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Sexual and Reproductive Health 3

Family planning: the unfinished agenda

John Cleland, Stan Bernstein, Alex Ezeh, Anibal Faundes, Anna Glasier, Jolene Innis

Promotion of family planning in countries with high birth rates has the potential to reduce poverty and hunger and
avert 32% of all maternal deaths and nearly 10% of childhood deaths. It would also contribute substantially to women’s
empowerment, achievement of universal primary schooling, and long-term environmental sustainability. In the past
40 years, family-planning programmes have played a major part in raising the prevalence of contraceptive practice
from less than 10% to 60% and reducing fertility in developing countries from six to about three births per woman.
However, in half the 75 larger low-income and lower-middle income countries (mainly in Africa), contraceptive
practice remains low and fertility, population growth, and unmet need for family planning are high. The cross-cutting
contribution to the achievement of the Millennium Development Goals makes greater investment in family planning
in these countries compelling. Despite the size of this unfinished agenda, international funding and promeotion of
family planning has waned in the past decade. A revitalisation of the agenda is urgently needed. Historically, the USA
has taken the lead but other governments or agencies are now needed as champions. Based on the sizeable experience
of past decades, the key features of effective programmes are clearly established. Most governments of poor countries
already have appropriate population and family-planning policies but are receiving too little international
encouragement and funding to implement them with vigour. What is currently missing is political willingness to
incorporate family planning into the development arena.

Programmes to promote family planning in developing
countries began in the 1960s in response to large
improvements in child survival, which in turn led to rapid
population growth. In Asia, the main motive was to
enhance prospects for socioeconomic development by
reducing population growth,' and governments took the
lead. In Latin America, initiatives were galvanised by
evidence of increases in illegal unsafe abortions,’ and

Panel 1: Key messages

efforts to remedy the situation by providing access to
modern contraceptives were spearheaded by non-
governmental organisations. We present our key messages
in panel 1.

The number of developing countries with official policies
to support family planning rose from only two in 1960 to
74 by 1975 and 115 by 1996.} International funding increased
in parallel from US$168 million in 1971 to $512 million in

« Family-planning promotion is unique among medical interventions in the breadth of its potential benefits: reduction of
poverty, and maternal and child mortality; empowerment of women by lightening the burden of excessive childbearing; and
enhancement of environmental sustainability by stabilising the population of the planet.

« National family-planning programmes have proved effective in reducing fertility and making progress towards population
stabilisation in most of Asia and Latin America, although the needs of poor populations remain only partly addressed.

« Many of today’s poorest countries, mainly in sub-Saharan Africa, still have high fertility and high unmet need for family
planning, and their populations are projected to double in the next few decades.

« In most African countries, contrary to the impression presented by numerous pronouncements from eminent leaders and
current funding patterns, high fertility and rapid population growth represent a bigger threat to achievement of the Millennium

Development Goals than HIV/AIDS.

o Inthe past decade, family planning has dropped down the list of international development priorities, with the result that
demographic issues in poor countries have been severely neglected.
o The family-planning agenda must be revitalised but, for once, leadership might need to come from Europe rather than the US

administration.

« Most governments in poor countries have appropriate population and family-planning policies but are receiving little
encouragement and insufficient funds from international and bilateral donors to implement them with conviction.

o Thekeys to effective and sustainable family-planning programmes are well established: high-level political commitment; a
broad coalition of support from elite groups; adequate funding; legitimisation of the idea of smaller families and modern
contraceptives through mass media etc; and making a range of methods available through medical facilities, social marketing,

and outreach services.

« No contradiction needs to exist between respect for reproductive rights and strong advocacy for smaller families and for mass

adoption of effective contraceptive methods.
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1985.* Success in boosting contraceptive use and reducing
fertility was slow to come but, by 1990, reproductive change
was established throughout most of Latin America and
Asia, including some of the world’s poorest countries such
as Bangladesh and Nepal, and fertility decline had begun
in sub-Saharan Africa. Between 1960 and 2000, the
proportion of married women in developing regions using
contraception rose from less than 10% to about 60%, and
the average number of births per woman fell from six to
about three.® However, these figures mask huge regional
variations in fertility and future population growth
(panel 2).

Success came at a price. The strategies used by some
Asian programmes to achieve an effect on fertility were
criticised as coercive and the quality of family-planning
services in many countries was deemed unsatisfactory.
These concerns bore fruit at the fifth international
population conference held in Cairo in 1994. The
recommendations of the Cairo conference replaced the
hitherto dominant demographic-economic rationale for
family-planning programmes with a broader agenda of
women’s empowerment and reproductive health and
rights.

Despite the enthusiasm generated by the conference,
family-planning promotion has dropped steadily down
the list of international development priorities since 1994.
The unlinking of family planning from economic
development was partly a cause of this fall, and continuing
fertility decline in many countries encouraged a belief
that the issue was largely solved. New priorities arose
that included HIV/AIDS, population ageing, and
international migration. Between 1995 and 2003, donor
support for family-planning commodities and service
delivery fell from US$560 million to $460 million.* The
people who drafted the Millennium Development Goals
(MDGs) in 2000 ignored the difficulties posed by
sustained rapid population growth in many of the world’s
poorest countries and spurned the central goal set at
Cairo of achieving universal access to reproductive-health
services (including family planning). Little progress
towards reversal of this omission has been made over the
past 5 years, and the topics of population growth and
family planning have continued to be marginalised in
key reports.*

Panel 2: Past and future population growth

Between 1960 and 2005, the global population rose by 114%, from 3 billion to nearly
6-5 billion (table 1). Over the next 45 years, the percentage increase is expected to be
much lower (40%) but will remain huge in absolute numbers (2-6 billion). These
medium-variant UN population projections are highly sensitive to assumptions about
future fertility. The UN assumes that fertility in Asia and Latin America will fall from
2-4to slightly below 2.0 births per woman and that it will rise in Europe from its current
level of 1-4 to 1-8. In sub-Saharan Africa, fertility is assumed to drop steadily from more
than 5-0 to about 2-5 births by 2050. Under these assumptions, world population is
expected to be a little over 9 billion in 2050. However, if fertility is half a birth higher or
lower over the next 45 years, the global population will reach 10-6 and 7-7 billion,
respectively, by 2050. Half the expected increase will come from Asia and 36% from
sub-Saharan Africa. Differences in regional growth rates are having a profound effect on
the distribution of the world’s population. Even after allowing for in-migration, Europe’s
share of total population is expected to decline from 20% in 1960 to 7-2% in 2050,
whereas sub-Saharan Africa’s share will rise from 7-5% to 18-6% over the same period.

Three main factors account for future population growth. The first, population
momentum, relates to the fact that the birth rate in many developing countries is
sustained at the raised level because of the high proportion of the population in the
reproductive age range (see pyramid B, figure 1). The effect of this factor will gradually
diminish as populations age (see pyramid C, figure 1), but between now and 2050 it
accounts for more than half the projected increase in population. The second factor is
unwanted births (a result of unmet need for contraception). Elimination of such births
would reduce population growth by about 20%. The third factor is high desired family
size: many couples report that they want more children than the number that will
eventually allow population size to stabilise. This factor also accounts for about 20% of
population growth, but more in Africa where desired family sizes are especially high.®

Population size (million) Absolute change  Percent change

2005-50 (million) 2005-50

1960 2005 2050
Asia 1699 3905 5217 1312 34
Europe 604 728 653 =75 -10
Latin America and Caribbean 219 561 783 222 39
North Africa 67 191 312 121 63
North America 204 331 438 107 32
Oceania 16 33 48 15 44
Sub-Saharan Africa 226 751 1692 941 125
World 3024 6465 9076 2611 40

Table 1: Population growth from 1960 to 2050, by region

Pyramid A: Korea 1960 Pyramid B: Korea 2000 Pyramid C: Korea 2040
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Figure 1: Age structure in Republic of Korea in 1960, 2000, and 2040 (projected)

Every horizontal bar represents a 5-year age-group. The red bars represent economically productive age-groups (age 15-64 years).
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Panel 3: Can disaster be prevented in Niger?

Niger is one of the poorest and least literate countries in the world. It is also one of

12 nations whose population is expected to triple (or more) in size by 2050 (table 2).
Since the 1960s, the population of Niger has already tripled, whereas its arable rain-fed
land area has declined by half as a result of drought. The present situation is dire. In the
1990s, grain production was 15% lower than needed and in 2005 a famine was averted
only by international food relief.” The consequences of continued rapid population
growth are potentially catastrophic. Prospects for future food sufficiency are especially
bleak.”

The fertility rate in Niger remains unchanged and is one of the highest in the world.
Contraceptive use is very low and is predominantly for spacing children rather than
limiting family size. Only 17% of women from Niger have an unmet need for family
planning and, of these, 56% do not intend to use modern contraception in the future.
Child mortality remains very high with more than a quarter of children dying by age

5 years. Nevertheless, women aged 30-39 years, on average, have more than four
surviving children but over 90% with four children want more. Improvements in child
survival should be a top priority but should not be used as a reason for failing to address
population growth. Rapid and deep reductions in fertility must be a central part of the
solution, which will require massive efforts to change the reproductive culture in addition
to improving access to services. The example of Kenya (see panel 7) indicates that the task
is not impossible but it will need strong political will. The creation of a new ministry to
address population matters is an encouraging sign.

Indicator Year
Current population 14 million 2005
Projected population (assuming constant fertility) 82 million 2050
Projected population (assuming fertility declines to 3-6 by 2050) 50 million 2050
Total fertility rate (children per woman) 75 1998
Modern contraceptive use by married women (%) 46 1998
Mean desired number of children 82 1998
Life expectancy (years) 43 2005
Children stunted at younger than 5 years (%) 40 1996-2004

Table 2: Key indicators for Niger
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In the next section of this report we show why
family-planning promotion should be reinstated as a
priority in most of the poorest countries of the world,
where fertility and population growth remain high. We
make the case that achievement of MDGs in these
nations is dependent to a large extent on success in
addressing population issues. No other individual
medical intervention has such a broad span of potential
benefits.

Why does family planning still matter?

Poverty reduction

Seemingly self-evident to many non-economists, is the
idea that rapid growth in a population (usually defined as
an annual increase of 2% or more, equivalent to a
doubling of population size every 36 years) can only
exacerbate the issue of poverty, especially in countries
where underemployment is already high or where food
security is a major concern (panel 3). Furthermore, in
stagnant economies, the notion is undeniable that

population growth inevitably boosts the number of poor
people—as has happened in sub-Saharan Africa where
the estimated number of individuals living on less than a
dollar a day rose from 164 million in 1981 to 316 million
in 2001." Nevertheless, estimation of the effect of
demographic factors on economic welfare has proved
elusive, partly because poverty reduction is also affected
by many other powerful forces. Paradoxically, during the
heyday of international investment in family planning in
the 1980s, the prevailing view on the demographic-
economic relation among economists was cautious
bordering on neutrality.* Since that time, evidence has
become more affirmative on the benefit of reductions in
fertility and population growth.” A study of 45 countries
estimated that the proportion of people living in poverty
would have fallen by a third if the crude birth rate had
decreased by five per 1000 population in the 1980s.""”
Fertility decline also brings a long-term benefit. Some
20 years after the onset of the drop in fertility, the
proportion of the population aged 15-65 years starts to
rise faster than that of individuals in less economically

Panel 4: Fertility decline, population age structure, and
economic implications

The effect of fertility decline on population age structure is
well illustrated by the case of the Republic of Korea (figure 1).
Pyramid A shows the age structure in 1960, when the
country had high fertility. At that time, 42% of the total
population were younger than 15 years and 3% were

aged 65 years and older: the number of working-age adults
per 100 dependants was an unfavourable 120. From 1965,
fertility fell sharply. By 2000 (pyramid B), this ratio had risen
to 250, mainly because of relative falls in the number of
children. By 2040, 30% of the total population is expected to
be aged 65 years or older and the ratio will have fallen back
to137.

Economic research confirms the commonsense expectation
that the era of a high ratio of adults to dependent young and
old age-groups (pyramid B) provides countries with a unique
but transient opportunity to make rapid gains in living
standards, because income can be used for productive
investment rather than expended on support of young and
old people. About a third of the economic growth of east
Asian economies in the 1980s and 1990s is attributable to
this so-called gift of demographic modernisation.”®
Realisation of this gift, however, is conditional on demand for
labour, sound governance, and appropriate institutions for
savings and investment. These conditions were not fulfilled
in most of Latin America, for instance, which had a similar
transformation of age structure to east Asia but recorded a
meagre annual increase in gross domestic product per head
of only 2% between 1980 and 1999 compared with more
than 6% in most of east Asia.** However, economic
performance in Latin America might have been even more
dismal but for the region’s large fertility decline.
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productive age ranges (0-14 and =65 years). This
advantageous era lasts for a few decades only, to be
followed by rapid growth in the elderly population
(panel 4). This final phase, a cause of much current
concern in advanced industrial countries, is an inevitable
outcome of high life expectancy and low fertility, but
remains a distant prospect in today’s poorest countries.

Elucidation of the link between household poverty and
childbearing has also proved contentious. Existence of a
strong correlation is not in doubt. In 56 developing
countries, on average, the poorest fifth of women had a
fertility rate of six births, compared with 3 -2 births in the
wealthiest fifth.® However, interpretations of the
association have varied. The assumption of many
economists is that behaviour is rational, thus fuelling
widespread beliefs that poor people need many children
(eg, for help with household production and for security
in old age) and that family-planning promotion cannot
succeed in very poor countries. Both ideas are profoundly
mistaken. Family-planning promotion has succeeded in
very poor countries and much of the fertility difference
between rich and poor populations stems not from the
application of reproductive choice but from the absence
of such an option for the poor. Unmet need for
contraception and unwanted childbearing are invariably
higher for poor couples than for wealthy individuals, as
will be shown later.

Households with many children are more likely over
time to become poor and less likely to recover from
poverty than families with only a few children.”
Furthermore, children from large families are usually
less well nourished and less well educated than those
from smaller families.”? In Asia, the penalty of many
siblings in a low-income household falls dis-
proportionately on daughters.?* By reaching poor
populations with information and services, effective
family-planning programmes reduce the fertility gap
between rich and poor people and make a powerful
contribution to poverty reduction.”

Health benefits

By contrast with the complicated links between fertility,
population growth, and poverty, the benefits of family
planning for the survival and health of mothers and
children are fairly straightforward. In 2000, about 90% of
global abortion-related and 20% of obstetric-related
mortality and morbidity could have been averted by use
of effective contraception by women wishing to postpone
or cease further childbearing.* A total of 150 000 maternal
deaths (representing 32% of all such deaths) could have
been prevented with high cost-effectiveness, with much
of this benefit reaped in Africa and Asia.

Family planning also brings large potential health and
survival benefits for children, mainly as a result of wider
intervals between births. Findings of studies in both rich
and poor countries show that conceptions taking place
within 18 months of a previous livebirth are at greater risk

www.thelancet.com Vol 368 November 18,2006

of fetal death, low birthweight, prematurity, and being of
small size for gestational age”*® The mechanisms
underlying this association are thought to include
postpartum nutritional depletion, especially folate
deficiency.”

Examination of the association between birth interval
length and infant and child mortality in developing
countries has been dominated by two major sources of
evidence: cross-sectional surveys undertaken under the
auspices of the demographic and health surveys (DHS);
and prospective surveillance data from the Matlab district
of Bangladesh.* A conservative view of this evidence
suggests that about 1 million of the 11 million deaths per
year of children younger than 5 years could be averted by
elimination of interbirth intervals of less than 2 years.
Effective use of postpartum (and postabortion) family
planning is the most obvious way in which progress
towards this ideal could be achieved. Family planning is
one of the most cost-effective ways of reducing infant
and child mortality and this contribution has been
overlooked too often on this topic.™

Gender-equality, human rights, and education

Freeing women from involuntary reproduction was one
of the main inspirations for family-planning pioneers
100 years ago and remains just as relevant today. The
reproductive revolution—the shift from six births, of
whom several might die, to around two births, nearly all
of whom survive—represents the most important step
towards achievement of gender equality by boosting
women’s opportunities for non-domestic activities. In
most developing countries, for instance, women’s
participation in the labour force has increased as fertility
has fallen.” Quite apart from these socioeconomic
considerations, contraception allows the attainment of a
fundamental human right to choose the number and
timing of children. Indeed, “freedom from the tyranny of
excessive fertility”** has been dubbed the fifth freedom,
standing alongside freedom of speech and worship and
freedom from want and fear.

The achievement of universal primary education for
both sexes is an important MDG and many countries
seek to increase secondary-level and tertiary-level
enrolments. High fertility and rapid population growth
has a direct and easily quantifiable effect on the feasibility
of meeting such goals. Even to maintain existing
standards, governments of rapidly growing populations
have to double the number of teachers, equipment, and
classrooms every 20-25 years, and a similar strain is
placed on health services for infants and children. Some
such governments have succeeded heroically in
improving school enrolments but at the cost of diverting
revenue from other forms of development.® More
frequently, however, expenditure per pupil has fallen
and quality of education has dropped.”* If MDG on
education were met only by declines in the quality of
schooling then this victory would be hollow.
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Panel 5: Causes and implications of unmet need

Evidence of causes of unmet need comes from both surveys and qualitative
investigations. For a small proportion (10-25%) of women, low perceived risk of
conceiving is the main reason for unmet need, but for most individuals, obstacles prevent
the translation of genuine need into contraceptive adoption. The four key barriers are:
insufficient knowledge about contraceptive methods and how to use them; fear of social
disapproval; fear of side-effects and health concerns; and women’s perceptions of
husbands’ opposition.©**® These obstacles can combine to form a formidable barrier to
reproductive change in the early phase of family-planning programmes, because the idea
of deliberate control of conception by unfamiliar means sometimes evokes suspicion and
fear. Health and family-planning staff might be respected for their technical competence
but far more influential are the experiences of friends and family with contraceptive
methods.##® Contraceptive practice often takes time to evolve from a strange and
frightening behaviour into a humdrum element of everyday life.

The importance of men’s opposition to the adoption of contraception by women has
been widely discussed. Women's testimony suggests that it is a major barrier but surveys
of men or of couples show that men are more likely to report contraceptive use than
women, their attitudes to the subject are similar, and, except in polygynous societies,
their reproductive aspirations are also similar.“** Contrary to conventional wisdom, where
spouses’ views differ, the husband’s wish does not necessarily prevail.** Misperceptions by
women of hushands’ attitudes, indicating absence of discussion, might be the real issue.

Estimates of the effect on fertility of satisfying unmet need are of considerable policy
importance. Fulfilment of spacing needs will have a smaller effect than fulfilment of
limitation needs. To be realistic, allowance must also be made for the fact that many
women with unmet need state no intention to use family planning in the future because
the severity of obstacles overrides the desire to space or limit childbearing. After
adjustment for these two considerations, fulfilment of unmet need is estimated to reduce
fertility by 35% in Latin America and the Caribbean, by about 20% in the Arab States and
in eastern and southern Africa, and by about 15% in Asia and west Africa.** Notably,
fertility in west Africa would fall only modestly from 5-6 to 4-8 births per woman.

[ Poorest quintile
|:| 2nd quintile

35 (| Richest quintile

30
254
20
154
10

5_

Unmet need (%)

Sub-Saharan
Africa

Asiaand
Latin America

Figure 2: Unmet need in married women by DHS wealth quintiles
Unweighted averages from DHS data from nine Asian and Latin American and
eight African surveys, where overall contraceptive prevalence is 20-60%.
DHS=demographic and health surveys.

Environmental sustainability

Rich nations with low population growth are mainly
accountable for unsustainable exploitation of the planet’s
resources and for threats to the global environment. Poor
countries with high rates of population growth have
contributed rather little to carbon dioxide and other
forms of emission.” Nevertheless, population growth
also threatens the environment. Past growth has had a

1814

direct effect on increasing the fraction of land area
devoted to food production, with inevitable loss of natural
habitats and biodiversity. Little further scope exists for
incorporation of fertile land into agricultural production.
Thus, further population rises, particularly in poor
agrarian countries, will put fragile marginal land under
pressure from overcropping and overgrazing, with
potentially severe outcomes in terms of loss of vegetation
cover, soil fertility depletion, and soil erosion. These
dangers are especially acute in Africa, where the ratio of
arable land to population engaged in agriculture has
already fallen steeply and where rural populations will
continue to expand for decades.*

Increasing demand for water is also directly related to
population growth, mainly through the extra water
needed to grow more food. About a third of the world’s
population live under conditions of moderate or high
water stress, a categorisation implying that water
availability is already, or is becoming, a limiting factor.
This proportion is bound to rise and could reach
two-thirds by 2025.%

Poor countries will hopefully become richer countries,
albeit enhancing their potential to degrade the global
environment. Increases in CO, emissions have been far
greater in the rapidly growing economies of China and
India than in Europe or North America. In a world of
12 billion inhabitants, much more severe measures
would be needed to stabilise the planet’s environment
than in a world of 8 billion people. Prevention of
unwanted births today by family planning might be one
of the most cost-effective ways to preserve the planet’s
environment for the future.

Overview

Reduced fertility and population growth, by themselves,
will not automatically achieve aspirations for a better
world, such as those enshrined in the MDGs, but they
make achievement much more feasible. Their
cross-cutting contributions to poverty reduction, better
health, enhanced education, gender equality, and the
environment make continued investment in family
planning compelling.

Nature and extent of unfinished business

Promotion of family planning has been a huge success
in many developing countries and to suggest that it
should be reinstated as a top development priority in all
developing countries would be both unhelpful and
untrue. But how should countries be ranked in terms of
need? The most generally used criterion, derived from
surveys, is unmet need for family planning—ie, the
proportion of fecund married women who wish to avoid
further childbearing altogether or postpone their next
child for at least 2 years but who are using no method of
contraception. Progressive satisfaction of unmet need
through, for instance, better access to services, remains
the key historic mission of programmes, and clear
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Figure 3: Classification of 75 low-income and lower-middle-income countries by population growth (2005-10) and unmet need for contraception

Countries are colour-coded on the basis of abortion policy (Center for Reproductive Rights, 2005). Red=abortion prohibited altogether or only to save the woman'’s
life. Orange=abortion allowable under restricted circumstances (eg, to save the woman'’s life or if fetus has abnormality). Blue=abortion allowable on demand or for
economic, social, or psychological reasons. Number in parentheses represents percentage of second and higher order births happening less than 24 months since
previous birth, according to DHS data. CP=unweighted mean contraceptive prevalence in married women for every cell. TFR=unweighted mean total fertility rate for
every cell. Within every cell, countries are listed in order of decreasing unmet need. Unmet need imputed for 12 countries without a direct estimate based on

contraceptive use and level of unmet need in adjacent countries.

progress has been achieved, except in Africa.” Addressing
unmet need has been the main driving force behind
increasing contraceptive prevalence over past decades.”
Thus, unmet need is a useful and robust measure of
progress towards the ideal in which everyone at potential
risk of an unintended pregnancy is using contraception
(panel 5).

Estimates of unmetneed are available for 57 developing
countries that have undertaken a DHS inquiry since

www.thelancet.com Vol 368 November 18,2006

1995.# In 13 nations, of which nine are in sub-Saharan
Africa, total unmet need exceeds 30% in all married
women. In an additional 18 countries, 15 of which are
in sub-Saharan Africa, the estimate lies between 20%
and 30%. In most African countries, unlike in other
regions, unmet need for birth spacing exceeds that for
family-size limitation, sometimes by a wide margin.
This contrast indicates the great importance attached in
Africa to the spacing of children, combined with a
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reluctance to commit to a final cessation of
childbearing.” Within countries, unmet need is
associated with household wealth. In Asia and Latin

Panel 6: Family planning without government
intervention in Brazil

In 1960, Brazil had a total fertility rate of 6-2 and a high rate
of illegal abortion. From 1964 until 1985, the country was
governed by military regimes that had no interest in
attempting to curb population growth. Only in 1985 was
family planning made available within the government
health services, but supplies from this source remain erratic.”
The vacuum was filled in three main ways. First, BEMFAM was
created in 1964 as an affiliate of the International Planned
Parenthood Federation by doctors concerned at the high rate
of illegal abortions. By 1970, the organisation, with
international funding, had agreements with many local
municipalities to provide family-planning services. Second,
the pharmaceutical industry, realising that the market for
contraceptives was growing, started selling oral
contraceptives through pharmacies. Third, public-health
doctors circumvented a law prohibiting tubal ligation by
offering the procedure together with elective caesarean
section, with costs of ligation subsumed by the costs of
caesarean section, supplemented by under-the-table
payments.

By 1986, the fertility rate had fallen to 3-5 births per woman
and by 1996 it had fallen further to 2-5. In 1996,
contraceptive prevalence had reached 77% among married
women, with sterilisation (40%) as the most frequent
method followed by oral contraceptives (21%) and condoms
(4%). Nearly three-quarters of sterilisations had been done in
public hospitals and 59% during a caesarean section.
Four-fifths of pill users obtained supplies from pharmacies.
Between 1990 and 1998, the number of abortion
complications recorded in pubic-health institutions fell from
340000 to 240 000.>

Brazil is a good example of a country where a strong demand
for smaller families arose spontaneously from previous
declines in child mortality and changes in aspirations and
opportunities. Unwittingly, the spread of television and its
immensely popular soap operas, featuring small families,
might have been crucial in the spread of new ideas favouring
family planning.*® In the absence of prohibitions on import of
contraceptives and on the sale of oral contraceptives without
prescription, combined with the collusion of government in
clandestine, theoretically illegal sterilisations, contraceptive
services arose in response to the demand. But there was a
cost to this laisser-faire situation. The incidence of caesarean
sections rose to unnecessary heights.**>” The affordability of
sterilisation for the poorest populations became a barrier.®
Large differences in fertility emerged between rich and poor
individuals, urban and rural regions, and educated and
uneducated people. For instance, in 1986, rural fertility was
66% higher than that in urban areas.

America, unmet need in the poorest fifth of the
population is twice as high as in the wealthiest fifth
(figure 2). In sub-Saharan Africa, the association is
much weaker, because the need for birth spacing and
family-size limitation in poorer strata is low and thus
unmet need is suppressed.

One of the most welcome features of the Cairo
conference was a recognition that the contraceptive needs
of sexually active unmarried people needed high priority.
Relevant data for these needs are available from DHS
inquires in eight countries of Latin America and the
Caribbean and 25 sub-Saharan African nations. Unmet
need is high in unmarried women who reported sexual
intercourse in the 3 months preceding the survey, with
unweighted averages of 35% in Latin America and 41%
in Africa. In Latin America, unmarried women account
for 28% of all unmet need after weighting for population
size. The corresponding proportion for African nations is
estimated by us to be 17%.

Unmet need is not the only possible criterion for
prioritising  countries. From a poverty-reduction
perspective, the rate of population growth is most relevant
and, from a health perspective, the prevalence of short
birth intervals is appropriate because of the effect on child
survival. The legality and safety of abortion is yet another
important consideration. Figure 3 presents a scheme for
prioritising investments in family planning that combines
all four criteria and applies them to all 75 countries with a
population of 5 million or more, classified by the World
Bank as low or lower-middle income.

Anyone supposing that family planning needs have
been largely addressed by progress in the past 30 years
should ponder figure 3 carefully. Of the 75 countries,
32 have populations that are growing at 2% or more per
year, a rate sufficiently high to jeopardise achievement of
poverty-reduction goals and other MDGs. And 26 of these
32 countries also record high unmet need of 20% or
more. On average, only 17% of married women in these
26 countries use contraception, and fertility still exceeds
five births per woman. Moreover, all have highly
restrictive abortion laws, thus exposing women with
unintended pregnancies to the hazards of unsafe
terminations.

Information on birth-interval length is available for
only a subset of countries: the prevalence of short
periods (<24 months) ranges widely from less than 15%
in five countries to 30% or more in eight. However, no
associations are apparent between the prevalence of
short intervals and unmet need, because many of the
nations with high growth and unmet need are also
characterised by traditions of long-term breastfeeding
(and, in some cases, extended postpartum sexual
abstinence) that reduce the risk of short intervals. To
confirm the contribution of family planning to wider
birth intervals, trends were examined for 23 countries
where contraceptive use had risen by at least 10%. In
21 nations, the prevalence of short intervals declined
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and a significant correlation of 0-23 was recorded
between the percentage point increase in contraceptive
practice and the percentage point decline in birth
intervals of less than 24 months, thus confirming that
greater use of family planning contributes to healthier
spacing of children.

What works?

In Western Europe, fertility fell sharply between 1880
and 1930 with little or no support from governments and
without the benefit of modern highly -effective
contraceptive methods. Clearly, when the motive is
strong, couples will find ways to achieve small families,
and state-sponsored family-planning programmes are
not a necessary or sufficient precondition for fertility
decline (panel 6). This truth has led to a long and divisive
debate about the need for, and effectiveness of,
family-planning promotion in developing countries.
Sceptics have argued that enhanced living standards, life
expectancy, education, and women’s emancipation are
the most effective ways to reduce fertility and curb
population growth, though, of course, contraceptive
methods should be made available (a condition too often
unrecorded).  Family-planning  proponents  have
remonstrated that reproductive change can be hastened
and people’s family-planning needs met more quickly,
effectively, and equitably by active state intervention,
irrespective of prevailing levels of poverty, health, and
literacy. Moreover, reductions in fertility in almost all
poor countries have happened in the presence of
comprehensive family-planning programmes.*”*

Although the relative importance of socioeconomic
development and investment in family planning will
never be fully resolved, abundant evidence shows that
family-planning programmes can accelerate the pace of
change and, less frequently, initiate change® (panel 7).
Most importantly, programmes can succeed in poor
countries. To reiterate a crucial point made earlier, to
assume, as many have done, that poor illiterate couples
have no interest in controlling their family size is both
patronising and incorrect.

Nevertheless, important questions remain about the
most effective ways of promoting family planning,
especially in countries with high unmet need and rapid
population growth (figure 3). The principles underlying
effective  programmes are straightforward and
uncontroversial. A climate of opinion needs to be created
that is supportive of modern contraceptive use and the
idea of smaller family sizes; knowledge of methods
should be disseminated; a range of family planning
services and products made accessible and affordable;
and health concerns related to family planning, based
largely on misinformation, adequately addressed.
However, these broad principles can be achieved in
various ways. The aim of this section is to examine the
massive experience of the past 40 years and identify
approaches that are likely to be most cost effective.
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At the outset, we should recognise that no one blueprint
for success exists. Unlike, say, interventions for enhanced
neonatal survival, the biomedical side of family planning
is straightforward: the safety and effectiveness of methods
themselves are well established. The key issues concern
means of promotion and service delivery, but strategies
that are cost effective in a country with a good

Panel 7: Kenyan success in jeopardy

In 1967, Kenya became the first country in sub-Saharan Africa to adopt a policy to reduce
population growth, but for the next 15 years implementation was unenthusiastic. The
results of a survey released in 1979 came as a jolt. The country had one of the highest
fertility rates in the world (eight births per woman); average desired family size was

7-2 children; only 16% of married women wanted to stop childbearing; and only 7% were
using contraception. If nothing changed, Kenya’s population would double in 19 years.
President Moi and Vice-President Kibaki realised that the time for action had come.®
Support of elite groups was secured, massive information campaigns mounted, and
access to contraceptives increased through government health centres and by initiation
of social marketing and community-based promotion. Within little more than a decade,
desired family size had fallen to 4-8 children, the proportion wanting no more children
had risen to 49%, and 27% were using contraception. The pronatalist culture of the 1970s
had crumbled.

By 1998, the fertility rate had fallen to 4-8 births, but it then stabilised and the rate
actually rose in the poorest segment of the population (figure 4). One reason for the
fertility stall is that resources and attention were diverted from family planning to
HIV/AIDS. For instance, USAID's annual allocation for AIDS in Kenya rose from

US$2 million peryear in 1995 to $108 million in 2006, whereas the allocation for family
planning fell from $12 million to $8-9 million per year. As a result, the availability of
contraceptives at health facilities and outreach services deteriorated.®* The proportion of
users relying on public-sector sources of supply fell from 68% in 1993 to 53% in 2003,
and between 1998 and 2003, the proportion of births reported by mothers as unwanted
rose from 11% to 21%.*

In 2004, the UN raised its 2050 population projection from 44 to 83 million, mainly
because of the unexpected fertility stall. The effects for Kenya's future welfare are likely
to be profound. The example of Kenya underscores the need for continuing strong
financial support for provision of family-planning services to achieve sustained
fertility decline.
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Figure 4: Trends in total fertility rate and contraceptive use in married
Kenyan women
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Panel 8: Bangladesh and Pakistan compared

When Bangladesh achieved independence from Pakistan in 1971 both countries had
identical levels of fertility and desired family size. Both had experienced

President Ayub Khan's family-planning programme that relied heavily on the promotion
of one method—the intrauterine device—through targets and incentives but achieved
no effect on fertility. From 1976, population stabilisation became a top priority in
Bangladesh with support from all sectors of society. Staff were trained to do
sterilisations at district hospitals and a cadre of literate, married female
community-based workers was recruited and trained to provide pills and condoms in
their communities and to refer women for clinical contraception. The community-based
approach was highly effective because workers acted as plausible local leaders of
reproductive change and overcame severe access barriers posed by the purdah system;®
in 1989, 44% of pill users and 18% of injectable contraceptive users received services
and supplies at their doorstep.

In Pakistan, population issues and family planning became enmired in political rivalries.
Zulfigar Ali Butto, prime minister from 1971-77, was Ayub Khan's bitter political foe and,
partly for that reason, was reluctant to provide strong support for family planning. He
was succeeded by Zia-ul-Hug, who drew much of his political support from religious
right-wing factions. Family-planning advertising was banned, funding was cut, and the
programme withered.*® In 1990, only 12% of Pakistani couples used contraception
compared with more than 30% in Bangladesh. By the mid-1990s, unmet need for family
planning was twice as high in Pakistan as in Bangladesh, but at that point Pakistan’s
programme started to improve. Following Iran’s and Bangladesh'’s example,
community-based health and family-planning schemes were introduced, and these have
proved effective.” Fertility has fallen sharply since the mid-1990s, although illegal
abortion, in addition to rising contraceptive use is thought to have made a major
contribution.®®

The fertility rates of Pakistan and Bangladesh are expected to converge in the next few
decades, but the demographic outcomes of Pakistan’s failure to promote family
planning in the 1970s and 1980s are inescapable. In 1970, Pakistan’s population was

5 million smaller than Bangladesh’s, but, by 2050, its population is projected to be

62 million larger (figure 5). Three key lessons can be drawn from this comparison: (1)
when populations are growing rapidly, delay in the onset of fertility decline by a decade
or so has major implications for future population size; (2) achieving a broad coalition
of support for family planning is crucial; (3) finding culturally and socially appropriate
ways to present services is a key ingredient of effectiveness.
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Figure 5: Past and projected trends in total fertility rates and population in Bangladesh and Pakistan
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public-health infrastructure, high mass-media exposure,
and strong demand for services will be inappropriate in a
setting without these advantages. Context is the most
important determinant of what combinations of
interventions will work best, and priorities will evolve
over time. In the early phase of programmes, creation of
legitimacy and awareness is crucial. As programmes
mature, improvements to service quality—for instance
by phasing in new methods and making special efforts to
reach underserved groups—together with cost-recovery
measures are likely to become priorities. Moreover, the
best family-planning programmes have drawn extensively
on indigenous cultural knowledge and creativity to
promote family planning, further undermining any
remaining illusion that standard promotional strategies
can be advocated.

Mobilising support and raising awareness

In 1877, on the eve of UK'’s fertility decline,
Charles Bradlaugh and Annie Besant were brought to
trial in London for distributing a pamphlet on birth
control. In 1916, Margaret Sanger was arrested for
opening a birth-control clinic in Brooklyn, New York.
These incidents show that, in sexually conservative
societies such as UK and USA at those times, birth
control is not seamlessly incorporated into peoples’
reproductive lives; rather, it can encounter stiff resistance
on moral and social grounds (panel 8). This initial
turbulence is not inevitable. In Taiwan in the 1950s and
Thailand in the 1960s, women flocked from afar to have
newly available intrauterine devices fitted, but in other
developing countries, there is clear evidence of initial
opposition,®® and a similar view can be expected in
countries where contraceptive practice still remains low.
In West Africa, for instance, DHS data show that less
than half of couples approve of family planning, a
superficial indicator of attitude, maybe, but nevertheless
revealing.

Accordingly, an initial priority is to legitimise the idea
of modern family planning and smaller families. The
first step is to attempt to create a broad coalition of
support among key sectors of society, including religious,
secular, and traditional leaders and professional groups.
This strategy has proved important for sustained and
effective programmes in many countries.” Success
depends more on political commitment and
organisational ability than on availability of funds.”

The family-planning movement has generated more
experience and expertise with use of the mass media
than any other branch of public health.” Evidence of
effectiveness is markedly positive. Not only do targeted
messages, in didactic or dramatised form, raise awareness
and prompt discussion between spouses but also they
have increased contraceptive use in both south Asia and
Africa, with favourable cost-effectiveness.””” Over and
above the outcome of family-planning messages, radio
and television exposure also exerts a powerful effect on
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Most effective Effective  Least effective
Sterilisation IUD Implant  Injectable  Pill Condom Withdrawal ~ Periodic abstinence
Efficacy
Perfect use, 12-month failure rate 0-5% 0-6% 01% 03% 0-3% 2% 4% 1.9%
Effectiveness
Typical use, 12-month failure rate - 1.8% 1.5% 2:9% 6:9% 9-8% 15-1% 21-6%
Method-related 12-month - 12% 25% 46% 34% 47% 25% 18%
discontinuation rate
Regional prevalence of use
Sub-Saharan Africa 1.9% 1-4% <1.0% 37% 6-2% 1.5% 17% 2-3%
South, southeast, and east Asia 30-8% 17-7% <1.0% 2:2% 43% 4-4% 1.5% 2:0%
Latin America and Caribbean 30-2% 7-7% <1.0% 2:8% 13-9% 43% 3-4% 51%
North Africa and central and 4-4% 16-9% <1.0% 12% 112% 3-0% 62% 3-0%
western Asia
Less-developed regions 25-6% 152%  <1.0% 23% 5-9% 4-0% 21% 2:4%
IUD=intrauterine device.
Table 3: Efficacy, effectiveness, and regional prevalence of use of main contraceptive methods, by effectiveness of method

reproductive behaviour, presumably because of the
transmission of new ideas and aspirations. Subsidised
marketing of televisions and radios might be a
cost-effective, albeit indirect, means of promoting family
planning. Although government spending on infor-
mation and education has varied widely, evidence
suggests that allocation of 10-20% of the total
family-planning budget to this component makes good
sense.

Mobilisation of support at the community level has
been approached in various ways: mother’'s clubs in
Korea;® women’s credit groups in Bangladesh;” local
mullahs in Iran;® traditional leaders in northern Ghana;*
and female clan representatives in The Gambia.”
Although their effect on receptivity to family planning
and uptake of methods can be large, these efforts
generally need considerable skill, sensitivity, and local
cultural knowledge, qualities conspicuously absent in
most government ministries. For these reasons,
scalability and sustainability are serious constraints.

Family-planning methods

Family-planning methods vary greatly in terms of
effectiveness and are usually divided into three categories:
most effective, effective, and less effective (table 3).* Even
the least effective method is considerably better than
using nothing, since 85% of couples will become
pregnant within 1 year without contraception.
Contraceptive effectiveness depends on both the
mechanism of action of a method and on the extent to
which the method relies on adherence by the user.
Combined oral contraceptive pills and the contraceptive
implant both inhibit ovulation, and their failure rates—
when used perfectly—are very low (table 3). However,
with typical use the failure rate of the combined pill is
around 7%, since such use is characterised by inconsistent
pill taking (poor adherence). Conversely, once an implant
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has been inserted correctly, contraception is assured until
it is removed. Failure rates in table 3 are shown as
theoretical rates during perfect use, drawing mainly on
US data,* and during typical use compiled from findings
of DHS surveys from 18 developing countries,* with data
for implants from clinical trials.*

The contribution of specific methods to overall
contraceptive protection in different countries varies
sharply and is one of the most intriguing aspects of the
family-planning story. In Bangladesh, 43% of
contraceptive users rely on the pill; in neighbouring
India, the corresponding figure is only 4% and
sterilisation accounts for 75% of all use. In Egypt, 61% of
users of contraception have an intrauterine device fitted,
whereas in Morocco, 8% do so. In 34 of 96 countries, one
method of contraception accounted for more than half of
all use and in many more nations, two methods accounted
for most use.” This extreme skewness is just as apparent
in industrialised states as in the developing world.

What is the explanation for this failure to exploit the
full range of contraceptive methods? Contraceptive
choice might be constrained by legislation against the
use of specific methods, particularly sterilisation;* by
government decisions to promote particular methods
while ignoring or restricting access to others;* and by the
biases of family-planning staff.” Positive feedback then
reinforces these service-related decisions and biases.
What is most familiar becomes most acceptable. Only
the power of social influence can explain fully the very
sharp variations in method-specific use between countries
and, within countries, between communities.”

Many women and men use contraception with a degree
of resignation, and the method they choose is usually
regarded as the best of a bad lot. This attitude leads to
high discontinuation rates with all reversible methods of
contraception, especially with methods that need no
provider intervention for stopping use (table 3).

1819



Series

1820

Discontinuation and poor adherence are usually
attributed to side-effects such as: breakthrough bleeding,
which is inconvenient rather than life-threatening; fears
of rare but serious risks, particularly breast cancer; and
fear of weight gain.”

When a couple discontinues contraception for
method-related reasons a rapid switch to a new method
is essential to prevent unintended pregnancy. Although
about 60% of people do start another type of contraceptive
within 3 months,* the choice of alternatives is sometimes
limited, and restricted access or unfamiliarity with other
choices (on the part of both the user and provider) can
delay the uptake of a new method, thereby increasing the
risk of unintended pregnancy. However, contraceptive
avoidance, or non-use, remains the dominant cause of
unintended births, accounting for 71% of such births in
14 developing countries.”

Clearly, all contraceptive methods can reduce
unintended pregnancy, but much potential is unrealised.
Realisation of such possibilities can be achieved by:
increasing the prevalence of use of any contraceptive
method (even the least effective ones); encouraging
switching from less effective to most effective ones;
enhancing continuation of all reversible methods;
boosting adherence to methods that depend on adherence
for their effectiveness; or a combination of these. With
the aim of raising the prevalence of use of any
contraceptive method and the uptake of an alternative
method after contraceptive discontinuation, a range of
methods should be made available; the addition of a new
family planning method into a programme usually
attracts new users and raises overall frequency of use.*
However, the ideal of availability of a full range of
methods is inevitably tempered by costs, staff training,
and logistical considerations. To attempt to promote
all methods equally is unnecessary and possibly
counterproductive.

In terms of cost-effectiveness of pregnancies prevented,
sterilisation and intrauterine devices are the best value,
and need to increase adherence then becomes irrelevant.”
However, promotion of these approaches has, in the past,
clearly led to coercive pressures in India, China, and
Vietnam. Moreover, the pressing priority for boosting
prevalence lies mostly in Africa, where sterilisation is not
so appropriate since birth spacing is valued above
family-size limitation. In some African countries, injectable
contraception has widespread acceptability, and the pill is
commonly used. Promotion of these methods, together
with condoms for single people, via services with easy and
reliable access, might offer the best chance of success.

Raising adherence and continuation rates is difficult
and, in this respect, contraception is no different from
other forms of prolonged medication.”” Individual
interventions to enhance adherence and increase
continuation sometimes show only a small measurable
effect. Moreover, the very few studies lasting long enough
to assess the effect on pregnancy rates have had no

positive result.”*” Complicated multifactorial initiatives
boost adherence to treatment but are labour-intensive,
costly, and unsustainable.” Anticipation of the fact that
many women will discontinue their type of contraception,
and encouragement of prompt switching to an alternative
method, might be more cost-effective than attempting to
improve continuation.

Making methods accessible and acceptable
Family-planning programmes have made use of three
main delivery systems: health facilities; commercial
outlets; and community-based approaches. In many
countries, access to family-planning methods was initially
restricted to health facilities, under strict control of
medical practitioners, following outdated eligibility
criteria and other unnecessary constraints—eg, written
consent of husband; proof of marital status, parity, or
age; unwillingness to dispense more than one or two pill
cycles; excessive revisit schedules; and insistence that
only menstruating women be allowed to start
contraception.” The limitations of this medicalised
approach were soon realised, and the success of many
programmes has been closely linked to dismantling of
administrative and medical barriers that impede quick,
convenient, and appropriate access to methods.
International guidelines have proved invaluable.”
Research showed that paramedical staff could insert
intrauterine devices and provide injectable contraceptives
to high clinical standards and that lay staff, after a short
training period, could dispense pills and refer women for
clinical methods.”** Evidence also suggested that
over-the-counter sales of pills without prescription was
justfiable.”™

Nevertheless, facility-based services (predominantly in
the public sector) remain the backbone of delivery
systems in most countries, especially where surgical or
clinical methods prevail. In most developing countries,
more than 80% of contraceptive sterilisations, intrauterine
device insertions, and administration of injectable
contraceptives are done in hospitals and health centres.
Several Asian family-planning agencies created their own
dedicated network of facilities. After the Cairo conference,
shifts have taken place towards greater integration of
services and towards broadening the scope of
family-planning clinics to address a wider range of sexual
and reproductive health issues (eg, reproductive-tract
and sexually transmitted infections; HIV counselling and
testing). An equally important aspect of integration in
countries with severe generalised HIV epidemics is the
addition of family planning into vertical HIV/AIDS
testing and treatment programmes. Prevention of
unintended pregnancies in HIV-positive women is a
more cost-effective way of reducing mother-to-child
transmission than drug treatment.

Progress has not been straightforward, partly because
the cost-effectiveness of specific packages depends on
the epidemiological setting and because some major
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donors fund vertical programmes in ways that impede
integration.” The evidence-base for comparing the
effectiveness of integrated and vertical services is also
meagre.”” The lesson is that countries have to establish
forms of integration that make most sense for local
situations. Useful frameworks for integration are
emerging but they will need careful field evaluation.*®

Because static health facilities continue to be the
dominant source of family planning, geographical access
has attracted huge attention as a possible major
constraint on uptake of services. Many experts have
claimed inadequate physical access to be the central
restriction. Evidence offers only mild support for this
emphasis. Distance from services rarely emerges as a
reason for non-use by people in need of family planning
(panel 5). Use of family-planning methods falls only
modestly with increasing distance or travel time to the
nearest source of contraception.*'® In most societies,
women are prepared to travel long distances for advice
and contraceptives, especially for methods such as
intrauterine devices and sterilisation, which require
infrequent or no further visits.

If lack of physical access is not such a severe barrier as
is sometimes claimed, perhaps poor quality of services is
the more important constraint. Criticisms of the quality
of many family-planning programmes have led to
sustained efforts to define, document, and enhance
quality, both internationally and nationally."™ Some
aspects of quality—continuity of supplies, presence and
competence of staff, treating patients with dignity, and
reasonable privacy—are so fundamental that no evidence
is needed to endorse them. However, other issues—for
instance, extended counselling about method choice or
about probable side-effects and domiciliary follow-up
visits for those starting a new method—do need research
validation because their effectiveness cannot be assumed
and they add to costs, mainly in the form of staff time.
Regrettably, the writers of a major review concluded that
little is known about the effect of many quality improve-
ments on uptake or continuation of contraception,
mainly because of the scarcity of rigorous experimental
designs,™ but extended counselling seems to have little
effect on adherence or continuation.” Pending further
evidence, the priority is to concentrate on the
fundamental issues with particular attention to ensuring
continuous availability of several alternative methods.
Most women present at family-planning clinics having
already decided which method they want; failure to
obtain that method is probably the one biggest deterrent
to adoption and sustained use.™

The involvement of private medical practitioners in
family-planning services varies widely. It tends to be low
in Asia, with the exception of Indonesia, where a
deliberate shift to private sector provision has taken
place as a cost-containment measure. In Latin America,
private-sector involvement is higher; typically, about 30%
of people using a medical facility for their current
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contraceptive method cite a private-sector facility. The
corresponding figures in sub-Saharan Africa are variable,
being more than 50% in Uganda (an indication of poor
government services), high also in Kenya (40%) because
of deteriorating government services (panel 7), but low
(<20%) in countries with stronger government
programmes, such as Namibia and South Africa.
Although the private sector caters mainly for the needs
of urban affluent couples, to encourage their role makes
good sense because choice is expanded and costs to the
government are reduced.

Commercial outlets such as pharmacies, shops, and
bazaars constitute the second most frequent way in
which contraceptive methods are obtained. In many
developing countries, advertising, logistics, and product
prices are subsidised through social marketing schemes
typically run by international organisations. Partly in
response to the threat of AIDS, social marketing of
condoms is now nearly universal in low-income and
middle-income countries and is ideally suited for men
and adolescents, for whom anonymous quick access is
especially important. Prohibition from use of funds of
the US President’'s Emergency Plan for AIDS Relief
(PEPFAR,) for active condom promotion in the general
population is thus a major setback. In most countries,
most condom users obtain supplies from commercial
sources (figure 6). About 40 developing countries have
social marketing schemes for pills and, in about half of
35 nations with relevant evidence, 40% or more of pill
users obtain supplies from commercial outlets (figure 6).
Social marketing of injectable contraceptives is also
common (in about 30 countries).™

Social marketing is most effective when: pills,
condoms, or both are fairly popular methods; demand
for contraception is well established; a well-developed
commercial infrastructure exists; coverage of radio and
television is high and no restrictions on mass media
promotion of family-planning methods exist; and
public-sector services are weak. Although start-up costs
are high, longer term cost-effectiveness compares
favourably with facility-based provision.™ In a world that
is increasingly urbanised and exposed to mass media,
the potential contributions of social marketing will
steadily rise and this mode of service delivery should be
a routine component of overall family-planning
provision.

The third main mode of service delivery—outreach
and community-based provision—complements social
marketing. It has proved most useful in rural
communities where access to other services is limited,
when demand is fragile, and when women’s mobility is
severely constrained (panel 8). One unifying feature of
most community-based schemes is that workers operate
in their own communities, sharing the language and
customs of their clients, and thus have high credibility.
In other respects, their characteristics vary widely, partly
because many have been run by non-governmental
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Non-governmental organisation and other sources omitted. Countries are placed in descending order of pill (condom) prevalence within region. Surveys with fewer
than 100 current users for pill (condom) excluded. DHS=demographic and health surveys.

organisations, and no one model has emerged as an
exemplar of best practice. Some schemes focus
exclusively on family planning, distributing pills and
condoms and referring women for clinical methods;
others deploy multipurpose health workers. The relative
importance of routine household visiting, community

meetings, and passive forms of contraceptive stock-
holding also vary. In large programmes, one worker
typically serves 1000-3000 women. Only in countries
with the social and political discipline to recruit and
retain very many volunteers (eg, China, Indonesia, Iran)
has it been possible to achieve more favourable ratios.
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Community-based approaches have been widely used
in all developing regions. In 1990, estimates showed that
at least a quarter of the total rural population in 20 or
more countries had access to such services."™ Key lessons
from African experience include: multipurpose workers
tend to be more effective and acceptable than those who
provide only family planning; community involvement
in the design of projects and selection criteria for workers
is essential; and payment is necessary to sustain
effectiveness."”

Community-based programmes have had high success
in raising contraceptive use in many settings and have
been central to achievements in some countries, such as
Bangladesh (panel 8)." In areas where social marketing
is impractical and conventional health facilities are
dysfunctional or inaccessible, they are the only option.
Yet, difficulties of scaling-up to achieve wide geographical
coverage are very severe because of the huge numbers of
workers who have to be recruited and supervised, and
logistical difficulties in ensuring contraceptive supplies.
Costs are usually high, thus jeopardising sustainability.
Partly because of these constraints, the proportion of
current condom and pill users who obtain supplies
directly from a community-based worker is very low in
most countries (figure 6). Similarly, the proportion of
non-users who report a visit from a family-planning
fieldworker in the past 12 months is less than 5% in most
countries and exceeds 10% in only ten of 43 countries
with relevant DHS data. As general health outreach
efforts are now being more widely advanced, adopted in
donor strategies, and implemented, the best strategy is to
ensure that family planning is firmly embedded in these
core protocols.

Financing and cost challenges

Most government family-planning programmes have
provided facility-based services that are free or at very low
cost to users. This strategy is increasingly questioned
because of the broader movement towards greater
cost-recovery in health services and because retrenchment
of donor support for family planning in Asia and Latin
America has put financial pressure on governments.
Definitive evidence on the price elasticity of contraceptive
demand is scarce because of the impracticability of
experimental research, but the consistent impression
from published studies is that demand is surprisingly
inelastic; a doubling in contraceptive prices results in
declines in overall use of 0-15%.” The policy implication
is that family planning need not be exempt from user
charges when such payments are made for other types of
health service.

Various ways have been proposed to shield poor people
from financial barriers, using strategies other than free
public provision for all. Suggestions include market
segmentation, which subsidises services for poor
populations while gathering fees from those able to
pay."™* However, targeting poor people has proven
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difficult to administer efficiently.”* The inclusion of
contraceptives as a service option in social health-
insurance schemes has also been proposed. The general
principles are clear: cost should not be a deterrent to
family-planning choices and financing should be
sustainable. Appropriate strategies need to be tailored to,
and accord with, overall national health-financing
approaches.

The fact that need for increased contraceptive use is
most pressing in the poorest countries underscores the
necessity of reversing the fall in donor support, noted
above. The example of Kenya (panel 7) should act as a
warning, and family-planning services in other countries
are starting to suffer from scarcity of international
funding.” Analyses done for our report, with the
methodology of the UN Millennium Project,” suggest
that family-planning programmes in countries on the
African continent would cost more than $270 million
in 2006, increasing to nearly $500 million by 2015
(amounting to $3-8 billion in total over 10 years), just to
reach the medium variant fertility projections of the UN
Population Division (panel 2). Projections of donor
family-planning funds for sub-Saharan Africa for 2006
come to only $113 million.” The corresponding 2006
projection for domestic resources is only $87 million. A
large gap thus already exists between needs in poor
countries and available resources. Reorienting
programmes to meet current unmet need for family
planning by 2015 would further increase resource
requirements, but savings from obstetric and newborn
interventions would exceed the investment in family
planning by a factor of nearly three,” and savings on
primary schooling would further boost this cost-benefit
ratio. Increased donor and domestic funding would save
money and lives.

What needs to be done?

The priority—both political and financial—accorded to
family planning in the 1970s and 1980s was driven largely
by the belief that high fertility and rapid population
growth represented a serious barrier to socioeconomic
development. At the 1994 Cairo conference, this link was
broken. As a result, the importance of family planning
in international development has steadily eroded, and
this decline is unlikely to be reversed until the association
is reforged People coordinating international HIV/AIDS
interventions learnt this lesson. For example, Peter Piot,
the head of UNAIDS, is quoted as follows: “I asked
myself what political leaders really care about. The truth
is, it’s not health. It's economics and security. Health is
what they talk about if there’s money left at the end of
the day. I realized I needed to lift our cause out of that
arena.”” The results have been spectacular. Prominent
world leaders such as Kofi Annan and Tony Blair
regularly portray HIV/AIDS as an economic catastrophe
and stupendous sums have been mobilised for the
cause.
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The irony of the current situation is that continued
rapid population growth poses a bigger threat to poverty
reduction in most poor countries than does HIV/AIDS.
Consider sub-Saharan Africa, the region most affected by
HIV. In southern Africa, with very high levels of infection,
the disease is correctly regarded as an economic disaster.
Most of these countries already have low fertility, and
population growth is not an issue. The priority here is to
achieve a more effective synergy between HIV prevention
and family planning, building on the fact that condoms
are now the most common contraceptive method for
single people.”” However, in most other African countries,
HIV infections are at a much reduced level and the
disease shows few signs of rapid spread, whereas fertility
and rates of population growth remain high.” Many
countries will double or even treble in size in the coming
decades. A convincing case can be made that investment
in family planning should have a higher priority than
investmentin HIV prevention and treatment. Yet, current
priorities are the reverse. For instance, in Ghana,
HIV/AIDS is sucking funds, staff, and political energy
from family planning, and this is a country where women
are more likely to die of unsafe abortion than of AIDS."
In west Africa generally, use of modern contraception
has risen only slightly in the past decade, and there are
valid concerns that illegal, typically unsafe abortion is
largely the cause for the modest fertility decline in this
subregion.”” In Uganda, with a moderately severe
longstanding HIV epidemic, population size is
nevertheless projected to grow from 30 million today to
61 million by 2025, and further to 127 million by the
middle of this century, posing huge difficulties for
economic advance. Yet, President Musevenis lack of
concern over the burgeoning population goes
unchallenged.” Further signs abound of irresponsible
neglect of family planning and grotesque distortion of
priorities. In Niger, for instance, which faces possible
catastrophe because of rapid population growth (panel 3),
more meetings have been held on sterility (an issue
affecting about 3% of the population) and on sexuality in
elderly people than on population or family planning.”

Several key steps towards the revitalisation of the
family-planningagendacanbeidentified. Family-planning
proponents must first reassert the economic rationale
that was muted at Cairo. This step will require a break
from the prevailing international discourse that cloaks
family planning in the term reproductive and sexual
health, a habit that obfuscates rather than clarifies
priorities. The priority owed to family planning as a
development intervention must be stated explicitly.
Evidence fully justifies this stance, although this
viewpoint will arouse suspicions of a revival of the
high-pressure semicoercive past tactics of some Asian
family-planning programmes. Such suspicions need to
be addressed by emphasising that no contradiction exists
between a respect for reproductive rights and a renewed
sense of urgency in family-planning promotion.

A further essential step is to press for greater recognition
that the demographic circumstances of low-income and
middle-income countries are increasingly diverse and
that priorities for government actions and international
assistance must be tailored accordingly. To reiterate, this
report is not arguing that family planning should be a top
priority in all countries. Throughout much of Asia and
Latin America, progress towards meeting people’s
family-planning needs and population stabilisation is well
advanced, although huge scope for improving the quality
of services and for meeting the needs of poor populations
still exists. But, in most of sub-Saharan Africa and a few
countries in other regions (figure 3), family planning
should return as a top priority.

The omission of family planning at the goal or integrated
target level in the MDGs remains one of the most visible
weaknesses and constraints to the political commitment
to achieving these goals.” Although a higher profile for
family planning in the MDG rubric would represent
major progress, we also need to protest against MDG
hegemony in setting the development agenda—in
particular against the myopia implicit in the 2015 deadline
for their achievement. A major effect of family-planning
programmes in a mere 9 years is unlikely in those African
countries where desired family sizes remain high. Even
in Bangladesh, the best known example of success in a
very poor country, a decade of concerted effort was needed
to achieve an effect on fertility. Although short-term
benefits of increased family-planning practice on maternal
and child health would be realised, the big pay-off in
terms of poverty reduction will take longer to unfold. But
when populations are doubling in size every 25-30 years,
as is the case in many of the poorest countries, a delay in
the onset of fertility decline carries huge medium-term
implications for future population size and economic
prospects (panel 8). To sacrifice long-term welfare
considerations in the rush to show short-term effect
would be the utmost folly.

Family planning also needs champions outside of the
United Nations family. Historically, leadership has come
from the US government, and more than half of all
international assistance for family planning still comes
from that country. But leadership now cannot be expected
from that quarter for reasons that are well recognised."
Hopefully, others will be prepared to take the lead, perhaps
European countries, the World Bank, or even the Gates
Foundation with its massive funds and prestige. Most
poor countries already have population policies in place
but need encouragement from development agencies to
implement them with conviction and commitment.
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