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In the nearly ten Years of its existence, the Matiab Famiht Planning and H /calthServices Project 
has been characterized by a remarkable rise itn contraceptiLe use and r correspondipig decline in 
fertility. This study examines availalble cvidencc on trends in family size preferences ii the Mal/ab 
areafront 1977 to 1984 and their relationiship to contraceptive use. Within tle Maliab trratinet 
area, he most significant factor behind the increasein contraceptive use has been a shrrp ris. in 
the ractice of cont: acc'tionfor spacing births. Tb,.rc alse appears to have been a more modest 
increase in the proport)on of voiieni wantii no additionalchildren. Fanily size preferences in 
the treatmeint and coinpariscn areas werc toamg/ihI coil paral/e, sugestinlg-to the extent that 
slich 1, eferences have chnrged over time-chan'ce iiia: have occurred throughout the Mt/lab 
study area. TI cfindings are coa!uqted in tcris oj thcir niplications for the cirrinm debltc on 
tie contribut iou of Jauilhyplanning ,rros7tlis to fPrt lity decline i, deucloping couitries, 

In the ten years since its inception in 1977, the e.ve.i-
mental famly planning anid maternal and child lim;lth 
project in Matlab, Bangladesh has achieved remark;ble 
success in the area of family piarining, attaining acurrent 
contraceptive prevalence rate of over 40 percent. Such 
an achievement demonstrates that family phlnning can 
be successful not only in the sho,'t run, but can achieve 
high and sustained levels of contraceptive use in a setting 
where low levels of socioeccomic development have 
led many observers to conclude that such results are not 
possible While both the Motlab service program and its 
initial demographic impact have been extensively de-
scribed and docamened elsewhere, rmuch remains un-
knowo about the underlying demographic dynamics as-
sociaed wi th is rise in conhtrace ption, 

-In this paper, we examine changes in family size 
preferences in Matlab since 1977, and their relationshil', 
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to con0Ii:1ceptive use. Afler an initial description of the 
service project and data sources, evidence is pre.ented 
on trends in famil ' size preferences in Matlab and their 
relationship to selected demographic characteristics, 
Subsequently, trends in contraceptive use are examined 
in relation to family size preferences. The paper con
cludes with adiscussion of the broader theoretictA ques
tons raised b' these findings. 

" 

Setting and Data 
In October 1977, the International Centre for Diarrhoeal 
Disease Research, Bapgladesh (ICDDR,B) introduced a 

maternal and child health (MCH) ,rnd family' plannirng
program in rural Nlab, to test the hypothesis that an 
appropriate service delivery, system can induce and sus, 
tairi iertility decline in a setting such as rural Bangladesh. 
The design of this study stipulated that half of the villages 
in th study area were to receive intensive services, while 
the other half were provided with the usual government 
ser.ices.' This project, termed the Matlab Family Plan
n1ng Health Services Project (FI-HSP), was developed 
from iessons learned from an earlier, less successful at
tempt at deliverng family planning services.: The FPHSP 
is characterized by an intensive service outreaci program 
bv female community health workers (CHWs), a system 
of extersive back -up by female paramedical and medical 
staff, a weil-defined system of management and super
vision, and an emphasis upon the provision of a wide 
range of contraceptive methods to individual womern in 
the most accessible and convenient manner possible." 
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While initially only fanily planning and limited MCI-I 
services were provided, additional MCH components 
have been gradually and carefully pha'd in ovcr timc.'

One limitation in assessing tile impact of the 
ICDDR,B ser-vice program is that during this period, 
while only the Matlab treatment area was served by tile 
ICDDR,B program, families in both the treatment and 
com parison areas continued to receive those services 
provided by thesusual, muchpog a ]esse r e intensivet agovernmente ,rv c e n t s n o
.'W i h n i 

s-vice program.-"Within the treatment area, it is not 
possible to Lsolate the effects of the ICDL)R,B from the 
government service program. Comparisons between the 
two arear, howe\,ei, reflect the differential between the 
effect of the government program and the much more 
intensive ICDDR,B service prcgrrm. 

One immediate and well-documented result of tile 
introduction of the ICDDR,B program was a sharp rise 
in contraceptive us;e, with prevalence rising from 5to 33 
percent within 18 months of thq start of the program." 
Fertihity rates correspondingly declined, with the total 
fertility rate estimated to have declined by 25 percent i 
the treatment area by 1980,' while remaining fairly con-
stant in the comparison area. By 19,0, treatrnent and 
comparison area differentials were substantial: .1.6 versus 
6.4 in the treatment and comparison areas, respectivel.v.
After a pialeau that lasted several years, contraceptive 
prevalence began to steadii, rise again in 1928, reac: ing
above 40 percent by the end of 1985." 

Several sources of data are used to explore trends 
in family size preferences in .Matlab and their relationship 
to the risc in contraceptive use (sec Table 1). A primary 
source of data in the present study is a surve', of 6,214 
women carried out in the Matlab sludv area during May 
to December 1934? This survey consisted of a random 
cluster sample of women in the reproductive ages in 37 
villages in the treatment area and 40 villages in tile corn-
parison area." In addition to detailed birth histoi ies, e>-
tensive information 'as collected about respondents' 
knowledge, attitudes, and practice (KAP) of family
planning. Due to differences in age st:-ucture betweel 
the 1977 and 1984 sur,eys, whereby, younger women 
may be underrepresented in the 198-1 sur\ev-due in 
par' to a stead\, rise in age at marriage in the Mallab si-ud\' 
area during this period"a and in part to sampling pro-
cedures tlhatmay have underrepresented newly married 
women ---analhsis of all data sets in the current paper is 
confined to women aged 20-44 \,Cars. In the 198 survey, 
this reduo.-s the s.mole size of curTentl' married, fecund 
women to 2,840 in the treatment area and 1,790 in 1.he 
comparison area. 

In December of 1977, an enumeration of all ,urrentl' 
married, fecund women was conducted in the trealment 
area, as a baseline for a record-keeping system (RKS) for 
!hedeli very of health and family planning services. Al-
though the information coilecled in this enumeration was 
limited in scope, intormation on demographic charac-
teristics, pr ctice of contracpption, and reproductive in-
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Table 1 Summar" of Matab daa sources: 1975, 1971, 
and 1934 
-Dscrirtion 

eripion
 
"ear 	 Treatmenl arca Comparison area 
1975 

Data source CD" baseline CDI" baseline 
Sample suze
 

Sampale size
o r a n a l si . 2 6 9 w o m e n 2 3 8 w o m en 
Preterence measure Ideal family size Ideal family size 

197 
Data :;ourc.! RKS" baseline
 

enumeration
 
Sampte size
 
for anal'sis 6,356 women 
 -

'reference measure 	 Additional children -.
 
desired
 

1,1,
 
Data source Mallab in-depth Matlab in-depth 

(IrvI surveysarplyssive
 
for analsise 2.80 women 1,790 women 
[rcference measure Additional children Additional chlIdrev 

desred;.desircd desired;desired 
tamih' size familY size 

contracepl.,e Distribution Project. "Record-keeprng system. 

tentions was collected for a total of 15,672 women. To 
achieve comparability with the 1984 sample, analysis is 
restricted to only currentlh married, fecund women in 
the 1977 enumerajion aged 20-44 who resided in the 
same villages included in the 19,q treatment area sample,
reducing the 1977 study population to 6,356 women. No 
similar baseline survey or enumeration was carried out 
at that time f r the comparison area. 

lhe thirksource of data comes from the Q'ontracep 
lve Distribution Project (C.P), introduced in 15(1 villages
in the Hatlab stud' area in 1975. This project, fielded as 
a lest of la'ent demand for family planning in rural Ban
gladesh, involved tlte delivery of pills and condoms to 
ru! villagers by illierate, untained village midwives." 
/-Ithough initially successful in raising ,evels of contra
ceptive 115e. this project ultimatelh had limited impact.
As pai of the CDP, a two-stage cluster sample survey
of 1,477 eligble women was fielded in 1975 to prov'ide 
baseline KAP information for the intervention:," By
stratifying these women according to residence in the 
treatmaent and comparison areas, it is possible to obtain 
a picture of reproductive preferences and beha'ior in 
these areas prior to the start of the intervention. Restric
lion of the analy\sis to women aged 20-44 years reduces 
the sample size to S73 women-269 women in the treat
rrent area, 238 women in the comparison area, and an 
additional 366 women who resided in the area excluded 
when the Matlab study area was reduced from 233 to 149 
villages in 1978. These latter women are not considered 
in lhe present ana'vsis. 



Family Size Preferences asked only whether or not additional children were desi-ed. In the 1984 survey, women were asked about tileAn important lmitation of the three data sets analyzed specific number of additional children desired. Thus, ourhere is that each survey asked different questions on ability to compare trends in family size preierences overIamily size preferences (see Table 1). In the 1975 CDP time oi between areas is limited because the 1977 cornsurvey, the only preference measure obtained was ideal parison area data are absent and the 1975 CDP baseline
family size, based upon the following question: "If you survey and the 1977 enumeration included no questionwere just getting married, how mall), children would on the number of additional children desired.
 
you most like to have when you are through having ch- "Iable 2 shows mean 
ideal family size preferencesdren?" In contrast, women in the 1977 enumeration were for the treatment and comparison areas in 1975 prior to 
Table 2 Family size preferences, Matlab treatment [ie start of the intervention. Although sample sizes areand comparison areas, 1975 small, it is apparent that family size preferences amongwomen in the comparisoni area wec extremely similar 

_'a_ __ to those n the treatment area. In both areas, women ex
1975 1975 pressed a mean ideal family size of roughly 4.5 childrenIreatment area Comparison area and 2.7 sons. A higher percentage of women in the com'reference measure (N = 269) (N = 238 parison area believed family' size to be "'up to God," a
 

Mean ideal number 
 difference that was statistically significant. With this exof children' 4.4 4.5 ception, reproductive preferences in the hvo are s ap-
Mean ideal number peared to be quite consonant in the period prior to theof ons' ,"7 2.6 introduction of the ICDDR,B service program.

Percenl statig 
 'Iable 3 presents data on preferences for additional 
famih'v size "up to God" 
 17.1 
 27.1 children in the treatment area for 1977 and 1984"Excludes non-numerical response%. andcomparison area for 1984 by selected demographic char-

Table 3 Percent wanting no additional children by selected dcmographic
 
character'stics, Matlab treatment 
area and comparison area, 1977 and 19H4 

1977 19B4
 

Treatment '1reatrnenl Comparison Difference in percentage points
 
area
area area bevecru' 

Variable (N) • (N) ' (N) 197Tr& 198-IT 1984T &1984C 
Total 43.3 (6,16) 55.1 (2,830) (0.0 (1.78-I) 4 12.1 4.6
 
Malernal age
 
(years) 
20-24 12.6 (1.716) 16.1 (73) 17.3 (.152) -4 3.5 

25-29 34.7 (1,508) 42.1 (610) 50.1 

1.2
 
(-105) - 7.4 " 8.0


30-34 59.6 (1,4M0) 68.8 (571) 74.5 (361) 
 -'- 9.2 , 5.735-39 '8.9 (1,104) 88.1 %171) 89.5 (313) +19.2 " 1.4
40+ 76.2 (42F) 95.-I (39:1 94.9 (253) 4 19.2 - 0.5 

No. of living 
children 
0 1.8 (330) 8.9 (124) '4.2 (72) + 7.1 - 4.7
1 3.7 (647) 10.7 (393) 8.2 (243) + 7.0 2.5
2 13.8 (1,069) 25.2 27.6(507) (290) +11.4 + 2.43 33.1 (1,102) 52.9 0(505) 59.5 (101) 4 19.8 b.6
4 58.2 (1,036) 77.1 (512) 81.1 (275) +18.9 4 4,05 70.1 (8641 87.7 (358) 88.8 (241) 417.6 1.1+
6 76.9 (571) 92.5 (239) 96.0 (201) + 15 0 + 3.5 
74 86.1 (567) 99.0 (192) 98.1 (161) +12.9 - 0.9 

No. of living 
sons 
0 6.0 (1,086) 10.5 (-193) 9.8 (.,05) + 4.5 0.71 24.7 (1,14) 35.4 (813) 40.6 (498) + 10.7 + 5.22 54.3 (1.642) 73.9 (775) 79.0 047j 419.6 + 5.1
 
3 70,0 (1,02U) 85.5 (421) 88.5 
 (26) + 15.5 * 3.0
4 74.8 (4%) 87.2 (211) 94.3 (158) + 12.4 + 7.1
 
+ 80.9 (278) 94.9 (117) 9.2 (90) 4 14.0 2.7-

Note: Cases wilh missing data or r *.numerical rcspor.se'.on dependent orindepenc'nt 'ariablesare excluded. 
'7- treatment area; C - cmparison area. 
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acteristics. Data from the 1984 survey are collapsed to
the dichotomy collected in the 1977 enumeration (want 
v.;. don't want additional children) to provide a basis for 
comparison. The results in Table 3 indicate a moderateshift in family sile picferences among women in tile 
treatment area between 1977 and 198.4. Whereas only 43 
percent of all women wanted no more children in 1q77,
this percentage rose to 55 percent by 1984. W hile this 
change occurred among al! demographic subgroups,
changes in preferences were most evide!-n among older 
women (35 years and above) and womem of demonstrat-
ed fertility (th,ee or more living children or two or more 
living sois). Changes in reproductive preferences wereleast evident among younger women (20-24 years) and 
lower parity women (less than two living children or no 
living sons). The desire for a minimum of two childrenand one ;on thus appears to have reImained almost uni-
versal among women in the Mat.ab treatment area. 

Since no baseline data were collected in 1977 for the 
comparison area, it is not pos,;i)I.le to assess the magni.
tude of changes in family size preferences within this 
area during tile period covered here. It is apparent fon 
Table 3, however, that reproductive preferences among 
women in tile treatment and comparison areas were ver,'
similar among all strata in 1984. !n fact, a slightIly higher 
percentage of all women in the comparison area ex-
pressed a desire for no more children (60 is. 55 percent).

Consideration of desired family size preferences-
the sum of the number of living children plus the number 
of additional childien de!;ired---also suggests a ver. high
level of congruence betw,,een areas in 1984. In both areas, 
women expressed preierence- for a mean desired family
size of approximately 4.3 children and 2.3 sons. i It is 
noteworthy that women in both areas close to the start 
of thei reproductive careers (aged 20-24 yearis) expressed 
a desire for a comnpletcd family size of onl 3.3 children 

arid 1.5 sons. 


One factor that might account for the observed 

changes in reproductive motives is extensive sociocco-

nomic development in the Matlab treatment 
area. Ex-

aminaion of one important indicator of socioeconomic 

status-the level of educational attainment amlong 

women in our study--reveals that, in fact, educational 

levels have risen somewhat among women aged 20-14 

in the Matlab treatment area, and that the treatmentarea 
is characterized by slightly higher levels of maternal ed-
ucation than the comparison area in 1984 (see Table 4).

While 30 percent of women 
in the 1977 treatment area 
reported at least some formal educalicn, by 1984 this 
percentage had increased to almost one-half. Almost all
of this increase was concentrated among women vilh 
one to five years of _chooling, as the percentage of wom-
en with six or more years of education changed only
slightly. The percentage of women with at least some 
education in the 1984 comparison area (38 percent), while 
higher than the 1977 treatment area, was slightly lower 
than in tile 1984 treatment area. No data are available on 
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Table 4 Level of education among women in rural 
Bangladesh, Matlab treatment area, 1977 and 1984, 
and comparison area, 1984 

Percent of women 

'lreatmeni area Comparison
Livel of educalion 1977 1984 area (1984)
N cdicallon 70.1 52.5 61.8 

1-5 years 24.5 39.4 32.4 
6. .ears 5.3 8.1 5.N
Total 100.0 100.0 100.0 
Noi: Total may no add to 100 because of rounding, 

chaiges in female educational levels in the comparison 
area during tie 1977-84 period, although some increase 
would be expected. 

Thus, while it appears that there has been some in
crease in maternal education in the treatment area, it is 
apparent from Table 5 that changes in reproductive pref
erences have occurred among all educational strata and 
family size levels, with the largest shifts occurring among
uneducated women. While no differences in preferences
by education were evident in the treatment area in 1977,
1 198,4 a sonewhat higher proportiop of uneducated 
than educated married women in the treatment area ex
pressed a desire for no more children, in part a reflection 
of the somewhat greater concentration of uneducated 
women in higher parities. Within each educational 
subgroup, the noted changes in reproductive preferences 
were more marked among women of parity three and 
above. Table 5 also shows that among all educational 
stra la, family size preferences \Nere roughly similar for 
women in the 1984 treatment and comparison areas. This 
similarity generally remains when more detailed break
downs by number of living children are considered.
 

It is apparent, then, that family 
 kize preferences were
 
siiiilar in thd Mallab treatment and comparison areas in
 
1981, and that these preferences appear to have declined
 
somewhat in the treatment area between the two.time
 
periods. Moreover, while educational levels in the treat
ment area increased significanth between 19/77 and 1984,

and were somewhatl 
 higher than in the comparison area
 
in 1984, 
 the noted canges in family size preferences ap
pearecl largely independent of educational attainment.
 
We now examine levels of contraceptive use from 1975
 
to 1981 and their relationship to reproductive prefer
ences. 

Current Contraceptive Use 
The 1975 CDP Survey provides evidence on the level of 
contraceptive use in the treatment and comparison areas 
prior to the start of the ICDDR,B service program. Con
traceptive use in 1975 was slightly higher in [he treatment 
area (7.8 percent) than in the comparison area (.4.7 per
cent). Use of modern contraceptives was very low in tlhe 
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Table 5 Percent wanting no additional children by maternal education and nur-n;e of 
living children, Matlab treatment area, 1977 and 1984. and comparison area, 1981 

1977 1984 
Mate matMuatrn 
no.ong 
no. of living 

Treatment 
area 

Treatment 
aria 

Comparison 
area Change in percentage points between 

children ' (N) K(N 7,( (N) 1977T & "984T 1984T & 1984C 

Total 43.7 (6.001) 55.4 (2.8 0) 60.0 (1.71.-) + 11.7 .+ 4.6 

No education 43.2 (.1,202) 57.6 (1,482) 63.0 (1.102) 4 14.4 4 5.4 
Number of living 

children 
0 1.4 (217) 8.7 (69) 2.8 (36) + 7.3 - 5.9 
1 3.9 (.12) 10.0 (19(0) 9.9 (131) + 6.1 - 0.1 
2 12.7 (686) 27.3 (231) 26.6 (1-I) + 14.6 -. 0.7 
3 32.1 (748) 55.1 (276) 65.1 (172) 423.0 410.0 
4 56.9 (706) 76.7 (298) 81.2 (186) + 19.8 + 4.5 
5 68.9 (628) 8W.7 (186) 89.2 (1.18) + 19.8 "* 0.5 
6+ 78.9 (805) 94.2 (242) 96.3 (2.15) + 15.3 + 2.1 

1-5 years 
education 45.2 (1.475) 54.3 (1,117) 5?.8 (580) + 9.1 + 3.5 
Number of living 
children 
0 1.5 (66) 6.5, (46) 7.7 (26) 4 5.0 4 1.2 
1 2.1 (143) 12.9 (163) 8.1 (83) +10.8 " - 4.5 
2 15.4 (273) 22.4 (210) 29.9 (87) + 7.0 + 7.5 
3 32.5 (208) 50.0 (188) 51.8 (112) 4 17.5 + 1.8 
4 59.5 (259) 77.4 (190) 78.3 (79) + 17.9 + 1.1 
5 71.1 (19-) 85.4 (151) 87.1 (85) 4 14.3 + 1.7 
64 89.0 (2721 97.6 (169) 98.1 (1(8) + 8.6 + 0.5 

6+ years 
education 42.3 (321) 46.8 (2.31) 40.2 (02) 4 4.5 - 6.6 

Number oI living 
clidren
0 7.7 (26) - (11) - 1 ) _ 
1 6,0 (..) 5.0 (.10) 0.(0 (29) - 1.0 - 5.0 
2 15.4 (65) 27.3 (66) - (1q) 11.9 -
3 45.9 (61) 51.2 (41) - (17) 4 5.3 -
4 66.7 (42) 79.4 (34) - (10) + 12.7 -

5 82.4 (34) - (21) - (8) - -

6 4 86.6 (46) (20) - (9) - -

Note: Cases with missing data or non-numencal responses on dependent or independent variablsarteexclu ded. 
Y'erceniag,5 not shown (or cell- <25 ca scs. 'T - treatment area: C - comparimn aria. 

treatment area (4.9 percent) and l3rgely absent in the 
comparison area (0.4 percent). Overall, the data from 
this survey indicate that although slightlyl higher levels 
of contraceptive use were evident in the treatment area, 
use was extremel, low in both areas prior to the start of 
the intervention, 

Table 6 presenis data on levels of current contra-
ceptive use among respondents in 1977 and 1984. At tile 
time of lhe 1977 treatment area baseline cnumeration, 
24 percent of all vomen aged 20-14 ,,'ere using a nethod 
of contraception. It should be noted that the 1977 eno-
meration does not represent a true "baseline," since the 
MCH and family planning service program actually be-
gan in October of 1977, w.vhile this survev was not carried 
out until Decemnber of that 'ear. The data presented thus 
reflect to a considerable degree the rapid uptake of con-
traception during ihe initial monhhs of the program. At 
the timeof the 1984 survey, 39 percent of eligible wonen 

in the treatment area were currently practicing contra
ception, a figure slightly lower than that reported'for 
these women by the separate ICDDR,B service record
keeping system during the same period."' Injectable 
contraception was tle most popular method, among 
worel in the treatment area, accounting for 37 percent 

of all current use, followed by tubectomy (24 percent)
and the IUD (20 percent)." 

In the comparison a,'ea, in contrast, oly 16 percent 
of the women were current users in 1981. Although sam

pIe differences prevent definitive conclusions, as Table 
7 shows, contraceptive use levek in the Matlab com
parison !rea in 1975 and MS4 were not higher, and mav 
in fact havy been slightly lower, than the reported na
tional averages during this period." in (lie Matlab con
parison area in 1981, tubectomy was b' far the leading 
niethod of contraception, accounting or 50 percent of 
all current use.' 
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Table 6 Current practice of contraception b)desire
for additional children, Matlhb, 1977 and 1984 

1977 1984 

Treatment Ircatment Comparison 

area area area 

Variable 

All wornen (N)23.6 (6,80) 38.9 (2,830) 16.5 (1,764) 
Women ho: 
Donnot 

children *45.6 (2,67.490 (1.568) 2..4 (I.070)hilntore 

rhildren 
 6.N (3.5(06) 2t).3 (1.262) 4.6 (71-2) 

Note: Cases with missing daia or non-numerical resFonses on de-
pendent or independent variable,.are excluded. 


Table 7 Current contraceptive use levels inMatlab
comparison area, 1975 and 198-1, and in olher ruralnational samples 

Current con!-acclie use (%I 

1975 Mall., (1) (2) 1984 
comparison (3) MNatalb (4)1975 1929 1983 comparison 19815Curoent us,. area 1rs 197s 19rs rea r5
Anuroihid 4.7 85 112 17.3 6.5 23.1 

MAdern nwlhd 4. -I NA 8.2 121 12.5 16.3 

Nole: NA not availatb,.
 
So u rce: Fur ( 1), 
 an gia( .sh Ftrihll S rvv\, 1975 (21 l U ,1d. sh 
ConTraceptivable
[',e'al'nct: Surv, 1983: (I) tIlh!:lcd .Cotracq'ivie lrisa encC
Surv'ev, 1985. 

Women \vho ate practicing contraception but who 
desire more children are generally practicing contracep-
tion to space births. \,onen who are practicing contra-ception but vho desire no more children, in contrast, 
can be largely presumed to ITpracticing contraception
to limit their family, size. Table 6 reveals interesting dif-
ferences across the three groups of respondents in con-
traceptive use patterns according tn reproductive in ten-
tions. At the start of the program in 1977, contraceptive
users were almost exclusively women who wished tocurtail childbearing. Almost one-half (.16 percent) of the 

women 
who wanted no more children, as opposed to
only 7 percent of the women who %\-antedmore children, 

were practicing contraception at the time of the baseline 

enumeration. By,1984, the profile of contraceptive usersin the treatrnent area had changed substantiallh. Forty,-nine percent of all women who wanled no more children 
were practicing contraceptoa, a level onhl sligh tlv higher
than in 197. It is interesting to note that even after alm ost 
a decade of exposu re to t,e intensive service delivery -program in the Matlab treatment area, one-half of the 
women expressing a desire for no more children werenot currently practicinq contraception. This so-called 
"KAP gap" is currently, the subject (if more detailedinvestigation. 

12? C,h..,h, ;. r. I-.1. Ml.. . 

Table 6 also shows a marked change within thetreatment area in the practice of contraception for the 
purpose of spacing, with 26 percent of women whowanted more children in 1984 practicing contraception,in contrast to only 7 percent earlier. The decomposition 

of tile relative contribution of changes in family sizepreferences and birth spacing to the increase in contraceptive use in the treatment area between 1977 and 1984is presented in Table 8."1 It is apparent that the rise incontraceptive use in the treatment area is primarily at
tributable to the increased use for spacing, with thiscomponent accounting for 57 percent of the overall increase in contraceptive use among women in the treatment area. Shifts in family size preferences, as reflectedi a; increased percentage ofwomen 'whoexpress ade

sire for no more children, account for a much smallerproportion of the increase (18 percent), while increased
conhaceptive use among women whov want no morechildren explains only 12 percent of the rise. The interaction between changes in the distribution of family,size 
preferences and in levels of contraceptive use amongthese subgroups accounts for the residual 13 percent o( 
the increase between 1977 and 1984.Table 9 presents levels of current cbntraceptive use 
by selected demographic characteristics. Consistent rea ionships are generall' evident, with increasing levels 
of contraceptive use with increasing maternal age, num
ber of livint- children, and number of living sons in all 

Deconipositionof the components oftheincrease incontraceptive use in Matlab treatment area,
1977 and 1984 
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Table 9 Percent currently practicing contraception by selected demographic variables,

Matlab treatment area, 1977 and 1984, and comparison area, 1984
 

1977 1984 
Treatment Treatment Comparison Change in percentage pointsarea area area between:' 

Variable (N) 7( (N) 7 (N! 197Tr & 1984T 1984C k&1984T
 
Total 23.0 (6,338) 38.8 
 (2X10) 16.5 (1,790) + 15.8 + 342 

Age (years)

20-24 12.3 (1,720) 26.7 (787) 
 6.0 (452) - 14.4 + 20.72-5-29 21.0 (1,5q2) 35.2 (611) 15.7 (408) +14.2
30-34 25.4 . (1,468) 43.6 (573) 21.0 (362) 

+ 19.5
 
+ 18.2 422.635-39 33.3 (1,159) 50.2 (474) 23.5 (315) +16.9 
 +26.7
40+ 36.7 (449) 47.8 (395) 21.3 (233) + 11.1 4'26.5 

No. of living
 
child ren

0 3.3 (329) 4.0 (124) 0.0 (72) + 0.7 + 4.01 8.3 (647) 20.8 (395) 3.7 (243)
2 + 12.5 	 + 17.113.8 (1,076) 32.4 (510) 10.0 291) + 18.6 422.43 21.2 (1,127) 41.8 (505) 15.3 (301) 420.6
4 426.5
26.2 (1,070) 50.2 (512) 23.0 (278) +24.0 -t27.25 31.6 (892) 48.1 (362) 26.6 (2,11) +16.56 	 +21.53"1.9 (608) 51.0 (2.39) 24.8 (202) +16.17+ 	 + 26.239.6 (589) 4-1.6 (193) 20.4 (162) + 5.0 +24.2
 

No. of living
 
sons
0 7.2 (1,067) 17.2 (491) 3.3 (305) f 10.0 +13.91 17.4 (1.692) 34.4 (817) 120 (499) + 17.02 	 + 22.427.2 (1.699) 49.8 (777) 20.3 (.14S) +22.63 	 33.1 (1.051) 48.6 (.2") 25.3 (289) + 15.5 

29.5
 
-23.3
4.+. 344 (85()) 43.6 (330) 24.5 (249) + 9.2 + 19.1 

Note: Cases with missing data or nin-numcrical responses on dependent or indepi'penidt variables art.e'xcluded.
' Ireatencrit arca; C compaiisorl ar,.'a. 

surveys. The increase in contracepilive use between 1977 were substantially lqwer thaui in the 1984 treatment areaand 1984 in the treatment area is evident among almost within each educational strata, for both potential limitersall demographic subgroups. The largest absolute in- as well as spacers. Itcreases in contraceptive use occurred amon g older womn-	
is notable that in contrast to the 

treatment area in 1984, among women in the 1984 comen (3(-39 years) and v,omen of moderate parity (thuee parison area, practice of contraception for the purposeto four living children or two living sons). Anong all of spacing does not appear to be widespread in any ed,strata, levels of contraceptive use amorg women in the uca tional grouo e1984 comparison area are lower than among women in
 
either the 1977 or 1984 treatment area.
 

Significant increases in contraceptive use were also

registered among all educational groups in the treatment 
 Discussion
 
area between 1977 and 1984 (Table 10). Although some

educational differentials in contraceptive use persist in

the treatment area, it is apparent from this table that by 

The findings presenteU here hae a significant bearing 
1984, use of contraception had diffused 

on one of the central questions in the population field:to all educational C. 
strata, and 	

family planning programs in the decloping worldwas high even among uneducated women succeed in the absence of extensive socioeconomic de(37 percent). Thq rise in contraceptivb use for the purpose velopment? After more than two decades of popu!ationof spacing was evident among all educational groups. policy research, there has been relatively little con\,er-While educational ditierentials in the use of contraceptionfor spacing remained in the treatment area 	
gence in views on this subject. Perhaps nowhere arein 198t, it isnevertheless significant 	 contrasting perspectives on thisthat almost one-quarter of issue more 	 sharplyun- crystallized andeducated 	 demarcatedSiantedwomen who more children were 	

than for Bangladesh, onecur- of the poorest countries in the world, and a countryrent users of contraception. Contraceptive use levels charactcried by static andpossibly even deterioratingamong uneducated wonmen wanting nc more children economic conpdditions.increased o.-y marginally during this period, and ac- The eidence presented in this paper addresses threetuall' appear to have dedined Somewhat among women issues of relevance to this debate:withsomeeducation. Itisalsoevident fromTable 10l lat I whether demand for contraception exists in Banlevels of contraceptive use in the 1981 comparison area gladesh; 
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Table 10 Percent currently practicing contraception by maternal education and desire 
for additional children, Matlab, 1977 and 1984 

Maternal 1984
education/ 1977 Cornprison Change In percentage points, . ~ ~~s~~Deire for C 	m a i o h n eJ ~ c n a ep i l
additionforeaLment area Trcaltnent area area between:' 
children 7r (N) 7 (N) ,I (N) 1977T & 198.4T 1984C & 1984T 
Total 23.7 (5,996) 38.9 (2,.30) 16.5 (1.784) + 15.2 -t 22.4 
No education 21.0 (4,199) 37.0 (1.482) 17.0 (1,102) + 16.0 +20.0 

%Vantmore 5.3 (2.386) 23.2 (628) .I.4 (408) + 17.9 - + 18.8 
Want no more 41.6 (1,813) 17.1 (85-4) 2.1.4 (694) + 5.5 ..22.7 

I-5 years 
education 27.7 (1.173) 39.6 (1,117) 14.7 (580) + 11.9 24.9 

Want mole 8.2 (807) 27.0 (511) 3.7 (245) + 18.6 + 23.3 
Want no more 51.4 (666) 50.2 (60) 22.7 (335) - 1.2 4 27.5 

6- vears
 
education 40.7 (32.1) 47.6 
 (231) 21.6 (102) + 6.9 + 26.0 
Want more 15.0 (187) 39.0 (123) 9.8 (61) +24.0 +29.2 
Want nO more 75.9 (137) 57.4 (108) 39.0 (41) - 18.5 +18.4 

Note: C cs with missingdata or non-numerical responseson dependent orindependent variables are excluded. 
T - tr Matnent .rCa; C conpaiSon area.u 

2 	 whether demand for contraception has been chang-
ing over time; and 

3 	 whether changes in demand and contraceptive use 
have been an outcome of service activities or ex-
ogenously determined, 

Demand for Contraception. 

A f'requer,ti'outlined perspective isthat inthe absence 
of extensive socioeconomic development, the provision
of f'aihil planning services in-4)cieties such as Bng 


desh is likely to meet with only limited success. Pro-
of this viewargue that contraceptive Ilse occursponents dean 	 eter erexshar contrac oiononly, where demand exists, and demand is clermincd 

by broader societal factors, not programmatic inputs. 
Given the strong incentives and institutional supports 
for high fertility in such societies, policies that focus solely 
on the provision of contraceptive supplies, and do not 
address or attempt to influence the demand for children, 
are unlikely to achieve a significant effect upon fertility 
levels." Other observers, in contrast, maintain that while 
conditions for fertility decline ar. by no means favorable 
in settings such as Bangladesh, a substantial and largely 
unmet need for family planning services exists never-
theless. Proponents of this v'iew cite the findings from 
a number of fertility surveys undertaken in Bangladesh, 
which consistently demonstrate a gap between the large 
number of women vho express a desire to limit their 
fertility and tlie miuch smaller number Who ar- actualh, 
doing so.= 

The results of this study provide clear support for 
the position that substantial demand for family planning 
exists in rural Bangladesh. Family, size preference data 
from the 198-4 survey indicate thai a majority of womerrn 
in both the treatment and comparison areas expressed 

a preference for no additional children. Data from earlier 
Matiab surveys also showed that a significant percent.'ge 
of women expressed views consistent with fertility lim
itation, prior to, or at the start of, the Matlab service pro
gram. Further evidence is provided by the actual behav
ioral response to the provision of services, not only to 
the current Mallab program-where the introduction of 
services led to the sharp uptake of contraception in the 
initial months of the program--but also by the experience 
of the precursor to the current Matlab project, the CDP,
which produced initial high acceptance followed by a 

rapid dedine in levels of use due to a weak supply stral
egy. Thus, lhre was substantial demand for contracepthisin Matlai even in the mid-1970s, but its fulfillment 
was only made possible by the institution of a compre

hensive and supportive service program.
 

I 
Fily Plannin orelCTime 
a
 
Our results indicate that bet,.een 1977 and 1984, there
 
has been a moderate increase in the percentage of women
 
who express a desire to stop childbearing, a primary
 
component of demand. Moreover, while data on attli
tudes toward contraception for the purpose of spacing 
birtlhs--a second component of demand-are not avail
able, it is clear that contraceptive use forspacing has also 
increased substantiallh within the service area. Thus, tlhe 
composition of demand in the Mallab treatmentarea ap
pears to have changed from an initial, almost exclusive 
focus on contraceptive use for fertility' limitation to an 
emphasis upon both limitation and spacing. Although 
comparable baseline data for the 19/77 comparison area 
are not available, the fact that ','omen in the treatment 
and comparison areas had similar family size preferences 
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in 1975 makes it plausible to assume that demand to limit 
fertility may, have also increased correspondingly within 
the comparison area. Our results also indicate that the 
demand for fertility limitation appears to have diffused 
widely across most demographic and socioeconomic 
subgroups in the treatment area. 

Determinants of Changing Demand and 
Contraceptive Use 
The basis for latent demand for family limitation in Ban-
gladesh is at present not well understood. Some ob-
servers have hwpothesized that it may be poverty-driven,
due to the influence of extreme and possibly increasing 
impoverishment combined with rising aspirations that 
result from such "modernizing" factors as improved
communication and education." Within this context,
family planning programs are viewed as making a sig-
nificant contribution, in part 1y fulfilling an existing need 
for ser'ices. Inaddition, it has increasingly been rec-
ognized that programs may cont'tibute b) 'activating"
this latent demand for family planning in an environment 
where such demand is frequently "fragile.''' 

TIhe broad similarities ii reproductive preferences
be'tween the treatncii and comparismn areas in 198.1 are 
consistent with te h'ypothesis that changes in repro-
ductiVe pmef'v,..Ces in Matlab-to the extent that they
have occrred-have been the result of factors exogenous 
to the service program. Substantial evidence suggests
that in the cmiise ol the past decade, bangladesh has 
been affected by both modernizing influences and 
growing economic adversit'. 2 ' It is persuasive to argu'
that these forces have contributed to changes in repro-
ductive preferences; however, the role of the service 
program should also not be ignored, for a number of 
reasons. 

First, the Matlab treatment and comparison areas 
are geographically contiguous to one another, with 
permeable boundaries, and thus substantial diffusion 
between areas is highly likely. One important source of 
diffusion has been the widespread practice of village ex-
ogam'y for marriage, in which marriage partners are se-
lected from outside the immediate village. While a young 
married woman may currentl' reside in one area, it 
would not be uncommon for her to have been raised in,
and extensively exposed to, conditions in the other area. 
The common practice of women returning to their natal 
family for extended durations, either annually or for 
childbirth, has undoubtedly also assured the continuous 
dissemination of ideas and beha3vior-incUding those 
related to family size and family planning-betveen 
treatment and comparison areas. The pattern of rnigra-
tion between villages, a frequent occurrence within the 
Matlabarea, may have had a similar effect. One possible 
consequence of these practices is that over tine the dis-
tinction between treatment and comparison areas with 
respect to norms and attitudes toward family size and 
family planning may' have become increasingly blurred. 

Second, both the Matlab treatment and comparison 
areas are served by the regular government health and 
family planning program. In addition to centrally located 
clinics, the government service program includes reg
ularlh' scheduled home visits by both male and female 
health and fami:y planning workers. The government 
program has also invested considerable effort in a media 
campaign that emphasizes the benefits of smaller familiesand family planning. The increasing availability of radios 

and even occasionally television has made it possible toregularly reach a significant proporti, n of the population
with messages about family planning. Thus, it is appar
ent that even in the comparison area, villagers have had 
extensive exposure to the concept of family planning 
quite independently from the ICDDR,B program. 

Third, the conclusions reached hinge to a large ex
tent on the choice of definitions and indicators of de
mand. If the desire for no additional children is used as 
the measure of demand, then it is certainly true that 
comparable change appears to have occurred in both 
treatment and comparison areas. This definition, how
ever, ignores a very important component of demand
the desire for contraception for spacing-a component 
that accounted for almost three-fifths of the rise in con
traceptive use within the treatment area between 1977 
and 198.1, and that has been clearl' shown to be a direct 
outgrowth of the ICDDR, B intensiVe service program. 
Moreover, as a number of investigators have noted, a 
.mlgle general question on desire for additional children 
ma' fail to capture thesubstantial underlying variability
in reproductive prelerences.'" For example, while similar 
proportions of women in the treatment and comparison 
areas in 198-1 expressed a desire for no additional chil
dclen, when questioned in greater detail, a higher pro
portion of treatment area women indicated that they
would be "unhappy" if the birth of an additional child 
oc-urred. j

Fourth, the results of our stud' raise important 
questions about the definition of demand for fertUii,'
limitation and its relationship to contraceptive use In 
Matlab, we are confronted with a situation in which two 
areas share broadl' silnilar faro;h size orientations, but 
diverge considerably hi terms of levels of contraceptive 
use. In this setting, a definition of demand that focuses 
solely on reproductive preferences is too narrowv and re
strictive in accounting for differential contraceptive use. 
A more meaningful measure of demand is one that in
corporates components reflecting both the deniand lo liit 
childbcaring as well as the dcrrranidforresponisicfamilni plan
ning scrics. ContTaceptive use decisions are the product 

"of the interplay between these two components. High
motivation may to sone extent compensate for, or over
come, service barriers tr the adoption of family planning. 
On the other hand, among couples who are ambivalent 
or indifferent-a state that likely characterizes a signif
icarit proportion and possibly even a majority of potential
family planning clients in rural Bangladesh-it is likeh 
that responsive and high quality services are essential 
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for the adoption and continued use of contraception. 
While researchers have tended to focus primarily upon 
family size preferences, it is likely that these concepts 
are highly intertwined from the perspective of rural vil-
lage women. Our results clearly demonstrate the inad-
equac of considering reproductive intentions in isolation 
of attitudes toward and feelings about the service delivery 
system, vhen attempting to account for differential con-
traceptive use. 

While the success of the Matlab program has led 
some observers to advance improvements in socioeco-
nomic development as an explanation, little evidence 
exists to support this view. While some social change 
has undoubtedl, occurred within the Matlab st udv area, 
it is important to note that the population remains over-
whelminglv rul and agriculturally based. Although 
some increase in female education within the treatment 
area has been evident, levels of educational attainment 
remain ver, low and this factor does not satisfactorily 
account for the increase in contraceptive use. Similarly, 
socioeconomic conditions in the treatment and compal-
ison areas w.ere very similar pridr to the introduction of 
the service program, and while data are extremel' mea-
ger, there is little to suggest more than minor diflerences 
between these two areas at present.:' 

When attempting to accou nLfor the differences be-
tween these two areas in contraceptive use, one is left 
with the role of the service prograin-'ilie the treatment 
arei is servecl by the intensive lCID,[1 outreach pro-
grm c paioara eeesol'sriepr-gram, the comparisonr area receives univ scr\ices pro-
vided b' the regular governiment prograir. Although theVtwo areas are characterized by a roughly imilar demand 
for children, they are also characterized t,\ programs that 
differ quite markeclly' in terms of the composition, in-
tensit', and quality of services delivered. "' It coulcl be 
argued that the ICDDR,B program activated a latent de-
mand for famil]' planning-a demand that, in the absence 
of this intensive program, would in all likelihood have 
remained unfilled, as the experience of the comparison 
area illustrates. 

The Matlab service program has conclusivel\, clem-
onstrated that substantial demand for fanill' planning 
exists even iwithin a setting such as rural Banglaclesh. 
Important questions remain, however, about tile cost-
effectiveness of the Matlab project, given its special na-
ture and the unusual resources that have been provided. 
Equally important is the question of the )otential as well 
as the liiits for transferring successful components of 
this pilot project into the Bangladesh national service 
program. These issues are currently the focus of inquiry 
in studies in Matlab ard in separate areas of rural 

References and Notes 

This research was carried out under the auspices of the Inlter-
national Centre for Diarrhoeal Disease Research, Bangladesh 
(ICDDR,B). The Mallab project is currently supported by the 

126 Studies in Family tMoannin 

United States Agency for International Devclopment (USAID) 
and the Norwegian Agency for International Development 
(NORAD). Support for this analysis was provided by USAID. 
The authors gratefully acknowledge tile contributions of .lal
aluddin Akbar and J. Chakrabortv in the collection of the data, 
and the helpful comments of Bogdan \ojtyniak, George Sir
mons, and M. Badrud Duza. 
I 	 In the government system, three female workers are as

signed loan area serving a population o1 about 25,000, ver
sus 20 such workers in a comparable FPFISP service area. 
Because of this staff shortage household visitation is infre
quenl in government areas-a problem that is exacerbated 
by weak supervision and logistics difficulties. Contraceptive 
options are relatively limlited, and the paramedical back-up
is disrupted because clinics function less regularly thanFPI-SP clinics. Despite these limitations of the governmen 
program, however, some services are provided to the pop
u!ation residing in comparison areas of the FPHSP. 

2 For a description of the design of the earlier project, named 
the Contraceptive Distribution Project (CDP), see M. Rah
roan, W.H. Mosley, ,,.R. Khan, A.]. Chowdhur', and I. 
Chakraborty, "Contraceptive distribution in Bangladesh: 
Some lessons learned," Stndtc5 itt FamilY Plrmirir 11, no. 6 
(1980): 191-201. 

3 See S. Bhati!, V. I1.Mosle)', A.S.G. Faruquc, and J. Chal.
raborty, '"he Matlab Family Planning-Health Services 
Project," Stinhcs in Faorily Planhri, 11, no. 6 (1980): 202-212. 

4 See J.'F. l'hillips, R. Siminons, J. Chk,,'r i v. and A.I. 
Chovdhury, "Integrating health services into an MCIH-FP 
program: Lessons 9 8 a ff,lFainihi Plan n ,V ,ntrom.4 Matlab,:1 5Bangladesh,'.'- 6 ; a n d D .S . Stu'sDeG to 
.F. Phillips,/ar rrR'.yariiSimmons, and J. Chakraboriy, "Inlegrating1h. 15, rio. 4I(198A1): 153- 161; ari .~ r. f 
.hlipsen'iSimon, an . C aror 'intatinhealth services into an) NCH-FP programi in Matlab, Bangladesh: An anial,'tical update," Studiws in Family,Plritfnlir., 

17, no. 5(1986): 2" ' 1 
5 1however, in addition to receiving ORS (oral reh'dration 

salts) packets du-ing field visits by ICDDRB denmographic 
surveillance workers, residents of the comparison area have 
frequerilly*made use of the central ICDDR, B treatment fa
cilily for diarrheal disease treatment. as well as fl UD and 
tubectom' adoption. 

6 See Bhatia el al., cited in note 3. 
7 J.F. Phillips, W.S. Stinson, S. Bhatia, M. Rahnian, and J. 

Chakraborty', "The demographic impact of the Famil' 
l'lanning-llealth Srvices Project in Matlab, Bangladesh,' 
Str1rcs in Family11 Pl mrr' 13, no. 5 (19S2): 131-1.10. 

8 J.F. Phillips, M.A. Koenig, and J.Chakralort ', Ti' Malal, 
FamiyitPlannrm,v Iealt Service-s Ir inect: Ipl,sa~ on Fairr i/ P/ain 
,,,s.v. Frriltyand Child Surviv'al. Final Report to the United 
Nalions Fund or Population Activities, December, 1985. 
For amore detailed description of this survey, seej.F. Phil
lips, J. Akbar and M.A. Khan, "Aim and (!bjectives of the
Mallab In-depth Surve',' Documentation Note Number 1,MCH-FP Extension Project, ICDDR,B, 1986. 

10 Between 1978 and 198.1, the mean age at first marriage for 
females rose fron 16.8 to 18.2 v'Cars in the treatment area, 
and from 16.7 to 17.9 \,cars i6 the comparison area. K. 

Shildl, unpublished results. 

11 See Rahman et al., cited ii note 2. 
12 W.S. Stinson. J.F. Phillips, M. Rahman, and J. Chakrabort', 

http:131-1.10


"The demographic impact of lhe Contraceptive Distribution 
Project in Matlab. tlangladesh," Sludtcs m fmilr, 'apnvi 
13, no. 5 (1982): 141-148. 

13 	 For a description of thisbaseline survey, see NI. Rahman, 
W.H.Moslev, A.R. Khan, A.I. Chowdhurv and J. Chak-
rabortv, "The hMallab Contraceptive Distribution Project," 
InernicrfiotnlCrcirrefor DOnrrhocal Disease rcscvnrh. banstadc.lh 
Scientific Jqort No. 32 (Dhaka: ICDDR,B, December 1979). 

14 	 Caution should be exercised in comparing lhese desired 
family size measures with the ideal famil' size measures 
obtained from the CDP survev, as the' differ substantiallY 
in meaning and interpretation. 

15 	 The corresponding prevalence rate in Niatlab during the 
same period based upon the ICDDR.B service record-
keeping sy'stem (RKS) was .1-1 for thispercent. The reason 
discrepancy is currently' being explored. 

16 M.A. Khan, C. Smith, and M.A. Koctig., "Contaceptive
dy'namics in the M.atlab treatment and comparison areas: 

Insights from a 19bM surve'." paper presented at the Fourth 
Annual Conference of the Indian Societvfor Medical 51,1-
tistics, Bangaore. India, 2-26 November 196. 

17 lhese iural samples differ somewhat in terms of age range, 
.swell as in their inclusion of pregn'inl and no-fecund 
women. 

18 	 Khan el al.. ciled in note 10. 

19 	 This investigation is focusing upon (actors such as under
lyving famrih' size prelecenoes. exposure to the -isk of con
ception, and lauiial atitno s toward taniihv sizeCand tainilv 

planning sPossible explanatiions for the dispanly between 

stated preferences arid actual behavior. 

20 	 For a discussion of thy dccoripositiol of rae, se'E. 

Kilagawa, "Componenls (ofadifference betveen two rates," 
of tliv~i'Auri 	 I"-: 5/0to (i t nu.Sla/tt~cul A.s:;o n. 272 -. 

IH1WI- 1171. 

21 	 For elaborations of this argunent as it pertains to Ilanga-
d.,sh, see P. Demen, "Observations oi population policy

• 	" • 

and population program in Bangladesh,'' Popilldiail 1ii 

Dc;'cloloi PRuricra I,no. 2 (1975): 3(17-321; W.1. Arthur 
and G. McNicoll, "An analytic survey of Pll,tiii and 
development inBangladesh," Popilal),iand Dci,criiicu 
\'rw;i ,,no. 1 (1978): 27-40; Nl.. Cain. "The household 

life cycle and economic moblilil in rural Bangladesh," 
I'upiil tlitnri Dcc'vlol'ini 'c' no.3 (1978): -121-43,8.aimi l 'e' -I, 

22 	 See, for example. C.F. Westoff and A. R. Pebhv ''Al ter-
naliv'e measures of unmet netd lot family planning in)de-

veloping countries," lariralin ImoniPlil ii iv IYr<1kcd lV':ltal l n 
7,no. . (1981): 126-136: and S.N. Mitli and A. R. I'eble*v, 
"Assessment of lamilv planning ne ds inBangladesh,' 
Uiiim'/ Need JorCoriacpiion I Ihl FrilillhtSiirt'i'l. 0'D,-
vcllipi,, Couiiric4, ediled IYA. R. l ce'levol al.(I lonolulu: 
East-West Populalion Instiltile, 19S2), pp. 26--12. 

23 	 D.S. Freedman and R. Freedman, "Adding demani-side 
variables to stud' the intersection between demand and 
supply in Bangladesh," PHi, Technical Note 136-28, World 
Bank Research Division of the Population, icalth and Nu
trition Department, October 1986. 

24 See Phillips eL al., cited in note 7, for an elaboration of this 
argument, and Freedman and Freedman, cited in note 23. 

25 For a discussion of this issue, see J.F. Phillips, R.Simmons, 

and M. Koblinskv. "Bureaucratic transition: A paradigm 
for policy development in Bangladesh," paper presented 
at the IUSSP Seminar on Societal Influences on Famil' 
Planning Programme Performance, Ocho Rios, lamaica, 

10-13 April 1985. 
26 See L.C. Coombs. "Prospeclive fertility and underlying 

preferences: A longitudinal studs' in Taiwan," lopulation 
S/udic 33, no. 3 (1979): -117-155. 

27 Roughly comparable percentages of women in the 198-I 
Irealment and comparison areas expressed a desire for no 

additional children. :-lweroer, when women who wantedno more children and were not sterilized 'c'rc asked their 
feelings about the birth of an additional son, a hgher per
centage in the treatment than comparison area indicatLd 
thal the' would be "'unhappy" ( 26 v's. 19 percent). Similar 
findines were evident with respect to the birth of an ad

ditional daughter (29 m,..22 percent). 

28 	 For a discuss;m, of this issue, see G.B. Simmpns and R.'. 
Lapham, 'The determinants of family planning program 
effectiveness,'" in Or/ :i'g for Efcclivc Fnmi'iht Plalmims,' 

Pro'ranrs. cdied by R. ).Uapham and G. B. Simmons 

(W ashingon, D.C.: National Acad-7my Press. VI 7). 

p 683-700. 
29 	 For a nmore extensive discussion of lhis issue, see I.F. Phillips, 

R. Simmons, M.A. Koenig, and J. Chakrabort\'. "The de
terininants of reproductive change in) a lraditi(nal socielv: 
Evidence from Matlab. Bangladesh," unpublished paper,
November 1986.
N m 9 

30 For adiscussion of the differences lvhveen the government 
and Matlab programs, see MI.A. Koblinskv, R. Simmons, 
].F. Phillips, aridil ld. Yunus, "Barriers to implementing an 
effective national MCI-I-FP program," in SClctd Poperr if 
lic 1984 Ail CortctriceolIlh' Nalioijol Council to Inle
iatiminil Hcallh: Coiitr 'ii,' alnd Coi.elusii. (Waslhington,. 
D.C.: National Council lor International Health, 1984). 

31 	 See D. Balk et al., Ani Auls. of Cost ni Crrti-lt I/c'tli'i's. 
(if fli Malt/lal Fnin i it Playttulialth Scrtviccs Proj'ct (forth
coiing); and J.F. Phillips, R. Simmons, G. Simmons and 
Nid. Yunus, '"Transferrint health and family planning .er
vice innovations to the public sector: Al experiment illor
ganizational dcvelopmentl in Bangladesh," S/mfc.: rumFaiiiily 
Plomimii 15, no. 2 (19,K-I): 62-73. 

\'olume IS Numn.'r 3 tav.'lune 19S7 127 

http:banstadc.lh

