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Family Planning Programs in 2004: New Assessments
Ina Changing Environment

CONTEXT: Periodic assessments between 1972 and 1999 found consistent increases in the intensity and types of effort
exerted by national family planning programs in developing countries. An updated evaluation was needed to exam-
ine whether these trends have been affected by recent changes in the family planning environment, such as decentral-
ization, the HIV/AIDS pandemic and funding reductions.

METHODS: In 2004, informants in 82 developing countries completed a questionnaire that assessed 30 dimensions of
program effort and included several new scales to explore current issues. Selected results were compared with findings

from prior rounds of the study.

of interest.

Aneed to measure the strength of national family planning
programs emerged around 1970. Controversies had arisen
regarding the effectiveness of these programs, in particu-
lar whether they made a contribution to fertility decline be-
yond that produced by economic development and social
changes. Advocates argued that fertility decline would be
hastened if modern contraceptive methods were introduced
to populations in combination with intensive public edu-
cation campaigns; together, supporters contended, these
initiatives would create a new behavioral environment and
legitimize the new practices. However, critics doubted that
the programs did more than merely provide contraceptives
to people who would have used them anyway.!

One way to examine these issues was to devise a mea-
sure of the strength, or inputs, of national family planning
programs, independent of their effects, that could be used
in statistical analyses to relate both program effects and so-
cioeconomic effects to rates of contraceptive use and fer-
tility. The first separate, independent measures of program
effort, published in 1972, were devised by Lapham and
Mauldin, who compiled and analyzed data on a variety of
program measures.>> They conducted a new analysis in
1982, this time using data from a 125-item questionnaire
that was sent to informants in each country; additional cy-
cles of the survey were conducted in 1989,6 1994,7 19998

RESULTS: Family planning effort increased between 1999 and 2004, both globally and within regions. When the data
were weighted by country population size, effort declined slightly overall but increased in four of six regions. Countries
with low initial scores improved more than those with high initial scores. Contraceptive access varied by region and
was lowest in Sub-Saharan Africa. The strongest justifications for programs were improving maternal and child health
and preventing unwanted births. Changes in funding were often judged to have had negative effects on programs.
Unmarried youth and women receiving postabortion care received the least emphasis among special populations

CONCLUSIONS: Although average program effort scores have risen again, increases in effort, funding and access to
contraceptive methods are still needed in many countries, especially in rural areas and among the poor. More empha-
sis should be placed on providing postpartum and postabortion family planning services.
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and, with modifications, 2004. In these studies, ratings were
produced for 30 program features and summed to provide
a single score for overall effort. Data from this 32-year span
stand as the only source for tracing changes in the nature
and strength of family planning programs. This article pre-
sents the first analysis of results from the 2004 cycle.

BACKGROUND

The original idea for the effort measures came from the sense
that a vigorous family planning program should possess
certain features. It should offer a full range of contracep-
tive methods and deliver them to the whole population
through a variety of channels. It should have a corps of full-
time fieldworkers and an arm for informing and educating
the public about contraception. Prominent leaders should
issue frequent statements favoring the use of contracep-
tives and legitimizing the reversal of pronatalist values. The
program should have a full-time director, placed well up in
the government structure, and various ministries and pri-
vate agencies should provide technical, logistical and fi-
nancial assistance.

In contrast, a weak program can be conceptualized as
one that reflects minimal effort: It offers only one method,
does so in only a few sites, neglects the rural sector, has no
outreach workers, provides no public education, has a low-
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level government official as its part-time director, is not sup-
ported by multiple ministries and fails to stimulate the pri-
vate sector. Recognizing either a very weak or a very strong
program is straightforward; for programs in the middle,
however, measurement becomes more delicate.

Nonetheless, reviews of program effects!-?716 have con-
sistently shown that program strength and social setting
have remarkable effects on contraceptive use and fertility.
Ithas been suggested that effort scores that depend on re-
spondent judgments might be colored by respondents’
knowledge of fertility levels, thus making conclusions about
the relationship between program effort and fertility part-
ly circular; however, a study in which researchers obtained,
rather laboriously, an objective measure for each score found
reasonable comparability with the standard survey-based
scores.l” Another area of research has focused on the na-
ture of program action. For example, studies that exam-
ined scores on the 30 program features have shown dif-
ferences between the profiles of low-scoring countries and
those of high-scoring countries, as well as changes in pro-
files as a country’s scores increase over time. '8

Although the original vision of what a strong national
family planning program should look like remains relevant
today, the international environment surrounding these
programs has evolved during the past several decades. The
major international conferences of the period marked the
transitions. The optimism surrounding the 1965 Interna-
tional Conference on Family Planning Programs in Ge-
neva'” gave way to the sobering impact of the 1974 World
Population Conference in Bucharest,?® where general de-
velopment was given priority over family planning. Next
came the chilling effect of the 1984 International Confer-
ence on Population in Mexico City,?! where the United
States dramatically reversed its formerly favorable policies
on family planning, and the sea change caused by the 1994
International Conference on Population and Development
in Cairo,?? where a new, broader view of reproductive health
was embraced.

Additional changes in the family planning environment
have occurred as well. In many countries, health reforms
have transferred budgetary control and the choice of ac-
tion priorities from capitals to the provinces and local areas,
potentially weakening contraceptive services and educa-
tion. Moreover, in some areas, the HIV/AIDS crisis has over-
whelmed health services (including family planning),
changed funding priorities and personnel assignments, and
decimated health staffs. Finally, an element of donor fatigue
has developed, particularly for such essential services as
supplying modern contraceptives, which many develop-
ing countries cannot afford to do because of insufficient
local manufacturing capability or a lack of hard currency.

For these reasons, we expanded the questionnaire for
the 2004 cycle of this research to include simple scales on
four topics: current justifications for national family plan-
ning programs, negative influences on programs, popula-
tion subgroups of special interest and overall quality of
services.
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DATA AND METHODS

The 125-item questionnaire was used in all rounds of the
study from 1982 to 1999. The items were coded and com-
bined to produce 30 scores, each of which represents a fea-
ture of family planning programs (e.g., involvement of gov-
ernment agencies; use of mass media).* These 30 features,
in turn, were organized into four broad groups, or com-
ponents: policy and stage-setting activities, service and ser-
vice-related activities, evaluation and recordkeeping, and
method accessibility and availability.

Each cycle of the study was quite laborious, requiring
the identification of likely respondents from different back-
grounds and institutions in nearly 100 countries, as well
as extensive follow-up by mail and fax (much of this work
was done before e-mail was available). Moreover, the ques-
tionnaire was lengthy and rather demanding, both to com-
plete and to analyze. Therefore, it was decided to develop
a shorter version of the questionnaire, one that would be
easier to use and could be applied more frequently and at
lower cost. To test the validity of this approach, such a “short
form” was added to the end of the 125-item “long form” in
1999; the short form summarized the meaning of each of
the 30 program feature indices in a brief statement and
asked the respondent to provide a rating from 1 to 10. The
results of the short and long forms corresponded reason-
ably closely, although ratings were somewhat lower over-
all with the short form.?3

For the 2004 cycle, two changes were made in the interest
of lowering cost and simplifying administration. First, only
the short form was used. Adjusting its scores by the dif-
ference observed in 1999 between the short-and the long-
form results yields equivalent long-form scores.

Second, the administration of the survey was decen-
tralized. Rather than identifying and contacting potential
respondents in every country from a central location, we
recruited and trained a study manager for each country. It
was the manager’s task to select respondents (including
program staff, local staff of nongovernmental organizations,
resident staff of international organizations, and local aca-
demicians and researchers), explain the questionnaire to
them, ensure that the forms were completed and return
the replies to the authors for analysis. (The managers re-
ceived prompt feedback on results.) This system had al-
ready been used in a study to measure program effort for

national maternal and neonatal programs in 55 countries,**

as well as to assess national HIV/AIDS programs.?
Asnoted earlier, several new scales (which were kept rel-
atively simple to maintain the brevity of the short form)
were added to the 2004 questionnaire. First, to examine
government motivations for supporting family planning
programs, respondents rated the importance of seven pos-
sible justifications for their country’s program, using a scale
of 1 (negligible importance) to 10 (great importance). Next,
respondents rated the extent of the emphasis programs give

*The 30 program features are listed in Figure 3.
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FIGURE 1. Unweighted and weighted family planning effort scores as percentage of
maximum possible score, 1972-2004
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Notes: Weighted scores take into account each country’s population size. Scores for 1982-1999 were obtained
using the long-form questionnaire; scores for 2004 were obtained using the short-form questionnaire and have
been adjusted by the difference observed in 1999 between the short-form and long-form scores to yield equiv-
alent long-form scores.

FIGURE 2. Mean family planning program effort scores as percentage of maximum
possible score, by 1972 quartiles, 1972-2004
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Notes: Scores for 1982-1999 were obtained using the long-form questionnaire; scores for 2004 were obtained
using the short-form questionnaire and have been adjusted by the difference observed in 1999 between the
short-form and long-form scores to yield equivalent long-form scores.
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to five special populations (e.g., unmarried youth, post-
partum women), again using a scale of 1 (negligible em-
phasis) to 10 (great emphasis).

Respondents were also asked to rate the impact that six
changes in the family planning environment (e.g., decen-
tralization) had had on their program. These items were
rated on a scale from -5 to +5, to indicate whether the ef-
fects had been negative or positive.

Finally, respondents rated the overall quality of their coun-
try’s family planning services on a scale of 1-10. In partic-
ular, they were asked the following: “Please rate the gener-
al quality of family planning services. (Good quality includes
a focus on client needs, with counseling, full information,
wide method choice and safe clinical procedures.)” The con-
cept of quality is somewhat general, but it is commonly used
and it can be assumed that close observers can at least gauge
whether the quality of a national program is very poor, very
good or somewhere in the middle.

Afurther change to the survey pertained to the questions
regarding the availability of specific contraceptive meth-
ods. To provide additional context, respondents were asked
to rate the reliability of their program’s supply lines for each
method. For the pill, for example, respondents were asked:
“How well does the pill supply system operate (it avoids
stockouts or interrupted supplies and guarantees a reliable
flow at local levels)?” These ratings were compared with
the ratings for the method’s availability to the population.

To facilitate comparisons, both within and among cy-
cles, all scores have been rescaled as percentages of the max-
imum score. Thus, most scores range from O to 100; the only
exceptions are the scores assessing the impact of changes
in the family planning environment, for which the values
range from -100 to 100.

RESULTS

Participants

In the 2004 cycle of the study, a total of 1,037 respondents
from 82 countries participated, yielding an average of 12
respondents per country (see appendix for country list).
Response rates are not available, because study managers
in each country were directed to identify appropriate re-
spondents and did not necessarily record refusals. As spec-
ified in the study design, respondents included program
staff (30%), resident staff of international organizations
(26%), local staff of nongovernmental organizations (24%)
and staff of local academic or research organizations (20%).

Total Score

The mean short-form score across the 30 program features
among all countries included in the 2004 survey was 48 out
0f 100. The estimated mean long-form score was 56. The re-
gion with the highest mean score* was Asia (66), followed
by the Central Asian republics (59), anglophone Africa (56),
the Middle East and North Africa (55), Latin America and

*Unless otherwise indicated, all scores presented for the remainder of this
article have been adjusted to their long-form equivalents.
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FIGURE 3. Mean scores on 30 indices of national family planning program effort as percentage of maximum possible score,
1999 and 2004
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Notes: Comparison is restricted to the 72 countries that were included in both surveys. All data are from the 1999 and 2004 short forms. Indices are presented in the
figure in the order listed below.

Policy and stage-setting activities: (1) Official government policy on fertility, family planning and population growth; (2) Favorable statements by government
leaders; (3) Level of family planning program leadership within government; (4) Minimum female legal age at marriage is at least 18; extent enforced; (5) Laws per-
mitting contraceptive imports; in-country manufacture; (6) Legalization of mass media advertising of contraceptives; (7) Involvement of numerous ministries and
government agencies; (8) Percentage of total program budget from in-country sources.

Service and service-related activities: (9) Involvement of private-sector agencies; (10) Use of government personnel to carry out program accountability at all lev-
els; (11) Community-based distribution; (12) Social marketing programs; (13) Postpartum family planning programs; (14) Home visiting by family planning workers;
(15) Adequate administrative structure and staff; (16) Adequate training programs; (17) Extent to which staff carry out assigned tasks; (18) Adequate logistics and
transport; (19) Adequate supervision; (20) Use of mass media; (21) Use of incentives or disincentives.

Evaluation and record-}
prove the program.

ing: (22) Collection, reporting and feedback on clinic records; (23) Evaluation; (24) Management and use of evaluation findings to im-

P

Accessibility and availability of fertility control methods: (25) Male sterilization; (26) Female sterilization; (27) Oral contraceptive (or injectable, if more available);
(28) Condom (or other barrier method, if more available); (29) IUD; (30) Safe induced abortion.

the Caribbean (53), and francophone Africa (53). Every re-
gion showed improvement from 1999 to 2004, including
Latin America and the Caribbean, whose score had changed
little between 1989 and 1999.

Among the 72 countries that participated in both the 1999
and the 2004 studies, the mean total score rose from 53 to
56. This increase, though relatively small (6%), continues
the upward slope observed in previous cycles (Figure 1). This
finding also holds for the individual regions (not shown).

The picture changes considerably, however, when coun-
tries are weighted by population size. Although the scores
of smaller countries generally increased between 1999 and
2004, those of certain large countries fell, resulting in de-
clines in the mean ratings for Asia, Latin America and the
Caribbean, and the sample as a whole. The decline for Asia
was largely due to a marked decrease in scores for China
and Indonesia; similarly, in Latin America, Brazil and Mex-
ico reported lower scores in 2004 than in 1999. However,
mean scores rose in the other four regions.
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One dynamic that helps explain some of these trends is
that greater improvement is possible in countries that start-
ed with low scores. Unlike the top performers, many of
whose scores reached ceiling levels some years ago, the low-
scoring countries have had ample room to move up in the
ratings. If we divide all countries into quartiles according
to their 1972 scores and follow each group over time, we
find that the score for the top quartile was high at the start
and rose little before plateauing (Figure 2). The score for
the second highest quartile was initially very low, but it has
risen rapidly and now essentially matches that of the high-
est quartile. The scores for the lowest two quartiles have risen
to about 50% of maximum, but their improvement now
shows signs of slowing.

Even for the highest quartile, scores have leveled off at
only about 60% of maximum. Among individual countries
with the highest ratings, scores have stabilized at 80-85%
of maximum (not shown). If that is taken as a ceiling level,
the average score of 56 can be viewed as about 68% of what
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is realistically possible, which still leaves substantial room
for improvement.

Between 1999 and 2004, as in earlier intervals, scores
rose more among countries with low initial scores than
among those with higher initial scores. Among countries
whose 1999 scores were in the lowest quartile, scores rose,
on average, by 13 points, from 30 to 43 (not shown). In con-
trast, scores did not rise at all among countries in the high-
est quartile; in fact, they fell by about four points, from 60
to 56. The two middle groups showed intermediate results:
Scores in the second highest quartile fell by three points,
from 50 to 47, and those in the third highest quartile rose
by two points, from 40 to 42.

Sub-Saharan Africa and Latin America and the Caribbean
were overrepresented in the lowest two quartiles, whereas
Asia was overrepresented in the two highest groups. How-
ever, as in previous cycles, all regions were represented in
every quartile, testifying to a persistent diversity among
countries within each large region.

Scores for Program Features

The correspondence between the scores for the 30 indi-
vidual program features in 1999 and those in 2004 is re-
markably close, given that they were measured in inde-
pendent study cycles conducted five years apart with largely
different respondents (Figure 3, page 25). The same is true
within each region as well (not shown). These findings pro-
vide reassurance regarding the reliability of the study
methodology and greater confidence in the results.

The ratings for most of the program features cluster at
about 40-60% of the maximum score, and there are plau-
sible explanations for the exceptions. For example, the use
of incentives and disincentives, which fell out of favor many
years ago, was rated lowest of all. Access to male steriliza-
tion was rated very low, whereas access to both the pill and
the condom was rated much higher.

The similarity of patterns in the two most recent cycles
of the study also point to a general stability of the programs.
Average scores changed very little, presumably reflecting
continuity in the fundamental character of programs over-
all. The few scores that did change noticeably concern pro-
gram outreach: Scores for community-based distribution,
social marketing and postpartum programs all increased.

The four broad components of the scores showed sys-
tematic differences in effort that held true in every region
(Figure 4). Scores for policies were consistently higher than
those for services, which reflects the relative ease of issuing
favorable policies compared with the difficulties of imple-
menting them. However, policy strength differed consider-
ably among regions; it was high in Asia, and low in fran-
cophone Sub-Saharan Africa. It was also low in Latin America
and the Caribbean, where the women’s health rationale has
generally eclipsed a narrower family planning rationale.

An especially important component of family planning
programs is the ability to provide access to a variety of con-
traceptive methods, and this, too, varied considerably by re-
gion (Table 1). Although nearly every region provided a high

FIGURE 4. Mean scores on four components of national
family planning effort as percentage of maximum possible
score, by region, 2004
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level of access to the pill and condom, and a moderate level
of access to the injectable, access to the TUD and female ster-
ilization varied sharply. The ratings for IUD access were mod-
erate, whereas those for female sterilization were lower. Ac-
cess to male sterilization was uniformly low, except in Asia.
These findings are generally consistent with regional pref-
erences: The TUD is favored in the Middle East and North
Africa and in the Central Asian republics, but its use is neg-
ligible in Sub-Saharan countries. In Asia and in Latin Amer-
ica and the Caribbean, some countries have high levels of
1UD use, others have very low levels.?°

Asia ranked first in average access scores across the six
methods, with a mean score of 60; Latin America and the
Caribbean, the Middle East and North Africa, and the Cen-
tral Asian republics clustered at 52-54. The lowest ratings
were for anglophone Sub-Saharan Africa (49) and fran-
cophone Africa (46). The overall mean was 51.

Supply ratings (not shown) were lower than access rat-
ings for the condom (70 vs. 76), the pill (61 vs. 68) and the
injectable (52 vs. 56); this was true not only for the sam-
ple as a whole, but for every region for the condom and near-
ly every region for the pill and injectable. In contrast, there
was essentially no difference between access and supply
for the IUD and for male and female sterilization, pre-
sumably because continuous monthly supply is unneces-
sary or less critical than for the pill, injectable and condom.

New Assessments of the Programs

As noted earlier, we added scales on four topics to the 2004
questionnaire to explore the changing environment with-
in which the national programs operate.

International Family Planning Perspectives



* Justifications. In general, ratings for reduction of popula-
tion growth were considerably lower than those for all other
justifications, especially in the Central Asian republics, Latin
America and the Caribbean, and francophone Sub-Saharan
Africa (Table 2). Interestingly, enhancement of economic
development rated rather well, yielding scores similar to
those for the reduction of unmet need or the prevention of
nonmarital childbearing by adolescents. Although reduc-
ing nonmarital adolescent childbearing was an important
justification in some regions, it scored very low in the Mid-
dle East and North Africa. The highest ratings (more than
80) were given to improving women’s health, improving child
health and avoiding unwanted births, a finding consistent
with the post-Cairo perspective.

Even so, those three justifications received consistently

less emphasis in Asia, the Middle East and North Africa,
and anglophone Sub-Saharan Africa than in the other three
regions, where scores generally reached 85 or higher. Other
justifications that scored particularly low in specific regions
include reducing population growth (Central Asia and Latin
America and the Caribbean) and enhancing economic de-
velopment (Latin America and the Caribbean).
* Special populations. To what extent do national programs
give particular emphasis to special populations? The over-
all averages for the five populations were similar, in each
case yielding a score of about half of the maximum. How-
ever, there were sharp differences among the regions, even
more so than for program justifications.

In anglophone and francophone Sub-Saharan Africa, most

scores were below the global average. They were especially
low for poor women, and not much higher for rural women,
perhaps because nearly all people in these regions are in
these categories and thus cannot be regarded as special. The
low scores may reflect the inability of the rather weak na-
tional programs in Sub-Saharan Africa to differentiate ser-
vices by subgroups. Unmarried youth received far less em-
phasis in the Middle East and North Africa than elsewhere,
probably because the prevalence of premarital sex is low;
hence, there is little perceived need for youth services. That
region also placed the least emphasis on providing coun-
seling and contraceptive services for women who have re-
cently given birth or (especially) had an abortion. At the other
extreme, the Central Asian republics had the highest rat-
ings for four of the five populations, especially women who
have recently given birth or had an abortion.
* Major influences. On average, changes in donor funding
were judged to have had a negative impact on programs in
four of the six regions, and the impact was only weakly pos-
itive in the other two regions. Changes in domestic gov-
ernment funding had had negative effects in anglophone
Sub-Saharan Africa and weak positive effects elsewhere. De-
centralization was judged to have been a positive influence
in all regions, but the net effect was small.

The integration of family planning with other health ser-
vices or into a broader reproductive health context yield-
ed the highest average ratings (55 and 59, respectively),
suggesting that these trends are seen, on balance, as help-
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TABLE 1. Mean scores on access to modern contraceptive methods in national family
planning programs as percentage of maximum possible score, by region, according

to method, 2004
Region All - Pill Con- Inject-  IUD Female Male
dom able sterili- sterili-
zation zation
All 513 68.2 759 56.1 50.5 36.5 20.6
Asia 59.6 734 787 583 56.4 513 393
Middle East/North Africa 523 775 74.8 527 720 315 124
Central Asia 538 56.0 764 47.8 64.7 49.6 21.1
Anglophone Africa 49.1 67.7 764 60.5 516 332 206
Francophone Africa 46.1 66.6 77.2 60.7 36.3 19.9 1.0
Latin America/Caribbean 534  71.1 743 56.7 413 443 222

ful. The average rating for the effects of HIV/AIDS programs,
though positive, was notably lower. The net effects of
HIV/AIDS programs were seen as only slightly positive in
anglophone Sub-Saharan Africa, but more positive in the
francophone region; in fact, anglophone ratings were far
below the francophone ratings for all six influences. The
influence of HIV/AIDS programs was rated as especially
positive in the Central Asian republics; this region also gave
favorable ratings to the influence of efforts to incorporate
and integrate family planning into a broader context.

The net ratings conceal the distribution of scores along
the -5 to +5 scale for major influences. Overall, 53% of coun-
tries received negative ratings for changes in donor fund-
ing (not shown), and 26% recorded negative ratings for
changes in domestic funding. (Negative ratings reflected

TABLE 2. Mean scores for family planning program justifications, program emphasis
on specific populations, influences on program funding and overall quality, as per-
centage of maximum possible score, by region, 2004
Measure Al Asia Central Latin Middle Anglo-  Franco-
Asia America/  East/ phone  phone
Caribbean North  Africa Africa
Africa

Justification
Reduce populationgrowth 464 632 383 44.2 68.5 58.3 48.8
Enhance economic

development 672 702 714 59.4 727 68.6 71.7
Reduce unmet need 700 749 668 743 65.5 68.8 73.1
Reduce nonmarital

adolescent childbearing  67.7 590 734 76.8 309 66.4 76.9
Improve women's health 859 802 906 86.2 774 8238 884
Improve child health 81.8 783 867 81.7 74.5 78.5 86.8
Avoid unwanted births 824 794 855 85.8 73.2 794 85.1
Emphasis on special populations
Poor women 540 635 572 614 61.2 436 442
Rural women 565 671 67.6 53.0 62.2 46.9 489
Unmarried youth 478 364 590 516 246 448 51.5
Postpartum women 574 583 713 58.2 434 513 49.8
Postabortion women 523 532 693 483 26.7 47.2 487
Influences
Changesindonorfunding -06 58 286 -24 -15.6 -21.0 -2.1
Changes in domestic

government funding 127 128 319 13.2 94 -38 249
Decentralization 326 277 246 28.2 43.1 274 40.9
Integration with other

health services 545 540 683 49.0 53.1 40.6 58.0
Incorporation into

broader context 592 561 684 534 61.3 39.8 58.6
HIV/AIDS programs 440 402 656 411 34.2 12.7 523
Quality 515 562 572 49.1 53.0 52.7 48.5
Note: Negative scores indicate detrimental effects.
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lost funds, not damaging effects of the funds received.) In
contrast, hardly any countries received negative ratings for
the other influences, though scores ranged widely.

* Overall quality. The regional ratings for overall quality var-
ied around the global average of 52. Average ratings were
highest for countries in Central Asia (57) and Asia (56),
and slightly lower for those in the Middle East and North
Africa (53). Services in francophone Sub-Saharan Africa (48)
were rated below those in anglophone Sub-Saharan Africa
(53), a finding consistent with the higher effort score for
the anglophone countries. Quality of services was also low
in Latin America and the Caribbean (49); the reasons are
unclear, as ratings for that region were not particularly low
on most other criteria. Perhaps perceived standards are sim-
ply higher there.

Ratings for individual countries varied widely, even with-
in regions (not shown). In Asia, for example, Thailand,
Malaysia and Vietnam received high ratings (73-76), where-
as Myanmar and India received very low scores (25 and
39, respectively). Within Latin America and the Caribbean,
ratings were high for Chile (79) and for Costa Rica, Jamaica
and Mexico (65-68), whereas Haiti, Puerto Rico, Uruguay
and Venezuela received low scores (29-33).

DISCUSSION

The main results of this study are welcome but somewhat
unexpected. The continued rise in total effort scores for na-
tional family planning programs in developing countries
is surprising in view of the reports from the field stressing
diminished attention to family planning by governments
in much of Africa and elsewhere, as well as the declining
emphasis placed on family planning by some donor orga-
nizations. Moreover, the HIV epidemic is believed to have
diverted attention from contraceptive services, particular-
ly in Africa, even though scaling back these services may
actually worsen the epidemic. A more general but persis-
tent theme is the changed ideological climate in the post-
Cairo period, which has given new emphasis to reproduc-
tive health topics other than family planning. Although this
shift has almost certainly modified donors’ funding allo-
cations, the extent of these changes within individual coun-
tries, in either policy intentions or program practices, is dif-
ficult to know.

The first five rounds of the study (1972-1999) showed
program effort to be marching forward, in general but also
in detail. The countries with scores in the highest two quar-
tiles had above average scores on every measure, thus show-
ing greater effort across the board, rather than on just a few
items. The weaker countries raised their scores differen-
tially over time, so that their scores increasingly resembled
those of the stronger countries on measures such as ade-
quacy of administration, use of mass media and the avail-
ability of female sterilization.'® Program effort was consis-
tently related to higher levels of contraceptive use and
fertility change, independent of the effects of better socio-
economic settings. Differences among the score compo-
nents made conceptual sense; for example, African coun-

tries improved more on policy items than they did on mea-
sures of method availability, reflecting a time lag from pol-
icy formulation to implementation. In fact, the study’s most
discouraging outcome was that the actual availability of
multiple contraceptive methods was the weakest of the four
components.

The data reported here from the 2004 cycle of the study
show that the increase in family planning effort has not abat-
ed: The slope in Figure 1 for the 1999-2004 period is about
the same as the slope for earlier periods. Several patterns
within the data further support the conclusion that family
planning effort has continued to rise. For example, the near-
ly identical score profiles observed in 1999 and 2004 un-
derscore the reliability of the study’s measurements. Also,
the upward trend in the average total score from cycle to
cycle remains consistent and smooth, not erratic; groups of
countries that scored high in 1972 and 1982 continued to
do soin 2004, and the scores of countries in the lowest three
quartiles have increased sharply. These results have occurred
across cycles that were conducted independently, with long
intervals between. An unreliable methodology could not
have yielded these patterns, and it seems reasonable to trust
the 2004 results rather than to discount them simply be-
cause they do not match our expectations.

Moreover, many of the findings for individual regions
or countries are consistent with policy changes and devel-
opments in those areas. For example, the decline in effort
score in Indonesia can be attributed to changes introduced
by the recent decentralization of health and family plan-
ning functions in that country. The rise in scores in the Cen-
tral Asian republics may reflect that these nations, which
inherited from the former USSR comprehensive health sys-
tems that cover maternal services for most women, have
been trying to add provision of contraceptives to their ser-
vices so as to reduce high abortion rates.?”~%°

Other results were more surprising. The average rating
for the effects of HIV/AIDS programs on family planning
programs was moderately positive, whereas we had expected
negative scores that would have squared with observer re-
ports, especially in Sub-Saharan Africa. The net effects of
HIV/AIDS programs are seen as only slightly positive in an-
glophone Sub-Saharan Africa, perhaps because the HIV pan-
demic has hit the anglophone countries in eastern and south-
ern Africa particularly hard,? resulting in health services
that are fragile and react sensitively to changed efforts. On
the other hand, the influence of HIV/AIDS programs was
rated as especially positive in the Central Asian republics.
The ratings may depend upon the prominence, or even the
existence, of formal HIV/AIDS programs.

Anotable finding is the sharp difference between many
ratings from anglophone countries and those from fran-
cophone countries. Anglophone ratings are well below fran-
cophone ones for five of seven program justifications, and
are far below them for all six influences. As noted above,
the heavy burden of the HIV pandemic has probably been
more important in anglophone countries than in franco-
phone countries.
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The global rise in effort scores is consistent with the con-
tinuing increase in contraceptive use in the developing
world;3%3! that, too, needs explaining, given the difficul-
ties outlined above. Possible explanations for rising con-
traceptive use include not only increases in program effort
and commercial activities, but also the currents of mod-
ernization (e.g., rising education levels, female employment
and urbanization) that drive down the demand for children.
Increases in the proportion of couples using contraceptives
are even more remarkable considering the rise in popula-
tion sizes, which has forced growth in the capacities of the
public and private service sectors to handle larger numbers
of clientele, most of whom are using resupply methods.

It remains unclear why increases in program effort and
contraceptive practice have persisted despite fragile con-
traceptive supply lines and some losses in funding, as well
as competition with HIV programs; the possibility of mea-
surement error cannot be ruled out. Nonetheless, the data
from the 2004 cycle offer useful guidance to researchers,
donors and policymakers. Respondents clearly perceive
funding losses to be a major problem, and decentralization
measures are viewed negatively in many countries. Post-
partum services and especially postabortion services re-
ceive much less emphasis than they should; unmarried
youth receive too little attention as well. On a somewhat
more positive note, the justifications for the current pro-
grams rest strongly and consistently on the combination
of preventing unwanted births, enhancing maternal health
and improving child health. The quality of services, how-
ever, is judged to be mediocre in every region, and overall
program ratings, on average, are only about half of what
they might be. Thus, the results of the study point to the
need for greater funding, better implementation, improved
overall quality and, especially, full access to multiple con-
traceptive methods.

APPENDIX: COUNTRIES REPRESENTED

Asia: Bangladesh, Cambodia, China, India, Indonesia, Malaysia,
Mongolia, Myanmar, Nepal, Pakistan, Philippines, Thailand,
Vietnam. Central Asia: Armenia, Azerbaijan, Georgia, Kaza-
khstan, Kyrgyzstan, Tajikistan, Turkmenistan, Uzbekistan.
Latin America and the Caribbean: Argentina, Bolivia, Brazil,
Chile, Colombia, Costa Rica, Dominican Republic, Ecuador, El
Salvador, Guatemala, Guyana, Haiti, Honduras, Jamaica, Mexi-
co, Nicaragua, Panama, Paraguay, Peru, Puerto Rico, Uruguay,
Venezuela. Anglophone Sub-Saharan Africa: Ethiopia, Gambia,
Ghana, Lesotho, Liberia, Malawi, Mozambique, Namibia, Nige-
ria, South Africa, Swaziland, Tanzania, Uganda, Zambia, Zim-
babwe. Francophone Sub-Saharan Africa: Benin, Burkina Faso,
Burundi, Cameroon, Central African Republic, Chad, Cote
d'Ivoire, Democratic Republic of Congo, Guinea, Guinea-Bissau,
Madagascar, Mali, Mauritania, Niger, Republic of Congo, Rwan-
da, Senegal, Togo. Middle East and North Africa: Egypt, Jor-
dan, Lebanon, Morocco, Turkey, Yemen.
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RESUMEN

Contexto: Las evaluaciones periédicas realizadas desde 1972
hasta 1999 han registrado aumentos continuos de la intensi-
dad y tipo de esfuerzos que realizan los programas nacionales
de planificacion familiar en los paises en desartollo. Era nece-
sario realizar una evaluacion actualizada para examinar si
estas tendencias han sido afectadas por los cambios recientes
ocurridos en el sector de planificacion familiar, tales como la
descentralizacion, la pandemia de la infeccion por VIH y el SIDA,
y las reducciones de financiamiento.

Meétodos: En 2004, informantes de 82 paises en desarrollo com-
pletaron un cuestionario que evalué 30 dimensiones del esfuerzo
del programa e incluyo varias escalas nuevas para estudiar la
situacion actual. Se compararon determinados resultados con
los datos obtenidos de rondas previas.

Resultados: Desde 1999 hasta 2004, se realizaron mayores
esfuerzos en el campo de la planificacion familiar, tanto a nivel
mundial como dentro de cada region. Cuando fueron ponde-
rados los datos por el tamario de la poblacion de cada pais, en
general el esfuerzo disminuyé levemente, aunque aumento en
cuatro de las seis regiones. Los paises que presentaban un pun-
taje inicial bajo mejoraron mds desde 1999 hasta 2004 que aque-
llos que tenian un puntaje inicial elevado. El acceso a los anti-
conceptivos variaba entre una region y otra, y el nivel de acceso
mds bajo fue en el Africa Subsahariana. Las justificaciones mds
solidas de los programas fueron el mejoramiento de la salud
materno-infantil y la prevencion de los nacimientos no desea-
dos. Se considero que los cambios de financiamiento tuvieron
un impacto negativo sobre los programas. Los programas le pres-
taban el menor peso a los servicios para los jovenes no casados
y para la atencion postaborto.

Conclusiones: Si bien es cierto que ha aumentado nuevamente
el puntaje promedio que mide el nivel de esfuerzo de estos pro-
gramas, en muchos paises todavia es necesario incrementar el
esfuerzo expendido, el financiamiento y el acceso a los méto-

dos anticonceptivos, especialmente en las zonas rurales y en
particular entre las personas de pocos recursos. Se debe hacer
mds énfasis en el suministro de servicios de planificacion familiar
postparto y postaborto.

RESUME

Contexte: Les évaluations périodiques menées entre 1972 et
1999 ont révélé un accroissement régulier de l'intensité de ef-
fortet des types d’effort déployés par les programmes nationaux
de planification familiale des pays en développement. Une nou-
velle évaluation était requise afin de déterminer si ces tendances
ont été affectées par la récente évolution du milieu de la plani-
fication familiale, sous Ueffet, notamment, de la décentralisa-
tion, de la pandémie du VIH/sida et des réductions de fonds.
Méthodes: En 2004, des informants de 82 pays en dévelop-
pement ont répondu a un questionnaire d’évaluation de 30 di-
mensions de Ieffort programmatique, y compris plusieurs nou-
velles échelles d’exploration de la problématique actuelle. Les
résultats choisis ont été comparés avec les observations des réa-
lisations antérieures de I'étude.

Résultats: Leffort de planification familiale s’est accru entre
1999 et 2004, tant a I’échelle mondiale qu’au sein des régions.
Sous pondération des données en fonction de la population des
pays, on constate un léger déclin de Ueffort global, avec ac-
croissement toutefois dans quatre régions sur six. Les pays a
cotes initiales faibles présentent une amélioration supérieure a
ceux a cotes initiales élevées. L'acces a la contraception varie
suivant la région; il est le plus faible en Afrique subsaharien-
ne. Les programmes trouvent leurs plus fortes justifications dans
Pamélioration de la santé maternelle et infantile et la préven-
tion des naissances non désirées. Les changements de finance-
ment ont souvent été jugés préjudiciables aux programmes.
Parmi les programmes d’intérets spéciaux, les jeunes céliba-
taires et les femmes recevant des soins apres avortement se si-
tuent au bas de U'échelle.

Conclusions: Malgré une nouvelle hausse des cotes moyennes
de Ueffort programmatique, un accroissement de Ueffort, des
apports de fonds et de 'acces a la contraception demeure né-
cessaire dans de nombreux pays, en particulier dans les milieux
ruraux et pauvres. Une plus grande attention doit étre accor-
dée a Papport de prestations de planification familiale post-
partum et post-avortement.
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