, the work-
ing-age population continues to grow. The ratio of  workers to less-productive 
age groups—the young and the old—rises steeply. Birth rates and population 
growth, however, remain high for several decades because of  the dispropor-
tionately large number of  people in the reproductive ages, a feature termed 
demographic momentum. In the final stage of  transition, population growth 
(in the absence of  in-migration) ceases or even becomes negative, as in the case 
of  contemporary Europe, while the population ages, the old-age dependency 
burden rises, and the proportion of  working-age adults falls.

Most of  the new insights into the relationships between demography and 
the economy have come from separate analyses of  these components of  demo-
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graphic transition: population size and density, mortality, fertility, and, most cru-
cially, age structure (Kelley and Schmidt 1995). The results of  this research can 
be summarized briefly. Increases in population size and density have mild posi-
tive effects on per capita output; mortality and fertility decline have consider-
ably larger positive effects; and the period of  mid-transition when dependency 
burdens are at their lowest offers a unique but transitory opportunity for rapid 
economic progress, which has become known as the demographic dividend. It 
is not surprising that a rise in the ratio of  working-age to total population offers 
a potential economic boost, but the effects in East Asian countries are estimated 
to have been far larger than those attributable to simple demographic accoun-
tancy. The reason lies in the enhanced opportunity for savings and investment, 
both in higher-quality education, thereby raising human capital, and in physical 
capital, thereby facilitating agricultural intensification and industrialization. This 
analysis suggests that about 30 percent of  the rapid economic growth of  the 
East Asian tigers is attributable to changes associated with the demographic 
transition (Bloom, Canning, and Malaney 2000). 

These findings do not amount to demographic determinism, nor have they 
gone unchallenged. As specified in Barro’s model of  economic growth, for ex-
ample, many other factors determine such growth, including terms of  trade, the 
rule of  law, secure property rights, and institutions that encourage public- and 
private-sector investment (Barro 1997). These facilitating conditions were met in 
East Asia but were absent in much of  Latin America, where similar demographic 
changes occurred but economic growth was weaker and less widespread.

A strong correlation between poverty and the number of  children in a 
household has been observed for decades. Children with many siblings tend to 
be less well educated and less well nourished. Causal interpretation, however, 
has been problematic. Do the poor choose to have larger families than better-
off  families because of  perceived advantages of  future labor contributions or 
as a form of  security in old age? Or is their poverty in part a consequence of  
high fertility? Studies of  twins, which minimize problems of  causality, suggest 
that large family sizes do negatively affect the education and health of  children 
(Rosenzweig and Wolpin 1980; Rosenzweig and Zhang 2009). Other social sci-
entists, including demographers, tend to emphasize lack of  choice and are more 
likely than economists to interpret high fertility as a barrier to the escape from 
poverty. The large body of  survey evidence on unwanted childbearing supports 
the latter view. As shown in Figure 1.2, unwanted childbearing is invariably more 
common among the poor than the rich. Sound reasons can account for this re-
lationship. The poor have less information about contraception, greater misgiv-
ings about its use, and restricted access to services.
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Convincing evidence that the poor benefit from smaller family size comes 
from the quasi-experiment in Matlab, a poor district in Bangladesh. Starting 
in 1977, half  the area received high-quality intensive family planning services 
in addition to other services, while the other half  continued to receive routine 
government services. Fertility fell faster and earlier in the experimental area than 
in the control area, although by 1996 the gap had closed. Among the long-term 
consequences of  this difference was higher education of  children, greater asset 
accumulation, and greater use of  preventive health services in the experimental 
area (Joshi and Schulz 2007).

A further contribution of  demographic change to economic growth is the 
increased employment of  women. When fertility levels are high, women’s lives 
are dominated by a repeated sequence of  pregnancy, breastfeeding, and nurture 
of  young children. This preoccupation may not preclude women’s contributions 
to the household economy, such as work on a family farm, but it is clearly not 
conducive to paid employment outside the home. When fertility falls to two 
children, for instance, this period of  intensive motherhood is compressed to 
less than a decade, thus raising the feasibility of  non-domestic activities, includ-
ing employment. The relationship between women’s labor force participation, 
defined broadly, and national GDP per head is U-shaped (see Figure 1.3). The 
relatively high participation rate in the poorest countries, particularly in Africa, is 
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SOURCE: Gillespie et al. (2007). 

1.5

1.0

0.5

0.0
2 3 4

U
nw

an
te

d 
bi

rt
hs

 p
er

 w
om

an

Wealth quintile



10 family planning programs for the 21st century

largely attributable to unpaid work on family enterprises. After an initial dip, par-
ticipation rises steeply with increased GDP and fertility decline, and represents 
an appreciable contribution to economic growth (Mammen and Paxton 2000).

Most of  the positive effects of  fertility decline and associated population 
change on economic development unfold over decades. For this reason, invest-
ments in family planning programs and policies may be unattractive to political 
leaders with short time horizons. Analyses by the Futures Group address this con-
cern by demonstrating that family planning can also bring short-term gains (More- 
land and Talbird 2006). For 16 African countries investigators estimated 1) the 
costs of  meeting unmet need for family planning; 2) the number of  unintended 
pregnancies and births averted by family planning; and 3) the savings represent-
ed by these averted births in meeting Millennium Development Goals by 2015. 
The average estimated benefit/cost ratio for the 16 countries was an impressive 
3.7. The largest savings were in primary schooling (with an obvious lag of  five 
years) and in obstetric care, with additional savings in immunization, provision 
of  bednets for malaria control, and improvements in water supply and sanita-
tion (Figure 1.4). These considerations related to schooling are particularly im-
portant in sub-Saharan Africa, where the number of  children aged 5–15 years 
will rise by an average of  21 percent between 2010 and 2020. In the highest- 
fertility countries, such as Uganda, the increase is about 35 percent. In this re-

Schematic relationship between women’s work and fertility, according to level of GDP 
per capita

FIGURE 1.3

SOURCE: Adapted from Mammen and Paxton (2000).
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gion, either education budgets will need to rise steeply to maintain the existing 
quality of  schooling, or quality will decline further, with negative implications 
for the human capital of  the future labor force. Taking into account both reduc-
tions in deaths and likely increases in per capita income attributable to invest-
ment in family planning and associated fertility decline, the long-term benefit/
cost ratios will be much larger than the short-term benefits documented by 
Moreland and Talbird (Kohler 2012: 59).

Growing concerns about population, food production, and the environment

One of  the most significant changes that have occurred since the Cairo con-
ference is growing concern that human numbers and activity are destabilizing 
the planet’s environment. The most acute global threat comes from increased 
use of  fossil fuels and the associated rise in CO2 emissions, resulting in global 
warming, rising sea levels, and a higher incidence of  extreme weather events. 
CO2 emissions are strongly correlated with living standards. Rising incomes and 
energy use, rather than population growth per se, have been the main drivers of  
global climate change and will continue to be so in the coming decades. 

Nevertheless, the contribution of  population growth to climate change is by 
no means trivial. For instance, the increase in total CO2 emissions attributable to 
expected population growth between 2000 and 2050 in poorer countries, even 

Benefit/cost ratio of investments in family planning by sector, average for 16 
countries in sub-Saharan Africa

FIGURE 1.4

SOURCE: Moreland and Talbird (2006).
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assuming no change in emissions per head in these countries, would entirely 
offset the effect of  a decline in emissions of  40 percent per head in developed 
countries over this period (Dyson 2005). Moreover, some poor people eventu-
ally become richer. Marked increases in CO2 emissions per head have occurred 
in countries such as Brazil, China, and India in step with their rapid economic 
growth, and these countries are still experiencing population increases. Clearly, 
the development of  alternative energy sources to replace fossil fuels and the 
means to finance their application in both rich and poorer countries are a top 
priority, but reductions in expected population growth can make a major con-
tribution. Indeed, it has been argued that the prevention of  unwanted births is 
likely to be one of  the most cost-effective ways to preserve the planet’s environ-
ment in the long term (Birdsall 1994).

The urgency of  addressing climate change for development agencies, such 
as the World Bank, stems from the broad consensus that poor agrarian coun-
tries, particularly in sub-Saharan Africa, will be the most vulnerable to the con-
sequences of  such change. Continued temperature rises will affect crop produc-
tion most severely in the tropics and sub-tropics (IPCC 2007). One-sixth of  the 
world’s population lives in arid and semi-arid regions, and 250 million people 
are already directly affected by desertification (World Bank 1999). Nearly three-
quarters of  Africa’s farmers rely on rain-fed agriculture (Pinstrup-Andersen 
2002). CO2-related declines in rainfall and/or increased irregularity of  precipita-
tion could result in widespread disruptions in food supply.

Population growth is more directly implicated in the environmental conse-
quences of  the need for increased food production. Between the end of  the last 
century and 2030, demand for food in developing countries is expected to grow 
by 2.0 percent per year compared with population growth of  1.3 percent (FAO 
2003). Despite the reduction in rates of  population growth, this factor remains 
the major cause of  increased food demand. Among the consequences are changes 
in land use, including loss of  natural habitats and deforestation; loss of  biodiver-
sity; unsustainable depletion of  water resources; and degradation of  fragile eco-
systems resulting from over-cropping and over-grazing. Future challenges will be 
most severe in sub-Saharan Africa, the only region that will experience continued 
growth of  both rural and urban populations. Thus in many parts of  Africa, poor-
quality and fragile soils must support increasing population density. In the absence 
of  technological advances or effective local conservation efforts, encroachment 
onto marginal land and widespread environmental degradation are likely.

These environmental concerns in Africa are accompanied by classic Malthu-
sian alarms that population increase will outstrip food production. In contrast to 
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all other regions, agricultural yields per hectare in Africa have remained unchanged 
in recent decades (World Bank 2008). As a result, food production has not kept 
pace with population increase. In 2000, Africa was importing US$20 billion worth 
of  food per year, mostly from the commercial market, equivalent to total overseas 
development aid at that time (Commission for Africa 2005). Because nearly two-
thirds of  employment in Africa is in agriculture, it is widely recognized that greatly 
improved productivity in this sector is the key to reducing poverty and malnutri-
tion (World Bank 2008). Reductions in fertility and population growth undeniably 
make an important contribution to lowering rates of  poverty and hunger.

Reaffirming the health benefits of family planning
The health benefits to mothers and their children stemming from the ability 
to choose the number and timing of  births have been well documented for 
decades and have always been one of  the rationales for government investment 
in family planning services. For reasons that we outline below, however, these 
benefits have been under-appreciated in much of  the research on maternal and 
child health and in the establishment of  international health priorities.

Maternal health

The key Millennium Development Goal for maternal health is a 75 percent re-
duction in the maternal mortality ratio, the number of  pregnancy-related deaths 
per 100,000 live births. Effective contraceptive use can contribute to this target 
in two ways. First, it can virtually eliminate the estimated 13 percent of  maternal 
deaths due to unsafe abortion, nearly all of  which occur in developing countries. 
Second, it can reduce the proportion of  pregnancies that pose an above-average 
risk to women’s survival. The risk of  death has a U-shaped relationship to ma-
ternal age and parity. It is high in the early teenage years and for first births, falls 
at intermediate ages and parities, and rises again at ages 35 and above and for 
parities five or higher.

The advent of  widespread contraceptive practice, and in its wake lower 
fertility, invariably means a decline in higher-parity births and usually reduces 
childbearing at older ages. The likely effect of  contraceptive use on high-risk 
teenage pregnancies is more context-specific. In South Asia, marriage nearly 
always precedes sexual initiation and pregnancy, and use of  contraception to 
delay the first marital birth is rare. Hence age at marriage rather than contracep-
tion is the major determinant of  teenage pregnancies. In Latin America and 
sub-Saharan Africa, sex and pregnancy risk before marriage are more common, 
thus contraception has a greater potential impact. Quantifying the potential ef-
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fect of  desirable changes in the age and parity composition of  pregnancies on 
the maternal mortality ratio is difficult because of  the scarcity of  data. Estimates 
range from a 10 percent reduction to over 20 percent (Trussell and Pebley 1984; 
Winikoff  and Sullivan 1987). Two recent estimates suggest substantial beneficial 
effects of  increased contraceptive use on the maternal mortality ratio (Jain 2011; 
Cleland et al. in press). Obviously this contribution to reducing mortality will be 
greatest in countries where fertility remains high.

The maternal mortality ratio is not the only way of  measuring the risk of  
maternal health and has the disadvantage of  circumventing the fact that women 
who avoid pregnancy run no risk. From a public health perspective, the pre-
ferred measures are the maternal mortality rate (the number of  deaths per 1000 
women of  childbearing age) and the lifetime risk of  maternal death. The contri-
bution of  contraception and fertility declines to reductions in both measures are 
direct and substantial, but have been overshadowed by the choice of  the mater-
nal mortality ratio as the MDG target. It is estimated that, in 2008, use of  mod-
ern contraception in developing countries was responsible for averting 230,000 
maternal deaths, equivalent to a 43 percent reduction (Singh et al. 2009). Much 
larger numbers of  abortions and miscarriages were also averted (see Table 1.1). 
This major contribution was due entirely to avoidance of  unintended pregnan-
cies. An additional 150,000 maternal deaths, representing a further reduction of  
28 percent, could be prevented by satisfying the unmet need for contraception. 

Because fertility and unmet need for contraception remain much higher in 
sub-Saharan Africa than in other regions, the prevalence of  maternal deaths is 
increasingly concentrated in this region. Between 1980 and 2008, the propor-
tion of  all maternal deaths that occurred in Africa rose from 23 percent to 52 

	C urrent use of	M eeting unmet need
Measure	 modern methods	 for modern methods	T otal

Unintended pregnancies averted	 187,800	 53,460	 241,260
Unplanned births	 53,550	 21,820	 75,370
Abortions	 112,310	 24,800	 137,100
Miscarriages	 21,940	 6,840	 28,780

Maternal deaths averted	 230	 150	 380
Number of contraceptive users	 603,090	 214,450	 817,540

TABLE 1.1

Number of unintended pregnancies and maternal deaths averted (in thousands) by  
using modern contraception and meeting unmet need for contraception among women  
in developing countries who want to avoid pregnancy, 2008

NOTE: Numbers may not add up to totals because of rounding.
Source: Singh et al. (2009). 
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percent, and 15 of  the 21 countries with the largest number of  deaths are in 
this region (Hogan et al. 2010). Even if  the maternal mortality ratio remains 
unchanged, fertility decline in Africa will greatly reduce the rate and lifetime risk 
of  death in pregnancy or childbirth. To illustrate, holding the maternal mortality 
ratio constant at 600 deaths per 100,000 live births, a reduction in fertility from 
six to four births per woman would reduce the lifetime risk from 1:28 to 1:42, 
and a further fall to two births would reduce it to 1:84. 

Greater use of  contraception has an additional benefit that will be most 
pronounced in Africa, where many maternal deaths are linked to HIV infec-
tion (Hogan et al. 2010). Provision of  family planning methods to HIV-positive 
women who wish to avoid pregnancy should thus be a top priority and carries 
the additional advantage of  reducing mother-to-child transmission of  the virus. 
The use of  condoms for pregnancy prevention among sexually active unmar-
ried women has increased markedly and is now the most prevalent method in 
this segment of  the population in both sub-Saharan Africa and Latin America. 
Together with changes in sexual behavior, increased condom use is responsible 
for the declines in HIV incidence among young people in many African coun-
tries. Condom use is much lower among married couples, although it is also 
increasing in Southern Africa.

Child health

The interval between a birth and the next conception may influence the health 
and survival of  the mother, although the evidence is not robust. However, inter-
val length has a demonstrable effect on the health and survival of  children. Most 
of  the evidence on this relationship comes from retrospective birth histories col-
lected initially by the World Fertility Survey and, since 1985, by the Demographic 
and Health Surveys (DHS). The most comprehensive DHS study performed 
a pooled analysis on data from 52 countries that undertook a survey between 
2000 and 2005 (Rutstein 2008). Half  of  these countries were in sub-Saharan 
Africa. For infant mortality, children conceived within 24 months of  an older 
sibling’s birth (equivalent to an inter-birth interval of  less than 33 months) were 
at excess risk of  dying even after adjustment for a large number of  potentially 
confounding factors. The shorter the interval, the greater the risk. These results 
are consistent with findings from studies in the United States, prospective data 
from Matlab, Bangladesh, and a meta-analysis that show associations between 
birth interval length and adverse perinatal outcomes, such as fetal death, prema-
turity, and low birth weight (Zhu 2005; DaVanzo et al. 2008; Conde-Agudelo, 
Rosas-Bermudez, and Kafury-Goeta 2006). The causal mechanism is probably 
related to maternal nutritional depletion (Smits and Essel 2001).
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Rutstein’s results for early childhood mortality are even more remarkable. 
Unlike infant mortality, there is no threshold in the effect of  interval length. 
The longer the interval, the smaller the risk of  dying (Figure 1.5). Although the 
mechanisms are poorly understood, competition for maternal and familial re-
sources and cross-infection from older siblings may both be implicated. The sig-
nificant effects of  interval length on stunting of  surviving children, also found 
in the DHS pooled analysis, are consistent with either mechanism. Children are 
also vulnerable to short following intervals. Cross-national studies showed that 
the birth of  a younger sibling within two years was associated with a doubling 
of  mortality between ages one and two years and a smaller adverse effect in later 
childhood (Hobcraft, McDonald, and Rutstein 1985). 

Birth-to-conception intervals that pose a risk to the health and survival of  
children are commonplace. In the 52 countries in Rutstein’s study, 54 percent of  
second and higher-parity children were born following intervals of  less than 24 
months and an additional 21 percent after intervals of  24–35 months. Rutstein’s 
analysis implies that elimination of  intervals of  less than 24 months would re-
duce mortality under age five by 13 percent, and this figure rises to 25 percent 
with the elimination of  intervals of  less than 36 months. It may seem unrealistic 
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to expect couples to space children nearly four years apart, as implied by avoid-
ance of  intervals of  less than 36 months, but an analysis showed that in 14 out 
of  20 African countries the preferred birth interval length exceeded three years 
and that if  women were able to implement their preferences infant mortal-
ity would fall by 6 percent (Rafalimanana and Westoff  2000). This appreciable 
potential contribution to child survival of  wider spacing of  births by use of  
contraception is usually overlooked in the setting of  health care priorities.

These results are particularly relevant to high-fertility countries in sub-Saha-
ran Africa for three reasons. First, African couples place a high value on child 
spacing, but the traditional ways of  achieving this through prolonged intensive 
breastfeeding and postpartum sexual abstinence are waning. Thus contracep-
tion as an alternative should have special appeal. Second, mortality between ages 
one and five years accounts for a higher fraction of  all under-five deaths in Af-
rica than in other regions. Third, in high-fertility countries a greater proportion 
of  all children are second or higher-parity births and thus, unlike first births, are 
vulnerable to inadequate spacing; they are also less likely to be last-born children 
and are therefore susceptible to short preceding and following intervals.

The stalling fertility decline

Extensive changes in reproductive behavior have occurred in large parts of  
the developing world over the past half  century. The average number of  births 
per woman has been halved: from six in the early 1960s to just below three in 
the early 2000s (UN 2009). Reductions in fertility have been largest in Asia (58 
percent) and Latin America (62 percent) (Figure 1.6). As we argue in Chapter 
2, family planning programs can take much of  the credit for the rapid fertility 
declines that have occurred even in the poorest countries, such as Bangladesh 
and Nepal.

Significant exceptions remain where birth rates are still high (e.g., Afghani-
stan and Pakistan), and high levels of  unintended childbearing among the poor, 
as we illustrated in Figure 1.2, remain a more widespread problem because they 
make the escape from poverty more difficult. However, fertility on average in 
Asia and Latin America is now about 2.3 births per woman and is expected 
to fall further. Between 2010 and 2050, population size in the two regions is 
projected to increase by about 30 percent, largely because of  population mo-
mentum, but by mid-century the era of  population growth will be over. A large 
body of  evidence, discussed above, shows that this fertility transition in Asia 
and Latin America has brought widespread benefits in health and welfare, par-
ticularly to women and children.
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The demography of  sub-Saharan Africa stands in stark contrast to that of  
other poor regions. By the time many African governments accepted the need 
for population stabilization, the promotion of  family planning was no longer an 
international development priority. Funding had fallen and political energy had 
shifted to other concerns. Partly as a result, the fertility decline in most of  Africa 
has been slow, faltering, or non-existent with the exception of  a few middle-
income countries in Southern Africa. Of  the 45 countries with total fertility 
rates of  four or more births per woman, 36 are in sub-Saharan Africa and these 
36 contain over 90 percent of  the region’s population (Table 1.2). Fertility in this 
region as a whole is now about five births per woman. 

Recent analyses have concluded that the slow pace of  decline in fertility has 
become even slower in the past decade and may have stalled entirely in some 
countries (Bongaarts 2008; Ezeh, Mberu, and Emina 2009). The situation is of  
particular concern in West Africa. Between 1991 and 2004, use of  effective contra-
ception among married or cohabiting women rose from an average of  7 percent to 
15 percent, despite evidence of  much higher levels of  unmet need than elsewhere. 
In 2004 only 29 percent of  women in West Africa were aware of  the two main 
methods of  contraception (pills and injectables) and a source of  supplies, a vivid 
illustration of  the neglect of  family planning (Cleland, Ndugwa, and Zulu 2011). 
Typically an increase in contraceptive use of  15–17 percentage points is required 

Trends in fertility by region, 1960s–2000s

FIGURE 1.6

source: un (2011). 
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to reduce fertility by one birth per woman. If  the pace of  change in contraceptive 
use observed between 1991 and 2004 is maintained, it will take 25 years for fertility 
in West Africa to fall from its 2000–05 level of  5.6 births to 4.6 births. Increased 
resort to induced abortion might partially compensate for lack of  contraception, 
but abortion is illegal in most West African countries and often unsafe. West Africa 
already has the highest risk of  abortion-related mortality of  any region, with an 
estimated 140 abortion deaths per 100,000 live births (Shah and Ahman 2009). 

Evidence that fertility transition in sub-Saharan Africa is faltering has re-
sulted in an upward revision of  projections of  fertility and population size. In 
the United Nations 2008 medium variant projections, the total fertility rate and 
total population size were envisaged to be 2.5 and 1.75 billion, respectively, by 
mid-century. These two figures were raised to 3.0 and 1.96 billion in the 2010 

TABLE 1.2

Total fertility rate 2005–2010 in countries with a total fertility rate of 4 or higher

	T FR (births	 	T FR (births
  Region/country	 per woman)	 Region/country	 per woman)

Africa
Niger	 7.2
Mali	 6.5
Somalia	 6.4
Uganda	 6.4
Zambia	 6.2
Chad	 6.2
Congo (D.R.)	 6.1
Malawi	 6.0
Burkina Faso	 6.0
Angola	 5.8
Nigeria	 5.6
Tanzania	 5.6
Benin	 5.5
Guinea	 5.5
Rwanda	 5.4
Liberia	 5.4
Equatorial Guinea	 5.4
Guinea-Bissau	 5.3
Sierra Leone	 5.2
Mozambique	 5.1
Gambia	 5.1
Comoros	 5.1
Senegal	 5.0
Central African Republic	 4.9

Madagascar	 4.8
Kenya	 4.8
Mauritania	 4.7
Eritrea	 4.7
Cameroon	 4.7
Burundi	 4.7
Ivory Coast	 4.7
Congo	 4.6
Sudan	 4.6
Ethiopia	 4.6
Ghana	 4.3
Togo	 4.3

Asia	
Afghanistan	 6.6
Timor-Leste	 6.5
Yemen	 5.5
Iraq	 4.9
Occupied Palestinian Territory	 4.7
Solomon Islands	 4.4
Papua New Guinea	 4.1
Tonga	 4.0

Latin America and the Caribbean	
Guatemala	 4.2

Source: UN (2011). 
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projections. By 2050 the population of  sub-Saharan Africa is likely to account 
for about 20 percent of  the world total.

Continued high fertility, high dependency ratios, and rapid population 
growth in Africa will make achievement of  most of  the Millennium Develop-
ment Goals nearly impossible. The reasons for this verdict are specified above. 
But failure to achieve these goals does not adequately capture the gravity of  the 
demographic situation for some countries that confront the possibility of  deep-
ening poverty and widespread hunger. The countries of  the Sahel are particu-
larly vulnerable to future massive increases in population. In Niger, for example, 
population size is projected to increase from 17 million to 50 million in the next 
40 years, even under the UN’s optimistic assumption that fertility will halve 
from 7 to 3.5 births over this period. Niger has already lost half  its arable land 
to encroachments by the Sahara, and the country experienced an acute food 
shortage in 2005. Population pressure on the fragile ecosystem is likely to result 
in further environmental degradation, thereby exacerbating problems of  food 
security. Even if  steep declines in fertility in Niger and similar countries can be 
achieved, future prospects for health and welfare appear bleak. 
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Chapter 2
The impact of voluntary family planning programs  
on fertility

The remarkable recent trends in reproductive behavior in the developing 
world have been well documented and the empirical record is not in dispute. 
The causes of these trends, however, are the subject of continuing debate 

and there is at present no generally accepted theory of fertility. Instead, over time 
a number of theories and their variants have been developed, each with important 
new insights that are crucial to a full understanding of reproductive change.

Why has fertility declined?

Conventional theories

The oldest and best-known demographic theory was formulated to explain 
the fertility decline that occurred in the West from the late nineteenth century 
through the 1930s (Davis 1945; Notestein 1945, 1953). In traditional rural, ag-
ricultural societies, fertility was seen as necessarily high to offset high mortality 
and ensure population survival. As a society modernizes, economic and social 
changes such as industrialization, urbanization, new occupational structure, and 
increased education first lead to a decline in mortality, and subsequently also to 
a decline in fertility. The rising costs of  children (e.g., for education) and their 
declining economic value (e.g., for labor and old-age security) were the central 
forces believed to be driving the decline in desired family size. This in turn led to 
a rise in the demand for and adoption of  birth control. The chain of  causation 
linking socioeconomic change to fertility is summarized in the upper part of  Fig-
ure 2.1. This conventional framework, still regarded as largely valid, has been the 
basis for various elaborations by economists, sociologists, and demographers. 

Contributions by economists to fertility theories focused on the micro-eco-
nomics of  reproductive decisionmaking (Becker 1960, 1981; Lee and Bulatao 
1983; Schultz 1976, 1981; Willis 1974). Parents are considered to be rational ac-
tors who aim to maximize the utility derived from various choices they make in 
the face of  time and other resource constraints. These include choices related to 
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conventional goods and services as well as to children. In choosing a family size, 
parents have preferences not only for the number of  children but also for their 
“quality” (i.e., their health and education). As countries develop, parents want 
higher-quality children. Providing the means to raise such children increases 
their cost, thus leading parents to want smaller families. This school of  thought 
is usually referred to as “demand theory.” 

Empirical evidence is broadly consistent with demand theories: countries’ 
fertility levels are inversely related to socioeconomic indicators such GDP per 
capita, life expectancy, child survival, literacy, school enrollment, and urbaniza-
tion (Bryant 2007). There is little doubt that, as countries develop, fertility be-
havior changes more or less along the lines demand theories propose. This is 
the course taken by the now-developed world, where fertility declines began 
in the late nineteenth century. These historical reductions in birth rates were 
accompanied by slow declines in mortality, hence population growth remained 
modest throughout the demographic transition. In contrast, in contemporary 
developing countries, public health programs (often implemented with external 
assistance and funding) have produced large declines in child mortality at an 
early stage in the development process while fertility remained high. The result 
has been very rapid population growth that is likely to continue if  development 
takes its natural course of  steady but slow fertility declines. 

There are notable exceptions to this generalization. In particular, fertility has 
declined rapidly in a few countries with unfavorable development conditions 
(e.g., in Bangladesh, Indonesia, Nepal, and Sri Lanka). These are traditional, 
poor, rural, and agricultural societies, yet fertility has declined to low levels. The 
explanations for these unexpected trends are the priority given by governments 
to social development (e.g., schooling and women’s empowerment) and the im-
plementation of  family planning and health programs. No fertility decline has 

Analytic framework for the determinants of fertility
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been observed in a poor and largely illiterate country in the absence of  a strong 
family planning program. 

Revisionist theories

A crucial assumption of  demand theories is that the cost of  contraception is 
sufficiently low to be ignored. This assumption became questionable in the late 
1960s and early 1970s when surveys from the developing world showed that 
many women were not using contraception even though they did not want to 
become pregnant (Freedman and Berelson 1976). In addition, the frequent resort 
to induced abortion in both developed and developing countries demonstrated 
that unintended pregnancies were common (Rochat et al. 1980; Tietze 1981).

These findings contributed to an influential revision of  the economic theory 
of  fertility by Richard Easterlin (Easterlin 1975, 1978; Easterlin and Crimmins 
1985). His framework for the determinants of  fertility added two critical elements 
to demand theories. First, it acknowledged the role of  biology in childbearing 
outcomes. Specifically, without efforts to control conception, women who are 
sexually active will bear large numbers of  children, because a pregnancy takes 
only nine months and the reproductive years last decades. To avoid having “ex-
cess” children, parents must practice birth control. This fact makes the “acquisi-
tion” of  children fundamentally different from the purchase of  durable goods. 
Second, Easterlin recognized that the cost of  birth control could be substantial, 
thus leading to significant numbers of  unplanned pregnancies. These costs are 
broadly defined to include economic, health, psychological, and social obstacles. 

A more fundamental challenge to demand theories came in the 1980s when 
empirical tests of  these theories were conducted using historical and contempo-
rary data. The massive study of  province-level data from European countries for 
the period 1870–1960 (Coale and Watkins 1986; Knodel and van de Walle 1979; 
Watkins 1986, 1987) yielded two surprising conclusions: 1) socioeconomic con-
ditions were only weakly predictive of  fertility declines, and transitions started at 
widely varying levels of  development; 2) once a region in a country had begun a 
decline, neighboring regions sharing the same language or culture followed after 
short delays, even when they were less developed. Similarly, results from nu-
merous fertility surveys of  women in 41 developing countries in the 1970s and 
early 1980s failed to find the expected dominant influence of  economic charac-
teristics on fertility (Cleland 1985; Cleland and Wilson 1987). Moreover, levels 
and trends in fertility in the developing world since the 1950s deviated widely 
from expectations (Bongaarts and Watkins 1996). For example, Hong Kong and 
Singapore started their fertility transitions when they had much higher levels of  
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income, literacy, and urbanization than Bangladesh, where fertility decline began 
when the country was still largely rural and agricultural. In sum, these empirical 
studies failed to find the tight link between development indicators and fertility 
expected from conventional theories. Although most traditional societies do 
have high fertility when compared to modern industrial societies, the transition 
itself  is poorly predicted by customary quantitative measures of  development. 

These unexpected findings required a revision of  thinking about the fer-
tility transition and led to the introduction of  theories of  the “diffusion” of  
innovations. Diffusion refers to the process by which new technologies, ideas, 
behaviors, and attitudes spread within a population through a variety of  mecha-
nisms (e.g., social networks, opinion leaders, media). This spread is most rapid 
within linguistically and culturally homogeneous populations and is often largely 
independent of  social and economic changes. In particular, the diffusion of  
information about methods of  birth control is now considered an important 
mechanism of  fertility change. In addition, new ideas about the costs and ben-
efits of  children that may lead to a smaller desired family size are also subject 
to diffusion processes (e.g., Cleland 2001; Cleland and Wilson 1987; Caster-
line 2001a, 2001b; Hornik and McAnany 2001; Knodel and van de Walle 1979; 
Kohler 2001; Montgomery and Casterline 1993, 1996; Retherford and Palmore 
1983; Rogers 1973, 1983; Watkins 1987). 

Conventional demographic and economic theories emphasize the demand-
driven nature of  reproductive change, thus leaving little or no role for family 
planning programs (Pritchett 1994). In contrast, the now widely accepted revi-
sions and elaborations of  these theories assign crucial roles to the cost of  birth 
control and to diffusion mechanisms. As a result, these revisions provide a strong 
rationale for policy intervention. Family planning programs can accelerate fertil-
ity transitions by reducing the various costs of  contraception and by providing in-
formation that can alter parents’ evaluation of  the costs and benefits of  children 
(see bottom part of  Figure 2.1). We now examine these issues in greater detail.

Obstacles to the use of contraception 
A wide range of  social, health, and economic factors pose barriers to women 
(and men) who wish to practice contraception (Asturias de Barrios et al. 1998; 
Bongaarts and Bruce 1995; Cleland et al. 2006; Casterline and Sinding 2000; 
Casterline, Perez, and Biddlecom 1997; Casterline, Sathar, and Haque 2001; 
El-Zanaty et al. 1999; Mishra et al. 1999; Stash 1999; Viswanathan, Godfrey, 
and Yinger 1998; Westoff  and Bankole 1995). Following are the main obstacles 
identified by this research.
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Lack of knowledge 

Ignorance about modern contraception is by definition an absolute barrier to 
adoption of  these methods. In order to use a modern method, women must be 
aware of  its existence and they must know how to use the method and where 
to obtain supplies. Knowledge of  at least one modern method is widespread in 
Asia and Latin America, but less so in sub-Saharan Africa (Westoff  and Bankole 
1995). Knowledge of  multiple methods is often limited and incomplete, and 
erroneous information about where to obtain methods and how to use them is 
common (Robey, Ross, and Bhushan 1996). 

Availability of family planning methods

A couple must have access to a contraceptive method in order to adopt it. For 
traditional methods such as abstinence and withdrawal no source is required; 
and for permanent methods such as sterilization, one-time access suffices. But 
for widely used modern methods such as injectables and the pill, a depend-
able source within a reasonable distance is needed. Supply chains have been 
built in many countries that may include hospitals, health and family planning 
centers, work-based clinics, mobile medical and paramedical units, community-
based distribution, and commercial outlets (subsidized or not). The density of  
these access points varies widely between and within countries. Access is most 
difficult in rural communities in countries where family planning programs are 
absent or weak and is particularly problematic when purdah restricts women’s 
mobility. The most effective programs have minimized access obstacles by train-
ing female outreach workers who visit women in their homes. 

While physical proximity is important, services must be of  adequate qual-
ity and reasonably priced. The direct cost of  commodities (e.g., pills, condoms, 
IUDs), transportation, and provider fees for contraceptives and health care ser-
vices can be substantial. As a result, poor women are often unable to afford 
modern methods without the subsidies provided by family planning programs. 

Health concerns and side effects

Health concerns and fear of  side effects are two of  the most commonly ex-
pressed reasons for non-use and for discontinued use of  contraception. Choos-
ing a method often involves weighing a variety of  drawbacks to find the method 
that is least objectionable. The most serious health effects are cardiovascular 
complications of  the pill; pelvic inflammatory disease, uterine perforation, and 
anemia for the IUD; and various infections associated with sterilization and oth-
er methods. These complications are rare if  users are well informed and service 
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providers are well trained and have access to appropriate equipment and drugs. 
In addition, significant physiological effects of  contraceptive methods (e.g., nau-
sea, headache, weight gain, menstrual changes) can influence women’s choices. 

Still other drawbacks play potentially significant roles in the decision to 
adopt a method. For example, manipulation of  genitals or interruption of  in-
tercourse is required for the use of  the condom, diaphragm, cap, sponge, and 
spermicides. Many women dislike the physical exams (often performed by male 
providers) required for IUD insertions and for fitting the diaphragm and caps. 
Others fear the surgical procedures associated with sterilization and implants. 
Loss of  potency is a concern for some men who might otherwise consider a 
vasectomy. Moreover, many health concerns are based on misinformation. For 
example, a major fear in Africa is that the use of  a hormonal method will per-
manently impair future fertility. 

Objections from husbands or other family members

For many married women, objections to family planning from their husbands or 
partners is a sufficient reason not to practice contraception despite their desire 
to do so. Other family members (e.g., parents or parents-in-law) or neighbors 
may also discourage the practice of  contraception. Reasons for these objections 
may include the desire for more children than the women herself  wants, costs 
of  contraceptive supply and associated health care, concerns about side effects, 
and moral or religious beliefs. In traditional societies, family limitation and ne-
gotiation over sexual matters may not be considered respectable subjects, and it 
is not uncommon for husbands and wives to avoid discussion of  contraception 
or sexual matters. As a result, women’s perceptions of  husbands’ views may be 
incorrect and wives may report husbands’ objections that the men do not con-
firm when interviewed separately.

Concerns about moral and social acceptability 

In nearly every society the introduction of  the idea of  birth control and the 
methods used to achieve it meet resistance from political, church, and medical 
leaders on a number of  grounds: usurping the divine will, encouragement of  
promiscuity leading to a breakdown of  family life, and a threat to individual 
health and national vitality (Cleland 2001). Such forms of  resistance were com-
mon in Europe in the late nineteenth century, and resistance is also common 
in many contemporary developing countries. Sometimes the opposition is em-
bodied in formal religious doctrine (e.g., the Roman Catholic ban on artificial 
methods and the Islamic opposition to sterilization). More often, hostility or 
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ambivalence is less formalized but may be no less deeply felt. Too close an 
identification of  the family planning program with foreign donors can lead to 
accusations of  intended genocide.

Estimates of unsatisfied demand for contraception

These obstacles to contraceptive use lead some women to forgo use despite their 
intention not to become pregnant. Estimates of  the demand for contraception 
and the degree to which it is satisfied can be derived from responses to questions 
about fertility preferences and the use of  contraception in the Demographic 
and Health Surveys (Westoff  and Ochoa 1991; Westoff  and Bankole 1995). The 
proportion of  married women who are fecund and do not wish to become preg-
nant soon are assumed to have a “demand” for contraception. Some of  these 
women are practicing contraception and some are not. The former are current 
users whose need for a method of  contraception is considered to have been met 
(even though they may not be satisfied with their current method); the latter are 
considered to have an unmet need for contraception: demand = current use + 
unmet need. Estimates of  demand, current use, and unmet need include both 
women who state that they want no children in the near term (“spacers”) and 
women who have reached their desired family size (“limiters”). 

Estimates for these measures are available from the most recent DHS survey 
for 34 countries in sub-Saharan Africa, 13 countries in Asia/Middle East/North 
Africa, and ten countries in Latin America. Regional averages (unweighted) of  
these country-specific estimates are provided in Figure 2.2. Sub-Saharan Africa 
has the lowest demand and the lowest contraceptive use while having the high-
est unmet need (26 percent). In fact, the unmet need in this region exceeds con-
traceptive use and, as a result, the proportion of  demand that is satisfied is only 
45 percent. In contrast, on average more than 70 percent of  women in the other 
regions want to avoid pregnancy, and three-quarters of  them are using some 
method of  contraception. The average unmet need is 17 percent in Asian/
Middle Eastern/North African countries and 18 percent in Latin America. 

Further insight into the variation among countries can be gained by plotting 
demand and use according to desired family size (see Figure 2.3). Desired family 
size ranges from 8.9 children in Chad to 2.2 in Colombia, and the corresponding 
levels of  demand and use are 24 and 3 percent for Chad and 86 and 78 percent for 
Colombia. As expected, demand rises as desired family size declines, and this rela-
tionship is approximately linear. However, the relationship between desired family 
size and use is non-linear. As a result, the gap between demand and use (i.e., unmet 
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Demand for and current use of contraception by region, 57 countries

FIGURE 2.2

source: Dhs country reports.

Unmet 
need

Sub-Saharan  Asia/Middle East/ Latin America
 Africa North Africa 

Demand

Pe
rc

en
t o

f m
ar

rie
d 

w
om

en

90

80

70

60

50

40

30

20

10

0

Current 
use

Demand for and current use of contraception, 57 countries

FIGURE 2.3

source: Dhs country reports.
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need) is smallest at the highest and lowest levels of  desired family size and largest 
in between. The explanation for this pattern is as follows. In countries with very 
high desired family size, demand for contraception is low. Even if  only a small pro-
portion of  this low demand is satisfied, the resulting unmet need is low in absolute 
terms. At intermediate levels of  desired family size, countries often experience ris-
ing demand, but use has not kept pace with this demand (because barriers remain 
substantial). This results in a high level of  unmet need. Finally, more-developed 
countries tend to have low desired family size and high demand, and obstacles to 
family planning have declined, thus yielding relatively low unmet need. 

Most countries have similar patterns of  use, demand, and unmet need over 
time: unmet need can rise early in the fertility transition but it generally declines 
as countries reach the end of  the transition. These trends imply that, in coun-
tries with intermediate or high demand, contraceptive use tends to rise faster 
over time than demand as the satisfaction of  demand increases (Feyisetan and 
Casterline 2000).

Differences in satisfaction of  demand for contraception are also found 
among socioeconomic groups within countries. To illustrate, Figure 2.4 plots 
the percent of  demand in a given region that is satisfied according to house-

Percent of contraceptive demand that is satisfied, by wealth quintile

FIGURE 2.4

source: Dhs country reports.
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hold wealth quintile (regional estimates are unweighted averages of  country es-
timates). Within each region the percent satisfied rises with increased wealth. 
Sub-Saharan Africa has much lower levels of  satisfaction of  demand than Latin 
America and Asia/Middle East/North Africa in all wealth quintiles. 

Unwanted fertility 
An unmet need for contraception inevitably results in unintended pregnancies. 
An estimated 40 percent of  all pregnancies in the developing world are unin-
tended (Singh et al. 2009). These unintended pregnancies lead to three distinct 
outcomes (ignoring a small number of  miscarriages): induced abortion, mis-
timed births among women who have not yet reached their desired family size, 
and unwanted births among women who want no more children. Here we limit 
our discussion to unwanted childbearing. 

In DHS surveys estimates of  the wanted status of  births are obtained by 
dividing observed births into those that occur before and after women’s desired 
family size is reached; the former are considered wanted (even though some 
may be mistimed), the latter unwanted. Estimates of  wanted and unwanted fer-
tility are available from DHS surveys in 63 countries. These results are sum-

Wanted and unwanted components of total fertility

FIGURE 2.5

source: Dhs country reports.
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marized in Figure 2.5, which presents (unweighted) regional averages. Average 
wanted fertility ranges from 4.4 in sub-Saharan Africa to 2.4 in Asia/Middle 
East/North Africa and 2.3 in Latin America. Average unwanted fertility varies 
little by region: 0.8 in sub-Saharan Africa and in Asia/Middle East/North Af-
rica and 0.9 in Latin America.

Insight into the factors determining levels and trends in unwanted fertility 
is provided in Figure 2.6, which plots total fertility and its wanted and unwant-
ed components by desired family size for individual countries. As expected, 
the total fertility rate declines as desired family size declines. The reason for 
this trend is clear: women use contraception to bring their actual childbearing 
in line with their preferences. The approximate number of  births averted by 
contraception can be estimated as the difference between potential fertility 
(around 7–8 births per woman) and observed fertility. In countries with high 
desired fertility, actual fertility is also high and very few births are averted by 
contraception. In contrast, when desired family size is low, many births are 
averted by contraception. In fact, women in these societies use contraception 
during most of  their reproductive lives because they can achieve their desired 
family size in a few years.

10 8 6 4 2 0

Total fertility and its wanted and unwanted components, according to desired 
family size

FIGURE 2.6

source: Dhs country reports.
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As shown Figure 2.6, unwanted fertility is very low in countries with high 
desired family size, while at intermediate levels of  desired family size unwanted 
fertility approaches two births per women in countries such as Uganda where 
family planning programs are ineffective. In the last stages of  the fertility transi-
tion, unwanted fertility tends to decline again. This inverted U-shaped pattern 
of  unwanted fertility, evident in the cross-sectional data in Figure 2.6, is also 
often found in trends over time in unwanted fertility in individual countries. 

These findings lead to a paradox. At the onset of  the fertility transition, the 
practice of  birth control aimed at reducing unwanted pregnancies rises rapidly, 
while simultaneously unwanted childbearing in many countries increases as well. 
The cause of  this initial increase in unwanted fertility is a decline in desired 
family size over time that leads to a rise in the proportion of  women who are at 
risk of  having unwanted pregnancies. In pre-transitional societies, relatively few 
women are exposed to this risk because they want large numbers of  children 
and few attempt to stop childbearing. Nearly all of  the fecund childbearing years 
are needed to achieve the large families desired, and little reproductive time is 
left to bear unwanted children. As societies develop, however, desired family 
size declines, resulting in a corresponding rise in the proportion of  women 
who wish to stop childbearing. Women complete their desired childbearing at 
increasingly earlier ages, thus leaving rising proportions of  the potential child-
bearing years during which unwanted pregnancies can occur. At the end of  the 
transition, desired family size is typically near two children. Therefore, except 
for the few years required to have two children, sexually active women are at 
risk of  unwanted childbearing for a large portion of  their reproductive lives. If  
women in such societies do not practice effective birth control, they can have 
several unwanted births over their lifetimes. 

Unwanted fertility also varies among socioeconomic groups within coun-
tries. Unwanted childbearing is more common among poor, rural, and unedu-
cated women than among their well-off, urban, and educated counterparts. An 
analysis of  unwanted fertility by household wealth in 41 developing countries 
by Gillespie et al. (2007) found that unwanted fertility was more than two times 
higher in the poorest quintile than in the richest quintile (1.2 vs. 0.5 births per 
woman; see Figure 2.7). This disparity is much smaller in countries with strong 
family planning programs. For example, in Indonesia, where the family plan-
ning program has been strong for many decades, unwanted fertility is very low 
(0.4 on average) and the difference between the highest and lowest quintiles is 
just 0.1 births per woman. In contrast in the Philippines, with a weak program, 
unwanted fertility averages 1.0 birth per woman and the wealth differentials be-
tween the poorest and richest quintiles are much larger (2.2 vs. 0.3).
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The impact of family planning programs on desired  
family size
As a country develops, the cost of  children rises and their benefits to parents 
decline, leading parents to want fewer children. It is therefore not surprising 
that desired family size is inversely related to standard socioeconomic indicators. 
Figure 2.8, which plots desired family size by GDP per capita for 62 countries, 
shows a clear inverse relationship. Countries in sub-Saharan Africa are plot-
ted separately from those in other continents. The comparison indicates that 
desired family sizes in Africa are higher than elsewhere in the developing world 
after controlling for GDP per capita (similar results hold for other development 
indicators). This result is expected from earlier research which demonstrated 
that African societies are particularly pronatalist as a consequence of  certain 
cultural conditions on this continent (Caldwell and Caldwell 1988). 

While these associations between desired family size and development indi-
cators are expected, there is much unexplained variance. In particular, countries 
can undergo declines in fertility preferences that are largely unrelated to devel-
opment (Robinson and Cleland 1992). For example, Kenya’s desired family size 
dropped from 7.1 to 4.4 in just over a decade between 1978 and 1989. Kenya’s 
trajectory, plotted separately in Figure 2.8, is much more rapid than expected 

Unwanted fertility by wealth quintile

FIGURE 2.7

source: gillespie et al. (2007).
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from the rise in GDP per capita (similar results hold for other development indi-
cators). A more plausible explanation for this decline is Kenya’s family planning 
program, which was well funded and organized in the late 1970s and 1980s.

 Several mechanisms can potentially explain a change in desired family size 
independent of  socioeconomic conditions:

1)	 Diffusion of ideas about the benefits of  smaller families. As noted above, the 
rapid adoption of  birth control in traditional societies is likely explained in 
part by diffusion mechanisms. But the diffusion of  ideas can apply to many 
behaviors, attitudes, or values, including desired family size. Once the means 
of  birth control become socially acceptable, it is natural to consider a wider 
range of  options regarding family size. Discussion of  the cost and benefits 
of  children among family members, neighbors, and in social networks can 
lead to a reevaluation of  desired family size.

2)	 Media messages through newspapers, radio, and television bring information 
about modern lifestyles and values from developed countries to the homes 
of  rural and isolated societies. This knowledge about how others live and 
about the availability of  consumer goods and lifestyles can lead to a reassess-
ment of  fertility preferences. Several studies of  the impact of  mass media 
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have examined this link (Faria and Potter 1999; Hornik and McAnany 2001; 
Westoff  1999; Westoff  and Bankole 1997; Westoff  and Rodriguez 1995). 

3)	 Information, education, and communication (IEC) campaigns by family plan-
ning programs are generally aimed at providing women with information 
about birth control methods and where and how to obtain them. This in-
formation increases the social acceptability of  birth control and dispels un-
founded rumors or negative perceptions of  methods. IEC messages often 
also discuss the advantages of  small families. Such messages, especially on 
radio and television, appear to have an effect on fertility preferences (Bon-
gaarts 2011; Cleland et al. 2006; Hornik and McAnany 2001; Westoff  1999; 
Westoff  and Bankole 1997; Westoff  and Rodriguez 1995). We discuss these 
effects and their impact in detail in Chapter 4. 

Critiques of family planning programs
Critics have argued that investments in family planning programs are not ef-
fective (e.g., Pritchett 1994). The evidence presented above sheds light on the 
critics’ main objections: 

1)	 “If  improved family planning programs were driving fertility declines, they should be ac-
companied by a reduction in excess fertility. This is not the case” (Pritchett 1994: 34). 
This argument ignores the rise in the exposure to the risk of  unwanted preg-
nancies that occurs as desired family size declines (Bongaarts 1994, 1997a,b). 
In the absence of  contraception, a decline in desired family size would be ac-
companied by a roughly equivalent rise in unwanted/excess births. In reality, 
such huge increases in unwanted fertility are not observed because women 
practice contraception, but unwanted births nevertheless occur because of  
the many obstacles to the use of  contraception and because of  contracep-
tive failure. Family planning programs reduce but do not eliminate these 
obstacles. As a result, a substantial impact of  family planning programs is 
consistent with a non-declining or even a rising level of  unwanted fertility in 
the early phases of  the fertility transition.

2)	 “The level of  ‘unmet need’ and other measures of  contraceptive access are not empirically 
important determinants of  fertility” (Pritchett 1994: 30) and “fertility is inelastic 
with respect to contraceptive costs because contraceptive costs are so small in comparison 
to the costs of  children” (ibid.: 3). This view ignores the abundant evidence for 
the substantial costs of  practicing contraception reviewed above and the 
existence of  large numbers of  unintended pregnancies. The total number of  
unintended pregnancies in the developing world is estimated at 75 million 
per year, of  which 35 million end in induced abortion (Singh et al. 2009). 
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It is unfortunate that the critics’ arguments have encouraged some govern-
ments, donors, and international development organizations to assign low prior-
ity to family planning programs.

The fertility impact of family planning programs
The preceding discussion focused on the mechanisms through which family 
planning programs can reduce fertility. Estimates of  the size of  their fertility 
effect require the estimation of  an unobservable quantity: the level of  fertil-
ity that would have been observed in a population in the absence of  a family 
planning program. Subtracting observed fertility from this estimate yields the 
impact. The literature on this topic provides two general approaches to obtain 
such estimates.

Controlled experiments

This is the gold standard for evaluating interventions, but very few large-scale 
controlled experiments have been conducted to assess family planning programs 
because they are expensive and take a long time to complete. The largest and 
most influential of  these experiments—the Family Planning and Health Ser-
vices Project (FPHSP)—started in the late 1970s in Matlab, Bangladesh. At that 
time Bangladesh was one of  the poorest and most highly agricultural countries 
in the world, and there was widespread skepticism that family planning would 
be accepted in such a traditional society. 

The FPHSP divided the Matlab district (population of  173,000 in 1977) 
into experimental and control areas of  approximately equal size. The control 
area received the same services as the rest of  the country, while in the ex-
perimental area comprehensive high-quality family planning services were pro-
vided aimed at reducing the costs (monetary, social, psychological, and health) 
of  adopting contraception. The experimental area provided free services and 
supplies of  a range of  methods (pills, condoms, injectables, IUD, and steril-
ization), home visits by well-educated female family planning workers, regular 
follow-up to address health concerns, comprehensive multimedia communica-
tion, and menstrual regulation services. Outreach to husbands, bari leaders, and 
religious leaders addressed potential social and familial objections from men 
(Cleland et al. 1994).

The impact of  these intensive services on reproductive behavior is summa-
rized in Figures 2.9 and 2.10. Within a year from the start of  the program, the 
proportion of  women using contraception in the experimental area rose from 
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Impact on contraceptive use of the family planning experiment in Matlab, Bangladesh

FIGURE 2.9

source: cleland et al. (1994).
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FIGURE 2.10

sources: phillips et al. (1982); icDDr,B (1994, 2001).
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less than 5 percent to 28 percent. In contrast, very little change occurred in the 
control area or in the rest of  Bangladesh during the first few years. The rise in 
contraceptive prevalence in the experimental area led to a decline in fertility to 
about 1.5 births per woman below that in the control area (see Figure 2.10). 
While the impact of  the FPHSP on fertility and contraceptive use is clear-cut, 
the experimental and control areas saw similar declines in fertility preferences 
(Freedman 1997; Koenig et al. 1987). The likely explanation for this finding 
is that the IEC messages broadcast by the national family planning program 
reached and affected the control and experimental areas equally.

The Matlab experiment demonstrated that family planning programs can 
succeed even in traditional societies. The success of  this program led the gov-
ernment of  Bangladesh to adopt the Matlab model as its national family plan-
ning strategy.

Natural experiments

Consider two countries with similar social, economic, cultural, and religious 
characteristics and suppose that one of  these countries has implemented a fam-
ily planning program and the other has not. In this natural experiment we can 
observe the difference in fertility trends between the two countries and attribute 
any difference largely to the existence of  the family planning program in the 
“experimental” country. Unfortunately, it is not possible to rule out a role for 
unobserved confounding factors, so the results from such natural experiments 
are not as robust as those from controlled experiments. Nevertheless these 
comparisons are instructive, and we present three such examples.

Bangladesh and Pakistan. Bangladesh and Pakistan were united as one coun-
try from 1947 until Bangladesh was established after a civil war in 1971. As a 
result, these two populations still have much in common and levels of  develop-
ment are broadly similar, even though Pakistan scores slightly higher on a num-
ber of  development indicators. Figure 2.11 plots the countries’ trends in fertility 
from 1975 to 2005. In 1975–80 the two countries had nearly the same high 
fertility of  6.8 births per woman, but trends diverged in subsequent decades. 
By the late 1990s Bangladesh’s fertility had declined to 3.3 births per woman 
while in Pakistan fertility still stood at 5.0, a difference of  1.7 births per woman. 
After 2000 declines continued, with Bangladesh reaching near replacement fer-
tility of  2.3 births per woman in 2011, a remarkably low level for such a poor 
country (National Institute of  Population Research and Training et al. 2012). In 
contrast, Pakistan’s fertility remained higher at 4.1 births per woman in 2006–07 
(National Institute of  Population Studies 2008). 
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The contrasting fertility trends in these two countries can plausibly be attrib-
uted to differences in their family planning programs. Pakistan’s program has 
been weak and ineffective, lacking government funds and commitment. In con-
trast, Bangladesh has implemented one of  the world’s most effective voluntary 
family planning programs, using the experience and lessons from the Matlab ex-
periment. A unique feature of  the program is its staff  of  literate female workers 
who advise women and distribute supplies at their doorstep, thus overcoming 
the barriers posed by purdah (Simmons et al. 1988). In addition, the government 
implemented a nationwide IEC program. For example, Radio Bangladesh, heard 
throughout the country, has devoted more than an hour each day to population 
and family planning issues since the 1980s (Khuda et al. 1999). As a result of  
these contrasting family planning efforts, levels of  unmet need and unwanted 
fertility are substantially higher in Pakistan than in Bangladesh.

Kenya and Uganda. These neighboring countries in East Africa share a colo-
nial history that has left an imprint on numerous institutions. Levels of  devel-
opment are similar for the two countries. Figure 2.12 plots fertility trends for 
these two countries from 1975 to 2005. Uganda’s fertility remained constant at 
about 7 births per woman throughout the period. In contrast, Kenya’s fertility 
declined from 7.5 to 5 before stalling in the late 1990s. The difference between 
the countries reached 1.9 births per woman in the late 1990s.

Trends in fertility in Pakistan and Bangladesh, 1975–2005

FIGURE 2.11

source: un (2009).
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Uganda’s government has made very little investment in family planning (a 
decision partly based on the fear of  high AIDS mortality when the epidemic 
spread in the 1980s). In contrast, Kenya in the 1960s was one of  the first coun-
tries in Africa to develop a population policy and establish a family planning pro-
gram. Although the program was initially weak, government support increased 
over time and Kenya received substantial funding and technical support from 
bilateral and multilateral donors. The program included large-scale community-
based distribution, which provided access to low-cost contraceptive services to 
rural clients; and it implemented nationwide IEC campaigns advocating small 
families and the use of  contraception. After the mid-1990s, however, Kenya’s 
family planning program lost its priority, and the commitment of  the govern-
ment and international donors declined substantially. This neglect is one of  the 
main reasons for the stalling of  fertility near 5 births per woman in recent years 
(Askew et al. 2009). 

Jordan and Iran. These two West Asian populations share many cultural and 
social characteristics, and their development indicators are nearly identical. The 
countries also had similar fertility levels in the 1980s, but fertility trends diverged 
sharply in the 1990s; by the end of  the 1990s Jordan’s fertility was 1.8 births per 
woman higher than Iran’s (see Figure 2.13). Both countries have made major 
investments in health, and rates of  infant and child mortality have dropped 

Trends in fertility in Uganda and Kenya, 1975–2005

FIGURE 2.12

source: un (2009).
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steeply over recent decades. Family planning has never been a government pri-
ority in Jordan, and the same was true in Iran until the late 1980s. In 1989 the 
Iranian government abruptly reversed course and become a strong supporter 
of  family planning (Roudi-Fahimi 2002). Free contraceptive services were pro-
vided throughout the country by an extensive network of  village health work-
ers, and a vigorous IEC campaign communicated the benefits of  small families. 
The response was immediate and large. Fertility declined from more than 5 
births per woman in the late 1980s to around 2 in 2000. No other country with 
a population over one million experienced a decline of  such magnitude during 
the 1990s. While it is likely that some fertility change would have occurred in 
Iran without these new services, the unprecedented pace of  the fertility decline 
argues for a substantial impact of  the program. 

The findings from these controlled and natural experiments are broadly in 
agreement: a well-organized family planning program with a substantial IEC 
component can reduce fertility by approximately 1.5 to 1.9 births per woman. 
This calculation may slightly underestimate the true impact because family plan-
ning services were not entirely absent in the “control” populations examined 
above. The aggregate impact of  past investments in these programs has been 
substantial, with an estimated 43 percent of  the fertility decline in the developing 
world before 1990 attributable to family planning programs (Bongaarts 1997b).

Trends in fertility in Jordan and Iran, 1975–2005

FIGURE 2.13

source: un (2009).
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Very recent evidence from a few poor African countries confirms that a 
commitment to family planning in such settings can be successful. Rwanda, the 
most densely populated country in Africa, is a good example. Rwanda’s fertility 
was one of  Africa’s highest in the twentieth century, remaining above 6 births 
per woman until 2005 (DHS). But in the early 2000s the government renewed 
its lagging commitment to family planning and, with strong support from inter-
national donors, sharply increased access to contraceptive methods throughout 
the country. In addition, the president and other government officials spoke out 
about the need to reduce fertility, and a country-wide IEC program was imple-
mented. Large changes in reproductive behavior resulted: the use of  modern 
methods of  contraception rose from 10 percent in 2005 to 45 percent in 2011 
and fertility dropped to 4.6 births per woman (National Institute of  Statistics 
of  Rwanda 2012). Rapid change with a renewed investment in family planning 
programs has also occurred in Ethiopia and Malawi. 

Impact on population size

Any program-induced fertility decline will of  course change the future trajec-
tory of  population growth. To illustrate the population impact of  a change in 
fertility trends, we compare the high and low variants of  the UN population 
projections for sub-Saharan Africa (UN 2009). The only difference between 
these two projection variants is the fertility level assumed in the future: the high 
variant exceeds the low variant by 1 birth per woman. According to the high 
variant, the population of  sub-Saharan Africa is expected to more than double 
in size from 0.86 billion in 2010 to 1.98 billion in 2050 (see Figure 2.14) (this 
projection takes into account the large impact of  the AIDS epidemic). This tra-
jectory could well become reality if  no significant investments in family planning 
are made, especially because stalling of  fertility decline seems to have become 
increasingly prevalent in this continent (Bongaarts 2008). The UN’s low variant 
projection estimates a population of  1.54 billion in 2050. With substantial new 
investments in family planning, the low variant could probably be achieved. If  
so, the population of  sub-Saharan Africa in 2050 would be nearly half  a billion 
lower than projected in the UN’s high variant. 

It is important to note that any delay in fertility decline will result in sub-
stantial additional future population growth. For example, Pakistan’s decision 
not to promote family planning in the 1970s and 1980s led to much more rapid 
population growth than in Bangladesh. In 1980, Pakistan’s population was 8 mil-
lion smaller than Bangladesh’s, but by 2050 its population is projected to be 50 
percent larger than Bangladesh’s (335 vs. 222 million) (UN 2009). When popula-
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tions are growing rapidly, delays in the implementation of  family planning pro-
grams and in the fertility decline associated with them have major implications 
for future demographic trends.

Conclusion 
The choice of  voluntary family planning programs as the principal policy instru-
ment for reducing fertility is based largely on the documentation of  a consider-
able unsatisfied demand for contraception. When questioned in surveys, large 
proportions of  married women in the developing world report that they do not 
want to become pregnant soon. A substantial proportion of  these women (more 
than half  in some countries) are not protected from the risk of  pregnancy by 
practicing effective contraception and, as a result, unintended pregnancies are 
common. Family planning programs aim to reduce the various social, economic, 
and health obstacles to the use of  contraception, thus reducing unwanted fertil-
ity. In addition, IEC messages can contribute to declines in desired family size. 
The evidence for these conclusions has been persuasive to many governments 
that have successfully conducted these programs. 

UN high and low variant population projections for sub-Saharan Africa

FIGURE 2.14

source: un (2009).
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Chapter 3
Family Planning Services and the Strengthening  
of Health Systems

Family planning services in developing countries have undergone a substantial 
evolution since the first programs, building on the pioneering work of Marie 
Stopes in the United Kingdom and Margaret Sanger in the United States, 

were launched in the 1950s. This evolution has included changes in approaches to 
meeting the reproductive needs of women and diverse responses to the issues 
of rights, responsibilities, and the distribution of programmatic benefits.

A fundamental part of  this evolution has been the changing content of  
services. In the early 1950s, the contraceptive products available were limited 
to condoms and barrier methods such as the diaphragm. In many countries the 
legal system restricted both the distribution of  these methods and the content 
of  informational materials available to women and men. Since that time the 
World Health Organization has identified family planning as a critical element 
of  reproductive health and defined reproductive health as the state of  physical, 
mental, and social well-being related to the reproductive system in all stages of  
life. This definition has been refined to include the health of  women and men in 
the context of  a safe and satisfying sex life and as related to pregnancy, abortion, 
childbirth, and child survival. 

With this broad conceptualization has come a host of  specific issues that 
family planning programs have been asked to address. These include the need 
for education, counseling, and contraception for sexually active young people, 
family planning for women and men with disabilities, treatment for infertility, 
safe abortion where it is legal and postabortion care wherever abortion is con-
ducted, reproductive health needs of  peri-menopausal women and those requir-
ing hysterectomies, and advocacy related to eliminating practices such as female 
genital mutilation (FGM) and gender-based and sexual violence. This vast range 
of  issues emerges in part from the country settings in which services are pro-
vided (e.g., FGM is practiced in specific cultural contexts) and from the specific 
needs of  the clients whom programs seek to serve (e.g., unmarried youth, who 
were excluded from early family planning programs). While most of  the servic-
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es are targeted to women, men are increasingly included as clients, partners, and 
opinion leaders. New services have been the slowest to emerge in the area of  
sexuality and sex education, reflecting the difficulty of  speaking frankly about 
sex and family planning.

The content and development of  services have also been an outcome of  
the prevailing paradigm about how population and family planning should be 
conceptualized. During the 1970s, when international family planning sup-
port was growing rapidly, the prevailing view among policymakers was that 
family planning leads to lower fertility, slower population growth, and eco-
nomic development. Following the UN-sponsored International Conference 
on Population in Mexico City in 1984, a consensus emerged that couples and 
individuals have the right to decide on the number, timing, and spacing of  
children and on the means to achieve their reproductive goals—particularly, 
contraceptive use to space or limit pregnancies, abstinence, and induced abor-
tion where legal.

In 1994 the International Conference on Population and Development in 
Cairo placed women and reproductive health at the center of  policy attention, 
and the key family planning issues were identified as individual benefits, rights, 
and choice, and responses to unmet need. In the past decade the health ben-
efits of  family planning for mothers and children have been emphasized and 
extensively documented. In addition, we now have a better understanding of  
the favorable development and poverty-reducing effects of  slower population 
growth and reduced fertility. 

The demand for family planning and other reproductive health services will 
increase sharply in coming decades as population size and the number of  wom-
en and men at risk of  unwanted pregnancies continue to rise. The need for more 
effective and less expensive contraceptive methods will also increase as women 
spend more of  their reproductive lives using contraception, and much of  the 
future increase in demand will occur among the poorest segments of  the popu-
lation in most countries. The benefits of  family planning for maternal health 
and economic well-being will remain limited unless services are better focused 
on the most marginalized populations, who are in need of  subsidized services 
and are unlikely to be served by purely private-sector outlets. 

Family planning programs and the health care system
In the past 50 years, policymakers and program managers have learned a great 
deal about how to provide family planning services. The overarching strategy 
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for family planning services is to offer clients easy access to a wide range of  
affordable contraceptive methods through multiple service delivery channels 
in a good-quality, reliable fashion. This strategy has been accompanied by an 
increased appreciation of  the need to strengthen public-sector health systems 
and health systems operating in partnership with the public sector. Policymak-
ers now have a much better understanding of  the infrastructure requirements 
of  programs and the needs of  providers and clients to ensure access for all, an 
acceptable level of  quality, and good governance. 

The provision of  primary health care in most developing countries is highly 
fragmented both by design and by clients’ preferences. For example, in mar-
kets as diverse as Cambodia, China, Egypt, India, and Kenya, more than half  
of  individuals’ health expenditures are in the private sector, and in no case do 
health expenditures in the public sector reach 40 percent of  the total. The pri-
vate sector may include medical practitioners, nursing services, pharmacies, and 
even unqualified health practitioners. Individuals often prefer one sector over 
another for reasons of  convenience, cost, or perceived quality.

Family planning providers, whether public, private commercial, NGO, or 
donor-financed social marketing, are integrated within one “market,” segment-
ed by clients’ ability and willingness to pay. Policymakers should expand this 
market and increase its efficiency through better targeting of  public, private, 
and NGO/social marketing subsidies to the poor and by allowing the com-
mercial sector to develop products and services for people who have a greater 
ability or willingness to pay full cost. In practice this means that public pro-
grams would be evaluated on how they benefit the poorest economic groups, 
while individuals with the ability to pay would have access to a range of  private-
sector services. For example, a review of  program policies and subsidies in 
Indonesia found that many women with the ability to pay were enjoying heavily 
subsidized services in urban areas, while the poorest women and those living 
in remote areas had limited access. In response, the government changed its 
subsidy strategy and encouraged a private market for family planning services. 
One result was that family planning services were not adversely affected by the 
banking crisis during 1997–99, which affected government spending for pro-
curement and services but had a smaller impact on the choices families made 
about the content of  care, specifically family planning services (Gardner and 
Amaliah 1999).

Family planning services are best understood as an integral part of  health 
systems. Improving their performance should rely on the framework for ac-
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tion proposed by WHO to strengthen health systems (WHO 2010). WHO’s 
framework has six building blocks: leadership and governance, service deliv-
ery, human resources, health information, medicines and technologies, and 
health financing. These blocks are clearly relevant to family planning programs 
either as stand-alone services or as integrated into more comprehensive health 
care services.

Leadership and governance

This building block involves fostering a policy framework for family planning 
provision, including a commitment to reproductive rights, respect for the deci-
sions of  clients about the timing and use of  contraception, and ensuring fully 
informed consent for any procedure clients seek. Leadership may also include 
a commitment to serve particular segments of  the population, such as the poor 
or marginalized groups, and a willingness and ability to defend policy positions 
in public forums and to oppose those who seek to limit any of  these rights. 
Governance in this case refers to the commitment to oversee technical, human 
resource, financial, and ethical issues, including legal requirements by govern-
ments and donors. Good governance also requires feedback to community con-
stituents and other stakeholders about the direction and distributive benefits of  
policy alternatives. 

Accountability to ensure universal access to reproductive health information 
and services has become an increasingly important issue for governments and 
service delivery systems alike. The engagement of  civil society and access to in-
formation about priorities are critical for ensuring that accountability initiatives 
are effective.   Examples of  efforts to promote accountability include DfID’s 
focus on “value for money” of  the United Kingdom’s  development assistance 
(DfID 2010), the French development agency’s (AFD 2009) call “to hold them 
to account” for its international investments, and the role of  UN treaty monitor-
ing bodies in human rights compliance at the country level.  In addition, new ac-
countability strategies include legal cases against governments that violate their 
own laws on the rights of  women to reproductive health services (e.g., see www. 
reproductiverights.org), and the monitoring of  investments in maternal and child 
health by developing-country governments (e.g., International Budget Partner-
ship 2012). The issue of  accountability will become more critical as spending 
priorities become more explicit, the shortfalls in health financing grow more 
acute, and information about policy implementation becomes more readily ac-
cessible to civil society.
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Service delivery
This is the heart of  family planning programs. Health systems should aim to de-
liver effective, safe, and high-quality care to those most in need, in a way that is 
acceptable to the individuals and communities served while also efficient in their 
use of  resources. A key recent trend is the move away from static clinics, par-
ticularly in the poorest locations, to a greater array of  service delivery options 
including social marketing, social franchising, pharmacies, community-based 
distribution of  products and services, and even provision at clients’ doorstep. 
Increasingly, private-sector elements are included in service delivery designs, in 
part because of  the need to promote financial sustainability. Because private- 
and public-sector outlets often compete for the same clientele, health system 
strengthening should encourage synergy between these sectors. 

Another critical issue is equity. Some clients are able to pay for services and 
therefore have access to a variety of  sources, while those who are unable to 
pay are likely to be poorly served. Well-designed programs can address equity 
issues, as we illustrate in Figure 3.1. The lines highlight differences in contra-
ceptive use by wealth quintile over time in Bangladesh and Kenya. Bangladesh 
began family planning with doorstep delivery, ensuring that all couples had 

Contrast in equity in contraceptive prevalence over time: Bangladesh and Kenya

FIGURE 3.1

source: gwatkin et al. (2007).
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access to family planning services. As a result, the difference in contracep-
tive use between the highest and lowest quintiles is remarkably small and has 
decreased further over time. This service strategy has diversified over time to 
include greater use of  social franchising and commercial outlets, without com-
promising the needs of  the poor. In Kenya, on the other hand, differences in 
contraceptive use between the program’s wealthiest and poorest clients have 
remained large. This gap is attributable to several factors, including an empha-
sis on clinic-based services and the use of  pharmacies, problems with public-
sector procurement, and the low priority given to providing information about 
family planning. Health system strengthening thus requires explicit strategies 
for reducing inequity in service use.

Human resources

Human resources should be deployed to achieve the best health outcomes with-
in the given context. The static clinic staffed with physicians is not a feasible 
model for many of  the poorest developing countries, where the ratio of  trained 
physicians to the general population, most of  whom are concentrated in urban 
areas, is often an order of  magnitude lower than in industrialized countries. 
Moreover, few qualified medical practitioners are available for or interested in 
preventive care, much less in family planning or public health obstetrics. Be-
cause these circumstances are common in much of  sub-Saharan Africa and ru-
ral areas of  South Asia, health care tasks are being systematically reviewed with 
the goal of  either task-sharing (e.g., insertion of  IUDs by both physicians and 
nurses) or task-shifting (moving a task from one professional cadre to another). 
For example, counseling clients about family planning methods is now rarely 
done by physicians or even primary care nurses, and in high-volume settings it 
is now often a responsibility of  non-medical staff. 

In pilot training programs, procedures such as female sterilization and ce-
sarean sections are increasingly becoming the responsibility of  non-physician 
surgical technicians. Given the high turnover of  skilled staff  within larger in-
stitutions and the combination of  labor migration of  health providers and the 
difficulty of  filling government positions, there is often not enough staff  to 
provide preventive services such as family planning. As a result, task-sharing 
and task-shifting are now inevitable. Similar changes are occurring in the private 
sector, where pharmacies are often unregulated and clerks serve more as drug 
vendors than as qualified counselors. Fortunately, the safety of  most contracep-
tive products sold over the counter is well documented.
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Health information
Disseminating health information involves producing, analyzing, and commu-
nicating evidence on the status of  services, performance of  service delivery 
sites and providers, and the relation between demographic trends and the use 
of  health care services. Increasingly, sponsors, funders, and program planners 
require timely information on the use of  services for planning and reporting. 
Health information within family planning programs may include the results of  
surveys such as the DHS on contraceptive prevalence and unmet need by popula-
tion segments, location and distribution of  service delivery points, client records, 
procurement and supply information, volume of  services and products provided, 
and information on the location, skills, and training needs of  providers.

In the past decade, paper records have been largely replaced by electronic 
records or at least electronic consolidated records by site or geographic area. 
Handheld devices are being used for supervision and logistics management. 
With the declining cost of  information technology, improvements in health in-
formation systems are becoming more affordable. Critical needs for the future 
include data collection strategies for monitoring the effectiveness of  health sys-
tems that produce desirable results for clients; systems for archiving informa-
tion in a safe and confidential retrieval system; and ensuring the appropriate use 
of  this information in monitoring and evaluation. Providers spend substantial 
time on recordkeeping, so reducing the time and increasing the usefulness of  
this information will have major benefits for service delivery programs.

Medicines and technologies
Health system strengthening in this area should focus on ensuring equitable 
access to and availability of  acceptable, high-quality contraceptives and related 
reproductive health products. WHO’s Essential Drug List facilitates decisions 
about what products are appropriate for a given setting and skill level of  pro-
viders. The most critical issue, beyond that of  drug quality, to emerge in the 
context of  countries no longer receiving substantial development assistance is 
contraceptive security, which combines efficient procurement strategies with 
efforts to make contraceptives accessible and affordable. Given the large role 
traditionally played by international donors in procurement, the low levels of  
funding for contraceptives in the budgets of  countries with the greatest unmet 
need, and the emergence of  private health delivery systems, the need to ensure 
a consistent supply of  safe, effective, and affordable products in both the public 
and private sectors has assumed heightened priority. 
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Health financing
The mobilization of  funds is essential to ensure both access to affordable ser-
vices and incentives for providers to perform at the highest standards possible 
in a particular context. The costs of  family planning services are modest relative 
to other public health interventions. The cost for one couple-year of  protection 
in developing countries is about $11.20, which is less than the cost of  one year 
of  school or the cost of  providing skilled attendance at birth (Moreland, Smith, 
and Sharma 2010). As we discussed in Chapter 1, investments in family plan-
ning provide a very high return in savings in other development sectors such as 
health and education. Who pays these costs and how the benefits are distributed 
between individuals and society are the larger questions in making the case for 
public financing of  family planning services. Users increasingly pay a larger pro-
portion of  these service costs, but the question of  subsidies remains a critical 
policy issue, particularly in designing services for the poor and other vulnerable 
populations (Singh et al. 2009). 

New service delivery models 
Greater public acceptance of  family planning and wide acknowledgment of  in-
dividuals’ right to decide what method to use have led to an increased variety of  
delivery systems for providing modern contraception.  Beyond hospitals, public 
clinics, and private physicians, other delivery systems include newer forms of  
community-based distribution, social marketing, social franchises, and repro-
ductive health vouchers. 

Beginning in the 1970s, community-based distribution systems made contracep-
tive pills and condoms available through trained community members. This 
approach introduced products to rural areas, helping to overcome both poor 
access and unmet need for contraception. After the introduction of  commu-
nity-based distribution, communities typically saw dramatic increases in con-
traceptive acceptance and use on the order of  15–25 percentage points. These 
services, usually operated by NGOs, have few links to commercial suppliers and 
are usually not able to make referrals for clinical services (WHO 1995). The 
service mix has traditionally been varied, and efforts are being made to include 
injectables, emergency contraception, the standard days methods, and birthing 
kits and misoprostol for the prevention of  postpartum hemorrhage. There is re-
newed interest in a modified community-based distribution model for countries 
with the lowest contraceptive prevalence in sub-Saharan Africa, where access is 
difficult, the private sector is weak, and community support is required for ac-
ceptability of  family planning. 
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Social marketing programs distribute to pharmacies and other medical outlets 
branded products that are subsidized and promoted through social communica-
tion and marketing strategies. Social marketing programs complement commer-
cial approaches, as their educational campaigns and distribution strategies focus 
on areas where commercial suppliers show little interest. For example, Popu-
lation Services International and DKT provide hormonal contraception (and 
more recently bednets for the prevention of  malaria and oral rehydration for the 
treatment of  diarrhea) to poor communities in more than 25 African countries. 

Social franchises are a further development of  commercial models for provid-
ing contraception. They include PROSALUD in Bolivia, Goldstar network in 
Kenya, and Greenstar in Pakistan, all of  which are major providers of  hormon-
al contraceptives in the markets they serve. The social franchise has become 
particularly popular with providers in large markets where the need for brand 
identity is important. Most providers offer a variety of  health services, one key 
element of  which is family planning. Particularly in areas with a less developed 
health network, social franchises may be the most comprehensive source of  
health care and a reliable means of  purchasing contraceptives.

Like its commercial counterpart, social franchise systems have identifiable 
elements of  operation (Meuter 2008). These six elements are:

1)	 A prototype or pilot and its replication. The pilot program helps to develop 
the concept before establishing a wider service delivery system in a larger 
geographic area.

2)	 A manual defining the concept and routine processes. The manual contains all 
relevant information developed by the franchisor and enables franchisees to 
provide the services as intended in a variety of  sites.

3)	 A brand name for the program. The brand identity reflects the services and 
values of  the franchise and helps to improve the reputation of  the indi-
vidual outlets.

4)	 A contract governing the relationship and distribution of responsibilities. Be-
cause brand identity and the exchange of  information are critical to social 
franchise outlets, a legal contract defines the rights and duties of  the fran-
chisor and franchisees, as well as the consequences of  non-compliance.

5)	 Standardized training for franchisees. Initial and ongoing training is essential 
for ensuring quality and sustainability of  social franchise systems.

6)	 Systematic methods of evaluation and quality control measures. Because inap-
propriate activities by one franchisee can negatively affect the entire net-



54 family planning programs for the 21st century

work, the franchisor must evaluate the performance of  all franchisees to 
ensure sufficient quality. In addition to traditional supervision, the franchi-
sor often provides internet platforms to exchange best practices or facilitate 
the evaluation of  franchisee performance.

The desired result of  these six elements is to sustain a network of  quali-
fied providers in rural and peri-urban areas, build local capacity to improve the 
quality of  care provided, and offer services at a cost that is more affordable to 
poorer clients than those provided in commercial and fully private markets. To 
increase access to these important services, many programs now include mobile 
services in which qualified providers make periodic visits to more isolated com-
munities with vans equipped for clinical care. While the costs of  mobile services 
are sometimes difficult to sustain, the rapid increase in coverage achieved by this 
approach is remarkable.

The emergence of  these new service models, particularly social franchising 
and voucher schemes, has led to new partnerships with producers, procurers, 
and providers of  hormonal contraception. For example, as part of  a public–
private partnership with USAID during the next five years, Bayer Pharma will 
deliver up to 50 million cycles per year of  combined oral contraceptives for 
public markets and up to 60 million cycles per year for social marketing pro-
grams in more than 50 programs globally (Bayer 2009). 

Vouchers for reproductive health services have been proposed as a means for better 
targeting marginalized populations. Specifically, demand-side financing strate-
gies such as vouchers for family planning services have been adopted by KfW, 
the Bill and Melinda Gates Foundation, and others as a way of  giving more 
decisionmaking ability to poor clients. These alternative financing schemes offer 
clients vouchers for specific reproductive products and services at a subsidized 
price. The vouchers can be exchanged for services at qualified outlets. 

In middle-income countries, work-based health provision, whether through 
on-site services or commercial and social health insurance, covers increasing 
proportions of  populations for family planning and other maternal and child 
services. But these systems require investments by employers, either within their 
local communities or within larger social security schemes, which are expen-
sive even when costs are shared by the state, employers, and employees. With 
individual employers, the coverage of  these services is low. And politically and 
financially, investments in social security schemes along with new infrastructure 
and staff  present substantial obstacles for poorer countries.
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The innovation with vouchers lies in the focus on clients’ choice and fi-
nancial decisionmaking as a way of  stimulating improved services in qualified 
service outlets, rather than financing these services through health systems. 
Voucher systems are being used in Bangladesh, Cambodia, Kenya, Uganda, 
and elsewhere to provide prenatal care, skilled attendance at birth, and contra-
ceptive services. The use of  an accreditation system and cost analysis ensures 
that providers meet the required standards related to infrastructure and quality 
of  care and are willing to provide the service at the established price. As an 
example, Kenya’s National Coordinating Agency for Population and Develop-
ment (NCAPD) operates a voucher program in the rural districts of  Kisumu, 
Kitui, and Kiambu as well as in the Nairobi informal settlements of  Viwandani 
and Korogocho, representing a population of  approximately 3 million. The 
NCAPD manages three services: the safe delivery program, a voucher for long-
term family planning methods, and a gender-based violence recovery service. 
PriceWaterhouseCoopers runs the claims processing center, and the contracted 
facilities have been accredited by the National Hospital Insurance Fund. 

A recent assessment of  reproductive health voucher schemes concluded that 
all formal evaluations reported some positive findings, indicating that voucher 
programs increased the use of  reproductive health services, improved quality of  
care, and improved population health outcomes (Bellows, Bellows, and Warren 
2011). While the potential for reproductive health voucher programs appears 
promising, stronger evidence on cost-effectiveness and population health im-
provements is required to attract greater public-sector investments in this area.

These models of  care—community-based distribution, social marketing, 
social franchising, and reproductive health vouchers—are not without their crit-
ics, particularly in countries with weak public-sector stewardship of  health care. 
For example, Ravindran (2010) maintains that emerging forms of  privatization 
in Pakistan provide a limited number of  fragmented reproductive services, at 
less than desired quality, to only a small proportion of  the population, with poor 
returns on the investment in terms health and survival, particularly for women. 
Nevertheless, the proposed solution is to continue to strengthen health systems, 
with particular attention to health equity and accountability to civil society. Each 
of  these models of  care is a partial answer to the requirement for greater re-
sponsiveness to the needs of  the most vulnerable populations. The keys to their 
eventual success include ensuring large-scale operations and meeting individual 
needs through programs designed for a highly diverse clientele (Simmons, Fa-
jans, and Ghiron 2007).
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Understanding clients’ contraceptive decisionmaking 
Two issues have remained prominent since the early days of  family planning 
programs. The first is that the decisions of  individuals, particularly women, 
to limit or space births are subject to social influence from partners, families, 
friends, and communities (Cleland 2001). Information-sharing within social net-
works about the notion of  contraception, what particular method is preferred, 
and how to deal with side effects is largely socially determined. While programs 
place great emphasis on counseling and on clients making an informed choice, 
the decision is actually made within a much larger context than the clinic, phar-
macy, or health post. For family planning programs to have an influence in this 
process, they need the support of  key opinion leaders and social networks, in-
cluding satisfied users, to ensure that potential clients feel secure in their behav-
ior. Although investments in formal communication have waned in recent years, 
the use of  more commercially viable television and radio programs and other 
social media like the internet have become much more important vehicles for 
sharing perspectives on use. Communication in the future must continue to use 
these and other strategies as contraception becomes more of  a lifestyle choice 
in both public and private markets.

The second issue is that of  method discontinuation, even in the face of  
the desire to avoid pregnancy. In an analysis of  18 DHS surveys, a UN re-
port (2006) estimated the median one-year discontinuation probability at 34 
percent for oral contraceptives and 46 percent for injectables, in contrast to 
only 12 percent for long-acting IUDs. The majority of  these discontinuations 
were for health concerns and side effects. In addition, about 10 percent of  
users became pregnant and 46 percent switched to another modern method 
within three months of  discontinuation. Rates of  discontinuation are high-
est among the young, the less well-educated, and women with unsupportive 
partners. Family planning programs should focus additional efforts on women 
below age 25 and their families and peers, particularly to decrease high rates 
of  method failure and discontinuation. The availability of  alternative meth-
ods and support in switching methods may make a substantial difference for 
rural and poorly educated users. It also seems likely that increases in spousal 
discussion about fertility intentions and contraception would lead to decreases 
in discontinuation and the use of  more effective methods. Again, while coun-
seling may make a difference in method choice, it is the characteristics of  the 
method (e.g., expected side effects) and the social context that largely deter-
mine users’ behavior.
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Ensuring access, quality, and low cost 
An affordable price and proximity of  a source for acquiring contraception are 
key determinants of  access and use. Policymakers have expressed growing inter-
est in the use of  generic products and second-tier pricing strategies to ensure 
that hormonal contraception is available to users at the lowest prices. Once 
new products are off  patent, generic producers seek to develop market share 
with the provision of  lower-priced products in national and emerging regional 
markets. With the demand for hormonal contraceptives rising in many markets 
by up to 5 percent per year, low-priced products earn sufficient profits to keep 
generic producers in this market. A clear obstacle to sustaining a market niche 
for hormonal contraceptives, however, is the fact that nearly half  the world’s 
population (and nearly two-thirds of  the population in sub-Saharan Africa) lives 
on less than $2 per day (PRB 2009). 

For nearly two decades, WHO, donors, and manufacturers in both devel-
oped and developing countries have been seeking to improve quality assurance 
in the production of  hormonal contraception (see, e.g., WHO 1995). With the 
demand for additional inexpensive methods, including for procurement by in-
ternational donors, we see increased focus on understanding the segmentation 
of  markets and procuring products through a wider variety of  arrangements 
and sources. WHO is seeking to improve the quality of  manufacturing of  me-
dicinal products, including contraceptives, so that procurement agencies and 
country recipients can be certain that products and manufacturing processes 
meet the appropriate international standards. 

Members of  the Reproductive Health Supplies Coalition collaborate with 
donors, procurement agencies, manufacturers, and other organizations to devel-
op sustainable contraceptive markets, increase the use of  Good Manufacturing 
Practice, improve procurement capacity, and strengthen logistic management 
systems. In addition, the coalition hosts a website to disseminate information 
about the sources, shipment, and costs of  contraceptive products. The RHInter-
change provides up-to-date, standardized data on shipments of  contraceptive 
supplies to more than 140 countries (see www.rhsupplies.org). 

The most difficult challenge ahead is to reduce inequities in access and use 
according to wealth, sex, ethnic group, age, marital status, and religious affilia-
tion. Contraceptive services for sexually active adolescents, whether married or 
not, face barriers related to access, quality, and cost. Moreover, many of  these 
inequities overlap to create extremely disadvantaged groups—for example, poor 
girls from a minority ethnicity or religion. The social benefits of  family planning 
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in terms of  reducing maternal deaths can only be realized if  the poorest indi-
viduals and those with unmet need are reached on a wide scale. The integration 
of  services is a fundamental aspect of  health system strengthening and achiev-
ing efficiencies of  care, but the challenges of  implementing integrated systems 
are formidable (DfID 2009). 

Nevertheless, the integration of  family planning services with other health 
and reproductive health services, especially antenatal and postnatal care and im-
munization, is an increasingly important strategy, both in terms of  national pol-
icy and, where feasible, in the local organization of  care. Disease-focused pro-
grams, whether concentrating on prevention or treatment, have been reluctant 
to integrate with family planning services for several reasons, including a lack 
of  capacity and interest among staff. Furthermore, entrenched procurement 
systems often operate independent supply chains, despite serving many of  the 
same service delivery points, providers, and clients. As an example of  the severe 
negative consequences of  segregated services, the Director of  Health Services 
for Haiti lamented in 2004 that the country had sophisticated laboratory ser-
vices for monitoring viral loads of  HIV-positive clients, but could not ensure 
reliable provision of  supplies for testing anemia in women about to give birth. 

Conclusions
Reproductive health care for women and men and the need for services have 
evolved in response to trends in contraceptive use, demographic changes, health 
transitions, and changing perspectives on feasible and appropriate health care. 
Widely accepted rationales for investments in reproductive health include indi-
vidual rights and unmet needs, as well as beneficial effects on maternal and child 
health. But countries can no longer implement family planning programs as 
stand-alone services or luxuries for only the wealthiest segments of  the popula-
tion; such programs must become an integral part of  health systems that re-
spond to the full range of  human needs. Health systems now function within 
a larger market for care in which links between services, resources, and needs 
require clearer articulation and greater financial and management support. Ex-
plicit strategies for developing health systems, including health financing, are 
especially critical for those populations upon whom the burdens of  poor health 
fall most heavily.
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Chapter 4
Family Planning Communication programs

In this final chapter we focus on what family planning communication pro-
grams seek to achieve, how they have evolved in the past 50 years, how spe-
cialists approach the design of such programs, and how effective they have 

been in changing contraceptive behavior.

Behavior change communication (BCC) programs are the most widely used 
means of  disseminating family planning messages in developing countries. 
While such programs take different forms depending on societal norms regard-
ing number of  children and acceptance of  contraceptive use in a given country, 
they often have several characteristics in common. First, they often appeal to 
aspirations: encouraging the audience to look to a better future and promoting 
family planning as one means to that end. One such message is that having 
fewer children ensures a better quality of  life for parents and children. Second, 
BCC programs may provide factual information that facilitates contraceptive 
adoption, including types of  methods, safety, sources of  supply, and manage-
ment of  side effects. Third, communication programs may seek to dispel myths 
and misconceptions, in an effort to overcome barriers to use. Finally, BCC pro-
grams aim to motivate the intended audience to action: to discuss family plan-
ning with their spouse or partner, visit a clinic or community worker, initiate use 
of  a contraceptive method, and manage side effects should they occur, rather 
than discontinue use.

Population experts have increasingly recognized the role of  ideational 
change in the inclination and motivation of  populations to reduce their fertil-
ity (Freedman 1997; Kincaid 2000; Cleland et al. 2006). BCC programs are an 
integral part of  this process, often accelerating long-term trends in the spread 
of  information and changes in social norms that might eventually have taken 
place in their absence. 

Components of a BCC program
For many, the term family planning communication evokes the image of  a cam-
paign designed to reach women of  reproductive age to encourage them to use 
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contraception. In fact, communication programs operate in different domains 
to reach different audiences. 

Advocacy is one type of  communication, aimed at influencing the opinions 
and decisions of  policymakers regarding laws, regulations, and other structural 
factors that affect contraceptive use. Communication aimed at service provid-
ers is a second domain; such programs may increase levels of  knowledge and 
encourage providers to improve the quality of  services offered. The third and 
fourth domains include communities and individuals. Communication programs 
can have a powerful influence on community norms, helping to shape percep-
tions about new behaviors and their acceptance by community members. “Indi-
viduals” in the case of  family planning are women of  reproductive age, as well as 
people with a significant influence on women’s contraceptive behavior (e.g., hus-
bands, partners, mothers-in-law). In this chapter we focus largely on communi-
ties and individuals, although many of  the principles of  strategic communication 
are also applicable to communication for policymakers and service providers.

BCC comprises four main channels of  communication: mass media, com-
munity-level events (often grouped under the heading of  community mobiliza-
tion), interpersonal communication/counseling, and electronic media (Salem et 
al. 2008; Bertrand, Merritt, and Saffitz 2011). Although a given country, pro-
gram, or organization may rely more heavily on one of  these channels, the most 
comprehensive and potentially effective BCC programs use most or all of  them 
in a complementary manner. Interventions with a strong mass media compo-
nent are also referred to as “campaigns.” Most systematic evaluations of  family 
planning communication programs have examined large-scale programs, usu-
ally with a mass media component, sometimes supplemented with other types 
of  communication. For this reason the “evidence” related to such programs is 
much more abundant for mass media than other types of  communication. This 
does not mean that community-level events or interpersonal communication/
counseling are less effective; rather, they are less frequently the focus of  evalua-
tion and publication in peer-reviewed journals. 

Mass media includes television/radio in multiple formats such as public-ser-
vice announcements, soap operas, dramas, songs, call-in talk shows, billboards, 
and posters. BCC programs also use “small media” with more limited reach, 
such as videos, audio cassettes, pamphlets/flyers, and family planning para-
phernalia (e.g., t-shirts, key chains, hats, calendars, and mugs). Community-level 
events involve many activities, with a common characteristic of  meeting the 
population face-to-face in their social environment. Interpersonal communica-
tion/counseling often occurs in an institutional setting, such as a clinic, school, 
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or workplace. Counseling may also occur in outreach settings (e.g., adolescent 
peer-education programs) and among friends and families as a natural exten-
sion of  a media campaign (Storey et al. 1999; Valente and Saba 2001). Hotlines, 
another influential type of  interpersonal communication/counseling, have the 
advantages of  individualized messages and anonymity. Electronic media include 
text messaging, internet counseling, social networking, and related modes of  
communication via cell phones or the internet.

Snyder et al. (2003) described the elements of  39 family planning programs 
designed with technical assistance from the Center for Communication Pro-
grams (Johns Hopkins University) between 1986 and 2001. On average, indi-
vidual campaigns used about five communication channels. The most common 
were radio (76%), print materials (72%), television (62%), and outreach workers 
(52%). Many campaigns also communicated through meetings or conferences 
(48%), health centers (38%), and centralized meeting places (35%). Some used 
schools (17%), door-to-door outreach (10%), and the workplace (10%). Many 
campaigns featured a training workshop for health professionals (59%). Promo-
tions included give-aways or novelty items (45%), contests (41%), and awards 
(24%). The most popular media formats were radio spots (62%), followed by 
TV spots (41%), educational programs on radio (45%), and educational pro-
grams on TV (21%). Formats and events based on an education–entertainment 
approach were also common, including fairs, festivals, concerts, and other events 
(52%), theater performances (48%), radio soaps (35%), and TV soaps (28%). A 
number of  campaigns used donated time for their radio or TV messages. Media 
presentations often used elements that help make a campaign memorable: more 
than half  of  the campaigns had a pictorial logo, while others used a slogan 
(38%), a celebrity spokesperson (35%), and a song or jingle (31%). Celebrities 
included movie stars, musicians, well-known athletes, radio personalities, and 
disc jockeys.

Effective communication programs draw heavily on evidence-based research 
and evaluation. Specifically, program planners use different types of  research 
and evaluation in the initial design, as well to make mid-course corrections. For-
mative research includes the use of  existing data (e.g., from the DHS or stud-
ies conducted on the subject, especially in the same country), complemented 
by new data collection to identify current levels of  knowledge, media habits 
and preferences, barriers to contraceptive use, and other relevant information. 
Pretesting of  materials permits testing for ease of  comprehension, cultural ac-
ceptability, identification with the materials, and related factors, before final pro-
duction or dissemination. Evaluation of  reach and effectiveness allows program 
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managers to use strategies and channels that reach large numbers of  individuals 
and are most likely to produce favorable outcomes. 

Many observers have asked whether “selling” family planning is like selling 
soap or toothpaste. In fact, many of  the techniques used in marketing commer-
cial products are also used in promoting family planning (especially social market-
ing programs that promote contraceptives). However, as numerous researchers 
(e.g., Rogers 2003; Storey, Saffitz, and Rimon 2008) have pointed out, complex 
behaviors are more difficult to change. Indeed, contraceptive use has numerous 
social, cultural, economic, and political dimensions that make “selling” family 
planning much more difficult than selling most commercial products. 

Evolution of BCC programs in family planning

From the earliest days of  family planning programs, individuals and organiza-
tions responsible for promoting contraceptive use acknowledged the important 
role of  communication in this process. In the 1950s, India, which established 
some of  the first family planning programs in the developing world, used the 
red triangle to identify and spread awareness of  programs (Ledbetter 1984). 
Through the 1960s and 1970s, the common term for this approach was infor-
mation-education-communication (IEC). In time, those working in this field 
came to prefer the term “behavior change communication,” which implies 
not just imparting information but achieving the desired result of  behavioral 
change—in this case, contraceptive use. Others have further expanded the con-
cept to “social and behavioral change communication” (SBCC) to reflect the 
social and population-level perspective whereby change at the individual level 
occurs within the concentric circles of  influence of  spouse/family, community, 
and society (AED/C-Change 2010a). BCC connotes a clearly defined objective 
to be achieved through a specific communication program. SBCC often implies 
additional goals of  empowering communities, where these goals are considered 
as important as or more important than attaining the specific behavior of  con-
traceptive use (Figueroa et al. 2002).

In the early stage of  a family planning program, modern contraception—
both the idea of  fertility regulation and the methods themselves—provoked 
considerable moral and social resistance and deep-seated health concerns. Thus, 
simply increasing access to contraceptives would have been ineffective. Sev-
eral scholars (e.g., Cleland 2001; Kincaid et al. 2007) have identified the impor-
tance of  ideational change as a precursor to behavior change. Ideation refers to 
knowledge, beliefs, and values that can evolve within a society to accelerate the 
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pace of  fertility decline, in contrast to the material conditions that were previ-
ously believed to explain levels of  fertility (Cleland 2001). It is also important 
to recognize the political dimension of  family planning programs, especially in 
Asia in the early years of  such programs, where national political figures publicly 
endorsed family planning to achieve developmental goals, and programs used 
mass mobilization strategies to influence leaders throughout the country (e.g., 
teachers, village heads, local religious leaders) to support this movement. 

We can trace family planning communication programs through different 
“eras.” In the 1960s, the predominant model was the “clinic era,” characterized 
by a doctor and nurse lecturing to patients on contraceptive use in a clinical 
facility. The 1970s brought the “field era,” where service delivery extended be-
yond clinics. Community-based distribution and home visits were popular ways 
to encourage women to use contraception. During the “social marketing era” 
in the 1980s, programs used marketing techniques to promote family planning 
among targeted populations (usually urban and/or middle class or above) who 
were attracted by the clever advertising and the convenience of  purchasing con-
traceptives outside of  clinics. By the 1990s, the era of  “strategic communica-
tion” brought greater attention to evidence-based programs and evaluation, and 
programs made greater use of  multiple, reinforcing channels and participatory 
approaches (Piotrow et al. 1997; Rogers 2003). 

Communication programs have evolved substantially over the past 50 
years. In the early years, it was not uncommon for program planners to design 
materials in the capital city with little attention to the interests, needs, and fears 
of  rural populations. Many countries adopted the slogan “a small family is a 
happy family,” without tailoring the message to the local context. Because the 
media industry in many developing countries was still in its infancy, early family 
planning programs could often place their spots or programs on the national 
media with little competition from other outlets. Some of  the early commu-
nication was highly creative and innovative (Mechai’s program in Thailand in 
the 1970s used various gimmicks, such as condom-blowing contests, to give 
a light-hearted tone to a sensitive topic). However, as the media industry has 
advanced in developing countries, so has the sophistication in communica-
tion strategy and evidence-based approaches, resulting in higher-quality family 
planning programs. Successful campaigns have generally used the widest pos-
sible variety of  channels that their budgets can afford and that local cultural 
norms can tolerate.

Entertainment–education (EE)—a novelty in health communication pro-
grams until around 25 years ago—has become integral to BCC programs in 
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family planning and other areas of  public health (Coleman 1986; Singhal and 
Rogers 1999; Piotrow and de Fossard 2004). It uses emotion and drama to draw 
the attention of  audiences and engage them in a given topic, so that they want 
to find out what happens, who triumphs, and who succumbs. In the process of  
telling an engaging story, EE programs provide vital information on the topic 
and offer examples of  desirable behaviors. Soap operas often include a “good” 
figure, a “bad” figure, and a transitional figure who starts down the wrong path 
but eventually sees the light and is rewarded for doing so. Songs and music 
videos are particularly effective in reaching younger audiences. In 1988, Tatiana 
and Johnny topped the pop music charts in Mexico and then in other Latin 
countries with “Détente,” a song that advised adolescents to “wait” before hav-
ing sex (Coleman and Meyer 1990). Other forms of  EE include variety shows, 
quiz shows, puppet shows, drama contests, and community rallies. 	

Since the late 1960s, when the US government began to promote family 
planning in developing countries worldwide, communication has played a vi-
tal role in the international family planning movement. Whereas in much of  
the developing world today, family planning is seen as one of  many public 
health services, in the 1960s and 1970s it was a politically controversial topic 
for politicians and was socially divergent from the pronatalist cultural norms of  
most developing countries. Given the lack of  precedent for conducting fam-
ily planning communication, international donors gave key recipients of  such 
funding (e.g., the Johns Hopkins Center for Communication Programs, which 
directed the Population Communication Services Project from 1982 to 2001) 
ample financial support, technical latitude, and continuous encouragement to 
develop novel methods of  communication. Moreover, such technical assistance 
organizations, by working in many countries simultaneously, frequently applied 
the lessons learned in one country to other countries and other continents (Pi-
otrow et al. 2003). Since 2001, however, no project funded by a major donor 
has had an exclusive focus on international family planning communication at 
the global level.

Scholars and activists have long recognized the importance of  participation 
and two-way communication in behavior change programs. Often communi-
ty-based, this type of  grassroots communication engenders a greater sense of  
personal involvement, in addition to building local capacity. Much of  the com-
munity mobilization operates on the principle that empowering communities 
to take ownership of  their health needs is essential to effective and sustainable 
programs. Social networking further strengthens commitment to change, es-
pecially as new practices become integrated into social norms. Under this ap-
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proach, communities are directly responsible for the planning, implementation, 
and evaluation of  programs designed to bring about change. 

However, the decreases during the past decade in donor funding for inter-
national family planning have severely limited new advances in state-of-the-art 
BCC. A few notable exceptions exist: the Mabrouk! (“Congratulations”) Initia-
tive in the Menya governorate of  Egypt promoted family planning among new-
ly married couples as one of  several health-related behaviors over the lifecycle. 
The program was launched with a televised mass wedding ceremony hosted by 
a local television celebrity. The launch was followed by an integrated campaign 
for young families, promoted through the media, the service delivery system 
(including hospital delivery units and a national network of  private pharma-
cies), and in hard-to-reach communities. Within the first year, the program 
reached nearly 90 percent of  married women in the catchment area (El-Zanaty 
and Way 2006).

Contemporary family planning communication programs 

In the 1980s and 1990s in developing countries with strong political support 
for family planning, one could see and hear TV and radio ads, observe bill-
boards, and recognize a distinctive national-level communication campaign, 
branded with a logo and slogan. Many countries also had soap operas related 
to family planning that aired nationally (Piotrow and de Fossard 2004). Today, 
by contrast, national campaigns with an exclusive focus on family planning 
are increasingly rare, reflecting the shift toward integration of  family planning 
into maternal and child health, HIV, or primary health care services. There are 
exceptions; for example, in Albania a national family planning communication 
program focused on young people aged 18–35. Phase one promoted the safety 
and reliability of  contraception, while phase two used “A Happy Life” theme 
to encourage use (AED/C-Change 2010b). However, far more prevalent are 
communications on family planning that are integrated with broader health 
messages (such as the Mabrouk! campaign, cited above) or with messages about 
HIV prevention. 

There are several reasons for the demise of  large-scale national family 
planning communication programs. First, following the Cairo Conference in 
1994, many countries adopted a more comprehensive approach to reproductive 
health. Second, other concerns—notably HIV/AIDS—captured the attention 
and funding of  the international donor community, which tended to diminish 
the resources and staff  available for family planning (Wilcher, Cates, and Greg-
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son 2009). Third, until the availability of  antiretroviral drugs to treat AIDS, the 
high levels of  HIV prevalence and AIDS deaths in many sub-Saharan African 
countries threatened to reduce population growth rates, making the promotion 
of  family planning potentially offensive in such locations. Fourth, some coun-
tries have reached such low levels of  fertility and such high levels of  contracep-
tive use that continuous BCC messages are no longer needed to sustain con-
traceptive use. In such cases donors (such as USAID) have ceased to provide 
population funding (Crommer et al. 2004).

After a decade or more of  stagnant levels of  funding for family planning 
in general and BCC in particular, we have seen recent increases in government 
and private foundation funding for family planning, especially in those countries 
with the greatest unmet need for contraception. In view of  this prospect, it is 
imperative to ask what international population and public health specialists 
and their in-country partners have learned from five decades of  family planning 
communication programs that can be used to design, implement, and evaluate a 
new generation of  BCC programs. 

Designing BCC programs for family planning
The state of  the art for designing family planning communication programs is 
firmly established. Most technical assistance agencies working in BCC subscribe 
to a systematic approach that covers the various steps in the design, implemen-
tation, and evaluation of  programs. One of  the best known is the P-Process 
(Piotrow et al. 1997), a schematic diagram that illustrates the steps for designing 
and evaluating a communication program. Introduced in the 1980s and still in 
widespread use, the P-Process outlines the following five steps: analysis; stra-
tegic design; development and testing; implementation and monitoring; and 
evaluation and revision. These steps, elaborated in the guide titled “Tools for 
Behavior Change Communication” (Salem, Bernstein, and Sullivan 2008), are 
described in Box 1.

Strategic communication is the basis for effective behavior change pro-
grams. Elements of  strategic communication include the following (Piotrow et 
al. 1997): 

Systematic approach guided by research. Practitioners use the P-process or a 
similar schematic model to guide them step-by-step through the process. They 
use research to guide the design; process evaluation to ensure the program is 
carried out according to plan; and evaluation to measure the extent to which the 
program objectives are achieved.
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Step 1: Analysis
Understand the dynamics of the health issue (severity and causes of the problem, facilitators •	
and barriers to behavior change, aspects that can be addressed through communication).

Identify the primary audience (those at risk for the problem) as well as those who influ-•	
ence their health behaviors; determine current levels of knowledge, attitudes, behaviors, 
and media access/habits. 

Conduct participant analysis and identify the potentially most effective means of reach-•	
ing this audience.

Step 2: Strategic design
Define the objectives of the program—the desired changes in knowledge, attitudes, so-•	
cial norms, and behaviors. 
Develop a conceptual framework to indicate how program activities are expected to •	
achieve these objectives.
Use this framework to select monitoring and evaluation indicators.•	
Prioritize communication channels to be used.•	
Develop a creative brief to share with those who will develop the messages. The brief •	
should characterize the intended audience, identify the behavioral change objectives, 
describe the benefits to the audience, and outline key messages.
Draw up an implementation plan, including activities, partners’ roles and responsibili-•	
ties, timeline, budget, and management plan.
Develop a monitoring and evaluation plan.•	

Step 3: Development and pretesting
Develop messages and materials, based on formative research and the strategic plan •	
outlined above.
Tailor messages to the audience’s stage of behavior change.•	
Choose the type of appeal (empowering, entertaining) and tone (humorous, authoritative).•	
Pretest the messages and materials with members of the intended audience.•	
Revise messages and materials on the basis of the pretest results.•	

Step 4: Implementation and monitoring
Develop and implement a dissemination plan.•	
Manage all aspects of the process: activities, staffing, budget, and responses from the •	
audience and other stakeholders.
Monitor the program and make midcourse adjustments.•	

Step 5: Evaluation
Measure outcomes and, if the study design permits, impact.•	
Disseminate results to partners, key stakeholders, the news media, and funding agencies.•	
Record lessons learned and archive research findings for use in future programs.•	
Revise and redesign the new program after evaluating all findings.•	

BOX 4.1

P-Process: Five steps for designing behavior change communication programs

SOURCE: Salem, Bernstein, and Sullivan (2008).
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Results-oriented. The purpose of  BCC programs is to change behavior, not 
simply to inform or educate. Effective programs have clearly stated, measur-
able objectives. Whereas current contraceptive use is the most common “de-
sired result,” other changes such as increased spousal communication or more 
supportive attitudes toward family planning can lead to other desired results in 
the future.

Based on theory. A number of  behavioral health theories guide the planning 
and evaluation of  communication programs, including the extended parallel 
process model (Witte 1994), social learning theory (Bandura 1986), and diffu-
sion of  innovation (Rogers 2003). Theories identify motives for action, message 
strategies, and target audiences (Storey, Saffitz, and Rimon 2008). 

Audience segmentation. Well-designed programs target specific segments of  
the audience according to sex, age, socioeconomic status, geographic residence, 
ethnicity, and other relevant traits. Segmentation allows program planners to tai-
lor the messages to be most relevant and compelling for a particular population, 
thus increasing their effectiveness while limiting expenditure on those outside 
the target population.

Strategic positioning. Family planning has multiple benefits: economic advan-
tages, women’s health, marital harmony, and reproductive rights, among others. 
Yet some potential benefits are more persuasive than others, depending on the 
cultural setting. Formative research can be critical in identifying the most per-
suasive argument for promoting family planning in a given population.

Multiple reinforcing channels. Combining mass media, interpersonal, and 
community channels helps to enhance the effect of  BCC programs (Salem, 
Bernstein, and Sullivan 2008). This practice reinforces key messages, creates 
“buzz” that triggers informal communication, and gives momentum to the 
ideas of  the campaign. Audiences respond favorably to recognizing a slogan or 
logo through multiple channels. 

Quality programming. Given the proliferation of  media channels in most de-
veloping countries, audiences can choose between countless radio stations, mul-
tiple TV stations (including cable), the internet, newspapers, magazines, comics, 
and other sources of  information and entertainment. Family planning messages 
must be of  sufficient quality to compete with commercial publicity and break 
through the “media clutter.”

Client-centered. Again following the lead of  commercial marketers, high-
quality BCC programs identify the needs, interests, and concerns of  potential 
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clients and seek to address them in the presentation of  the product or service 
and in the program that promotes them. It reflects the dictum, “put yourself  in 
the client’s shoes.”

Benefit-oriented. BCC programs are more likely to achieve their objectives 
if  they advise clients of  the benefits of  the desired behavior change, consistent 
with the findings from formative research on what the intended audience val-
ues most highly. For example, it is essential to state explicitly the benefits that 
can result from contraceptive use to prevent unwanted pregnancy and reduce 
family size.

Service-linked. Because the initiation of  contraceptive use and the manage-
ment of  side effects often require some contact with a clinic or pharmacy, BCC 
programs should identify service delivery locations, hours, and costs. Identify-
ing the link between communication and service delivery can be particularly 
effective in publicizing quality improvements for local populations (Storey et 
al. 1999).

Participatory. Communication is more effective when the audience is actively 
involved. Community-level events and interpersonal communication and coun-
seling foster participation. Mass media can do so as well, through call-in radio 
programs, game shows, and contests. As we noted above, programs in the past 
decade have emphasized local participation and capacity building.

Cost-effective. Most programs strive to achieve change “at scale,” that is, to 
reach a substantial part of  the target population and effect change among some 
portion of  that audience. The advantage of  using mass media is that even if  the 
percentage change is small, the base to which it is applied can be in the hundreds 
of  thousands, if  not millions, making the cost per person reached and the cost 
per unit of  change relatively low (Kincaid and Do 2006). 

What is the evidence that BCC programs change behavior?
Family planning is one of  two health topics (the other being HIV/AIDS) with 
the greatest body of  evidence from developing countries with which to test the 
effects of  communication programs on a behavior or outcome. Family planning 
programs have been subject to extensive external scrutiny, and the high levels 
of  funding directed to BCC programs have led to recurrent calls to demonstrate 
the return on this investment. Because national family planning programs tend 
to include multiple cycles, it is logical for practitioners to learn as much as pos-
sible from one cycle before beginning the next. Much of  the evaluation of  fam-
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ily planning communication has focused on programs with a strong mass media 
component, or mass media mixed with interpersonal channels. There is notably 
less evaluation of  programs that rely entirely on interpersonal communication 
at the community level.

 A number of  researchers have sought to assess the effects of  family plan-
ning communication programs on fertility outcomes. This question poses major 
methodological challenges, because it is not possible to evaluate family planning 
communication programs using experimental designs or case–control methods. 
The most comprehensive campaigns include mass media that potentially reach 
all segments of  the target population; one cannot randomly assign individuals 
or even communities to a “treatment group.” Because of  this limitation, the 
vast majority of  evaluations use non-experimental or quasi-experimental de-
signs. Evaluators have turned increasingly to the quasi-experimental one-group/ 
posttest-only design that applies statistical controls to reduce the potential bias 
of  confounding variables, allowing one to make claims of  plausible attribu-
tion. This approach involves techniques that Babalola and Kincaid (2009) have 
termed multivariate causal analysis (MCA).

Singhal and Rogers (1999) report the results of  some early evaluations of  
family planning communication programs, especially those using the entertain-
ment–education format. These evaluations generally fall in the category of  non-
experimental designs that establish a link between exposure to programs and 
a desired result. Examples include the first soap opera in Mexico to promote 
family planning (broadcast in 1977–78) in 180 half-hour episodes. The pro-
gram, Acompaname (“Come Along with Me”), promoted family planning, equal 
status of  women, and the importance of  spousal communication. Government 
clinics reported a 33 percent increase in family planning adoption, and phone 
calls to the family planning program increased from 0 to 500, many citing the 
soap opera as their reason for calling. Poindexter (2004) reported similarly posi-
tive responses to the programs Tushauriane (“Let’s Discuss,” 60 episodes) and 
Ushikwapo Shikamana (“When Assisted, Assist Yourself,” 200 episodes), both of  
which premiered in Kenya in 1987. Evaluations showed that by the end of  the 
two series, contraceptive use in Kenya had increased by 58 percent. In addition, 
women reported a decrease in desired family size from 6.3 to 4.4 children. Some 
critics question the extent to which one can attribute these changes to commu-
nication programs, but there is plausible evidence of  their contribution to the 
observed effects.

One of  the most widely cited evaluations based on a quasi-experimental de-
sign involved Twende na Wakati (“Let’s Go with the Times”), a radio soap opera 
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in Tanzania that promoted family planning and HIV/AIDS prevention. The 
placement and timing of  the program permitted a natural experiment in which 
all areas of  the country except one (Dodoma) received the program from 1993 
to 1995, followed by a two-year period in which the program reached all areas 
of  Tanzania. Using Dodoma as a control (comparison area) allowed research-
ers to measure the effect of  the program. Evidence from five independent data 
sources all supported the conclusion that Twende na Wakati had measurable ef-
fects on contraceptive-method adoption and increased confidence that expo-
sure to the soap opera played an important role in the early stage of  the fertility 
transition in Tanzania (Rogers et al. 1999: 205). Critics of  this study have cited 
the possible influence of  another soap opera playing at that time, as well as pre-
intervention differences in the treatment and comparison areas.

As part of  a review for the US National Academy of  Sciences, Hornik and 
McAnany (2001) analyzed the effects of  media on fertility change. They evalu-
ated major studies of  campaign effects published from 1970 to 1999, presenting 
the key findings and methodological critiques of  each study. They also outlined 
the pathways by which various media might have an effect on use of  family 
planning services or on fertility outcomes. They found evidence of  effects in 
the following areas: 

1)	 Campaigns have measurable short-term effects on increasing demand for 
services at clinics, although the effect appears to dissipate after the program 
ends. 

2)	 Access to media (exposure to ordinary content, not specific family planning 
messages) may have societal-level effects. For instance, they write, “if  the 
spread of  mass media has effects on fertility, it reflects a complex social 
process: …multiple channels, providing reinforcing messages, over time, 
producing inter-personal discussion and a slow change in values, and work-
ing at a level of  social aggregation higher than the individual” (p. 234). 

3)	 Self-reported attention to messages delivered through IEC programs cor-
relates strongly with fertility behaviors. For example, Westoff  and Bankole 
(1997) provided evidence that self-reported attention to media messages 
about family planning influenced fertility-related behavior (controlling for 
likely co-variates) in a multi-country analysis of  DHS data from sub-Saharan 
Africa (Burkina Faso, Ghana, Kenya, Madagascar, Namibia, and Zambia). 
One cannot separate IEC or mass media messages from the other activities 
of  family planning programs, but they operate over the long term and with 
constant reinforcement of  messages. 
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However, in terms of  the type of  effect that family planning communica-
tion programs aim to achieve—namely, change in behavior at the population 
level—Hornik and McAnany found mixed evidence, owing in part to the meth-
odological limitations in evaluating communication programs cited above. The 
evaluation showed substantial association, but not necessarily causation.

The strongest evidence for the population-level effects of  family planning 
communication programs comes from the work of  Snyder and colleagues, 
based on meta analysis of  a number of  health topics, including family planning 
(Snyder and Hamilton 2002; Snyder et al. 2003; Snyder 2001, 2007a). Snyder 
(2001) has argued that rather than ask simply whether campaigns are effective, 
it is more useful to determine the magnitude of  campaign effects. These meta 
analyses have served several useful purposes: to estimate the average effect size* 
of  family planning programs in developing countries; to compare the effective-
ness of  such programs to campaigns related to other topics; and to identify 
variables related to effect size, such as “reach” (or exposure). 

In 2003 Snyder and colleagues conducted a meta analysis of  38 campaigns 
that received US government funding between 1986 and 2001, with technical 
assistance from the Johns Hopkins Bloomberg School of  Public Health/Center 
for Communication Programs. The results indicated that on average the great-
est campaign effect for men and women was on knowledge of  modern family 
planning methods (r =.15). Positive effects were also found for partner com-
munication about family planning (r =.10), approval of  family planning (r =.09), 
behavioral intentions (r =.07), and use of  modern contraceptive methods (r 
=.07). The authors noted that these effect sizes were similar to those found in 
US-based public health campaigns.

In 2007 Snyder published a meta analysis comparing effect size across dif-
ferent health topics, including the 58 family planning communication programs 
from developing countries. As illustrated in Figure 4.1, family planning commu-
nication programs fall mid-range among other public health topics in terms of  
effect size when considering campaigns from both developing countries and the 
United States. Campaign effects were greatest for seat belt use (r=.15), dental 
care (r=.13), and adult alcohol reduction (r=.11), while they were weakest for 
youth drug and marijuana campaigns (r=.01–.02) (Snyder 2007a).

*	 Effect size is a statistical formulation of  an estimate of  program effect that expresses its magnitude in 
a standardized form that is comparable across outcome measures using different units or scales (Rossi, 
Lipsey, and Freeman 2004).
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In addition to effectiveness as measured by behavior change, Snyder has also 
analyzed the concept of  “reach” across different studies. Reach refers to the 
proportion of  the audience that recalls seeing, hearing, or coming into contact 
in some other way (e.g., attending a group meeting) with the communication 
program. It differs from coverage in that it does not measure the proportion 
of  the population that has experienced the desired behavior or outcome (such 
as vaccination). According to Snyder (2007a), exposure to family planning cam-
paigns in developing countries (which averaged 71 percent of  the intended audi-
ence) was higher than exposure to US-based campaigns (about 40 percent), al-
though the figure for the US is based on a small number of  studies. One reason 
for this difference may be that family planning campaigns in developing coun-
tries tended to use many channels of  communication; also, in the early years of  
these campaigns, communication programs may not have had to compete with 
as much “media clutter” as they would have more recently. 

Other recent evaluations of  family planning communication programs have 
included the use of  propensity score matching to clarify the effects of  cam-
paigns on contraceptive use. Propensity score matching allows the researcher 
to “create” an unexposed, matched control group that is statistically equivalent 

Average effect of public health campaigns on behavior

FIGURE 4.1

source: snyder (2007b).
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to those exposed to the campaign on all relevant dimensions and to compare 
outcomes (Babalola and Kincaid 2009). Using this method to evaluate a family 
planning communication program in Burkina Faso, Babalola and Vondrasek 
(2005) found that, compared with no exposure, high campaign exposure was as-
sociated with an adjusted increase of  22 percentage points in the proportion of  
women currently using modern contraceptive methods. Similarly, low exposure 
was associated with a 7-percentage-point increase compared with no exposure. 
The campaign was also associated with increased knowledge about contracep-
tives and more favorable attitudes toward family planning. Do and Kincaid 
(2006) applied propensity score matching along with structural equation model-
ing to evaluate an entertainment–education television drama on health knowl-
edge and behavior in Bangladesh. They found modern contraceptive use to be 
57 percent among women exposed to the program, compared to 46 percent in 
the unexposed matched control.

A review by the Center for Communication Programs (2010) summarizes 
current knowledge on the effectiveness of  family planning communication on 
contraceptive use: “Due to methodological and practical constraints, it is hard 
to make any rigid claims about causality. However, replication is one measure 
of  proof. The fact that all the reviewed reports and published literature es-
tablish clear and in many cases significant positive links between exposure to 
communication interventions and family planning use vouches for the veracity 
of  this relationship.” 

New directions for family planning communication  
programs
Three major changes in the past decade will affect future directions for family 
planning communication programs.

Integration of family planning and HIV programs 

After years of  separate approaches, family planning and HIV prevention staff  
have developed synergies in their programs, which is particularly appropriate 
in countries with high HIV prevalence. These synergies include integrating 
family planning into HIV counseling and testing, integrating family planning 
in the prevention of  mother-to-child transmission (PMTCT) services, and of-
fering family planning to HIV-positive women (Wilchera, Cates, and Greg-
son 2009). Similarly, strong synergies now exist between family planning and 
adolescent reproductive health programs, which, because of  the requirements 
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imposed by PEPFAR funding, have tended to stress HIV and STI prevention 
over contraceptive use. Among unmarried adolescents and young adults—es-
pecially those in non-stable relationships—condom use is in fact the “method 
of  choice” for avoiding both pregnancy and HIV/STIs, at least in countries 
with high HIV prevalence and substantial investments in programs promoting 
condom use.

Innovations in communication technology

The past decade has brought a number of  new communication technologies 
that are being used in public health programs. For example, cell phones have be-
come nearly ubiquitous in countries worldwide. Based on recent trends, almost 
all world regions are expected to achieve full mobile coverage, even in rural ar-
eas, by 2015. Even Africa (the exception) may reach 90 percent coverage in rural 
areas by that date (International Telecommunication Union 2010). Cell phones 
have been used to send reminders to HIV-positive patients to improve adher-
ence to antiretroviral therapy (Lester et al. 2009) and to send data from health 
facilities to regional data collection points. As cell phones and related devices 
become more sophisticated, we can anticipate new applications for communi-
cating vital information to potential or current clients. 

The internet also offers new possibilities for communication related to fam-
ily planning. Especially among adolescents and young adults, this medium offers 
a means of  providing information on contraceptives in a highly targeted form 
through “virtual counselors,” such as Trixy in Peru. Adolescents can access such 
websites conveniently, anonymously, and without embarrassment. In a number 
of  countries in sub-Saharan Africa, teens are using the internet to obtain in-
formation on sexual and reproductive health (Borzekowski, Fobil, and Asante 
2006; Nwagwu 2007).

Emergence of new contraceptive methods

Future family planning communication programs will need to introduce pro-
spective and current users to new methods as they become available. In some 
cases they will need to address any dissatisfaction or negative perceptions related 
to the methods they are replacing (for example, Sinoplant in place of  Norplant). 
In other cases they will need to educate and motivate clients to accept new 
modes of  use or delivery, such as Uniject for Depo Provera, which in the near 
future may allow community workers (or even clients themselves) to administer 
the injection (Lakha, Henderson, and Glasier 2005; Prabhakaran 2008).
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Conclusion
International family planning programs have been one of  the most effective 
public health interventions of  the past 50 years. Birth rates in the developing 
world have dropped from an average of  6 children per woman to below 3. 
Family planning—highly controversial in the early years—has become a routine 
part of  public health service delivery in many countries with little (in fact, too 
little) fanfare. Although we are unable to determine how much of  that change is 
attributable to behavior change communication programs, communication has 
been the “leading edge” in the vast majority of  countries. Entire populations 
have moved along the stages of  behavior change from knowing little and disap-
proving greatly, to becoming informed, persuaded, and motivated to act. Practi-
tioners of  communication programs have learned to obtain the benefits of  the 
mass media (reach and cost-effectiveness) along with the advantages inherent in 
more participatory approaches with strong community-level involvement. 

The strategies for designing and implementing family planning communi-
cation programs are well tested, yet the resources to execute them have been 
lacking in recent years. New generations of  women and men are entering their 
reproductive years with the same (or, some might argue, even greater) need for 
timely, accurate, and culturally appropriate information about family planning. 
As the international donor community and host-country governments renew 
their commitment to family planning communication, they should build on what 
has worked in the past while taking advantage of  the new information technolo-
gies that will allow them to achieve even more with each coming generation.
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Conclusions

The impetus for this report is the marked decline of international interest 
in, and funding of, family planning programs in poor countries. After 
outlining the reasons for this neglect, we addressed three central issues: 

the rationale for a revival of the family planning agenda; the effectiveness of 
investment in contraceptive promotion and services; and the design and opera-
tional features of family planning programs. We summarize our key conclusions 
in this final chapter.

Rationale
Family planning is unique among development initiatives in its range of  poten-
tial benefits, encompassing economic development, maternal and child health, 
educational advances, empowerment of  women, and environmental protection. 
Some of  these benefits are uncontested. For instance, the contributions of  con-
traceptive use to reductions in maternal mortality, mainly through avoidance of  
unintended pregnancies, and to reductions in infant and child mortality, largely 
through longer spacing between births, are well established. Similarly, achieve-
ment of  the Millennium Development Goals related to schooling is obviously 
more likely when pressures from an ever-increasing school-age population are 
lessened as a result of  fertility decline. And clearly, the advent of  reproductive 
choice marks a large and welcome step in the empowerment of  women.

Documenting the benefits of  family planning and fertility decline for the re-
duction of  poverty has been a more controversial task. Yet, nearly all the recent 
evidence supports the view that high fertility and associated high youth depen-
dency ratios act as a brake on improvements in standards of  living. Declines 
in both fertility and dependency ratios are conducive to savings and invest-
ment and enhance human capital by increasing access to education and training. 
These economic considerations apply with particular force to the poorest coun-
tries of  sub-Saharan Africa, where the combination of  continued rapid popula-
tion growth, stagnant agricultural productivity, widespread food insecurity and 
under-nutrition, climate change, and pressure on fragile environments pose se-
vere challenges. The solution will be multi-sectoral, with agriculture well to the 
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forefront, but continued failure to address rapid population growth as an urgent 
priority will make success much harder, and perhaps impossible, to achieve. Re-
cent demographic trends in Africa are not encouraging. Instead of  proceeding 
steadily as assumed in United Nations population projections, fertility declines 
have slowed in the past decade. Still, as we have demonstrated, demographic 
trends are clearly responsive to policy and program initiatives.

Effectiveness
Critics skeptical of  the effectiveness of  family planning programs have argued 
that higher incomes, higher education of  women, and lower child mortality 
are the essential forces that reduce fertility, while promotion of  the means to 
achieve smaller family sizes, namely effective contraception, plays a minor role. 
If  the motive to control childbearing is sufficiently strong, they argue, the means 
will be found without the need for public investment. Although improvements 
in child survival are an essential precondition for fertility transition, survival 
chances in most African countries have already exceeded the level at which steep 
fertility declines began in many countries of  other regions. It is also true that re-
productive change is relatively easy to achieve among well-educated adult popu-
lations whose incomes are rising.

Nevertheless, the experience of  the past 50 years shows beyond doubt that 
state-sponsored family planning programs and efforts to legitimize the concept 
of  smaller families have played a key role in reducing fertility, even in some of  
the poorest and most traditional countries, such as Bangladesh. The effective-
ness of  such programs stems from the considerable costs associated with the 
use of  modern contraceptive methods. These costs include lack of  information 
and access, fears about health effects, and social disapproval. Evidence of  the 
negative impact of  such costs comes from the gap between freely expressed 
reproductive wishes and non-use of  contraception (the so-called unmet need), 
from high levels of  unintended childbearing, and from widespread resort to il-
legal and often unsafe abortion. Well-designed programs can reduce these costs 
and produce very rapid increases in contraceptive use, which in turn tend to 
foster a downward adjustment of  desired family size.

Acceptance of  the means to attain one’s desired family size increases the 
motivation to do so. In poor, largely illiterate countries, the record suggests that 
government programs are essential engines of  change. No such country has 
experienced deep and sustained reductions in fertility rates in the absence of  a 
strong and committed government family planning program. The experience 
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of  Kenya in the 1980s and of  Rwanda in recent years demonstrates that strong 
government-led efforts can be as effective in Africa as they were in Asia and 
elsewhere three decades ago.

Design and operational features
Family planning has been one of  the most successful development interventions 
of  the past 50 years, but priorities change as programs evolve. In those African 
countries where contraceptive use is very low and attitudes are ambivalent or 
even hostile, strong political commitment is essential for rapid gains in contra-
ceptive prevalence, and efforts to gain the endorsement of  elites (religious and 
local leaders, medical doctors, teachers, the army, and so on) are also key. Sub-
stantial investments in public information and behavior change communication 
programs to catalyze latent demand are a top priority. Such activities are needed 
to address the diverse obstacles to contraceptive use mentioned above, and their 
essential aim is to convert what is initially seen as a disruptive, often frightening 
new behavior into a routine part of  everyday life. Countries have used many 
imaginative communication strategies, and the evidence of  their effectiveness 
is strikingly positive.

Family planning delivery systems need to be designed as an integral part of  
the overall health system, which is broadly defined to include public and private 
medical sectors, social marketing, and outreach components. The fragility and 
uneven coverage of  health services in many poor African countries represent 
considerable constraints. In towns and cities and more densely populated areas 
with adequate coverage of  retail outlets, social marketing is an invaluable com-
plement to clinic-based provision of  services. In most African countries, pills 
and injectables are the most commonly used contraceptive methods by married 
couples while condoms are the primary contraceptive method among sexually 
active single people. All three methods may be reliably sold over the counter. 

In remote, sparsely populated rural areas, community-based distribution 
programs are the only feasible option, at least in the short term. Historically, 
they have been operated mainly by NGOs and have taken numerous forms 
(salaried, paid on commission, volunteers; women, men, or both sexes; multi-
purpose or family planning only). While such programs have proved highly ef-
fective in diverse settings, integration within the wider health system has been 
difficult. Harnessing the potential of  community-based distribution in countries 
where family planning provision to rural populations is a priority is essential, but 
will require careful program design and pilot testing.
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We have pointed to signs that donors and governments are renewing their 
interest in family planning programs following at least a decade of  neglect. The 
long struggle to incorporate family planning in the list of  Millennium Develop-
ment Goal targets has been successful, albeit within the broader context of  
“universal access to reproductive health.” The task ahead is to convert this shift 
into effective national programs in those countries where high fertility and rapid 
population growth continue to jeopardize social and economic development. 
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Family planning programs are among the  
most successful development interventions 
of the past 50 years. They are unique in their 
range of potential benefits, encompassing  
economic development, maternal and child 
health, educational advances, and women’s 
empowerment. Research shows that with  
high-quality voluntary family planning programs, 
governments are able to reduce fertility and 
produce large-scale improvements in health, 
wealth, human rights, and education. 

This publication is a comprehensive  
resource for policymakers and donors,  
making the case for increased funding  
and support of voluntary family planning,  
and detailing how to design programs to  
operate both ethically and effectively.

www.popcouncil.org

On the cover: Women discuss family planning options at a  
health fair in Burkina Faso.

Photo: © 2011 Center for Communication Programs, Courtesy of Photoshare


	Family Planning Programs for the 21st Century: Rationale and Design
	Recommended Citation

	Family Planning Programs for the 21st Century: Rationale and Design

