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Foreword

THE 1994 International Conference on Population and Develop-
ment is an occasion to reflect on the challenging population issues of this
decade and beyond. For the World Bank, this report is the first major review
on population since World Development Reporr 1984, which was prepared for
the last world population conference.

The report recommends population policies that integrate investments in
reproductive health and family planning information with other human resource
investments. including those that will reduce the continued high levels of mater-
nal and child mortality in developing countries, increase women’s education,
and raise their economic and social status. Such invesunents are beneticial in
their own right and will also help to slow rapid population growth.

While financial and technical support needs depend on country-specific
conditions, much could be accomplished if governments and aid donors
would allocate the resources needed to achieve these goals and if they would
place greater emphasis on successtul implementation of their projects and on
undertaking effective social sector reforms.

The pursuit of sustainable economic growth is also a very important pre-
requisite for human development and for completion of the demographic tran-
sition. Raising of living standards for the large numbers of people being added
to the populations of developing countries will not be possible without eco-
nomic growth. Economic integration. openness in trade. and technology trans-
fer as well as environmental preservation are essential for bringing about sus-
tainable economic development.

Armeane M. Choksi

Vice President

Human Resounrce Development
and Operations Policy

The World Bank
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Executive Summary

ONCE each decade, the global population community pauses,
takes stock of itself, and debates the challenging and sometimes controversial
issues that lie ahead. At the 1974 World Population Conference in Bucharest,
much of the debate centered on how best to slow the high rates of population
growth that prevailed in most developing countries. In 1984, the developing
countries themselves seized the policy initiative as donor leadership faltered
over the abortion controversy. The 1994 International Conference on Popula-
tion and Development in Cairo is addressing population issues that will take
us into the twenty-first century: completing the demographic transition in the
world’s poorest countries and addressing other demographic issues in coun-
tries that have completed that transition; linking population more etfectively
to core development agendas, particularly those that empower women; and
broadening the scope of family planning to address a wider range of reproduc-
tive health goals.

There is an emerging consensus. as reflected in the plan of action for the
1994 conference. that population policy objectives should be integrated with
broader social development goals and that population program strategies
should build on the linkages between demographic behavior and social and
economic progress. This consensus is based on the view that interventions
which are responsive to individual needs and aspirations are not only better
from a humanitarian and social development perspective but also more effec-
live in lowering fertility than are programs driven by top-down demographic
largets.

This report examines the changes in population dynamics and in the pol-
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icy environment that have produced this consensus and explores their policy
and operational implications for the World Bank’s population work. The re-
port has five core messages:

W Slowing of population growth is still a high priority in the
poorest countries.! High birth rates and very young populations
make it more difficult to reduce poverty, invest in human
resources, and pursue sustainable economic development. For
individuals, unplanned and poorly timed pregnancies pose
grave health risks. Where private markets fail to provide
information and services for fertility regulation, governments
have an important role to piay in addressing the population
objectives of slowing growth rates and reducing unwanted
fertility.

B Population policy should be integrated with social policies that
address a range of poverty reduction and human development
objectives. Particular emphasis should be placed on better
infant and child health, education of girls, and overall
improvements in the status of women. These measures bring
important benefits in their own right, and experience shows that
they are more effective in reducing high birth rates than policies
that focus narrowly on fertility reduction alone.

& Population programs should focus on providing the poor with
access to high-quality, user-oriented services that offer a range
of choices in addressing fertility regulation and other
reproductive health needs. This approach is more likely to
change reproductive behavior and to improve individual health
and welfare, particularly when accompanied by effective
information about the benefits of such services.

B Country-specific strategies are required. Public sector
interventions will need to take into account individual country
needs, cultural values, and financial and institutional
constraints. In many instances, the appropriate role of
government will be to ensure that adequate information is
available and to remove obstacles to the effective functioning of
the private sector. In some cases, particularly in poor countries
that do not yet have service-delivery infrastructure and
institutional capacity, selective investments may be required to
remedy these gaps. particularly where the public sector is more
generally involved in health finance and service delivery and
where reproductive health and family planning services are
limited.
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® |n addition to population growth, other demographic issues
have taken on increased social, economic, and political
significance: urbanization, international migration, and aging.
These demographic issues cut across a wide range of sectors—
health, education, infrastructure, social security, trade-—that are
beyond the scope of this report. Understanding and determining
how the Bank should respond to them in coming decades
should be addressed through research, sector work, and policy
dialogue.>

These messages are based on a review of demographic trends and of their
policy and operational implications for the World Bank and borrower coun-
tries, including the issue of unwanted pregnancies and their consequences,
and the role of the public sector in population. It also provides a framework
for articulating country-specific, integrated approaches to population policies
and programs. The main conclusions are that major demographic challenges
remain, that public sector interventions are warranted, that integrated ap-
proaches are needed, and that the World Bank has a role to play in these
etforts.

Major Demographic Challenges Remain

Population in developing countries will grow more during this decade (by
more than 80 million people each year) than ever before. This surge in popu-
lation growth, which began when death rates declined earlier and faster than
birth rates, has begun to abate as more and more countries experience the tran-
sition to Jower fertility. This has lowered population growth rates. However,
countries will continue to experience very large absolute increases in numbers
during the next two to three decades. These large absolute increases further
exacerbate the difficulties faced by poor countries in providing social ser-
vices, creating jobs, and achieving sustainable economic growth.

Fertility rates in developing countries have declined by as much as half,
but the number of couples in reproductive ages has more than doubled. As
fertility declines toward the replacement level (the level at which couples
have the number of children required to replace themselves, that is, about
two), population growth does not immediately decline to zero. Large absolute
increases in population can persist for several decades. This phenomenon, re-
ferred to by demographers as population momentum, is a facet of the youthful
age structures of developing-country populations, which in turn reflect high
birth rates in past decades. Population momentum is a major challenge. not
just for poor countries with high birth rates but also for the world at large.

Population momentum can be reduced by investments to increase educa-
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tional opportunities, to expand reproductive health and family planning infor-
mation and services, and to reduce maternal and child mortality. The timing of
these investments is critical to offsetting momentum. Slowing population
growth sooner rather than later could reduce future global population size by 2
billion—3 billion when global population finally stabilizes at the end of the
next century.? Delaying such investments will only add to the ultimate costs
of poverty reduction.

Public Sector Interventions Are Warranted

Public sector actions to slow high rates of population growth are warranted in
poor countries where population growth hampers efforts to invest in human
resources, reduce poverty, and protect the environment. In countries that are
still at early stages of or have yet to begin transitions to lower fertility, rapid
population growth is eroding the quality of investments in human resources
whether it be at the community or the family level. These effects vary in their
nature and severity among and within countries, and the evidence about exter-
nalities resulting from rapid population growth does not support across-the-
board generalizations about the adverse effects of population growth that once
characterized the population debate.

Country-specific evidence suggests that rapid population growth is inhib-
iting investments in the social sectors: for example. many countries still expe-
riencing rapid increases in the size of the school-age population have been
caught on a treadmill trying to keep up with ever-increasing numbers, while
countries that have experienced fertility decline have been able to improve the
quality of education and increase access to underserved groups. Similar corro-
sive effects appear in other social sectors, in job creation, and in the manage-
ment of natural resources. At the household and individual levels, large fami-
lies invest less in their children, with a clear bias against girls that perpetuates
the cycle of high fertility and low income; smaller families invest more in
their children, and girls are more likely to observe their mothers in higher-
status roles.

The rationales for public sector involvement in family planning and re-
productive health are not limited to poor countries with high fertility. In fact,
there are broader grounds for public action with respect to overcoming market
failures that deprive individuals (particularly the poor) of reproductive health/
family planning information and services. The timing, spacing, and degree to
which pregnancies are wanted, independent of their total number, have impor-
tant impacts on maternal and child health. This health impact on women and
their families, combined with failures in the market for health and fertility
regulation, provides an impetus for public action even where demographic
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concerns are absent and can be an equally compelling reason for those actions
when demographic concerns are present.

The appropriate role for government depends on local circumstances and
needs. Where government plays a more active role in the provision of health
services, reproductive health should be included among them. Where the pri-
vale sector is expected to play a more prominent role. government involve-
ment may still be required to provide financial support or to remove legal and
regulatory obstacles to information and services. including medical regula-
tions that unnecessarily increase the amount of time and money that individ-
uals have to expend. Even if, as World Development Reporr 1993 suggested.
government has a social interest in making family planning available, its re-
sponsibility les in ensuring access to information and services rather than in
acting in every instance as financier and provider. Where the case 1s strong for
public subsidy of low-income and rural groups, and more broadly for subsidy
of tamily planning information. the government role may not necessarily be in
providing services but in encouraging the most efticient private/public sector
mix.

Integrated Approaches Are Needed in Population Policy

On balance, an earlier completion of the demographic transition will make it
easier for poor countries to tackle the difficult challenges they face in reduc-
ing poverty among their populations and in protecting the natural resources on
which they depend. Although slower population growth will not solve other
development problems. poverty reduction through a broad range of human re-
source investments, including tamily planning, is the most likely way to speed
up the demographic transition and achieve these other objectives.
Accelerated declines in fertility in East and Southeast Asia (Korea, Indo-
nesia, Taiwan [China], Thailand) and in Latin American (Brazil, Colombia.
Mexico) were accompanied by important social and economic changes. Fer-
tility declines have been most rapid in countries where key social policies
complemented population policies. [Improvements in the status of women
through increased education, access to credit and earnings opportunities. and
breaking down of legal and cultural barriers to women’s participation in the
development process are important examples. Motivation to have smaller
families and to regulate fertility was also increased by broader social develop-
ment efforts, economic growth, and improved living standards. Experience
has also shown that high-quality, user-oriented services that provide people
with a range of choices in addressing their reproductive health needs are most
likely to change reproductive behavior and to improve individual health and
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welfare, particularly when accompanied by effective information about the
benefits of those services.

Debate has continued about the relative importance of factors of supply
(family planning information and services) and demand (the effect of in-
creased education on motivation to have smaller families) in fertility decline.
The answer is not “either/or™ but rather “*both™ and, even better. a balance of
both that is responsive to the specific needs and conditions of different coun-
tries at different levels of the demographic transition and socioeconomic de-
velopment. Over time, the interplay between demand and supply changes, as
countries move from high to low fertility. This requires continuing effort to
reassess the mix of policies and programs at the country level.

Quality of care is an increasingly important program issue. Poor quality.
as reflected in an inadequate mix of methods, poor counseling, and lack of
courteous attention to clients, can have a particularly erosive effect. especially
as countries move into the middle stages of their fertility transitions. In con-
trast. high-quality services often stimulate further demand as satisfied clients
communicate their experiences by word of mouth. Method mix has implica-
tions for client satisfaction as well as for the demographic effectiveness of
programs. Programs that rely too heavily on sterilization. for example, do not
serve the needs of younger couples who want to delay or space births. In
many instances, public sector clinics offering only sterilization ere underused.
while private clinics that offer a full range of reproductive health services are
generally very busy, even when they charge for services.

As demographic conditions change. borrower-country needs are becom-
ing more and more diverse. Reproductive health and family planning pro-
grams have taken hold. have adapted over time, and are meeting changing and
expanding needs related to fertility regulation, control and prevention of re-
productive tract infections, and safe motherhood. Borrower countries them-
selves are identifying a wider span of needs. Many are concerned about other
population issues such as aging, rapid urbanization. and international migra-
tion. Responses to both the causes and consequences of population problems
have to be tailored to the specific conditions of borrower countries.

The provision of reproductive health and family planning services re-
quires modest investments in comparison with countries’ other health and de-
velopment needs. Public financing and service provision should be targeted
on underserved groups, the poor in particular. In some countries. the need for
expanded information and services could be met by reallocating public expen-
ditures away from activities that could be addressed better by the private
sector.

The governments of the poorest developing countries may not have suffi-
cient resources to finance and provide the services to meet these needs. Do-
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nors can play a role, but there are also limits to what they may be able to pro-
vide. In all cases. attention needs to be given to efficiency gains in the
provision of services, including those that derive from involvement of private
providers, and to mechanisms to recover costs or provide services through
commercial channels in situations where users are able to pay for them.

The World Bank Has an Important Role to Play

These challenges have been putting greater and more diverse demands on the
Bank. An increasing number of countries actively seek to work with the Bank
on population issues—and borrow from it as well. Bank managers and statf
have improved their capacity to work with borrowers, other donors, and non-
governmental organizations in formulating creative population projects to
meet the diverse needs that typify this sector, but this capacity to respond to
borrower demand should be strengthened further and is an important issue for
continued expansion of Bank population work. At the policy level, there is
strong commitment to an integrated approach to population, as illustrated in
the communiqué issued at the April 1994 meeting of the Joint Ministerial
Committee of the Boards of Governors of the World Bank and the Interna-
tional Monetary Fund (see box I).

BOX 1. DEVELOPMENT COMMITTEE fore becoming increasingly diverse,

COMMUNIQUE

Ministers believe that integrated popu-
lation policy in developing countries
must recognize the links between eco-
nomic growth, population, poverty re-
duction, health, investment in human
resources, and environmental degra-
dation. All couples and individuals
have the right to decide freely and re-
sponsibly the number and spacing of
their children. Family planning is only
one of the available instruments and
needs to be seen in the broader con-
text of changing social patterns and
the increased awareness of women's
role. Population programs are there-

depending on the stage of the demo-
graphic transition in each country.
Moreover, experience demonstrates
that improved education and employ-
ment prospects (particularly for girls),
improved health, and increased in-
come all tend to reduce the birth rate.
Institutional arrangements for the de-
livery of services may need to be
strengthened and must be tailored to
local conditions and needs, taking full
advantage of available nongovern-
mental and private sector organiza-
tions. They must pay full regard to the
social and cultural traditions of each
country.
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The Bank has supported a broad range of policy and program measures to
bring about the health and welfare benefits of fertility regulation and speed up
the transition to lower fertility. These measures include efforts to increase the
survival chances of mothers and children, to expand female education, and to
improve women's status. in addition to provision of family planning services.
Bank support of public and private sector efforts 1o achieve these objectives
are generally targeted on the poor, who may lack information or access to ser-
vices because of market failure or inability to pay.

Total new commitments for population, health, and nutrition amounted to
$1.8 billion in fiscal 1993. The Bank has increased its investments in maternal
health and safe motherhood tenfold since the inception of the Safe Mother-
hood Initiative in 1986, through family planning and other efforts to deal with
the unsafe abortions and obstetric emergencies that claim the lives of 500.000
women each year in developing countries. There were also investments of
$1.9 billion in education, which the Bank increasingly targets on keeping girls
in school. Overall, the share of the Bank’s lending portfolio devoted to the
social sectors has grown from 6 to 16 percent in the last five years.

Over the last five years the Bank has become one of the leading interna-
tional financiers of reproductive health and family planning information and
services. The annual dollar total of family planning components in new loans
has more than doubled since the mid-1980s to around $200 million in recent
years. The mix of projects has changed from a few large projects devoted
mainly to construction of facilities to a larger number of more targeted proj-
ects addressing a range of programmatic needs, including contraceptive pro-
curement, training, social marketing, and management information systems,
as well as equipment and facilities, all key elements of successful family plan-
ning and reproductive health programs. There are currently more than seventy
population and family planning-related projects in the Bank’s active portto-
lio; they represent more than $1 billion in total loans and credits for popula-
tion work. Fifty countries in all stages of the fertility transition, from Nigeria
to Indonesia. are represented in this portfolio.

The Cairo Conference offers a special opportunity to readdress the popu-
lation issue¢ and, by so doing, to make substantial gains in reducing poverty
and improving welfare. Rather than attempting to cover everything. the Bank
will emphasize the following:

B Working with borrower countries and other donors to mobilize
public and private sector financing and other resources required
to meet the growing demand for reproductive health and family
planning services and to expand educational opportunities

B Assisting borrower countries through their own strategic
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investments, emphasizing appropriate infrastructure,
institutional capacity, and effective management of social sector
activities

® Coordinating the mobilization of resources as much as possible
with the effort to supply the core package of essential health
services called for in World Development Report 1993 and
applying that report’s guidance on health finance and
management in working with borrowers on reproductive health
projects

B Strengthening its skill mix in needed technical areas. applying
its available capacity for financial and economic analysis in the
sector, and working collaboratively with other donors and
specialized agencies that have complementary skills and
capacities

® Using its analytical capacity and supporting research to broaden
the scope of population policy through better understanding of
the linkages among population change. reproductive health, and
the Bank’s broader human development and poverty alleviation
agendas and recognizing more effectively in country strategies
and other analytical documents the interconnections between
population dynamics and successful achievement of those
agendas.

Ultimately. borrower countries themselves—their governments and
people—have the major responsibility to address population challenges. Very
little will be done unless high priority is accorded to both population and so-
cial development agendas and until governments demonstrate the political
will to move ahead with them. The Bank, through policy dialogue, can help to
focus attention on these challenges and. through strengthened relationships
with donors, nongovernmental organizations. and grassroots organizations,
can help governments define and pursue strategies for meeting them. It stands
ready to do so.

Notes

1. The main focus of this report is on countries that are still in the process
of completing their demographic transitions. However, the report also touches
on reproductive health/family planning issues in new borrower countries in
Eastern Europe and the former U.S.S.R.

2. The Bank is conducting a parallel review of international migration is-
sues and their implications for Bank operations. Also, a review of aging and
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social security issues is being conducted by the Development Economics Vice
Presidential Unit (see World Bank 1994). The Bank also addresses a wide
range of health, education, and urban issues in its research, sector work, and
policy dialogue.

3. A billion is 1,000 million.



CHAPTER ONE

Introduction

THE ultimate objective of population policy is to improve human
welfare at both the individual and societal levels, for the present as well as
future generations. For that reason. concern about the effects of rapid popula-
tion growth and high fertility on societies and individuals has been the central
focus of population policy over the past two decades. For most of that time,
population policy has meant policy to reduce population growth by promoting
family planning. A significant number of borrower countries have this as an
explicit population policy objective, and many have specific fertility-
reduction targets. Although slowing of population growth rates in poor coun-
tries remains an important development objective, broader approaches to
policy are now seen as both more consistent with underlying individual and
societal welfare goals and more effective in guiding the actions needed to
achieve them.

Broadening the Scope of Population Policy

Over the last twenty-five years, efforts to slow rapid population growth have
occupied the largest part of the population agenda of the Bank and its bor-
rowers. Socioeconomic improvements and rising use of contraceptives have
accelerated the pace of transitions to low fertility in many developing coun-
tries (see figure 1-1). Nonetheless, these transitions are still far from complete,
and they have hardly started in many poor countries. Moreover, high birth
rates in the past have built up substantial population growth momentum,
which creates very large increases in absolute numbers of people despite
lower growth rates.

n
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Figure 1-1. Fertility Rates since 1960
Total fertility rate (births per woman)
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Although the narrower view of population policy in terms of supplying
family planning and reducing fertility has served to focus attention and re-
sources, this issue has been the subject of considerable rethinking during the
1980s (see Sen, Germain, and Chen 1994). One reason 1s that the narrower
view has tended to separate or isofate population from the broader spectrum of
development concerns, ignoring the important role that social and economic
changes play in creating demand for smaller families and for family planning.
Second, the cultural and political sensitivity of the population issue, particu-
larly when it is perceived as population control, has inhibited rather than en-
couraged government and donor involvement in the sector. More recently,
women’s groups and reproductive health advocates have criticized policies
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aimed at promoting family planning in order to control population growth on
grounds that the delivery of services is likely to be driven more by the desire
to attain population growth targets than by concerns about individual repro-
ductive health needs and that such policies may infringe on individual repro-
ductive rights (see box 1-1; Dixon-Mueller 1993).

This report articulates integrated approaches to population policy. With-
out denying the importance of family planning for achieving fertility decline,
these integrated approaches recognize the significant roles that better health
and improved socioeconomic conditions play in shaping reproductive deci-
sions. They are also more consistent with the view that the objective of popu-
lation policy is to increase individual and family welfare as well as to pursue
such societal goals as lowering population growth rates. Integration is ad-
dressed at two levels. The first involves integration of population objectives
within a broad range of social policy goals relating to family welfare, invest-
ment in human resources (particularly education of girls), and other measures
to improve the role and status of women.

The second level of integration involves delivery of family planning as
part of the essential package of reproductive health services described in
World Development Report 1993 Investing in Health and in the forthcoming
Bank best-practice paper on women'’s health and nutrition (Tinker and others
1994: World Bank 1993¢). The essential package includes prevention and
management of unwanted pregnancies, safe pregnancy and delivery services,
prevention and management of reproductive tract infections and sexually
transmitted diseases (including Hiv/AIDS), promotion of positive health prac-
tices (safe sex, male involvement in family planning, adequate nutrition. and
so forth). and prevention of practices that are harmful to reproductive health
(for example. providing less health care for girls than for boys).

A Country-Specific Framework for Assessing Policy
and Program Needs

An added challenge is to determine the appropriate policies and programs for
increasingly diverse country settings. Because of the great diversity among
borrower countries. no single prescription of the “‘right” policy and program-
matic mix is possible. Rather, strategies need to address the complexity and
diversity of conditions both within and between countries. These conditions
have many roots.

First, the institutional and organizational capacity of countries varies sub-
stantially. Some countries (Indonesia, for example) now have well-developed
institutional mechanisms for delivery of reproductive health and family plan-
ning services as well as for implementation of other social policies: others,
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BOX 1-1. TARGETS, INCENTIVES, AND
REPRODUCTIVE RIGHTS

Targets and Incentives. In many coun-
tries whose governments seek to slow
population growth, targets have been
used to guide programs, and financial
incentives and/or sanctions have been
employed to stimulate sluggish bu-
reaucracies to action or to change indi-
vidual behavior patterns. The pros and
cons of targets and incentives have
been debated for two decades (see
Cleland and Mauldin 1991; Ross and
Isaacs 1988). Both are a common fea-
ture of Asian family planning programs
(for example, in Bangladesh, india,
and Viet Nam). Incentive payments to
individuals have proved to be effective
in stimulating clients to use specific
methods, particularly at the initial
stages of program development.
Community-level incentives contrib-
uted to considerable increase in family
pianning use in Thailand and
Indonesia.

The record on incentives for pro-
viders is more problematic, particularly
when they have been tied to demo-
graphic targets. In addition to the high

cost of these incentives and problems
of administration and potential mis-
management, concerns arise about
ethical issues and infringement on in-
dividual reproductive rights. Providers
seeking incentives linked to targets for
a particular method may pay inade-
quate attention to client needs. Propo-
nents of incentives for clients, on the
one hand, argue that such payments
are needed to offset the social costs of
high fertility. Critics, on the other hand,
are concerned that even when the
amounts of cash payments (or their
equivalent in goods) to clients are
small, the risk that individuals are, in
fact, being coerced is real. They doubt
that societal costs warrant coercion or
actions that would harm the health of
individuals (Sanderson and Tan 1993).

Another argument against incen-
tives is that resources could be used
more fruitfully in other ways, such as to
improve the quality and access to ser-
vices or to invest in informational ef-
forts to inform clients about how ser-
vices can meet their reproductive
health needs. The benefits derived
from improved services are corrobo-
rated by a growing body of research

including many countries in Sub-Saharan Africa, still have only limited insti-
tutional capacity for these efforts. Second, financial capacity varies greatly,
with some countries facing financial constraints so severe that it would be dit-
ficult for them to provide services without external funding, whereas others
have progressed to where they should be able to implement strategies for re-
covery of costs and mobilization of local resources to sustain programs over
the long run.

A third aspect of this diversity is demographic. Three decades ago most
developing countries were just beginning the transition to lower fertility and
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that verifies that people are more
likely to use, and even pay for, ser-
vices that are of high quality and re-
sponsive to their needs (see Jain
1989; Phillips and others 1993).

This view is further supported by
the point that the demographic targets
set by most countries would in fact be
exceeded if high-quality services
were extended to those who say they
want to limit or space births but are
not using a method of fertility regula-
tion (Sinding 1993). Many consumers
say they are not using a method for
reasons such as fear of side effects,
cultural or religious objections to cer-
tain methods, or concerns about the
reactions of spouses and other reia-
tives, all of which reflect limitations in
the choice of options or poor counsel-
ing. Because much of this unmet
need reflects poor services, concen-
trating on service quality may be the
most effective way there is of reach-
ing demographic targets.

Safeguarding reproductive rights.
The debate about demographic ob-
jectives extends to how government
should employ demographic informa-

tion to shape policy or guide and eval-
uate programs. Some reproductive
health advocates oppose any form of
demographic orientation in family
planning and argue that family plan-
ning should be approached only in the
context of reproductive health ser-
vices. This appears to be in conflict
with the view that slower population
growth is a valid developmental ob-
jective in poor countries. In fact, it is
not. The risks associated with demo-
graphically oriented policies should
be recognized. These risks can be re-
duced by shifting the programmatic
orientation of population programs to
provision of safe and effective ser-
vices that meet individual reproduc-
tive health needs. Targets, if needed
for effective program management,
need to be stated in terms of the pro-
portion of individuals who are pro-
vided with quality services rather than
the relative or absolute reductions in
total fertility or population growth
rates. Independent monitoring mech-
anisms should be set up to ensure
that reproductive health and repro-
ductive rights are protected.

mortality. Some countries are now well along in those transitions, while others
are still at very early stages. For example, in Rwanda and Malawi total fertil-
ity is above six children, infant and maternal mortality rates are still high even
by developing-country standards, contraceptive use is negligible, and access
to family planning and reproductive health services is very limited. Further
along on this spectrum are countries such as Brazil and China. which have
experienced rapid demographic transitions but must still deal with significant
reproductive health problems. including high levels of contraceptive failure

and high levels of unsafe abortion.
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For countries just starting their transitions, timing is also a critical consid-
eration in articulating sector strategies. For those countries to get ahead of the
wave of population momentum. significant investments to expand reproduc-
tive health and family planning services. educational opportunities, and other
key social services have to be made now. Population momentum also affects
countries in the middle stages of the demographic transition. The challenge is
to design and implement approaches that take account of the needs of particu-
lar countries and the time required for different interventions to take effect.
Sound macroeconomic policies are also needed. because without economic
growth countries will not be able to support the larger numbers resulting from
demographic momentum. Without strategic approaches that recognize the in-
terconnections between demographic, social, and economic changes, develop-
ment may stall. Countries could end up on a demographic treadmill, running
faster to keep up with population growth and incurring added costs over the
long run because of large increases in the numbers generated by momentum.

Further diversity in country needs derives from the entry of new Bank
borrower countries in Eastern Europe and Central Asia. Some of these coun-
tries have completed the demographic transition. but many of them still need
to make the public aware of reproductive health options and to develop basic
service infrastructure. Others need to expand access to contraceptive supplies
and improve counseling programs in order to improve quality and expand
choice in fertility regulation—for example, in Ukraine, fertility is actually be-
low replacement level, but there is substantial dependence on abortion.

Table 1-1 provides a framework for assessing the variety of country needs
at both levels of integration described above: reproductive health/family plan-
ning programs and broader social policy. The framework is simpler than some
of the other frameworks that have been developed to classify countries
according to where they stand in their fertility transition (see UsaIp 1989;
World Bank 1993b). However, this framework adds a social-development di-
mension that is absent from other frameworks and thus better emphasizes the
integrated approaches to reproductive health/family planning and broader so-
cial policy recommended here.

The table presents indicators to measure countries’ progress in the demo-
graphic transition and in social development. The table is divided vertically
into three segments according to the levels of those indicators. Thus, countries
with total fertility rates above 6 are considered to be emergent in their fertility
transitions, those with rates between 3 and 6 are classified as transitional,
while those with rates below 3 are grouped in the advanced category. Sim-
ilarly, countries with adult female literacy rates below 40 percent are consid-
ered emergent in terms of social setting, those with rates between 40 and 80
percent are classified as transitional, and those with rates over 80 percent are
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advanced. To simplify the presentation, the setting breakdowns are limited 1o
this pair of demographic and social indicators. Other indicators of reproduc-
tive health and women’s status are listed in the table for illustration, and an
even broader list would be required for a full assessment of country needs.

The table also lists selected policy options corresponding to each stage.
Thus countries in emergent demographic settings generally would need to
make investments in basic reproductive health and family planning infrastruc-
ture and to build institutional capacity, while those at advanced stages would
focus more on reaching underserved groups and encouraging sustainable fi-
nancing strategies. Countries in emergent social settings would emphasize in-
vestments in universal primary education. while those that are advanced
would aim at such actions as social safety nets for underserved groups and
improvements in quality. The table also allows for situations in which a coun-
try is more advanced in demographic terms than in social development, or
vice versa. Where such imbalances exist, countries need to put greater empha-
size on policy options listed for the earlier stages of the neglected sector. The
approach also applies to imbalances within countries: for example, strategies
that address differential conditions in northern and southern India, north-
eastern and southern Brazil, or northern and southern Nigeria.

Table 1-2 provides some country examples to illustrate this. Generally.
one would expect that countries at a given stage of the demographic transition
should be at similar levels of social development (corresponding to cells along
the diagonal of the table). Thus most of Sub-Saharan Africa is listed as being
emergent for both demographic and social settings. However, Kenya is listed
as having moved from emergent in the 1970s to transitional today. Indonesia
was transitional during the 1970s but has moved to advanced on both scales
today.

The matrix highlights some exampies of the imbalances mentioned
above. Bangladesh, northern India, and a number of other countries that have
advanced more rapidly in fertility decline than in social development are
listed as transitional in fertility but emergent in social setting. They need to
put greater emphasis on policy actions corresponding to the emergent level of
social settings. In contrast, the Philippines is advanced in terms of social set-
ting but needs to emphasize policy options appropriate to the transitional level
of the demographic setting. The case of Mexico during the 1960s provides a
parallel example of such an imbalance; when Mexico changed its policy on
family planning during the late-1970s. it moved quickly from the emergent to
the advanced stage of the demographic transition. The fact that countries have
completed their transitions to low fertility does not guarantee that they have
made equal progress in other aspects of reproductive health. For example,
Brazil is listed in the advanced demographic setting category but has ad-
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Table 1-1. Demographic and Social Indicators and Policy Framework for Emergent, Transitional, and Advanced Settings

(percent)

Indicator and policy framework

Emergent

Transitional

Advanced

Indicator
Demographic setting
Total fertility rate®
Contraceptive prevalence®
Under-five mortality rate©
Maternal mortality rated
Antenatal care®
Social setting
Adult female literacyf
Educational attainmente
Completed primary
Completed secondary
Women's access to credith

>6
<15
>200
>500
<30

<40
<30

<10
Rare

6-3
15-60
200-20
500-30
30-90

40-80
30-90

10-50
Expanding

<3

60-80
<20
<30

>90
>80
>90

>50
Widespread
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Policy framework
Demographic setting

Social setting

Invest in (1) infrastructure
and institutional capacity
for basic package: (2)
pilot approaches to
service delivery: and (3)
information and public
education.

Invest in (1) universal
primary education; and
(2) adult literacy and
other initiatives for school
leavers; and initiate credit
schemes and other
initiatives.

Extend basic package to
underserved groups:;
involve private sector;
and address quality issues,
legal and regulatory
obstacles, and cost
recovery.

Expand access to
secondary education;
expand programs for
school leavers; and
expand credit and other
programs for women.

Target subsidies to
underserved groups;
implement sustainable
financing; maintain
quality; and close
remaining reproductive
health gaps.

Target underserved
groups: and remove
remaining obstacles to
women'’s full economic
and social participation.

o

- o

o 03

a. Births per woman aged fifteen to forty-nine.
. Pereentage of reproductive-age women in unions practicing fertility regulation.
. Deaths up to age five per 1,000 live births.
. Matemal deaths per 100.000 live births,

. Percentage of pregnant women receiving tetanus immunizations, micronutrients, and screening at Icast once during pregnancy.

Percentage of women over age twenty who are literate.
. Percentage of women aged twenty to twenty-four who have completed primary level or secondary education and higher.
. A qualitative statcment.
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Table 1-2. Matrix of Countries in Various Stages of Policy Transition,
by Demographic and Social Setting

Demaographic setting

Social setting Emergent Transitional Advanced
Emergent Kenya during Bangladesh, Egypt. —
1970s, most of Morocco, North
Sub-Saharan India

Africa, Pakistan

Transitional Mexico during Indonesia during Brazil
1960s 1970s, Kenya,
Turkey
Advanced — Philippines Colombia, Indonesia,
Mexico, South India,
Thailand
— None.

Nore: 1990s unless otherwise noted.

vanced less than Mexico and Colombia on reproductive health and social indi-
cators. Under such conditions, a third dimension might be added to address
imbalances in reproductive health conditions in demographically advanced
countries that have made more progress on women's social status than in re-
productive health (Ukraine and Russian Federation, for example).

Although the policy framework in tables I-1 and 1-2 is highly simplified,
it does highlight four important points that need to be recognized in assessing
evidence and drawing policy conclusions about fertility decline: (1) country
needs are diverse and vary according to social and demographic settings, (2)
needs change over the course of demographic and social transitions. (3) the
relative weights assigned to policy options both in reproductive health/family
planning and in broader social policy arenas should reflect the diversity and
changing nature of country needs, and (4) most important. no single set of
policy prescriptions will be adequate across the complex and diverse range of
conditions that prevail among Bank borrower countries. Further discussion of
the specific policy options suggested by these country examples can be found
in chapter 6, where a series of boxes describe country cases at each of the
three levels of demographic transition.
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Goals and Structure of the Report

The report has three goals. First, through the exploration of the Bank’s ap-
proach and comparative advantage. it will help the Bank to rethink its strate-
gies and also inform other agencies and donors in the population field about
the Bank’s potential. Second, the report’s proposed agenda for action should
help set the direction for the Bank’s investments in population work over the
next five to ten years. Finally, these recommendations should provide a basis
for dialogue on policy and program issues with member countries, particu-
larly those in which population is or could be an important domain of Bank
operations.
The report is organized around three sets of questions:

® How demographic conditions have changed over the past two
decades. specifically in terms of major trends (chapter 2) and
whether their implications for economic development, poverty
reduction. individual health and welfare, and the environment
warrant government intervention in population (chapter 3).

B What has been learned about the relative importance of supply
and demand factors in fertility transitions (chapter 4) and how
to apply those lessons through more integrated approaches to
population policies and programs: first, by integrating
population into broader social and economic policies that are
beneficial in their own right and contribute to slowing of
population growth rates (chapter 5). and second, by integrating
tamily planning into an essential package of reproductive health
services (chapter 6). At both levels. the question of public and
private scctor actions o accomplish these goals is addressed.

® How the Bank is responding to these changing needs: what it
does well, what it is not doing that should be done. how it could
improve its operational capacity, and how it could work more
effectively with others in this field (chapter 7).

Detailed information on other donors in the population field. on Bank

lending for population and how it is counted, and on earlier reviews of Bank
population work are presented in appendixcs.



CHAPTER TWO

Developing-Country
Demographic Trends

POPU LLATION growth rates have begun to slow in many devel-
oping countries. The surge in population growth that began when death rates
declined earlier and faster than birth rates has begun to stabilize as more and
more developing countries experience the transition to lower fertility. Even
with slower growth rares, however, developing countries continue to experi-
ence large absolute increases in population. In fact, their populations are ex-
pected to increase by more people during the 1990s than during any previous
decade. The reason for this surge in population is the combination of still high
fertility rates and the youthful age structures in those countries, which result
in many more births than deaths. This combination holds the potential for ad-
ding several billion more people to the populations of developing countries.
How large those populations eventually will be depends mainly on the speed
of their transition to low fertility.

Although the global picture is one of continued growth. substantial varia-
tion is evident among regions. Rapid demographic changes are taking place in
many areas, while shifts are more gradual in other, mainly poorer, regions. Ta-
ble 2-1 shows that the largest absolute increases in population from 1950 to
1990 took place in Asia. where almost six out of every ten of the world’s peo-
ple live. At the same time, the largest percentage increases in population oc-
curred in Africa—which has nearly tripled in population since 1950—and in
Latin America. The populations of Europe and countries of the former
U.S.S.R. are declining rapidly as a percentage of the world’s population, from
23 to 15 percent.

22
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Table 2-1. Population and Percentage Distribution, by Geographic Region,
1950-90

Population Percentage of world
{millions) population

Region 1950 1970 1990 1950 1970 1990
World 2516 3.697 5.267 100.0 100.0 100.0
Less-industrial countries 1.684 2,648 4.052 66.9 71.7 76.9
More-industrial countries 832 1,049 1.215 33.1 28.3 231
Africa 222 363 628 8.9 9.8 11.9
East Africa 98 162 274 39 44 5.2
West Africa 72 118 214 29 3.2 4.1
North Africa 52 83 140 2.1 22 2.6
Americu 331 510 715 13.2 13.8 13.6
Latin America and the

Caribbean 165 284 435 6.6 1.7 8.3
North America 166 226 280 0.6 6.1 5.3
Asia 1,376 2.102 3.107 54.7 56.9 59.0
East and Southeast Asia 853 1.274 1.788 339 34.5 34.0
South Asia 481 754 1.186 19.1 20.4 225
Southwest Asia 42 74 133 1.7 2.0 2.5
Europe and U.S.S.R. 572 703 790 227 19.0 15.0
Oceania 13 27 27 0.5 0.5 0.5

Sowerce: For 1950 and 1970, United Nations 1992b: for 1990, Bus and others 1994,

Variation in population growth rates differs from the pattern in absolute
increases (see figure 2-1). Africa, which has only one-fifth the population of
Asia, is currently increasing by around 3 percent a year and is the only region
of the world where growth rates are actually higher than they were in 1965-
70. Asia’s population growth rates have declined to below 2 percent a year.
The world as a whole is growing at 1.7 percent a year, at which rate the popu-
lation will double in forty years.

Status of Demographic Transitions

Underlying this surge in population is a process demographers refer to as the
demographic transition. Prior to the onset of this process, population grows
very slowly because high death rates offset the high birth rates characteristic
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Figure 2-1. Average Annual Growth Rates, 1965-70 and 1990-95
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Source: 1965-70., United Nations 1993: [990-95, Bos and others [994.

of preindustrial societies. Periodic fluctuations in population growth did occur
in different regions before the demographic transition began, but the global
balance was such that population grew very slowly. In Europe, the demo-
graphic transition got under way at about the time of the Industrial Revolu-
tion, which gradually brought improved living conditions, followed by ad-
vances in public health and medical technology, which together resulted in
declining mortality. Initially birth rates remained steady or even increased, but
eventually the social, economic. and cultural changes occurring at the time
also brought declines in fertility. It was this lag between the onset of declines
in fertility and mortality that accelerated population growth during the demo-
graphic transitions of European countries.

The main differences between demographic transitions in Europe and
those now occurring in developing countries have been the levels of fertility
and mortality at the start of the decline and the pace of change during the tran-
sition. First, fertility in developing countries has heen higher than it was in
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Europe at the start of the transition. The reason fertility was initially lower in
preindustrial Europe was because people married later and a significant pro-
portion of women never married. Second, mortality in developing countries
had already declined to lower levels by the start of their demographic transi-
tions than had Europe’s and continued to decline very rapidly after 1950, re-
flecting not only gradual changes in living conditions and improvements in
public health but also twentieth-century measures to control infectious dis-
eases and other interventions, which especially reduced infant and child
mortality.

These differences are illustrated in figure 2-2, which compares the demo-
graphic transitions in Sweden and Mexico. In Sweden, the pattern of less uni-
versal and later marriage had already reduced the birth rate when the death
rate started to decline, resulting in a rate between 30 and 35 per thousand
population. By contrast. Mexico started with a higher birth rate that declined
slowly and a death rate that started at the same level but dropped more rap-
idly. leading to faster population growth. The result of such differences
throughout the developing world is that the gap between birth rates and death
rates has been greater and population growth has consequently been higher.

Developing countries vary considerably with regard to where they are in
the demographic transition. Some have nearly completed the transition (nota-
bly, China and several other Asian countries), others are in the midst of it,
with fertility at intermediate levels (several Latin American countries), and
some have yet to start (much of Sub-Saharan Africa). Table 2-2 summarizes
trends in mortality and fertility indicators. Considerable divergence is notice-
able among, as well as within, regions, indicating the different stages of the
demographic transition that have been reached.

Population Momentum

As fertility declines toward the replacement level (the level at which couples
have the number of children required to replace themselves, that is, about
two), population growth does not immediately decline to zero. In fact. the
number of births will often continue to be high for several decades, and the
absolute increase in the number of people will remain high. This phenome-
non, referred to by demographers as population momentum, is a facet of the
youthful age structures typical of populations in developing countries, which
in turn reflect fertility and mortality rates of the past decades.! Because of
population momentum. the full effect of lower fertility on the growth and age
structure of a population takes several decades to be felt. Before smaller birth
cohorts born recently make their way through the age structure, larger birth
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Table 2-2. Total Fertility Rate and Life Expectancy, by Geographic Region, 1950-55 to 1990-95

Total fertility rate?

Life expectancy at birth

Region 1950-55 1970-75 1990-95 1950-55 1970-75 1990-95
World 5.0 4.5 3.1 46 58 66
Less-industrial countries 6.2 5.4 3.4 41 55 63
More-industrial countries 2.8 2.2 1.8 66 71 75
Africa 6.7 6.6 5.7 38 46 54
South and East Africa 6.7 6.5 6.0 36 45 52
Middle and West Africa 6.6 6.7 6.1 36 43 51
North Africa 6.8 6.4 43 42 51 62
America 4.7 37 2.7 60 65 72
Latin America and the Caribbean 5.9 5.0 3.1 51 61 68
Northermn America 35 2.0 2.1 69 72 77
Asia 59 5.1 3.0 4] 56 65
East and Southeast Asia 5.9 4.7 23 42 60 68
South Asia 6.1 5.8 4.0 39 50) 60
Southwest Asia 6.8 6.0 4.6 43 57 66
Europe and U.S.S.R. 2.7 23 1.8 65 71 73
Oceania 3.8 32 24 61 67 73

a. Births per woman aged fifteen to forty-nine.

Sowrce: For 1950-55 and 1970-75, United Nations 1993b; for 1990-95, Bos and others 1094,
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Figure 2-2. Birth and Death Rates in Sweden and Mexico, Various Years
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cohorts from the past will mean large increases in the number of women of
reproductive age and in the number of young adults entering working ages.
The combination of above-replacement fertility and population momentum
poses an immediate chailenge for housing and other types of social infrastruc-
ture whose demand is sensitive to the growth of population in the household-
formation age groups.

A longer-term effect of momentum is the very large increase in absolute
population size that is projected to occur in developing regions during the next
century. In population projections prepared at the World Bank, shown in table
2-3. global population is expected to increase by almost 3 billion people from
1992 to 2025, when total population will reach the 8.1 billion mark. More sig-
nificant, however, is the growing divide between the population size of the
more-industrial and the less-industrial world. Whereas by the year 2100, the
population of the less-industrial world will have more than doubled (from
about 4 billion to about 10 billion), the population growth in the more-
industrial world will be comparatively negligible (around 165 million). Thus,
whereas in 1990, four of every five people lived in the developing countries,
in 2100 that ratio will be closer to ten out of every eleven people.

Projections of Future Population Growth

Demography is not destiny, however. Projections, especially longer-term fore-
casts, are based on extrapolations of trends in vital rates that may turn out to
be inaccurate. Until the spread of Hiv/AIDS, population projections generally
assumed continued progress in reducing mortality, with life expectancy stead-
ily approaching some assumed maximum. As HIv prevalence levels started to
indicate that the disease was spreading rapidly, especially in some countries in
Sub-Saharan Africa and Asia, population projections have been revised to
take account of increased mortality resulting from AIDS. alDS mortality is ex-
pected to lower life expectancy by several years in the most atfected countries
but is not likely to have an immediately large impact on population growth
because of the long incubation period of Hiv. The longer-run demographic im-
pact will build slowly because the transmission rate of Hiv is low compared to
that of other diseases.

The most recent United Nations population projections have attempted to
account for potential Atps mortality (United Nations 1993a). Comparing pro-
jected population size for fifteen high-prevalence countries, the aggregated to-
tal population for the year 2005 is 310 million without accounting for AIDS
and 298 million after accounting for alps mortality, a difference of 12 million
persons. For Uganda (with a current population of 18 million), the 2005 pro-
jection is 29.2 million without aips and 27.8 million with it. Even without
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Table 2-3. Population Projections, by Geographic Region, 1990-2100

(millions)

Region J1990) 2000 2025 2050 2100

World 5266 6,116 8.127 9587 10.970
Less-industrial countries 4,052 4843  6.763 8,221 9,592
More-industrial countries 1.215  1.273 1,364 1366 1,378
Africa 628 822 1432 200t 2.646
East Atrica 274 362 651 938 1,285
West Africa 214 286 520 735 975
North Africa 140 174 261 328 386
America 7158 821 1.047 1,178 1,267
Latin America and the Caribbean 135 512 686 804 883
North America 280 309 361 374 384
Asia 3107 3.628 4,758 5,516 6.154

88 2009 2430 2644 2,824
Jd86 1444 2,038 2484 2.847

East and Southeast Asia
South Asia

Southwest Asia 133 175 290 388 483
Europe and former U.S.S.R. 790 814 851 850 859
Oceania 27 31 38 42 45

Source: Bos and others 1994,

actual population decline, the impact of Hiv/AIDS is likely to be very serious in
its effects on the working-age population. This impact is complicated by the
fact that a high proportion of those who are infected will survive long enough
to have children (many of whom will themselves be infected) but will nor live
long enough to raise those children to young adulthood, creating enormous
burdens for relatives and other survivors.

The World Bank projections assume that the total fertility rate will stabi-
lize at the replacement level of 2.1 births per woman. The experience of many
developed countries in this century, however, has been a decline to below re-
placement during the 19305, followed by a baby boom in the 1950s and a re-
turn to below replacement in the 1970s and 1980s. Recently, a few developed
countries show increasing fertility once again. It is quite possible that when
the demographic transition is completed in the developing world, similar
mixed patterns could occur.

The main value of long-term projections is their demonstration of the
long-lasting effects of population momentum. This, in turn, points to the im-
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portance of current interventions to reduce fertility in order to offset the cu-
mulating effect of continued population growth and its inherent momentum
on population size in the future. The projections in table 2-3 are based on
country-by-country assessments of recent trends in fertility and mortality and
are applied to age-specific population estimates for each country. Bongaarts
(1994b) examines three causal factors underlying population growth and its
momentum and ways to achieve a total developing-country population below
the nearly 10 billion projected for 2100 (see figure 2-3) through actions that
deal with these causal factors. The calculations are for the developing world
as a whole, but they illustrate scenarios that apply both in large countries (In-
dia, Nigeria) and in small ones (Chad. Zambia) that face a doubling or more
of their populations as a result of momentum.

Unwanted pregnancies and the persistence of demand for large families
are the main reasons for high rates of population growth. According to Bon-
gaarts. eliminating unwanted fertility would reduce total projected

Figure 2-3. Effects of Underlying Causes of Population Growth on Future
Projections of Population Size in the Developing World, 1995-2100
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developing-country population in 2100 from 10 to 8 billion, and motivating
couples to have smaller families through increased investments in education
and other social policy initiatives, especially those that lead to improvements
in the status of women. could trim another 700 million from the projected to-
tal and lower the number to 7.3 billion.

Opinions differ about the relative weight of unwanted fertility and de-
mand for large families in the persistence of fertility rates at levels above the
replacement level (see chapter 4). But even if a combination of efforts on
these two fronts were to reduce total fertility to replacement level, there still
remains a projected 2.8 billion increase over and above the current population
(around 4.5 billion) in developing countries attributable to population mo-
mentum and further declines in mortality. Although many demographers see
population momentum as unalterable, it might be possible to reduce this fig-
ure. Delays in the timing of childbearing have an important impact on mo-
mentum. Later initiation of childbearing and longer intervals between births
could cut momentum even if women continue to have two births during their
childbearing years. A five-year delay in the mean age of childbearing would
reduce the projected increase by 1 billion at the end of the next century.

The following chapters will examine in more detail the policy and pro-
gram interventions to address high fertility and demographic momentum. The
discussion will draw both on experience with family planning and reproduc-
tive health programs and on evidence about broader social policies that affect
reproductive behavior.

Migration and Aging

Another important dimension of population is its changing geographic distri-
bution. Only 17 percent of the population of developing countries was consid-
ered urban in 1950, but this had doubled to 34 percent in 1990. The projected
population increase between 1990 and 2025 is almost entirely in urban areas,
which include many of the world’s ““mega-cities,” with populations of more
than 10 million. According to the most recent United Nations projections, 57
percent of the population in developing countries will reside in urban areas by
the year 2025 (United Nations 1993c).

A variety of forces has contributed to the increase in internal migration in
developing countries. Natural increase has remained higher in rural areas,
thereby increasing population pressures. Unequal distributions of land and ag-
ricultural production resources have forced many off the land, and attempts to
increase production using more advanced agricultural technologies have made
the agricultural sector less labor intensive. In some areas, for example the Af-
rican Sahel, poor management of soil, water, and forest resources has further
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reduced the labor-absorptive capacity of rural areas. In situations of political
instability, rural violence provides an added stimulus. On the ““pull” side of
the migration equation, potential migrants also perceive that there are greater
Jjob opportunities for themselves and educational opportunities for their chil-
dren in urban areas. Improved transportation and communication have also
fostered geographic mobility.

These same forces have stimulated flows of migrants across international
borders. Historically, international migration provided an escape valve when
European countries were experiencing population pressures during their de-
mographic transitions. International migration has become increasingly im-
portant in the developing countries over the last two decades. Migration ex-
perts estimate that as of the mid-1980s approximately 100 million people were
living outside their countries of birth or citizenship and that the numbers have
undoubtedly increased in recent years. Accounting for migration flows is
complicated by the presence of large numbers of undocumented persons, by
the variety of types of movements, and by changes in international borders.
The increase in international migration has important social, economic, and
political significance for both sending and receiving countries.

Most of the recent attention to international migration has focused on
movements from developing to industrial countries: from Mexico and Central
America to the United States, from North Africa to Europe. and so forth. In
tact, the greater share of international movers remains in the developing re-
gions. By far the largest numbers are in Asia. the Middle East, and North Af-
rica, which accounted for an estimated 35 million out of the global total. Mi-
grants in Asia and in the Middle East and North Africa include many laborers
in Persian Gulf states whose lives were disrupted by the 1991 Gulf War, as
well as millions of Afghans, Palestinians, and other refugees from political
upheavals. Many African movers are refugees from political violence
(Mozambique, Somalia). But there are also significant movements of eco-
nomic migrants (to South Africa and in West Africa). In Latin America and
the Caribbean, both economic and political conditions have been factors in the
movement of approximately 6 million people within the region. in addition to
the estimated 13 million—15 million who had moved to the United States and
Canada by the mid-1980s.

International population movements often have greater economic, social.
and political impacts than purely demographic significance for both sending
and receiving countries. Rising ethnic and racial tensions. other problems of
integrating migrants in terms of language and culture, and recognition of the
costs of providing social services for migrant workers and their dependents
are creating a hostile climate that could make migration less attractive to po-
tential movers. The migration process tends to be selective of better-trained,
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more ambitious workers. so that many potential employers oppose migration
restrictions. Networks among migrants, once established. tend to encourage
further movements. The benefits to sending countries can be substantial. Offi-
cial remittances from migrant workers. estimated to be in excess of $70 bil-
lion in 1990. exceed official development assistance, estimated at $54 billion.
Net official remittance flows to developing countries, which are far less than
the total including unofticial flows, amounted to $37 billion in 1989, roughly
70 percent of official development assistance to those countries.

Population aging is another emerging issue. The global population aged
sixty-five and over in 1990 is estimated to be 295 million. Although the per-
centages of those over sixty-five are highest in the developed world, develop-
ing countries are aging as well. as a result of declining fertility and mortality
(see figure 2-4). It is also important to recognize that although the percentages
of those over sixty-five are still low in developing areas. the numbers are al-
ready quite large and will become much larger during the next century. By the

Figure 2-4. Projected Growth, by Age Group, in Industrial and Developing
Countries, 1990, 2025, and 2100

Billions of persons
7

Developing countries

15-64 65+ 0-14 15-64 65+

2025 [ 2100

Source: Bos and others 1994,
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end of that century, the number of people over age sixty-five in the develop-
ing areas will be greater than the number under age fifteen.

Aging might therefore be seen as the outcome of a success story. Given
the dependency and health needs of the elderly population, however, it is not
without consequences for social expenditures. In Europe, the oldest region, 14
percent of the population is currently sixty-five years of age and over; this is
projected to increase to 22 percent in 2025. Although developing countries
have more time before their populations reach such levels, the population
aging process will occur more rapidly than in Europe and other areas whose
demographic transitions took longer. For developing countries now moving
rapidly through those transitions, the capacity to support an aging population
will depend on investments in the human resource potential of the current
generation of youth, who will be the first to experience the increased pres-
sures of dependency at the upper end of the age distribution.

The rapid urbanization of the population. international migration, and
population aging are important aspects of the population equation in develop-
ing countries. Traditionally, demographers have dealt mainly with issues of
population growth rates and fertility rates. Now other aspects of the popula-
tion picture require more attention. and governments are already striving to
develop policies that deal not only with the increased numbers of people in
their countries but also with the age and geographical redistribution of their
populations. The report returns to these questions and how the Bank should
address them during the discussion of operational issues in chapter 7.

Note

I. The amount of momentum in Asian countries with large population
bases is striking. China. where fertility is now at replacement level, will add
another 200 million—300 million to its current 1.1 billion population as a result
of momentum. India, where fertility is currently higher than in China, is ex-
pected to pass China in total population size as a result of momentum. Be-
cause of India’s large and youthful population base, a fifteen-year delay in
reaching replacement fertility translates into a difference of more than half a
billion persons by the time the growth rate slows down at the end of the next
century (Haub 1992).



CHAPTER THREE

Rationales for Public
Sector Involvement
in Population

BORROWERS. the Bank. and other donors have been involved
in population activities for two reasons. The first is concern that rapid popula-
tion growth will impede eftorts to raise living standards, particularly in poor
countries. The second is the belief that lower fertility will bring health and
welfare benefits to individuals and families in those countries. There have
been two main rationales to justify the role of public policy in these areas: (1)
the existence of externalities in fertility decisions, that is, in their childbearing
decisions parents do not take into account the effects on others of these
choices, and (2) tailures in the markets for reproductive health and family
planning services per se, because individuals may have imperfect information
about the possible methods of fertility regulation or about the health benefits
of spacing and family limitation. This chapter reviews the analytical and em-
pirical bases for these arguments.

Externalities: Societal Effects of Rapid Population Growth

The externalities rationale for public sector involvement in population hinges
on the argument that there are adverse effects of rapid population growth re-
sulting from gaps between individual and famity perceptions of the benefits
and costs of childbearing decisions and the actual public costs of these ac-
tions. These gaps occur for many reasons (see Chomitz and Birdsall 1991). All

as



36 POPULATION AND DEVELOPMENT

families value children; however, the poor may have added reasons for want-
ing large tamilies. Private benefits may be exceeded by the social costs of ed-
ucating and employing children, particularly in transitional situations in
which new skills are needed for the next generation to support itself. The
strength of the externalities argument depends primarily on the extent to
which population growth has negative effects on efforts to achieve economic
growth, reduce poverty (particularly through investments in human re-
sources), and preserve the environment in poor countries.

Most of the debate has focused on the effects of population growth rates.
However, population size and distribution are also relevant, particularly for
environmental issues. Exactly what the consequences will be as populations
in developing countries rapidly double their current size is a matter of dis-
agreement among experts. Debate continues between those who note that
pessimistic prognoses cannot be proved and those who argue that efforts to
develop human capital and manage environmental resources would be easier
if population grew less rapidly and if, by speeding up the transition to lower
fertility, the projected increases in total population size associated with demo-
graphic momentum could be offset through policy measures suggested in the
previous chapter.

Population and Economic Growth

Attempts to demonstrate consistent cross-national macroeconomic etfects of
high rates of population growth have, for the most part, been inconclusive.
Although it has been possible to demonstrate porential adverse effects of rapid
population growth with illustrative mathematical models linking demographic
and macroeconomic changes, efforts to measure the adverse effects of rapid
population growth with cross-national data provide only limited support for
that argument. A recent review (Kelley and Schmidt 1994) of a wide range of
models linking the rate of population growth to two measures—per capita out-
put growth and per worker productivity—reached the following conclusions
about these effects.

B They are not statistically significant in the 1960s or 1970s, a
finding consistent with a wide literature.

B They are statistically significant and quantitatively large in the
1980s.

® They vary with the level of economic development, being
negative in poorer countries and sometimes positive for more-
industrial countries.
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Similar findings emerge when the analysis is focused on the impact of the
high youth-dependency rates on savings in developing countries. Relatively
weak impacts are found for the 1960s and 1970s; however, the dependency-
rate impact on savings for the 1980s is sufficiently large to account, at least in
part, for the negative impact of population growth on the growth of per capita
output in poor countries.

Such cross-national assessments need to be interpreted with considerable
caution. They are, at most, indicative of linkages at the country level, which
need to be assessed in relation to the specitic experiences of those countries.
The data themselves are subject to many limitations, and the causal chains
linking demographic changes to development problems are often quite com-
plex. The U.S. National Academy of Sciences report on the adverse effects of
rapid population growth (National Research Council 1986) highlighted the
mediating role that institutional factors and governance capacity play in these
relationships, noting. for example, that the strengths and weaknesses of finan-
cial and administrative institutions in developing countries need to be recog-
nized in assessing negative age-dependency effects of rapid population
growth on savings rates in poor countrics. The erostve effect of population
pressures on administrative reforms and efforts to improve public manage-
ment has also been recognized, but this too has proven hard to quantify.

Although cross-national studies do not show that population growth
slows economic growth in all countries, they do suggest that rapid growth
(above 2 percent a year) inhibits efforts to raise incomes in poor countries
with high fertility and youthful age distributions. This is illustrated in country-
level studies. For example, a World Bank review of human resource needs in
Malawi noted that the labor force is expected to double between 1990 and
2010 and that the agricultural sector is already hard-pressed to absorb addi-
tiona! labor. The report concluded that without declines in fertility, it would be
unlikely that the country could increase the amount of capital per worker
enough to produce significant improvements in productivity, wages, and liv-
ing standards in the foreseeable future (World Bank 1992a). Similar conclu-
sions have been reached for other countries in Sub-Saharan Africa. An exam-
ple from another region, South Asia, is the Bank’s review of the consequences
of rapid population growth in Pakistan, which covered a range of develop-
ment objectives, including human resource investments and employment. The
report concluded that the costs of continued high fertility fall heaviest on the
most vulnerable members of society—women. children, and the poor—and
called for broad-based efforts to reduce the high fertility rates still prevalent in
that country (World Bank 1989).
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Population and Poverty Reduction

Most of the rapid increase in population over the last forty years has occurred
in the poorest of the less-industrial countries. Recent assessments indicate that
the incidence of absolute poverty in the developing world as a whole re-
mained static during the 1980s, with one in three persons consuming less than
$1 of goods per day. The number of poor has been growing at the same rate as
the aggregate population of the developing world, about 2 percent a year, with
generally rising incidence in Africa and Latin America and falling incidence
in Asia (Chen, Datt, and Ravallion 1993).

The anticipated increase in the world’s poor populations can also be seen
in table 3-1, which shows the global distribution of population among coun-
tries of different economic status. Most of the population increase is concen-
trated in low-income countries. Two-thirds of the 1.3 billion people being
added to global population between 1985 and 2000 will reside in currently
poor countries. Between 1985 and 2025, people in low-income countries (av-
erage 1990 per capita income: $350) are projected to increase from 57 percent
to 61 percent of the world’s total. Over the same period, the proportion of
those in the high-income countries (average 1990 per capita income: $19,590)
will fall, from 16 percent in 1985 to 11 percent in 2025.

Despite the high correlation between rapid population growth and pov-
erty, analyses of cross-national research have found little evidence that popu-
lation growth in and of itself causes poverty. Rather, the evidence suggests
that the relationships are complex and that high fertility is as much a symptom
of poverty as a cause. Ahlburg (1994) found little evidence of a direct link

Table 3-1. Population Projections, by Income Group, 1985-2025

{(millions)

Region 1985 2000 2025
World 5.266 6,116 8,127
Less-industrial countries 4,052 4,843 6.763
More-industrial countries 1.215 1,273 1,364

Income group in 1990

Low 3.072 3.653 5,062
Lower middle 914 1,057 1,425
Upper middle 463 540 718
High 817 865 922

Source: Bos and others 1994,
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between population growth and poverty levels in a multicountry analysis.
Ahlburg suggests that population growth may affect poverty indirectly, either
through its negative impact on the growth of per capita income in the poorest
countries. as argued above. or through its effect on the provision of education
and other social services, or directly through the size and structure of tamilies.

Within countries, rapid population growth can also hinder efforts to re-
duce the incidence of poverty, through the inhibiting effect of continually in-
creasing numbers on the effort to expand access and improve the quality of
education, health, and other human services and through the self-perpetuating
cycle of high fertility and low income in poor households. Again, the relation-
ships are complex. and explorations of cross-national evidence show little di-
rect link between a rapid increase in numbers and deterioration in the quality
of education, for example. In fact. effective public sector management turns
out to be more important than population per se. As Kelley (1994: 27-28) has
noted, ““A major impact of population growth has been to reveal the conse-
quences of bad policies sooner and more dramatically; as such, population
growth ‘exacerbates’ some problems but may not be their most important
cause.” He goes on to caution against raising the expectation that slowing
population growth will solve such problems, arguing instead that the most de-
fensible strategy is one that advances an appropriate balance between direct
efforts in the affected sector and population policy.

When human resource and population policies are mutually reinforcing,
the effects can be striking. For example, in their study of the extraordinary
expansion of education in the so-called “*East Asian Miracle™ countries, Bird-
sall and Sabot (1993; see also World Bank 1993a) found strong, positively re-
inforcing relationships between human resource investments, positive macro-
economic policies, and early completion of the demographic transition. In
contrast, where policies are not complementary, the mutual interactions be-
tween rapid population growth, poor government policy. and poverty lead in a
negative rather than a positive direction. This was the situation found by Tan
and Mingat (1992) in a broader sample of Asian countries, including several
with high rates of population growth. questionable economic policies, and in-
efficient educational policies.

Other effects of high fertility on individual welfare are apparent in com-
parisons of households classified by per capita income in Brazil, Colombia,
Malaysia, and rural India. The ratio of income per child in the richest house-
holds to that in the poorest in the 1970s ranged from about 12:1 in rural India
to more than [00:1 in Brazil. Studies that compared data from the 1970s and
the early 1990s show that the decline in fertility in Malaysia was accompanied
by a closing of the gap in per child resources between the lowest and highest
quintiles of families. A study of twins in India found that the additional unex-
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pected child reduced school enrollment levels of all children in households
with twins (see Rosenzweig and Schultz 1985).

Research on the intra-household allocation of resources finds less invest-
ment in children in larger families, particularly in societies that are at the ini-
tial stages of their demographic transition process (when mortality is declin-
ing but fertility remains high or is rising; see Lloyd 1993). Patterns vary
according to cultural and social contexts. Where there is strong preference for
sons, the adverse effects are likely to be worse for girls. In many parts of the
world, parents with more children tend to discriminate more strongly against
female children in the allocation of schooling and other forms of investment
than parents with fewer children. When these girls reach adulthood. they will
have been socialized to perform more traditional roles and will be less likely
to regulate their fertility and therefore more likely to perpetuate the cycle of
poverty and large family size.

The story that emerges from evidence about societal-level eftects of
population growth does not support the neo-Malthusian view that population
growth is the root cause of all development problems. Nonetheless, it suggests
that efforts to reduce high growth rates are worth pursuing in poor countries
where rapid growth impedes human resource investments and poverty reduc-
tion. The linkages between population growth and these goals are complex
and vary in their nature and severity. Most of the impact is mediated through
effects on other variables that affect human resource investments at both the
societal and household levels, where large numbers erode or impede the qual-
ity of those investments. Slowing of population growth will not, by itself, re-
duce poverty: nor is it a substitute for sound macroeconomic and sectoral poli-
cies. It can buy time to do the things that are necessary to achieve other key
development objectives. however, and it will reduce the pressures on budgets
and administrative structures that make their achievement so difficult in the
poorest countries.

Population and the Environment

The question of how population growth affects the long-term sustainability of
development efforts gained prominence during preparations for the 1992
United Nations Conference on Environment and Development in Rio de Ja-
neiro, Brazil. A key concern was whether efforts to feed and employ the very
large increments in population that are being projected for poor countries will
contribute to environmental degradation and undermine efforts to manage re-
sources on a sustainable basis. The views range from optimistic to pessimistic.
Economists have been generally optimistic about some environmental issues
that in the past were cited as reasons to ‘‘do something” about population
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growth. Their views are based on the expectation that markets and the price
mechanism will induce changes in resource use and call forth alternative in-
puts and techniques that keep economic systems in balance.

With qualifications—some of major significance, as in rural Sub-Saharan
Africa—economists believe that the market can address the interaction of
population and environment. This view is reflected in the 1986 National
Academy of Sciences report that concluded, “The scarcity of exhaustible re-
sources is at most a minor constraint on economic growth in the near to inter-
mediate term™ (National Research Council 1986: 16). Others are not so san-
guine. The report that emanated from the 1993 scientific summit meeting in
New Delhi, representing the opinions of fifty-seven scientific academies,
noted, “The academies believe that ultimate success in dealing with global
social, economic, and environmental problems cannot be achieved without a
stable world population™ (World Scientific Academies 1993).

In Africa, the Bank’s study on linkages between population and environ-
mental degradation illustrates how the market can break down (Cleaver and
Schreiber 1993). It cites evidence on how the pressure of population growth
has eliminated the central element—the ability to move freely on the land—
that has enabled pastoralists to derive their livelihood in a sustainable manner
from the natural resource endowment of their environment (see box 3-1).
Rapid population growth has narrowed the scope for further expansion of pro-
duction, and new cultivation techniques have not been introduced fast enough
to prevent soil erosion and declining yields. Much of rural Africa today is fac-
ing overgrazing, deforestation, depletion of water resources, and loss of natu-
ral habitat.

The focus of the ongoing debate about population and food supply has
also shifted toward environmental issues (see Bongaarts 1994a). Advances in
food-production technology and better policies have made it possible to ex-
pand global food production faster than population over the past two decades.
These increases occurred in Asia and Latin America, but not Africa, where
per capita production declined. Even in Africa, the potential for increased
food production is quite large. However, environmentalists are concerned that
the technologies required for increased production will damage the environ-
ment by increasing soil erosion and depleting water tables. Careful manage-
ment can avoid such risks, but poor countries with high rates of population
growth and other pressures may not be willing or able to pay the costs of
adopting sustainable approaches to increased food production.

Soil and water resources are examples of renewable common-property re-
sources, which are subject to excessive exploitation, pollution, and degrada-
tion. Analysts have found that slower population growth might allow more
time for developing countries to implement the policies and to develop the
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BOX 3-1. THE POPULATION-
AGRICULTURE-ENVIRONMENT NEXUS
IN SUB-SAHARAN AFRICA

Shifting cultivation and grazing have
been appropriate traditional re-
sponses to abundant land, scarce cap-
ital, and limited technology. As popula-
tion densities grew slowly during the
first half of this century, these exten-
sive systems evolved into more inten-
sive systems, as in Rwanda, Burundi,
the Kenyan highlands, and the Kivu
Plateau in Zaire. This slowly evolving
system has proved unable, however,
to adapt to sharply accelerated popu-
lation growth over the past four de-
cades. Traditional uses of land and
fuel have depleted soil and forests and
contributed to agricultural stagnation.
Stagnant incomes and the absence of
improvements in human resources
have impeded the demographic transi-

tion. A combination of high population
densities and low investment has
caused arable land per person to de-
cline from 0.5 hectare in 1965 to 0.3
hectare in 1987. As a result, in many
parts of Burundi, Kenya, Lesotho, Li-
beria, Mauritania, and Rwanda fallow
periods are no longer sufficient to re-
store fertility.

Population growth drives some peo-
ple to cultivate land not previously
used for farming: for example, in semi-
arid areas and in tropical forests,
where soil and climatic conditions are
poorly suited for annual cropping or for
the practices employed by the new mi-
grants. These problems are most se-
vere in parts of the Sahel, in parts of
mountainous East Africa, and in the
dry belt stretching from Namibia
through Botswana, Lesotho, and
southern Mozambique.

Source: World Bank 1992c.

institutions necessary to protect the environment. Economists tend to be more
optimistic about creating market capacity to balance long-run costs and bene-
fits than environmentalists, who argue that population increase has been out-
running the adaptation process and warn of systemic breakdowns once certain
“no-return’ thresholds are crossed.

With the exception of trends such as global warming, linkages between
population, environmental degradation, and management of natural resources
tend to be regional and local rather than global in expression, although exam-
ples exist of situations in which human activities in one place contribute to
environmental problems in another. Such environmental problems as air and
water pollution are virtually inevitable wherever human beings congregate in
large numbers. suggesting that problems will become even more of a chal-
lenge in the future as urbanization continues and urban areas grow in popula-
tion and size. The influence of population on problems of air, water, and land
management occurs through its interactions with such factors as technology.
consumption levels, and social organization.
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In dealing with specific environmental problems associated with popula-
tion, the time frame for planning and policy actions becomes an important is-
sue. Because of population momentum, the relatively near-term benefits of
acting on population in such areas as air or water quality or safe water supply
and sanitation may be small. In the long run, however, achievable reductions
in population growth could make substantial differences in one multiplier of
environmental impacts: human population size.

To be sure, many uncertainties remain about long-term population growth
in developing countries: its magnitude, its geographic distribution, and the se-
verity of its environmental impacts. The risks of adverse environmental con-
sequences associated with continued rapid growth of population in poor areas
are serious enough, however, to warrant action to slow population growth as
quickly as possible. Moreover, the existing poverty and weak institutional ca-
pacity of governments in many of these areas raise serious questions as to
whether those governments will be successful in implementing the institu-
tional and technological changes needed to manage large increases in popula-
tion without further damage to their countries” environments.

In the face of these uncertainties and the risks associated with failing to
make the adjustments needed to accommodate very large increases in popula-
tion in poor areas. an argument can be made for application of the “‘precau-
tionary principle,” which suggests the prudent reduction of risks where possi-
ble. Although it is virtually impossible to estimate what the potential carrying
capacity of such areas will be for human activity, it is certain that they will not
have indefinite capacity to support large additions of people. The prudent
course, then, would surely be nor to test the environment’s vulnerability, elas-
ticity. and recoupability to the outer limits: once the damage is done, it proba-
bly cannot be repaired, and the adverse effects on the health and well-being of
affected populations are likely to be great. In the case of population, the pre-
cautionary principle suggests that feasible policy actions to reduce population
growth and offset the long-term effects of demographic momentum are worth-
while. The same principle applies to improving technology, reducing wasteful
consumption, and otherwise conserving natural resources.

Individual Reproductive Health and Welfare

The rationale for government action in reproductive health and family plan-
ning does not end with the negative consequences of population growth. Even
in country circumstances where rapid population growth is not a concern,
public sector involvement in reproductive health and family planning is war-
ranted. The timing and spacing of pregnancies and the degree to which they
are wanted, independent of their total number, have important impacts on ma-
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ternal and child health. This health impact on women and their families, com-
bined with failures in the markets for health and fertility regulation, provides
an impetus for public action even where demographic concerns are absent and
can be an equally, if not more, compelling reason for those actions when de-
mographic concerns are present.

High Fertility and Reproductive Health

Studies are providing increasingly strong evidence of the negative conse-
quences of badly timed or unwanted fertility on family well-being. The ad-
verse health consequences of pregnancies that are too closely spaced or that
occur too early or too late in the reproductive life cycle are documented in
World Development Report 1993 (World Bank 1993e). Enabling women and
men to exercise better control over their reproductive lives therefore brings
both individual and societal health and welfare benefits. These benefits in-
volve more than just the avoidance of sickness and disease. Proper timing and
spacing of births enable mothers to take better care of themselves, their chil-
dren, and other family members. Poorly timed and inadequately spaced births
increase the risk of morbidity and mortality for both mothers and children.
They are also an increased burden on the health care system and draw re-
sources away from other uses. Three areas where reproductive health out-
comes could be improved warrant specific attention: avoiding high-risk preg-
nancies, reducing maternal and child mortality and morbidity, and reducing
health risks in fertility regulation.

Avoiding High-Risk Pregnancies

Pregnancy and birth always carry some risks for the mother and child; but
some pregnancies have predictably higher risks for mothers and children than
others. By avoiding such high-risk pregnancies, maternal and child health can
be improved.! Pregnancies that occur too early or too late in a woman’s repro-
ductive life, that are too closely spaced, that occur to women who have al-
ready had many births, that occur to women who have health problems such
as high blood pressure and diabetes that could be aggravated by pregnancy,
and that are unwanted all pose health risks for mothers and/or for their chil-
dren. Unwanted pregnancies are a matter of health risk for all women, particu-
larly when unwanted pregnancies lead to unsafe abortions. The avoidance of
unwanted pregnancy protects women from exposure to these risks. Quantify-
ing these risks and the number of abortion-retated deaths and injuries is ex-
tremely difficult because in most countries of the developing world, abortion
is illegal and is not reported by the person who performs it, the woman, or her
family.
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Reducing Infant and Child Mortality

The factors that cause higher risk for infants and children are somewhat dif-
ferent from those that cause higher maternal mortality. Births to older women
and high-parity births are less likely to elevate the risk for the child than to
elevate the risk for the mother, while births to very young women bring high
risks to both mother and child. Closely spaced births are more likely to affect
the survival chances of the child than of the mother. However. a mother’s
death from complications of pregnancy and labor is almost always associated
with the death of her infant. An estimated 7 million perinatal infant deaths
annually are associated with poor maternal health and poor management of
pregnancies (see Tinker and Koblinsky 1993).

Reducing Muternal Mortality and Morbidity

Few data exist on maternal mortality in developing countries. Therefore. one
must consider the relative risks reported as rough approximations. In high-
fertility countries, however, a woman is at risk of pregnancy-related mortality
many times during her reproductive lifetime. Each year, an estimated 500,000
maternal deaths occur in the developing world. For each of those deaths, there
are, in addition, between ten and sixteen cases of maternal morbidity. Data
from India indicate that women have a higher risk of dving between the ages
of fifteen and forty-nine than men and that this risk is due primarily to the
health risks of childbearing. To put these mortality differences in broader per-
spective, it has been estimated that in high-fertility areas of West and Central
Africa women have a 1-in-20 chance of dying from maternal causes. while in
low-fertility East Asia, women have a 1-in-722 chance of maternal death. In
North Europe, with its somewhat lower fertility and much better health facili-
ties, the chances are 1 in 10,000 (Tinker and Koblinsky 1993). The World
Health Organization estimates that in half of the developing countries, mater-
nal mortality is the first or second most common cause of death among
women twenty-five to thirty-four years old. In all others. it is in the top ten
(see Winikoff 1987).

The risks of maternal death depend on both age and parity. Girls who bear
a child before age eighteen are three times more likely to die in childbirth than
women who bear their first child between the ages of twenty and twenty-nine.
First births are generally more risky than second or third births, but as parity
rises over three, the risk of maternal mortality tends to increase. There is a
debate in the literature about whether high mortality of mothers under eigh-
teen and their infants is the result of young age, primiparous status, or the fact
that women who bear children early tend to be from poorer families and re-
ceive less health care and poorer nutrition. Some researchers suggest that the
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higher risks of early childbearing are related to physiological factors such as
smaller pelvises (particularly under age sixteen). pregnancy-induced hyper-
tension. and more frequent pregnancy-aggravated malaria; this evidence has
not clarified whether it is age per se or poverty and lack of medical care that is
most important in contributing to these hazards (National Research Council
1989). Depending on the ages and reproductive intentions of expectant
mothers, adequate timing, spacing, or limiting of pregnancies could help re-
duce such risks. Many women in developing countries say they want to space
or limit their births but are not doing so. Others are at risk and do not express
a desire to limit or space births but might do so if they received adequate
counseling about the health risks of a poorly timed pregnancy.

Reducing Health Risk in Fertility Regulation

Risk is attached not only to pregnancy but also to a lesser extent to the use of
methods to prevent births. Survey data point to a considerable scope for pro-
viding family planning information and services to women who want to space
or limit births. In some cases, women do not have access to the temporary
methods appropriate for spacing; others may use temporary methods, but be-
cause of inadequate information use them poorly, resulting in method failure
or discontinuation. The quality of family planning services is. in many in-
stances, inadequate for women who want to space their children. In other in-
stances, women do not have access to permanent methods and are exposed to
long periods of failure with temporary methods because method mix is lim-
ited, providers are not trained to recognize and respond to health problems
and other client concerns, or counseling about side effects and follow-up with
problems that arise are inadequate.

Thus adequate information and methods of fertility regulation are crucial
to achieving and maintaining reproductive health and provide two rationales
for public involvement in reproductive health and family planning services.
First, without public action, the market will not provide sufficient information
about the health consequences of fertility patterns and fertility regulation
methods. Second, many governments may decide that contraception is a good
to which all are entitled. and therefore undertake to provide it to persons
whom the market would ignore. These arguments about the role of the public
sector paralle! those in World Development Report 1993, which recommends
that reproductive health and family planning services be included in preven-
tive health services.

Standard economic analyses assume that people have access to full infor-
mation relevant to their decisions. In the case of reproductive health and fam-
ily planning, this requires that women be able to know the consequences of
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childbearing and child spacing for their own and their children’s health and
that they be aware of the relevant characteristics (safety, efficacy, conve-
nience) of fertility regulation methods. When such assumptions do not hold,
there is scope for government to provide information on efficiency grounds.
Information takes on characteristics of a public good similar to other preven-
tive health measures. Access to it cannot be limited to those willing to pay for
it. and hence it will be underprovided by the private economy. if provided at
all.

Examples of market failures that deprive underserved groups of the
health and welfare benefits of choice and control over reproduction include
cases where fertility regulation methods requiring medical backup (intra-
uterine devices or surgical sterilization) are not provided, where private health
services are not accessible to the poor, or where health infrastructure is gener-
ally lacking. Lack of information is frequently cited as a reason for high-risk
pregnancies (see chapter 4). Although surveys report that most interviewees
can name at least one method of contraception, in-depth analyses reveal that
tew understand the side eftects or how to use methods correctly, indicating
that counseling is inadequate. One consequence of this is that even when con-
traceptives are commercially available, contraceptive failure rates are high
and involve serious health consequences. These limitations in the market for
contraceptive information and services show up in a higher incidence of high-
risk pregnancies for poorer, less educated women even in countries that have
higher average levels of contraceptive prevalence.

Public Sector Action Is Warranted

The rationales for public sector action to speed up the transition to lower fer-
tility in poor countries are strongest with respect to failure in the market for
reproductive health/family planning information and services. Corrective ac-
tion is important for human development and poverty reduction and also con-
tributes to lower rates of population growth. Societal-level evidence about
externalities resulting from the adverse effects of rapid population growth is
problematic and does not support across-the-board generalizations about the
adverse effects of population growth that once characterized the population
debate. Nevertheless, public sector actions to slow high rates of population
growth are also warranted in poor countries where population growth hampers
efforts to invest in human resources, reduce poverty, and protect the
environment.

These rationales apply for government involvement in reproductive
health/family planning as well as broader social policy aimed at speeding up
fertility declines through increasing educational opportunities, particularly for
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girls, raising the status of women, reducing poverty. and achieving economic
growth. Such policies are justified in their own right on welfare grounds simi-
lar to the ones outlined above for reproductive health and family planning, but
they may be supported for the added and often powerful impact that they have
in reducing the demand for large families and motivating the practice of fertil-
ity regulation. In most instances, interventions justified on the basis ot societal
objectives also serve individual interests. Where they are in actual or potential
conflict—as in the case of concerns registered by reproductive rights advo-
cates about population policies that put heavy weight on slowing population
growth—consideration needs to be given to ways in which individual and so-
cietal interests and responsibilities can be harmonized.

The next chapter identifies a broad range of channels through which pub-
lic policy could influence fertility. The following two chapters discuss spe-
cific options in terms of social policies affecting fertility (chapter 5) and inter-
ventions in the market for reproductive health and family planning
information and services (chapter 6).

Note

1. Reproductive health risks are not limited to high-risk groups. In fact.
most maternal deaths occur outside these groups. even though the relative risk
is less. Lower fertility can also affect the numbers of maternal deaths by re-
ducing the numbers exposed to the overall risk associated with pregnancy.



CHAPTER FOUR

Demand and Supply
Factors in Fertility
Transitions

FEW social changes are as well documented as the fertility de-
clines now occurring in developing countries. Starting with data from the
World Fertility Survey twenty years ago and continuing with information
from the most recent round of Demographic and Health Surveys, along with a
variety of related survey efforts, demographers have been able to track trends
in fertility over the three decades in which these declines have been under
way. [n addition to information on fertility rates. these surveys shed light on
the practice of fertility regulation and on the social and economic characteris-
tics associated with changes in reproductive behavior.

The Demand for Children

High fertility reflects cultural and social norms supportive of larger families
as well as high levels of infant and child mortality that require additional
births to ensure that the desired number of children survive to adulthood. The
costs of child rearing are low in such settings: these include both direct costs
(food. clothing, housing, and others) as well as indirect or opportunity costs
such as the time that mothers or older sisters devote to child care. Benefits of
large families include added labor, particularly in rural settings, support for
parents in old age. as well as other claims or entitlements (for example, to
land holdings) based on the number of individuals in a household. Regulation

49
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of fertility is subject to social control, for example. through customs that de-
termine when, whom, and even whether individuals can marry and bear chil-
dren and through traditional practices such as postpartum abstinence, separa-
tion of spouses, and breast-feeding. In addition to its direct purpose of
nourishing newborns, breast-feeding may or may not be intended as a means
of spacing births.

Demand theories of fertility decline focus on changes in the balance of
costs and benefits of children and on how shifts in this balance relate to
changes in the costs of fertility regulation. The reason why fertility decline
has generally accompanied economic growth and social development is that
those processes induce shifts in the balance of the cost-benefit ratio for chil-
dren. Some of these shifts are by-products of other changes associated with
social and economic structure—for example, migration from rural to urban
areas, which raises the cost of housing or breaks down traditional mechanisms
for support of parents in old age as part of familial inheritance arrangements.
Others may be the result of public policies that may or may not have explicit
population objectives—for example, compulsory education, which reduces
the labor value of children and raises their costs through school fees, books,
clothing, and transportation. As is explained in the next section, education
also affects the demand for children by affecting reproductive attitudes and by
increasing the value of women'’s time and thus raising the opportunity costs of

child rearing.
The links to costs of fertility regulation can be addressed as they relate to

the rising costs of children. If means of fertility regulation are not available or
are obtainable only at very high monetary or opportunity cost (for example,
having to travel a long distance to obtain them) or at high psychological or
human cost (for example, the practice of infanticide or unsafe abortion), there
will be very little fertility control as long as the number of births and desired
fertility are in balance. As social, economic, and demographic changes (mor-
tality decline) reduce the desire or need for a large number of births, the pro-
portion of unwanted pregnancies will increase, and eventually the costs asso-
ciated with unwanted fertility will rise to levels that motivate individuals to
incur the costs of fertility regulation. If the development of private markets for
contraceptives accompanies the economic and social changes that raise the
costs of children, the practice of fertility regulation will reduce unwanted
pregnancies and lead to fertility decline (as it did in the industrial countries).
The same could occur if externalities associated with rapid population growth
or failures in markets for fertility regulation lead governments to provide con-
traceptive information or services. Both would influence fertility by reducing
the costs, monetary as well as psychological, of regulating fertility relative to
the costs of incurring unwanted pregnancy.
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The experiences of a number of developing countries that have experi-
enced rapid fertility transitions over the last two decades indicate that the de-
mand for fertility reguiation increases tfairly rapidly when social and eco-
nomic conditions are undergoing rapid change. Potential consumers have
demonstrated their willingness to use contraceptives when privale markets or
government programs offer high-quality services that respond to their needs.
Experience has also shown that these needs involve more than mere access to
contraceptives, which account for only a small portion of the total array of
information and services that consumers desire. In the case of resupply
methods. contraceptives generally can be procured through pharmacies and
commercial outlets once client relationships have been established. The effec-
tiveness of services in helping clients to realize their reproductive aspirations,
including better spacing or limiting of pregnancies, has generally depended on
the quality as well as the location and cost of services being provided. In
many cases, even very poor clients have shown that they are willing to pay for
services that respond to their needs and that they will not use free services that
do not address those needs.

Demand and Supply Issues

A key question for population policy in countries in South Asia and other re-
gions that have not yet completed their transitions to lower fertility is whether
efforts to expand the family planning services that played an important role in
getting fertility declines under way will be sufficient to finish the transition to
low fertility or whether greater attention needs to be given to underlying so-
cial and economic conditions as transitions reach an intermediate stage. This
question is also relevant for countries at an early stage in their fertility transi-
tion, which may learn from the experiences of countries that have already
completed that stage. The issue is particularly important for low-income
countries in Sub-Saharan Africa, which lack much of the social and health in-
frastructure that aided fertility declines in Asia and Latin America once con-
traceptives became more widely available through organized family planning
programs and through private and commercial channels.

Debate about the relative importance of the supply of contraception and
factors aftecting the demand for children in fertility transitions has waxed and
waned for more than two decades. When efforts to expand family planning
were just getting under way in developing countries during the early 1970s,
there was considerable skepticism about whether demand for contraception
would be sufficient to bring significant change in reproductive behavior. *"De-
velopment is the best contraceptive™ was a catchphrase at the 1974 World
Population Conference in Bucharest, with a bottom-line recommendation that
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fertility would decline faster if spending were shifted from family planning
programs to changing the underlying social structure that generated demand
for large families. This view was supported by a strong body of evidence on
the linkages between fertility decline and educational attainment, improve-
ments in the economic and social status of women, and other factors such as
urbanization and the spread of mass communications.

When the supply-demand debate was most intense during the 1970s, sup-
ply was fairly narrowly defined in terms of the availability of contraceptives.
As program experience has deepened and been evaluated. the definition of
supply has broadened to address a range of information and services that fam-
ily planning programs provide to help clients realize their reproductive aspira-
tions. Recognizing this, many family planning programs have invested in in-
formation, education, and communication efforts aimed at informing potential
clients about the benefits of spacing and limiting births and about how to use
fertility regulation methods effectively. Many programs have used the media
to raise consciousness about family planning and to motivate couples to space
and limit births. Even the nonspecific content of mass media messages, par-
ticularly those that expose audiences to new values and the concept of choice,
can play an important role in this process. Although these influences are diffi-
cult to quantify, they are recognized as playing an important role in strength-
ening motivation for family planning (see Church 1989; Gilluly and Moore
1986).

These efforts to influence fertility preferences and attitudes toward family
planning have often proved to be as important as the actual provision of con-
traceptives. They have generally been labeled as “*demand creation.” How-
ever, it is important not to equate this use of the term with its broader use in
the supply-demand context discussed above. Both senses of demand are im-
portant for understanding reproductive behavior, but the first refers specifi-
cally to efforts to motivate the practice of fertility regulation for purposes of
either limiting or spacing births, while the second encompasses the eftects of
a broad range of social and economic changes that shape reproductive atti-
tudes and practices.

The Pivotal Role of Education

Much of the debate about the relative importance of supply-and-demand fac-
tors in family planning has focused on whether investments in female educa-
tion or funding of family planning programs would be more effective in accel-
erating fertility declines in developing countries. As Cochrane (1979: 29) has
demonstrated, the effects of an individual’s education on fertility are likely to
work through multiple channels: *‘Education through literacy gives people ac-
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cess to more sources of information and a wider perspective on their own cul-
ture. Education is also a socializing process and inculcates social values. Ex-
posure to these values would depend on the years of schooling. Education is
widely believed to provide economic skills, and the level of those skills may
depend on the grade level attended. Even if education does not provide such
skills, jobs are often rationed on the basis of credentials such as education cer-
tificates.” Improved educational opportunities and higher returns to schooling
can also induce parents to have fewer children and invest more in each child.

That schooling has a powertul effect on reproductive behavior is undis-
puted. Data from the Demographic and Health Surveys reveal the same con-
sistent correlation between fertility and educational attainment, both between
and within countries, that has been observed in numerous earlier inquiries. Ta-
ble 4-1 summarizes evidence assembled from those surveys in a forthcoming
United Nations review of linkages between women’s education and fertility
(United Nations forthcoming). At the individual level, the table shows differ-
ences of two to five births between women with no education and those with
ten or more years of schooling. The importance of education for fertility de-
cline is also underscored in numerous cross-national analyses that have exam-
ined its direct etfect (see Subbarao and Raney 1993) or its indirect influence.
for example, by shaping reproductive aspirations (see Pritchett 1994).

Survey data demonstrate the effect of educational attainment on three im-
portant behaviors related to fertility: age at marriage, duration of breast-
feeding. and contraceptive use. Schultz (1994) has compiled duta on these re-
lationships from the World Fertility Survey: they are reported in table 4-2.
These data reveal a three- to five-year differential in the average age at mar-
riage between women with no education and those with seven or more years
of schooling. This is very significant with respect to the population momen-
tum issue raised in chapter 2, where it is shown that a five-year delay in the
average age of childbearing (which is closely correlated with age at marriage)
could reduce by as much as | billion the total population in standard projec-
tions for the developing countries in the next century.

The data also reveal one of the challenges faced by tamily planning pro-
grams in reducing fertility at the early stages of the transition process: the ten-
dency for the average duration of breast feeding (and the corresponding pe-
riod of postpartum amenorthea) to decrease with the years of schooling. Part
of the effect of increased contraceptive use on fertility is oftset by this de-
crease in the other proximate determinant of fertility. For this reason. family
planning programs have stepped up their emphasis on continuing the practice
of breast-feeding, which in addition to its health benefits for infants also has a
natural contraceptive effect if practiced exclusively.

Large percentages of women with no schooling and low literacy have
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Table 4-1. Fertility Rates, by Women’s Years of Education and Region

Mean . Difference
vears of Years of education berween

Region education  Total a -3 4-6 -9 10+ 10+ and 0
Sub-Saharan Africa
Botswana 5.5 5.0 59 56 3. 4.5 3.1 —-28
Burundi 0.9 7.0 7.0 74 6.7 (6.6) 4.2) -2.8
Ghana 4.9 6.4 7.1 66 64 68 49 =22
Kenya 5.2 6.7 72 75 75 62 4.6 -26
Liberia 2.6 6.6 6.8 7.1 75 57 4.2 —-2.6
Mali 0.9 6.9 7.0 69 66 57 (47 —-23
Senegal 1.5 6.6 7.0 64 55 43 3.6 -34
Togo 23 6.6 72 7.4 6.0 39 1.8 —-2.4
Uganda 3.3 7.3 77 74 70 72 53 —-2.4
Zimbabwe 6.0 5.7 7.3 72 63 50 33 —-4.0
Northern Africa®
Egypt 3.1 4.7 57 53 42 34 3.4 23
Morocco 1.1 49 55 39 29 24 22 —3.]
Tunisia 28 44 S 47 37 2.8 26 —2.5
Asia®
Indonesia 4.7 34 38 10 36 28 26 —-1.2
Sri Lanka 6.3 2.8 28 30 29 27 2.7 —0.1
Thailand 4.8 24 35 28 25 21 1.5 -20
Latin America and the Caribbean
Bolivia 5.9 5.1 6.2 64 53 42 2.8 34
BrazilP 5.9 37 . 52 34 28 22 4.5
Colombia 5.8 33 56 45 36 25 1.% —3.8
Dominican

Republic 6.8 38 58 50 44 35 2.6 —-3.2
Ecuador 7.1 43 64 63 47 3.5 2.6 —3.8
El Salvador 4.8 4.4 6.0 52 39 35 2.5 -35
Guatemalab 3.1 5.6 69 56 42 2. 2.7 —4.2
Mexico 6.2 4.1 64 63 40 27 2.4 —4.0
Peru 6.2 4.5 74 6.1 46 37 2.5 —4.9
Trinidad and

Tobago 8.7 31 (23) 43 36 38 2.9 —-0.6

Notes: Total fertility rates based on the five-vear period prior to the survey. Calculations exclude events and
exposure in the interview month. Numbers within parentheses were based on fewer than 100 cases.

a. Sample of women who had ever been married: estimates for all women are calculated applying the
education inflation.

b. Based on women aged fifteen to forty-four.

Source: United Nations forthcoming.
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been identified as a serious obstacle to fertility decline in Sub-Saharan Afri-
can countries where the demand for children is still high (van de Walle and
Foster 1990). A review of government policies in four domains affecting fer-
tility in that region (girls’ schooling, child health, laws affecting women’s sta-
tus and childbearing, and family planning) reports that fertility declines have
been most rapid in the countries that have adopted multisectoral approaches in
population and balanced family planning with investments in girls’ education.
child health, and improvements in women'’s status, property rights, and so
forth (Scribner 1994). The study urges governments that have not yet broad-
ened their population policies to do so because failure to act will ultimately
constrain prospects for significant fertility decline and slow the transition to

Table 4-2. Women’s Average Age at Marriage, Duration of Breast-feeding,
and Use of Contraception, by Region and Education, in World Fertility
Survey Countries, around 1980

Age uf Duration of Contraceptive

marriage breast-feeding se
Region and veuars of school completed (veurs) (months) {percent)
Africar
0 17.8 19.9 7
1-3 19.2 18.5 14
4-6 20.3 15.7 17
7 or more 23.0 13.4 27
Difference (between 7+ and ()} 5.2 —6.5 20
Latin America and the Caribbean
0 19.5 15.0 24
1-3 19.5 12.1 33
4-6 204 9.1 43
7 or more 22.6 5.4 53
Difference (between 7+ and () 31 -9.6 29
Asia and Oceania
0 20.2 20.1 16
1-3 19.5 18.4 26
4-6 20.6 16.0 28
7 or more 238 10.6 39
Difference (between 7+ and 0) 3.6 —9.3 23

a. Eight to twelve countries.

b. Thirteen countries.

¢. Eight to twelve countries.
Source: Schultz 1994 1able 2-6.
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low fertility that is now a population policy objective in most countries of the
region.

Further analysis of the relationship between education and fertility sug-
gests that it is more complex than the association revealed by these cross-
tabulations of fertility rates by educational attainment. In her recent review of
findings from research on linkages between education and fertility in develop-
ing countries, Jejeebhoy (1992) found that the net fertility impuct is negative
but works through a variety of channels. The impact on fertility is greatest
when education offers women more than a limited role in family decisions
and access to resources. Jejeebhoy also raises policy concerns about relying
on changes in the distribution of educational attainment to reduce fertility
even though some fertility decline can be expected because of such changes.
Although the proportion of poorly educated women in the developing world is
declining, these women stilf comprise the majority in many countries. and fur-
ther declines in fertility depend on their attitudes and behaviors.

Changing Reproductive Attitudes and Behaviors

In the analysis of fertility determinants. an important developmient in the inter-
pretation of these data is the recognition that the effects of public policy inter-
ventions on fertility are mediated by a set of intermediate or proximate deter-
minants of fertility, as elaborated by John Bongaarts (1978). This perspective
has shifted the focus of research on fertility determinants from direct to indi-
rect linkages. taking account of certain physiological and demographic factors
through which the direct determinants affect reproductive outcomes. These
are (a) use of contraceptive methods, (b) intended or involuntary infertility
and interruption of pregnancy, and (¢) patterns of marriage and cohabitation.
Both socioeconomic conditions and programs affect these proximate vari-
ables, and Bongaarts. Mauldin, and Phillips (1990) have tried to focus the dis-
cussion of policy options on these channels and their interactions in order to
inform decisions about policy and resource allocation.

In the early 1960s. fewer than 10 percent of married women in the repro-
ductive age groups in developing countries practiced any form of fertility reg-
ulation (modern or traditional methods). By 1990, the figure was in excess of
50 percent, or just below 40 percent if China is not included. The most recent
estimate of contraceptive prevalence in developing countries is 55 percent,
These averages mask further shifts from traditional to modern methods and., in
some instances, the more effective use of traditional methods. Other factors.
including changes in marriage patterns. breast-feeding and postpartum absti-
nence, and the practice of abortion also account tfor some of the fertility de-
cline. Overall. their impact is smaller than that of the increase in fertility regu-
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lation, although the relative impact of each on fertility levels varies at
different stages of the fertility transition.

There are cases (for example, in several Latin American countries) in
which the initial impact of increased use of contraceptives on fertility was
dampened by offsetting declines in two fertility-limiting practices: prolonged
breast-feeding and postpartum abstinence. Social and economic changes that
motivate use of contraceptives—urbanization, structural changes in produc-
tion, increased female education and labor force participation, and increased
access to modern media—also contribute to declines in these traditional prac-
tices, which provide a natural contraceptive eftect. In Sub-Saharan Africa. fer-
tility has risen as a result of declines in these practices and in subfecundity
associated with reproductive tract infections (Dyson and Murphy 1985).

Abortion is also a factor in fertility regulation, although its impact on fer-
tility decline is difficult to assess because it is often illegal or performed clan-
destinely and is generally underreported in survey data. Many family planning
programs seek to provide safe. effective contraception as a measure to reduce
abortion. At the same time, the poor quality of services and lack ot appropri-
ate methods and counseling have led to high rates of contraceptive failure and
to women resorting to abortion of unwanted pregnancies. In Latin America,
where this problem is widespread. it is estimated that as much as one-quarter
of recent fertility decline has resulted from increased reliance on abortion.
Abortion is also significant in China. India, and Viet Nam.

Large regional differences are also evident in the average age at marriage,
with later marriage more common in East Asia and Latin America and earlier
marriage more common in South Asia and Sub-Saharan Africa. Differences in
the average age at marriage reflect both cultural and socioeconomic factors.
Socioeconomic changes that are particularly important to raising the age at
marriage include increased education and employment opportunities for
women and urbanization. Later marriage is found among more-educated
groups in most countries. Although increases in age at marriage have gener-
ally played a lesser role in initiating recent fertility declines in developing
countries than they did historically in many more developed regions. impor-
tant exceptions include several East Asian and Maghrebi countries. There is
also evidence that later age at marriage and first birth has contributed to incip-
ient fertility declines in some Sub-Saharan African countries (Westoft 1992).

Underlying these changes in the proximate determinants of fertility are
broad shifts in attitcudes and aspirations. Most of the evidence on fertility aspi-
rations is for married women. Survey data indicate that desired family size has
been falling everywhere over the last ten to tifteen years (see table 4-3). De-
sired family size is highest in Sub-Saharan Africa. although even there the av-
erage for several countries fell from 7.6 children to 5.8 between the
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late-1970s/early-1980s and the late-1980s/early-1990s. In some cases, the de-
cline was quite dramatic; in Kenya, for example, desired family size dropped
from 7.2 in 1977 to 4.4 in 1989. Reflecting the low level of contraceptive use,
the fall in desired fertility in this region exceeded the fall in actual fertility
(from 7.0 to 6.7). In Asia. the decline in desired family size was from 3.9 chil-
dren to 3.8, but here, because the starting point was lower and programs better
established, the decline in actual fertility was faster than that of desired fertil-
ity (from 5.4 to 4.1), bringing actual and desired fertility to nearly the same
point by the early 1990s. In Latin America and the Caribbean, the decline in
desired family size was 32 percent, from 4.3 to 3.0 children. In the Middle
East and North Africa, the decline was slightly less, from 4.5 to 3.3 children,
or 27 percent. Although declines have occurred both among the youngest (fif-
teen to nineteen years) and oldest (forty-five to forty-nine years) women, de-
clines among the youngest age groups have been such that in several countries
desired fertility is approaching replacement level. This is the case in Ban-
gladesh and Colombia (given as examples in table 4-2) and in Indonesia, Ko-
rea, Mexico, and Sri Lanka (included in the averages). In Turkey, desired
family size is already below replacement for the youngest age group.

Another indicator of the motivation to regulate fertility can be derived
from questions on whether and when a woman wants to have another child
(table 4-3, column 4). During the 1970s, the proportion of women who said
they wanted no more children was low in the Sub-Saharan African countries
where data existed: none had more than 20 percent in that category. In Latin
America, the proportion was higher, above 45 percent for all countries except
Paraguay. In Asia, the pattern was mixed, reflecting mortality conditions.
Where infant mortality was higher and represented an obstacle to the attain-
ment of reproductive aspirations, the proportion wanting no more children
ranged from 30 to 40 percent (for example, in Indonesia). In countries where
mortality was lower, the proportions were higher: 77 percent in Korea and 61
percent in Sri Lanka and Thailand. Bangladesh shows both higher infant mor-
tality and a higher proportion of women wanting no more children, perhaps a
reflection of the more severe economic constraints on family size and possibly
also the result of messages conveyed through the country’s vigorous family
planning program.

In all regions of the world, the proportions wanting no more children had
risen by the late 1980s. For countries included in table 4-3, the increase was
greatest in Latin America (from 51 to 60 percent) and in Sub-Saharan Africa
(from 16 to 25 percent). Latin America currently has the world’s highest pro-
portion of women wanting no more children. and Sub-Saharan Africa has the
lowest. Gains were more modest elsewhere: from 54 to 57 percent in Asia and
45 10 50 percent in the Middie East and North Africa. In Latin America, seven
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Table 4-3. Desired Number of Children and Total Fertility Rates, by Region,
Late 1970s and 1980s

. L Women who
Desired number of children

want no more Totul
Women Women All children Sertiliry

Region 13-19 4549 women (percent) rate
Africa
Late 1970s 6.9 8.1 7.6 15.6 7.0
Late 1980s 5.2 7.0 5.8 24.5 6.7
Ghana

1978 5.2 7.3 6.0 12.0 6.5

1988 4.7 6.5 5.3 19.0 6.4
Kenya

1977 6.6 8.7 7.2 18.0 8.1

1989 a7 5.3 4.4 46.0 7.0
Asia
Late 1970s 33 4.6 3.9 54.0 5.4
Late 1980s 2.8 4.1 3.8 57.0 4.1
Bangladesh

1975 3.7 5.0 4.1 62.0 6.9

1989 2.5 35 29 0 53
Indonesia

1976 3.3 5.0 4.2 39.0

1991 2.5 3.7 kA 54.0 33
Latin America and the Caribbean
Late 1970s 33 5.6 4.3 51.0 5.2
Late 1980s 2.5 3.8 3.0 60.0 3.9
Colombia

1976 2.7 5.7 4.0 61.0 4.2

1991 2.2 35 2.6 64.0 3.0
Mexico

1976 38 5.8 4.4 56.0 6.2

1987 2.6 4.0 3.0 65.0 36
Middle East and North Africa
Late 1970s 39 5.3 4.5 45.0 5.7
Late 1980s 3.1 39 33 50.0 4.6
Egypt

1980 3.6 4.8 4.1 54.0 5.2

1988 3.0 33 2.9 61.0 4.5
Tunisia

1978 3.7 4.4 4.1 37.0 5.7

1988 3.1 4.0 3.5 42.0 4.0

ANote: Regional averages are unweighted. Atrica includes Cameroon, Ghana. Kenya. Nigeria, and Senegal:
Asia includes Bangladesh, Indonesia. Nepal, Pukistan, Republic of Korea. Sri Lanka, and Thailand: Latin
America and the Caribbean includes Bolivia. Colombia, the Dominican Republic, Ecuador. Jamaica, Mexico,
Paraguay. and Pcru: Middle East and North Africa includes Egypt. Jordan. Morocco, Tunisia, and Turkey.
Source: Calculations from various World Fertility Surveys and Demographic and Health Surveys.




60 POPULATION AND DEVELOPMENT

countries saw increases ranging from 9 to 17 percentage points. In other re-
gions, fewer countries registered such gains. Among those that did were Indo-
nesia, where the increase was 15 percentage points, and Egypt, where it was 7.
The most dramatic increase of all was in Kenya, with a 28 percentage point
gain, from 18 percent who said they wanted no more children to 46 percent.

Survey data also show that although women may state a preference for
limiting or spacing births, by no means do all practice fertility regulation. De-
mographers have applied the label ““‘unmet need™ to this gap between stated
preferences and actual practice. Definitions vary. but most refer to the propor-
tion of respondents who are considered to be at risk of becoming pregnant,
because they state that they wish to limit or space their births but are not using
any method (modern or traditional) at the time. Included in the measure are
currently pregnant and breast-feeding women who state that their pregnancy
was unplanned or unwanted. Although these women are not currently at risk
of becoming pregnant, they are, in fact, among the most likely to resort to
abortion or to have another unplanned or unwanted pregnancy if they do not
adopt a contraceptive method.

As shown in table 4-4, estimates of the gap vary considerably among re-
gions. With the exception of Sub-Saharan Africa, where it began low and has
remained so (8 percent), the gap related to limiting births has been declining
in all regions (most recently averaging around 11 percent). The declines have
been greater in Asia, where the gap fell by half, and in Latin America, where
the decline was about 30 percent. This suggests that a higher proportion of the
family planning needs of limiters was being supplied or that the proportion of
spacers in the reproductive-age population increased during the interval.
Again with the exception of Sub-Saharan Africa, the gap for spacing is
slightly lower than that for limiting (averaging 9 percent in recent years). By
contrast, unmet need for spacing in Sub-Saharan Africa is at about 20 percent
of at-risk women. The total (limiting and spacing combined) is about 20 per-
cent in regions other than Sub-Saharan Africa and 28 percent there.

Caution is required in interpreting this information. Some have inter-
preted the combined numbers of women with an unmet need and those actu-
ally using a method as a measure of the demand, or potential demand, for ser-
vices. Economists object to use of the terms “demand™ and *"need™ in these
measurements because of the absence of any information on the price of
achieving their stated preferences. Respondents say they want to limit fertil-
ity, but that entails costs, both tinancial and psychological. Family planning
programis can raise contraceptive use by lowering these costs. But the surveys
from which measurements of desired family size are gleaned do not collect
information on the motivation of respondents to follow through on these
stated preferences. In order to understand the demand for contraception. one
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Table 4-4. Sexually Active Women Not Using Contraception, by Fertility
Preferences, 1980 and 1990

(percentage)
_ Limiters Spacers,® Limiters and spacers.

Region 19850 1960 1990 1990
Africa 8.0 8.0 20.0 28.0
Asia 19.0 9.0 9.0 18.0
Latin America and the

Caribbean 18.0 13.0 8.0 210
Middle East and North

Africa 15.0 12.0 10.0 22.0

a. Women who wint no more children.

b. Women who want to delay next birth for two or more vears.

Source: For 1980 data. World Fertility Surveys tor nine countries i Sub-Saharan Africa. ten countries in Asia,
thirteen countries in Latin America and the Caribbean, and six countries in the Middle East and North Africa.
For 1990 data. Demographic and Health Surveys for eleven countries in Sub-Saharan Africa. four countries in
the Middle East and North Africa.

needs to know how much it would be worth to these women to prevent a birth.
Without such information, one has no sense of what prices respondents are
using in these hypothetical answers and what the probable response would be
to lowering the costs of fertility regulation.

For example, in cases where the net costs of children are low. even
though a woman states in a survey interview (most interviewees are women)
that she would like no more children, her motivation or willingness to prevent
additional births may also be low. It could turn out to be very costly for pro-
grams to lower the cost of fertility regulation sufficiently to induce such
women to act on stated desires. However. another woman for whom the net
costs of children are already very high might be very motivated (and willing
1o pay) to prevent a birth. Even a small reduction in the cost of fertility regula-
tion might be sufficient for her to act on her stated intentions. Even more fun-
damentally, the reasons why these women or men are not using contraception
may have little to do with costs that programs can easily address.

Thus, conventional measures of this gap or unmet need may substantially
overstate the potential demund response of women to policies that lower the
costs of fertility regulation. They also fail to consider the potential responses
of women who do not state a willingness to limit or space births, but who nev-
ertheless might respond to a change in the costs of fertility regulation. By fo-
cusing on women who state that they want no more children, program man-
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agers may be neglecting the potential response of women who have not stated
such a preference but who might be easily influenced to practice fertility
regulation.

Research on the reasons why survey respondents are not using a method
in spite of their stated intention to space or limit births is scarce but is attract-
ing increased attention. To the extent that information on the gap between as-
pirations and practices points to deficiencies on the supply side, it can help
program managers to determine why respondents are not using contraceptives
and to devise ways of removing those obstacles. In the survey data cited
above. the majority of respondents who have used a temporary method but
discontinued it cite fear of side effects, partners’ disapproval, inconvenience.
and other concerns, including the moral acceptability of available methods.
This should signal program managers that they need to provide a broader
range of methods or to improve the counseling on existing methods if the
problem is inaccurate information. Access to services and costs of methods
were also cited but were generally less important. Among women who have
never used a method, however, the proportion citing lack of access and high
cost was higher. These findings are consistent with recent analyses of service
availability data collected for a number of countries in the second round of
Demographic and Health Surveys. They indicate that the type of facility and
the kinds of services offered are more important determinants than their exist-
ence or location. They also indicate that the quality of services may be a more
important determinant of use or nonuse than the distance or travel time be-
tween client residences and the point of service delivery, a finding that is con-
firmed in a growing body of operations research on the quality of services in a
number of countries (Wilkinson and others 1993).

Women's health advocates have recommended that programs target all
nonusers of contraception who are at risk of an unplanned pregnancy (see
Dixon-Mueller and Germain 1992). An estimated 20 percent of unmarried
women in reproductive ages, most of them adolescents. who are not included
in standard measures of the gap between aspirations and practice, are esti-
mated to be at risk of an unwanted pregnancy. Another group to which they
call attention is women who report that they use a reversible method but are
not using the method effectively or are likely to stop using it because of dis-
satisfaction with the method, a partner’s disapproval, fear of side effects, diffi-
culties in getting supplies of the method, or method failure. Discontinuation of
methods and method failure due to improper use are factors in the high inci-
dence of unsafe abortions in developing countries. As noted earlier in this
chapter, an estimated 20 percent of pregnancies in developing countries end in
abortion. and close to half of these are performed under unsafe conditions (see
Sundstrom 1993).
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An analysis of Demographic and Health Survey data sponsored by the In-
ternational Planned Parenthood Federation for twelve countries suggests that
more than half the users of reversible methods were likely to stop using the
method within a vear. The findings indicate that as many as 1] million of the
200 million users of such methods in developing countries fall into this cate-
gory. The report attributes the problem mainly to the poor quality of family
planning services: too little counseling. limited choice of method. and poor
follow-up for clients relying on methods that must be resupplied (IPPF 1993).

Evidence from Country-Level Studies

Cross-national comparisons provide at best indicative evidence of the inter-
play between supply and demand factors in promoting fertility decline; they
do not tell us much about how the two sets of forces may have interacted with
each other during the two decades over which recent fertility declines oc-
curred. This has generated renewed interest in understanding the interplay of
supply and demand factors at both the community and household levels. and
particularly in how those interactions may have changed over time.

For example, a recent Bank-supported study on Indonesia (Gertler and
Molyneaux 1994) concluded that increased education and women’s earnings
opportunities contributed much more than family planning expenditures to
that country’s fertility decline during the mid-1980s. They noted. however,
that the impact of education came about in the context of an already well-
developed program of family planning services. A similar story emerges from
the experience of Kenya, whose early investments in both education and fam-
ily planning are paying off in the more rapid decline of fertility during the last
decade (see Kelley and Nobbe 1990). Studies have also noted that family
planning subsidies contribute to narrowing of fertility differentials between
more- and less-educated groups in countries that have experienced general de-
clines in fertility (see Schultz 1992),

What the experiences of countries where fertility has declined rapidly
over the last two decades reveal is that both supply and demand influences are
at work. that they are mutually reinforcing, and that their relative importance
varies according to the country’s social and economic conditions, including
where it is in the fertility transition process (see Cleland 1993; Simmons
1992). To learn trom such experiences, social policy needs to be informed
about linkages between use of fertility regulation and the larger social context
in which reproductive choices are made. This understanding would be consid-
erably easier it the fertility transition and broader social changes that affect it
took place in an even, orderly fashion across all groups in a society. Unfor-
tunately, that does not usually happen. Some groups lead, others follow. The
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Figure 4-1. Contraceptive Prevalence in Bangladesh, by Level of Education,
1982-91
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Source: Matra and Associates 1992,

benefits of expanded access to both education and family planning typically
accrue to groups who are in a relatively privileged position: the sons and
daughters of the educated are more likely to be in school.

Low female education and women'’s status are major constraints to fertil-
ity decline in many African and South Asian countries where the demand for
children is high and the demand for fertility regulation is still limited. Over
the long run. investments in education and other improvements in women's
status will be needed to stimulate demand for smaller families. At the same
time, the experience of Bangladesh (see figure 4-1; box 4-1) has demonstrated
that a vigorous family planning program can increase contraceptive preva-
lence despite an adverse demand setting.

The relevant question for policy is how supply of contraceptives and de-
mand for children interact in different settings. Where demand is preexisting,
the introduction of services by the public sector or other changes such as the
removal of legal restrictions on the provision of services by the private sector
may lead to a rapid adoption of fertility regulation. Where demand is limited
to a small segment of society, motivational efforts will be required.

As noted. the interplay of supply and demand factors does not remain
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BOX 4-1. SUCCESS IN A CHALLENGING
ENVIRONMENT: FERTILITY DECLINE IN
BANGLADESH

In the 1970s, many experts doubted
that the transition to low fertility could
occur soon in Bangladesh, which was
one of the world’s poorest countries,
with a total fertility rate of seven.
During the 1980s, Bangladesh dem-
onstrated that with sustained political
commitment and a creative approach,
fertility decline could be accelerated.
Its program reaches out to village
women (employing local women as
outreach workers) with family planning
and other services that respond to re-
productive health needs. Although in-
volving higher costs during its experi-
mental stage, the approach is being
replicated throughout Bangladesh and
incorporates a number of interventions

in addition to family planning services.

Figure 4-1 shows how this strategy
has succeeded even with an unfavor-
able social setting. While demonstrat-
ing the high correlation between fertil-
ity regulation and educational level, it
also shows that outreach to less-
educated women can narrow the edu-
cational gap. This is important for Ban-
gladesh, because individuals whose
behavior will determine fertility over
the next decade are already in their re-
productive ages.

At the same time, it is unlikely that
Bangladesh can complete its transition
to low fertility without increased female
education and other improvements in
women'’s status. Policymakers are now
seeking ways to balance these needs
with the need to improve and expand
reproductive health services (see Cle-
land and others 1994).

static. The timing of policies is also important, because policies such as edu-
cation and those that affect the role and status of women have a long gestation
period and need to be started early. This may also be true of the institutional
infrastructure needed to expand service availability to large segments of the
population. Countries in East and Southeast Asia and in Latin America that
were investing in both education and family planning during the 1960s and
1970s saw the most dramatic declines in fertility during the 1980s. The incipi-
ent fertility declines in Sub-Saharan Africa have occurred in countries such as
Kenya and Zimbabwe that were investing in both education and family plan-
ning. While improved access and quality in family planning and reproductive
health services will help to stimulate the practice of fertility regulation and
bring important health and welfare benefits to African families, it is unlikely
that the region will complete the transition to low fertility unless these efforts
are balanced by investments in education and other social sectors.

The answer to the question about the relative importance of supply and
demand factors in fertility decline is not “either/or™ but rather *‘both™ and.
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even better, a balance of both that is responsive to the specific needs and con-
ditions of different countries at different levels ot the demographic transition
and socioeconomic development. Country-specific strategies are required to
address these needs as countries move from high to low fertility, and this re-

quires a continuing effort to reassess the mix of policies and programs at the
country level.



CHAPTER FIVE

Social Policy
and Population

POV ERTY reduction and sustained economic growth are impor-
tant prerequisites for human development and have a strong influence on
population growth prospects. Motivation to have smaller families is linked to
perceptions that the family will be better off with fewer but better-nourished
and better-educated children. If those expectations are frustrated by poverty,
the messages in motivational campaigns promoting smaller families quickly
become discredited. Also, because of the very large numbers being added to
the populations of poor countries, improvements in living standards will be
impossible without sustained economic growth and broad efforts to reduce
poverty.

This view is supported by the experience that attended recent declines in
fertility in East and Southeast Asia and in many Latin American countries
during the 1970s and 1980s. These declines were accompanied by rapid eco-
nomic and social changes. Fertility declines were most rapid in countries
where there was a supportive social policy environment; improvements in the
status of women through increased education, access to credit and earnings
opportunities, and breaking down of legal and cultural barriers to women’s
participation in the development process illustrate the kinds of supportive
changes that are needed.

These findings are also consistent with the conclusions of the World
Bank’s review of its own experience in population work (World Bank 1992b).
Based on case studies of countries for which the Bank has provided loans for
investments in popufation (Bangladesh, India, Indonesia, and Kenya) and sev-

67
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eral others in which the Bank has played a lesser role (Brazil, Colombia, Mex-
ico, and Senegal), this work concluded that although supply-oriented strate-
gies may have been sufficient to build on the latent demand for fertility
regulation at early stages of fertility transitions, more emphasis on the demand
side would be necessary to complete those transitions. In particular, it urged
the Bank to pay greater attention to selective interventions in the development
process that could change the implicit benefits and costs of large families, not-
ing that the Bank is uniquely qualified to pursue these broader approaches.

Further, the report reinforced the message of several other country studies
about the timing of investments in family planning, reproductive health, and
education as they affect reproductive behavior. Although the transition to
lfower fertility is occurring much more rapidly in developing countries than it
did in countries whose transitions occurred before World War 11, those devel-
oping countries that succeeded in compiementing their early efforts in family
planning with parallel investments in supportive social sectors like education
and health have experienced the most rapid fertility declines. Even if the full
impact of demand-side interventions are not felt until the middle stages of the
transition process, the lag between the time when girls are in school and the
time when schooling affects their reproductive behavior requires that those
investments be made well in advance of the time when fertility declines
slow down once the initial pool of demand has been met by supply-side
interventions.

A supportive socioeconomic environment is likewise important for suc-
cessful program efforts. A series of cross-national studies carried out by Par-
ker Mauldin in collaboration with his colleagues Bernard Berelson, Robert
Lapham, and John Ross demonstrates the complementarities between broader
socioeconomic forces and program-related variables in the rapid fertility de-
clines that have occurred over the last two decades. These studies examine the
effects on fertility of standard measures of progress in socioeconomic devel-
opment (including literacy. school enrollment ratios, infant mortality, life ex-
pectancy. urbanization, nonagricultural employment, and gross national prod-
uct per capita) in conjunction with program-effort indicators, which measure
access to and quality of services and information as well as other characteris-
tics of programs (see Mauldin and Ross 1991).

Table 5-1 presents the most recent compilation of the Mauldin-Ross mea-
sures. In that table, countries are classifiecd by the level of program effort and
the strength of the social setting; the percentage decline in the total fertility
rate between 1975 and 1990 is shown for each country listed. Although a great
deal of care is needed in drawing conclusions from aggregate cross-national
measures. it is clear that the countries with the most rapid fertility declines
cluster in the upper left-hand segment of the table where the indicators for so-
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cial setting and program etfort are both high and that countries in the lower
right-hand segment. where those indicators are low, have had very little fertil-
ity decline. The table also suggests that some countries with less favorable so-
cioeconomic conditions have experienced fertility declines when program ef-
fort was stronger, while others have done so with lower program effort but a
strong social setting.

Analysis of the data presented in the table has also confirmed that there is
a high correlation between social setting and program ettort. This supports the
view that social and economic conditions affect not only the demand but also
the supply side ot the fertility and family planning equations. Stronger pro-
grams are found where underlying conditions are supportive. Higher levels of
education, for example, contribute to improving management capacity and to
increasing the pool of qualified service-delivery personnel (see Subbarao and
Raney 1993).

Poverty Reduction and Human Development Strategies

Much of the ambiguity described earlier in this report about the extent to
which population growth affects poverty stems from the complexity and cir-
cularity of the causal links. High rates of population growth are associated
with poverty. and high fertility is a characteristic of poor households. Poverty
reduction strategies, in fact. focus on many of the same investments in human
resource development that are needed for the broader approach to population
policy outlined above. The World Bank’s World Development Report 1990:
Poverty and its follow-up documents, Assistunce Strategies to Reduce Poverty
and The Poverty Reduction Handbook, articulate a two-pronged strategy for
sustainable poverty reduction (World Bank. [991, 1993c). First, broadly based
economic growth is required to generate efficient income-earnings oppor-
tunities for the poor. Second. improved access to education, health care. and
other social services helps the poor take advantage of these opportunities.
Both elements are designed to develop and use effectively the poor’s most
abundant asset: their labor. The strategy also calls for creation of social safety
nets for the most vulnerable groups.

Bank experience in poverty reduction points to a number of important op-
erational lessons, beginning with the need for analyses of policies, public ex-
penditures. and institutional capacity from a poverty-reduction perspective.
Particular attention needs to be given to the efficiency of incentives and the
cost-effectiveness of public expenditures. Analytical work is also required to
identify programs and projects that benefit the poor and do not divert re-
sources intended for poverty reduction to other groups. For this reason, mon-
itoring and evaluation are important for successful implementation of such ac-
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Table 5-1. Percentage Decline in Total Fertility Rate among Developing Countries in 1975~90, by Social Setting in 1985 and Level
of Program Effort in 1989

Strong Moderate Weak Very weak or none
Social setting Country Decline Country Decline Country Decline Country Decline
High Korea, Rep. of 51 Korea, Dem. Brazil 26 Kuwait 43
Taiwan 43 People’s Rep. of 46 Jordan 23 Iraq 13
Mexico 41 Jamaica 44
Mauritius 38 Cuba 34
Panama 33
Colombia 31
Costa Rica 24
Venezuela 23
Lebanon 22
Singapore 20
Chile 18
Trinidad and Tobago 15
Mean decline 43 28 24 28
Upper middle Thailand 48 Guyana 42 Algeria 29 Libya 10
China 38 Peru 33 Turkey 27 Saudi Arabia 2
Tunisia 37 Dominican Republic 31 Paraguay 17
Sri Lanka 34 Ecuador 29 Syrian Arab Republic 14
Indonesia 33 Egypt 2] Congo 0
Botswana 28 Iran 21
El Salvador 21 Philippines 20
Malaysia 19
Zimbabwe 19
Guatemala 13
Mean decline 34 26 17 6
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Lower midgle viet Nam 32 Morocco 29 Papua New Guinea 16 Myanmar 26
India 18 Honduras 25 Haiti 12 Cambodia 5
Kenya 17 Bolivia 8 Liberia |
Pakistan 11 Nigeria 2 Cote d'lvoire 0
Ghana 3 Madagascar I Laos -4

Zambia -2 Zaire 0

Lesotho -1

Tanzania -1

Cameroon -6

Central African

Repubhic -7
Mean decline 25 14 2 6
Low Bangladesh 22 Nepal 12 Senegal 10 Sudan 5
Afghanistan 5 Chad 2
Mozambiquc 3 Somalia 0
Rwanda 3 Malawi —1

Benin 0

Burkina Faso 2

Ethiopia 2

Burundi 0

Guinea 0]

Mali 0

Mauritania 0

Niger 0

Sierra Leone 0

Togo 0

Uganda -3

Guinea-Bissau —6
Meun decline 22 12 1 |
Mean 34 24 5 8

Note: Meuns were calculated by unit weights. Negative entries indicate a rise in the total tertility rate.

Source: Mauldin and Ross 1991,
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tivities. Also central is involvement of client groups from among the poor and
coordination with other agencies involved in poverty reduction.

Investments in human development are central to the Bank’s poverty re-
duction strategy. In addition to the integrated approach to reproductive heaith
outlined in the next chapter. three policy objectives that are particularly im-
portant in relation to population are (1) to eliminate the gender gap in educa-
tion, (2) to empower women, reduce gender disparities, and enhance women's
participation in the benefits of economic development, and (3) to reduce in-
fant and child mortality.

Eliminating the Gender Gap in Education

The pivotal role of education as a determinant of reproductive attitudes and
practice has already been addressed, as have the major obstacles that stand in
the way of fertility reduction because of low levels of female literacy and edu-
cational attainment. In addition to the direct effects discussed earlier. these
limitations also atfect fertility indirectly through a variety of channels. for ex-
ample, their adverse effects on the earnings and income-generation capacities
of poor households. These barriers are particularly serious in the poorest
countries of Sub-Saharan Africa and in poorer parts of South Asia, the Middle
East. and Latin America.

Evidence on the extent ot the gender gap in education is provided by
King and Hill (1993) in their study of women’s education in developing coun-
tries. Table 5-2 shows that the gap is greatest in low-income countries with
low levels of educational attainment. Both low income and low levels of edu-
cation are inversely associated with fertility decline, although there are clearly
exceptions that reflect other factors such as culture and the availability of tam-
ily planning services. Bangladesh stands out umong low-income countries be-
cause of its combination of high fertility decline and large gender gap in edu-
cation. In fact, that gap has raised concerns about the likelihood of
Bangladesh’s finishing the transition to low fertility and has motivated efforts
described earlier in this report to broaden the focus of that country’s popula-
tion policy. This concern has also been voiced about other countries that have
experienced some success in reducing fertility but that maintain large gender
gaps (Algeria, Iraq. Morocco, and Tunisia), although the effect of the gender
gap is offset to some extent by the higher general level of education in those
countries. Clearly efforts are required on both fronts. and the goal of attaining
universal primary education for all addresses both issues.

Several World Bank reports suggest strategies for achieving these objec-
tives. For example, the report Letting Girls Learn provides a strong case for
investing in girls” education as a means of lowering fertility rates as well as
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Table 5-2. Average Expected Years of Schooling by Age Eighteen in Selected

Countries, 1985

Fertility
Difference decline,
(males minus 1975-90
Country Females Males Semales) {percent)
Low-income
Burkina Faso 1.2 2.6 1.1 2
Nepal 31 7.5 44 12
Bangladesh 33 5.6 23 22
Burundi 28 4.1 1.3 0
Benin 3.5 7.0 35 0
Somalia 1.2 2.3 1.2 0
Rwanda 5.0 54 0.4 3
Guinea [.5 35 2.0 0
Lower-middle income
Lesotho 10.3 7.9 -2.4 —1
Philippines 9.0 8.8 -0.2 20
Morocco 5.0 7.7 2.7 29
Bolivia 8.0 9.1 1.1 8
Honduras 8.6 8.1 —-0.6 25
Nicaragua 9.4 7.7 -1.7 16
El Salvador 7.3 7.0 —-0.3 2
Botwsana 9.3 8.5 —-0.8 28
Paraguay 7.8 8.2 0.3 17
Tunisia 8.5 10.7 2.2 37
Costa Rica 8.0 8.0 —0.1 24
Syrian Arab Republic 8.9 1.2 23 14
Upper-middle income
Panama 10.0 9.9 ~0.1 33
Algeria 8.0 10.3 23 29
Venezuela 9.5 9.0 -0.5 23
Trinidad and Tobago 10.6 10.2 -0.4 15
Iraq 8.1 10.7 26 13

Source: King and Hill 1993, wble 1-2, tor columns 1-3; table S-1 of this report tor column 4.
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achieving a variety of other economic and social objectives (Herz and others
1991). It outlines a variety of approaches to removing the constraints that keep
girls out of school. These constraints may involve direct costs of schooling
(school fees, books, clothing), opportunity costs {care of siblings, household
chores), or outside factors that limit the economic returns to female education
(limits on access to labor markets). Some affect girls directly; others affect all
children. Approaches to addressing these constraints are summarized in box

5-1 (see Herz and others 1991 as well as King and Hill 1993).
Bridging the gender gap in education will require additional investments
in many countries, both to increase the general level of education through

BOX 5-1. APPROACHES TO OVERCOME
CONSTRAINTS ON GIRLS' SCHOOL
ATTENDANCE AT VARIOUS LEVELS

At the school level, reduce the direct
and opportunity costs of schooling, ad-
dress access and safely concerns,
and improve the quality of schooling.

For girls,

® Reserve school places for girls

B Launch awareness campaigns fo-
cused on girls

m Offer incentives to or waive fees
for girls

® Create girls’ schools

® In coeducational schools, offer
separate toilets and facilities for
privacy

®m Hire more female teachers

m Offer child care.

For all children,

® Expand the number of school
places

® Open neighborhood schools with
regular teachers

B Launch compulsory education
and awareness campaigns

m Charge lower fees, provide food
and free books

m Offer enhanced-quality, more

relevant curricula

m Offer flexible schedules and
hours

® Encourage parental/community
involvement

® Create informal programs for
parents.

At the community level, reduce di-
rect and opportunity costs and ad-
dress safety concerns.

m Provide wood and water supplies

m Offer child care

m Offer public transport.

At the national level, support poli-
cies to raise women's economic re-
turns to schooling.

B Remove macro policy distortions
affecting the sectors in which women
predominate

® Ease barriers to female participa-
tionin the labor force

® |ncrease access to information,
credit, and resources for self-
employed women

m improve health care, nutrition,
and food supplies for girls to increase
learning ability

Source: Herz and others 1991, table
4-1.
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construction of new schools and training of additional teachers as well as to
address specific constraints that keep girls out of school. Local conditions will
determine the specific investments needed. but the combined goals of provid-
ing universal primary education and bridging the gender gap in education are
achievable development objectives with enormous societal and individual
benefits. A study prepared for the World Conference on Education for All
held in Jomtien, Thailand, in 1990 estimates that the additional aid required to
achieve universal primary education would amount to around $30 billion dur-
ing the period 1990-2005. of which about half would go to Africa. The calcu-
lations imply aid flows of about $2.5 billion a year over that fifteen-year inter-
val and assume that developing countries receiving this aid would match it
with their own investments as well as introduce complementary packages of
cost-saving and cost-shifting reforms (Colclough 1993). Much of the needed
financing could be mobilized by redirecting allocations from public subsidies
to activities inside and outside education that the private sector could deliver
more effectively. During the 1990s, there has been a major shift in donor assis-
tance from the secondary and tertiary levels of education to the primary level.
During the 1980s, more than 85 percent of donor assistance was directed to
the former, while primary education remained generally neglected.

Empowering Women

Full realization of the benefits of increased female educational attainment for
women'’s productive and reproductive roles in society requires the removal of
obstacles that deprive women of the benefits of economic development and
inhibit their capacity to be effective partners with their husbands in household
decisionmaking and resource allocation. Analyses of the ways in which edu-
cation influences reproductive behavior emphasize the importance of im-
provements in the status of women as a condition for education to have its
expected effects. It also requires empowerment of women through better legal
protection for young girls and unmarried women. improvements in reproduc-
tive health and counseling services, commitment by parents and community
leaders, and, most important, changes in the attitudes and practices of men.
Inequality at both the household and community levels has direct and in-
direct effects on reproductive behavior. Although education contributes to in-
creased autonomy for women and increases their chances to exercise greater
control over their reproductive decisions. the effects of increased education
can be muted by legal, regulatory. and cultural obstacles to women's full par-
ticipation in civil society. Removal of such obstacles has been shown to have
a positive reinforcing effect on national fertility declines, as in the case of Tu-
nisia, where strong social legislation and complementary investments in fe-
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male education, child health, and family planning contributed to a 33 percent
decline in the total fertility rate between 1978 and 1988 (see box 5-2; Co-
chrane and Guilkey 1992).

The Bank's policy paper on gender issues, Participation in Enhancing
Women's Economic Development, provides additional information on mea-
sures to improve women’s status and participation in economic activity
(World Bank 1994b). That paper calls on governments and donors to develop
gender-sensitive policies and programs. These policies need to go beyond
gender-neutral investments in health and education to address disparities that
directly and indirectly affect women. It also calls for measures to eliminate
legal and regulatory barriers to women'’s full participation in the labor market,
to enable rural women to gain title to the land they farm, and to make it possi-
ble for women to obtain credit and other financial assistance for income-
generating and consumption activities.

Better information and analysis of gender issues are needed to design and
evaluate program and policy changes and to mobilize the resources required to
implement them. The report also notes the important role that women have
played in service delivery in the social sectors, including health, family plan-
ning, and education, and urges more effort to expand training and deployment
of female providers. Nongovernmental organizations, many of them run by
women, have a critical role to play in this effort. and the report urges the Bank
and borrowers to seek greater collaboration with them in these areas.

Reducing Infant and Child Mortality

High infant and child mortality rates are another well-recognized factor in the
persistence of high fertility in poor countries. When child death rates are high

BOX 5-2. EXAMPLES OF SUPPORTIVE
LEGISLATIVE CHANGES IN TUNISIA

Personal Status Code (1956): Granted
women civil status of majority, abro-
gated polygamy and abandonment,
established legal divorce, forbade
marriage of preadolescent girls,
granted freedom of choice of spouse.
Education Law (1958): Established
a plan to increase school attendance,

though without mandatory attendance
requirements.

Contraceptive Law (1961): Legal-
ized the importation, sale, and distribu-
tion of contraceptives.

Marriage Law (1964): Raised mini-
mum age of marriage to seventeen for
women and twenty for men.

Source: Cochrane and Guilkey
1992.
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and child survival uncertain. parents tend to be fatalistic about reproductive
decisions and compensate for the possibility of losing children by having
more of them. When mortality rates are falling. couples tend to overcompen-
sate. They are also less likely to invest in their children’s health and educa-
tion. Investment to increase child survival contributes to lower fertility at the
individual level. if measures to improve child survival are combined with
family planning information to help mothers adjust their reproductive aspira-
tions as a higher proportion of their children survive. No country has com-
pleted the transition to low fertility without parallel declines in infant and
child mortality rates. although the causal linkages between the two are mutu-
ally reinforcing. Child spacing and avoidance of high-risk births contribute to
increased child survival.

Where family planning and other maternal/child health services are inte-
grated. they can build on these mutually reinforcing relationships between
lower fertility and improved child health, in particular by encouraging prac-
tices with multiple benefits for both mother and child (see box 5-3). Breast-
feeding is an example in that it both improves nutrition and has traditionally
been used to space births. In so doing. it has had a powerful reducing effect on
fertility at the national level. Other maternal and child health interventions,
such as nutrition supplements, immunization. and oral rehydration therapy.
also play similar mutually reinforcing roles. These interventions are highly
cost-effective, as shown in World Development Report 1993, and offer a range

BOX 5-3. MUTUALLY REINFORCING well-publicized push to overcome mal-

INTERVENTIONS: NUTRITION IN TAMIL
NADU, INDIA

The state of Tamil Nadu in India re-
cently joined two other Indian states,
Kerala and Goa, that have reached
replacement-level fertility. Goa, a very
small state, and Kerala, with its high lit-
eracy and more equitable income dis-
tribution, have been considered ex-
ceptions to general conditions in India.
When Tamil Nadu joined the low-
fertility club, people began to look for
other answers.

One has turned up in Tamil Nadu'’s

nutrition, which has included a school-
based noontime meal program that
motivated parents to send girls to
school (in part because they could
bring some food home for younger sib-
lings). Not only did the program
achieve its intended objective of re-
ducing malnutrition, but analysts now
believe that it also contributed to in-
creased educational attainment of
girls and, through that, to a faster tran-
sition to lower fertility among women
who benefited from the program when
they were girls.
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of benefits in addition to their direct and indirect eftects on reproductive be-
havior (see also Cochrane and Merrick 1994).

Overall strategies to reduce infant and child mortality take advantage of
similar mutually reinforcing relationships that recognize and build on the syn-
ergies between child survival and poverty reduction, increased education, and
specific health sector interventions. World Development Report 1993 docu-
ments these relationships and calls for action to finance and implement sev-
eral measures that have proved to be highly cost-effective in reducing infant
and child mortality as well as the disabilities that still leave hundreds of thou-
sands of children deaf, blind, mentaily retarded, or paralyzed. These include
immunizations to control such childhood diseases as measles and polio, nutri-
tion interventions to reduce iodine and Vitamin A deficiencies, proper treat-
ment of diarrheal disease through such interventions as oral rehydration ther-
apy. and parallel efforts to reduce iron deficiencies among mothers and
neonatal tetanus. Investments to improve the safety of water and sanitation
systems are also called for.

Most of this could be accomplished by allocating a higher proportion of
public sector spending on health to basic public health programs and to essen-
tial clinical services rather than continuing to subsidize less cost-effective ter-
tiary care that could be financed through user fees and insurance plans. The
World Bank (1993d) estimates that the overall cost of public health interven-
tions, including those above, are about $12 per capita in low-income countries
and $22 per capita in middle-income countries.

Mobilizing Resources for Social Policy Objectives

Precise estimates of the overall resource requirements for the broader package
of social sector investments just described are problematic in the face of the
widely divergent institutional and financial conditions that prevail among de-
veloping countries. Still, most agree that the goal of meeting these require-
ments is not out of reach. The draft Cairo Conference declaration calls for de-
veloping countries and donor agencies to allocate 20 percent of their budgets
to the social sectors to achieve a broad range of social policy objectives, in-
cluding universal access to family planning and reproductive health services,
reductions in infant and child mortality, and universal primary education
(United Nations 1994). unicEF calls for global investments of $25 billion a
year by the year 2000 to reach a similar set of goals (Grant 1994).
Mobilization of the needed resources will require increased commitment
and effort from the current sources of funding, plus exploration of ways to
make more efficient use of existing resources. Donors, both bilateral and mul-
tilateral, will need to maintain their commitment to the social sectors in the
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face of competing priorities and pressures. Developing countries will also
need to give higher priority to the social sectors, both through additional bud-
getary allocations or redirection of government funding toward interventions,
such as family planning as part of a package of essential services, and through
user payments for part or all of the services provided through public or private
channels. Efficiency gains may also be possible through more effective use of
existing resources. Nongovernmental organizations and other private channels
can be used better to take greater advantage of their relative strengths; re-
source allocations within programs can be monitored better to ensure greater
technical and economic efticiency.



CHAPTER SIX

Integrated Approaches
in Reproductive Health

ALTHOUGH countries vary substantially in their institutional
and financial capacities to provide reproductive health and family planning
services and in their position in the fertility transition, in almost every country
the demand for services is expanding. Contraceptive prevalence levels in East
Asia (70 percent or more of married women in reproductive ages) are compa-
rable to those in more-industrial regions, with many Latin American countries
not far behind. There is more variation across South Asia and the Middle East:
Bangladesh, Egypt, India. and Morocco have rates of 40 percent or more,
while Pakistan and Yemen have much lower rates. Fertility regulation is prac-
ticed least in Sub-Saharan Africa. although there are signs of change.
Botswana, Kenya. and Zimbabwe experienced significant increases in con-
traceptive prevalence during the 1980s.

Local conditions may justify government involvement in financing and
delivering these services when private markets fail to provide information and
methods for underserved groups or when the public interest is served by ac-
tions to accelerate fertility declines. Two operating principles have emerged
from the current debate about the appropriate role of government in popula-
tion policy. They offer a promising approach to achieving the needed balance
between public and private interests and are fully consistent with the basic re-
direction of population policy toward integrated approaches at both the ser-
vice delivery and broader social policy levels called for in the introduction to
this report.

First, in the design and delivery of services. reproductive health needs of

80
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women, and men, should be primary (see box 6-1). As far as possible, this
should be accomplished by delivering tamily planning services as part of an
essential package of services that would include, for example, prenatal and
maternity care as well as control and prevention of reproductive tract infec-
tions. The delivery of contraceptive supplies through commercial outlets, so-
cial marketing channels, and other nonclinical outlets would be possible as
long as standards of quality are maintained. The point is to provide fertility
regulation as a reproductive health and not a population control measure. De-
mographics can serve in the mapping of needs and in the design of strategies
to meet them, but they should not be the goal of service delivery.

Second. when rapid population growth hampers a country’s development
objectives, government action to stimulate fertility reduction should be pur-
sued as part of a broad range of social policies outlined in the previous chap-
ter. These policies have positive benefits in their own right and have the added
benefit of increasing motivation for smaller families. When actions aimed
specifically at reproductive motivation or behavior are undertaken, special at-
tention should be given to human rights concerns. Independent monitoring of
potential infringements on those rights should be carried out by agents who
represent the interests of affected groups.

Where government has a social interest in making tamily planning avail-
able, its primary responsibility lies in ensuring access to information and ser-
vices rather than itself acting in every instance as financier and provider.
Where the case is strong for offering public subsidy for low-income and rural
groups. and more broadly for family planning information, the government’s

BOX 6-1.
HEALTH?

WHAT IS REPRODUCTIVE

Within the framework of wHo’s defi-
nition of health as a state of complete
physical, mental and social well-being,
and not merely the absence of disease
or infirmity, reproductive health ad-
dresses the reproductive processes,
functions, and system at all stages of
life. Reproductive health therefore im-
plies that people are able to have a re-
sponsible, satisfying, and safe sex life
and that they have the capability

to reproduce and the freedom to de-
cide if, when, and how often to do so.
Implicit in this last condition are the
right of men and women to be informed
of and to have access to safe, effec-
tive, affordable, and acceptable
methods of fertility regulation of their
choice, and the right of access fo ap-
propriate health care services that will
enable women to go safely through
pregnancy and childbirth and provide
couples with the best chance of having
a healthy infant.

(World Health Organization)
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role may not necessarily be to act as sole provider but to encourage the most
efficient private/public sector mix. In countries whose governments play a
more active role in the provision of health services. reproductive health and
family planning should be included among them. Where the private sector
plays a more prominent role, government involvement may still be required to
provide financial support or to remove legal and regulatory obstacles to infor-
mation and services, including medical regulations that unnecessarily increase
the amount of time and money that individuals have to expend.

Addressing Broader Reproductive Health Needs

It is now widely accepted that family planning programs must meet a wide
range of the reproductive health needs of women and men. Thus, many pro-
grams now attempt to provide counseling and support in such related areas as
breast-feeding, child survival, and safe motherhood. In addition, programs in-
creasingly have had to address other health concerns related to sexual activity
and reproduction. Prominent among these concerns is the need to deal with
the HIv/a1Ds epidemic and with reproductive tract infections that have serious
health repercussions and contribute to the risk of HIv infection.

Likewise, the scope of programs is being expanded to groups whose
needs have not been served by traditional modes of service provision. Adoles-
cents, for example, are at high risk of exposure to unwanted pregnancy and
reproductive tract infections but are often inhibited from approaching pro-
viders who are oriented to the needs of married couples. Males, particularly
those who engage in high-risk sexual behavior. are another poorly served
group, with adolescent males being the least served of all. As the seriousness
of the Hiv/aiDs epidemic is grasped by policymakers and program planners—
not just for high-risk-behavior males but for their wives and children as
well—traditional modes of delivering family planning and reproductive
health services are being modified.

As more is required of service delivery systems, the organizational chal-
lenges increase as well. For example, logistics systems must be devised. pro-
viders trained, and counseling made available. Procedures to assure the qual-
ity of services are needed. Communication campaigns to explain family
planning and reproductive health practices must complement service provi-
sion. The majority of programs involve not just one organization but several,
with public and private groups providing services through an increasing range
of facilities, from clinics to pharmacies to individual home visitors.

Reproductive health and fertility regulation involve more than the provi-
sion of information and services. Many social factors affect contraceptive ac-
ceptance and reproductive behavior. Addressing these factors through a vari-
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ety of human resource programs helps reduce the demand for children and
increase the demand for fertility regulation and other services. Services such
as programs to promote breast-feeding, child survival, and safe motherhood
are generally the responsibility of health ministries. Where these services are
integrated. they can build on the mutually reinforcing relationships between
lower fertility and improved maternal and child health, in particular by en-
couraging practices with multiple benefits for both mother and child. Under-
standing the specific ways in which fertility regulation and improved repro-
ductive health both contribute to and result from progress toward these
broader goals also requires research on how they are linked in particular set-
tings and intersectoral coordination of policies and programs.

One way that these reproductive health needs could be addressed would
be as part of a comprehensive primary health care package, as recommended
in World Development Report 1993 lnvesting in Health (World Bank 1993e).
The report also recommends an essential package of clinical services, whose
components would vary from country to country depending on local needs
and level of income. Family planning and control of reproductive tract infec-
tions are included in this package. Building on this concept. a forthcoming
Bank paper on best practices in women’s health will recommend an essential
package of women's health services that includes fertility regulation and other
reproductive health services as outlined in box 6-2. Again the components of
the package will vary on a country-by-country basis, depending on local
needs and institutional and financial capacity (Tinker and others 1994).

BOX 6-2. ESSENTIAL WOMEN'S
HEALTH PACKAGE

Services

® Prevention/management of un-
wanted pregnancies, including family
planning, medical termination of preg-
nancy (where permitted), and treat-
ment of the complications of unsafe
abortion

m Safe pregnancy services, includ-
ing prenatal care (with needed immu-
nizations and nutrition supplementa-
tion), safe delivery, and provision for

transport and referral of obstetric
emergencies

® Prevention and management of
sexually transmitted diseases and re-
productive tract infections, including
HIV/AIDS.
Policies and public education

® Prevention of adverse practices
such as genital mutilation, violence
against women, and differential care

m Promotion of positive health prac-
tices, including child spacing, safe
sex, adequate nutrition, and male
involvement.
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More than twenty-five years of experience in the delivery of family plan-
ning services have provided a wealth of lessons in how to meet the complex
and diverse reproductive health needs of developing countries. Many of these
lessons are being applied as family planning programs expand their coverage
to include a broader range of reproductive health services. Effective programs
have several characteristics similar to those of effective service organizations
in other fields, as summarized in a recent World Bank report (World Bank
1993b).

B First, effective programs are “‘responsive to client needs and
provide good access to [fertility regulation] methods clients
want” (p. 2). Individual clients should receive not only a
choice of methods but also counseling to facilitate continued
use and attention to other relevant reproductive health
COncerns.

m Second, effective programs have an organizational structure
congruent to their setting. Programs include such basic
elements as a delivery system for getting contraceptives to
users; a logistics network for ensuring a proper supply of
commodities; a system for recruitment, training, and
supervision of front-line staff; and arrangements for monitoring,
evaluation, and research.

B Third. effective programs are actively and continually engaged
in motivational activities. Potential beneficiaries, the public at
large, and policymakers tend to be poorly informed about the
benefits of fertility regulation and about such practical issues as
the safety of contraceptive methods. Educating such groups
about fertility regulation and other reproductive health issues
requires the use of modern techniques of mass communication,
together with personal contacts. to ensure that messages have a
lasting impact.

B Fourth, effective public sector programs do not stand by
themselves but are linked with and support parallel efforts at
contraceptive distribution and promotion by nongovernmental
organizations. private practitioners and facilities, and even
commercial outlets for contraceptives. These private agencies
provide additional service points, relieve some of the
administrative and financial burden on government services.
and can be a source of program innovation.
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Policy Options in Emergent, Transitional,
and Advanced Settings

Underlying all of these lessons is the point that there is no single ideal model
of program design. Recalling the policy framework outlined in chapter | (ta-
ble 1-1). the appropriate role for government involvement in reproductive
health and family planning will depend on local circumstances and needs.
Those needs shift as countries move through the different stages of the fertil-
ity transition, and policy responses should vary accordingly, as illustrated in
the list of policy options outlined in the demographic setting axis of that
framework;

B [n emergent settings. invest in infrastructure and institutiona)
capacity for delivering the basic package of reproductive health
and family planning. pilot alternative approaches to service
delivery. and develop capacity for information dissemination
and public education

B |n transitional settings. extend the basic package to underserved
groups, increase private sector involvement. address quality
issues. remove legal and regulatory obstacles, and test cost-
recovery schemes.

B [n advanced settings, ensure that subsidies are targeted toward
underserved groups, imiplement sustainable financing. maintain
quality, and close remaining gaps in reproductive health.

The following sections examine in more detail the changing reproductive
health needs of countries at different stages of the fertility transition and dis-
cuss in more detail the responses that have been made in reproductive health
as well as in broader social policy.

Emergent Settings

Countries at the initial stages of their fertility transitions are generally the
poorest and have the strongest interest in speeding up the transition to lower
fertility. They also face unfavorable socioeconomic and reproductive health
settings, with very low levels of educational attainment and with total fertility
rates typically above six. intant mortality above 100 per 1,000 live births, and
maternal mortality easily twenty times the industrial-country average. Many
Sub-Saharan African countries tace such conditions, but they do not neces-
sarily hold in all cases where either reproductive health or social indicators are
low.
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BOX 6-3. EXAMPLES OF EMERGENT
SETTINGS

At the early stage of the fertility transi-
tion, borrower countries need to make
basic investments in family planning
and other social sectors. Some of the
challenges at this stage are illustrated
in Bank sector reviews for Chad, which
is just entering this stage, and Kenya,
which now seems to have successfully
passed through it.

Chad. With political conflict still sim-
mering, Chad has nevertheless begun
to consider seriously the need for a
population policy. Fertility is high but is
kept down somewhat by high levels of
sterility. Importing contraceptives is
still iltegal, a hangover from the French
colonial period. Although there are no
good data, public awareness of con-
traception appears to be more limited
than perhaps anywhere else in the
world. The public health system is rudi-
mentary. At present, 80 percent of it is
funded by foreign donors. Neverthe-
less, a blueprint for an integrated sys-

tem has recently been produced (see
Jarawan and others 1992).

Given continuing concerns about
political stability, the Bank has ap-
proached the situation cautiously. A
possible project is being developed
with the Ministry of Health premised on
the government's agreement to adopt
a population policy and liberalize con-
traceptive imports. The project will
have three basic thrusts: to support the
development of population policy and
analysis of population problems; to
support private efforts to provide and
promote family planning services,
using a special grant fund; and to
strengthen the public health system,
especially through reforming phar-
maceutical procurement and distribu-
tion and through providing support for
health services in two particular re-
gions, in order to complement the work
of other donors. Backing up these ef-
forts is lending in education: a compo-
nent on female education, in particular,
is being designed as part of a second
education project.

Box 6-3. drawing on Bank sector reviews and project experience, illus-

trates the issues and needs in early-stage settings by contrasting a recent initia-
tive in Chad with Kenya's successful passage through this early stage. In early
stages, donor initiatives cannot be expected to produce quick results; long-
term commitment is essential, as the case of Kenya shows. These countries
also need support in developing and implementing human resource strategies;
in such areas as primary health care, education, employment, and gender
equality, long-term improvements may be essential if family-size preferences
are to decline and fertility regulation is to become more acceptable.

The political acceptability of fertility regulation in these countries is often
difficult but also the most critical issue to address. Donor influence has to be
used judiciously to increase political and public sensitivity to the health and
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Box 6-3, continued

Kenya. The Bank first became in-
volved in the population sector in
Kenya in 1974, when public health
services were relatively undeveloped.
Two Bank projects, officially labeled
population projects, were devoted
largely to developing basic health in-
frastructure to support family planning
efforts. At the same time the Bank
provided considerable support for ed-
ucation, which took up 4 percent of
lending—much more than in other
regions—and financial assistance in
such sectors as transport and com-
munication. Not until the third popula-
tion project in 1988 did the Bank focus
narrowly on family planning systems.
More recently, as other donors have
sharply reduced their supplies of con-
traceptives, the Bank has begun to
provide financing for this crucial
component.

For more than a decade, fertility
rates in Kenya stayed among the

highest in the world, leading to nega-
tive assessments of earlier Bank proj-
ects. Finally, the 1989 Demographic
and Health Survey documented, for
the first time, a substantial, broad-
based fertility decline, beginning in
the early 1980s, probably triggered by
a substantial expansion in service de-
livery points for family planning but
also dependent on longer-term im-
provements in female education and
declines in mortality (Kelley and
Nobbe 1990). The 1933 Demographic
and Health Survey documented an
even more rapid decline of 20 percent
in the last four years, to a total fertility
rate of 5.4.

Kenya's incipient fertility transition
has led to a reassessment of the ear-
lier Bank projects. Their emphasis on
social development and building basic
infrastructure now appears to have
been the right emphasis, and the
long-term commitment of the Bank in
population appears to have been es-
sential (see World Bank 1992b).

welfare hazards of unrestrained reproduction. Equally important is the com-
mitment to broader social policy, particularly in getting an early start on in-
vestments in education and addressing aspects of the legal and regulatory en-
vironment that restrict women’s access to property. credit, and earnings
opportunities,

Transitional Settings

Countries in the transitional stages of fertility decline face a broad range of
conditions. The challenge for them, generally. is to continue to expand thetr
clientele, which requires that they develop the infrastructure to support wide-
spread services and maintain or expand political and popular support. The in-
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BOX 6-4. EXAMPLES OF TRANSITIONAL
SETTINGS

The diversity of country needs in-
creases as countries move into the
transitional phases of their fertility tran-
sitions, as Bank sector reviews and
project experience indicate.

India. India was the very first country
to adopt a national population policy
and has the oldest and, with the possi-
ble exception of China, the largest na-
tional family planning program. india is
also characterized by great regional
diversity on both demographic and so-
cioeconomic scales. Between 1970
and 1990, India’s total fertility rate de-
clined from about six to four births per
woman. However, the national aver-
age masks fertility rates that are close
to replacement level in several south-
ern states but five or higher in poorer
states in the north.

Despite much controversy and
many reversals, India’s family welfare
program has succeeded in meetfing
the fertility regulation needs of about
two-thirds of couples not desiring addi-
tional children. The program relies ex-
cessively on sterilization. Abortion is
also widespread, and although abor-
tion is legal, many abortions are per-

formed under unsafe conditions. The
family welfare program has done less
well in addressing the needs of cou-
ples who wish to space births, and
many demographers doubt whether
India’s demographic transition wilt
complete itself unless a broader array
of methods is made available (see
World Bank 1992b).

A further weakness of India’s popu-
lation policy has been its narrow focus
on demographic targets and neglect
of broader social issues conducive to
fertility decline. India has begun to re-
assess its national population policy,
and there has been increased discus-
sion about how to develop a broader
approach that will address issues
such as the overall economic and so-
cial status of women and the neglect
of investments in women’s health.
Several recent Bank projects are tar-
geted on these problems, and further
clarification of the nature of the
Bank's long-standing invoivement in
the population field in India is ex-
pected to take place.

The Philippines. The Philippine fam-
ily planning program was developed in
the 1970s as a vertical initiative distinct
from health but administered by the
Department of Health. The initial focus

sfitutional capacities they already have and the problems they face vary con-
siderably. In some cases. the key groups for which services need to be
extended may be poorly served rural populations: in others, they may be such
special populations as adolescents. There may be cases where the main need
is for outreach services; or there may be a need to achieve better integration
with primary health care networks; still others may need to use private non-
profit or commercial services more effectively. Box 6-4 provides illustrations
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Box 6-4, continued

was strongly demographic. Policy
changes, religious opposition, and de-
pendence on external funding weak-
ened the program in the early 1980s
(see Russell and others 1991).

The Bank has supported a shift in
emphasis to reproductive health con-
cerns, emphasizing the health bene-
fits of family planning (Casterline
1991). The national program is now
premised partly on the risk to women
and children’s health caused by the
absence of family planning: maternal
mortality is estimated at 80 to 90
deaths per 100,000 live births, due
mainly to complications of pregnancy.
Another important premise of the pro-
gram is respect for the rights of
women who wish to regulate their fer-
tility. The Bank has supported a client-
oriented approach to services, ensur-
ing the availability of contraceptive
methods; strengthening information,
education, and communication pro-
gramming; supporting training; and
improving program organization and
management.

Iran. Recovering from the war with
Iraq in the late 1980s, the government

of Iran became increasingly disturbed
by population growth rates exceeding
3 percent a year. A strong population
policy was adopted and family plan-
ning services added to a well-
designed primary health care system
developed in the 1980s. The public re-
sponse was enthusiastic, and con-
traceptive use rose significantly, while
fertility fell (see Bulatao and Rich-
ardson 1993).

With demand for fertility regulation
still strong, the Iranian family planning
program faces various constraints.
The contraceptive methods it pro-
vides have been biased toward those
that are locally available but techni-
cally not always the most appropriate.
Management of the family planning
program, although adequate for the
initial phase of program development,
needs greater professionalism and
technical expertise. Such program
areas as information, education, com-
munication, research, and evaluation
are relatively undeveloped. With lim-
ited support from other donors, the
program has worked with the Bank to
launch a comprehensive project that
attempts to deal with all these
constraints.

of the range of issues that countries face during this transitional phase and the
way the Bank has assessed and is trying to meet their needs.

Quality of care is a particularly important consideration in transitional
settings. Poor quality, reflected in an inadequate mix ot methods, poor coun-
seling. and lack of courteous attention to clients. can have a particularly ero-
sive effect at this stage (see Jain, Bruce, and Kumar 1992). In contrast. high-
quality services often stimulate further demand as satisfied clients communi-



90 POPULATION AND DEVELOPMENT

cate their experiences by word of mouth. Method mix has implications for cli-
ent satisfaction as well as the demographic effectiveness of programs. There is
evidence in India, for example, that although sterilization is widely available,
there 1s considerable unmet need for temporary methods to enable younger
clients to delay or space births. In many districts, public sector clinics offering
only sterilization are underused, while private clinics offering a full range of
reproductive health services are generally busy. even when they charge for
services.

Because the path from high to low fertility varies from country to
country—and, as just noted, from region to region within countries—flexible
strategies are required. In Bangladesh. for example, the Bank entered an un-
usual collaborative arrangement with other donors, in which the Bank tended
to exercise its comparative advantage in the area of hardware proviston, leav-
ing the provision of much of the software components to other donors. At the
same time, as borrower countries have themselves developed broader ap-
proaches to encompass the various new groups they must serve, the Bank has
moved to provide software components that might enhance these efforts. This
has put the Bank in a better position to support such initiatives as improving
the quality and quantity of human resources, developing community outreach,
facilitating the involvement of private voluntary organizations. increasing the
range of contraceptive methods, reducing an excessive emphasis on steriliza-
tion, promoting breast-feeding and birth spacing, and increasing the attention
given to gender issues and women’s participation in development.

Advanced Settings

Replacement-level fertility has been achieved in some countries, especially in
East Asia, through long-standing, very etfective family planning programs
coupled with substantial socioeconomic development. Nearly as low levels of
fertility have been achieved in other countries with little if any national pro-
gram effort. These two types of settings illustrate contrasting challenges.
Where programs have successfully contributed to fertility reduction, the chal-
lenge may be to develop alternatives to public finance without jeopardizing
current access to services. Where fertility has been reduced without benefit of
an effective reproductive health system, the challenge is often twofold: to deal
with inequity of access and provide services in poor. isolated communities;
and to reduce reproductive health risks—from excessive dependence on abor-
tion and poorly informed use of sometimes inappropriate contraceptive
methods—that often develop in the absence of quality services. Box 6-5 gives
two examples of countries that have advanced into low-fertility settings in
which the absence of effective programs leaves many equity and health gaps.
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Low-fertility countries also face a different set of demographic issues
than countries at earlier stages of the transition process. Just as many of these
countries have moved much more quickly through the transition from high to
low fertility and mortality. so also are they experiencing more rapid shifts in
age composition. Many developing countries are already expressing concerns
about the aging of their populations, and new borrowers in Eastern Europe
have been coping with a variety of complex demographic issues for a decade
or more. Not only are their populations aging, but many are experiencing
abrupt shifts in birth and death rates as a result of economic and political up-
heaval, and several are trying to cope with the relocation of ethnic groups af-
fected by the realignment of national boundaries after the breakup of the for-
mer U.S.S.R.

Public and Private Sector Financing and Service Delivery

Developing countries differ greatly in the modalities they use both to finance
and to provide reproductive health and family planning services. In the case of
family planning, an estimated $5 billion was being spent annually on family
planning in developing countries during the early 1990s. Of this total, around
$3 billion came trom developing-country governments, just over $1 billion
from donors, and the remainder from payments by individual users. Just under
$1 billion a year of the donor assistance came by way of grants, while the
World Bank averaged an additional $200 million in loans and credits.

The overall level of donor assistance has grown over time. Figure 6-1
shows the levels of funding for the last decade in real and current terms. Real
growth in global funding was quite rapid in the 1970s, slowed down in the
1980s. and picked up in the early 1990s. Population assistance is a small
percentage—approximately 1 percent—of official development assistance.
The ten major donor countries provided 97 percent of commitments to popu-
lation assistance in 1991. They channeled approximately one-third of this as-
sistance through multilateral agencies other than the World Bank and one-
third through nongovernmental organizations over the three-year period from
1989 to 1991, according to available data on population assistance (see appen-
dix A for a description of the international population assistance network).

Except in a few cases, it is difficult to disentangle expenditures on family
planning from expenditures on the health programs with which they are often
integrated. Although governments in the aggregate fund much greater propor-
tions of their programs than do donors, regional variation is considerable.
Governments fund the major part of the mature Asian programs. The govern-
ment share of funding is somewhat lower (with more country-to-country vari-
ation) in Latin America, where nongovernmental organizations play a large
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BOX 6-5. PROGRAM NEEDS IN
ADVANCED SETTINGS

Demographically advanced settings
provide different challenges for pro-
grams. In some, such as in Singapore
and the Republic of Korea, gradually
phasing out the public role while main-
taining wide access to services seems
appropriate. In others, substantial
problems still exist, as the cases of
Brazil and Ukraine illustrate.

Brazil. The fertility rate in Brazil has
declined significantly over the last
twenty years, but contraceptives con-
tinue to be used ineffectively and often
inappropriately. Sterilization is the
main contraceptive method, and ac-
cess to temporary methods is limited.
Those who do use such temporary
methods as the pill receive hardly any

counseling and as a consequence
have high failure rates. Contraceptive
services vary widely in quality, and the
public sector provides little support. In
addition, rural women and the urban
poor receive limited reproductive
health services; approximately one in
four women receive no prenatal care.
The result is high maternal mortality,
estimated to range, in urban areas,
from 100 to 462 deaths per 100,000
live births. The majority of deaths are
attributed to complications related
to pregnancy and abortion (see
Saxenian 1991).

To broaden access to reproductive
health services, the Bank has assisted
the Ministry of Health in developing or
strengthening health infrastructure in
rural and peri-urban areas. The Bank
has focused attention on the need to

role—although with considerable financial support from donors, particularly
during the early stages of their program development. Africa, for the most
part, relies on public funding with donor support. In the Middle East and
North Africa. the situation varies: in Tunisia and Morocco, governments pro-
vide the major proportion of funding, whereas in Egypt and Jordan, donors are
the main source, although government financing is also considerable.

In general, only a small proportion of health budgets is allocated to fam-
ily planning. Of the eighteen countries that can provide data for more than one
year, half allotted less than 3 percent of their government health budgets to
family planning. Five fell in the 3—10 percent range. three in the 1018 percent
range, and one in the 20-30 percent range.

Individual expenditures on family planning are estimated to amount to
between 35 and 55 percent of what governments spend (World Bank 1993b).
In the absence of public provision or subsidy of family planning, the amount
that individuals would have to spend is substantial. In many low-income
countries, the retail price of an annual supply of contraceptive pills, or of con-
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expand the mix of methods and mod-
ify the dependence on cesarean sec-
tions as a pretext for sterilization: Bra-
zil has one of the world’s highest rates
of cesarean sections. Given the way
the private sector has filled some of
the gaps left by public services, the
Bank has also actively supported the
integration of private services into the
health network.

Ukraine. On becoming an indepen-
dent country in 1991, Ukraine inher-
ited a health care system in decay:
overstaffed but lacking adequate em-
phasis on basic health services. Be-
cause of the very limited use of mod-
ern methods of contraception,
Ukrainians depend heavily on abor-
tion: the abortion ratio was 155 per
100 live births, or nearly 1 million abor-

tions a year. The negative impact on
women’s health was considerable:
one-third of women who had abor-
tions suffered from subsequent repro-
ductive tract infections and as many
as 60 percent experienced secondary
sterility (see World Bank 1993d).

To reduce dependence on abortion,
the Ministry of Health estimated that it
would have to import about US$72
million in contraceptives, including in-
trauterine devices, birth control pills,
and condoms. The Bank, making use
in part of trust fund resources from
Canada and Japan, is helping the
ministry design a project to strengthen
maternal and child health services in
part by providing such essential con-
traceptive imports.

doms. would cost 5 percent of average annual income. In industrial countries.
contraceptives seldom cost more than | percent of average income. even at
much higher prices.

Not surprisingly, the pattern of use of services. available from demo-
graphic and health surveys. tends to mirror the patterns of financing described
above. In Asia and Africa, where public financing tends to predominate, the
source of provision tends to be government programs. In Latin America.
where nongovernmental organizations play a larger role. generally speaking,
the private sector plays a more significant role in service provision (see table
6-1).

The nature of private involvement in family planning often varies accord-
ing to the type of contraceptive method being used. Pharmacies and other
commercial outlets are more likely to be involved in distribution of resupply
methods such as pills and condoms as opposed to clinical methods such as the
intrauterine device or sterilization, which are typically provided by trained
health workers in a clinical setting. Community-based distribution of nonclin-



94 POPULATION AND DEVELOPMENT

Figure 6-1. International Population Assistance in Current U.S. Dollars,
1982-91
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ical methods of contraception, a system now used in many government pro-
grams, was pioneered by nongovernmental organizations. which demon-
strated its safety and effectiveness in extending services.

In the case of public/private partnerships, common variations are numer-
ous. Private organizations often play an important role in testing new ap-
proaches, which are then used more widely in national programs. Many non-
governmental service providers are financed by the public sector or through
international aid. Sometimes they operate from Ministry of Health clinics. Pri-
vate hospitals and physicians that provide services receive reimbursements
under government insurance schemes. In some instances, commercial pro-
viders receive public subsidies, as is the case in a number of contraceptive
social marketing initiatives. The public sector also subcontracts to private
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Table 6-1. Sources of Modern Methods of Contraception in Countries
with Contraceptive Prevalence over 30 Percent

(percentage)

Contraceptive Source

prevalence Public Private Private

Region rate sector commercial voluntary
Countries with per capita income helow $1.000 a vear
Dominican Republic 47 42 48 |
Egypt 35 24 73 0
El Salvador 44 78 10 13
Honduras 33 19 25 32
Indonesia 50 76 22 0
Sri Lanka 40 85 8 2
Thailand 66 82 14 1
Zimbabwe 36 90 3 2
Average 44 62 25 9
Countries with per capita income above $1,000 a vear
Botswana 32 94 S 0
Brazil 56 28 69 1
Colombia 55 25 40 32
Ecuador 36 42 41 17
Mexico 45 63 36 0
Trinidad and Tobago 44 38 46 15
Tunisia 40 77 23 0
Average 44 52 37 9

Source: World Bank 1993b. table 10,

groups activities such as information and training. Several innovative ap-
proaches in the financing and provision of services have been introduced by
the private sector, including employer-based insurance plans, provision of
family planning by health maintenance organizations. and social marketing.

It is clear from table 6-1 that various patterns of public/private partnership
have been successful in securing moderate to good contraceptive prevalence.
The table also indicates that public provision has been important in several
low-income settings, including Indonesia and Zimbabwe, where prevalence
has reached the levels found in middle-income countries where private
sources predominate. Even where the private sector is the main source, the
public sector provides at least one-quarter of the services. providing a bedrock
safety net for low-income clients.



96 POPULATION AND DEVELOPMENT

The situation within countries also varies considerably. In Colombia. for
example, where the nongovernmental organization Profamilia provides a ma-
jor part of the country’s contraceptive needs. the government plays a much
greater role in the provision of services to users with little or no education and
in rural arcas than it does to groups with more education and in cities. (The
commercial sector is the chief source for those with at least a secondary edu-
cation.) Profamilia has moved away from dependence on donor assistance to
increasing dependence on individual fees for payment; currently, it even pro-
vides some financial assistance to the public sector. Similar within-country
differences in educational background ure found between users of government
and commercial sources of tamily planning in countries as diverse as Egypt,
Jamaica, Morocco. Sri Lanka, and Thailand.

Estimating Resource Requirements

Borrowers have an interest in estimating the financial requirements of ex-
panding family planning and reproductive health services to meet future
needs. Estimating these amounts presents formidable ditficulties. Two main
approaches have been used to establish a baseline for these estimates. Both
approuches rely on estimates of future levels of service provision if fertility
decline follows the most likely projected path. One approach starts with esti-
mates of expenditures in the sector. divides them by the number of people be-
ing served. and then projects them into the future. The second approach esti-
mates current unit costs of providing family planning and multiplies them by
the current and projected number of users. Both approaches adjust for infla-
tion and other factors that are likely to influence cost or expenditure levels in
the future (for example. the level of institutional capacity and the stage of pro-
gram development in a country). In fact, both methods yield broadly similar
estimates when they are stated in per capita terms. A compilation of estimates
reviewed in the recent Bank paper on best practices in family planning indi-
cates that per capita expenditures, including user payments, will remain mod-
est at $1.25 to $1.50 a year. World Development Report 1993 reports a similar
figure, estimating that family planning could be provided at a cost ot about
$0.90 per capita in low-income countries and $2.20 per capita in middle-
income countries (World Bank 1993e).

The growing consensus that safe and effective fertility regulation is cen-
tral to reproductive health has prompted efforts to estimate what it would cost
to provide a minimum package of interventions in this area. The Bank’s esti-
mates of the cost of a safe motherhood program (excluding child health) range
between $0.92 and $1.06 per capita. again assuming different levels of devel-
opment. These estimates attribute only a portion of the costs ot family plan-
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ning services to safe motherhood interventions and include the costs of con-
traceptives at a public sector instead of a commercial price.

Costing information for these more comprehensive packages is still lim-
ited. Available estimates of the costs of family planning services do not in-
clude management of abortions or control and prevention of Hiv/albs and re-
productive tract infections, both essential elements of reproductive health. In
addition, a population program more broadly defined would include the costs
of ancillary activities—for example, censuses, registration systems, surveys,
and the institutions necessary to conduct and analyze them and to advise on
policy. How to apportion joint costs and what to include in costing population
programs are important issues with no “correct’™ solutions, but consistency is
crucial to dependable estimates of resource needs.

Although the per capita costs of providing reproductive health and family
planning services are not expected to increase greatly. the total costs will in-
crease considerably because of the increasing numbers of men and women of
reproductive age and the expanded use of these services by currently under-
served groups. To cover these costs it is estimated that expenditures on family
planning services will have to increase by 55 to 60 percent over the decade
(World Bank 1993b). Harder to estimate is the added expense as programs
broaden their coverage to other aspects of reproductive health, but it is likely
10 be considerable. In its preparations for the 1994 population conference, the
United Nations Population Fund estimated that at the global level a doubling
of expenditures (from around $5 billion to just over $10 billion in 1993 dol-
lars) will be required to meet family planning needs, plus an added $5 billion—
$7 billion to address broader reproductive health needs (UNFPa 1994). The es-
timates are imprecise because countries differ greatly in the amount of capital
investments they require and in the level of local recurrent costs.

Reproductive health and family planning services require modest invest-
ments in comparison with countries’ other health and development needs.
Public financing and service provision should be targeted on underserved
groups, the poor in particular. In some countries, the needs for expanded in-
formation and services could be met by a reallocation of public expenditures
away from activities that could be addressed better by the private sector. The
poorest developing countries’ governments may not have sufficient resources
to finance and to provide the services to meet these needs. Donors can play a
role. but there are also limits to what they may be able to provide. In all cases,
attention needs to be given to efficiency gains in the provision of services, in-
cluding those that derive from involvement of private providers, and to mech-
anisms to recover costs or provide services through commercial channels in
situations where users are able to pay for them.



CHAPTER SEVEN

Implications for the
World Bank

WORLD Bank involvement in population has changed over
time to reflect not only a growing understanding of the complexity of the link-
ages between population and development but also an awareness that many
factors affect reproductive behavior. The Bank recognizes that other invest-
ments in human development affect the desire for smaller families, in particu-
lar girls” education, and has consequently also been addressing this dimen-
sion. The Bank’s approach also reflects a conviction that reproductive health
and family planning are important components of better health for mothers
and children and of family and women’s rights. As the Bank has sharpened its
focus on poverty reduction, investments in human resource development, and
sustainable economic growth, population is being viewed increasingly in
terms of its relevance to these prime goals.

The Bank’s Comparative Advantages

The World Bank’s role in population programs has been shaped by its com-
parative advantage in a number of areas in relation to the many multilateral.
bilateral, and nongovernmental organizations that are involved in population
work (see appendix A for a description of the international population assis-
tance network). Although the Bank is not the lead agency in population, it has
played an increasingly important role as it has responded to borrower de-
mands. Bank managers and staff have increased their capacity to work with
borrowers, other donors, and nongovernmental organizations to formulate ef-

98
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fective projects 1o meet the diverse needs that have been identitied in this re-
view. However, Bank capacity to respond to borrower demand should be
strengthened further and is an important issue for continued expansion of
population and social sector work.

The Bank helps borrowers address population through a broad range of
social sector interventions, including health, education. and the status of
women. The Bank also brings particular strength in sector and economic an-
alyses, which inform the policy dialogue between the Bank and borrower
countries. Bank resources, although available through loans and credits to
borrowers, are usually available on a more ample scale than nonreimbursed
tunds from other donors. The Bank’s sectoral and lending approach encour-
ages borrowers, in formulating their projects, to look comprehensively at sec-
tor needs and to take action to resolve issues and achieve clearly identifiable
goals that are consistent with overall development objectives.

Other donors offer grants, which are often a more attractive funding
mechanism for population programs than are loans, and they provide a wider
and deeper range of technical assistance at the field level. Those donors may
have greater flexibility in providing direct support to nongovernmental organ-
izations, which have tended to be the more innovative and energetic organiza-
tions in the area of family planning, while the Bank must deal primarily with
governments, and in the case of population, typically with ministries (health
and/or family welifare), which often are not the most powerful public agen-
cies. For the remainder of this chapter. the prime focus is on the reproductive
health and family planning aspects of the population program, with a number
of general cross-references to health and education. More detailed analyses of
education and heaith activities can be found in other Bank documents.

Policy Dialogue and Analytical Work

High-level understanding and political commitment have been very important
elements ot successful population work. The Bank has participated in this pol-
icy development process through its dialogue with borrowers, drawing not
only on its sectoral expertise but also on the economic skills that contribute to
its comparative advantage in policy development. Although the impact of sec-
tor work on policy is hard to measure, the Bank is generally credited with con-
tributing to policy breakthroughs in a number of countries, particularly in
Asia and in Sub-Saharan Africa. where the Bank put major emphasis on popu-
lation growth issues during the 1980s. These efforts contributed to the broad
policy changes observed there during the last decade (see box 7-1) and led to
substantial increases in the lending program. In other countries, Bank sector
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BOX 7-1. POLICY DIALOGUE IN SUB-
SAHARAN AFRICA

During the 1980s the World Bank en-
gaged Africa leadership groups—top
government officials, administrators,
academics, and opinion leaders—in a
dialogue on the linkages between
rapid population growth and the devel-
opment prospects of the region. The
main messages are presented in a
World Bank Policy Study, Population

Growth and Policies in Sub-Saharan
Africa (World Bank 1986). That study
drew on extensive sector work, which
was later published in Population
Growth and Reproduction in Sub-
Saharan Africa (Acsadi, Johnson-
Acsadi, and Bulatao 1990). Follow-up
to this effort was carried out by the Afri-
can Population Advisory Committee, a
group of distinguished experts and
leaders in African population and de-
velopmentissues (see apac 1993).

work has played a supporting role in the development of population policies,
although this has not resulted in projects financed by the Bank.

Analysis of demographic issues in reports that concentrate on population
is generally strong. As population has become increasingly integrated within
population, health, and nutrition projects, or as part of a larger social sector
initiative, population work has been integrated within those larger reports. For
example. a recent review of women in development issues in Niger addresses
interrelations between reproductive behavior. rural production, and manage-
ment of natural resources (see Bach-Baouab 1993). Several education and
health reports have identified alternative policy options needed to respond to
different patterns of change in the age structure of populations. A population
perspective has also been incorporated in other sector work (agriculture, labor,
and poverty), drawing attention, for example, o increases in the number of
people in poverty and the association between family size and family poverty.

However, as some critics have noted, opportunities to bring population
more fully into the policy dialogue have been missed by not giving sufficient
attention to demographic trends and their implications in country strategies
and economic analyses (see Teitelbaum 1989 and appendix C for a synopsis of
other reviews of Bank population work). To enable the Bank to do a better job
in assessing population issues, more targeted training and better guidance on
population issues for country economists and senior managers are being un-
dertaken. along with efforts to encourage more systematic incorporation of
demographic issues in country strategies and economic analyses.

Bank-sponsored research provides the analytical basis for policy dialogue
and lending operations. A wide variety of studies has focused on individual
and household decisionmaking with respect to demographic variables, look-
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ing at a range of issues such as the relative cost-eftectiveness of efforts to re-
duce fertility through reductions in infant and child mortality, increases in
family planning. or increases in female education. For example, a recent se-
ries of studies has addressed economic and policy determinants of fertility in
Sub-Saharan Africa. with particular emphasis on how investments among var-
ious social sectors affect reproductive behavior (see Scribner 1994). At the
same time, less attention has been directed to several issues of increasing pol-
icy importance at the Bank: international migration. aging. and the environ-
mental consequences of population growth. Important exceptions are World
Development Report 1984 and a tollow-up study on the links between popula-
tion growth., environment. and agriculture in Africa. Likewise, little recent
work has been done on the effects of fertility decisions on poverty. although
important studies were done earlier in Indonesia and Botswana during prepa-
rations for World Developmment Report 1984, More recently. research on the
interrelations between population growth and natural resource use has become
a growing focus of attention, as exemplified in World Development Report
1992: Development and the Environment. As the Bank addresses the question
of how to do a better job in bringing the demographic perspective into its
country work, it will need to expand its base of knowledge about the linkages
between demographic variables and its core interests in poverty reduction, hu-
man resource development. and environmentally sustainable development.

Trends in Lending

Over the past twenty-five years. the Bank has been an active player in the
population field, lending more than $1.7 billion to support population activ-
ities through more than 100 projects. As figure 7-1 demonstrates, the value of
the total portfolio! has increased steadily. reaching $50 million in fiscal 1973,
$295 million in fiscal 1983, and a current (fiscal 1993) value of more than $1.1
billion. representing seventy-three projects under Bank supervision (either
free-standing population projects or health and social development projects in
which family planning is a significant component). Although new commit-
ments vary considerably by year, here too the trend has been steadily upward.
In the first decade of Bank involvement (1969-79). eighteen free-standing
population projects were approved. worth almost $300 million. In fiscal 1980—
87, twenty-seven population-related projects were approved, with the amount
financing population activities estimated at about $425 million. In the period
since fiscal 1988, sixty-three projects supporting population activities have
been approved by the board. providing more than $1 billion in support. In the
1990s, new commitments have averaged about $200 million a year.2
Historically, the principal beneficiaries of Bank lending in population
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Figure 7-1. World Bank Lending to Population: Continuing Portfolio and
Annual Commitments, Fiscal Years 1970-93
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have been in Asia. Between them, East and South Asia have received almost
70 percent of the Bank’s total support to population. with Bangladesh. India,
and Indonesia accounting for more than half of the total. The focus on Asia
has been motivated by many factors. including its large and rapidly growing
population (more than half the world’s population lives in Asia) and the politi-
cal commitment of leaders in these countries. These projects have tended to
be large and free-standing, although the last five years have seen more inte-
grated projects.

Although Asia has received the most population financing, Africa has
had a greater number of projects. In contrast to the situation in Asia, these
projects are mostly integrated population, health, and nutrition projects,
whose population activities account for almost 20 percent of total population
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lending. the next largest proportion after the two Asian regions. The countries
of the Middle East and North Africa have historically received very little lend-
ing for population. The last three years, however, have seen an increase in ac-
tivity. Aside from the new Europe and Central Asia region, the countries of
the Latin America and Caribbean region have received the smallest proportion
of Bank population resources because of political sensitivities and the pre-
dominance of other donors. In this region. although there is little Bank activity
in the population area, integrated population, health, and nutrition projects of-
ten include components related to family planning. and social investment
funds are available for support of family planning (see figure 7-2).

The amounts shown in figures 7-1 and 7-2 provide only a partial picture
of the Bank’s true contribution to the sector; they reflect efforts to increase the
supply of family planning services. They do not include funding that supports
fertility reduction by increasing the demand for smaller families. Three sets of
interventions are especially effective in creating such demand: those that im-
prove health and reduce infant mortality: those that improve access to educa-
tion, particularly for girls; and, most fundamentally. those that are meant to
reduce poverty and raise income levels.

In health the Bank is involved in a wide range of activities that contribute
in various ways to fertility reduction and that. in fiscal 1993, amounted to ap-
proximately $1.6 billion in new commitments (this excludes the $186 million
assigned above to population components). For example, fifty-five projects
with substantial aips/HIv prevention and treatment activities have been ap-
proved, most of which are currently under supervision. Similarly, at the end of
fiscal 1993, more than seventy projects with safe motherhood components
were under implementation. In addition. the Bank funds a number of child
survival interventions, which (like safe motherhood) contribute to the broader
reproductive health objectives described in chapter 6.

Bank investments in education (which amounted to $1.9 billion in fiscal
1993) are increasingly being targeted on keeping girls in school. The objective
is to raise the value of women as producers rather than as child bearers and to
help reduce their dependence on their husbands and sons, which affects the
desire for large numbers of children. Strategies to target discrete groups (espe-
cially women and the poor) and to help them take better advantage of educa-
tional opportunities have been coupled with efforts to increase the capability
of local institutions to provide quality education and reproductive health ser-
vices. In fiscal 1993, about 45 percent of all approved Bank projects contained
gender-specific interventions. In the population, health, and nutrition sector,
that figure jumped to 90 percent; in employment and training, to 83 percent;
and in education, to 67 percent.
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Figure 7-2. Value and Composition of the Population Portfolio, Fiscal Years
1970-93
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Factors Influencing the Effectiveness of Population Projects

The population activities of the Bank are influenced by many factors, includ-
ing its role in relation to other donors. institutional capacities of client coun-
tries, and the complex nature of the field. This section reviews those issues
and briefly describes how the Bank has been addressing them.
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Loans/Credits versus Grants

The Bank’s status as a lending institution allows it to work on a larger scale
than most other donors. whose work in population is through grants. Within
the health sector, the Bank can mobilize large sums of money to build the
health system infrastructure. Further, its multisectoral approach enables it to
lend in fields that reinforce investment in family planning. such as education
and health. However, its status as a bank limits the size of its lending program
in cases where the need for hardware is less than the need for software or
where institutional capacity to manage large-scale projects is weak. However,
well-structured projects often leverage financing from other donors for items
such as contraceptive supplies.

Some of these limitations are attenuated when countries qualify for
credits through the International Development Association (1pa), which offers
borrowers more attractive terms than are available in the case of loans made
by the International Bank for Reconstruction and Development (1BRD).?> More
than 70 percent of the Bank’s lending for population has been in the form of
DA credits. When projects are financed with 1BRD loans, countries are likely
to prefer civil works and other hardware activities, particularly those requiring
foreign exchange. When projects are financed with 1ba credits. more of the
software needs of this sector (training, motivational activities, and contracep-
tive supply and logistics systems) are likely to be included. In ipa-eligible
countries, the Bank also finances a higher proportion of project costs (up to 90
percent). However, because 1pA credits are available only to low-income
countries, it is more difficult to finance activities in poorer regions of coun-
tries not otherwise qualifying. There is strong support among 1pa-10 donors
for increased population work by the Bank, and the 1pa-10 agreement calls on
the Bank to increase its investments further in this area.

Institutional Capacity

Operating as a lending agency also means that the Bank does not implement
projects. Implementation is the responsibility of the borrower, normally gov-
ermnment departments and generally the Ministry of Health in the case of popu-
lation. Although the Bank has supervisory responsibilities, it does not manage
project activities. Furthermore, the implementing agency can be the benefici-
ary under the loan agreement, but foreign exchange must be disbursed under
arrangements with ministries of finance and central banks that the implement-
ing agency cannot control. Delays and bureaucratic tie-ups in the flow-
through of funds can sometimes stall project activities. Although this is a gen-
eral issue for Bank projects, the relatively weak position of many ministries of
health in many countries makes it particularly severe in this sector.
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Complexity

As the Bank responds to current changes in the population environment—the
increased diversity of client needs and the trend toward a more integrated
approach—it is also being required to develop projects that combine a greater
variety of components and cotinancing mechanisms. This complexity raises
the time costs for analysis and project formulation and places greater demands
on the institutional capacity of borrower countries to implement those
projects.

Supervision and Skill Mix

Investing in the social sectors is labor intensive and requires specialized tech-
nical and organizational skills; for reasons indicated above, population offers
additional challenges, particularly in the supervision of projects. Some of the
Bank’s more successful population and health projects have. in fact, included
provision for resident management staff to strengthen supervisory capacity
(for example, in Bangladesh and Kenya). The experience of other donors also
suggests a strong relationship between the intensity of in-country manage-
ment efforts and the eftectiveness of projects. The Bank has been making a
special effort to improve supervision and strengthen its skill mix in needed
technical areas and to assure that it is responsive to borrowers’ needs. It is also
exploring mechanisms for drawing more effectively on technical expertise in
specialized United Nations agencies such as United Nations Population Fund
and World Health Organization.

Increasing Involvement of Nongovernmental Organizations

In view of the growing belief that institutions with strong links to local com-
munities are more sustainable and lead to productive use of resources in the
long term, many donors are looking to nongovernmentaf organizations to act
as intermediaries between them and the communities they wish to serve. This
is happening despite some reservations about their relative cost-effectiveness
as service providers; some argue that even donated resources should be as-
signed an economic cost when allocation decisions are being made. The
accumulated technical expertise and experience with service delivery of non-
governmental organizations is of paramount importance to the Bank. Also,
success in population projects depends to a large extent on the quality of rela-
tions between providers and clients. A growing number of Bank projects in-
volves such organizations. particularly national organizations with a commit-
ment to community service, especially where clients are geographically or
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socially disadvantaged. The highly difterentiated nature of client populations
and the organizational context within which public family planning services
are offered make nongovernmental organizations a promising alternative
mechanism for channeling Bank investments.

Donor Coordination

Another way to enhance the Bank's effectiveness in population is to find new
opportunities for donor coordination. The Bank’s work in population has al-
ready benefited from considerable donor coordination, both at the level of
country programs and at the international level. Cofinancing by governments
and other donors at the country level led to total project cost support to popu-
lation in fiscal 1993 that was twice as large as the Bank lending figure. In the
case of the Zimbabwe Second Family Health Project approved in fiscal 1991,
the Bank mobilized $17.7 million in grant funds for population, leaving no
need for Bank lending for population components of that project. Similar ex-
amples include the Cameroon and the Gambia population, health, and nutri-
tion projects approved in fiscal 1990.

Perhaps more important than the amount of cofinancing, however. is the
content of the coordination activities. The Bangladesh Population and Health
Consortium is an excellent example of eftfective donor coordination in which
Bank-sponsored projects include large amounts of grant assistance (more than
two-thirds of the external funding), allowing for larger expenditures on tech-
nical assistance, fellowships and training, and operating costs than is typical
in Bank projects. Grant funds also paid for additional staff both in the field
and in Washington, D.C.. to supervise the project. provide policy guidance,
and coordinate donor efforts. In this and other cases. the greater field presence
of other population agencies could be capitalized on to overcome some of the
constraints on the Bank's own effectiveness, such as limited staff resources
for supervision, hesitation of clients to borrow for software, and limited insti-
tutional capacity of some borrowers.

The Bank’s Role in Meeting the Challenges of the 1990s
and Beyond

In response to the challenges reviewed above, the Bank’s capacity in policy
dialogue and resource mobilization is its most effective tool. The Bank will
continue to use and strengthen its sector work and policy dialogue to urge
governments to examine demographic issues in light of other development
priorities and to make funding allocations as appropriate. The Bank will also
draw borrowers’ attention to the many modalities available for funding and
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providing services and identify and urge changes in constraints on access to
family planning information and methods. It will point out that public policy
can encourage or inhibit private sector work in population and it will encour-
age borrowers to address legal and regulatory constraints, such as limits or
restrictions on the importation of contraceptives, price controls, limits on the
flow of information in the sector, and overly restrictive reporting and over-
sight standards.

The Bank will also continue to help borrowers understand and build on
the broader linkages between population change and other aspects of human
development and poverty reduction. Through its own investments in health
and education, and by encouraging borrowers and other donors to put high
priority on these areas, the Bank will help borrowers reduce high rates of ma-
ternal and child mortality, bridge the gender gap in education, and raise
women’s economic and social status. These investments will speed up fertility
declines. They are beneficial in their own right, and they should be accorded
high priority for both reasons.

In sum, the Bank will emphasize the following:

® Working with borrower countries and other donors to mobilize
financial and other resources required to meet the growing
demand for family planning, reproductive health services,
education, and other services that contribute to human
development

B Assisting borrower countries through its own strategic
investments in these sectors, with emphasis on infrastructure,
institutional capacity, and effective management of sector
activities

® Coordinating the mobilization of resources as much as possible
with efforts to supply the core package of essential health
services called for in World Development Report 1993 and
applying that report’s guidance on health finance and
management in working with borrowers on family planning and
reproductive health projects

m Strengthening the Bank's skill mix in needed technical areas,
applying its available capacity for financial and economic
analysis in the sector, and working collaboratively with other
donors and specialized agencies that have complementary skills
and capacities, and

w Using its analytical capacity and supporting research to broaden
the scope of population policy through better understanding of
the linkages between population change, reproductive health,



IMPLICATIONS FOR THE WORLD BANK 109

and the Bank’s broader human development and poverty
alleviation agendas, and recognizing more effectively in
country strategies and other key documents the interconnections
between population dynamics and successful achievement of
those agendas.

Ultimately, the needs, implementation capacities. and commitment to
policy reform of borrowing countries will determine the volume and content
of the Bank's social sector lending. For its part, the Bank expects to sustain
and expand its recent efforts to work with borrowers in developing and imple-
menting a larger and more comprehensive program in human resource devel-
opment. Over the Bank’s three-year planning horizon, sector work in the areas
of education and population, health, and nutrition is projected to continue to
expand. with an emphasis on completing poverty assessments for all bor-
rowers and improving sector knowledge in support of increased investment.
Bank management is committed to a larger program of investment in family
planning, maternal and child health, and increased educational opportunities
for girls. Although detailed lending projections are subject to considerable un-
certainties, present lending plans indicate that the recent growth of social sec-
tor lending will be sustained over the planning period. Lending for reproduc-
tive health and family planning activities is projected to increase by 50
percent over the next three years. the annual total of lending for health is pro-
jected to exceed $2 billion for the first time in fiscal 1996, and lending tfor
education is expected to average more than $2.5 billion in fiscal 1995-97
(with a substantial emphasis on girls” education), provided that country envi-
ronments are supportive of policy reform and effective implementation.

Notes

1. A project is included in the portfolio for a given year if it was approved
before or during and closed during or after that fiscal year. This definition is
consistent with the Bank’s annual review of portfolio performance (World
Bank 1994c).

2. Integration of population with health and nutrition activities makes the
method of accounting for dollar amounts supporting population activities an
inexact science at best and has led to a very restrictive definition of what is
counted as “*population™ to avoid double counting among the subsectors. The
operating definition for population lending is activities that provide direct and
indirect support of family planning service delivery, population policy devel-
opment, and fertility survey/census work. This definition understates the
Bank’s true contribution to the sector in several ways. It does not include di-
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rectly related activities of service provision such as prevention and treatment
of aips and sexually transmitted diseases, nor does it include the nonfamily
planning elements of safe motherhood programs and child survival interven-
tions, both of which are now considered part of the population and reproduc-
tive health field. Appendix B provides a more detailed discussion of how the
annual amounts of population lending are counted in the Bank and lists Bank
projects that have population components as well as the total amount and the
amount allocated for population.

3. 1BRD was established in 1945 to help finance reconstruction and devel-
opment in member countries. 1Da was established in 1960 (o provide assis-
tance to the poorest developing countries on terms that would bear less
heavily on the balance of payments than 1BrRD loans. Only the very poorest
countries are eligible for ipa credits, which, when discounted over the length
of the credit period, represent an 88 percent grant equivalent. At present the
rate of interest on IBRD loans is about 7.5 percent, with a grace period of five
years and a repayment period of fifteen to twenty years. IDA credits have a
ten-year grace period and must be repaid in thirty-five or forty years.
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The International
Population Assistance
Network

INTERNATION AL population assistance flows from
developed-country donors to developing-country governments and non-
governmental organizations both directly and indirectly through a network of
multilateral agencies and international nongovernmental organizations. The
United Nations Population Fund {uNFpa) conducts periodic reviews of inter-
national assistance. with the most recent one covering the period 1982-91
(UNFPA 1993a). As noted in chapter 7 of the report, donor assistance to popula-
tion increased steadily during the 1980s when measured in current dollars. For
the three-year period 1989-91. the total amount of commitments for popula-
tion assistance from the seventeen developed-couniry governments that re-
sponded to the unFpa inquiry averaged $670 million dollars (sce table A-1).
The twelve countries listed in the table, headed by the United States with $294
million, accounted for almost all (97 percent) of that amount.

This assistance flows through a variety of channels. including United Na-
tions agencies and international nongovernmental organizations. Figure A-1,
prepared by UNFPa, presents a stylized depiction of these channels. About
one-third of overall assistance goes directly from developed- to developing-
country governments in the form of bilateral assistance. The United States
channels the largest share, 55 percent. of its assistance in the form of bilateral
aid. Other countries that channel much of their assistance bilaterally are Ger-
many (38 percent) and Canada (37 percent).

Another third of developing-country government assistance is channeled

M
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Table A-1. Developed-Country Commitments to Population Assistance, by Channel and as a Percentage of Official Development
Assistance and Gross National Product, Averages for 1989-91

As u percentage of

Total Percentage channeled through Official Gross
(thousands of Direct Multilateral asbed- Nongovernmental development national
Country U.S. dollars) hilateral aid organizations organizations assistance product
United States 293,586 55 0 45 2.94 0.005
Japan 62.310 10 65 24 0.65 0.002
Germany, Fed. Republic of 53,946 38 52 9 0.88 0.004
Norway 49,179 22 6l 16 4.49 0.050
Sweden 39.876 4 58 38 2.01 0.020
United Kingdom 37.375 24 39 37 1.31 0.004
Netherlands 35,742 10 81 9 1.50 0.014
Canada 34,711 37 37 26 1.41 0.006
Denmark 21,334 2 73 25 1.94 0.018
Finland 20.906 2 96 2 2.50 0.015
Switzerland 6,182 6 93 1 0.86 0.003
Australia 5,361 24 52 24 0.53 0.002
Othersa 9,702 17 72 11 0.17 0.001
Total 670.210 34 34 32 1.25 0.009

a. Averaged less than $5 mullion a year each, including Austria. Belgium, France, laly, and New Zealand.
Source: UNFpa 1994, unpublished addendum




APPENDIX A 113

through multilateral agencies, including the uNrFpa, World Health Organiza-
tion, United Nations Children’s Fund. and other United Nations agencies.
These agencies made grants either to developing countries’ governments or to
national nongovernmental organizations in developing countries. Most
developed-country governments, including Australia, Denmark, Finland, Ger-
many, Japan, Netherlands, Norway, Sweden, and Switzerland, channel half or
more of their population assistance through multilateral agencies. The United
States, which did not channel any assistance through multilateral channels
from 1986 to 1992, resumed funding through them in 1993. The World Bank's
commitments to population activities. which averaged $215 million for 1989—
91, are not included in the flows channeled through multilateral agencies be-
cause only part of its funding in this sector can be said to originate in contri-
butions (through 1pa) from developed-country governments.

The other main channel for intemational population assistance consists of
international private organizations, which received funding from both
developed-country governments and from private foundations in developed
countries. Some thirty-seven international nongovernmental organizations re-
sponded to the most recent UNFPA inquiry: they reported that they had re-
ceived income from an additional 113 international nongovernmental organi-
zations and that they had channeled amounts to an additional 286 international
and 105 national nongovernmental organizations in developing countries.

Private organizations are an important source of funding for international
nongovernmental organizations. The largest six, all based in the United States,
accounted for 62 percent of the $54 million in annual private assistance to
nongovernmental organizations over the three-year period 1989-91; they in-
clude the Rockefeller Foundation, the MacArthur Foundation, the Population
Council, the Hewlett Foundation, the Ford Foundation, and the Mellon
Foundation.

Several developed-country donors channel a portion of their population
assistance through international nongovernmental organizations. Slightly less
than one-third of developed-country government assistance flows in this way.
Sweden. the United Kingdom, and the United States channel more than a third
(38, 37, and 45 percent, respectively) of their assistance through international
nongovernmental organizations. Five international nongovernmental organi-
zations accounted for nearly three-fourths of the assistance flowing in this
way: the International Planned Parenthood Federation, the Population Coun-
cil, the Association of Voluntary Surgical Steritization, the Program for Ap-
propriate Technology in Health, and Pathfinder International. Most of these
larger international nongovernmental organizations play a dual role as chan-
nels of international assistance and as sources of funding. so that the Popula-
tion Council, for example, is listed as being one of the largest private sources
as well as private channels of funding.
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Accounting for Bank
Spending in Population

THE growing diversity and complexity of Bank work in popula-
tion and related health and social development activities have increased the
difficulty of providing a satisfactory dollar accounting for the “*population™
component of these activities. Early stand-alone population projects of the
1970s were generally counted as 100 percent population, even though they ac-
tually included lending for health infrastructure and other elements that might
be considered health or nutrition. This definition was appropriate, because the
major objective of the projects was to accelerate fertility decline and the Bank
was not yet officially lending for health per se. As the public, health, and
nutrition sector became more integrated during the 1980s, the Bank’s manage-
ment information system did not formally distinguish between the population,
health, and nutrition components of projects. Nor were clients required to pro-
vide information on the allocation of disbursements among these components.

For a variety of reasons, there is considerable interest in assigning identi-
fiable dollar amounts to population as well as to other project components.
One of these is the desire of advocacy groups to have a number to use in judg-
ing the adequacy of donor funding of population activities. Therefore, Bank
staff prepare estimates of these amounts on a project-by-project basis using
appraisal reports submitted to the board for approval. Because other subsec-
toral advocates are also interested in claiming amounts for their areas of inter-
est and because Bank management has directed that there be no double count-
ing of subsectoral components, what currently gets counted as population in
Bank lending operations is more narrowly defined than in the past. It is

14
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Table B-1. World Bank’s Projects Supporting Population Activities
Amount for
Lending population
Loan/ Fiscal amount programs
credit year Region? Country Project name (millions) (millions)
L 1970 LA Jamaica Family planning 2.0 2.0
L 1971 LA Trinidad and Tobago Family planning 3.0 3.0
C 1971 MN Tunisia Population 4.8 4.8
C 1972 EA Indonesia Population 1 32 13.2
C 1972 SA India Population 211 21.1
L 1973 EA Malaysia Population 5.0 5.0
C 1974 AF Kenya Population I 12.0 12.0
C 1974 MN Egypt Population 4.8 48
L 1975 EA Philippines Population 25.0 25.0
C 1975 SA Bangladesh Population [ 15.0 15.0
L 1976 LA Jamaica Population II and nutrition 6.8 6.8
L 1977 EA Indonesia Population II 24.5 245
L 1977 LA Dominican Republic Family welfare 5.0 5.0
C 1978 EA Thailand Population 1 33.1 33.1

(Table continues on the following page)
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Table B-1 (continued)
Amount for
Lending population
Loan/ Fiscal amount programs
credit vear Region® Country Project nume (millions) (millions)
L 1979 EA Malaysia Population 11 17.0 17.0
C 1979 EA Philippines Population I1 40.0 40.0
C 1979 MN Egypt Population IT 25.0 25.0
C 1979 SA Bangladesh Population II 32.0 32.0
L 1980 EA Indonesia Population 11T 35.0 35.0
L 1980 EA Korea, Republic of Population I 30.0 30.0
C 1980 SA India Population 11 46.0 46.0
L 1981 MN Tunisia Health and population 12.5 1.1
C 1982 AF Kenya Population 11 23.0 23.0
C 1983 AF Senegal Rural health 15.0 1.4
C 1983 AF Malawi Health and nutrition 6.8 0.6
L 1983 LA Peru Health 335 1.0
C 1983 SA Pakistan Population 18.0 18.0
C 1684 AF Mali Health development 16.7 1.5
L 1984 AF Botswana Family health 11.0 0.8
C 1984 AF Comoros Population and health 2.8 0.4
C 1984 SA India Population 111 70.0 70.0
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1985
1985
1985
1985
1985
1985
1986
1986
1986
1986
1986

1986
1986
1986

1987

1987
1987
1987
1987

1988
1988
1988
1988

1988

AF
AF
AF
EA
MN
MN
AF
AF
AF
AF
AF

LA
SA
SA

AF

AF
AF
AF
LA

AF
AF
AF
SA

SA

Lesotho
Burkina Faso
Nigeria
Indonesia
Jordan
Morocco
Sierra Lcone
Rwanda
Cote d’Ivoire
Niger

Ghana

Colombia
India
Bangladcsh

Guinea-Bissau

Gambia
Zimbabwe
Malawi
Jamaica

Burundi
Ethiopia
Kenya
India

Sri Lanka

Health and population

Health 1

Sokoto health

Popuiation [V

Health

Health devclopment

Population and health

Family health

Health I

Health

Health and education
rehabilitation

Public health

West Bengul population

Population 111

Population, health. and
nutrition

Population and health

Family health

Health and population IT

Population and health [

Health and population 1

Family health

Population 111

Bombay and Madras
population

Health and population

35
26.6
34.0
46.0
13.5
28.4

5.3
10.8
222

278

15.0
36.5
51.0
78.0

4.2
5.6
10.0
11.0
10.0

14.0

33.0
12.2

57.0
17.5

0.7
0.5
1.4
46.0
34
28
1.1
1.2
4.9
1.7

0.8
0.3
51.0
78.0

0.5
0.6
2.0
4.8
6.8
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Table B-1 (continued)
Amount for
Lending population
Loan/ Fiscal amount programs
credit year Region* Country Project name (millions) (millions)
L 1989 AF Nigeria State health and population 27.6 0.1
C 1989 AF Benin Health services development 18.6 0.3
C 1989 MN Yemen Health II 4.5 0.4
C 1989 SA India Family welfare training 124.6 124.6
C 1990 AF Kenya Population IV 35.0 35.0
C 1990 AF Lesotho Health and population 11 12.1 1.2
C 1990 AF Tanzania Health and nutrition 47.6 9.5
C 1990 LA Haiti Health and population 28.2 1.6
L 1990 LA Brazil Northeast basic heaith 11 267.0 13.4
C 1990 MN Yemen Health I 15.0 1.5
L 1990 MN Morocco Health sector investment 104.0 10.4
C 1990 SA India Population training VII 96.7 96.7
C 1991 AF Senegal Human resources 1
(population and health) 35.0 14.8
C 1991 AF Rwanda Population 19.6 19.6
C 1991 AF Nigeria Population 78.5 78.5
C 1991 AF Togo Population and health
adjustment 14.2 4.3
C 1991 AF Madagascar National health sector 31.0 44
C 1991 AF Malawi PHN sector credit 55.5 5.8
C 1991 AF Mali Health, population, and rural
welfare 26.6 3.0
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1991
1991
1991
1991
1991
1991
1991
1991
1991
1991

1992
1992
1992
1992
1992
1992
1992

1992
1992

1993
1993
1993
1993

AF
EA
LA
LA
LA
LA
LA
MN
SA
SA

AF
AF
AF
EC
EC
LA
LA

SA
SA

AF
AF
AF
EA

Ghana
Indonesia
Venezuela
Haiti
Honduras
El Salvador
Mexico
Tunisia
Pakistan
Bangladesh

Niger

Mauritania
Equatorial Guinea
Poland

Romania
Honduras

Guyana

India

India

Burundi
Guinea-Bissau
Angola

Papua New Guinea

Health and population i1
Population V

Social development
Economic and social fund
Social fund

Social sector rehabilitation
Basic health

Population and family health
Family health

Population and health IV

Population

Health and population

Health improvement

Health

Health services rehabilitation

Social investment tund II

Health, nutrition. and
sanitation

Family welfare

Child survival and safe
motherhood

Social action

Social sector

First health
Population and tamily
planning

(Table continues on the following page)

27.0
104.0
100.0

11.3

20.0

26.0
180.0

26.0

45.0
180.0

17.6
15.7
55
130.0
150.0
10.2

10.3
79.0

10.4
8.8
19.9
6.9

4.9
104.0
5.0
0.5
0.2
1.5
26.0
13.5
61.5

0.1
0.5
0.9
0.6

6.9
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Table B-1 (continued)
Amount for
Lending population
Loan/ Fiscal armount programs
credit vear Region® Country Project name (millions) (millions)
C 1993 EA Philippines Urban health and nutrition 70.0 17.5
L 1993 EA Indonesia Third community health and
nutrition 93.5 94
C 1993 LA Honduras Nutrition and health 25.0 0.1
L 1993 LA Ecuador Second social development 70.0 15.4
L 1993 LA Colombia Municipal health 50.0 5.0
L 1993 LA Guatemala Social investment fund 20.0 0.6
C 1993 MN Yemen Family health V 26.6 10.7
L 1993 MN Iran Health and family planning 1414 59.5
L 1993 MN Jordan Health management 20.0 2.0
C 1993 SA India Social safety nets 500.0 40.0
C 1993 SA Pakistan Second family health 48.0 12.0

a. AF, Africa: EA, East Asia and the Pacific: EC, Eastern and Centrul Furope: LA, Latin America and the Caribbean: MN. Middle Euast and North Africa: SA, South Asia.

Source: World Bank data.
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Table B-2. World Bank Lending for Population, by Region, 1970-93
(new commitments in millions of current U.S. dollars)
Latin Eastern
America Middle East East Asia und

Fiscal and the and North and the Central

vear  Caribbean Africa Pacific South Asia  Africa Europe Total
1970 2.0 0.0 0.0 0.0 0.0 0.0 2.0
1971 3.0 48 0.0 0.0 0.0 0.0 7.8
1972 0.0 0.0 13.2 211 0.0 0.0 343
1973 0.0 0.0 5.0 0.0 0.0 0.0 5.0
1974 0.0 4.8 0.0 0.0 12.0 0.0 16.8
1975 0.0 0.0 25.0 15.0 0.0 0.0 40.0
1976 6.8 0.0 0.0 0.0 0.0 0.0 6.8
1977 5.0 0.0 24.5 0.0 0.0 0.0 29.5
1978 0.0 0.0 331 0.0 0.0 0.0 33.1
1979 0.0 25.0 57.0 32.0 0.0 0.0 114.0
1980 0.0 0.0 65.0 46.0 0.0 0.0 111.0
1981 0.0 1.1 0.0 0.0 0.0 0.0 1.1
1982 0.0 0.0 0.0 0.0 23.0 0.0 23.0
1983 1.0 0.0 0.0 18.0 2.0 0.0 21.0
1984 0.0 0.0 0.0 70.0 2.7 0.0 72.7
1985 0.0 6.2 46.0 0.0 2.6 0.0 54.8
1986 0.3 0.0 0.0 129.0 9.7 0.0 139.0
1987 6.8 0.0 0.0 0.0 79 0.0 14.7
1988 0.0 0.0 0.0 62.3 299 0.0 92.2
1989 0.0 0.4 0.0 124.6 0.4 0.0 125.4
1990 15.0 1.9 0.0 96.7 45.7 0.0 169.3
1991 10.7 26.0 104.0 75.0 135.3 0.0 351.0
1992 0.3 0.0 0.0 63.3 18.7 209 103.2
1993 211 722 33.8 52.0 2.0 0.0 181.1
Total 72.0 152.4 106.6 805.0 291.9 209 1.748.8

Saurce: Far 1970-90, Sinding 1991, table A-1; fur (991-93. World Bank data

limited to direct and indirect support of family planning service delivery,
population policy development, and fertility survey/census work (see table
B-1 for a list of Bank projects in fiscal 1970-93 that supported population
activities).

Based on this strict definition, the key markers of the Bank’s contribution
to population are as follows: it has loaned more than $1.7 billion to support



122 POPULATION AND DEVELOPMENT

population activities over the past twenty-five years; the current (fiscal 1993)
portfolio stands at $1.1 billion and new commitments for the fiscal 1990-93
period averaged $200 million a year (see table B-2 for a summary of lending
statistics). The size of the portfolio has grown steadily, with the current port-

folio representing more than 60 percent of all lending ever committed for
population activities.
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Findings of Major
Reviews of Bank Work
in Population

® External Advisory Panel on Population. 1976. *"Report of the External Ad-

visory Panel on Population [The Berelson Report].” Washington, D.C.
This report began with a review of population growth issues in developing
countries, then addressed three sets of issues relating to the Bank’s perfor-
mance in population work.

The Bank's population policy within development. The review found that
the Bank was not capitalizing on its main comparative advantage: its ability to
strengthen demand for family planning through dialogue with government on
the place of population in development and through encouragement of the so-
cioeconomic conditions favoring fertility decline by way of greater attention
to social sector lending and links. It could better integrate population into its
own development activities through senior management statements of com-
mitment; more social sector lending; systematic incorporation of population
considerations in the Bank’s economic analysis, “‘characterized as a major op-
portunity not sufficiently taken up’’); and more research that is oriented to
policy and operational issues.

The Bank's population projects. In this respect, the report was lukewarm.
The Bank’s assistance was marginal in comparison with that of other donors,
the objectives of projects were overly ambitious, and the projects were expen-
sive in terms of staff resources and impact. in part because of the Bank’s mis-
sion approach. However, the review recognized the constraint on Bank assis-
tance inherent in Joans, not grants. Despite the difficulties, the report
recommended continued lending operations, for the following reasons: Bank

123
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lending legitimized population activities as an appropriate area of government
intervention, the record was not worse than in other *“‘soft™ sectors, and the
Bank’s lending for hardware complemented the activities of most other do-
nors. More specifically. the report recommended broadening the scope of
projects. particularly to include related health lending; being more innovative;
examining procedures designed for ‘“hardware™ projects to ensure appro-
priateness for “softer”” social sector operations; designing projects that sup-
port village-level involvement; considering sector loans; and emphasizing key
countries defined according to level of socioeconomic development and
commitment.

The Bank’s population management. The report found attitudinal and or-
ganizational barriers to effective population work. Its recommendations were
for increased training, increased donor coordination, more third-party partici-
pation in Bank ventures, closer relationships between Bank population depart-
ments and other appropriate Bank units, and the appointment of a special offi-
cer to oversee efforts to relate population to development activities.

® Barbara B. Crane and Jason L. Finkle. 1981. **Organizational Impediments
to Development Assistance: The World Bank’s Population Program.”
World Politics 33:4.
This report in a major development journal was a critical response to the
Bank’s decision to integrate population activities with health and nutrition. Its
main criticisms were that the Bank had been slow to incorporate population
considerations into its ongoing development dialogue with member countries,
that its project loans had not proved to be an effective vehicle for strengthen-
ing national population programs, and that it had been unable to establish
smooth and cooperative relations with other donor agencies in the population
field. The authors acknowledged the difficulties of population operations but
identified the chief problems as internal to the Bank: the resistance of its pro-
fessional staff in other sectors, the lack of a strong base in the organizational
structure of the Bank, subordination to other priorities (most notably health),
and Bank project procedures. This unsolicited review was taken seriously by
the Bank. Several of its recommendations—notably the development of a
competent field staff and decentralization of operations, the offering of more
sector loans, and the improvement of relations with other development assis-
tance agencies—continue to receive attention.

® George Simmons and Rushikesh Maru. 1988. “The World Bank’s Popula-
tion Sector and Lending Review.” Population and Human Resources De-
partment Working Paper 94. World Bank, Washington, D.C.
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The terms of reference for this next official external review were narrower
than for the Berelson panel and focused on the Population, Health, and Nutri-
tion Department’s experience in project work and on the extent to which sec-
tor work had been instrumental in identitying and designing projects and fos-
tering policy dialogue. The report identified lack of innovation in projects and
the ways in which organizational procedures affected implementation and su-
pervision as the greatest weaknesses in the Bank’s population projects. It was
also critical of the lack of evaluation built into project design and supervision.
It recommended smaller, less complex projects; less reliance on ministries of
health: and less emphasis on hardware. training, and management, and more
on sustainability, on reaching the periphery. on information, education, and
communication, and on evaluation. The review suggested that field staff
would contribute to more eftective implementation than supervision missions
and urged greater coordination with other donors. The report also noted the
constraint imposed by loans, not grants. The report found improvement in the
quality and scope of sector reports but recommended more in-depth study of
specific issues. The authors again identified attention to the links between
population issues and development in policy dialogue as “perhaps the single
most effective element in the Bank’s work on population,” although they
found that the Bank had been more successful in this regard in smaller than in
Jarge countries and in countries with nascent rather than mature family plan-
ning programs.

® Population Crisis Committee. 1989. “The World Bank’s Role in Global

Population Efforts: An Agenda for Effective Action.” Washington, D.C.
Produced by a population fobbying group. this report was strongly critical of
the Bank’s population work. [t was particularly concerned about the eftects of
the 1987 reorganization on the Bank's institutional capacity for population,
which it saw as fragmented by the organizational changes. It noted a wide gap
between senior management statements on the importance of population and
the lending program, which it criticized as deficient in volume. geographic
coverage, and quality. It recommended changes in Bank incentives, organiza-
tion, staffing, and project content. Several of the report’s suggestions for
change had Bank-wide implications. for example, the recommendation that
the Bank provide grant assistance for population. Although the report voiced
the concerns of many within the Bank, it was less optimistic than were Bank
staff about the potential of the new Bank structure to generate new oppor-
tunities for lending.

® Steven W. Sinding. 1991. **Strengthening the Bank’s Population Work in the
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Nineties.” Population and Human Resources Department Working Paper

802. World Bank, Washington, D.C.

This strategy paper, written by the Bank’s population adviser, found improve-
ment over the period of Bank involvement. Although the Bank’s comparative
advantage in lending was found to be in infrastructure components, the most
successful projects were identified as those in which the Bank financed such
“software”” and recurrent costs as training, transport, management informa-
tion systems, and contraceptive supply. Projects that strengthened existing in-
stitutions were more successful than those that tried to bypass them by creat-
ing new ones. Where family planning was politically sensitive, Bank projects
were more successful where they sought to involve private and nongovern-
mental institutions. Lastly, the most successful programs included effective
monitoring and evaluation systems, and the Bank should be doing much more
in this area. In general, the report recommended, as did the Berelson report,
directing resources toward those countries where socioeconomic conditions
and the stage of program development indicated that government involvement
would be most effective. Like Simmons and Maru, Sinding found improved
sector work but insutficient attention to population issues in economic work
and policy dialogue. He noted the potential of the new structure of the Bank to
facilitate the incorporation of population issues inlo economic work and coun-
try strategy.

The report recommended stronger analysis of population issues in eco-
nomic work, the development of population action plans where appropriate.
and consideration of population coordinators in each region; the granting of
high priority to training, population impact objectives, and evaluation in proj-
ects; and more use of resident advisers in the field. Over the long term, the
report recommended Bank leadership in resource mobilization and encour-
agement of consensus among donors that Bank loans should go to larger.
more mature population and family planning programs, freeing up grant funds
for newer programs that enjoy less political support.

® World Bank, Operations Evaluation Department. 1992. **Population and the
World Bank: Implications from Eight Case Studies.” Washington. D.C.
This review differs from the other evaluations of the Bank’s population work
in that it is the only one based on detailed studies of experience. The report
concludes that overall. despite considerable diversity of activities and out-
comes. and after slow and sometimes faulty starts, the Bank has become pro-
gressively more effective in the population field. although still more could
have been achieved. The report expresses concern, however, about family
planning being submerged in joint projects, about the growing size of projects
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and sustainability, about neglect of monitoring and evaluation, and about the
need to recognize the staff-intensive nature of population operations.

More broadly, in confirmation of the early Berelson report, the review
finds that the Bank could have accomplished more by searching for selective
interventions into the development process that had the potential for changing
implicit benefits and costs of large families. It notes the obstacles to making
this broader view operational: skepticism about the importance of demand-
side interventions and staff compartmentalization and inertia. Nevertheless, it
argues that population is not a discrete sector any more than economic devel-
opment or poverty alleviation. All three are strategic objectives that should be
the responsibility of all sectors. In the report’s judgment, the new structure of
the Bank provides the opportunity to support those interventions known to be
associated with fertility decline. Strengthening the Bank’s population work
depends on forceful and consistent implementation of these recent changes.
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