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Suiﬁﬁ;ary' -

‘0 ! .. ‘This papec assesses the pecformance of family pianning programs I developing

© countries, lookmg at their contributions and their cosis (Part 1), Then it attemipts to identify the
attributes: and approaches critical to effective programs (Part 1), drawing on research to provide
2ol a primer on finning programs bit a broad overview of what makes programs succeed. .
Fotusing ‘ot family planning programs and their opc:ratson, the paper notes bul does sot elaboratc)
on-the coniributions that other social-developmeiit interventions alse make 13 an ongoing
“réproductive: revolution, which |s gradually Iransformmg demographic: prospecls and individual
llves ‘ ; : .

0. 2 ' "['he reproductwe revolution Is ewdent in tranisitions to lower fectility in all

devcloplng coutitey regions: - over two decades, the average number of children per woman has
fallen'by a third. As fertility falls, infant, child, and maternal mortality also fall. ‘Women spand
'decrcasmg proporuous of thelr l;feumes grvmg bmh and canng for young children. :

0.3 Despltc progre:ss, fcrtlmy is still hlgh overal! and real rcproductwe choice for many

~is often an illusion. The. fertility rate-in the developing. world excluding China, is 4.3 childeen

- per woman. -This is two-thirds bf the raté in the 19505 and 1960s but still twice the Humber in

industrial countries, and high enough to double the population in 30 years. The developing
countries produce most of the 90 million people added 10 world popu]anon évery year, these
incteases: being the largest in human history. Maternal mortality in developing countries is ten
times as high as in industrial counties. Not surptisingly, a quarter of married women express
some: Lmstl.nmgi)for contracepuon

0.4 - To et’feclwely me::t such needs, programs should be orgamzed to provide qualny
services, withi such feahires as 4 strong cirent focus, strategic management, effective promotion,

~ aad broad participation of the private sector. Government commitment to effective programs
needs to be reinforced. Donor resources have been essential in the past but are not ke»epmg pace
with the need, :

I\ Famiiy plahning programr_are 'succee_d:'ng and should be expanded.

0.5 " Family planning programs, public and private, have helped cut in half the time
required for the transition from high fertility (six to eight children per woman) to low fertility _
(around two children per woman). This transition takes as few as 20 years today; despite initially
highes levels of feutility than-in-Europe, at the stact of its earlier transitions,. and a variety of

" " cuftaral and pohtlcal barriers. ~ Over the 1980s, programs helped avert 250 million births in
‘developing countries.  Infant mortality rates, which were 74 per thousand by the end of the
decade, would have bedn 10 points hlgher in the absence of family planning programs.

0.6 Programs have ralscd contraceptwe use in countries of varied cultures and a range of
levels of socioeconomic development. Even in adverse circumstances—low incomes, limited
education, few opportunities for women—family planning programs have meant slower pOpuIahon

~growth and improved family welfare. Stil), programs have produced more rapnd growth in
contracephvc prevalence when socioeconomic condmons. and female education in pamcu!ar,
were lmprovmg more mpldly -

0.7 Conmderable. unmel necd for contracephon exists. At least 10 percent and as many.

Cas 40 perc,eut of married women of reproductive age in each developing country surveyed
' recently want to avord a bmh but are not commcepung Filling all unmet need would bring

vii .
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: fcmlity down for the. majonty of counmes outsnde Sub-Saharan Afnca, closo to two oh:ldren per
' woman : . o :

08 Inthe absenco of orgamzed programs to prowdo conlraccpuon widcly, frcc or at low L
-~ cost, usars would have to spead on average 34 percent of annual per capita income: for '
" contraception, which, when available commercially, can cost over US$100 a year. Further
fertility decline woutd thérefore be uncertain, delayed, and burdensonie for indmduals, and
mprovements in matcmal and cbild heahth grcatly s}owed L .

3 ‘Program qua!xty that cl:em‘s respond to requzres emphaszs._

0.9. Where- programs have succeeded, thoy have been respouswc to cheut needs and ,'
provided good access to methiods clients want. In many countries, access to a good range of
“methods is still poor, and clients aré uninformed.and madequatciy counseled, leading fo frequont
dnsconunuatton ‘Clients also suffer througb long walts, as Wall as othcr md:gmties

0. lO © Better program quallty requlres good support for ftont-lmc staﬁ‘——nurses and
paramedlcs in clinics, fieldworkers and distributors-in communities, pharmac:sts and other
 commercial distributors. Their supervision is weak and seldom supportive; ‘supervisory visits are
. infrequent. and ofién focus on bureaycralic procedures. Logistlca! syslems do not pmwde them in -
a timely manner wnth contraceptwcs to distribute. - : :

0 i Program quality cab b-e unproved sometimes at little cost; if managomem gwcs it
© bigh priority aod pays it continual attention, Qualny needs to be measured and monitored at Ieast '
as mteusweiy as stocks and flows of contraceptives.

Strategic man’agement is c_nnca_l.

0.12 ~ “Each program should plan strategically, to take into account evolving contracéptwe
dcmand shifling polmca! and public support and changmg staff and facilities. VYery weak
_intermediate. Programs, must cope with substanual expansmn and oulre.ach and Qrong programs _
“need to maximize their efficiency and recover. costs. .

0,13 Improvmg the flow of mformauon o managers and staff’ would strong’thon many _ .
programis, Managément information systems need to focus on essential information, which must '

- be processed, analyzed, distributed, and used in a timely manner. Operauons research necds 10

‘be planned and designed so that it provides key inputs for decisions. :

The pnvate sector has wide potential and deserves stronger encouragement

S 0.14 - The private sector in fam:ly planmng dlrcctly supphes anywhere from 5t perccnt
of users in a country. The secior is diverse, and many more people could be effectively reached
.by a nonprofit-or-for-profit private channel. However, ‘nonpeofit agencies often Iack the capacxty
10 provade services for large and difficult-to-reach populat:ons aud for-proﬁt agencms iack '
wconuvcs to provide aﬂ‘ordab!c services for the poor T .

0.15 Govemmeut aglion or mactlon is cntlcal in detenmning thc canpaclqI of the. pnvatc
sector. Public and publicly subsidized programs need 10 be designed so as not to impede growth

ﬁuﬁh&pnval&smtor, réstrictions oo the provision. of various contraceptives peed to be lifted; and
assistance needs to'be provided to. pmrato agenctos in devolopmg the markc& for conlracephves
and in lechmcai and ﬁnanclal aréas. - . S -



SU MMARY X

0. 16 ' y 'I'bc most successful forr.n of pubhc-pnvate coliaboratxon 10 date ;s ocml marketmg,/

. and convcmcuce for consuaers’ aud s0mé program savings. Vanous other arraugements Tor

.. private flaancing of contraception, such s cmployment-based services and coverage through
_hcalth msUrance, are also worth developmg : : .

.f

-Pramoﬂon of famxty piarmmg needs to became more effective. .

0T Pto::mt:on is essentlal because people nwd 1 know why family planning is

- advantageous to them,; where supplies and seérvicés are available, and how they can be used

~ effectively, Promotion is also acceptablei most people approve of conlraceptive advertising in

" the mass media. However, much promotion is inadequately evaluated and may be Ineffective.

N We!l-dcsigned campaagns bave becn shown to increase not only awareness but also contraceptive
. use.

0.8 Effective promotmn must bc mtegrated and coordinated with other program actwltles. .
Modern marketing approaches, with materals. professionally designed, carefully pretested, /and
able to capturé an audlence in the compehtwe medxa markezp!acc. are essential fcr greatest

- impact.

-.Long-mn gavemmemf and a'o.rzor mppon‘ are needed,

0: 19 Effective govemment support for famlly planning involves strong public statements,
selection of agd support for competent leaders, and adequate budgetary allocations; reform of
regu!anons that hamper programs, and a coherent human development strategy, especially for
mcreasang female educatmn. ‘ .

0.20 - Public and pnvate expendtmres on famlly p!annmg in the developmg world now fotal
UsS$4-5 billion a year, or about U851 to US$1.25 per capita. Expenditures will have to increase
about %: percent annuaily in this decade to provide for the expected number of contraceptwe

users. Since user payments now cover not more than a quarter of costs, rapid expansion in user

- charges would oot obwale the need for growlh in both donor and government expenditures. '

0.21 More. c!ﬁc;ent use of donor rcSOurces would requice an expans:on of limited donor
expertise in populatlon Unceﬂamty about the adequacy of future donor assistance also needs to
be confronted .



PART I
FAMILY PLANN]NG IN THE DEV”ELOPING WORLD

. g*, 5 Avd _
. The Unﬁmshed Reproductwe Revolutxon

IR Family planning programs have contribuie
develo;:mg colintries; a rcvolu]:on in the. intimate ' haw

and relauons of meu and wonten that
has far-reachin egies considers
- the M famlly planmng has made, arid d;scusses the dlstance the revo!unon stilt has L
o go. S 2 = P v

P :
1.2 - Subsequcnt chapters will consider thn.most-eﬁ?ectwe-ways-m wh;ctr‘f/ mlly planmng '
programs can contribute to completing the revolution. - Chapter 2 will review recent experissice in
selested countries, and Chapter 3 will consider what the effort costs, The remaining chapters '
will focus on actions_eritical. for.program effectiveness: ensuring service quality; providing -
' stratcg:o management; engaglag the private sector; promotiag programs to a w:de audiance; aud
securing firm govemmcnt and donor support, .

The scope of the revdi'uﬁon

13 The central observable event in the reproductwe revolutmn isa substanual
mcversrble decline in human fertility, a process often referred (o as Mn&m&mm 'I'hls
transition is linked, partly as consequence and partly as cause, with a wide variety of .
demographi¢, bebavioral, and institutional changes, which collectively ‘make up the reproductive
revolution, The fertllily transition will be discussed in demographic terms and compared with
earlier transitions in Europe, and the ramifications of the reproduchve rcvoluhou 'Wl" then be
1]iustrated :

1.4 Demographic change. The fedility transition reduces family s;ze, slows po;mlanon :
.growth and coatnbutes to, while also bcmg parily impelled by, lower moriality.

1.5 ' In the devalopmg world, thn.fsmluy_h-ansumus most advanced ia Latin America
d_East Asia. For instance, in Chile, total fertility (the aumber of children 2 woman would
kave if her childbearing followed current patterns) began 10 decline around 1964 from a
pretransuton level of 5.3 and has now reached 2.6.' East Asian transitions were in general much
faster: " in the Republic of Korea, total fe.mluy began to fall around 1960, dropping from 6.1 to -
2.1 in 25 years, essentially within one generation. - The traasition is. mcreasmgly becoming a
worldwide phenomenon. In each region of the deveIOpmg world except Sub-Saharan Afnca
fertility has now fallen by at least one chtld per womao in the past 20 ycars .

1.6 As in earlier fertility transmous in Europe, _the decimes accompany econom;c

developrment and associated sociat chaugcs that make parents vaiue@ldrmsfogmamel\ms.,. S

~ and less as ecopomic assets. However, current fertility declines are much faster, start from
higher levels of fertility, are preceded by even morc rapld declmcs in modahty, aud affec; much

'Most unagtributed domogeaphic #tacistics aro World Bank estimates. ‘.Séc_Bu!auo ¢t al. {1590),- -

1



2 FAM:LV PLAN}{HNG iN THE DEVELOPING WonL'n '

largcr popuiatloua Many European countries starlcd fcrhl:ly transition in, thgjate 19th centyry or
early 20th century and gmdually declined close to replacement-level fertility (around Z 1 Children
per womag when mortality is low) by the 19205 and 1930s, Fertility fell by one child every 16
years or so, balf thc rate of thc typical transitnon in developing. countries.?

. T A major consequence of the. ferlduym;:smgn has been glower populanon growth
With worldwide declines in mortality, population growth rates in developing couniriés were rising
“uptil around 1970, when they reached 2.5 percent a year.  Théy have now fallen 10 around 1.7
percent. “Nevértheless, mpulatuon growth during fertility transition has beeh much greater in
developing countries than it ever was in Europe; and current population growlh rates are
considerably above thie long-térm rate for the human species (over the two millennia before the
industrial revolution) of 0.06 percent. Even with fert:laty decline, the currént aunual increase in
the world population as a who]e, at over 90 m:lhon a ycar, vmually all in developmg countries,

is higher today thau st has ever been

l 8 - Another demographnc aspecl. of the reproductwe revolution has been sigmﬁcant
reducuons in infant, child, and maternal mortality. Declines in infant and child mortality are
._bartly 4 cause and. panly a-consequence of fertility lrans’ﬁoﬁf‘LoWer mortahty Teducés the need”

~ for Targe numbers of births to ensure that a few survive. Lower fertility, in turn, reflects delays

- ininitial cbxldbeanng, longer birth intetvals, or avoidance of childbearing at advanced agés,
which all tend to increase the survival chances of offspring. Since 1960, infant mortality rates in
the developing world have faileu by half, from 150 to 73 per thousand. Again, the experience of
_certain East Astan countdes is the most dramatic: infant mortality in Hong Kong and Smgaporc
is now acmally betow infant modallty io the U, S o

1.9 Matemal moﬂahty in devefopmg countries has also fallen but is stilt high.

Pregnancy and childbirth are risky in developing countries, and lower fertitity, partlcularly when
it can be accomplished without résort to unsafe abortion, reduces the toll. A rough estimate from
limited developing-country data is that, around 1985, about 26 of every 100,000 women aged 13-
- 44 diéd each yeac from complications of pregnancy, far above the number (3 per 100,000) in

* industrial countries. This was pevertheless a substantial reduction from 1970, when 41 per -
100,000 died. 3 ' : ' o : S

l 10 Behaviora] and insntuuonal change. The reproductwe revolution alters the rhylhm
“of women’s lives, raising their consumption asparauons and the value they set on their time, and
lransfonmng the mswlmm:wf the family. :

S PO Fallmg fertility pantly releases. women's lives from regular puncmatxon by pregnancy,

ch:ldbeanng, and ¢hild gare, Between 1975 and 1987, the number of months in her lifetime that
the average Thai woman spent pregaant fell from 40 to 20. By 1987, the average Thai woman
could expect to spend only 10 years with a child under the age of six. In Kenya in 1977/78, by
contrast, the average women could expect to spend 23 years—two-thirds of her reproductive
life—with a child under six (Fugure 1L.D.S .

1 12 . ‘Changes in clrcumstanccs such as these are sigoificant because they are accompamed
by rising personal aspiratios, which increasingly conflict with havmg children. - The sense that

-~ children tie parents down and reduce’ personal and social opportunities contributes to smalier

- families. This attitude is salient among 8o more than 10 percént of parents when total fertility is

_ gb{_)_:vp: three_gh_l_ld_ren, per woman, but rises sharply in salience, to an average of 40 percent, at

%03 and Bulatao (1950).

* $8ulatso and Stephens { 198‘2’)(=

' ‘Frc«:dmo.n arid Blanc (l99l l6)
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Figure 1.1. Number of years women spend witha child
under six, by fertility lovel, for countries withtwo . ~ . °.
fartility surveys {around 1876-80 and 1886-90).." ~

g -
Kenga

3 e H 7
TOTAL FERTAETY

-

lowet fertility levels.’

1.13  Before the reproductive revolution, the traditional family is a network of mutual
obligations extending outward to include relatives_of several gegerations) As average family. size
shrinks, the family turns inward, gradually shedding multiple roles and becoming above all a
private emotional haven fov its members. Companionship becomes central to marriage,® as well
 as becoming more salient as a value expected from children. The transformation of the family to
a comjugal, inward-looking unit, where the norm is unconditional acceptance among members '
who maintain affective refations over a long period, is:congrusnt with the shift to smaller families
and growing individualism. However, it proceeds at varying rates because it is subject to many
cultural forces, AR _ ' A X

Contraceptive use and family planning

.14 ﬂemaimm@@for fertility transition is increased fertility regulation within
macriage, through the use of comtraception or abortion. This section considers why couples
voluntarily limit their families; what the contraceptive methods are and how patterns in their use
vary worldwide; and what family planning programs have contributed. SR

1.15 - Average fertility levels of around 15 children will be attaiped if all women marry -
early, limit their breastfeeding and therefore become able to conceive quickly afier a previous -
birth, entirely avoid deliberate fertility regulation, and are subject to other Conditions that
maximize fertility. The impodance of all thése factors, Collectivély labeled proximate fertility
determinants, is explained in Box 1.1, Average levels of completed fertility close to two are .
attained in industrial countries because of variation in several of these proximate determinants, ‘

but most of all because of widespread fertility regulation.

Bulatas (|919:29). , :
Shoder (1975); Caldwell {1977).
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L6 Why fertlliiy regulation Spreads. Festility regu}atlon spre.ads in the course of
sncioeconomic development as couples-incréasingly curtail childbearing, recognizing that the

“economic contributions of chnldrcu are relatwe]y hmltcd and the personal and: social costs of
havmg them are I:ugh '

1.17 o achieve saiall families, couples requirs available and acceptable methods to
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 regulate fertility. Although such relatively ineffective methods as withdrawal are dlways: -
“available, willingnéss to use sore method is critical. - High'and low. fertility groups in:various S
societies tainly differ "not in their reported preferences [for number of children], but intheir .
ability or willingniess o restrict childbéaring in-accord with these preferences,”’ The historical -
pattern of fertility decline~~often independent of socioeconomic ¢hange but tending to occir
simultapeous!y. within éthalc and sociolinguistic groups—points to the diffusion of favorable

" attitudes toward contraception as the main precipitating factor.! . .

1.18 _Contraceptive methods and prevalence, Meéthods of contraception (Table 1.1) vary
in their effectiveness, and couples vary in the degree to which they make proper use of them, -
These methods ace not without health risks, However, the risks tend to be small, balanced by

- some health benefits, considerably outweighed by the risks of pregrancy and childbirth, and =
dwarfed by the tisks of induced abortion in unsafé éircumstances.” The full array of methods is
seldom available, and for a number of reasons—side effects, medical conditions, cost, - '
inconvenience--some couples find the choices inadequate. . Survey. resulis suggest that more

couples would contracept if offered: better methiods. . Better access to existing methods would help

(Chapter 4), and new methods could be developed. - However, contraceptive research and '

development have slowed considerably with concerns about product liability and regulatory

delays. o o ' o

1:19 - In the developing world as a whole, about 50 percent of married wamen of S
reproductive age now practice contraception (Table 1.2), and worldwide there are very roughly
35 induced abortions for every 100 births.” A few developing countries or territories (such as -
Hong Kong) have reached contraceptive prevalence levels equal to those in industrial countries .
(around 70-80 percent).” Many more developing countries fall in a middle range, with 30 to 60
percent prevalence. And a substantial number, mainly in Africa and the Middle East, have -

“ prevalence levels under 10 percent. Variation in contraceptive prevalence now. explaing at Jeast
two-thjrds of the variation in fertility across developing countries. = - -

1.200  Among the various methods, sterilization bas become the most popular, and DOW
accouits for about half of all contraceptive users. “Tradilional methods still account for over 10
percent of users. o ' : '

1.21 The effect of family planning, Organized family planning programs have -~

_ contributed significantly to contraceptive. availability. and acceptability, and therefore to fertility
reduction. Their demographic impact to date appears to have been large.  Their effectiveness. has
often depended on critical government support. - B '

1.22. Evidence for the effect of programs has accumulated from a variety of field
experiments around the world, but is most easily put in perspective by analysis of national family
planning effort scores.”® Simple presence or absence of a program is not an adequate indicator, - -
because programs can range from highly organized and effective ones to.those that are¢ little more-
than nominal. Lapham and Mauldin (1985) devised scores of program effort by obtaining ratings
on 30 separate dimensions for 100 or so national programs from experts, at least four in each
case, who knew each program well. They report regression apalysis for the effect of 1983 SCOres -
on fertility, controlling for socioeconomic factors, and Mauldin and Ross (1991) report similar
_analysis for 1989, A significant independent effect of family planning effort on fertility, was
demonstrated, =~ : . T

"Cleland and Wilson (1987:26). : T
Knodel and van de Walie (1979); Coale and Watkins (1986), -
- "Forrest and Henshaw (1989:177), ’ o
YBoulier {1985}, :
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"Mathod and
share' .

“Tabje 1.1. Characteristics of majof contraceptive m’ejtho&s

" What it Is' end Ko It ‘works |

o _1 Advsn!egos

Disagventages

' Vasactomy
{male )
siarifization)

8%

Permanent imethod in which the vas

 Befereni, theough wWhich the sperm v}

frien ‘the testes (0" the penis, i§ blocked 5

that spefen ¢an fia Joriger erter the ssmen. .

A simple, miner piocedure taking 5-10

-minutes undet loca anesthesia.

ngh.ly efreclwt {0, i5~1':i Fatture
fiteY, vife, pre-time procedure,
indegendent of jnleicourse, Mo
confirned long-iemn side effects,

Requires skilled medical pracitioner. i_ipmmnn

. minot caplications include swelling and pin.,
Blood tlnts, infection, and epididymitis occur in

1-2%. Another method must also be used for
some weeks until 2 sperm e expelled. Revessal .
throuah‘mncrosume;y expensive, tisky, successiul
paly hall the time, .

Tubsatomy, -
tubl ligatlon -
© ganaot meel, A relatively simple swigical

{female
staritization}
©37%

Permanent méthod in which the Falt opiari
wubes are blocked so thai egp and sperm

procéduie ‘ofted-done- under loca!
anesthesia, With 2 small incision in the,
abdomen {mini laparotamy) or 2 small
punctire using a lapiroscope (faparoscapyl,

Aubes’ are citt and. lled r.hpped o -

cauterued

,Highly ehfective (0.2-1% failuie

rate) one-time procedure,
Indepenident of Hileicovise. No
confirmed fong-term side effects.

* Requires skilled medica! peactitionsr, Minet.

complications include galis and discombort, Rare
but ‘serious comiplicitions include bleeding,
infection, injury 10 other organs, anesthesiz
comphications. Reversal through mlcrosurgery

expensive, fisky, nol always successiul

Imp1ént
: <1%

[ nlasuc tubes {Nufplmt“} tasested under
he skin of 2 womin's upper atm slowly
telease the progestin levonorgestred, which
suppiesses ovulation, thickens <ervical
imucus, and may. shin endometium,
Ellechue fo{ 5 yeus -

Highly effective {< 1% faiture

rate], bong-temn, reversible method,

Independant of intercourse, -
Feelikity 1eturns promptly aftér
remeval. Qoes not reduce breast
milk, o

" Requires trained peesonnal 4o insertion and more
- diffieuti removal {after 3-5 years for rephcernent}

May cause inegutar menstrual bleeding.
Insutficient data on fong-term risks and benefils.

Injectable .

2% -

'Pmaeum En;ected |nlumusctdarly. very 3 -
months- {Depa-Provera™) of evety 2 months

INoristerat™, suppresses ovulation,

thigkens eervical navces, and. somehmes .

thins endomalrium,

Highly effective (< 1% faifure

13t8); fong-acting methed.
{ndependent of intercourse, Does
not- fedyce breast milk.

_ 'Beqwres tequlae, timely visits to provider, Olten -
causes missed periods, iueguhr bleeding, Aleo

weight gain, headache, abdominal discomfor,
Some increased cervical cinces ¢isk; no
confitmation fo¢ eadomnelrial or breast cancer rigk,
Retuin:to fertilily ofien defayed.

{ntrautering
‘device (IUD)
25%

Small device in various shapes placed in
the wlerus indutes 10 unsijtable
gnvi’ror_mehl for both sperm and eggs.
Etiective for 1 yeac (Propestasen™ o 4-8

- years {sopper-besting DS

- Highly sHective (1-8% Failure rate;

1ate is Jowest for the Coppar T
3804}, long-lerm, revaesibla
method, - Independent of

“-intersourse,

Requires uzined personnel to insert and remove,
Common side effects include increased blezding or
spotting, ¢ramping, and pain. Perforation of visrus
Is 1uee, Increases ¢isk of pelvic inflammatory
diszase {PID), especially for those at risk of
sexvilly \ransmiltéd diseases (STDs).

. Orel contra:
cepiive pill

1%

" Pille 1aken daily in 21-day yeles combine

synthetic female hormones estiepen and

pragestin o contain low dosae of progestin.

only {minlpill). Presence of hormanes

- suppiestes dvulation, thickéns cervies)
_mugus, and thins endomelrium,

Highly eflective {1-10% failuto

rate), easily dsed method.
{ndependznt of infercoursa,
Causes regilar menstrual periods

- With dacreased piin and blood

loss, eduting fron bost, Reduces

- tisk of certaip pefyic infections and
ovishn snd wierine cancer,

Prolects apalngt benlgn breast .
cyste and ovarfan éysts, Risks

*under disadvantages may not.apply
to newer fow-dose formulations. . . -

h Heduires strigt pill-uk:inn and reguiar supply. May

reduce breast milx fexcept minipll) dnd increase
risk of genital warts and ehlamydia. Reporled side
elfects include nausea, breast tenderness, weight
chanpe, headaches and migraines, cpotting between
petiods, vaginal dischasge, fatigue or depression,
oily skin of acne, Increased fisk of venous
thromboembelism, myocardial infasciion, and stroke,

_patticddarly in ofder women who smoke. long-lemm

uss Increases risk of early onsat bieast cancer,

_ cmu:ﬂ tancer at youager ages, and liver cancer,

Condom.” .-
S B%

talex llhm rubbell theith ptaced on lha
erecl penis prevenll eperm from entering
the vaging, : Feiale sondom of viginal

.. pouch hae fecantly. bicomé availalle,

:L!;e:‘léo-htmlfgd rr:lel'ﬁod, sffective il.

used properly and eonsistently, " No
systemic o fono-mm eHects,
Easily svalsbls in many countties’

4t Jaw unit ¢ost Peotects against

Sms, PLD and cemcﬂ cancer,

“Requites ¢onsiglent use and requiat s'uppl:y. May

disrupt sexval petivity, Detesiorate when stored In
tpo much heat, hurmidity, or sunlight. Rehlweiy
High faiture rate ($-20% in first year} in typical
use; breakape and dlippige during use’ 21e common.
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Mathsd and

sharo

Table 1.1, Chatacteristics of major contraceptive methods

What it is end how it works

Advaniages ..

Diéadi)éntédo’s’ :

’ Diaphmgm.
cervical cep
1%

Soft rubbes cup covers the cenvix, ved

* 'with spammicide in il 18 inactivate sperm.

Cap s morg. compact and may be leftin
plue 2 hours

Hse‘r»con_im_!le.d metbad. No -

~systeric of long-term ebfects.

Provides seme piolection against

- several STDs.

‘dislodqed dunny intercalise,

Zﬂequues ﬂttmu by !.e:!lh personnel luinmn in-

placement, reliable spermicide supply. May be
Inappropriste fas -
‘wompn piooe ta Badger infections. Rare
assoclation with toxie ‘shock’ syndwme Relaiwely.

" high failore rate {5-25%) in typical use,

“Sparmicide’
1%

foin, cieam, felly, tablet, or supi:osilofy. :

inserted into the vagini befers intercourse,

{nactivaies spEim “ind blocks entrafice 14
the wterys, ~Effective about zn hair,

'béalnninq 10-15 minytes 'ah'el inseqtion,

User-conitalled methcd with no
systemic of lung'»le:mie'l_l'eé:ts.
Doks nat require prescription.
Provides fimited prmecum against.
some 570s.

fe dwreé !eg{zil'r' supply.

Must te used 5-10
minutes before each 3ct of inlercovise, May
ginduce slight genital Trsitation. High, variable
failuee rate tiB—BO%] in lyplcal use,

. Withdrawel

3%

Penis Is withdrawn from vapina berore
ejaculation,

: Usﬂ-:aauoﬂed always avillable,
. RO-COst, meihcd reqmlmg no
 training.. .

Heqmres shriet compllance in all scts oi
intercowrse, H:qh fa:lure fale IS-ZSV.} in lypucﬂ
USE: .

Periodic
abstinence

4%

.'Cuuple reliains from sexual intercourse
- during feeldle periog of menstival cycle,

getermined vsing 3 calendar, notiig

“temperature fise alter ovulation, of frem

ameunt ind ¢onsisiency of cerviral mucus.

Usei- eonuoIEed melhod requmnq n

: dqu

Requnes up‘ in 2 héeks ahsiménc’e pe': meni!ri}‘:l

“eyele: Both parkeais must be strongly molwa!ed.
_Incmsed risk ‘of spanlmeous ahorijon whén

tnethed fails; Migh, viariable Ialture fle 110-30%} -
in lyplcal use.

Lactational

amenorthea

method
(bieast
fesding)?

Full breastleeding, with in'ah':lily to ¢onceive

verified from amendriheic slatys, fgnoring
bleeding befors 56th 42y posipartum. For
cortraception, recommended odly within 6
inenths gostpaitum,

" Reguires fio drogs or devices. -

Peovides optimunt aulediion’ for
infant at least up to 4 menths,
and prolects from infection,

. :For conlraceptmn usedul m ] llmiled peuod

Anotber mglhod needed atier 6 moaths, If menses
teturs, 61 i woman abandons sirict regimen. Can’
|nleriere with womans olhe! 1clwlues

Vacuum
aspiration,
. menstrual
. regulation

Other fertility regulstion methods

Small metal or phastic tube used ta extiact
ulefing contents, with or withoul minor
cervical ditation.. Agpropriate in 188 -
timestes. For menstoual regulation §is
month only), small sysinge with soft phastic

Yery safe under propar cenditions.

Anesthesiz a3nd dilation eften not '

required. Does not impair lu{ure '

. lem!uy

'ﬂequues lumed pmonnel and aseplu: conditions.

Some infection risk, Hleeding, vaginat distharge,
aod discomiort. 2-5% of proceduies hail, requlnng
another procedure, - .

Dilation end
curetiags

- cannula_often predeced,

Cetvix dilated and wizrine centets seiaped
with metal curette. Used in 15t trimesier,
{Ditation and evacuition—or drug—-ysed
instead in 2nd trimester.)

Safe undes proper cenditions.
Does pal impair fulure fertility,

Reqwres 1ramed peuonnel and aseplic comimuns.

Requires more adesthésia, Bleeding, infection, and
injury 1o the eemvix and uferus can occur, 2% of

procedutes {ail, requmaq another pra:edure.

Menses-
inducing
drug

" Fiken cially, RU 495 {mifepristone) causes h

uterine lining to shed.. Prostaplandin i
taken 2 days later 10 cause contsaction of
the uterus #nd expulsion of the lining.
{Piostaglandin by Tiselt and saline methods
have more side affects but-can be used in
2nd trimester)

Efleclwe and szie ln Ist i wecks

Avoids surgicsl tisks, o

- Yakes several days and 2 of mate visits 10 -

provider. - Cramping, nauses, and diathea may
accur, Heivy blaeding in 2% of procedures, Some
{Isk of heart attarks in those wilk cadiovascular -
tisk lactors, 4% of procedures Iall tequinnu
anothet pfocedwe

Source. Adapted from Populauon Crlms Commmea IIBSO} See olso Lu ot a1 {18
'Average share of usars, relying on mathod i
*Estimate for developing countrios of the parcentage sxpstiencing a¢
ats 18ss frequent in developad cotintiiog (Tmssoll and Kost 1987),

n

Close to 60 parcent of users are in China,

4 isted provisionally, given disegraement among experts about
and Santow 3991; Kennady et al. 1991),

{sop naxt cell), undes 3 perceint becoms pregnant w

Among women safscte

in daveloping- count:y nationel sufvovs in

89]. L . '
Iale 1980s lWeanberger 1991} .
c:dental puunancma m lhe lust yoar of lyplcal use, Fssiu:es

wholhal itis properiy considared a contraceptwe method {Trussell
d 85 having practiced full breestfeedmg and bamg amenorrhalc )
ithin 6 rnonths poslpaltum ﬂ(ennedv ot al. 1989 - ’
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~ Table 1.2. Current and pro]ected femhty, comraceptwe
prevalence, and number of users, bv geo;;rapmc regron

SRR Contracepuve Cont'rac'e,ptive users
La_l femhtg réte prevalence ratg [{millians)

CReglon - 1990 2000 2010 1990 2000 2010 7830 2000 2010
bevaiﬁ;‘bing countrie;€ 3.8 a2 & 2.8 51 58 | 63 365 5’!4. 673
- West Africa 8.2 656 45 14 22 36 6 13 28
East Africa 65 60 60 15 20 33 7 14 30
North Africa 48 37 28 36 5 60 8 14 22
' Southwest Asié 0 43 36 44 53 60 10 16 24
 South Asia 44 34 28 41 853 81 91 149 213
 East/SE Asia/Oceania 27 23 21 67 72 74 201 246 280
Latin America/Caribbean . 3.3 2.6 22 59 69 73 42 62 77
industeial countries® ':_ 20 1.9 20 70 70 B9 127 131 127

Note: Total femhty ratos iTFRs) are Wor!d Bank projsctions. Contraceptivs prevalence sates (CPRs) are calculated
_ from these using 8n equalion estimatad fior survey deta: CPR = 94.8 — 12.7 % TFR (R? = 83}, Numbers of
usars {dotuelly numbers of couples’ uslng contraceptlon) assumo that mariiage rates ars constant over time and
include unmarsied Users when data afe avoilable, -

'Eucope, the Commonwea!lh ol’ indepandent States, Jepsn, Austral:a, New Zealand, and Morthern America,

1. 23 - Fam;ly ptanmng has already sngmﬁcantiy aitered wor}d population size and its future
. prospééts, If programs had not been introduced in the developing world, total fertility for . -
developing countries in 198085 would have been 5.4 instead of 4.2 children per woman." Up
to 1990, family plarining programs had averted over 400 million births, By rough estimate, they
have also reduced infant moriality rates in developmg countries: by 10 pomts per thousand.

1.24 Government commument to famlly plannmg has been essential to fer‘uhty decline in
.various developing countries, enabling programs to obtain the necessary leadership, publicity, and
resources fo provide essential services. - Fertility decline would undoubtedly have begun even
without organized programs, but it would havé been a much inore lengthy process, posing great
- difficulties for individuals, /Fisancially, commercial contraceptives are beyond the reach of many
couples around the worl (Chapter 3). Even were they affordable, many couples would not have
suﬂ‘iclem aceess !o tham orto the necessary information about the 1mportance of famlly planning.

Unﬁmshed tasks

1.25 Desmta the changes that have already takcn place in human reproduction in
developing countries, the revolution is far from complele, Th:s section ilustrates the way it falls
short and consaders what services w:li bc necdcd . .

126 Failing short, .The femhty transmon will not be completn: for some decades, and
-many of its benefits ars still denied to large portions of the developing world. POpulauon growth
is stili-substantial; “infant and child and materna! mortality are several times as high as in

. mdusmal countnes many ‘women's’ llves arc still burdened by. uncontrolled and unplanned

" Viongasris et al, (1990).. <
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cbnldbcanng, and some soc:al groups have barcly bcgun to fﬁel the eIchts of lhe reproductwe o
revoluhon . e L S

{ 27 Fe.mhty feinaing hlgh in the develoPIng world asa wholc and very hlgh i some
regions. - Although total fertilily in certajn countries has come down close to two children pet
woman. (in Chiba and a’few other countries), in some other contries it rémains arbund eight -
chn]dren per. woman (in Rwanda and Yemen), At a fertlhty rate of elght onc-thxrd of all women -
may have as many as ten births, and pOpulatnons doubie in only 20 years: 'Excluding Chisa, the
*developing world has ooly one couple in three using 4 modern” coniraceptive method, giving a
total ferullty rate of 4.3 and a pOpuIalion that will daubie-, at current growth rales, in 30 years.,

k. 28 ‘Desplte ¢ontinuing femhty decl;ne, popu]anon growth will remain subsiannal for
many decades. Even rap:d fertility decline allows populations to expand in the interim. - -When

. replacement ~level fertility is reached, the momentuin from large numbers of young people; who
are potential childbearers, continues to produce rising populations. For instance, Chisa, whilch is
near replacement, can still expect its populatiod to grow 25 percent in the next:two dccades A
-de.vastanng AIDS epidemic could reverse the secilar decline in mortality rates.in some countrics,
but even in the worst-hit, will reduce population growtb by less than | perccntage pom! and
actually increases the burdens on contmceptwe semces _ :

1.29 = The pmSpec!s for continued mortallty declme are clouded by thc threat of AIDS but
- the potential for family planning to contribute to decline is still considerable. Health beneﬁts for .
mothers are particularly significant. for those likely to suffer pregnancy comphcahons such as =
high-parity women, very young and older women, and women with major health problers. -
 Substantial mortality reductions are also possible if contracéption replaces: unsafe abortions: -up to
18 percent of matemal deaths could be eliminated in. Bangladesh, for instance.'? . Providing legal
“and c?ampetently performed- abortions ‘would have the same effect, since these carry vcry low
risks. :

k. 30 Transformations in women's lives and family sfructures -are nuch more difficult to
project, and are oot incvitable. Although demographic trends may facilitate changes in these
areas, they do ot dictate them, and other modernizing efforts will also be needed. : Increasing
female: education, for instance, would contribute to these transformations and also make family
planning programs easier to institute and run.

131 The reproductwe revoluhon has besi mostly about married couplcs and families.
Unmarried people, particularly the young, may also be sexually active, but for various reasons
have not been affected as much. Other groups too, such as ethnic groups on the peripheries of
socielies, are often left out desmte the wide sweep of the reproductwe revoluuou '

132 Future needs, The numbers who will need contracephon in the fu(ure are large and
rising, Estimates of the potential market for contraception suggest no fack of future customers
and a significant potential for eventually completing the fertility. lransﬂmn,

1.33 Merely to maintaic current levels of conlraceptwe prevalence tha number of
conlraceptive users in developing countriés would bave to rise 20 percent, from 365 million in
1990 10 436 million In 2000, becauss of the increasing nuinbers of peoplé of réproductive age.
Current projections are that the increase in the decade will be double this:(assuming the servicss
are available), to 514 miflion by 2000 (Table 1,2}, which will still leave total fertility at-around .~

"Koenig et &), (1938).
PiNationa} Research Council (1989)
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3,2 childrea per woman,
1,34 These projections, derived from fertility trends, appear reasonable because studies of .
the potential market for contraception identify substantial proportiois of womeén who want to_
avoid pregnancy, aré not protected by sterility or other involuntary factors, but are not using

134

conlraception. Thesé proportions (labeled unmet peed) are at Jeast 10 pércent of reproductive-age

wonden, and as high as 40 percent in'such countries as Kenya and Togo (Table 1.3). Across
countries, unmet need Is highest where contraceptive prevalence is around 15 percent. Al
prevalence levels above 15 pércent, unmet peed tends to be concentrated amiong riral, less -
educated women. Many of the reasons for uamet need can be addressed by better services that
- respond 1o the preferencés of such clients and effective promotion among such groups.

135 For 'tlié_majoﬁty. of éountriés'dutside; Sub-Saharan Africa, filling all currént unmet

Table 1.3: The market for -:':ontracebtién,_as'a percentage of
- married women of reproductive age, selected countries, 1985-89

‘Total market  Potential  Percent of
o for contra- .~ market, or market
‘Region and country -~ ception . unmet need . served

Sub-Saharan Africa | | |
- 62 27 54

- Botswana  *
- Burundi ‘ 34 .. 25 26
Ghana o - 48 - 35 27 .
Kenya 66 as 41
{iberia = : ; 39 - 33 i6
-~ Mali : _ - 28 - 23 17
= Togo ' - B2 .40 283
' Uganda . ' .32 27 15
" Zimbabwe - - 65 22 67
. North Africa ; ' '
Egypt ‘ ' 65 .25 58
Morocco ™ 61 22 59
Tunisia . " 20 70
‘Latin Ameriva/Caribbean o o
Bolivia’ o 70 36 43
- Brazil _ 81 13 82
Colombla _ 81 - 13 80
Dominican Rep. 71 19 70
‘Beuador . . 71 - 24 63
€l Salvador 74 28 _ 64 .
Guatemala - . 53 29 43
Maexico S 79 24 67
Paru : ' 78 28 69
Trinidad and Tobago " 18 74
Indonasla - . . 85 16 74
St Lanka - _ 76 12 81

Thaitand . 77 SR . 88

*‘Sourcs: Weetolf and Oches (1991:7},
Note: The iotsl market for contracepti
" 'method failed, and those with unmst pead for Both gpacing and limiting births.

- Only sotual usars are oounted as being seived,

on ingludes sotuel users, those whase
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_ need would raise contraceptwe use fo mdusmal country Jevels of '70—80 perccnt bnnging femhty '
'_c!ose to replacement. . Filling unmiet aeed would not be enough for such countries as Burundi and
. '.Mal:, where the fotal markc: for contraceptives Is stil} small, but good services themselves can bc, §
" expécted to ¢xpand thie market, ™ particulacly if linked with- scwal ‘development (Chapter 2).
" The central jssues. for the rcmamder of this report are what programs-have done and what more
'they should do to fill the subslanhal emstmg unmct ne:ed for coutracepuon, and how they can.
gcncralc addmonai demand N . :

2. Program :Succe_sses' and Obstacles

21 -The record of famzly p!aumng programs will be bneﬂy rcwawcd focusing o8 more
mature programs in East Asia and Latin America, and moving to programs that have faced
- greater difficulties in South Asia and Africa.. Without seeking to be comprebensive, the review
. will attempt to illusirate the variety of obstacles family plan:uug has Taced and’ contmues to faoe
- and the ways in which programs have becn effectwe : - : .

=22 y Nauonal family planmng programs have been estabhshed il the develc)pmg world '
over four decades, as governments mcre.asmgly camé 10 realize the threat posed by rapid
‘population growth to their development aspirations and to sccepl the need for reproductive
choice. Donor influence in initiating programs has always been substantial; “Of all the spherés

- of patlonal deveIOpme,nt population has been the most donor ddven,” Nevertheléss, the.
volume of outside financial aid does not correlate with program eﬁ'ecuveness ¥ " National
commitmedt s more important. :

o Family planning in East As:a

23 " East Asxa with some of the earliest famlly plam:ung [grograms has stiown rapld

: mcraase.s in contraceptive prevalence and consequent declines in. fertility. . Figure 2.1 shows

. trends in contraceptive prevalence in some countries of this region (for present purposes defined
to include Southeast Asia). Also represented are dates for the start of a natiopal famﬂy planning
program, not pecessarily ideatical with dates for adopting’ populatlon policies.” Steady increases

- in contraceptive prevalence of around 3 percentage pomts annually—which would allow a country _

~ to complete-the fertility transition in 25 years—appear in these survey data for the Republic of -

Korea, Thailand, and Indonesia,” Prevalence is now close to or above 70 percent in the first two
of tbese countries, and approaching 50 percent in Indonesid, Prevalence has increased much
more slowly in the Philippines, by only §.7 poiats annually on average, and even more slowly or
hardiy at all in some other countries not shiown. : .

2.4 Initial socioeconomic and cuitural condluous in these East Aslan counfries were not
particularly favorable to femh(y transition. ' Some indicators of [evels of development. for these
and other selected countries at the time a national family pianmng program started, as well as at
. the time f‘eruhty transition is estimated.to have begun, appear in Table 2.1, Ovemll '
socioeconomic conditions in these East Asian countries at both initial points were roughly
comparable to conditions in the average low:income geonomy. today. The cultural barriers to _
reducing: fertility included, for instance, Confucian teaditions jn the Republie of Korea that stress -
the centraluy of the family., The cxtcnded household was common, and thc patdlmcal famdy

“Cochtane and Guilkey (1991).
“Warwick (1982:44).
"Ness Aqd Ando {1984:155),
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~ Figure 2.1. Start of 3 family planning program and contra-
ceptive prevalence trend, selocted East Asian countries
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structure allowed parents to lnﬂue'nce their children’s repfoductwe decisions. Political opposrtlon :
to family plaumng also appeared in various placcs, oftens based on religion: Islamic
fundamcntahsm in Indonesia, Roman Cathollclsm in the Ph:hppmcs

25 Desplte thc bacriecs, some desire for smaller families did e:ust and increased over
~time. char the start of fertility transition o the Republic of Korea, 'I‘hauland and Indonesia,

" jdeal family size was recorded at avound four children. Over the next decade or two, it fell an
average of about .08 pomts a year in each country, As ideal family size declined, socioeconomic
conditions were improving. Table 2.1 also shows annual rates of change for the socioeconomic.
~ indicators; from tbe year a population program started up 10 1990, ‘.Rapui improvemeit for the
East Asian countries is ev:dent cspecnal y in GNP pcr capila (except in the Philippines) and
infant monaltty

S 26 Famlly plamung programs sucoeedcd in thcsc countnes by talung advantage of

_ opportunities to mobilize political support, explomng the existing demand for contraception, and
developing innovative ways to deliver contraceptive services. Relative political stability and
strong: governments created conditions in which such social programs could be. cffectively run,
but political upheaval sometimes provided some initial impetus, In the Repubhc of Korea, the
program started in the ¢ontext of a massive reconstruction effort started by & new administeation &
decade after the end of the Korean War, - In Indonesia, a pronatalist population policy under
Sukarno was promplly replaced by an antinatalist policy after his overthrow. Existing demand

- . was exploited in pilot projects that demonstrated widespread desire for contraception, such as the

Jakarta pilot project in Indodesia, and by private voluntary orgagizations, such as the Planned-
Parenthood Federation of Korea, which was instrumenta} in leading. up to the government

~ program. . Delivéry systems for- famnly planmng weat through extensive experiméntation,

- Thailand tested opumai delivery systems in the Potharam project, and Korea expenmeuted with
'-'.urban programs in Sungdong Gu and rural pmgrams in Koyang .

' -'3'2 7 : The comnbution of progtams to the rise in contraccphve prcvalence was substantlal
: -For mstancc, 40 pcrccnl of the femlity dc:clme, in the chubllc of Korea in 1963-73 was
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s contnbuted by pmgram supplied contraceptives " chevcr, ferulzty trau’smon is far from
. “conipleté in Fast Asia. A number of counlnes, such as the Philippises and Viet Nam, remain-

-~ mired inslow fertility transilions. Even in the more successful countries; significant numbers of
people still do not have adequate 2ccess: to contraception, ' In Indonesia, the Outer Islands are
" well behlnd Java and Bali. ‘Provincial total fertility: rates range from 2.4 in Bal: to as high as 5.3
in South East Sulawes; and Inan Jaya :

| _Fam:bf plaunmg in Latm America

2.8 I..atm Amenca dcve10ped nahonal famity planmng programs latér than East Asia, but

“ private voluntary organizations had been active for some time, and démand for contracepuon Wwias

high. Fugure 2.2 (drawn to the same scale as the prcvmus figure) $hows contraceptive prevalence

trends in some countries and dates al whiich national programs started. In each case, substantial

© uge of contraceptmn appears to have started before a national prograni. Prevalence is now at the
: 70 percent level in tbree of these countries, and. for the reglou o5 a whole is close to 55 percent.

2.9 . At the start of: thenr prograrms, as well as at the stact of feml:ty transition, these

countries faced socioeconomic conditions more favorable for fectility transition than coaditions in
_East Asia, roughly comparable to conditions in the average lower-middle-income economy today.
Cultural bamers to contraception existed, but the political obstacles were more significant, The
- predominant Catholicism of these countries did not deter mdmduals from adopting contraccpt:on
'but prowded argumenls agamst it that had politacal nnpact

2.10 The demand for contracepuon in the early years of fertility transition appears to have
been substantial, probably exceeded the capacity of programs, and increased with socioeconomic
development. Somé analysts have identified the gains in female education as a particularly
important: factoc in fertuluy decline in the region.” Demonstration of the demand was eritical in
"the eventual mstlmuou of pubhc semces Public serwoes eventually eclipsed organized private

1o

Figure 2.2, Sta'r't of a family pianning program and contra-
_ceptive prevalance trend, selected Latin American countries

704 TR Cosla fico
COL- Cokembia
s MEX - Mexico-
0 BRA  Erazil
304
401
30
201
]’ .
) - - erE
L4 - T = i %i ot 2- T — -
1439 X I ) T £ S | 2 1973 [yt 1548 1990
E—dnm © A e om poed ]

. 9Khoo and Park (1978),
" “Stycos (1932), Wclnbcrgcr (3939)




PROGRAM SUCCESSES AND OBstAGLES 18
services in Mexico, but in Colombia private services continue 1o be more jmportant, -

211 . Relatively high levels of socioeconomic develdpmeot did not lead to fertility
- trapsition until sérvices, initially private and later also public, were provided. 'Public services are
estimated 1o have accounted for 42-48 pércent of birthis averted in Mexico around 1978, The
contributions of public services included wide promation of family planning and the extension of
access to the large rural and less privileged:classes, who were specifically. targeted, In Costs -

Rica, for instance, an initial fertility declide was observed between 1960 and 1970, but mainly
affected the more privileged classes. A second wave of decline occurred after the government
programi, started in 1968, began to improve services for more temote areas,® I
2.2 - AS in East Asia, several countries still have a considerable way to go in the fertility
{ransition, and mare advanced counleies have various sectors of their population being poorly
_served, Contraceptive prevalence is only-30 percent in Bolivia and only 10 percent in Haiti.
 Where prevalence is already high, contraceptive failure may.be common. Brazilian women have
failure rates of 10-12 percent a year, with the higher rates appearing among the more "
educated,? suggesting a serious lack of information and counseling. -Another indication of the
coosiderable problems that still exist is the widespread practice of induced abortion, illegal in
" .most countries and therefore clandestine wnd dangerous. More effective coatraception would
treduce this problem. : B K ' R R

 Family planning in South Asia

2.13 . South Asia started family planning programs early and then generally had 10 wait a
long time for fertility transition to stat. Figure 2.3 shows contraceptive prevalence rising at a
rate of 2.3 points annually in S Lanka, the most successful case among these countries. In
India, prevatence rose 1.7 points annually, but if one counts the eatire pedod from the stact of

Figure 2.3. Start of a family plarining program and contra-
¢ceptive prevalence trend, selected South Asian countries
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the program, the rate at bast was oaly 1.2 points a year.

“2.i4 - . Socloeconomic and ciitural conditioas were. distinctly unfavocable for fertility

transition {n:these countries (Table 2:1). Wiiether ooe focuses oa the date the program statted or -
the date fertility transition started, these countries were less developed than the average low-
incoime economy today. On the other hand, as'a group these countries did not differ greatly in
GNP per capita and urbanizatioa from Tndonesia, though they did have higher infant modality.

- Cultural barriers to lower ferility in South’ Asia have been much noted, and include traditional
family structures, the subordinate social position of women, and some coatiouing dependence on
child labor. Political barriers, on the other hand, were largely insignificant at the national level,

2.15 Demiand for contraception was' weak to begin with in South-Asla, and slow social
development did little to advance it. Although growth in GNP pec caplta over the enlire period
from program start was at foughly the pace for low- and middle-income ¢conomies as a whole,

" improvéments in infant stortality and espscially female enrolment were painfully slow. Sri Lanka
stands out, however, with improvements on these social indicators comparable to improvements
in the East Asian and Latin- American countries. : ' '

2.16 - The spread of contraception was retarded not only by unfavorable socioeconomic
conditions but also by programi limitations.  These goveémment programs were heavily .

“bureaucratic and largely administered from the top, especially in Pakistan, where little' attempt
was made to gauge client demands and little attention paid (o the needs of front-line staff, The
© Indian program is harder to_characterize because of its diversity and the confrol exercised by
individual states,  In genéral, however, the program failed (o capitalize on demand from all
sources. Targets were set high up in the hierarchy, and officials at the top-were largely out of

 touch with village life,”

- 217 " The lack of program sensitivity to client needs is shown in a comparison belween
India and $ri Lanka, the most successful among these programs. Although this success is parlly
due to more favorable social indicators, differences in programs also played a role. The Sri
Lanka program provided a greater range. of methods, in¢luding such temporary methods as pills

“and 1UDs, and used community-based distributors in rural areas. The Indian program stayed
Jargely with sterilization, avoiding community. distribution of other methods. The Indian program

- had more public statements of support and better advertising, but the Sri Lankan program
delivered the contracéptives.. S _ ‘

2.18 - Other examples of successful programs exist in South Asia, on & smaller scale than
national programs, mostly illustrating the importance of an ocientation toward client needs. The
family planning program in Kerala State, India, was more effective than other state programs

_ partly because of higher education and lower mortality, but also because it provided better access
with more service delivery points,”. The Matlab family planning project in Bangladesh raised
contraceptive prevalence in a poor region by taking a strong client orientation. It offered more
choice of contraceplive methods, emphasized counseling and follow-up of acceptors, and also -
provided ancillary care. The Kundam project in India, covering 65 villages in a hilly area with a
predominantly tribal population, raised contraceptive prevalence from 20 to 68 percent in five

_years using 4 high degree of community participation that allowed it to oreat itself to clients’

peeds,®

2Fcsedman (1990:39),
®Zacharish (1984),
Mg (1990).
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- Famrly planmng in Afnca

2 19 A few African programs startcd in thc late 19603 and eatly 19705, evcntually
producing slow increases in contraception, ‘These programs ace theoretically about the same age
as some Latin American programs, but they faced a’ substanhally weaker demand for - '
cottraception, - Prevalence was flat for a decade, and did not rise beyond 10 percent. until the
19805 (Figure 2.4). Coatracepuve prevaletics increased at widely dwergent rates: " in Zsmbabwe

~ 8t 3,1 percentage points a year, in Bolswana al 2;1 polnts a year, in Kenya at 1.7 points a yeat,

- aod id Ghana at 0.9 polnts a ycar (No nat:onal data are available for Zaire and Rwaada )

L2 20 Soctomonomic condxt:ons in !hese. countnes wheu programs starte:d fell roughly
between conditions in the East Asian and South Asiza countries. Botswana, Kenya, and
Zimbabwe brought thelr indicators up, by the tine fcrtlhty trausition is assumed to have staited,.

esseatially {6 the level East Asia attained when transition began there—slightly better, _espe.caa!ly
for GNP per capita, than the averages for low-iscome economies today.  The cultira). barriers to
family planning in the region are significant but @ot insurmountable, Researchers have argued
that childrén are important assets to the older gederation and provide security for the future, and
that decisions to limit chﬂdbeanng are difficult to miake because of the inflisnce of the. extended
family, Navertha!ess, fertility has declined in these lhrac countries, and sum}ar bamcrs were -
faced and overcomie in olhcr reglons : . :

2.21 What demand .for contraception existed in these lhrea countnes was largely for
spacing births. Socioeconomic development, which should have affected this demand, proceeded
quite unevenly across countries. Compared to all other countries in Table 2.1 where prcva!ence
grew at least 2 points a year, Kenya had slower and Zimbabwe substantially slower income -
growth. However, their social indicators lmproved at rates comparablc to those. for East As:a. o

222 ~  In Botswana, Zumbabwc, and Kcnya, programs attemptcd to address exlstmg dcmand
by emphasizing the ben_aﬁts of child spacing and providing temporary methods, often the pill.

Figure 2.4. Start of a family planning program and contraceptive -
prevalence trend, selected Sub-Saharan African countries
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However, delwery systems have becn qultc different.  Botswarna, with presumably stronges

- demand because of socioeconomic factors as well as a public health system that covers the

*“country fairly eveily, has relied so far on health posts and health centers to provide

contraceptives, Zimbabwe has placeéd primary emphasis on commumty—based distribution to the

~ rural population. Kenya has also emphasized outreach, but has relied to 2 much greater extent
than ZtmbabWe on pnvate voluntary. orgamzauons 1o complement public services.

223 (:hana Rwanda, and Zanre. the threa African courtries in Table 2.1 that have pot
started fcmhty transition, differ from the thics other African countries siot in jnitial
socioeconomic coadmons—m!hey actually had slightly higher GNP per capita—but in
socioeconomic trends since programs were established: They have had tegative economic growth
since their programs began and the smallest improvements of all in social. isdicators. Despxte
such unfavorable socioeconomic trends, family plannmg programs have had’ some effect in. small

oareas,

s Ijj the city of Kauanga, Zanre the Tnstitut Medical Chrétien du Kasat reoriented its

two family planning clinics to make théir services more aceessible; provided apprenticeships for

 nurses from a dozen ot so other clinies and helped reorganize their procedures; and established

‘soctal marketing through 30 pharmacies and shops. - Visits to the Institut's clinics increased 15~
fold, and the preva!ence of modern methods went from 4 to 8 pereent ln 18 monihs,*

s In Ghana, the midwives association provnded its members with training in family
plaaning, supervision, and assistance with supplies. The first 130 midwives trained reported,
after one to two years, an average of IOO new famtly planaing chcnts each, 80 perceat of them
usmg contraccptwas for the first time.” :

C e In the. Ruhengen region of Rwanda, AbaMngurambaga (“wakers of the people™),
who provide information on development topics to small groups of households, were used to
provide family plafining information and referrals to clinics. In the commune where they were
most actwe, a survey showed the prevalence of modern methods rising from 5 to 29 percent in
16 months.* _

Each of these approacﬁes was different, suggesting the diversity of ways in which family planning
can be effectively delivered even in relatively uafavorable socioeconomic conditions,

Conelusion . o '

2.24. This brief and selective review, despite leaving out many countries and even some
regions, has illustrated the significant impact that family planning has had and the complex-
factors modulating. its effects. Some countries have seen increases in contraceptive use that bave
brought fertility down ‘o replacement leyels within one ganeration. “Other countries have seen
contraceptwe use spread al a much slower pace, or barely rise at all. '

2. 25 - The speed at which coniraception has spread bears littie relaiwn 1o initial
socioeconomic condet;ons, but does . depend on their improvement. A few countries with initial
GNP per capita as low:as US$200 (below the dverage for low-income economies today) -
demonstrated as rapid increases in con!racepuvc prevalence as countries with several times that

. per caplta GNP Somc counlnes with Initial® female secondary enrolment ratios of 15 or so (also

. "Berlrand a,nd Bfown (|990)
L M™cNamara ¢t al. (1990:41).
”McNamamqu (1990 18)
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Flgure 2. B Annual change in female, secondary enrolment fmm program start
. “and annual change In contraceptive prevalence, seiected countnes :
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Figure 2.6, Famlly planning effort score, 1982, and annual change
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bclow the averagc for low-mcoma eoonomies today) dcmonstmtcd more rapid increases in
_prevalence than other couslries with twice that ratio, On the other hand, for this selection of -

. “countries; more rapid 1mprovemcnt in each of these indicators fs related to miore tapid spread of
contraception,  The. relahoashlp is strongest for female sécondary earolment, as illustrated in

. Flgure 2.5,

2, 26 . The specd at wh1ch contraccptson hds spread also depends on the eﬁ‘ectwencss of the
.farmly plaﬂmng program. Figure 2.6 illustrates 2 substantial relationship across these countries,
‘using famlly planining ‘effort scores for 1982, (These scorcs, as cxplained in Chapter 1, are
_.cxpcrt ratings of uat:onal program ¢ffort in 30 areas )

2. 2‘1 Vanous eiements that havc made some programs more effective than others were.

. noled in the precedlng discussion: being sensitive to existing demand for contraception, -

- providing goad access to thé miethods peoplc want, and being responsive to client needs; :
Strategic use of p1|ot pro_;ects and other mears of bulldmg public support have been eritical in
some cases. A variety of means of delivering contraceptivés showed promise, and were used

- strategically by programs. Privaté-sector delivery systems made significant contributions in Latin
America and also élsewhere, as in Kenya, The impoitance of providing information and

“otherwise promoling services was shown in the regional case from Rwanda, Each of these

" factors—the quality of services and their user-orientation, the need for strategic management, the -

contributions of the private sector, and the need for famlly plannmg pl‘Ol‘nOllOIl'-"Wl" be discussed

in greater detail in later chapters,

3. The_CoSt_ of —-E_amﬂy Planning

3.0 . The ﬁnancnal costs of family planning in developing countries have been shared by
donors, governments and individuals. This chapter attempts to put these costs in pecspective,
comparing them with development cxpendltures generally and with the amounts individuals are
able to pay. Family planning successes have bezn bought with a small slice of the development
dolfac. Expected future resource needs are then considered; these wsil be driven by Iarge
increases in contracept:ve users. :

Public. expendltures

3.2 Total expendtturcs on famlly planning in 1990 were at least US$4 billion and
probably higher, with.estimales ranging up to US$5 billion. (This is equivalent to USE1 to
US$1.25 per capita for developing-country populations.) Estimates in Table 3.1 are quite

variable because government contributions are ditficult to determine and user payments not
monitored anywhere, Even donor contributions, because of variability in definitions and posmble :
double-counting, cannot be pinned down precisely. Two of the studies cited in the table use {988
contraceptive prevalence estimates below 47 percent, the best currently available estimate for
1990 (Table 1,2). Adjusting Janowitz et al.’s (1990) estimate for higher prevaleuce: bnngs it up
to US$4 billion. - The remaining differences are largely explalned by differences in unit cost. ~

" Janowitz et al. (1990) bave the best data on this; drawn from country studies in Honduras,

B . Mexico, and Thailand, sl:pplcmantad by other data from the literature. However, their sample of -

- countiies ternds toward good programs. and reasonably strong demand for contraception, which
usually translates mto !owcr umt costs. . Thus USM billion is a minimum estimate.

33 Donors. Donor cxpcndlturcs for popuiat:on are not Iargc as.a pmpornon of official
dcvel(:pmem assistance (ODA) and have barely Kept pace with population growlh in the rec:plent
'.couutnes Donors prowdad USSSOZ IT\l"IOD in graut funds and US$169 million in loans in 1990,
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Table 3.1, Estimates of total expenditures on family planning In devsloping countries .
: | Results (mililons of 1988

. Assumptions | US dollars), excluding:
L Cost +

-t .. Contra- . ‘per _ _ .

Source: - Rafer-  ceptive - user T Hser

author | ence preva- o {19884 . expen-
_and date year lence® Method mix® US_,_$)' China " ditdres ~ None
Bulatao  [.1990 50 Current mix? 1965 | 4,067 5,150
pe8s) L L I
Gillespls ot | 1988 43 Ster:- 28% 1972 | 2,998

al. (1989) | ' OthMod: 48%  {

S o Trady 20% L

Jarowitz et | 1888 39  Sten  42% 14.10 | 2,164 2,605 3,132

al, (1980} OthMod: 36%

: 1 o Trad: | 22% , R
" Kacher and | 1990 - 82 Ster:  45% 1030 [ ' 4,083

- Buchner . . OthMod: 44% ' | :

{19911 ) _ - Trad: 11%

Note: Soms satimatas sre adjusted for comperabifity, Se4 Cochrana st al. (1990}, SRR
*Figures are for all countsiss combined. Calculations generally used country-specifio or reglon-specific .
figures. : T o : . PR :

*Mathods are classiflad for comparison as sterilizetion, othar modern methods, and. traditiona! methods,
“Unlike ths other estimates, which use racent dets, these ars projections from date clrca 1580,

‘Costs wars calculeted per usér of any misthod, so that the mix waes irrelevant.

the last year for which data bave been compiled.. For the 18 major donors, population assistance
constituted 1.2 percent of ODA in 1990, rougbly typical for the 1980s but lower than the - :
proportion for the 1970s, which was just under 2 percent of ODA.® In constant dollars,
population assistance in 1990 was 13 percent above population assistance in 1985 and 1986, after
several years when it had fallen as' much as 18 percent below the level of those years, Population
assistance in 1990 was equivalent to US$0.24 per capita for the developing world, an Increase of -
less than 2 percent in constant dollars over 1985, o :

3.4 . Governments, Developing-country governments fund variable proportions.of their
programs, generally substantially greater proportions than those covered by donors. Ta the
aggregate, governments may provide double or triple the funding for family planning that donors
provide. Actual estimates range from 50 percent more to 200 percent more,® China and India
pay for 85 percent of their program ¢osts, so that the majority of other countries contribute a
smaller proportion.”t For countries with data from the mid-1980s, the proportion of government
health and total central budgets going 16 family planning ranged between 0.3 and almost 30
percent of healih budgets, and betwesn 0,01 and just over | percent of total budgets. Some
successful programs, such as the Republic of Korea's, have received a relatively large proportion
of the government health budget, but less suceessful programs, such as some in South Asia, have -

PUNEPA (1992). ,
Planowltz o al. (1990:30); Bulatao (1985:11).
NSadik (1991b:33). :
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| -.a!so rccewed relatwcly large shares of 15 perccnt or more.
. User expend;tures |
3 5 - What mdlwduals spend on famnly platining is very roughly estimated at between 35

and 55 percent of whal governments spehd, or about equal to what donors spend.”® Estimates
* do aot include spcndmg on aboruon, which is unknown but could raise the total considerably

3.6 ' What mdwuduals would have to spend in the absence of any pubhc provision er

_ subsxdy is subsiantial. The retail price of an annual sUppIy of contraceptive pills exceeds US$100
in Half-a-dozen developing countries, -as does the retail price of an annital supply of condoms
('l‘able 3.2). To pay for pills; users in 15 out of 24 Sub-Saharan African counfries would need 5

~+ percent or more of average annval income, and users in 6 of these countries would pay 20

_ percent or more, In Asia; users in Laos, Myanmar, and the Phllrppmcs would have to pay more
. than 5 percent of average apnual income for a year's supply of pills. In Latin America, incomes
" gre higher, but users in Bolivia, the Dominican Repubhc, Eeuador, and Guatemala would all
have to pay more than 5 percent of average annual income.  Prices for condoms are essentially
similar. For mstancc. in the Middle Fast and North Africa, an anpual supply of either pills or
.condoms would reqmre nore lhan 4 percent of aVerage. incomme in Yemen, Morocco, and
Lebanon, .

3.7 o In mduslna! countries, contracepnves seldom cost more than 1 percent of average

Table 3.2. Average cost. of contraceptwes
from commercial sources, by region

Cost as

Price of percent

No. of . annual of per
- coun- supply capita

Method and region . tries {USS$) GNP
Pifls (13 cycles) . :
Developing countries - 71 38 3.7
Sub-Saharan Africa - 24 27 9.3
- Middle East and North Africa. - 14 . 43 1.9
Latin America and Caribbean 19 48 3.1
Asia : .14 - 4 1.6
industrial countries 22 65 0.5
Condoms (100 p:‘eces_) _ :
* Developing countries . 69 - 27 3.0
- -Sub-Saharan Africa 23 27 8.4
Middle £ast and North Africa 12 a6 2.8
" Latin Amarica and Caribbean 19 29 2.0
~Agial .15 18 2.0
‘lndustnal countnes o 5 23_ 66 0.6

Sourcas: Ross st ai (forthoomlng) Populatloﬂ Cnsls Committas {1991),

. Note:” The averags used i3 the trimean (Tykey 1977:48), with the last

’ column giving the tiimaan of the rajios. Prices are s smafler proportion
of household incomas, which ts & multipla of per caphta GNP, -

 Plasowits et ol (1990:31); Bolatao (1985:12,20).
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aunua! income (even at pnce.s double those in developiog counlnes) “Ia four out of five §
davcloplng countries, coniraceplive pl"S cost more than this,. Consumers are sepsitive to price;. -
high program fees discourage use, and price decreases stimpulate demand.” ~High cosis ars less

of a factor onde demand for contraception is firmly established. First, prices decline as the
puinber of users increases,™ Second users a‘rcady habituated to contracepli0n aré Jess likely to
dascontlnuc aﬂer a pnce increase. o _ -d

Futare resource neea’s

3.8 Estimates of future budgelary requlrements for family plannmg in developlng _
countries cover & broad range, but studies mostly agree on expected rates of growth. The four .
studies listed in Table 3.1 provide alternative pro;ectlons from 1990 to 2000 of agnual increments

. in contraccptwe prevalence and annual percentage increases in expenditures (Figure-3.1). Three -
“of the four studies are consistent with the earlier estimate (see Table 1.2} that prevalence will

increase about 0.8 percentage points a year; and project that annua! expend;tures will therefore

havé to grow about 4.6 percent a year. (By contrast, projecting the woderlying tread in dosor

commitments over the 1980s suggests a growth rate in this component of éxpenditures of 3.3

- percent.)  Over the decade, a 55-60 percent increase in expendbrures can b¢ expected; but per

caplta expendltures, mciudmg user payments, should remam modest at US$1 25-1 50,

a9 . Altcruatwe assuniptions 10, those used in lhese studies could raise or lower
expenditures. For instance, if fertility declined faster, say as fast as among developing coun!ncs
with the fastest fertility declines, public expenditures in 2000 would be 36 percent higher.® If 3
percént of users switched to Norplant, 2 five- -yeat 1mplant with high up-front costs, by 2000 (but :
the total number of users slayed the same), cosls in tbat year would be 2.7 perccnt hngber '

4 Figure 3.1. Projected annual increasas in contraceptive prevalence -

and family planning expgnditureS’, 19_90-2000, four studies
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Mowia (1985).

HBulatao (1985:16-18).
Y ewis (1985),

HBulatao (1985:34),
NGillesple et al, (1989).
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3. 10 ] Most of the projccuons assume that cosis. per uset for a given method stay constant.
Tt can be argued that costs should. fall, but the gvidence is not conchisive, Falling costs with
expaadinig prograis might be expected from economies of scale, unless faclities are pear

- sateration, and from staff learning to do their jObS more efficiently. Rising costs might be

- expected if program extension or elaboration Is needed to reach less accessible populations,
Across countries, programs with higher contraucptivc pre.valcncc bave lower per-user costs,™
Howevet, the trend in per-user costs over time in Asiag countries is sometimes upward and
somietimes downward-~apart from the trénd over the first three years or so, which is steeply
downward.” A summary of various cost studies® also produccs some dowuward and some
upward trends.

311 - 'I‘he actual trend {0 costs pcr user as programs expand is therefore still undetermmcd
and probably varies, but some potential to reduce costs does éxist, For instance; a time-use and
“costs sutvey-of 17 ambutatory health facilities in Morocco showed that 34 perceat of labor costs
Bover time spent wamng for patients. Reducing inefficiencies of this sort, by reafiocating
resourccs or- mcrcasmg lhmr use, could in pnnclple rcduce ﬁuturc costs per user,

342 None of thc estlmatcs of fumrc costs’ makes provision for an jncrease in the -
.propomon of costs paid by users.’ If user payments are, as estimated, 20-25. percent of the fotal,

a substaatial in¢rease would be needed to reduce the required growth in public expenditures. For
instance, to cul the required rate of growth of public expenditures in balf, from 4.6 0. 2.3

percent, user paymenis would bave to grow 10° perccnt a year over the decade, which could bold /[
down the demand for conlraccpnon. ' o _ )

e =

Lo ”meles snd Wagma.n(l99l).

© = ™Buisao (1985:31-33).

-l #GiHespie ¢k al, (1983, :
"o+ #Knowles and Wagman (1991},
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_ Providing cobtraceptive services of acceptable quiality is the primary task of a family: plapning

__program. Chapter 4 considers the guality of services, focusing on the relationships between .

- providers atd clients; subseqiiént chapters review program elements esséntial to support quality -
_services. Fisst among these is effective management. (Chapter 5), to provide sound and -~
strategically appropriate use of program resoureés, Second s adequate participation by the

" private sector (Chapter 6), which increases coverage and provides competition on both quality

. ahd efficiency. Third is broad promotion of the progtam (Chapter 7), because the public is often
poorly informed about family plaoning. ' Fourth is political dod fipatcial support, from B
goveriments and from donors (Chapter 8), -~ - o

4. Quality of Services

4.1 *'To atlcact clients and to mest their needs, a good sewioe :
» provides access to a range of appropriate contraceptive methods and facilitates their
confinued use \ _ ' P I : )
» - provides adequate counseling, respects client sensibilities, and responds to client
concerns _ o
» s run by technically competent providers according to proper medical standards.
These requirements for quality services*? will be discussed: in order.  How quality can be
improved, and what difference it makes to program effectiveness and costs, will also be
discussed. . I ' :

Access and continued use

4.2 Clients require access to family planning facilities and services generally, as well as
to specific contraceptive methods. Both levels of access are considered In this section, Accqs's'is.
usually seen as facilitating contraceptive acceptance, but good access also contributes to
continuity of use, a topic of enough importance to consider separately. -

43 “Access {o services. Access to contraceplive services has improved in the last decade
but remains quite uneven across countries, Services ars now provided in many types of facilities
and through many outlets, not oaly in public bospitals, clinics, and health posts, but also in =
private facilities, in pharmacies, in convenlence stores, in markets, and even in the homes of or
door-to-door by community distributors. Table 4.1 provides somé estimates of aceess, including .
 measures of distance and time to facilities, The presence of a family planning worker in a rural -
" community is virtwally guaranteed in such countries as Thailand; more likely than notina - -
number of other countries, and quite unlikely in such countries as Uganda. 'Even where access is -
good overall, special groups such as adolescents may still have problems. Adolescents generally -

#Cf, Bruce (1990).

26
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Table 4 1 Access to qerwces in rural areas; selected coyntries, 1987- 90

Percent of women with - Medlan d:stance and traval

facility in community time to neargst facility’
Community-  Family - _ _
o - based - planning Distance - Time
Country i _ drstnbutor fleldworker {km,) {minutes}
i Sub—Saharan Africa
Burundi = - .75 - - -
Togo ' B - 6.5 3
Uganda -2 2 19.2 60
Zimbabwe - 76 - 5.2 31
North Africa _
Egypt - -+ BB . 66 <1.0? <300
-Tunisia: S 70 28 - 4.4 30
~ Latin Amerlca . ' . '
. Colombia = &1 49 3.8 31
" Dominican Rep. .~ .79 — 4.4 20
- CBeuwador - - 46 43 2.8 13
- Guatemala 27 14 3.1 21
Asla - . . '
Thaland B 91 3.2 16

Sourco Walklnson at al, (1991)

~No dals, i ‘

*Exact distances and travo! umas within vrliagas wore not datarmmad, but; lncludlng the

womsen with facilitiss in their village, 73 percent of the sample were within ena kilometar of a
tacility and 36 percent-ne mors than 20 minutes eway. .

require separate services aftmtive to their needs that saf‘eguard their privacy.

4.4 - Qulckcr access Ieads to grcatcr contraceptwe. use, wnh some exceptions. This effect

- is independent of other factors, according to a review of 16 studies widely differing in
methodology.®® For instance, in Guatemalz among the Ladino population, prevalence was 10
‘percent when travel time to'a service point was 5-30 minutes, but declined 10 6 percent when
travel time was more than two -hours. The sffects of access on prevalence are- stronger for
methods requiring. resupply, -However, once facilities are sufficiently dense (as in Egypt, with
the median required travel time to a service site being a few minutes), or whea programs focus
on act::/e outreach’ from statmnary facilities (as in Zimbabwe), proximity to facilities has little
effect. : : _ ‘

4.5 Access to apprqp'riate_ methods, Allhough access to facilities is improving,
‘providing good cholces so that people can freely select the most appropriale methods is still a
‘considerable prob!em On the family planning effort score ratings assigned to all programs in-
1982 and 1989, scores under two for a particular method og the four-poiat rating scale probably .
- reflect madequalc methéd access. By this low standard, 53 percent of programs did not provide
- ,-adequatc access to any of five methods in 1982, and 32 percent still did not have adequate access
“to any. of the five methods in 1989, An additional 10 percent of programs In 1989 provided
' adequatc access. by lhc same- slandard fo only one method.

o ."Tsu. md Ochoa(l989)
'i: “‘Wulkm&onanl (1991)
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_4 6 Even beﬂer-run pmgrams may not prowdc adequale choice for evcryone Table 4, 2
:llustrates the rangs of methods appropnate at different points in the reproductive cycle
- Temporary methods ace more appropriate earlier in Jife, permasent methods more appropriate.

. toward the end of the reproductive cycle, Otlier dislinclions can be made between methods

appmpnate for lotiger and shorter durations, durifig and afier breastfesding, while in and while
pol in a stable sexual union, If the Indonesia program attempted to mateh these “appropriate”
_'cho:ces, 20 peicent of women would have to adopt a mcthod and 20 percent more would have to.
' swntn.h methods, mainly to stenhzanon “ . .

4. 7 ‘ Because méthods are appropnate for and attract dlﬁ'crcnt users, prowdmg a wider
rapge of cholce appears to raise preyaledce. Analysis of data from 72 developing countries

demonstrated a strong effect of 1982 method access ratings on prevalence, reduced oaly’ shghﬂy S

by. control[mg for other aspects of family plaoning program effort aad level of socioecodomic

development.

A sepacate study of Taiwan (China), Hoog Kong, the Republic of Korea,

Thailand, and India, found that the addition of a miethod to the program appeared to add a layér

of add;t:onal users, ¥

48 . A national Orogram should work toward some mlmmum vanety of methods,
prowdmg for the conlmgenczes tllustraaed in Table 4 2,ifitls not to, limit its cheme!a

Table 4.2, Appropriate cé_mt_rac_eptive_ methods by si'age' in the réprédluctivejcvcie'

Stage in the - Appropriate types Specific L )
reproductive cycle _ of methods _methods - Partial Justification
Before marriage Supply methods Condoms_ -Easy 'discontinu'aii_o'h

: Crals Protection against:
saxually transmmed
- o dissases
" After marriage, 'Sho'rt-acting Orals- Easy discominuat'i'qn
before first birth hermonal methods Injectables Eﬁectiveness '
During Non-hormonal 1UDs No mterference W|th :
breastfeedmg methods -Condoms ' breastfeed:ng
- Batween births Highly effactive Wos - - | Effectiveness
: reversible methods Orals
o Injectables
o implants _
Toward end of Long-acting UDs Prolonged effectiveness
childbearing methods Implants I T ~
After tast intended | Permanent methods | Male ' Permanance
birth sterilization
Female
steriiizaﬁon

Source: Constmcted folluwmg Hutch:ngs ot al {1987)..

‘Sae Chos’ €199Il.

Note: Multiple methods may be neaded by those at risk ior sexua!ly tfansm;ttod dlseases

© SChos {1991).
“ain (1989},

#HFreedman and Berelson (1976).



Pr—
1

28 ELEMENTS OF EFFECTIVE PAOGRAMS

upnecessarily or reqire them 1o use less convenlent or less appropriate methods, However, for a

" pew program to offer many methods immediately js seldom practical; an initial focus on a limited -
- pimber of methods, and incremental expansion, way befter easure good service, Methods should
. be selected on the basis of démand and appropriatesess for the delivery system, within the
- context of a proper strategic plan (Chapter 5), A refercal system when a method is not available

at’a particular site may belp extend choice.

4.9 : Cdntinﬁity of us_e._ ‘Besides providing Initial access, programs have to be concerned

with retaining contraceptive users, With haif of ali eligible couples in developing couulries now
‘contracepting—~despite the difficulties in' method access just notéd—retaining users can have as
- large an impact as récruiting new users. -Bul even for new programs a focus on continued use is

appropriate: - providing good services for a few clients is probably more effective in the long run

* thap recruiting a larger sumber of acceptors who practice only fora short time.** Strong

programs, such’as those in Thailand and Colombia, lose 6 perceiit of users every year because of -
dissatisfaction or method failure (in addition to those who discontinue because of reduced
exposure o the risk of pregnancy or in order to becomé pregnant). By contrast, the Paraguay -
progiam faces an annual discontinuation ratio of 18 percent, a considerably greater proportion to
replace. - S : '

4.10 ‘Women often réport discontinuing because of dissatisfaction with services or
unavailability of supplies. Providing accessible services; pacticularly for supply wethods, and
allowing wide method choice are both critical to retaining users. ' The significance of method
choice' is iustrated ‘by the striking differences found in Indoaesia between those who obtained
their method of choice and those who did not: 25 perceat of the former, but fully 85 percent of

the latter, bad discontinued contraception 18 months afec initial contact, regardless of method.®

Dissatisfaction with services goes beyond access, however, and. involves interpersonal relations
within the clinic or with the provider. : o ' ' :

4.11 .. - Properly managing clieat relations is also criticat in reducing discontinuation due to

side effects and method failures. Side effects are the most frequently cited reason for termination

for a number-of wethods,® Not all expressed health concerns are realistic; for instance, the
disorders commonly leading to termination among users of injectables typically pose no threat to

heaith. Initial counseling by properly trained _wotkers could help allay fears,

4,12 Maintaining contact with clients or providing them a continuing source of information

- may reduce discontinuation, but the costs:need investigation. - Requiring users to return :
periodically (possibly also desirable for medical reasous) ¢an be costly to clients, and compliance’

cannot be assured, Making repeated hore visits is of unproven utility and is costly.*

“Providing pill users. with simplé but accurats and complete written instructions to take home, or

pictorial instructions if necessary, is léss costly. -

" Counseling and l'ntérp‘ers.om'd relations

4.13 Once c‘on_lréccptive_s_ are accessible 'and information about them is adequately

- disseminated, interpersonal rélations. with providers become the key to contraceplive acceptance

aud continuation.  Three aspects of ialerpérsopal relations will be treated: counseling and the

_information provided to the client; the respect accorded to client sensibilities; and the way other

client concerns besides contraception are addressed, - Each of these affects user satisfaction, and

i (19895,

Sparianiet al, (1987).

Phitlips o1 b, (1991},
MPhillips 1 al. (1991).
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| can therefore affect contraceptwc prevalencc directly, by mﬂucncmg people to accept or. conunuc '
using contraception, or md;r»cﬂy, by the wnagc of a program that sausﬁed or dlssatssﬁed users -
communicate to others ' _ :

4, 4 Counselmg and informed cho!ce. Prowdmg good mformahon to ehcnts about
proper oontraceptwc use and risks and benefits is a major res;:-oasabnhty for programs.. Even
among those using particilar methods, misinformation about use is common, For instance, 58.
percent of 340 current pill users were uising them incorvestly in a study in Colombia.®* -Poor
information leads to more complaints about side-effects, fower attempts to obtam help, and more
frequcnt dlsconunuation : : .

4. 15 © Besides provndmg information, & provider must also be a conpselor or teacher, a
stiecessful motivator, dnd an accomplisbed listéner. . The ¢lements of good counsclmg can be :
summanzed with the acronym GATHER.”? That is, the counsclor should o .

Grcct ciwnts in a polite . and friendly way
" Ask them about their family planning peeds
Tell them about method choices and explain these
Help clients decide on the methods they want -
Explain how to use the chosen methods correctly
'Remmd clients of the need for return visits.

YYYYYYS

4.16 Improviag counseimg requires proper strucmnng of the interaction between client and
provider along lines sitch as these and proper training for the provider, Protocols, checklists, and
guidelinés for initial and follow-up visits (such as the guidelines for informed choice developed ~
by thie Cooperating Agencies Task Force 1989) help ensure that standards will-be met, - Specific
elemeots of the interaction, such as obtaining informed consent for sterilization, need 1o be '
monitored. Even more basic than these requirements is spending cnough time with a client. In
earlier studies, doctors were observed spending 3-5 minutes per cli¢at in’ Puerto Rico and only
secopds’in Tnmdad and Tobago, where 34 women received internal exammatmns from one
doctor in 25 minutes.™ '

4 17 Chent sensibilities. Rcspectmg clucms sensibilities means ireatmg them with
courtesy and consideration. Even in reasonably weli-run programs, this is not always guaranteed,
Waiting times are judged to be too long in 14 percent of Zimbabwe program clinics covered-in a
. survey.and in 82 percent of large hospntais Staff are cons;dered to be courteous m only a little
more than half of facilities of all types.™ :

4,18  Long waiting times are a common problem. A 1988-90 study of 26 clinics across
Latin America found average waiting times for initial visits of one hour and 20 minutes.”® The
reasons include late arrivals of staff, time wastéd in loog funch hours and socializing, inflexible
routines, inefficient filing syslcms. poorly limed clleut arrivals, and clients not bemg seen in .
proper sequence,

4,19 Stories of mistreatment of clients afe also common, They include rudecess apd
impatience on the part of staff, such as when the cliént does not quickly understand instructions;
physical examipation of clients m areas where privacy is not assured dlscussmg pnvatc sexual

pamer ¢t af. (1987). _

DGallen and Letenmaier (1987),

HBeeson et al. (1987:446).

“Central Statistical Office and Dcmographw and Health Surveys (199! 53)
SBerrio ot al. (1990} -
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: -'n_:atte_:rs -\_vher_é_pthe‘rs can overhear; expressing valiie judgments; being too Impersonal, on the one
hand, or too intrusive, on the other; and ie other ways violating cultural norms of privacy,

. 'modcsty, conﬁdenhahty, and mutual respect. Nor are prowders even-handed in this treatiment;

'somie clients, particularly the lower class, repularly veceive worse treatment than others (sce Box
4, 1) Physmlan providers are sometimes among the serious offenders.

- 4, 0 Beudes tramlng and a good manageme:nl mformahon system, three possible
approaches to dealing with such’ problems are patient or client flow analysis, cliont satisfaction
studies, and the use of simulated or “mystery” clients. Patient flow analysns Is-a method for
‘ recordmg the flow of clients. that generates detailed tables on use of patient time, use of staff
time, and related costs,  Such information quickly makes clinic inéfficiencies obvious. One clinic
in Quito, Ecuador, increased. its staff from eight to ten after seging the results of such analysis
and maiiaged to serve a third more ¢lients. . Client waiting timé was: snmultaueously cut from 62
{6 32 minutes on average,’ Clieiit satisfaction studies may use a variety of methods, tncludmg
surveys, focus groups, exit interviews, . and consumer intércepts. One example of what can be.
-{earned .from surv&ys is a “situation analysis” of one of every eight Ministry of Health setvice
- delivery points in Kenya.. The survey showed, for instance, that staff greeted cl:cnts respectfully
88 percent of the time but mentioned tubal hgauon only 17 percent of the time.®* Mystery
. clients, like mystery shoppers, attend a clinic unannounced together with othec chents, but with
specific items.they are trained-1o obsérve and report on afterwards. The lechnique provides rapid
_ feedback about clinie mterpersonal relations at. low cost.. Box 4.1 gives three examples.

421 . - Client- concerns, Clients haw: other concems besides contraception, and a program
that understands these concerns cad increase its attractiveness. A program may need to provide
- rcferrals 10 other agencies or add ancillary services, as long as these can be provided compctenl!y
“in a Vay that reinforces rather than impedes of draws resources away from the promaétion of
family planning. Combmmg family planning with specific health services is one alternative,
Counseling on sexuality or treatment for sexually transmitted diseases and other reproductive tract
infections’ might be added, or components refated 16 AIDS, as has been tried by various Latin
American and-other programs. For instance, PROFAM!LIA in Colombia found that assigning
instructors to give AIDS talks scemed to meet a demand for such information and did not reduce
contraceptive disteibution,® Combmmg farmiy planning with activities other than health care
could also have some benefits.  Various income-generation pro;ccts might directly addrcss some
.'ot’the underlymg economic motivation for family planning.

“4:22° " Often; the attraction’ of other services js that they are already established, and family
planmng can be added to them. Postpartum programs are attractive for this reason and have been
tried extensively. Part of the appeal of social marketing (Chapter 6) is concepiually similae: that
networks of pharmacies, convenience stores, market sellers, and other potential commercial

- outlets exist and attract customers, and contraceptives can be sold along with other products,

‘Technical competence

423 Ensuring that setvices ace provided in a technically competent manner is basic to

- program quality. - Technical competence implies that stafl have adequate information and skills
- for providing particular contraceptive methods and that they properly utilize their knowledge.
_Although clients may:cvaluate providers more on the: basis of a caring attitude than on technical
. sk|lls cn'ors 1n wchmque and fallure to observe asepsis can have. severs consequenccs

: < HMiller et al (1991).
L MVeérhon t_l_:t_sl‘._‘(l,990‘).‘ _
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Box 4 1 Mystcry cllents

Lo ':S!mulaled or myslery cllcn!s as unobtruslvc observers ln famlly planmng chnscs, .
bavc helpcd do—cumcnt the Interpcrsonal obqlacles clients I’acc. ) S

= . !n Ne pal slmulated clients 0[ din’ercnt ca.stes vlstted fa.mlly p!a.nning provlders [L was

counselors. ““The effect of traln}ng was evident trafned couinselors provided mnére. complc
information’ about ali available contraceptives. However, both trained and, unb'alned counse .
often tredted youngér clients disrespectfully and ‘sometimes refused to - provtdc a method 6~ .
: '-‘unma:rled woimen. The component of tralnlng meant to clarify the counsslor's ovm values about‘ :
: -young sexually actlve women was strcngmcned (Huntington et a! 1990} : o

SRR B |3 Ham thrce women p}aycd the rolé of c]icnls i severaj privalc cllnlcs' heath posis.".'*-‘
ahd hospila!s “They made random visits, but facllity dlrec‘ors were informed 16 advance of the
schemc and approved.of the monjloring The visils resulted i ratings of" not acceptable at’ aJJ"',;
afer 7 percent of the clinic visits and 13 percent of the heallh ‘Post visits, Rallngs of *nol very.
acceplable” followed 33 percent of the élinic visits, 32 percent of the healthi post visils, and 56
pereént of the hospllal visits. Because of the tnilfal instriction they recelved, the mystery clien
-y have had higher expectations regarding cleanliness, privacy, dnd staff atlitudes than regular?}
- -cliénts. Nevertheless, thelr observations raised concertyabout the need for improved starf ira[ning{
(Maynard “Tucker 1991:28). :

4.24 ~  For most methods, the technical competence required can be developed by purses and-
paramcdi'cs. Physicians peed to provide backup for programs and should also receive training,
since this is often not a routine part of medical education, but much of the actual dispedsing can

- be done by trained nopphysicians, ‘with no addifional risk to clients,® For particular tasks, =
nonphysicians may in fact have an advantage, in the greater time they are. ablc to spend and in
greater empathy and concern for clients.

Improving service quality

4.25 lmproving service quality overall requires three things:®
» commitment from program leadershlp
»  a reorientation of organizational perspectives so that the client becomes central
»  measures of quality and rewards for quality.

Some consideration of cosls is essenuat

4,26 Cornmltment. Commntm&nl of {op management to quallty, reﬂested in de(alied

®Gaifen and Rinchar (1986); Bencand (1991).
#Simmons and Simmons (19%0). :
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plannmg for it and oonstant attcnhon to it, is.a prcrequlsne. In vmually 8l prograis, even when
" resaurces ate extremely comstrained, some quality improvemen!s are possible. Managers make
_choices that affect quahty, and they can keéep the orgamzanon focused on finding ways to '
_,lmprove lt S

427 Reorienmtion.‘ Oue key action for managemem, if quality is to be lmproved, is 10 -

reverse the typical bureaucratic orientation and focts the sitention of the entire organization on

the client and what the client needs. The orgamzahon must be restructiired not for the

convenlenice of the managers but to support the service providers and fieldworkers with direct

contact with clients, These féoni-line workérs need to be carefully chosen and trained, assigned

~ well-defined and achievable tasks, and supported by adequate supervision and logistics systems

. (see Chapter 5). In societies thh a strong sense of soclal class or-caste, a bottom-up orientation
doés not comie easily, It seemis easier to attain for grassroots voluntary orgamzations, mucb mors

daﬂicult for ngud!y haerarchacal govemment bureaucracaes. .

4.8 Mea.surement and rewards. Serv:ce quailly has to be measured if it is to be

. lmproved ~Traditional measures of program impact capture little of what needs to be monitored,
but better méasures and techniques have sot been standardized. The user satisfaction surveys and
~client flow analyses mentioned earlier illustrate posmble techniques, - Tracking individual clients

“will probably be important, and an example of this is the computerized Clinic Management
System :ievelopcd by the lntemahonal Planned Parenthood Fdderauon/Weslem Hemisphere
Region.' L

4.29 Quahty bas to be rewarded Some programs have devised a variety of often

nonfinancial rewards that recognize good performance, but this is defined mainly in terms of

. numbers of acceptors. Once reasonable measures of other aspects of quality can be agreed upon
within a pro‘gram rcwards can be attached to good performance on these measures, .

4.30 - :Cost of qua!lty. Some changes to improve service quality wrll require additional
resources, but others cost little, and properly designed . qualny lmprovemcnts could acmally lower
costs per uait of output. Expaading facilities, adding equlpment increasing staff, improving their
technical skills, providing new miethods, and dwersafymg services can all be costly On the other
hand, improving the flow of clients through a clinjc is inexpensive. Shifting service provision
away from physm;ans to paramedics could improve qua.hty while reducing costs. Eliminating
unnecessary requirements that produce only illusory gains in quality, such as a re.qu:rement for

- pelvic examinations before dispensing pills, -could similarly cut costs while making services Icss
mumldatmg

4.31 If programs are inefficient to begin with, or fail to generate sufficient demand for
_ contraceptlon, improving quality may require more resources but could stili lower costs per user.
- Thik is illustrated by two compansons from Bangladash, The Bangladesh Women’s Health
~ Coalition operatcs six clinics in urban and rural areas around Dhaka, providing menstrual
' regu!atlon services, contraception, and a range of other services, including maternal and child
" bealth care, prenatal care, immuaizations, and gynecological care. The clinics stress individual
counseling and informed choice. - Three out of four menstrual regulation clieats leave with
“contraceplives. . The cost per. birth averted is estimated at a tenth of that of the government
' program.®. The. Matlab project in Bangladcsh is considerably more larger, but also stresses
. quality., Relauve to government services, it provides more reversible methods, recruits workers
with higher crednbzluy who.are more intensively supemsed, provides better counseling about side
g effects hags more m;cuswe follow-up through bome visits by viltage workers, and provndes some

_:“Hclzncr (19‘9!)

o -"_.""'Kay and Kabir (:938)
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‘added maternal and child health services. Between 1978 and 1984, prevalence rose from 9 fo 43
percent; as contrasted with & rise from 9 to |1 percent ln an'adjacent ar¢a selected for -
comparison.® - Three times as much-was spent in the Matlab project as in the comparison area,
but costs per birth averted were lower, by US$220 against US$240. Because the areas were

- adjacent, sotne overfiow of seivices Into the comparison area occurred; taking this into aceount

makes the comparison more eXtreme, US$196 per birth averted in Matlab as opposed to US$298

- inthe comparison atea* _ S -

4,32 Finally, it is worth noting that a quality emphasis expands the program's goals
beyond contraceptive prevalence to éncompass some additional aspects of client satisfaction or
welfare,  Although providing quality may cost more, more benefits are also being provided..

5. Strategic Managément-

51 Program management has improved significantly over the past decade, but many
areas. remain in which improvements can be raade, Many of the needed improvements are.in the
basic mechanies of programs: more supportive supérvision, more reliable logistics; appropriate.
staff selection and training. This chapter first discusses broad issves of program strateégy, and
then the essential process of mobilizing public support for a program (see also Chapter 7). Then

it considers theése four key aspects of program structure and functioning: S

designing an appropriate structure for the organization
" managing front-line siaff effectively -

ensuring reliable logistics _

providing both control and adaptability.

YYyvyy

5.2 . According to the judgments reflected in -family planning effort scores, mahagemcnt.
- was the area of greatest program improvement between 1982 and 1989, Close to 80 percent of -
all national programs improved their administrative structures and staffing, the performance of -

staff at assigned tasks, and the adequacy of their training activities. Greater gains were recorded -
in these three areas than in two dozen other aspects of family planning effort.® Nevertheless,
areas of weakness persist, and the situation could be aggravated by-program expinsion, By
region, programs in fhe Middle East and North Africa appear poorly managed, with -~
administrative structure scores only half of the optimal score. Sub-Sabaran African programs are
only slightly better. By function, supervision and logistics are rated as inadequate in the majority.
of countries. Although some management weaknesses may be remedied by narrowly focused -
efforts, more lasting solutions often require a broader understanding of the context and the '
reasons for the specific failures, What are needed are not uniform prescriptions for all programs
but strategic plans based on careful reviews of specific situations. - o C

Approaches to strategy .

53 Various approaches 1o strategic planning have some application to family planning
programs. Essentially, strategic planning is an attempt to tailor an organization to its current and
prospective environment, defining an appropriate mission and designing internal stiuctures and
linkages with the environment to support the mission. (Box 5.1). = - A

“Nag (1990).
“Balk et al, (1988).
“Mauldin and Ross (1991).



~34 ELEMENTS o:= Errecnvs Paoenms :

5 4 Congruence. A key concept in strategic p!anmng is congruence: Orgamzauonal

© structure shouid be congruent with the chosen mission, and the mission should be defined op the
- basis of the changing éuvironment.  For: instancs; an”environment marked by pohtscal turbulence

- éncourages centralizalion; one marked by economic or social turbilence might require
decentrahzauon to incrcasc the flexibility of smaller units, ‘Among other aspects of the

ys of analyzing organizations an
£r envlronments have been suggcsted !n Lhe management llteratu:c, lnclu ng | th

. Strateglc lssue's managcmcnt F‘ocus on forthcomlng dcvelopmcnts that could affect
thc m!sslon of the organization. For a family planning organization, these'may be’ developmenls
contracepuve technoiogy, shifts In the demand for servlccs thc emergencc o!‘ aJtcrnauve':}gj_

- Poru’ollo anaiysls Analyze each activity of lhe organlzatlon and how it contrlbuf.es-—
g does-to each’ organizalional goal Conslder, for example; how’ cllnlca] services sex cducation
~seminars for policymakers, and. other such activities each contribute’ to’ wlder or more cﬁ'eclive
'ontraceleve use, on the one hand, and program credlbuity:f:

Deslg'nate who will do the leg wo
_:Oﬂent semor and mldd]e management .

composlte madel, and coverlng hlstory and misslon op

. strengths and weaknesses, and critical lssues, - 77 " L
.. Develop a: strategic plan including a misslon sta(ement thc ldcnuﬂcauon ol’ a targct
4popu1aucm ‘a’ serv{ce dellvery approach ‘and stralegiés’ I

: Can Lhis process work° Some vaﬂety of slralcglc planning s partof a typlcal dono
\flew of a famlly plannlng program, ' But to be fuJ]y errecllvc. a erateglo p!an must be owned by
¢ organizalion {tself, If not entirely generated by it. The process orstrategic plamﬂng—-whatev\.
ansevers It Jeads to - is ltself lmportant ror comribuling lo the in emajlzaUOn of the plan.
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.enwronment to cans:dcr in stratcg:c pla:mmg aré. the Icvel of pohtical aud publlc support for, and
the mature of any. “opposition to, Tamily ptarm,mg, the amount of Unret ficed for services and the .
‘social composition of thé groups with unmel need; the extent and capacity of alternative dehvery
_structures, such as private pharmacies and midwives; the level ‘of development of the health care
‘system; the restraints imposed by government bureaucracms and the fcaszb;hly of workmg wnlh or |
around thcm, and fundmg patierns and opponumues : . .

550 Be&:ause the cnvnrcnmcnt of family p]anmng programs has some common feamres _
across countries~—and shares these with other devc!opmcnt programs-—the concept of congruence
* in fact transiates into a few more conerete prescriptions.  From 2 réview of development. -
programs in the developmg world, Paul (1983) has identified some comuion féatures and the ~
appropriate responses to them (which he labels collecnve!y “strategic management”), Of
_patticulat relevance. to family planning programs are his obscrvations rciatmg 10 olients, pubho '
suppo:t, and program functioning. _

s Potential clients ‘of the program have limited resources Semces therefore have to be '
provzded in convenient form for them, rather than requiring them fo make exlensive searches and
choices., Managers need to focus on |denufymg and femovmg bamers to lhc use of semccs, as

was emphasnzed in the prevnoua chapier. . : L

informed public support is oftes Iackmg, and programs are vulnerable. 1o poht:cal
pressures “This situation dictates a focus on building program credlbihty and Iegitlmacy,
mvolvmg communities and social groups in lhc: program, and mobtlmng demand,’

- ¢ Programs face a scarcity of technlca! and management, resources. This imphes 8’

. meed to attend to basic logistics; to stress staff training and measures. to increase s!aﬂ'
commitment; and to simplify the initial mission, with diversification (of methods cllent groups,
delivery systcms ete.) attempted only gradually over time.

5.6 Stages of development A continual cycia of strategic planmng is desnrable becausc :
a program and its environmeot are not static, 'Different models for stages in program '
development® recognize some fundamental directions in which programs typucally evolve, again
mvolvmg cllenls, public support, and program functioning: ' . .

: " from seeking’ clients among !hose with stfong désire To Contracept, 10 attempting.to™
reach the larger number of couples who want to posipone or avoid further childbearing but-bhave
“initial reservations about contraception, to focusing on disadvantaged groups among whom the
small- farmly norm has to be cultivated, at least partly’ through broader social development

: ¢ from reliance for moral and ﬁnanclal support oo donors and individual volunteers, to )
reliance on an expanding network of key government officials or agencies, to reliance on the - '
public at large, as they become mcreas:ng]y informed, active, affiuent, and wullmg to pay for
services _

¢ from services that passwely prowde. contracepnon in rclatwely fe.w Stteﬁ, to.
extensive, active outreach services, to services carefully differcatiated by market: segmcnt and
mcrcasmgly atteative to the requlsncs for eﬂ‘acuvc, commued conlraceptwe use. B

3.7 Compansons between programs th_at_ umproved_ and failed 1o qn}pro_w} in fa"niily -

“5¢s Berahart (;991::) . '
SUSAID (1989); chha.rl(l?gib) Vncscndorp eLaJ (1939)
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"Tabis 5.1, Stages in program development, based on family planining effort scores

. Initiat level of . | o AR _ _ o 'Eicte'nsixien_ess .
- famlly planning - Dominent | . o Main source | - of program
_ effort. | concern’ Client focus of support functioning
- Very weak |- Promotion | Highly | Donorsand | Very few -
{0-24) - : R miotivated voluntary sites
S - o - | couples - organizations :
Weak | Management - | Couples with Government Limited
{26-64) e unmet demand S coverage
" Moderate - | Outreach Broad - | Government Extensive
{65~79) . N -« - .1 populations ' ' coverage
Strong . . | Efficlency | Least -~ | Public | increasingly
. {80andupt | - _ '} accessible e selective’
- L populations | _ coverage

So’tju'cé:‘ ,Cjomp'er?éon# batween farnily plshning oﬁort__felings' {Mauldin and Ross 1891} dssctibgd in the text.

plasping ratings essentially confirm these changing emphases, Table 5.1 summarizes the
comparisons. The predominant task when a program is very weak concerns support: managing
the transition from donor sipport fo. government support. The predominant task when a program
“is weak concerns program functioning: managing. the transition from a few sites to an extensive
* network.  The predominant task when a program is of intermediate sirength concerns the groups .
served: reaching béyond motivated and accessible populations to the less advantaged and less

*accessible,  The predominant task when a program is Strong returns to issues of support:

_arranging the transition from government funding to reliance on user support. Programs do not
advance ‘spantaneously from one stage t6 another, nor do they automatically switch strategies
when they should. ‘Abandoning an old strategy -requires leadership to marshal resources and
generate commitment, R :

" Mobilizing public support ~ .
S8 . A .family' planning brogram must actiﬁ'ely mobilize su;iport because its polén'tial

beneficiaries, the public at large, and policymakers are often poorly iaformed about its banelits,
~ Broad public acceptance and political support need to be continually cultivated.

5.9 . Political support, Political support is typically expressed in public statements by .
bational leaders and in declared policies, but is also evidenced by favorable treatment of a family
"planning program:._high-leve! attention, the appointment of capable managers, support for their
-decisions, the facilitation of such program essentials as imports of contraceptives, and adequate

. resources and budgets. o N '

5,10 - Genérating political support requires good arguments for family planning, well
" presented, and can be aided by the mobilizatios of influential groups. To make the political
- arguments for family planning Wwell requires local experts, country-specific. data, and effective
" pieans  of communication. " Demographic surveys are useful, as are pilot programs to demonstrate

o .-~‘_-t_h'c éxistence of demand for contraception. .

: 511 Thcdcgt¢cofpohtlc31 suppbh_ a pr@m fgééivcs may depend ox fortuitous
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_cireumstances beyond the control of program. m‘gnégeis._ For Instance; increaslng political
support in Sub-Saharai’ Africa in the 1980s owed something to ecopomic stagnalion:
policymakers became more sensifive to the degree {o which rapid population: growlh was

complicating their other economic problems.®

5.12 - - Community support, Community support Is as least as important as-support at the
natlotial level, The failure of national government leaders to work closely with local community
‘leaders has in the past weakened programs in such countries as india.™ The perception of
_community pacticipation—by political leaders, influentials; private organizations, etc.—gives
couples a-much stronger sense that family. plaoning is televant to their daily lives, rather tha

- being just another imposition from a distant céntral government. ' S
5.13 “However, expecting to convert family planning to a mainly communily-designed and
community-supported program is generally unrealistic.™ The benefits to individuals from
contributing 10 2 prograni are mininial, in contrast to-the benefits of obtaining services from the
program or of participating in incomie-generation or other siich piojects. ‘ '

Organizdng services

5:14 Programs must develop one or more delivery systems, decide. whether aud how to
involve different agencies, and choose an overall organizational structure. Delivery systems that
extznd beyond clinics are increasingly the standard, Combinations of clinics with other systems
can reach more people, as can the pacticipation in a progeain of a larger sumber of agencies.
Organizational ‘structires are needéd that provide appropriate emphasis on and coordination .
among multiple detivery systems and also maintain the commitment of key constituencies.

5.15 . Delivery systems. Various delivery systems that reach beyond fixed facilities have
been developed over the last few decades. Hospitals and clinics reach relatively few people,
especially in rural areas, and, given the other health conditions they deal with, ‘do not always give
enough emphasis to family planning. Commuaity-based distribution, using loca) residents with a -
few days’® training to distribute contraceptives within communities, developed in the. mid-1960s as -
one alternative. Community distributors generally do not reeeive a fixed salary, though they may
be allowed to retain a pércentage of their sales and often receive various nonmonetary: incentives.
-Contraceptive social marketing, using pharmacies and small convenience stores to sell subsidized
contraceptives, developed a few years later as another allernative. Some other alternatives have
also been tried over the years: mobilé teams, outreact workers conriecled to clinics, employee
programs directed at particufar groups of workers, and independent providers such as midwives,
These delivery approaches tend to be complementacy rather than competing, delivering different -
- mixes of methods and reaching different groups. - ° - o o

5.16 The main questions concerning the alternatives to ¢linics are gffectiveness, safetly,
and relative cost. These questions will be addressed for community-based distribution, as the
majoc alternative; moce will be said about social marketing and employee programs in Chapter 6.
The effectiveness of comniunity-based distribution at increasing contraceptive use, particularly
from low levels, has besn amply demonstrated in countries from every region: Bangladesh,
Egypt, Mexico, Motocco, Rwanda, the Sudan, Tunisia, Zaire, and Zimbabwe.™ “That- '
commuaity-based distribution is safe and does not introduce additional health risks is

“Goliber (1939).

MFinkle aad Néss (1985).

HAskew and Khan (1990}, -

Pgalen and Rinchart (1986:818-819); Bertrand (1991).
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demonstrated by studies in Thailand, Mexico, and Kenya. For instance, a 1982 study in
‘Matamoros, Mexico, compared women using pilis distributed in the community, women using
pills from ‘other sources (mainly pharmacies), dnd women who had never-contracepted. o
Interviews and clini¢ éxamijnations determined that those depending on community distribution
wete as healihy as ofher users and healthier than never-users. ' :
5.17 - By itself, community-based distdibution tends to be expensive, but combined with
clinical services it is reasonably cost-effective. A review of 63 projects in ten countries provides
erude estimates for some delivery systems of the cost per couple-year of protection, which
actually varies considerably fiom case to case (Table 3,2), Social marketinig s usually cheap, but
is useful mainly for resupply; customers rarcly receive any counseling. Sterilization also appears’
to be cheap; but its cost-effectiveness is overestimated because these studies do not properly
discourt long-term effects, Nor is sterilization appropriate jn every case. Overall, community-
based distribution without clinics is expensive, but community-based distribution combined with
- elinics is in the middle range. - o .

5,18 . Interorganizational links. Different organizations, including private agencies,
shouid be involved in a national family planning program. Services can be delivered through
multiple channels, gerierally increasing their impact. Such program functions as promotion and -
research can oftén be handled more efficiently, at least in part, by government agencies othes
than. health minisiries or by private organizations. Iivolving a larger number of organizations”
provides wider geobgraphic coverage and better coverage for specific groups (Chapter 6), builds a
broader constituency for a program, provides access 10 information and varied perspectives, and
. increases program flexibility. S ' :

5.19 - Organizalional structure. A national program needs an organizational -structure that
allows for-broad participation of various agencies and the effective use of different delivery
systems, 10 reach not only married women but also men and youth. The main structural options
in the past were considered to be integration of family planning into the public health system as
. part of maiernal and child. health or a parallel (or vertical} structure to deliver only family
planning. Some degree of integration and some degree of autonomy are both desirable, so that
neither alternative is fully satisfactory by itself. Complex network structures involving not only -
the public health system but also other public agencies and private providers are neaded to
mobilize wide support and.reach the broadest clientele.  Where high visibility and coordination

- among agenciss are critical, a high-level population council or board may be needed. The impact

of organizational structure on the front-line worker’s responsibilities needs to be carefully

Table 5.2, ‘Average cost of altérnative modes of service delivery
per couple-year of protection provided (1884 Usé)

_ S - No, of
Delivery mode ' projects "~ Cost
Social marketing® - o 7 C$1.76
Sterilization clinic -~ . . o 7 2.00
Mini-clinic {without sterilization] o i : 5.00
Full ¢ltnic and community-based distribution - 11 - 7.60
" Mini-clinic and community-based distibution 12 8.40 .
Full clinic - . o 12 1210
" Community-based distribution "~ - . 13 21.80

" Sobree: Caleulatéd ftrom Huber snd Hervey (1989:277},
1The averaga used is the trimsan [Tukey 1877:46}

-“bgome projects mako af unraporied profit, and this numbsr is thérefors approximate.
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considered. The choie of an appropriate structure juvolves both technical and political issues,
and may need to be reéconsidered a§ a prograni evolves, Lk C
Managing front-line staff
5.20 Front-line staff, who provide services directly 10 clients, need to be recriited,
trained, and supervised. -Recruitinent and teaining have improved but still pose problems;
supervision continues fo a weak poiot, Front-line staff constitute’the vast majority of staff of
family placning peogeams, who are now close to a million peopte worldwide. The mix of skills -
among front-line staff is considerable, including highly trained physicians at one-eod and -~
‘voluoteers. wilh hardly any formal education at the other. Recruitment is less of a burdea when -
. programs rely heavily on lower-level paramedics aud even volunteers, but the choice of the right
. 'people is still a problem and finding more highly qualified staff for some jobs is still essential.
. Training has improved across the board, but programs need to strengthen an emphasis on trainiag
pew staff and continual retraining and motivation of other staff, Poor supervision of staff is a
‘major probleni area in which advances hiave been relatively limited, although research has
identified moce effective and less effective approaches, :

521 Recruitment. Careful staff selection is important for strengthening program staff,

" The effects of appropriate and inappropriate selection critéria have been studied most for. '
commuaity distributors and-fieldworkers. The conclusion from the majority. of studies is that
distributors similae in-some way to the potential clients, and with some trainlng or relevant .
experience, tend to be more effective. A married woman with children who uses contraception
herself, and who resides in the acea, is often a good choice.. Hiring decisions: based-on politics
and personal ties, or arbitrary traisfers of staff from other health programs-to family planning,

~ undermine a program’s capabilities.™ . ' o

5.22 ., Training and motivation. Staff training improved considerably in the 1980s, in the
judgment of informed observers. For 1990-91, over 500 short-term training courses in family
plaaning and maternal and child health have been identified around the world.” Sub-Saharan
Africa has three-quarters as many institutions providing training as South, East, and Southeast
Asia combined, but the Middle East and Noith Africa has fewer than a quarter as many as those-
in Sub-Saharan Africa.™ : ' S _ . ‘

523 . Aa emphasis on continual training and retraining s essential for effective programs,
New personnel bave to absorb appropriate informiation, develop specific skills, and become
familiar with their responsibilities and with organizational perspectives. Current staff peed to
refresh their knowledge and skills and learn how to deal with new developments. But training is
not a panacea for all organizational problems; it cannot substitute for such other essentials as
strong political commiiment, adequate budgets, and a good strategic plan.-

5.24 Training programs have become diverse in arder to cover not only clinical aspects of
contraception but also such other areas as administration, financial management; logistics,
communication, counseling, and interpecsonal relations. But training needs to become gven more
specific, in order to address as directly as possible the requiremeats of each trainee’s job and the -
strategic prorities of each organization. When training matches actual needs, performance =
improves.. : ' ' 2 N

323 Besides providing knowledge and skills, training should strengthen individual

Pierm (1987
RUNEPA (19908).
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".commitment to the goals of the organlzation. In addition, a supporlive organizational culture,

~ proper job design, and an appropriate set of incentives and disincentives are esscatial to motivate
staff. Altrvistic motivations inay be nuriured among staff of voluntary organizations, but public.
organizations bave to rely on other fdctors: creéating a sense that the organization is special;

- designing jobs with increased autonomy and control; paying salaries as close to being adequate as
possible; and providing such iocentives as recognitiod and status, awards and public ;
acknowledgment, and training slots and observational tours.

5.26 Supervision, Good supervisiod of front-line staff is critical to program success,
Supervisots- ¢an provide periodic reinforcement of motivation and of knowledge and skills learned
through training, as well as assistance in applying these to program tasks and problems,

527 . Supervision has to be reasonably frequent. Increased contact with supervisors led
_community distribufors to be more effective in Nigeria and Guatemala and nurse-midwives to be
. more effective in Turkey.,” What is covered during supervisory visits is at least as important as

“their frequency. Logistical and clerical matiers cannot be ignored, but they can be simplified with
~inventory control forms and monitoring checklists in order to devote more attention to.

" improyemeit of staff performance, Observing and investigating fieldworker contacts also helps:
fieldworker performance in Bangladesh Improved when supervisors visited their clients more
 frequently.” To improve supervision requires an organizational commitment, proper
“recruitment and training, acd proper design of the supervisor’s task, defining specific
responsibilities and providing sufficient authority,

Ensuring _rélfable fogisti"cs _

5.28 Ensuring a reliable and efficient supply system for contraceptives and related
equipment is'a primary program task, but one generally poorly handled. A recent, detailed
review of logistics. systems in 18 Sub-Saharan African programs identified “manifest deficiencies
in virtually al) areas examined--forecasting, shipping, port of entry, warehousing, transportation,’
and -information system,”” Supply shortages contribute to contraceptive discontinuation and
user dissatisfaction,” damage morsle among staff, and coatribute to a poor program image,

"5.29 - Logistics systems are weak because of poor management and inadequate procedures.
- Appropriate stocks of contraceptives cannot be maintained at each point in the logistical chain
‘without good information about existing stocks and reasonable forecasts of future needs. Yet the
“total’ unavailability” of logistics information is common in half of 40 countries from all regions
that have been examined,”™ with only the Aslao countries doing a little betier. And forecasts in’
11 of 18 Sub-Sabaran African countries failed to take account of such relevant factors as the need
for reserves and lead times for dellveries.” Shortages are one result, but wastage also ocours at
otber points in the pipeline from oversupply, aggravated by improper storage, the failure to
*_dispense contraceptives in the proper order, and other procedural problems.

530 Trainiog, effective supervision, and technical assistance in logistics are clearly
needed, Guidelines for logistics systems®™ need to be absorbed and followed by logistics staff,
" and some training is also needed for all service delivery staff. At the same time, developing
- simplified proceduces may help, For instance, with incxperienced employees, a system with

- Prownsend (1994:55).

- TBerihant (19918:152).
“PUNFPA (19506:15),0 - |
CPKeler (1991:22),
“PUNFPA (19%06:3).

| L MCenters for Diseass Control (1985); Joha Snow fnc. (1990).
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goods penodlcally pushod” from a central warebouso to dehvory pomts Is easier to mauago than
a “pull” systom based on forecasts from oach pomt M o S -

531 . The development of an adoquate Ioglst:cs system should ot be postponed Not only
is conlraceptwo supply vital to programs "at all stages, but developing a good system early i5.
easler than reforming a haphazard, poorly deve!oPed system later.  Where Jogistics poses severe
problems, programs might consider postponing the provision of less demanded contraceptive -
methods, And programs might also cozmder the poss1b:hty of relymg on other networks for -
de.hvenng supplws . _ .

-Prowdmg control and adaptabzlzty

5. 32 : Eﬂ'ootwo programs are charactcnzed by the timely flow of essential iuformatwn
upward to managers to permit control and downward to staff to provide feedback, 'Good
information can be more effactive at improving performance than constant exhortation. Three -
major sources of program- -related information are the management information systein; program
' .evaluauons, o assess progcess and operauons research to test program Opﬂons.

533 - Momtorlng and feedback, The most successfui programs collect mformatuon on
ouly a few essential indicators. For Instance, in Indonesia monthly reports focus on three
indicators: mew acceptors by method used, types of services provided, and stock of supplies,
These reports are mailed to héadquarters, the information is processed quickly, and feedback is
given lo each administrative leve! within a month, with subordinate units ranked by performance
and classified by the Indicators. In geoeral basic indicators should include a measure of program
pecformance siich as number of conlraceptive users, volume of services provided, and resotrce
use. With fewer irdicators; record forms can be simplified, paperwork reduced, data accuraoy
improved, and analysis and dlssemmahon of results facmtated ;

5.34 Evnluatlon. Regular evaluation should be bullt into all program activities to provide
broad, reliable information on progress toward targets, -Major types of evaluation include surveys
~and formal program reviews. Surveys provide useful information about consumer demand for
contraceptives, perceptions of quality of provider care, and soctocuitucal factors that affect.

" contraceptive use. Sequential surveys yield valuable informatioa on varymg program coverage

. and attitudinal and behavioral changes, Periodic formal program review, both internal aed.
“external, is an essential part of sirategic plaonmg and results ln improved program ﬁuocuomng

535 At tho global level, useful evaluations of the state of the art in famlly planning have
included the National Research Council's review,¥ the Population Reporis series, and a recent
UNFPA assessment. # Besides reviewing research and dispensing. advice, future reviews such -
as these need to provide more concrete indicators of the actual status-of programs. Evaluations
of the impact of programs bave relied heavily on family planning effort’ scores collected
worldwide about every decade. These data need 10 be supp}emontod by other, objcctwc
indicators.

5.36 Operatious research. _App!ied_ resear¢h on p;ograms_-.co'mnionly c_alled. operations
reséarch—can be used in strategic ways to improve programs. Much operations resedrch on

"Geaves et al, (1987: 337)
"Green (1990).

“Rerahart (199 1a).

“Lapham and Sifimons (1987)
5Sadix (1991a).
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: dcvelopmg~country programs has alrcad)' becu doue, and in fact is the basss for many

* generalizations here. But three ¢lasses of vésearch remain critical. Pilot programs are néeded to
demonstrate the valldlty in pamcular countries. or cultiires of general principles and practices,

- Applied reseatch is needed to tailor inferventions to local ¢onditions, as with market research

connected with promotional campaigns {Chapter 7). Innovative research is needed to investigate

. mewly perceived problems and test new approaches, as wilh assessments of service quality

(Chapter 4).. Program managers need to be closely involved in operations research, specific plans

“for utilization should be develo;}ed at the start, and the resulting innovations need to be

introduced graduallyr '

6;.‘ The Pri'vate‘ Sector'in Family Planning

6.1 . ‘The private sector provides subslantial contraceptive coverage and has considerable
“potential in many countries for contﬂbutmg more to contraceptive use, with’ appropnate
govemmant supporl The sector 1s typically seen as mcludmg :

> nongovemmental orgamz.atlons bolh pnvate vquntary orgamzauons and various
 -donor-funded agencies, private universities, and contractors

» private praclitioners, clini¢s, and bospitals, including e.mployer-supponed services
> -commercml oullets for conlraccptwcs such as pharmacies and shops.

Private agencies may provide fac:!mes for delwcnng contraceptives, administer prdgrams, or
finance them themselves or from user charges. Many types of private-public collaboration are
possible and have not bccn fu!ly cxplm!ed ‘ ' C E

.Covemge and potermal

‘ 6 2 The prwate sector already provides considerable coulraceptwe coverage. More than
half of ali users rely on private outlets for family planning services in many countries of Latin
America and Africa. However, in Asla, where there are well-established government programs,
private outlets serve on’ly 20 pércent of all users (T'abie 6.1).

N 7% Vanauons in the share of the private sector in family planning have complex roots.
In some countries, private famliy planning associations and commercial retailers were well
established prior to the initiation of govammcnt programs. Government interest in staying at

arm's length. from’ family planmug led in some cases to subsidies for pnvate agencies. Method
preferences and the availability of facilities also partly determine the size of the sector. For
instance, in Mexico between 1982 and 1987, private-sector coverage dechined as use of the TUD
and female sterilization, avallable only in public facilitles, increased relative to use of the pill.”
Over the 1980s, the overal] share of the for -profit sector declined as sterilization rose in
popularity relative to temporary mcthods ' : :

.64 - Falmly planmng programs can beneﬁt from an cxpaumon of the private-secior role
becaise of the resources, flexibility, and efficiency of private agencies. In a particular country,
these resources may mciude facilities in remote areas and metworks of retail oullets. Tatangible
 resources such ag wellfestabllshed community-relations and the respect of local leaders and the

_“Seo,eg Gnllcnand Rmchart(i%ﬁ),SmdmmandHorn(l99|) ) B
L SRareit (1991). C S . S,

C ACeeg et ol (1951,
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Table 6.1,

Source of ccntraceptnon among USers of modern methods, 1985 90 :

_ Percant of users relying on out!et

Sources: Demographic and Health Survoys, plus Bangladaah Cantrucuptwo anelonce Survoy and
Honduras Epidemiciogy and Family Heslth Survsy.
Nots: Provatence is for modern methods only among marrlod woman of reproductiva aga " Outlsls are’
thosa reported rathar than the ultimste suppliers. Contraceptives 30ld by pﬁormacles, far instancs; may
have basn provided to tham by 8 voluntary organization. Percunlages may nat add up to 100 becsuge .
of other and unspecifisd 3ources, Unwenghted ragional means aso1088 ccumrles ars !n itatice ‘

as

_Mo'dem : . Volun: -
method . - Phar- - Private  tary
_ . _ preva-  Public  macies, = practi- organi-
Country Year lance - . ssctor  shops ~.tionsrs =zations
Sub-Saharan Africa 12 43 - - 15 11 18
Botswana 1988 3z 94 . 1 4 0
Camaroon 1981 -4 30 38 12 N
Ghana 1988 5 35 - 23 2 19
Keriya 1988 18 70 -1 15 - 12
Liberla 1986. 6 31 13 b 49
‘Nigeria 1990 4 37 28 17 g
~ Sénegal 1986 6 47 .. 5 38 N
Togo 1988 3 42 - 32 4 -8
Uganda 1988/89 2 49 3 10 36
Zimbabwe 1988 38 B3 2 2 s
North Africa 32 5 . 25 . 13 -0
Egypt 1988 35 24 83 20 .0
Moroceo 1987 21 61 g " 1
Tums1a 1988 40 77 14 . 8 0
Latin America/Canbbaan 37 40 79 23 15
Bofivia®™ 1889 12 34 9 54 1
Brazil 1986 56 28 48 23 i
Colombia 1990 55 . 25 23 . 1 32
Dominican Rep. 1586 47 42 4 44 T
Ecuadar 1987 36 42 6 3B 17
El Salvador 1985 44 78 8 4 13
Guatemala 1987 19 3z 7 18 40
. Honduras - -1987 33+ - 19 1B 30 B2 -
Mexico - 1987 45 ‘83 . 22 14 0
Paraguay 1980 - 24 19 . 48 19 10
- Peru 1986 23 54 2 31 2
Trinidad and Tobago 1987 44 38 37 9 16
Asia 38 4 8 0 2
Bangladash 1989 24 VA 18 3 - B
Indonesia 1991 . 50 76 2 .20 R
Sri Lanka 1987 40 85 3 . 2
Pakistan 1990/91 9 - B6 17 13 0
Thailand 1987 66 ' “82' : 7 7 1
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- populace are equally important, Though soine voluntary organizations may have shaky finances
* and quixotic leadership, and some companies may go out of business, by and large private
agencies maintain consistent progrands and are a continuing ‘comamunity presence. The flexibility
" of the private sector stems from freedom from political constraints and bureaucrati¢ ldyers and -

 tules and.allows private agencles t6 make program changes quickly, shift resources, and recruit
‘and rfetain bigh-quality staff. Fewer obstacles exist thaw in the public sector to expérimenting
with new approaches. Efficiency may oot be characteristic of every part of the private sector,

" buit at least sonie agencies can often be found that are more efficient than public services. A
bottoni-line orienlation in the for-profit sector, and the continual possibility of failure and
dissolution amdog all private agencies, helps ensure some tevel of efficiency. As a result,
stibsidies to the private sector can be more effective than public services in teducing fertility, s
has been demonstrated for Thailand.* S ' '

6.5 However, the private sector does depend on supportive government policies and, in
some respects, may require direct assistance, It needs a large subsidy if it i$ to service lower-
inicome consumets. Because thie potential profit from mass mwarketing of contraceptives is low,
the for-profit sector is unlikely to invest in the extensive adverlising and promotional activities
néeded to address barriers to wider contraceptive use and to ensure effective use.

6.6 ' Inereasing private-sector involvement can serve various objectives, among them -

» to initiate family planning services or services of specific types, ¢apitalizing mainly
on the sector's fiéxibility o B '

» 1o increase prevalence, reach various groups, and broaden options for users, :
capitalizing mainly on the sector’s resources :

» 1o save government and donor funds, capitalizing on the sector's efficiency and
ability to generate fuads, o . : '

Though there is some ovetlap, focusing on each objective permits discussion of different parts of
the private sector: on voluntary organizations for introducing services, on commercial sales and
private practitioners for broader coverage, and on private delivery optioas in general, but also on
financing options for saving public funds: '

Introducing family planning:

6.7 " In nearly all countries, organized family planning services have been initially
introduced by voluntary organizations. The most prominent of these in family planning are
affiliated with the Internatiopal Planned Parenthood Federation and have service delivery or
promotion as their prime objective, A varicty of other voluntary organizations are also involved,
often io smaller or more localized roles, o

- 6.8 ~  Certain risks are associated with reliance on voluntary organizations. Organizations
_ other thao family planning associations may be diverted by outside funding from their original
goals,® An organization may become too sensitive to donor wishes, ceasing to think for itself -
- about appropriale strategy and tactics. An organization may also undercut commaercial services,
just.as government services might do (Box 6.1). -And it may have limited capacity to expand,

lacking the, capital, the expertise, and perhaps even the motivation to reach beyond its current -
- clientele, - S o : '

- Mschuitz (1989).
. ®Brown and Korien (1989). -
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se!iLng oral contraccplives. slncc the m
mllllon invcsted In the Plauf Statc progr__

: USC!‘S ’

5. .

B 'contraceptlve usa either l’rom base
_ records i

6.9 Some limitations can be addressed through government subsidies-—not only fuads, but
also clinic and office space, persongel, contraceptive commoditics, supphes and free
broadcasting time. Collaborative veatures can also help to expand services. For instance, a
Peruvian voluntary organization opérated three after-hours family planning ¢linics in- Mm:slry of
Health facilities. After one year, family plannmg acceplors increased two 1o seven libies ovec
_baseline levels. The clinics were especially popular wnh men, who wer¢ uamll:ng to-attend
obstemcs and gyoecology clinics during regular hours *!

YForeit (1991). ' I
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6. 10~ When a voluntary orgamzat:on bas been in the vanguard ib introducing family
plam:uag, its long-term role in the ficld may eventually rcqusrc recousideration, Jn a fow
__coubtries, such as Colombia and Suriname, volunlary organizations have endured as major

- providers. More often, as family plaaning galns public acceptasce, government takeover of
organized private sérvices, or at Jeast intégration of private and public servicss, becomes

. increasingly attractive. A voluntary organization will thea have to carve a sPeciaI niche for itself,

- concentrating on 4 market segment it can serve most afficiently (such as adolescents) or focusing
“on such suppomve activities as promot:ou traumng, and innovatwe methods and approaches,

. Reachmg vanaus groups

6.1 anate agcnc:es can cons:dcrably extend the reach of pubhc con!raceptwc

dlstnbutlon networks. The broadest group they might afféct consists of all péople withia the

reach of media aod commercial outlets, éspecially where health facilities are few or ieffective,

~ Another broad group coasists of ¢urrent and polential customers of pnvatc health pracuuoncrs or.
facitities. 'In additich, other target groups réachable through private dgencies, discussed vot in

this secnon but elsewhere in this chapter, are clients 6f vquntary organizatiohs, company

employces and 1h6!1' dcpendents, and members of health lusurance plans.

6 12 Commercia! sales and sccml marketmg Worldmdc, one in five couples using
family planning obtains their method from a pharmacy. In addition to their accessibility,
pharmac:es and shops offér clicots conﬁdennahty, anonymity, free information, and prompt
* service.  Their major disadvantages are high prices and the sales staff’s lack of information abhout
~family planning; these can be alleviated by changes in government regulations, special training -
- programs, and pro\nsnon of subsadtzed commodme.s through social marketing programs.

6.13 Socnal.markeung uses cowmerc:al channels apd techniques such as market research
. and advertising in distdbuting partly subsidized contraceptives. Sponsoring local agencies may be
" -commercial distributors and manufacturers or nonprofit agencies such as the family planning
association. Condoms, pills; and spermicides are sold, and a few programs also include 1UDs
and injectables, Social marketing programs operate in about 30 countries, selling enough
- contraceptives to profect at least eight million couples a Yyear. They typlcally reach 5-15 percent
-of reproductive-age couples, - More extensive programs in Bangladesh, Colombia, and Egypt
- serve more than 30 percent of current users of all methods, % Pharmaciés are the major such
- outlet, but small convenience shops can also be used, and even market traders hava been used
eﬁ’e:ctivcly in Ghana, N:gena, and Peru,®

6._14 . Care must be takcn to ensure that social marketing programs draw as few customers
away from commercial products as possible, New users combined with those drawn away from
- more h@a‘_v_i_ly__subsidlzed products exceeded those drawn away from full-price products in five of
‘six countries.™ However, whether the new users would have adopted conlraccpuou anyway is
dufﬁcult to determme '

6.15 . Pr:vnte prabtitloners; Private, for-profit provide,rs enjoy considerable cradibility,

- but they- generally charge h:gh fees to a limited elientele.  Government could encourage private-

sector prowders by removmg reslncuons on their selling contraceptives {see Table 8.1},

. promoling. private prov:smu of contraception through the mass media, and permitting government
_ emp1oyae-s to prowdc services lo private patlents afler rcgular workmg hours. To supp!cmeut

- PSherris of al. {|9ss soo)
- PBerteand (1991),
' "L&ndc md Geller (1991)
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efforts to reach low-income rirral residents, various programs have trained traditiooal peactitioners. -
and allowed them to sell contraceptives and provide referrals to service sites, The Blue Circle -
campaign. in Indonesia is a leading example of encouraging contraceptive supply by private . -
practitioners. through government teaining and active promoticd of them through the mediaas -
nigh-quality providers, = - . T C AP :

Saving public funds

6.16 - Greater reliance on the private sector saves public fuods io the extent that private
delivery systems are more efficient or that private finance covers some costs.

6,17 - Efficiency, For-profit tiealth services are generally nin more efficiently than
government services.” Volunta ofganizations also have the reputation of using mooncy more -
efficiently than the public sector.™ For instance, an analysis of five Peruvian voluntagy

organizations found that they were able to deliver services at a considerably lower cost than the

public sector:(an TUD insertion cost US$4, compared with US$12 in public facilities), despite the
voluntary organizations’ high administrative costs; averaging 35 percent of fixed costs.” L
Nevertheless, many volunfary organizations lack adequate informdtion on- their operationalcosts,
are ignorant of the true costs of delivering services, and develop hapbazard pricing schemes. .

6.18 ‘ Private financing. In addition to the resources of their own that voluntary
organizations put into family planning, some users ¢an aad probably should pay moré for
‘contraceptives; insurance can be used to cover some Costs; and companies may find it in their
interest to subsidize family planniog. ' B P -

.6.19 ‘Various groups can afford to pay for contraceptives, particulacly where high demaod
has brought down the commercial price. In Thailand in 1987, for instance, 57 perceat of urban -
wonien with secondary or higher education relied on public sources for contraception, and could -
probably dfford to pay some amount for it. Encouraging them to rely on commercial sources and
private praclitioners would reduce public costs. User charges in programs that serve those able
1o pay are also desirable. Charges help convince clicats of the value of a service, and schemes
can be devised to waive charges for those who cannot pay, The rationale for user charges ‘should
be understandable 1o clients, the charges should be reasonable and linked to quality, and some of
the revenue needs to be kept at the facility to provide an incentive for better performance. - -
Changes in user charges should be gradual, predictable, and occastonally dowaward, since price
decreases stimulate contraceptive adoption, T

6.20 Health insurance, health maintenance organizations, social security services, and
employer-supported programs cover 5-15 percent of the population of the developing world
outside China. In Latin America, social insurance covers 60 percent of the population, 1f '
insurance and prepaid plans consistently covered family planning—as they do in‘a number of
cases in Latin America-—the savings in unneeded maternal and child health services could
outweigh the costs 1o the programs. S A :

6.21 Employment-based services have the potential ta reach an estimated 15 to 25 percent
of thie work force in the developing world, excluding China.®* Employer-supported family.
planning programs exist in more than 20 countcies, o industries ranging from tea estates to steeh -

Y ewis and Kenney (1988).
®USAID (1986).

PRoreit (1991).

*Rinchart ¢t al. {1987:924).
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“mills. - For ¢corapanies that provide non-wage benefits to employees, the cost of introducing family
planning. services. may be offset by reduced spending on benefils; For instance, a study of a
 Peruvian ‘mining company found that it paid US$4,000 per child for medijcal care, bousing, and
schooling. Raising contraceplive prevalence from 35 072 percent was consldered feasible with a
company-based program, which was projected to generate a positive cash flow by the third '
year.” ‘The more successful projects are found in companies that bave mors than 5,000
etuployees, pay extensive benefits, and provide benefits to workers’ dependents, Industries with
- these characteristics includé mines, plantations, and lacge-scale manufacturing plants. -

Encaufdgin’g‘ the private sector

622 . - To encourage growth in il private sector, governmients shiould take four types of
- gctions: : S : T ' S
s in_c’qi-po_ralé‘ consideration of the sector §nlo strategic planning
» reform Jaws and: tegulations,. including medical restrictions
'» promote family planning . - -
». . provide fioancial and technical assistance.
623~ Sirategic planning. 'G,o'i.retrnmcr_it planners need o ensure that the actual and

potential contributions of private agencies are taken into accounl in planniag the public program, -
so that user subsidles do not updércut private providers. Government and private programs need
to excharige information on current and planned activities, including service outlets and the
method mix each provides. Planners need to appreciate the obstacles private agencies face, the

- incentives they require, and the amounts customers are willing to pay. They could then consider

I3

~ how the private and public sectors can complerment each other, for instance, through targeting
different clients, R ) :

) I & s . .
6.24 Reform. of laws and regulations. In most ¢ountries, nol only private but also public
programs are hampered by various regufations, including those that make some methods illegal, -
restrict their disteibution, and impose various impractical or inconvenient requirements on
potential users. Although some regulation is necessary fo curb abuses; many restrictions—often
not directed primarily at contraception—instead drive up the cost of family plaaning, limit the

* client’s choice of method, and are likely to discourage:some clients altogether. Many regulations
~.are not directed solely at conteaception, but may still inhibit the private providers. Key policies
" peeding review'™ include e ' -

import dutles on family planning supplies .
- foreign exchange controls that raise contraceptive prices
- tax policies, such as value-added taxes that inhibit local packaging
price controls that drive suppliets out of the market :
" advertising réstrictions on contraception . '

* a4 *

 cerlification requirements and restrictions on private medical practice

. drug regulatory procedures that unnecessarily delay approval _

' prescription fequirements that limit over-the-counter sales and paramedic provision
of contraceplives. ' R ' '

‘TYYTYTYYTVTY

' 625 - . Family plarining promotion, - Governfents should bear substantial responsibility for
promoting family planning, cither leading the ¢ffort oc cooperating with the private sector (see

L PRoreit (1991)
. ®Kenney (1990).
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Chap(cr 7. Gweu pubhc sensulvmes if ot actual !egal restncnons, for-pmﬁ: ﬁrms are unllkely -
~ 1o undertake advertising campalgns for famlly planmng in‘general or for specific contraceplives

because the risks - would be dispropartionate to- the limited bensfits they could capture; - Voluntary - . |

o organizations mlght be willing to fill this role, because of the high priority they place on public
educanon, but may not have the fupds to support rcse.arch matcnals productiou, aod advemsmg

6.26 . .- Financla} and technical asslstance. A vancly of forms of direct support for the N
‘ :puvate- sectoc are posmble, including funding and techaical assistance 46 voluntaty organizations
and. pnvatc providers; access fo capital for clinical facilities; tax’ breaks to employers; voluntary’
‘organizations; and health insurance schemes that cover family planning; and sharidg of undeciised
‘public facilities. Governmenis could also assist privats sgencies 10 lmpwve their management.
“and technical skills, conduct research on the cost-effectiveness of yarious dehvery systenis, and
institute pilot pro_;ccts o sumulate ‘private-sector cxpansaon. ' : '

7. Family' Pl_amﬁng Prom‘o_t_ibn

7.1 Promotional activities (also referred to as information-education-communication, or
TEC) aie an integral. part of family planning services. Like any new product, contraceptives have

o be broughl to the attention of potential users, made attractive, and shown to be safe, This

-~ effort is essentially educational—aimed at producing satisfied and effective users willing to
encourage others—but has to.be accomplished with all the skills and techmqucs of modern public
-relations and advcmsmg, sa that family planning messages resonate in the public: consctousuess

7.2 ’I‘hc variety of objectwes to be served by pmmouonal acuwucs is reﬂectcd in the
audiences lo be reached:  potential users (female and male), their partners, and family. members _
~and others who may influence them; sexually active unmartied people, including adolesceats;
current contraceplive users, to provide information about effective use and eicourage them to
seek further advice; policymakers and oplmou leaders; and the general public, to encourage
people 1o see contraception as a normal activity and fam:iy-s:z;hmﬂatmn as normative behavior.

73 Promotional activities bave varied wid¢ljf in effectiveness. A recent review of 248
population communication and education projects in East and Southern Africa ideatified many
weaknesses, including ill-defined audiences, weak audience research, vague, hard-to-measure
objectives, poorly designed messages, lack of pretesting, and inadequate pro;ecl ‘evaluation.
Nearly one in four staff members working in family plaumng and communication had po-training
in either field.™® Without sophisticated technical- assistance, communicalion programs

elsewhere are likely to share some of these shortcomings.

7.4 Improvement will not be possible without 2 clear understanding of the sgeclﬁc '

' purpose.s served by promotional activities and a consequent integration of these activities into a
program’s steategic plan. The overall quahty of promotional efforts also needs (0 be improved,
This chapter considers what promotional activities can achieve, bow !hcy should be designed fo
be effective, and how their costs can be covered. -

Effects of promotional activities

7.5 ~ Both interpersonal channels and the mass media can be effective tools in changing
attitudes and behavior related to family planning. They should be seen as complementary, not -

¥ gohnston {1950).
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comipetitive,  Whereas thé mass media provide information quickly and repeatedly to large  °
‘audiences, intérpersonal commupication addresses individual concetns, gives immediate feedback,
* and leads to more in-depth understanding: o o '
7.6 Tnterpersonal commuileation, Face-to-face communication can be enormously
powerful and uniquely persuasive, “Because interpersonal communication- is two-way, it furnishes
instant feedback and respouds to people’s individual concerns, questions, and needs,'” One
~ important inferpersonal channel is community influentials (as doted in Chapter 5). Two other
interpersonal chansels: that merit wider use are peer discissions and satisfied users.

7.7 . Peer-motivators—volunteers who are trained to provide information and

" contraceplives to people with similar backgrounds—have been effective in many countries. In
Barbados and Mexico, worker-voluntéers served more people than did nurses In factory:
‘clinics,'® ' Tn a textile factory in Turkey, female union shop stewards were as effective as

health professionals jn motivating women to use contraception.'® -Pesr counselors are used in
mény couniries to reach young people, In Kenya, peer colinselors visit young mothers at home to
discuss breastfeeding and infant pulrition, as well as family planning." : ' '
- 78 . Counselors who are also satisfied users of family planning methods are especially
influential: . A siudy in Colombia found that satisfied users played an important role ip men's
declsions to aceept vaseclomy. Nearly two-thirds of the vasectomy adoplers knew at least one
other person who had had a vasectomy.'® E '

7.9 . Mass media, Reasonable evidence that the mass media can be used not only to
. créate awarenéss but also to influence individual contraceptive behavior has emerged only in the
last few years. Since access to the mass media.is growing so.rapidly in developing countries,
~ this evidence has major implications. An imporiant additional finding, from recent national
survéys in 22 developing couniries, is that at lcast two-thirds ‘of respondents approve of family.
planning information on radio and felevision, Much greater use of the mass media is warranted.

7.10 - The évidence about the impact of the media comes from a variety of studies, For
instance, following an intensive three:month mass media campaign in Turkey, awareness of .
family planning increased from 69 percent of married women of reproductive age to 86 percent;
63 percent of the women surveyed 5aid they had discussed family planning with their spouses as a
result of the campaign; and medern contraceptive use increased from 39 to-42 percent. As

- another example, in- Anambra State, Nigeria, an average of 55 percent of new family planning
clients cited a television variety show and spot advertisements as their source of referral.'™

Even vasectomy, a largely uniderexploited method, can be effectively promoted in the media.
Aggressive use of felevision, radio, magazine advertisements; and other media contributed to a
1986 vasectomy prevalence rate in S3o Paulo, Brazil, that was 12 times the rate in Rio de

Janeiro, the second largest city.'”
Designing effective promotion campaigns

7.11 - Effective communication programs bave four characteristics: they are long-term,

Wpiatrow et al. (1990b:4).
< 18T ownsend (1988),

- MWHO (1986).

AGEpIA (1984).

< Mernon ot al. (1921).
“9pistrow & al. (1990a).
C1arruda et all (1987). :
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- résponsive to the audience and the gnvironment, coordinated among channels and with secvices,
“ and based oo quality materials, o : R R L

7.12  Loog-term.programs produce and maintain new behaviors by reaching people .
repeatedly with carefully designed messages through a vaciety of media over a period of years,
Long-term communication -strategies involve progressive phases, In- each phase the messages and
" chiannels are adjusted to address the audience’s changing veeds as their health knowledge, L
attitudes, and behavior chiange,'” For instance, the first phase might-focus on intredsing public
‘approval for family planning. Subsequent phases might direct people to service points, address
misinformation about contraceptive methods, or reinforce correct method use.

7.13 - In each phase, a communication campaign should be responsive in addressing # felt
need or problem in the community and obtaining continual feedback from the intended audignce,
Research forims a key part of this process of problem Identification, audience analysis, materials <
testing, mouitoring of program outputs and audience reactions; and evaluation of program impact;
Pretesting materials can liave the added benefit of allaying the fears of policymakers that the -
“public will react negatively to promotion of family planning. A T S

.1.14 . - Campaigns inay involve multiple channels, agencics, and appeals, requiring - _
coordination among these, as well as with the delivery of sérvices. ‘In the absence of promotion, .
services may be perceived as substandard, ' The ‘influx of clients generated by promotional -
activities energlzes clinic, staff to strive for high-quality services, lends legitimacy, and inspires.
client confidence. On the othier hand, promotional activities that are not backed up by readily -

‘available services can destroy the program’s eredibility.

7.15 Family planaing messages in the media must be designed to compete with
sophisticated commercial programs and advertisements.'® - High-qualily malecials are worth the -
“extra fime and money, since they are likely to have considerably moce impact than low-budget
efforts. In addition, broadcasters and editors are more likely to use quality matecials for free or
- at a reduced cost. Corporate sponsors-and other donors may be more willing to associate
themselves with professionatly produced materials than with' amateurish-looking items.,

7.16 In addition 1o the physical appearance of matedals, another aspect of quality is the
ability to attract and hold the audience’s altention. ~Appropriate, interesting content is esseatial.
Communication specialists increasingly. recognize the power of entertainment. to convey .~
educational messages. This approach, known as “enter-educate,” has been effective In delivering
a variety of social messages in diverse seftings. Entertainment media such as songs, soap operas,
comic books, and films reach a wide audience, hold the audience’s attention, evoke strong
emotional responses, and provide role models for behavior change.

Costs and ﬁmzﬁc'ing of promofion

7.17 Mass media campaigns involve substantial up-front costs but can be highly cost-
effective because they reach large numbers of people gquickly and repeatedly. Even costly media
such as television can be Justified in terms of their reach and impact. Fov instance, a 30-second
television spot aired during prime time may reach more people and generate- more public. -
discussion than a full-page ad in an obscure magazine or 30 village meatings. - '

.18 Saveral family plénnlng programs ﬁ:ive'm_oﬁntud intensive mass'medi_a campaigns ata’

1%piotrow et al. {(1590b:48).
“piotrow et &l, (1990b:32).
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Jow: cost per person reached. For jostance, in Nigeria promotion of two songs cost just Us$0,02
~ per person reached, In Turkey, a thres-morith. multimedia campaign. reached an estimated 6.6

“million women of childbearing age at a cost of US$0.04 per woman. The cost per new acceptor
" of a modert contraceptive method was US$0.97,1 '

7.19 . ‘Top-quality, entertaining materials such as songs, films, television shows and contic
books can generate ¢orporate sponsorship, free alr time, and product sales, especially if they

- involve celebrities, . Examples of corporate support include several companies in Ghara that
sponsor banners for. family planning ralliés and corporations in Indonesia that sponsor biliboards
with family planning messages, A music project in the Philippines, developed at'a cost of
Us$250,000, received corporate donations worth US$55,000 and more than US$1 million in free
radio and television air time,'? - .~ s '

7.30. - To minimize costs and ensure effective dissemination of their messages, family
‘planning agencies need to work élosely with' broadcasters, editors, and other media decision
makers. " Inserting family planning information into ongoing programs and publications ensures
that it reaches wide audieaces, including those who may have had little exposure to such .
information. I : o : - :

8. Government and Donor Roles -

8.1 Policymakers and dondrs.v?ill play critical roles in the further development of family
_planning, &s they have in the past. This chapler first reviews appropriate program directions as
laid out in previous chapters and then discusses the roles of govermments and donors.

1

~ Program directions

8.2 - A'long menu of suggestions for making family plaaning programs more effective
emerges from the previous chapters. - Programs should expand method choice, strengthea
cottnseling, assess and improve client relations, reorient programs to deal with other client needs,
measire quality, nurture political support, involve communities, provide community-based

 distributors, improve supervision, strénigthen logistics, apply operations research, provide - -
assistance to voluntary organizations, utilize social marketing, revise regulations that limit the
private sector, test other ways of involving the private sector, raise user charges, integrate
promotional activities into programs, and improve media materials, This list is not complete, and
it fails to mention any of the specific approaches or téchniques that might be useful.

83 For an individual program, selections from this menu might be worth considering in
the context of strategic planning. Programs need 1o take into account so many factors distinctive
to their own situations—organizational, historical, political, cultural, and economic—that only a

- planning exercise unique to a specific program at a particular time is likely o provide satisfactory
choices. : . - ' : L o

8.4 - Fof p’rogra_m$ as a group, the most significant areas of weakness covered in the

preceding chaplers are two.

‘e First, the services clients receive are inadequate. They get oo few method

S g i, (1990),
o MRimon (1988), -
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-chomcs, loo little counselmg, aud an insufﬁclent range of Opnons for obtammg semce

Additional resources will undoubtediy be fieeded to deal with thesé limitations, bt the retuzm
could be h:gh with regard to aﬂractmg new chents and ¢ encouragmg more conlmu:ty in’

_ contraceptwe wse,

& Second, the support f‘ront-line S receive Is madequate ’I'hey are poorly
supemsed aod the logistics chain does not provide them with the essential producis they need,
The limitatiods have little to do with the availabllity of supplies or facilities. They have much

‘ore to do with the way systems are organized and péople are trained or not trained. Programs

have to be fuadamentally onentcd 1o providing support for front line staﬁ’

8.5 _ The revze.w also suggests hvo broad areas of s:gmﬁcant oppotfumty for programs

0' First, options for involvlng the private Sector, bcth the nonpreﬁt and the for-

"proﬁt' segmenls, have multiplied. - National programs need to be actively-engaged in working

" with the privale seclor and should sezk to exl¢nd the most promlsmg fortns of co!laborahon

e Second techniqum for reachmg potentlal chents through the media have o

L tmproved but have not been fully exploited. Some programs have made effective use of med:a_‘ :

appesls, in conjunction with interpersonal meaas of reaching people As programs focus on

" broader populatmns they will have to become more sophisticated in using the media,

Govemmem palzczes

8.6 © Appropriate govemment policies in several areas.are needed if the main weaknasses

are to be addressed and opportunitiés exploited. Policies. are: sngmﬁcanf in three main ways, |

w  They may or may not prowdc supporl for family planmng
v The regulations that are their expression may help ot hinder the conducl of prcgrams.
r They may ot may not favor sacial and econonic development .

8.7 -Strong political support is cnucal for program success, though by ltself it is not
enough. It needs to be translated into adequate resources and budgets; if. governments that are
not doing so comumitted as little as 0.5 parcedt of theic budgets to population programs, a

“considerable expansion in services would be possible, Governments in 125 developing countries
- provide support for contraception in 1989, for demographic and health and human rights reasons -

and as part of poverty alleviation,  This is twice the number that 'exp'ress.comiem about
populatlon growth or support fertility reduction. However, depth of support is hard 1o measure,
and is probably quite variable. And 16 of the 131 countries r¢spondmg to a U.N, queshonnalra
still provide no suppon for famlly planmng

88 . Laws and regu}atxons can have symboilc value in. remforcmg nanonal commument to -
family planning, More important, a variety of regulations affect the availablhty, distribution, and -
advertising of contraceptive methods and abortion, limiting. the potential of private-sector -
programs (Chapter 6) and also affecting public programs (Table 8, 1) Import licenses for .
contraceptives are requiced in the majority of countries in eachi region except Sub- Saharan Afnca
and import duties imposed in 40 percent of countries. These duli¢s can be high. In Colombra '
57 percent duties were imposed on all the cootmceplwes mnpoded by Prot'amuha, the main
prov:der, in 1987, .

M Ross et al. (1938),
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Table 8. 1. Percentage of devalopmg countries imposing fimitations
- oh ths sale and use of contraceptlon and abortion, by region

- Middle
' : Sub‘ East/ Latin
Al Saharan.  North . America/

Limitation- . . . régions Africa_  Africa  Caribbean. Asia
Import license fequired. - 68 36 100 79 83 .
import duties imposed 38 29 33. 5% 40
Phys:czan tequired for: - o o
Pitl _ o - 34 20 50 h I 42 -
[[¥]5 TR : 62 42 - 67 - 80 ~ b8
‘Female. sterilization : 80 7 a0 T 86 77
‘Male sterilization ; 77N 67 90 .- 73
- Female. sterihzanon L _ :
‘liagal . 8 22 14 0 0
Needs spouse approvai" 71 B9 80 57 85
Legat conditions for abortion: c - ' .
‘Only ta save mother’s life* " 5O 54 44 58 36
“For hfefhealth only - .. .86 - . 92 87 a7 68
(Nu‘mber of. coUntries‘} - {45] LU {5) {13) {12).

Source' Roas ot al, I1988 38—-41 70 87 127i Henshaw (19806;:77).

*Restrictions on mals sterilization also oxist, but are somewhat less wrdssproed

*Other requiremsnts may also be imposed, such as minimum sges and minimum paritiss, {in
Loagtho, tha minimum numbor of ch:ldrnn for stenl‘zauon is 12, axcept after two cassarean
“sections.}

‘In some cases; abortion mav nlso bo lagal in cases of raps, mcost, of ganetic defect.

#Each parceantags may be based on a diffarent number of countrisas, The modc ts given, The
abomon dats tend 1o 'cover twice as many countriss & the moda

3.9 K Many govemmcnts also hmlt access to fcmllty regulatxon procedures by restricting
“who can prescribe coptraceptives or perform procedures, though these regulations are not always
“eéiiforced,  Studies bave shown that fam(iy planning fieldworkers can safely distribute pills, and

properly trained paramcdscs can safely insert IUDs and perform sterilizations, Neveﬂheless, only

physicians are allowed to prescribe pills in a third of countries, to insert IUDs in 60 percent of

© countries, and to perform sterilizations in 80 percent of countries.. In addition, a few countries

~ have lcgrslaﬂon that complétely prohibits sterilization, and 70 percent of all countries requare. the .
spoiise’s approval. ‘Abortion is legally restricted in most developing coutries to situations in

: which the woman's hfc or health is cndangered effectively endangering the lives ‘of many more,

8. 10 B When govcmments ‘are suéesssful in promoung social and ecopomic development,
contraceptive use increases more rapidly and fertility falls faster, Chapter 2 illustrates the
“contribution that expanding fedisle education makes to increases in contraceplive prevalence. A
* number of possible policles and progranis to promote female education bave been effective where
; they have been tried, such as.culturally appropriate facilities, special scholarships, fiexible and

- convenient schedules, -assistance to relieve older siblings of childeare responsibilities, programs to
‘delay pregnancy and imartiage, and measures to counteract wage and’ employment

. diserimination. ! A judicious selection of sich. policies could have a direct effect on the status

s 'of women and aiso contnbut¢ to fcmhty de:clme.. Devclopmcnt in other aceas is also nmportant,

© MBeltew and King (1991).
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such as improvements in health and the reduction of mo'rtal_ity.‘_"”
Dortor assistarice

8.11 “The mechanisms for donor assistance in family plaoning will be described, the |
current and future adequacy of dogor financing wi!l_ be copsidefed, -and the problems of donor

. coordination will be addressed,
8.12 Donor couitites and ngencles. Most donor assistance in po_pli'latio.ri comes from 18
¢ountries, with ten of these providing 96 percent of the funds. In the order of their 1990
contributions, these tén were the U.S., Japan, Norway, Germany, Can_a_da,: Sweden, the Ugited

Kingdom, the Netlierlands, Finland, and Deamark," ; . Y
ST s AL -7;_5:7;,-;3»9);;_ ! SU MWEPA g
8.13 About a third of this p{')pul_‘atio‘:{ assistance is provided diréctly 1o recipient countnes,

with one agency, the U.S. Ageacy for Inteimational Development (USAID), providing three-
quartecs of sich bilaterdl assistance. - About a third .of population. assistance flows through

multilateral channels; mainly the United Nations Popuiation Fund (UNFPA). The femaining _tj)_in;d.

__goes through nopgovernmental organizations, chiel among them the International Planned
“Paianthood Federation (IPPF), a 40-year-old confederation now inciuding 150 national family
planniog associations, - Additional agsistance provided by-the-World-Bank (in_the form of loans,
. __often at copcessional rates,. rather_than grants) is somewhat less than the amount of direct bilateral
population assistance. The United Nations also provides a small amount of additional assistance
out of funds oot earmarked for population, and intemational nongovernmental organizations
_provide the last small amount, S A

8.14 _Fach of the bilateral and multilateral agencies has particular strengths and
weaknesses," and specific agencies can, in appropriate circumstances, largely complement

each oth&t, Staffs in the area of population vary in size and expertise.«For bilateral-donors, ...
staffs are quite limited with the notable exception of USAID ywhich can in addition draw oo a

.............. =0 T

large network of U.S. -Based contractors, including nonprofit agencies, universities, and .
companies. Field staff in particular are more limited for some donors, leading to more of an
arm’s-length . approach to implementing projects. . The political. constraints affecting agencies
vary, meaning that particular donors are present in some settings and not others and lean toward

He U
\/
,"/;r{? {

specific approaches or activities, The effect of fewer such conisteaints is appareat in the history -

_of IPPF, which_has been able to take risks. It pioneered work on commusity-based distribution; -

some new contraceplive methods, and women's reproductive health and continues to research
abortion and stress postabortion family planning counséling. The agencies-also vary in the
breadth of their population interests, from a narrow concern with family plaoning to broader
interests in such areas as censuses and migration, '

8.15 . - The adequacy of donor financing, Donor financing can be looked at in the
aggregate, with reference to specific countries and regions, and with reference to specific .
program functions. Adequacy has often been a matter of the quality of assistance, but the
quantity is now increasingly problematic, o : o

8.16 In the aggregate, the assistance available-probably exceeded the absorptive capacity
of developing-country governmeats in the 1960s and 1970s and roughly matched the demand in |
* the 1980s. The amounts available have risen slightly in constant terms but hardly at all in per

"8irdsall and Griftin (1988).
UUNFPA (1992).
"Bradford. and Sinding (1991). .
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capua terms f‘or the rec:paent countries (Cbaplcr 3) Prospects for the 1990¢ and the early part of _

" thé next century are-uncertain, and.trends do not allow optimism. On the demand side,

~$ubstantially larger cohorts coming along ‘will require a growing volume of services (Chapter 1).
Many country programs, especially in Sub-Saharan Africa, are new and will need subslantial
‘fupding as they expand. New programs are coning along faster thap mature programs are
graduating, as.ihe latter face continuing problems of edsuring suppliss for their latge numbers of
users and of tedching the poorest and the most disadvantaged segments of the populauon On the
supply side, about half of the ten leading donors.are enthusiastic about increasing population '
‘assistance. Whether increases will actually malérialize is uncertain, given internal political
pressures dud the overwhelmmg requiremeits. for aid for other purposés. Since total population

: expendnmres will have 16 grow 4.6 percent a year over this decads to keep pace with the need,
: the uncertamly of future donor ﬁuancmg needs to be confronted.

8. 17 : Asia h: has recewed Jhe,largest partof populahon asmstance v far, because of its large
population Hnd receptive governments. Aid for Sub-Safizran-Africa” lias- grown rapidly, however;
beétwesn 1982 and 1990, its share more than-doubled, feaching 25 percent.  Assistance for the
Middle East and North Afriea is only™@ pcgepl)of the total,. pmb y madequate, but politically .
these couniries have been mostly unreceptive."* Region by region, some couatries have
.received quite substantial amounts.of aid. Bangladesh,. Brazil, Indonesia, Kenya, Mexico, and

© Thailand have brought down fertility with this assistance, in particelar cases afler considerable

delays. Egypt and Pakistan have 5o far shown little progress. A variety of other countries, such -
as Algeria, Viet Nam, Zaire, Burundi, and Yemen, badly need assistance but are not receiving
“enough. Through most of the:1980s, ‘the fitst three of these countries réceived less than US30.10 -
per capita each year in population assistance. The last two received somewhat more, but they are
smaller countnes, and programs cons:slem!y cost more per capita in smaller countries,

8.18 By function donor support is probably adequate overall in some areas, less than
adequate inothers, Suppor! goes heavily for delivery.- systemskbut their recurrent costs are stil
often difficult 1o meet.. Covering the costs of commoditiss i is an eme.rgmg problem. USAID bas
been the main buyer and distributor of comniodities for years, but is increasingly seeking an
enhanced role on the part of other agencies with this function. Some shortages are apparent,
es,pcclally of condoms and prospectively of newer. injectables. and implants, Contraceptwe

© research s seriously underfunded. Given the withdrawal of international drug companies from

research, only a handful of places do any work in this area. On the other hand, substantial

~ amoutits have been pooely speat on madequately conceptualized and- unevalua(ed educational and

promotmnal acuvmes, instead of more prom:smg marketing approaches.

8 19 G:vcu posmblc resource shoﬂfalls, donors could usafu[ly becomc mcrcasmgiy
selective with their support. - Belter means of assessing. prOJect impact wouid belp maximize the
gain from donor investments, A strong emphasis oo project sustainability—on projects that can
demonstratc effectiveness, are well integrated into adminisprative structures, and obiain substantial
focal fund:ng”" would help ensure long-lasting impac/»\ focus on critical elements for '
program success would help rationalize expenditures; mosg such elements that were noted above
are the quality of services, field stperyision; contraceptive logistics, and sophisticated
promotional campaigas. M&ct;ve .approache uch as social.markeling, need emphasis and
 greater development, 5o thai quality is nol $a¢F ﬁ&'é'd Support /for greater involvement of the
j:vnvatc sec(or could cventuaily pay dividsods:- [ncreasm*g'ly also in more mature Prograis,
government services need to be targeted to thosc in. need and more emphasis placed on other
programs on: cost recovcry . .

“'UNFPA (:992)

' “’Bosscrt (1990)
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3.20° Ponor coordination, - Donor cosrdination has generally been better at fhe country
‘level than at headquarters fevel.. Donors funding specific projects are_often able to work together
in the fleld. Coordination depends heavily on the host government's capacity. to manage the -~
donors, ' Somé countries, such-as Thaitand-an Indopesia, have dore well in this process, but
others have pot assigned adequate, trained sf,:;;lr} the full-time task of coordinating external
assistance, -Coordination problems can also arise, al the countey level; when donors themselves
have inadequate field staff 61 cannot make decisions on the grourd, - At the global level, the

' as tasks ace less speeific, and each organization has its
own mandate and preoccupations. Consistent messages and advice from donors and compatible
 forms and requirements would simplify the burden on many ‘redipients; but require much effort to
dchieve, o ' o . o : ' :

8.21 _' - Strengthening caordination, and ‘opt:iﬁﬁzi‘ng donot contributions :gene:ally,- requires
impravement in both the quantity aind quality of population staff. ‘More adequate staffing would
mean that donor resources would be better spent. ' R :

Population, Health, and Nutrition D[visio}:/ / '
Population and Human Resources Department -
“The World Bank .~ ' -

Aprit 20, 1992
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