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The world has an unprecedented opportunity to improve the lives of billions of
people by adopting practical approaches to meeting the Millennium Develop-
ment Goals (MDGs). At the request of the UN Secretary-General Kofi Annan,
the UN Millennium Project has identified practical strategies to eradicate pov-
erty by scaling up investments in infrastructure and human capital while pro-
moting gender equality and environmental sustainability. These strategies are
described in the UN Millennium Project’s report Investing in Development:
A Practical Plan to Achieve the Millennium Development Goals, which was co-
authored by the coordinators of the UN Millennium Project Task Forces.

The Task Forces’ reports and Investing in Development, underscore the
importance of sexual and reproductive health (SRH) for the attainment of the
MDGs. Public Choices, Private Decisions: Sexual and Reproductive Health and
the Millennium Development Goals takes these arguments further and presents
the evidence of the relationship between SRH and each Goal. It underscores
the urgent need to increase investments in improving the access to SRH infor-
mation and services, particulatly for the poor. Otherwise, the MDGs cannot
be met.

Public Choices, Private Decisions identifies and also describes the poli-
cies and practical investments that can improve access to SRH services and
information. Based on country experiences from around the world, the report
shows how SRH analyses and interventions can be integrated into MDG-
based national development strategies, as recommended by the UN Millen-
nium Project.

This report has been prepared by staff of the UN Millennium Project
secretariat, who drew on background papers commissioned for this purpose.
I am grateful for their important work and recommend this report to all who



are interested in improving sexual and reproductive health outcomes that will
make it possible to achieve the Millennium Development Goals.

Jeffrey D. Sachs
New York
February 2006



The Millennium Declaration articulated a comprehensive call for development
efforts to address poverty in all its dimensions by 2015. The vision of the Mil-
lennium Summit is a deeply humanitarian one. The international community,
including the experts associated with the UN Millennium Project, recognizes
the Millennium Development Goals (MDGs) generated in the follow-up pro-
cesses to the Millennjum Summit as markers and priorities for the whole set
of recommendations that emerged from the international conferences of the
1990s and early 21st century.

The recent 2005 World Summit, which affirmed the centrality of the
MDGs to international policy priorities and development discourse, also
emphasized the broader development dialogue that is needed to ensure pov-
erty elimination. It identified key issues, including reproductive health, that
deserve greater attention in strategies to accelerate development. Sexual and
reproductive health (SRH) is linked particularly to the attainment of the
health MDGs, but it is also essential to gender equality and progress against
poverty. In the Outcome Document of the 2005 World Summit (UN 2005b),
the leaders of the world explicitly referenced these relationships in its Section
II: Development.

This report details the centrality of SRH to progress on human develop-
ment. It necessarily builds on and reinforces the analyses and recommenda-
tions made by the Task Forces of the UN Millennium Project. As we shall
see, the concept of reproductive health is multidimensional and components
of it are woven throughout the MDG framework: addressing demographically
driven poverty traps under Goal 1; promotion of gender equality and empow-
erment of women under Goals 2 and 3; safe motherhood and child survival
under Goals 4 and 5; prevention (as part of a continuum of services) of HIV/
AIDS under Goal 6; population—environmental linkages under Goal 7; and



international cooperation for equitable access to basic medical interventions
under Goal 8. The major conclusions on SRH reached by the Task Forces are
included in an appendix to this report.

The main messages of the UN Millennium Project’s report, Investing in
Development: A Practical Plan to Achieve the MDGs (2005a), are as important
for SRH and rights as for other development areas. In all areas, the Project calls
on countries to rephrase the question from “How close can we get to the Goals
given current financial and other constraints?” to “Which investments and
policy changes are needed to meet the Goals?” Domestic resource mobilization
must be expanded to finance and ensure full and successful implementation
of the MDGs, including SRH. At the same time, additional funding and aid
effectiveness are needed to scale up investments in SRH and to ensure sustain-
able improvements. And the national MDG-based development strategies that
are to be developed in all countries should include access to SRH as a strategic
factor to reduce poverty.

In addition, global scientific initiatives are also crucial to strengthen the
research agenda for SRH to further develop the evidence-based arguments for
the linkages between improvements in SRH, poverty reduction and economic
development.

Many elements of this report, therefore, point to discussions already found
in other reports prepared by the international experts associated with the Pro-
ject. The purpose of this report is to elaborate some of the relationships, strate-
gies for action and contexts that have advanced or impeded progress on SRH,
and to come up with recommendations on what needs to be done to improve
SRH as part of a strategy for human development.

Section 1 of the report defines the concept of SRH and rights and brings
out the linkages between the Programme of Action from the 1994 International
Conference on Population and Development (ICPD) and the MDGs. Section
2 provides an overview of the state of SRH over time and across regions, high-
lighting areas and groups — both within and between countries — that have had
particularly adverse SRH outcomes. It also dissects why attention to access to
SRH services is ‘falling short’. Section 3 shows how universal access to sexual
and reproductive health and rights affects each of the MDGs. It reviews the
available evidence linking SRH — directly or indirectly — to each of the Goals
and highlights the magnitude of such impact as well as the pathways by which
SRH acts to influence their achievement. Finally, Section 4 discusses the poli-
cies, interventions and investments needed to ensure that all people have access
to sexual and reproductive health and rights, and how such access should be
explicitly included in national strategies to achieve the MDGs.
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Introduction

Sexual and reproductive health (SRH) was given an international consensus def-
inition at the International Conference on Population and Development (ICPD)
in 1994. At its core is the promotion of healthy, voluntary and safe sexual and
reproductive choices for individuals and couples, including decisions on family
size and timing of marriage, that are fundamental to human well-being. Sexual-
ity and reproduction are vital aspects of personal identity and key to creating
fulfilling personal and social relationships within diverse cultural contexts.

SRH does not only involve the reproductive years but emphasizes the need
for a life-cycle approach to health. It touches on sensitive, yet important, issues
for individuals, couples and communities, such as sexuality, gender discrimi-
nation and male/female power relations. Attainment of SRH depends vitally
on the protection of reproductive rights, a set of long-standing accepted norms
found in various internationally agreed human rights instruments.

The ICPD adopted the goal of ensuring universal access to reproduc-
tive health by 2015 as part of its framework for a broad set of development
objectives. The Millennium Declaration and the subsequent Millennium
Development Goals (MDGs) set priorities closely related to these objectives.
Progress towards the MDGs depends on attaining the ICPD reproductive
health goals. The leaders of the world ratified that understanding in the
2005 World Summit Outcome Document (UN 2005b).

The current situation

A lack of access to SRH is a major public health concern, especially in develop-
ing countries. For example, death and disability due to SRH accounted for 18
percent of the total disease burden globally and 32 percent of the disease burden
among women of reproductive age (15-44) in 2001, though there is considerable



regional variation. Due in large part to the HIV/AIDS crisis, the reproductive
health disease burden accounts for about one third of Africa’s total disease bur-
den, which is almost double that of most other regions. And death and disability
is only a portion of the impact of SRH on the quality of life and the prospects for
development. The record of progress in SRH in recent decades is mixed.

Fertility

Although significant declines in fertility have occurred in most regions of the
world, these have recently slowed in several countries. In many sub-Saharan
African countries the fertility transition remains in its eatly stages. National
level fertility declines also disguise significant variations within countries. Poor
and rural populations often have the least access to family planning informa-
tion and services, and thus the highest fertility rates.

Adolescent reproductive health

Adolescents, currently about 20 percent of the world’s population, have special
reproductive health concerns and face risks related to early sexual experience,
marriage and fertility. A rise in the age of marriage globally has contributed to
declines in adolescent fertilicy. However, up to 50 percent of women in some
countries still marry or enter a union by age 18, with this figure rising to 70 per-
cent by age 20. The proportion of young women married or in union by age 20 is
closely linked to adolescent fertility and exposure to reproductive health risks.

Family planning

Contraceptive use accounts for a substantial portion of the variation in
observed fertility rates (others include age of marriage, abortion rates, post-
partum amenorrhea and abstinence, and occurrence of marital separations).
Although there have been dramatic increases in the use of family planning
services, unmet need for family planning remains very high in low-prevalence
regions. While contraceptive use among adolescents has been on the rise, data
from 94 national surveys taken over the past decade demonstrate that the
unmet need of adolescents is over two times higher than that of the general
population in these countries. In this age group, unmet need for family plan-
ning is predominantly a desire to delay pregnancy. Addressing these prefer-
ences could reduce exposure to reproductive risks and empower young women
in education, employment and social participation.

Men are involved in reproductive health efforts as advocates for needed
services, as supporters of their partner’s needs and as recipients of services for
their health and well-being. The majority of men aged 20-24 report having
had sexual intercourse before their 20¢h birthday, with a substantial proportion
having had sex before their 15th birthday. A large proportion of married men
aged 25-39, particularly in sub-Saharan Africa, say that they have not discussed
family planning with their partners. Yet, men in many settings are more likely



to approve of contraceptive use than their partners realize, and thus lack of com-
munication leads to lost opportunities to cooperate on attaining preferences. In
most countries a majority of men have only one sexual partner in any given year
but a significant minority of married men has extramarital partners. Condom
use is higher among unmarried men than married men as within marriage this
is associated with unfaithfulness and mistrust of the spouse.

Maternal bealth

Some 529,000 women die each year in delivery and pregnancy — the over-
whelming majority in developing countries. While women in industrialized
countries face a 1 in 2,800 chance of dying in pregnancy or delivery, the risk
in developing regions is 1 in 61. In sub-Saharan Africa it is as high as 1 in
16. This lifetime risk of death reflects both pregnancy rates and the qual-
ity of delivery care associated with each pregnancy. Maternal deaths occur
from both direct and indirect complications. Direct complications account for
80 percent of maternal deaths and include hemorrhage, sepsis, hypertensive
disorders from pregnancy, abortion complications and obstructed labor. Indi-
rect complications vary from region to region and include malaria and AIDS.
Moreover, it has been estimated that for every woman who dies, approximately
30 more suffer injuries, infection and disabilities in pregnancy or childbirth.
These disabilities include obstetric fistula.

Unsafe abortions contribute to 13 percent of maternal deaths, about 68,000
per year. Abortion-related complications contribute to a relatively large share of
maternal deaths in Latin America and the Caribbean (where legal restrictions on
abortion are common) and to a lesser degree in Asia and Africa. The case fatality
rate for abortions, however, is highest in Africa.

Increases in the proportion of births assisted by a skilled birth attendant have
been dramatic in Southern Asia, Eastern Asia and the Pacific and (from higher
initial levels) in Latin America and the Caribbean. Sub-Saharan Africa lags
behind other world regions with only 41 percent of births assisted by a skilled
attendant. This contributes to the high maternal mortality on the continent.

HIV/AIDS and STIs

The HIV/AIDS pandemic constitutes a major threat to development in
affected countries. The virus is spreading through different populations at
varying rates, and prevalence rates among adults range from a fraction of a
percent to well over 30 percent. In sub-Saharan Africa and parts of the Carib-
bean, the epidemic is clearly established in the general population and is largely
spread through heterosexual contact. Whatever the main means of transmis-
sion, however, it is almost always the poor and the marginalized that are at
greatest risk of exposure. More than half the men and women in most coun-
tries worldwide lack comprehensive and correct knowledge on how to prevent
HIV transmission.



The prevalence of curable and incurable STIs, including HIV/AIDS, is
higher in sub-Saharan Africa and in Latin America and the Caribbean than in
other regions. In some parts of the developing world, men may be prepared to
use condoms but are unable to obtain them, especially young men and those

with limited resources or living in rural areas.

Gender-based violence

Gender-based violence is a significant public health problem that affects mil-
lions of women worldwide. Abused women have been found to be more than
twice as likely as non-abused to have poor health, including reproductive
health, and both physical and mental problems. These women also have an
increased risk of contracting an ST1, including HIV/AIDS.

Why hasn’t SRH been given higher priority?

The importance of SRH to the attainment of international development goals
has not been adequately translated into action frameworks and monitoring
mechanisms at international, regional and national levels. Advances have been
hindered by the complexity of the concept. Different components of SRH fall
within the province of different sectoral ministries, challenging coordinated
national responses. Many national planners learned development economics
before the recent analytical advances on the effect of age structures on poverty
reduction. SRH issues have also been distributed among various MDGs (mater-
nal health, child mortality, gender equality, HIV/AIDS) and family planning
has been excluded from the Goals, reducing priority attention.

The diverse justifications for the importance of attaining SRH relate to
public health, human rights, moral priorities, instrumental concerns related
to basic development goals (including linkages and relationships) and institu-
tional analyses. However, different groups and constituencies focus on differ-
ent elements of this complex of concerns, complicating resolution and political
mobilization. Operational planning often takes place in settings that do not
welcome or encourage the resolution of these contending vocabularies and pri-
orities. Matters related to sex and reproduction are sensitive — enmeshed in
issues of culture and ideology of social institutions and personal identities.
In many countries, various cultural groups have different understandings and
positions on SRH (and on associated service provision). Public discussion and
attention may be limited so political divisions can be avoided or because there
is stigma attached. SRH has only become a fit topic for international discus-
sion and consensus within the last 10-15 years.

The targeted time frame for the MDGs also diverts attention from the
SRH agenda. The targets and indicators in key areas such as gender equality
are defined consistent with what can be measured and with change in short
time periods, not in the longer time horizons needed for cultural change and
demographic shifts. Further, issues related to women have been accorded low



priority. Gender disparities in education have not been achieved on time.
Maternal mortality has not been given appropriate priority and investment.

Priority-setting approaches in the area of health have slighted SRH concerns.
A disease-oriented approach to health priority setting has not recognized the
importance of preventing unintended pregnancies. The consequences of these
extend beyond the direct individual disability concerns to social participation,
familial health and complex empowerment issues. Returns to investments in
SRH are, therefore, difficult to assess and often omitted from policy dialogues.

The historical record of progress in SRH, particularly in the expansion
of contraceptive use and the overall reduction in fertility, has diverted con-
cern from continued investment needs. The assumption of continuing prog-
ress along historical paths has reduced the expenditures needed to attain it.
Changing demographic concerns (e.g., the reductions in fertility and increased
pace of population ageing) in major donor countries have also undercut some
support for developing country initiatives. With donor development assistance
policies moving towards direct budget support without earmarks for specific
programs, areas like women’s health can be neglected. Vertical pipelines for
specific initiatives (e.g., HIV/AIDS) can give priority to some interventions
but harm health system capacity building.

Within developing countries, health sector reform, often including decen-
tralized priority setting, increases the information and advocacy burden for
inclusion of SRH concerns. Central functions (like operating logistic systems
and service quality control) require high-level commitment and a supportive
policy and regulatory framework.

The international discussion on SRH emphasizes an outcome-oriented
public health approach but people react to multiple dimensions. Strong pas-
sions and intensive debates continue on a range of issues: abortion, adolescent
SRH and even family planning. These issues elicit renewed discussion at every
relevant intergovernmental conference. Donor policies can advance or stifle
discussion and reproductive health program development.

An example of the difficulties in addressing SRH concerns comes from the
response to HIV/AIDS. Despite the dominant role of sexual transmission in its
spread, it is classified with communicable diseases (tuberculosis and malaria) in
the MDG framework. A historical separation of STIs (including HIV/AIDS)
and other reproductive health issues (including family planning) has only
recently started to be addressed in policy, programs and funding priorities.

The impact of universal access to SRH on attainment of the
MDGs

Apart from being important in and of itself, ensuring universal access to sexual
and reproductive health and rights is instrumentally important for achieving
many of the MDGs. The achievement of the MDGs is influenced by popula-
tion dynamics such as population growth, fertility and mortality levels, age



structure and rural-urban distribution. Each developing country has its own
unique combination of demographic factors that affect the prospects for prog-
ress toward the MDGs.

Creating economic development is connected to increasing productivity
and investments in areas such as education, nutrition and health. Population
momentum joined with declining fertility rates provides a unique chance to
spur economic development as the work force increases and the dependency
burden of society decreases. However, this requires policies that create jobs for
the growing work force. The young age dependency burden in the least devel-
oped countries and regions creates expanding demands for resources to and
investment in education, nutrition and health just to keep pace with popula-
tion growth. The projected declines in birth rates, should adequate resources
help realize them, will allow greater investment in quality improvements.

Until the HIV/AIDS epidemic, mortality levels were expected to continue
to decline in all regions. However, this tendency has been reversed in coun-
tries where HIV/AIDS is most prevalent, especially in sub-Saharan Africa.
Life expectancy at birth is lower in the developing regions than in the more
developed regions but it is projected to increase in both less and least develop-
ing countries. This is dependent on successful implementation of HIV/AIDS
prevention and treatment programs and on other health interventions. Migra-
tion, both internal and international, also conditions the prospect for progress
towards the MDGs.

Goal 1: Eradicating extreme poverty and hunger

Population trends affect the course of and prospects for poverty reduction.
Diverse and changing population dynamics have had dramatic impacts in sev-
eral world regions. Sub-Saharan Africa remains in a poverty trap where demo-
graphic factors — high fertility, high infant and child mortality, and excess
adult mortality (including that due to HIV/AIDS) — play significant roles.
Eastern Asia, on the other hand, has seen dramatic declines in the number
of persons living in income poverty. Recent analyses suggest that 25-40 per-
cent of economic growth is attributable to the effects of decreased mortality
(health affects productivity) and declining fertility (allowing a deepening of
human capital investment). At the societal level there is a remarkable one-time
opportunity when the proportion of the population of labor-force age (15-60)
is large relative to the more ‘dependent’ younger and older populations. This
demographic bonus, though, is not guaranteed. It is an opportunity and a
challenge that depends on the right priorities, policies and strategies.

When institutions exist that permit the accelerated flow of information
throughout a society it is possible to have wide dissemination of informa-
tion about the benefits of smaller families, accurate feedback of the returns to
investments in children and quicker recognition of the increased chances of
children surviving, which reduces old age support motivations for persistent



high fertility. However, the largest difference between rich and poor families is
not in their desired or ideal family sizes but in their ability to implement their
preferences. Access to services for the poor can be adversely affected by clinic
placement, hours of service and user fees. The demographic bonus therefore
operates not just on a macroeconomic level but also at the micro levels of the
community and family. High levels of fertility contribute directly to poverty,
reducing women’s opportunities, diluting expenditure on children’s education
and health, precluding savings and increasing vulnerability and insecurity.

SRH programs can help improve the nutritional status of women and their
children and advance progress on the hunger and maternal and child health
targets. Supplemental feeding programs for pregnant women, improving wom-
en’s knowledge of the nutritional requirements of themselves and their children
and increasing women’s power to negotiate access to needed nutrition must
be part of a multi-intervention strategy. Closely spaced pregnancies and the
associated high fertility levels place women at an increased risk of anemia and
other conditions of absolute and relative malnutrition.

Progress in alleviating hunger also requires targeted inputs to improve agri-
cultural productivity. Community level cooperative action can ensure imple-
mentation of soil improvement, improved water management and other com-
ponents of an integrated approach to agricultural productivity. However, rapid
population growth fueled by high fertility desires and/or poor implementation
of preferred family sizes can lead to the sub-division of land holdings, which
can reduce the benefits of productivity-enhancing interventions.

Goal 2: Achieve universal primary education

SRH impacts various levels of education in similar and overlapping ways.
For example, girls may be pulled out of school to care for siblings at any
time during their education. This is more likely as family size increases. Preg-
nancy-related dropouts, too, may occur at any level of education, including
the primary level.

Many empirical studies have found that a child’s school attendance is
negatively associated with the number of siblings with whom the child lives.
There is a strong incentive for larger families to keep children, especially girls,
at home and out of school. There is also evidence from these studies that the
gender gap in education may be explained by parental preference for sending
boys to school when a family has limited resources. Gender disparities in
education, then, should decrease with falling family sizes. Yet, the estimated
effects are often relatively small in size compared to other factors: Parental
schooling accounts for a substantial proportion of the increase in rates.

As States increasingly subsidize education, the impact of parental
resources on younger children’s school enrolment becomes less important.
However, educational attainment has been found to be linked to family size,
as older children are increasingly likely to be pulled out of school due to costs



of schooling and their increasing ability to contribute to houschold responsi-
bilities. Greater investments in children’s welfare, including schooling, often
occur in households where mothers have greater control over spending.
Adolescents and youth in developing countries are having sexual encoun-
ters at an early age. The increased gap between onset of menses and mar-
riage also increases exposure to pregnancy risk. A growth in the percentage
of girls attending school after puberty inevitably leads to a rise in the risk of
pregnancy among students. There is a high cost associated with becoming
known to be pregnant while still in school. A pregnant schoolgirl often has
to choose between dropping out or undergoing an abortion that is typically
illegal, and therefore likely to be unsafe. Boys who are involved in girls’ preg-
nancies do not face these same risks. Reductions in pregnancy-related drop-
outs would make a large enough difference to warrant policy attention, with
payoffs that are likely to be greatest, in countries that have begun to address
gender discrimination and in those at intermediate levels of socio-economic
development. Early marriage is also associated with teen pregnancy. Married
young gitls, compared to their unmarried counterparts, have limited social
networks, are less mobile, have less income-generating opportunities, face
heightened exposure to health risks and have higher levels of overall fertility.

Goal 3: Promote gender equality and empower women

Ensuring universal access to sexual and reproductive health and rights is essen-
tial for achieving gender equality. Involving men in SRH is crucial to promot-
ing gender equality and to increasing men’s reproductive health.

Guaranteeing SRH and rights is important to ensure that girls and women
lead longer and healthier lives, and has strong and direct impacts on their well-
being. SRH services work to promote voluntary, safe and healthy sexual and
reproductive choices. To do this, they must go beyond simply making avail-
able family planning information and services and include such activities as
combating gender-based violence, sexual coercion and female genital cutting
(FGC).

Gender-based violence, in particular, has a profound impact on the well-
being of women. It takes many forms: coerced sex in marriage and dating
relationships, rape by strangers, systematic rape during armed conflict, sexual
harassment, sexual abuse of children, forced prostitution and sex trafficking,
child marriage and violent acts against the sexual integrity of a woman (such
as FGC or virginity inspections). Sexual violence is associated with significant
emotional trauma and long-term mental health problems.

Sex trafficking is a growing problem. Some 800,000 people are trafficked
across borders each year, and 80 percent of them are women and girls who are
bought and sold worldwide mostly for commercial sex. This figure does not
include the substantial number of women and girls who are trafficked within

their own country.



It is estimated that between 100 and 140 million women and girls, most
of them in Africa, the Arab States and Asia, have undergone FGC. This rite of
passage may cause hemorrhaging, infection and even death, and exposes young
girls to serious and lasting physical and emotional trauma. Long-term chronic
health risks include constant urinary tract infections, reproductive tract infec-
tions and more severe menstrual pain. Finally, the ability to experience plea-
sure from sexual encounters is largely destroyed.

Early marriage takes many different forms and has many different causes,
including age-old traditions, protecting girls from unintended and out-of-
wedlock pregnancies or building ties between families or communities. How-
ever, marriage of girls by coercion or before they are old enough to give full
and free consent is not only harmful to their health and well-being; but it
also violates their human rights, as elaborated in the Universal Declaration of
Human Rights and other human rights instruments.

Allowing a woman to satisfy her desire for spacing or limiting children
enables her to better balance household responsibilities (including childrearing)
with activities outside the home, including economic, political and educational
activities. One of the most dramatic transformations in development over the
past 30 years has been women’s increasing role in the labor force, greatly cata-
lyzed by their ability to control their fertility and thus to shape their careers
over their lifecycle.

Goal 4: Reduce child mortality

Maternal behavior and fertility are important determinants of child health
and survival. Children born to very young mothers are at an increased risk
of suffering complications. Similarly, children born too closely together are
also at an increased risk of ill health. Where modern contraceptive prevalence
is below 10 percent, the average infant mortality is 100 deaths per 1,000 live
births. Where prevalence is 10-29 percent, infant mortality is 79 per 1,000;
and where it is over 30 percent, it is 52 per 1,000.

Children born to teen mothers are twice as likely to die during their first
year of life as those born to women in their 20s and 30s. Young teen mothers
are at higher risk of experiencing serious complications because their bodies
often have not yet fully mactured. They are also much more likely to have
poorer nutritional habits and are less likely to seek adequate antenatal and post-
partum care, leading to higher rates of low birth weight, malnutrition and poor
health outcomes in their children.

Birth spacing is an important lifesaving measure for both mothers and
children. Compared with babies born less than two years after a previous birth,
children spaced three or four years apart are more likely to survive to age five.
In less developed countries, if no births occurred within 36 months of a pre-
ceding birth the infant mortality rate would drop by 24 percent and the under-
five-mortality rate would drop by 35 percent. In total numbers this would



annually amount to 3 million children under age five, or roughly 30 percent of
total child mortality. Furthermore, a minimum of three years birth spacing is
also important for enhancing the child’s cognitive and social development.

Women who have closely spaced births are more likely to discontinue breast-
feeding too early, thereby increasing the risk of infant mortality. Breastfeeding
protects babies and infants from infectious and chronic diseases — including
both diarrhearal and acute respiratory diseases — and helps them to recover
more quickly from illness. Intensive demand feeding also provides protection
against pregnancy immediately after a birth by delaying the return of menses.
The promotion of exclusive breastfeeding is an important global priority for
increasing the health of infants. An HIV-positive mother may reduce the risk
of postnatal HIV-transmission when she exclusively breastfeeds her child as
compared to giving mixed feeding,

Goal 5: Improve maternal health

Each year more than half a million women die of preventable complications
of pregnancy and childbirth. Making access to SRH more widespread could
decrease childbirth- and pregnancy-related mortality and morbidity. That
women die of preventable causes during childbirth is a tragedy. This tragedy
is compounded when the pregnancy was not even intended. Moreover, as the
Task Force on Child Health and Maternal Health asserts, improving mater-
nal health requires policies and interventions that go beyond simply reducing
maternal mortality.

About 201 million women have an unmet need for modern contracep-
tion — making it more likely that they will experience high-risk or unintended
pregnancies and thus complications in pregnancy, during childbirth or from
an unsafe abortion. Among married women of childbearing age, demand for
birth spacing represented 33—75 percent of demand for family planning ser-
vices. Younger women especially want to delay their next pregnancy and have
longer birth intervals. Some are also interested in delaying their first birth
despite the common assumption that women want to have their first child
right after marriage. The failure to help women fulfil their spacing desires
derives from socio-cultural constraints on women’s status and on other restric-
tions on access to health services.

Comprehensive basic and emergency obstetric care is essential to maternal
mortality reduction. Although there has been progress over the past decade,
only about 70 percent of births in developing countries are preceded by even a
single antenatal care visit. Anemia during pregnancy and childbearing increases
the risks of maternal mortality and morbidity and also adversely affects infant
health by increasing odds for prematurity and low birch weight. Reductions in
delays to providing emergency care (in the decision to seek it, in arriving at a
facility and in receiving care on arrival) can dramatically improve survival out-

comes. Post-partum care, often less available than antenatal care, contributes



to the health and survival of the newborn and provides an opportunity for
family planning counseling.

High rates of unintended pregnancies are associated with higher incidences
of abortion, and specifically unsafe abortions, which further place women at
risk of death and disability. Young women are particularly impacted, as two
out of every three unsafe abortions are experienced by 15-30-year-olds and
14 percent by women under the age of 20. Legal abortion, however, does not
guarantee safety in places where providers are not trained or barriers prohibit
broad access to services. Evidence points to a strong correlation between abor-
tion laws and policies, safer abortion and reduced maternal mortality.

Lack of use of or access to contraceptives is a major cause of unwanted
pregnancy: More than half of all women in the developing world are at risk
because they are using a traditional method with high failure rates, they are
using a reversible method that requires regular supplies, or they are using no
method at all. Correct and consistent use of contraception and access to emer-
gency contraception can significantly reduce recourse to abortion and improve
maternal health overall.

Goal 6: Combat HIVIAIDS, malaria and other diseases

Addressing SRH needs and combating AIDS, malaria and other diseases
require essential medicines to be available throughout a country. Globally, 80
percent of HIV cases are transmitted sexually. Only one in five people at risk
of contracting HIV have access to even basic prevention services, which could
prevent 29 million of the 45 million new infections projected to occur in this
decade. Testing, counseling, treatment and care reach an even smaller propor-
tion of those affected.

Correct and consistent use of condoms — which has been found to reduce
HIV incidence by 80 percent — is a key component of any national prevention
strategy used to reduce sexual exposure to HIV. Other components include
delaying sexual initiation, abstinence and reducing the number of sexual part-
ners. However, there is still a wide gap in condom availability in many develop-
ing countries, and large-scale investments will need to be made in education
and awareness programs that promote and de-stigmatize condom use among
both men and women.

Underlying power dynamics between women and men in many develop-
ing countries also prevent women from accessing condoms and then insist-
ing on their use. Unprotected sex with a non-monogamous husband greatly
increases a woman’s likelihood of being exposed to HIV. An important step in
addressing such power dynamics is to ensure that there is universal access to
sexual and reproductive health and rights, and that family planning services
actively target men in their programs. SRH services include counseling (for
both women and men) to reduce exposure to risky sexual behavior that may
increase a person’s chances of contracting HIV (or transmitting it to others).



In 2003, an estimated 630,000 infants worldwide became infected with
HIV during their mother’s pregnancy, labor or delivery, or as a result of breast-
feeding. Many of these infections could have been avoided by ensuring moth-
ers’ access to a regimen to prevent mother-to-child transmission. Expanded
SRH services can provide an integrated package of services including counsel-
ing on HIV transmission and prevention, psychological and social support,
and antiretroviral treatment for HIV-positive mothers. Voluntary contracep-
tive services to help HIV-positive women prevent unwanted pregnancies should
be a central component of cost-effective national prevention strategies.

Prevention and treatment of STTs, while important in their own right, are
also essential components of strategies to reduce HIV transmission. Women
are more likely to suffer complications from STIs as they are more often
asymptomatic and are less likely to seek treatment even when experiencing
symptoms. Women with STTs are also more likely to experience stigmatiza-
tion, infertility, and even abuse and abandonment.

Pregnancy reduces women’s immunity to malaria, which can then lead to
adverse health outcomes, and even death, for the mother as well as increased
risks of stillbirth or low birth weight and its related complications for the
infant. HIV-positive women experience higher frequency and density of para-
sitemia, and women who are co-infected have more anemia and more adverse
birth outcomes than women infected with either malaria or HIV alone. Ensur-
ing universal access to SRH services would help ensure that pregnant women

at risk of malaria receive effective treatment.

Goal 7: Ensure environmental sustainability

The past century of population growth has put increasing pressure on natural
resources as the scale of human needs and activities has expanded. Population
growth, among other factors, has led to cropland expansion, intensified farm-
ing, housing sprawl and overuse of water and forests.

Population growth is an indirect driver of environmental degradation. It
is part of a complex dynamic that includes poverty, inequality, levels of con-
sumption and policy and market failures. Populations living in countries with
scarce natural resources and the fewest resources to invest in health, education
and family planning are growing more rapidly than the world population as a
whole, putting even greater pressure on these often biologically fragile zones.

Environmental sustainability must be a result of biological conservation
programs, technological advancement and a broad human development effort.
Development priorities need to include investments in education and health,
including SRH, to break vicious cycles of population growth and environmen-
tal vulnerability.

The world’s urban population is estimated to grow from 2.1 billion in
2000 to 5 billion in 2030. Slowing the growth of new slums and improving
the lives of slum dwellers require urgent action. The urban poor require SRH



services within an accessible and functioning health system. While the fertility
rate of rural women is generally higher than that of urban women, poor urban
women have significantly higher fertility rates than non-poor urban women.
The unmet need for contraception among the urban poor is also higher than
among the urban non-poor, though lower than that of people in rural areas.
Maternal mortality is generally higher in rural areas than in urban areas.

Both rural and poor urban populations lack access to modern health insti-
tutions. However, while rural populations are most affected by proximity of
service, urban populations face other factors, including transport costs and
user fees. Many improvements are needed for slum dwellers and the urban
poor to increase their SRH outcomes. HIV/AIDS is a major health concern in
cities and some risks are heightened there. Adolescents may also face greater
challenges to leading healthy sexual lives.

Goal 8: Global partnerships

The International Conference on Population and Development (ICPD) was the
first international conference to estimate the resources needed to achieve the
agreed action plan. The resource estimates included four components: family
planning; reproductive health; STIs and HIV/AIDS; and basic research, data
and population and development analysis. Each component should be inte-
grated into basic national programs for population and reproductive health.

It is important to recognize that the Programme of Action estimates did
not include all the issues brought up at the conference, and that additional
resources are still needed for other objectives and goals (later incorporated in
the MDGs) like the improvement of women’s status and empowerment and
the strengthening of primary healthcare systems

However, the resources mobilized from donors are not even living up to the
funding targets that were agreed at the ICPD. Although funding for popula-
tion activities is increasing, this is largely due to a higher resource flow towards
HIV/AIDS activities. Unfortunately, this has happened at the expense of other
areas within population assistance. Family planning has received less and less
attention since the ICPD, and its funding as a share of total population assis-
tance dropped from 56 percent in 1995 to 13 percent in 2003.

Donor countries vary in how much of official development assistance
(ODA) they contribute to population activities. In 2003, only five countries
gave more than the 4 percent of ODA to population activities (as agreed at
ICPD). Population activities in developing countries also receive external
assistance from supporters other than donor countries. Development banks,
especially the World Bank, foundations and non-governmental organizations
(NGO:s) contribute important resources. Out-of-pocket expenses contribute a
large amount of the total domestic financial resources. Even though domes-
tic expenditures are increasing, many developing countries (and particularly
the poorest countries) require adequate ODA. Within the time frame for the



MDGs they cannot reach a level of sustainable domestic funding anywhere
near two thirds of the costs for population activities.

Providing access to reproductive health drugs and supplies is crucial to the
achievement of the MDGs and to the improvement of health in developing
countries. Reproductive health commodity security is about ensuring a secure
supply and choice of commodities such as contraceptives (including condoms),
maternal health supplies and those needed for HIV/AIDS and other STT treat-
ment and prevention. These commodities need to be provided to rural and
urban populations, rich and poor, young and old, and both women and men.
It is crucial that national capacity is developed in order to secure sustainable
forecasting, logistics, financing, procurement, warehousing, stock monitor-
ing, distribution of commodities, and training and management of human

resources.

What needs to be done
The incorporation of SRH into national strategies to attain the MDGs and
into international and regional programs has been recommended by the world’s
leaders in the 2005 World Summit Outcome Document (UN 2005b) and in
health sector recommendations at the World Health Assembly.

Political will for action and the close monitoring of progress can accelerate
advances. Political will should be shown by both high-level commitments that
legitimate priorities and the mobilization of community support.

Task 1: Integrating SRH analyses and investments into national poverty
reduction strategies

National development planning must be based on MDGs needs assessments
that include population and SRH concerns. Such analyses need to diagnose
the current situation and the projected dynamics of key population groups
receiving priority interventions in order to orient investments to reach coverage
targets and reflect their expected returns.

To date, these issues have not been adequately incorporated in planning
exercises, and existing national population or SRH strategies have not been
appropriately referenced. Yet, investments in voluntary family planning pro-
grams, for example, would reduce the total resource requirements for progress
on the health-related MDGs and provide additional benefits.

The selection of indicators to monitor progress on SRH at national, regional
and global levels can help focus action priorities.

Task 2: Integrating SRH services into strengthened health systems

Family planning programs started as vertically organized systems with distinct
donor funding guarantees. This provided some advantages and disadvantages.
The ICPD placed all SRH services — including family planning — within the
regular health system. Countries subsequently changed their programs to



increase the integration of these services into the primary healthcare system.
A systematic framework for approaching integration is needed to guide pro-
gram design and monitor operations.

Attention to a person-centered continuum of care over a lifecycle and to
service interventions is proposed as a guiding framework. Effective informa-
tion and referral systems, and well-equipped and functioning component ser-
vice delivery units, are essential to ensuring this standard of care.

Past experience with service integration points to the need for more man-
agement expertise. Monitoring and evaluation and accountability burdens
increase with service completeness and complexity. Appropriate attention must
be given to SRH, the retention and strengthening of specialized capabilities
and the improvement of logistics and procurement systems. SRH interventions
can be allocated to different actors both within and outside the clinical health
system.

Effective integration requires giving priority to meeting client needs, cli-
ent-focused information, realistic and specific planning and monitoring, and
flexible management of motivated and competent staff in strong health sys-
tems. SRH issues pose special challenges since needs over the life cycle and
among different populations vary greatly, and services at different levels of the
health system need to be provided and linked.

The effective integration of SRH delivery with HIV/AIDS prevention,
treatment and care systems is a requirement for accelerated progress on the full
range of SRH concerns.

Task 3: Systematically collecting data

Effective management of integrated health service delivery, including SRH
components, requires investments in service and results-oriented databases.
Such system development has been challenging in many settings. Beyond
health management information needs, there has been a lack of basic informa-
tion that stakeholders can use to ensure accountability related to a variety of
population and SRH concerns. These include reproductive health and educa-
tion within the socio-cultural context for sexual and reproductive behavior;
population dynamics and youth needs; urbanization and migration; deteri-
orating rural and agricultural conditions; poverty pockets; gender roles and
relationships and belief systems; and gender-disaggregated data to provide a
more accurate picture of women’s economic contributions to society, includ-
ing their management roles and their unpaid labor in the family and in the
informal sector.

Strategic interventions to improve data for decision-making and account-
ability include the definition of a basic package of health information needs,
negotiation of effective accountability mechanisms between donors and
national authorities, formalized linkages between government agencies
and national stakeholders (NGOs and national research institutions) and



investments in improving the technical capacity of those involved. Such
developments should attend to the specific needs at national, regional and
district levels.

Task 4: Acting on the Reproductive Health Quick Impact Initiative

The UN Millennium Project has identified key interventions to accelerate
progress towards achieving the MDGs as a whole that can produce results
within relatively short time frames. The Reproductive Health Quick Impact
Initiative has two components: (1) improving access to reproductive health
information and services, including family planning, and (2) closing the fund-
ing gap for commodities, supplies and logistics.

Knowledge about family planning is now fairly widespread, but important
misconceptions and information gaps remain about this and other SRH issues.
These are particularly pronounced among young people and include lack of
knowledge about the transmission of HIV/AIDS.

Reasons for non-use of services are various and context-specific. Solutions
must be tailored to national circumstances as there are no ‘one size fits all’
methodologies. In addition to addressing unmet need for family planning, the
quality of care needs to be improved. This includes attention to providing a
range of choice of methods, meeting information needs, availability of techni-
cally competent staff and equipped facilities, adequacy and sensitivity of cli-
ent-provider relations, continuity-encouraging follow up, and provision of an
integrated constellation of services. The quality of SRH care leads to greater
acceptance of contraceptives and other SRH services and lower rates of discon-
tinuation. The increased use of community-based health workers providing a
range of service modules will require extensive training and backstopping to
ensure quality.

Contraceptive demand is projected to increase dramatically within the
MDG time frame as a result of population growth, the current backlog of unad-
dressed needs and decreasing family size preferences. The Asia—Pacific region
will require the largest share of resources for contraceptives, drugs and medical
supplies. But the largest increase — 161 percent — is projected to be in Africa.

The Reproductive Health Supplies Coalition has been working to improve
information exchange on availability and needs, strengthen supply systems,
foster country ownership and national political and financial commitment for
reproductive health supplies, improve coordination between international sup-
pliers and country supply managers and expand the markets for private-sector
provision to appropriate population segments. This effort needs to improve
national capacity and to address emergency responses to stock-outs and other
supply crises. Allocation of national funds remains an important signal that
countries can send that might encourage further donor responses. A coordi-
nated effort to increase resources from national and international sources is

required, with significant allocations to strengthening national institutions.



Such efforts should include improved feedback from local actors (governmen-
tal and non-governmental) on evolving demand and on supply quality and
dependability.

The effective incorporation of SRH commodities into national Essen-
tial Drugs and Medicine delivery systems must be realized. Multiple and ill-
coordinated logistic management systems reduce efficiency and effectiveness.
Existing management tools can provide technical support to such national
delivery efforts.

Improving access to and usage of family planning services should include
programmatic attention to key life events at which demand and receptiv-
ity is high. These include services to be offered post-abortion, post-partum,
post-infection (by an ST1, including HIV/AIDS), post-child death and post-
puberty/initiation).

Task 5: Meeting the needs of special populations

Since the needs of different population groups vary — both in the risks they face
and the programs required to reach them — special attention to targeted service
development has increased. Sub-groups include such populations as unmar-
ried youth, the poor, rural populations, and post-partum and post-abortion

women.

Adolescents

Young women and men are underserved in development planning. Sectoral
institutional frameworks tend not to be organized around age categories and
do not offer an integrated approach to the needs of the young. Surveys of the
health information and service needs, including SRH, of youth show their
reluctance to use clinics or to address sex and reproduction. Comprehen-
sive and holistic approaches must be developed that are sensitive and youth-
friendly. Normative frameworks on client rights are particularly important for
reassuring youth.

The diversity of situation of adolescent populations must be taken into
consideration, with special population groups among adolescents requiring
priority attention in program planning. This includes those living in situa-
tions of risk and young mothers. Detailed data is needed on the situation of
young people, married and unmarried, particularly in the area of SRH.

Humanitarian situations

A humanitarian crisis — whether it is due to conflict or natural disaster — poses
an extreme challenge to the achievement of the MDGs. Structures and systems
break down, making people much more vulnerable and increasing the need for
protection and service provision. Of the 34 poorest countries that are farthest
away from achieving the MDGs, 22 countries are in or just emerging from
conflict.



The SRH situation during conflict and natural disasters increases the likeli-
hood of unwanted pregnancy, maternal and infant death, and the transmission
of STIs including HIV/AIDS. The sudden loss of medical support, as well as
the trauma and malnutrition that often follow an emergency, means that preg-
nant women face a greater risk of maternal morbidity and mortality. The spread
of STIs including HIV/AIDS increases because an emergency breaks up stable
relationships; disrupts social norms on sexual behavior; and coerces women as
well as young girls and boys to exchange sex for food, shelter and income. Gen-
der-based violence also increases. Operational guidelines on reproductive health
in emergency situations have been developed and must be implemented.

Men

Men play a crucial role in reproductive health both as clients, partners and agents
of change. Donors can support operational research to advance these contribu-
tions and countries can give it priority. Gender-equitable programs to involve
men should address power relations, and positive and supportive definitions of
masculinity should be reinforced to improve the situation of both women and
men. Reproductive health strategies should make male involvement a key pro-
gram strategy. Outreach to men is a vital component for meaningful scaling
up of SRH programs. Program staff will need reorientation to address male

involvement.

Requirements for effective action

Political commitment

High-level political commitment can signal the importance of SRH progress to
the population as a whole and to implementing bureaucracies. Dramatic change
is possible on accelerated time scales when national governments mobilize to

meet voluntary choices.

Effective coordination

To implement the various recommended actions, effective multisectoral pro-
gramming efforts are critical. Coordinating mechanisms and institutions can
mobilize stakeholders for the design, implementation and monitoring of pro-

grams involving diverse actors.

Community participation and cultural sensitivity
Consistent with this vision is recognition of the vital role of community
inputs to development planning. Services can be better adapted to local condi-
tions when staff are equipped with methods and guidelines to evaluate their
own performance and supplement their evaluations with inputs from service
beneficiaries.

In order to make reproductive health programs successful, it is crucial to
take into account the local context, including structure and culture. Partnering



with local groups such as faith-based organizations and individuals from within
the community is therefore a crucial step in a successful program that seeks to
promote human rights and healthier lives.

Resources for programs

Additional information on detailed intervention costs that have become
available in the decade since the ICPD have led to new estimates of resource
needs for SRH. These estimates include: (a) detailed disaggregated direct ser-
vice delivery cost estimates for family planning and other basic maternal and
reproductive health services (including safe delivery, emergency obstetric care,
neonatal survival/infant mortality interventions and a broad range of HIV/
AIDS prevention efforts); (b) overhead costs (e.g., maintenance, power, basic
facility supplies, support staff); and (c) system improvement costs related to
management, improved monitoring and evaluation and capacity for research
and evaluation needs.

Preliminary estimates of additional capital and human resource require-
ments for attaining the targeted service coverage are also available. Better esti-
mates of these needs will come from ‘bottom-up” MDG needs assessments
carried out by individual countries. UN Millennium Project analyses dem-
onstrate that most low-income countries need to substantially increase capital
investments to strengthen health systems and scale up service coverage to meet
the MDGs. It is clear that resource requirements for the basic SRH pack-
age will be significantly higher than estimated over a decade ago. By 2015
the required annual costs will be about US$14 billion more than originally
anticipated, reaching US$36 billion. The magnitude and share of required
HIV/AIDS prevention investments are substantial.

Additional analyses apply this new methodology to a scenario projecting
family planning needs, population dynamics and maternal, newborn and child
health services based on the satisfaction of current unmet need for family plan-
ning. These analyses reflect the larger savings in other reproductive health
services gained by higher investments to eliminate unmet need for family plan-
ning preferences. Savings from family planning investments increase over time
as smaller birth cohorts reduce other service needs and can finance system
improvements.

Both the 1993 and the current resource projections omit supportive invest-
ments in other sectors (including investments for women’s empowerment). The
current SRH estimates are also based only on direct service costs and added
health system costs and do not include the required information, education
and behaviour-change communication and community-based interventions.
Further work is needed to elaborate these needs.

The expansion of family planning, maternal health and HIV/AIDS pre-
vention efforts depends on the mobilization of political will, institutional
capacity and technical and financial resources. However, a significant number



of countries identify shortfalls in international assistance as having a negative
effect on their programs. Greatly increased support, both financial and techni-
cal, to national programs will be required to reach the ICPD goal of universal
access to reproductive health and attain the MDGes.



At the Millennjum Summit in September 2000, 189 world leaders adopted
the Millennium Declaration and committed their nations to a global part-
nership to reduce poverty, improve health and promote peace, human righes,
gender equality and environmental sustainability. This Declaration built on
the outcomes of international conferences held throughout the 1990s, recog-
nizing the importance of achieving the development goals and targets adopted
at previous gatherings. Indeed, it recommitted governments to many of their
long-standing promises.

Importantly, the Millennium Declaration also explicitly recognized the
interconnectedness of development priorities set at these various gatherings —
from the International Conference on Population and Development (ICPD) to
the Fourth World Conference on Women and to the World Education Forum,
among others. World leaders agreed that the many dimensions of extreme pov-
erty must be tackled together, and that the aspirations and goals of one confer-
ence can only be realized alongside those articulated at the others. To this end,
the Millennium Development Goals (MDGs) following from the Millennium
Declaration, further held governments to account by setting time-bound and
measurable targets for eradicating extreme poverty in its many forms — income
poverty, hunger, disease, lack of adequate shelter and exclusion — while promot-
ing gender equality, education and environmental sustainability (box 1.1).

The World Summit held in September 2005 confirmed the importance
of reproductive health in the attainment of the MDGs as countries commit-
ted themselves in the Outcome Document to: “Achieving universal access to
reproductive health by 2015, as set out at the International Conference on
Population and Development, integrating this goal in strategies to attain the
internationally agreed development goals, including those contained in the

Millennium Declaration, aimed at reducing maternal mortality, improving



Box 1.1
Millennium
Development
Goals

Goal 1 Eradicate extreme poverty and hunger
¢ Target 1 Halve, between 1990 and 2015, the proportion of people whose income
is less than US$1 a day
¢ Target 2 Halve, between 1990 and 2015, the proportion of people who suffer from
hunger

Goal 2 Achieve universal primary education
e Target 3 Ensure that, by 2015, children everywhere, boys and girls alike, will be
able to complete a full course of primary schooling

Goal 3 Promote gender equality and empower women
* Target 4 Eliminate gender disparity in primary and secondary education, preferably
by 2005, and to all levels of education no later than 2015

Goal 4 Reduce child mortality
¢ Target 5 Reduce by two-thirds, between 1990 and 2015, the under-five mortality
rate

Goal 5 Improve maternal health
¢ Target 6 Reduce by three-quarters, between 1990 and 2015, the maternal mortal-
ity ratio (MMR)

Goal 6 Combat HIV/AIDS, malaria and other diseases
* Target 7 Have halted by 2015 and begun to reverse the spread of HIV/AIDS
* Target 8 Have halted by 2015 and begun to reverse the incidence of malaria and
other major diseases

Goal 7 Ensure environmental sustainability
¢ Target 9 Integrate the principles of sustainable development into country policies
and programmes and reverse the loss of environmental resources
¢ Target 10 Halve by 2015 the proportion of people without sustainable access to
safe drinking water and basic sanitation
¢ Target 11 Have achieved by 2020 a significant improvement in the lives of at least
100 million slum dwellers

Goal 8 Develop a global partnership for development

e Target 12 Develop further an open, rule-based, predictable, non-discriminatory
trading and financial system (includes a commitment to good governance, develop-
ment and poverty reduction — both nationally and internationally)

¢ Target 13 Address the special needs of the Least Developed Countries (includes
tariff- and quota-free access for Least Developed Countries’ exports, enhanced
programme of debt relief for HIPCs and cancellation of official bilateral debt, and
more generous ODA for countries committed to poverty reduction)

* Target 14 Address the special needs of landlocked countries and small island
developing states (through the Programme of Action for the Sustainable Develop-
ment of Small Island Developing States and the twenty-second General Assembly
provisions)

¢ Target 15 Deal comprehensively with the debt problems of developing countries
through national and international measures in order to make debt sustainable in
the long term



¢ Target 16 In cooperation with developing countries, develop and implement strate-
gies for decent and productive work for youth

¢ Target 17 In cooperation with pharmaceutical companies, provide access to afford-
able essential drugs in developing countries

¢ Target 18 In cooperation with the private sector, make available the benefits of
new technologies, especially information and communication technologies

maternal health, reducing child mortality, promoting gender equality, combat-
ing HIV/AIDS and eradicating poverty” (UN 2005b, paragraph 57g).

ICPD and the MDGs - moving forward together

Many elements of the Millennium Declaration and the MDGs were anticipated
by the broad vision of development elaborated at the ICPD, held in Cairo in
1994. Similar to the Millennium Summit, the ICPD marked the largest inter-
national conference of its time, with 179 world leaders adopting its Programme
of Action. This set the population and development agenda for the next two
decades. The ICPD Programme of Action and the MDGs strongly reinforce
each other in a number of important ways.

Firstly, the ICPD Programme of Action addressed a myriad of pressing
development problems — from eradicating extreme poverty to ensuring environ-
mental sustainability to supporting families — and went far beyond what had
previously been seen as ‘traditional’ population issues. In fact, early critics of the
ICPD Programme of Action worried that the declaration addressed too many
varied issues and contained too many targets. But, much like the MDGs, the
ICPD Programme of Action explicitly recognized these issues to be fundamen-
tally related, and unachievable without action being taken on all of them. For
example, without adequate roads, women in labor are not able to access maternal
health clinics. And even if they reach a clinic, without adequate electricity they
cannot receive the necessary care. The breadth of the development vision thus
expanded on the approach in earlier population conferences:

“The 1994 Conference was explicitly given a broader mandate on develop-
ment issues than previous population conferences, reflecting the growing aware-
ness that population, poverty, patterns of production and consumption and the
environment are so closely related that none of them can be considered in isola-
tion.” (UN 1994, para. 1.5)

Secondly, the ICPD Programme of Action set quantifiable targets and indica-
tors to measure countries’ progress toward meeting their agreed goals. This was an
important step at that time in holding governments accountable for their pledges,
and is a shared element of the MDGs. Furthermore, four of the five quantified
goals from the ICPD Programme of Action are echoed in the MDGs (see below).

Thirdly, the ICPD Programme of Action viewed population concerns from
within a human rights framework — creating a key shift in the population debate.



It succeeded in replacing a macroeconomic perspective on population policy
with a focus on a woman’s need to receive appropriate SRH care (within a func-
tioning health system) and to control the number and timing of her pregnancies.
The advancement of the human rights perspective on reproductive health, along
with a more focused discussion of gender roles in development, was a major step
forward. Similarly, the MDGs should be seen as human rights goals — the right
to food, shelter, healthcare and education — as enumerated in the Universal Dec-
laration of Human Rights and the UN Millennium Declaration.

Fourthly, the ICPD Programme of Action explicitly recognized that a true
global partnership between rich and poor countries was needed in order to
achieve its aspirations. It was the first international conference to accept (how-
ever provisionally) estimates of resource requirements for a core program package
and to define the relative contributions to these efforts by donor and developing
countries. It also explicitly recognized the need for strengthened partnerships
on an international, regional and national level. In this same vein, the Millen-
nium Declaration and the MDGs explicitly call for strengthened global partner-
ships, particularly in such key areas as aid, trade, debt relief, access to essential
medicines and foreign direct investment. And the UN Millennium Project also
stresses in its recommendations the need for a global partnership between rich
and poor countries to achieve the Goals.

It is in these ways that the MDGs build on the important outcomes of the
ICPD, and they should be viewed as a strong recommitment to the vision, aspi-
rations and goals of that landmark event. Four of the five quantifiable targets
put forth in the ICPD Programme of Action are included (in close form) in
the MDGs — reducing maternal mortality, reducing child mortality and ensur-
ing universal access to primary education and access to secondary education
(table 1.1). ICPD+5 also included a goal for preventing HIV/AIDS, which is
reflected in the MDGs. The fifth ICPD goal — access to SRH services includ-
ing family planning — is now widely recognized as essential to the achievement
of the MDGs.

What is sexual and reproductive health?

One of the major innovations of the ICPD was the elaboration of a definition
of a rights-based approach to SRH. The concept of SRH and rights adopted
at the ICPD marked a turning point in the approach to fertility and fam-
ily planning programs. The Programme of Action defined SRH broadly, as
encompassing issues related to physical, mental and social well-being in mat-
ters related to the reproductive system (box 1.2). At its core is the promotion of
healthy, voluntary and safe sexual and reproductive choices for individuals and
couples, including such decisions as those on family size and timing of mar-
riage. Indeed, such promotion is fundamental to human well-being. Through-
out human history, sexuality and reproduction have been vital aspects of per-
sonal identity and key to creating fulfilling personal and social relationships.



Table 1.1
ICPD quantifiable
targets

Box 1.2

ICPD definition
of reproductive
health

ICPD Goals Targets

“...countries should....strive to ensure complete access to primary school
or equivalent level of education by girls and boys as quickly as possible,
and in any case before 2015“ (paragraph 11.6)

Universal access to
primary education

“Beyond the achievement of the goal of universal primary education in
Access to secondary  all countries before the year 2015, all countries are urged to ensure the
and higher education  widest and earliest possible access by girls and women to secondary and
higher levels of education, as well as to vocational education and technical
training“ (paragraph 4.18)

“By 2015, all countries should aim to achieve an infant mortality rate be-
Reduction of infant low 35 per 1,000 live births and an under-five mortality rate below 45 per
and child mortality 1,000. Countries that achieve these levels earlier should strive to lower
them further” (paragraph 8.16)

“Countries should strive to effect significant reductions in maternal mor-
tality and morbidity by the year 2015 (...) to levels where they no longer
constitute a public health problem. Disparities in maternal mortality within
countries and between geographical regions, socio-economic and ethnic
groups should be narrowed” (paragraph 8.21)

Reduction of maternal
mortality

Universal access to re-
productive and sexual
health services includ-
ing family planning

“All countries should strive to make accessible through the primary health-
care system, reproductive health to all individuals of appropriate ages as
soon as possible and no later than the year 2015” (paragraph 7.6)

“Reproductive health is a state of complete physical, mental and social well-being and
not merely the absence of disease and infirmity, in all matters relating to the reproductive
system and to its functions and processes. Reproductive health therefore implies that
people are able to have a satisfying and safe sex life and that they have the capability
to reproduce and the freedom to decide if, when, and how often to do so....Reproductive
health care is defined as the constellation of methods, techniques and services that con-
tribute to reproductive health and well-being by preventing and solving reproductive health
problems. It also includes sexual health, the purpose of which is the enhancement of life
and personal relations, and not merely counseling and care related to reproduction and
sexually transmitted diseases.” (UN 1994, para. 7.2)

SRH also involves issues extending beyond the reproductive years, such as
preventing cervical cancer, and emphasizes the need for a life-cycle approach to
health.! Importantly, reproductive health programs involve men as well as women
— because men are exposed to sexual risks, men impact the reproductive health
of their partners, and men must be involved in programs to eliminate sexual
violence and coercion. And SRH touches on sensitive, yet important, issues for
individuals, couples and communities, such as sexuality, gender discrimination
and male/female power relations. For example, SRH programs work to elimi-
nate sex-selective abortions or to eliminate harmful traditional practices, such
as female genital cutting (FGC ) or forced early marriage. As the World Health
Organization (WHO) Reproductive Health Strategy (2004) affirmed:

“Reproductive health extends before and after the years of reproduction, and
is closely associated with socio-cultural factors, gender roles and the respect and



protection of human rights, especially — but not only — in regard to sexuality and
personal relationships.”

Given the broad definition of SRH, a wide range of interventions and
program activities are needed for its promotion. Interventions are needed, for
example, to ensure access to SRH information and services, to promote gender
equality and women’s empowerment and to eliminate gender-based violence and
sexual coercion (see Appendix 2 for a list of interventions). Programs, therefore,
must involve many different actors — from government officials to community
and cultural leaders to civil society and the private sector down to families and
individuals (both men and women). Finally, SRH programs are committed to
strengthening healthcare delivery in developing countries, and are working to
ensure that SRH activities are fully integrated into these systems.

Recently, in an attempt to further refine this broad definition as it relates to
the health system, WHO (2004a) identified five key interventions that, although
not comprehensive, are key to successful SRH programs:

1. Ensuring contraceptive choice and safety

2. Improving maternal and newborn health

3. Reducing sexually transmitted and other reproductive tract infections

and HIV/AIDS

4. Eliminating unsafe abortion

5. Promoting healthy sexuality.

Reproductive rights

SRH goes well beyond simply delivering services and information about disease
prevention and risk reduction (although these activities are essential aspects of
SRH programming). At its core is the promotion of healthy, voluntary and safe
sexual and reproductive choices for individuals and couples, including such deci-
sions as those on family size and timing of marriage.

The International Conference on Human Rights in Tehran in 1968 was
the first international forum to explicitly state that “Parents have a basic human
right to determine freely and responsibly the number and spacing of their chil-
dren”. And this was reaffirmed at the 1975 First World Conference on Women,
which argued that the right to family planning was essential for gender equality.
The 1984 International Conference on Population again endorsed this right, and
further concluded that men shared responsibility for family planning and child
rearing.

These references to reproductive rights are not new, but instead bring together
long-standing accepted norms from various internationally agreed human rights
frameworks that are relevant to SRH. The Universal Declaration of Human
Rights (1948) put forth a common standard of achievement for all peoples and
all nations that included certain fundamental political, social, economic and cul-
tural rights and freedoms. Based on this, the International Covenant on Civil
and Political Rights (1976) and the International Covenant on Economic, Social



and Cultural Rights (1976) both stressed the right of women to be free of all
forms of discrimination, the right to the highest attainable standard of physical
and mental health as well as family rights (the right to marry and found a family
and the right to have a private and family life).

Other human rights treaties and conventions set clearer definitions and stan-
dards for the protection of women against discrimination and for ensuring their
access to SRH services. The Convention on the Elimination of All Forms of Dis-
crimination against Women (1979), for example, set out measures for achieving
gender equality, including overcoming the disadvantage inherent in gender roles.
The Convention on the Rights of the Child (1989) also reaffirmed the right to
family planning services. It called on States to ensure appropriate antenatal and
post-natal care for mothers, to protect children from sexual violence and coercion
and to abolish traditional practices that harm the health of a child. And given
that nearly all States have ratified this Convention, it has become a particularly
strong tool for holding governments accountable for ensuring universal access to
SRH services, including family planning,

While these conferences, treaties and conventions include reproductive
health as a human right, however, it was the ICPD that fully elaborated the
concept of reproductive rights:

“Reproductive rights embrace certain human rights that are already recog-
nized in national laws, international human rights documents and other con-
sensus documents. These rights rest on the recognition of the basic right of all
couples and individuals to decide freely and responsibly the number, spacing
and timing of their children and to have the information and means to do so,
and the right to attain the highest standard of sexual and reproductive health. It
also includes their right to make decisions concerning reproduction free of dis-
crimination, coercion and violence, as expressed in human rights documents....”
(UN 1994, para. 7.3)

The concept of reproductive rights is important for (at least) three key reasons:

1. Human rights instruments set clear definitions for the basic minimum
entitlements that all people the world over should enjoy, no matter who
they are or where they were born. All too often, ‘cultural heritage’ and
‘age-old tradition’ arguments have been used to maintain practices that,
for example, denigrate women and their contributions to families, com-
munities and nations, or that pose great risks to a woman’s health (i.e.,
FGC). Reproductive rights make clear that certain practices are not to be
condoned simply because they are deemed cultural or traditional and that
in fact such practices violate internationally agreed norms.

2. Stemming from these rights are obligations on States to ensure that access
to SRH information and services is afforded to all persons; to eliminate
gender-based violence, sexual coercion and forced early marriage; to
ensure high-quality healthcare to reduce maternal and child mortality;
and so on. A 2003 United Nations Population Fund (UNFPA) survey



Box 1.3
Reproductive
rights as
human rights

Reproductive rights, as derived from international human rights instruments, specifically
include:

Right to the highest attainable standard of health includes a right to have access
to healthcare of the highest possible quality, which includes access to sexual and
reproductive health (SRH) services and information.

Right to life and survival mostly focuses on ensuring safeguards against arbitrary
execution by the state. But some experts have also applied this right to women who
die of pregnancy-related causes and have demanded governments provide services
to reduce maternal mortality.

Right to liberty and security of person implies a right to enjoy and control one’s
sexual and reproductive life in accord with the rights of others. For example, sexual
coercion and abuse as well as FGC violate the security of a person. So too do com-
pulsory sterilization and forced abortion.

Right to family planning specifies that individuals have a right to freely and responsi-
bly decide the number and spacing of their children and have access to the informa-
tion and services to do so. This is a key component of reproductive rights.

Right to marry and found a family specifies that individuals should be able to freely
consent to marriage as well as to the number and spacing of their children. Some
experts have also applied this right as an obligation for States to provide preven-
tion and treatment services for STls, as these are a leading cause of infertility.
Right to a private life and family life includes the ability to make autonomous and
confidential decisions about sexuality and the number and spacing of one’s chil-
dren — free from coercion, discrimination and violence.

Right to the benefits of scientific progress implies that everyone should have access
to available technology in reproductive healthcare, including quality contraceptive
options.

Rights to receive information and to freedom of thought are also applicable to SRH
issues in that everyone (including adolescents and unmarried women) must have
access to family planning information and services.

Right to education is important in and of itself. But this right also empowers women
with knowledge and skills to be able to participate in the life of their communities,
and to challenge traditional gender roles.

Right to non-discrimination on the basis of sex is essential for achieving gender
equality and, in particular, for women to make choices about their reproductive
health without their spouse’s consent. Gender-based discrimination occurs in many
regions the world over and is exemplified by the differential treatment of boys and
girls as well as by sex-selective abortions.

Right to non-discrimination on the basis of age implies that young people should
have the same rights to confidentiality as adults with regard to their reproductive
healthcare.

found that since the adoption of this language, 131 countries had changed
national policies or laws to explicitly recognize reproductive rights. South
Africa and Venezuela, for example, include reproductive rights in their
constitutions as fundamental human rights (UNFPA 2004b).



3. Countries that have ratified these human rights instruments are required
to report regularly on actions undertaken to ensure that their citizens
enjoy such rights. The established monitoring bodies may also offer rec-
ommendations to specific States or groups on actions they should take
to implement their agreed human rights responsibilities, and specifi-
cally with respect to reproductive rights. For example, national progress
related to SRH and rights has been part of the purview of the Commit
tee on the Elimination of Discrimination against Women (CEDAW),
and has been included in national reports and shadow reports to the
Committee and in its Concluding Comments (see the databases acces-
sible at http://www.whrnet.org/docs/issue-cedaw_committee.html and
hetp://www.acpd.ca/compilation/Intro.htm).

The Special Rapporteur on the Right to Health has reported on the sta-
tus of rights in the area of SRH, within the context of existing norms and
concepts such as freedoms, entitlements, immediate obligations, international
assistance and cooperation, articulating rights issues emerging from the ICPD,
the Fourth World Conference on Women and their review processes (Com-
mission on Human Rights 2004). In official Resolutions following from the
reports of the Commission on Human Righes, the General Assembly “calls upon
States to place a gender perspective at the centre of all policies and programmes
affecting women’s health” and “ further calls upon States to protect and promote
sexual and reproductive health as integral elements of the right of everyone to
the enjoyment of the highest attainable standard of physical and mental healcth”
(ibid.).

Reproductive rights are recognized as valuable ends in themselves and essen-
tial to the enjoyment of other fundamental rights. Ensuring universal access to
SRH and rights is thus an important part of strategies for achieving the MDGs.
The achievement of some Goals — including improving maternal health, reduc-
ing child mortality, promoting gender equality and combating HIV/AIDS —
depend direcrly on making access to these services widespread. Other Goals are
also closely connected with SRH issues, since the ability to make informed deci-
sions concerning reproductive health, marriage and childbearing without any
form of discrimination or coercion is closely correlated with a country’s prospects
of reducing poverty, improving health and education, raising productivity and
living standards, and achieving environmental sustainability (UNFPA 2005c).
These various connections are considered in detail in Section 3. First, however,
Section 2 looks at the current situation as regards SRH.






This section starts by looking at the global burden of diseases and risks related
to sexual and reproductive health (SRH). It reviews the extent to which most
regions, countries, sub-national areas and populations are ‘falling shor¢” in the
key areas of SRH (given available data) and compares, to the extent possible,
today’s snapshot with that of times past. There have been some spectacular
improvements in some areas of SRH — witness the declines in fertility levels
over the past few decades. But there have also been serious setbacks, most nota-
bly the AIDS crisis in sub-Saharan Africa. This discussion highlights the exist-
ing disparities in diseases and risks relevant to SRH — both within and between
countries — and the groups or regions with particularly adverse outcomes.

Despite the centrality of SRH to the attainment of international develop-
ment goals, including those in the International Conference on Population and
Development (ICPD) Programme of Action and the Millennium Development
Goals (MDGs), it has not been adequately translated into action frameworks
and monitoring mechanisms at international, regional and national levels. The
final part of the section looks at why SRH has been marginalized in the devel-
opment dialogue.

The global burden of SRH-related diseases and risks

The broad concept of SRH, as defined in Section 1, poses great measurement
challenges when trying to highlight the burden of SRH-related diseases and
risks globally. Firstly, given the broad scope of the definition and various inter-
pretations of SRH, it is not always clear how best to measure its contribution
to the overall burden of disease. For example, Murray and Lopez (1998) mea-
sured these using six different SRH definitions and came out with six diver-
gent estimates — varying as much as from 5 to 20 percent of the total global
disease burden.



Secondly, SRH issues cut across traditional measurement lines. SRH
includes diseases (e.g., AIDS) and ‘non-diseases’ or normal physiological
processes (e.g., pregnancy), as well as including both communicable diseases
(e.g., STI) and non-communicable ones (e.g., breast cancer). These discase
groups are usually measured and classified separately, making estimating the
total SRH burden more difficult.

Thirdly, it is important to measure factors that either increase or decrease
a person’s risk of exposure to poor SRH outcomes. And such risk factors often
relate to lifestyle, culture and behavior. But data on these factors are usually
hard to obtain as they touch on intimate topics that are difficult for individu-
als or communities to discuss. And often those at the greatest risk of suffering
adverse SRH outcomes are the same people who are hardest for such surveys to
reach (such as sex workers or adolescents).

Fourthly, the measurement of the disease burden does not take into account
impacts on families, communities and society, but only reductions in individ-
ual functioning. Intergenerational impacts of poor realization of reproductive
health are excluded, including those beyond the area of physical impairment.

Finally, and fundamentally, good health is much more than the absence
of disease. And this becomes abundantly clear with SRH — arguably more so
than in other areas of health. Throughout history great emphasis has been
placed on sexuality, pregnancy and childbearing. Indeed, much of our personal
identity as well as our social and personal relationships hinge on this part of
our lives — which is closely related to our overall health and well-being. Today’s
measurement tools are not able to capture such positive aspects of health and
well-being (see further discussion in Section 3 under Goal 3).

Estimates of the overall SRH burden
Despite the difficulty of assessing the overall SRH burden, estimates of the
extent to which adverse outcomes lead to death and disability have been made.
These show that lack of access to SRH is (and has long been) a major public
health concern, especially in developing countries.

A recent costing study of SRH interventions (Vlassoff et al. 2004) reviewed
the burden of disease estimates for components of SRH (table 2.1 and 2.2).
According to these estimates, death and disability due to SRH accounted for
18.4 percent of the overall global disease burden and 32 percent of the dis-
ease burden among women of reproductive age (15—44). Maternal conditions
(including hemorrhage or sepsis due to childbirth, obstructed labor, pregnancy-
related hypertensive disorders and unsafe abortion) accounted for 2.1 percent
of all disability-adjusted life years (DALYs)? lost (and 13 percent among women
of reproductive age) in 2001. And this disease burden has stayed relatively con-
stant over the past decade, decreasing from 2.2 percent in 1990 to 2.1 percent
in 2001. Perinatal conditions (including low birth weight, birth asphyxia and
birth trauma) accounted for 6.7 percent of all DALYs lost in 2001. HIV/AIDS



Table 2.1

Burden of disease
estimates related to
reproductive health,
1990 and 2001

Note: Numbers in table may not
sum because of rounds.

Source: Vlassoff et al. 2004

Table 2.2

Share of DALYs lost
due to reproductive
health-related
causes, by region,
2001 (percent)

Note: Numbers in table may not
sum because of rounds.

Source: Vlassoff et al. 2004

Years lived with Disability-adjusted
Years of life lost disability (YLD) life years (DALY) Percent of all
(YLL) (months) (months) (months) DALYs

1990 2001 1990 2001 1990 2001 1990 2001

STis 6.5 54 120 70 185 124 1.3 0.9
HIV 88 800 2.3 84 112 880 0.8 6.0
Maternal 43 5 15.0 16.5 159 298 308 2.2 21
conditions

Total 286 1004 308 313 595  131.3 4.3 9.0

accounted for 6 percent (and 14 percent among women of reproductive age),
up from 0.8 percent in 1990. And STTs, excluding HIV/AIDS, accounted for
0.9 percent of all DALYs lost in 2001, down from 1.3 percent in 1990.

Across regions there are great disparities in the total burden of disease due
to SRH problems (table 2.2). Nowhere are the disparities clearer than in terms
of HIV/AIDS, as 18.8 percent of the total disease burden is due to HIV/AIDS
in Africa, compared to 6 percent worldwide and 0.6 percent in Europe. In fact,
the disease burden in Africa, due in large part to the HIV/AIDS crisis, is about
one third of the total disease burden, and is almost double that of most other
regions. Most other SRH problems also account for a larger portion of DALYs
lost in Africa than in other regions. In Europe, conversely, the SRH burden is
relatively low compared to the region’s overall burden of disease, accounting
for only 6.9 percent. Other regions show SRH burdens accounting for 10-20
percent of the total disease burden. Clearly, from these estimates, SRH poses
a serious burden in many regions, but especially in Africa, and accounts for a
good proportion of the total disease burden in much of the world.

Eastern
Mediter- South- Western
World Africa Americas Europe ranean east Asia Pacific

STls (excluding
HIV/AIDS) 0.8 1.4 0.4 0.2 1.0 1.0 0.2
HIV/AIDS 6.0 18.8 1.9 0.6 1.3 3.2 0.8
Maternal 21 3.2 1.3 0.5 3.0 2.4 1.1
conditions
Perinatal 6.7 6.1 4.9 1.9 9.1 9.4 5.7
conditions
Other SRH 27 17 3.5 37 2.5 2.8 3.0
conditions
Total (percent) 18.4 Bl 12.0 6.9 16.9 18.9 10.8
Total DALYS 270 112 17 10 23 79 28

(thousands)



Measuring progress in key areas of SRH

Fertility levels

Much of the world has seen spectacular declines in fertility levels over the past
few decades. In more developed regions, the total fertility rate® was relatively
stable at 1.55 children per woman in 1995-2000 and 1.56 in 2000-2005. Both
periods have fertility rates below replacement level.? In less developed regions,
total fertility also declined over the same period — from 3.1 to 2.9 children per
woman. However, if China is excluded, this decline was only from 3.64 to 3.35.
Northern Africa, in particular, experienced rapid declines in fertility levels, espe-
cially in Algeria, Jordan and Libya. And by the late 1990s, total fertility levels
fell below five children per woman in most countries of Asia, Latin America and
the Caribbean and Oceania. Indeed, by 2000, approximately 44 percent of the
world’s population lived in countries with below replacement fertility.

In the least developed countries, however, fertility levels are still estimated
at 5.02 for 2000-2005 (UN Population Division 2002a and 2005b). In addi-
tion, many countries have seen the decline slow down in recent years. India, in
particular, saw progress in reducing fertility rates — which dropped from about
5.5 to 4 children per woman during the 1970s and 1980s— slow during the
1990s. Bangladesh saw slowing progress during the 1990s as well, with fertility
levels holding steady at about three children per woman during that decade.
El Salvador, Haiti, Malaysia, Myanmar, Paraguay and Peru experienced similar
slowdowns, with rapid fertility declines during the 1970s and 1980s followed by
slower (or no) declines during the 1990s.

Even worse, some countries (mostly in Africa) did not experience fertility
declines at all over the past few decades, and continue to have rates above five
children per woman (table 2.3). In addition, pockets of high fertility within
countries continue to exist — with poor and rural populations often having the
least access to family planning information and services, and thus the highest
fertility rates. In countries with fertility rates above six children per woman,
such as in Mali or Nigeria, there is often little difference between income groups
within countries. In these countries the total fertility rate does not fall below four
children per woman even among the wealthy. In countries with overall lower or
intermediate fertility rates, such as some Latin American countries, fertility levels
range from 3.5 to 5.1 children per woman. In six Latin American countries, the
wealthiest quintile has fertility rates around two children per woman (below
replacement levels), while the poorest have rates around five (UNFPA 2002b).
High fertility levels are also often found among young married women, espe-
cially adolescents (see below).

Reasons why fertility rates have not declined in Africa can vary from country
to country but there are some overall explanations. Firstly, the region has a very
high desired family size compared to other regions. Secondly, only small num-
bers of married women have access to and use modern contraceptives. Thirdly,
the reduced international support for family planning challenges the needed



investments in these programs. And finally, Africa has many fragile governments
and health systems, which imposes further challenges to reaching the poor with
public services, including effective contraceptive information and services (Cle-
land and Sinding 2005).

Table 2.3 suggests that countries with total fertility rates that have remained
above five children per woman over the past few decades share similar charac-
teristics. Under-five mortality rates were high in these countries in 1995-2000
— ranging between 135 and 287 child deaths per 1,000 live births. Compare this
rate to that of less developed regions with an average rate of 95 child deaths per
1,000 live births, or even least developed countries with an under-five mortality
rate of 167 per 1,000 live births. Almost all of these countries had less than half
of their populations living in urban areas.

Gross national
Table 2.3 income per capita

Countries where at purchas_mg
power parity

total fertility rate Total fertility Under-five Percentage (international
remains above five rate mortality urban dollars)
children per woman Late 1990s 1995-2000 1999 2000
and has not decreased Angola 7.2 218 34 1,230
since 1960, selected .
characteristics, Burkina Faso 6.8 170 19 1,020
late 1990s Burundi 6.8 211 9 580
Source: UN Population Division Chad 6.6 212 24 860
2004 Congo 6.3 135 63 590
Democratic Republic of 6.7 151 30 680
Congo
Equatorial Guinea 5.9 177 48 4,770
Guinea 5.5 207 33 1,930
Liberia 6.8 172 45 -
Malawi 6.3 238 25 600
Mali 7.0 261 30 790
Niger 7.5 228 21 760
Sierra Leone 6.5 287 37 460
Somalia 7.3 204 28 -
Uganda 7.1 186 14 1,230
Least developed countries 515 167 26 -
Less developed regions 3.1 95 40 -

Adolescents, early marriage and fertility

Many of the MDGs refer to adolescents, of whom one in four is estimated
to live in extreme poverty (UNFPA 2005d). There are over one billion ado-
lescents between the ages of 10 and 19, accounting for about 20 percent of
the world’s total population. More than 85 percent of these young people



Table 2.4
Age-specific fertility
rates for women aged
15-19 by major region,
1995-2005 (per 1,000)

Source: UN Population Division
2005¢

live in the developing world (Bruce and Chong 2006). The total number of
adolescents in the world will not change over the coming decades. About 14
million adolescents each year gave birth to a child during the period 1995-
2000. Of these teen mothers, 12.8 million lived in developing countries.
Africa experienced the highest proportion of adolescent childbearing in the
world, with a fertility rate in 1995-2000 of 122 births per 1,000 women
aged 15-19. This was expected to decrease in 2000-2005 to 114 births per
1,000 women (table 2.4).

Region 1995-2000 2000-2005
Africa 122 114
Asia 53 46
Europe 24 21
Latin America and the Caribbean 86 80
Northern America 50 48
Oceania 40 32
World 64 59
More developed regions 20 27
Less developed regions 71 64
Least developed countries 136 125

Higher fertility rates among adolescents have been linked to early mar-
riage. In most countries, especially developing countries, childbearing takes
place in the context of marriage — making age at marriage a primary indica-
tor for exposure to risk of pregnancy. Overall, among 20-24-year-olds, 90
percent of young women have their first births after marriage — with varia-
tion ranging from 70 percent in Eastern and Southern Africa to 97 percent
in Southern Asia to nearly 100 percent in the Arab States (Lloyd 2006). And
in developing countries, between half and three quarters of all first births
to married women occur within the first two years of marriage (Singh and
Samara 1996). Recent findings further suggest that this interval between
marriage and first birth (known as the ‘first birth interval’) is decreasing in
all regions except in the Asian countries of the former Soviet Union. Among
women currently aged 40—44, their first birth interval ranged from 13-26
months. Among the youngest cohort (15-19-year-olds), the range narrowed
to 14—21 months (National Research Council and Institute of Medicine
2005). Given these first birth intervals, childbearing between the ages of 15
and 19 on average reflects young women marrying between the ages of 13
and 18. Even though the majority of these births occur in the last two years



of the age cohort in most settings, the major portion of the adolescent fertil-
ity rate would still reflect an age of marriage as early as age 16.

Globally, there has been a rise in the average age of marriage, and this has
contributed to declines in adolescent fertility. This is particularly the case
in Northern Africa, Western Asia and South-central and Southeastern Asia.
An analysis conducted by the UN Population Division (Mensch and Singh
2003) suggests that in almost two thirds of the 11 countries that experienced
the fastest declines in fertility, less than 10 percent of the women aged 15-19
had ever been married. In Algeria, for example, the mean age at marriage
increased by five years between 1980 and 1992 (to after age 25), which was
closely associated with a significant decline in fertility levels by more than
two children per decade between 1979 and 1995.

Despite a rise in the average age at marriage worldwide, however, a sub-
stantial proportion of women in developing countries still marry at a young
age (Singh and Samara 1996). Indeed, great variation exists in age at mar-
riage and early childbearing both between and within countries. In some
countries, up to 50 percent of women marry or enter a union by age 18, with
this figure rising to 70 percent by age 20.

It is difficult to estimate the number of early marriages because many
marriages are unregistered and unofficial, and even fewer are officially
acknowledged for children under the age of 14. An exception is in Ban-
gladesh, where the Demographic and Health Survey (DHS) found that, in
1996-1997, 5 percent of 10—14-year-olds were already married. In the Indian
state of Rajasthan, a small survey of 5,000 women conducted in 1993 found
that 56 percent were married before the age of 15, and 17 percent of these
marriages occurred before age 10. In Nepal 7 percent of girls are married
before age 10 and 40 percent by age 15. High rates of early marriage also
appear to occur in Afghanistan, Burkina Faso, Cameroon, Mali, Niger and
Uganda. A recent UNICEF survey found that 44 percent of women aged
20-24 in Niger got married when they were under the age of 15. Early mar-
riage is less common in Northern Africa, the Arab States and Latin America
and the Caribbean (UNICEF 2001a).

India, Indonesia, Pakistan and Yemen have the highest proportion of
women married or in union by age 20, and also have three of the four high-
est rates of adolescent fertility in their regions (South-central, Southeastern
and Western Asia). Similarly in sub-Saharan Africa, six countries (Burkina
Faso, Cameroon, Malawi, Mali, Niger and Uganda) with the highest pro-
portion of women married by age 20 also have four of the highest adoles-
cent fertility rates. Finally, in Latin America and the Caribbean, the four
countries (El Salvador, Guatemala, Nicaragua and Trinidad and Tobago)
that have the highest proportions of women married by age 20 also include
the three countries with the highest adolescent fertility rates (U.S. Bureau
of the Census 1996).



Table 2.5

Average age at
marriage and
percentage of men
and women aged
15-19 and 20-24 who
are ever married

Source: UN Population Division
2004

Difference

in average
age at Percentage ever Percentage ever
Average age at marriage  married in age group married in age group
marriage(years) (years) 15-19 20-24
Males -
Region Males Females Females Males Females Males Females
World 27.6 24.1 8.3 2.3 13.3 21.2 46.1
Africa 26.8 21.9 5.0 3.3 24.8 24.8 63.1
Asia and Oceania 26.6 23.4 3.2 2.7 13.0 24.9 51.0
Europe and 28.8 26.1 2.8 0.6 3.6 13.9 30.7
Northern America
Latin America and 28.5 255 2.8 27 10.9 19.6 36.2

the Caribbean

Family planning

These spectacular declines in overall fertility levels have been met with and
driven by equally dramatic increases, on average, in the use of family plan-
ning services over the past few decades. More than 60 percent of couples in
less developed countries use family planning services today, compared with
10 percent in 1960. Moreover, the success of family planning efforts has
impacted the number of children a couple reportedly desires. In Kenya, for
example, women reported wanting just 3.9 children today on average, com-
pared with 7.2 in the 1970s.

Despite such advances, about 201 million women who want to space or
limit their childbearing are still not using effective modern methods of con-
traception: 137 million women are using no method at all and 64 million are
using less effective traditional methods (UN Millennium Project 2005b). Such
high levels of unmet need for effective contraception has led to about 70 to
80 million unintended pregnancies each year in developing countries. Almost
one fifth of married women in developing countries have such unmet need for
family planning services. And in Africa, only about a quarter of couples are
using family planning services.

There are also large disparities both across and within countries in the
use of family planning services. For example, while most Africans hardly use
family planning services, almost half of married women in some countries
— especially in Northern and Southern Africa — are using contraception. This
rate is three to five times higher than in many other countries of that region.
Western Africa, for example, has very low family planning usage, except
in Ghana. In Asia (excluding China) the use of family planning services is
similar to levels found in Northern and Southern Africa. With China, this
proportion rises even higher to 66 percent. Prevalence of contraceptive use
is very low in other countries of that region including Afghanistan, Bhutan,
Iraq and Lao PDR — with each of these countries experiencing rates below 20
percent. Countries in Latin America and the Caribbean have relatively high
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contraceptive prevalence rates, at about of 69 percent, and there exists little
variation between them.

Another important measure of unmet need is the proportion of desires for
family planning satisfied. This human rights-based measure of access to family
planning addresses the degree to which individuals are able to translate their
fertility preferences into action and is a combination of unmet needs for family
planning and the contraceptive prevalence rate. Data from DHS from 1996 to
2004 show that Africa on average has the lowest proportion of demand satisfied
for all contraceptive methods, with only a 40 percent satisfaction rate, while
Central Asia has a satisfaction rate of almost 84 percent (figure 2.1). When
data are disaggregated by wealth quintiles a clear picture emerges: The poorer
groups in all regions have the smallest proportion of their fertility desires satis-
fied while, not surprisingly, the richest have a much higher satisfaction rate
— a rate that never goes below 40 percent. The proportion of desires satisfied
in the poorest quintile roughly matches the overall contraceptive prevalence

Figure 2.1

Proportion of family
planning desires
satisfied for all
contraceptive methods,
by wealth quintile,
survey periods
1990-1995 and
1996-2004

Notes:

The two survey periods are not
strictly comparable because they
may contain different sets of
countries

Some countries with two data points
in one period had the point close to
the boundary year reassigned up or

down to capture change over time

Regional averages are not weighted
by population, but by countries per
region

Regional averages include only
countries in that region with data;
other countries have not been
included. If more countries were
added, it could significantly change
the aggregates

Wealth quintile average is a simple
average, and does not account for
differences in wealth quintile groups
between countries

Source: Data complied from DHS
STATcompiler 2005 accessed at
www.measuredhs.com
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rate, including countries with very low prevalence. Regional variations are very
large: Even the richest in Africa have a lower proportion of their desires satis-
fied than the poorest in both Asia and Central Asia.

Over time in almost every region the proportion of people who have their
desires for family planning satisfied is increasing. The only regions excepted
from this development are Northern Africa and Western Asia. Interestingly,
the increase in the proportion of desires satisfied appears across all wealth
quintiles, indicating that every quintile to some extent is positively affected

over time.

Adolescents and contraception

While contraceptive use among adolescents has been on the rise, this group
still has a significantly higher unmet need for modern contraception than the
general population in many countries around the world. The proportion of
young women who are not using contraception in spite of being exposed to
the risk of an unwanted pregnancy ranged between 17 and 47 percent of mar-
ried women aged 15-19 in 26 developing countries in the mid-1990s. This
range narrowed to between 16 and 40 percent of married women aged 20-24.
Data from 94 national surveys taken over the past decade demonstrate that
the unmet need of adolescents is 2.3 times higher than that of the general
population in these countries. In sub-Saharan Africa, less than 20 percent of
sexually active adolescents use contraception. This figure rises to between 20
and 40 percent in Asia and Northern Africa and is consistently over 30 percent
in Latin America and the Caribbean, the region with the highest average in
the developing world. In this age group, unmet need for family planning is
predominantly a desire to delay pregnancy. Addressing these preferences could
reduce exposure to reproductive risks and empower young women in educa-
tion, employment and social participation.

Men®

Men play a crucial partin SRH outcomes, and the more informed men become
about living safer sexual and reproductive lives, the better the outcome for their
partner and family. Men are involved as advocates for needed services, as sup-
porters of their partner’s needs and as recipients of services for their own health
and well-being. Family planning programs should therefore also address men
and their SRH needs.

While male sexual and reproductive behavior varies widely across the
developing world and among social and ethnic groups within a single coun-
try, some broadly similar patterns across regions do emerge. In almost all of
39 developing countries for which recent information is available, the major-
ity of men aged 20—24 report having had sexual intercourse before their 20th
birthday. A substantial proportion had had sex before their 15th birthday.
Among unmarried men aged 15-24 who have ever had sex, two to six in ten



had two or more partners in the past year. Men in general are more likely
to begin sex before marriage than women (INFO 2004). Despite these high
levels of youthful sexual activity, fewer than half of sexually active men aged
15-24 in most sub-Saharan African countries use a contraceptive method
or rely on their partner’s method, compared to about two thirds in parts of
Latin America and the Caribbean.

Among men in their late 20s and 30s, contraceptive prevalence is lower
in sub-Saharan Africa than in other regions. Reasons for not intending to use
contraception are reflected in these men’s desire for more children, which is
often higher than women’s; their wives” reduced risk of pregnancy, e.g., due to
infertility; or opposition to family planning itself for religious or other reasons,
such as concern about side effects (INFO 2004). In developing countries where
men aged 40-54 report moderate or high levels of contraceptive use, meth-
ods used by women (especially female sterilization) predominate. Vasectomy
is not commonly performed in most developing countries, except China. A
large fraction of married men aged 25-39, particularly in sub-Saharan Africa,
report that they have not discussed family planning with their partners. Data
show that communication between husband and wife about family planning
and desired number of children is closely linked to successful contraceptive
use. However, the same data also show that more men are likely to approve
contraceptive use than women think, and that 90 percent of men in 36 of the
46 surveyed countries knew about either one or more traditional and modern
contraceptive methods (INFO 2004). Failure to communicate, linked to tra-
ditional sex roles, impedes family planning acceptance.

Differing regional levels of risk of unintended pregnancy can be clearly
seen in the fact that some 20—46 percent of men aged 25-54 in sub-Saharan
Africa and 15-30 percent of those in Latin America and the Caribbean do
not want a child soon, or do not want any more children, but are not pro-
tected against unplanned pregnancy.

Men’s reported number of sexual partners varies considerably by coun-
try. In most countries, a majority of all men aged 25-39 had had only one
sexual partner in the past year, in most cases their spouse. Yet 7-36 percent
of married men had had one or more extramarital partners, and some 15-65
percent of unmarried men in this age group — who represent only a small
proportion — had also had more than one partner within that time period.
Similarly, some 4-23 percent of married men aged 40—54 had one or more
extramarital partners in a recent 12-month period. The use of condoms is
higher among unmarried than married men in many cases in Africa because
condom use within marriage is associated with unfaicthfulness and mistrust
of spouse (INFO 2004).

Strikingly few men in their teens or early 20s have become fathers, but half
of them have done so by their mid-to-late 20s. Men become parents later in life

than women usually because men marry later than women (ibid).



Maternal and child health

As will be described in the following sections of this report (specifically, in the
discussion of Goal 5 in Section 3) maternal health must go beyond simply mea-
suring the number of maternal deaths averted. It must also include measure-
ments of other aspects of maternal health, notably the promotion of healthy,
voluntary and safe sexual, reproductive and childbearing choices. This includes
having access to key aspects of SRH, such as family planning, including safe and
effective contraceptive choices; prevention, treatment and care of STTs and HIV/
AIDS; and access to care before, during and after childbirth. Since discussions of
trends in these key aspects of SRH are included in Section 3, the following will
focus on the burden of maternal mortality and morbidity worldwide.

Maternal mortality and morbidity

In no other area of health is the disparity between developed and developing
countries as great as it is within maternal health. Women in the developing world
face a risk of death during pregnancy that is many times higher than women in
industrialized countries. A woman has a 1 in 2,800 lifetime chance that she will
die from pregnancy-related complications in industrialized countries, while the
corresponding risk in developing countries is 1 in every 61. The lifetime risk
is even greater in sub-Saharan Africa — 1 in every 16 — reflecting both higher
pregnancy rates and the greater risk associated with each pregnancy (UNICEF,
WHO and UNFPA 2004).

Maternal mortality is notoriously difficult to measure due to weak civil reg-
istration systems in developing countries as well as the size of the population
needed for estimating maternal deaths from household surveys (given the rarity
of the event and thus the need to measure it per 100,000 live births). Maternal
mortality estimates also suffer from severe misclassification and underreport
ing. In recent years, WHO and the United Nations Children’s Fund (UNICEF)
(with assistance from UNFPA) have worked to revise these estimates for under-
reporting and misclassification, as well as to generate estimates for countries
without data.

It is estimated that maternal mortality takes some 529,000 lives per year
(table 2.6), the majority divided almost equally between Africa with 251,000
and Asia with 253,000. Worldwide, the maternal mortality ratio (MMR) is esti-
mated to be about 400 deaths per 100,000 live births. Sub-Saharan Africa has
the highest rate at 920 deaths per 100,000 live births followed by South-central
Asia with 335 deaths per 100,000 live births.

Maternal deaths occur from both direct and indirect complications. Direct
complications, which account for 80 percent of maternal deaths, include hemor-
rhage, sepsis, hypertensive disorders from pregnancy and abortion complications
as well as obstructed labor. Indirect complications, such as malaria and AIDS,
account for the remaining maternal deaths. The causes of indirect complications

vary from region to region.



Table 2.6

Estimates of maternal
mortality ratios,
maternal deaths and
lifetime risk for 2000

Notes:

a. Includes, in addition to
Europe, Australia, Canada,
Japan, New Zealand and United
States of America, which are
excluded from regional totals

b. Excludes Sudan, which is
included in sub-Saharan Africa

Source: UNICEF, WHO and
UNFPA 2004

Maternal
mortality ratio

(maternal deaths Lifetime risk of
per 100,000 live Number of maternal death
Region births) maternal deaths 1in:

World total 400 529,000 74
Developed regions? 20 2,500 2,800
Europe 24 1,700 2,400
Developing regions 440 527,000 61
Africa 830 251,000 20
Northern Africa® 130 4,600 210
Sub-Saharan Africa 920 247,000 16
Asia 330 253,000 94
Eastern Asia 55 11,000 840
South-central Asia 520 207,000 46
South-eastern Asia 210 25,000 140
Western Asia 190 9,800 120
Latin America and the Caribbean 190 22,000 160
Oceania 240 530,000 83

The toll of disabilities and illness from maternal complications is signifi-
cantly higher than the death rate, most dramatically for young women. It has
been estimated that for every woman who dies in pregnancy or childbirth
approximately 30 more suffer injuries, infection and disabilities. This means
that at least 15 million women a year incur this type of damage. The cumu-
lative total of those affected by maternal morbidity has been estimated at
300 million, or more than a quarter of adult women in the developing world
(UNICEF 2003).

Unsafe abortions

It is estimated that approximately 27 million legal abortions and another 19
million illegal and unsafe abortions were performed worldwide in 2000. Unsafe
abortions lead to about 68,000 maternal deaths each year and hundreds of
thousands of disabilities, which disproportionately affect women in developing
countries (WHO 2004b) (table 2.7). Thus, one in eight maternal deaths, on
average, is due to an abortion-related complication. This is also the average in
Africa, while in Asia it increases to one in six and increases again to one in five
in Latin America and the Caribbean. The risk of death from an unsafe abor-
tion is highest in Africa, where the case fatality rate is about seven deaths per
1,000 unsafe abortions. This rate falls to one in 1,000 in Latin America and
the Caribbean and to 0.5 in 1,000 in Europe. Section 3 presents more informa-

tion on this issue.



Table 2.7
Maternal deaths due
to unsafe abortion

Source: WHO 2004b

Table 2.8

Trends in percentage
of births attended by
skilled birth personnel
in 58 countries,
1990-2003°

Notes:

a. Data from Demographic and
Health Surveys (DHS), multiple
indicator cluster surveys (MICS)
and comparable surveys,
weighted by the number of births

b. Data for deliveries in
institutions, not in the home

Source: UNICEF’s Childinfo 2005

Number of maternal deaths

Region due to unsafe abortion % of all maternal deaths
Africa 29,800 12
Asia 34,000 13
Latin America and the Caribbean 3,700 20
Europe 300 17

Access to adequate medical care and skilled birth attendants

A major underlying cause of maternal death is poor access to adequate medi-
cal care during pregnancy and childbirth. Fifteen percent of pregnant women,
even under the best of circumstances, will experience a serious complication
that requires medical attention. Most of these complications are treatable if
appropriate medical care is accessed. Yet, only 53 percent of women world-
wide have access to a midwife or doctor during their childbirth, and only
40 percent of women in developing countries give birth in a hospital or other
health facility.

From 1990 to 2003, the percentage of births assisted by a skilled atten-
dant rose globally from 41 to 57 percent. Indeed, most parts of the world
have seen great increases in this area: from 27 to 38 percent in Southern Asia;
from 45 to 76 percent in Eastern Asia and the Pacific; and from 74 to 86
percent in Latin America and the Caribbean. However, sub-Saharan Africa
with the highest MMR has only had a slight increase from 40 percent to 41
percent (table 2.8).

Births covered Births attended by skilled
by the data personnel (%) Change

for the suevey 1990-2003
Region period (%) 1990 2003 (%)
Sub-Saharan Africa 61 40 41 &
Southern Asia 97 27 38 42
Eastern Asia and Pacific 80 45 76 68
Latin America and Caribbean® 70 74 86 16
Total 75 41 57 38

HIV/AIDS and other STIs

HIV/AIDS

The HIV/AIDS pandemic is devastating families, communities and societies
worldwide — currently taking 3.1 million lives per year while infecting nearly 5
million more. It is estimated that around 40.3 million people are infected with



Table 2.9
Knowledge of
HIV/AIDS, men and
women, in selected
sub-Sharan African
countries®

Notes:
a. The surveys were undertaken
between 2000 and 2004

b. The percentage of
respondents who, in response
to a prompted question, say that
people can protect themselves
from contracting HIV by having
no penetrative sex, using
condoms or having sex only with
one faithful, uninfected partner

Source: Data compiled from
DHS HIV/AIDS Survey Indicators
Database 2005

HIV, 25.8 million of whom reside in sub-Saharan Africa (UNAIDS 2005a).
Few, if any, countries remain untouched by the epidemic, while some have been
devastated by its toll — especially those in sub-Saharan Africa. Countries’ expe-
riences with AIDS have become increasingly divergent, with prevalence rates
among adults in different countries ranging from a fraction of a percent to well
over 30 percent. The virus is spreading through different populations at different
rates. In sub-Saharan Africa and parts of the Caribbean, the epidemic is clearly
established in the general population and is largely spread through heterosexual
contact. In the Russian Federation, Eastern Europe and parts of Asia, injection-
drug users are at highest risk of exposure, while in other regions transmission
is largely due to men having sex with men or to commercial sex work. But no
matter the epidemiological pattern, it is almost always the poor and marginalized
that are at highest risk of exposure.

Additionally, while experience in HIV prevention has grown and deepened
over the past decade, recent DHS show that many people worldwide lack practi-
cal knowledge on how to prevent HIV infection. While most people had heard
of HIV/AIDS, more than half the women and men in most countries worldwide
lacked comprehensive and correct knowledge on how to prevent HIV infection.
In Benin, for example, only 27 percent of men and 35 percent of women fully
know how to prevent HIV. Similarly, only one in three men and fewer than one
in four women in Mali comprehensively know how to protect themselves (table
2.9). The proportion of men aged 15-54 who know that condom use is a way of
preventing HIV/AIDS varies widely in developing countries — from 9 percent in
Bangladesh to 82 percent in Brazil (Greene et al. 2000).

Respondents who have

Respondents who have heard of knowledge of HIV prevention
HIV/AIDS (%) methods (%)°
Countries Male Female Male Female
Benin 98 96 27 5
Burkina Faso 96 96 37 14
Cameroon 99 98 66 54
Ghana 99 98 70 62
Kenya 99 99 67 55)
Malawi 100 99 55 49
Mali 98 90 31 23
Mozambique 98 96 52 35
Nigeria 97 86 47 32
Rwanda 100 100 62 48
Unied Republic of 100 99 63 58

Tanzania



Sexually transmitted infections®

The prevalence of curable and incurable STIs (including HIV/AIDS) is
higher in sub-Saharan Africa and in Latin America and the Caribbean than
in other regions. STIs are an important co-factor that increases the risk of
HIV/AIDS infection. The estimated annual prevalence of curable STIs per
1,000 people among men and women aged 15-49 ranges from almost 119
infections in sub-Saharan Africa to 71 in Latin America and the Caribbean,
to 50 in Southern and Southeastern Asia and 21 in Northern Africa and the
Arab States. And of the 40.3 million adults and children living with HIV/
AIDS in the world, 25.8 million live in sub-Saharan Africa, 7.4 million in
Southern and Southeastern Asia and 2.1 million in Latin America and the
Caribbean (UNAIDS 2005a).

In some parts of the developing world, men may be prepared to use con-
doms but are unable to obtain them, especially young men and those with lim-
ited resources or living in rural areas. When sexually experienced sub-Saharan
African men aged 15-24 were asked if they knew where to obtain condoms,
only half or fewer of those in rural areas of Chad, Guinea, Mali, Mozambique
and Niger knew of a source. Today, an estimated 6-9 billion condoms are dis-
tributed each year for family planning and for STT prevention, but many more
— approximately 19-24 billion a year — are needed to protect populations from
unplanned pregnancies, HIV and other STIs.

Gender-based violence

Gender-based violence is a significant public health problem that affects mil-
lions of women worldwide. It is often considered to be a private matter and
therefore many women do not report the violent incidents. Gender-based vio-
lence against women is practiced both by partners and non-partners, but inti-
mate partner violence (IPV) is the most common form of violence in women’s
lives. Between a quarter to half of women have been victims of sexual violence
by an intimate partner (WHO 2005¢). Among adolescent girls this figure
jumps to more than one in three (WHO 2002).

A recent study undertaken by WHO among 24,000 women in 10 coun-
tries’ found that abused women were more than twice as likely as non-abused
to have poor health, including reproductive health, and both physical and
mental problems. These women also had increased risk of contracting an STT,
including HIV/AIDS. Among pregnant abused women, 4—12 percent reported
being beaten during pregnancy, including being kicked and punched in the
abdomen (WHO 2005¢). Though inequities and certain social norms per-
petuate abuse, partner violence appears to have a similar impact on women
regardless of where they live, or their economic and cultural background. Due
to the impact of gender-based violence on women’s lives and rights, violence-
prevention programming must be integrated into programs and policies that
aim at children, youth, HIV/AIDS and SRH.



Why hasn’t SRH been given higher priority?

Disparate elements, multiple owners, multiple discourses

One of the reasons why SRH is not a priority issue is the complexity of the
concept itself. All health outcomes are complexly determined by social factors,
economic factors and health system responses. But SRH issues are more intri-
cately implicated in social dynamics, power relationships and individual deci-
sions. SRH is also comprised of disparate elements including safe motherhood,
family planning, child health, harmful traditional practices, women’s empow-
erment, gender-based violence, etc. Its breadth requires multidimensional and
multisectoral action in health, education, information, statistical and women’s
ministries. Without clear ‘sectoral ownership’ it is hard for decision makers
and implementers to take up the burden of a coordinated response.

Moreover, since the components of SRH fall under the province of dif-
ferent national actors (and international donors), the separation of functions
has led to competition rather than synergies. In a similar fashion, the SRH
agenda has suffered from its checkered allocation to diverse MDGs (i.e., safe
motherhood to Goal 5, child mortality to Goal 4, gender equality to Goal 3,
HIV/AIDS to Goal 6) and from the exclusion of family planning. Lacking an
integrated understanding of the SRH concept, governments have tended to
lower its priority in poverty-reduction discussions.

Part of the difficulty also is that there are multiple discourses regarding
SRH. A public health framework emphasizes risks and costs. A rights frame-
work emphasizes freedoms, guarantees and mechanisms. A moral framework
gives higher priority to responsibilities and proscriptions. An instrumentalist
framework secks demonstrated — often quantified — consequences and attri-
butions of causality. A less stringent discourse about linkages and relations
explores correlations without examination of mechanisms. An institutional
framework emphasizes goal-directed processes and pragmatic organization.
Further, varying cultural definitions compete in multicultural settings.

Yet, the groups advancing differing concerns have difficulty engaging in
constructive dialogue about this important area of human experience. Human
rights arguments for increasing access to reproductive health may be advo-
cated by rights advocates but are not taken to be determinative. Instrumental-
ists worry about the proliferation of rights claims and claimants and do not
admit the arguments as evidence for decisions. Institutional analysts may grasp
the complexities of social action and actors, but often cannot motivate action
rather than analysis, particularly when a complex set of diverse institutions are
directing outcomes.

Worse, different constituencies advance the different perspectives. Rights
perspectives are championed by civil society organizations. Instrumentalist
perspectives are the chosen discourse of decision makers addressing fiscal con-
straints. Institutional analyses are the province of academics. There are often
few opportunities for these groups to directly engage each other.



Decisions arise out of a complex political process that unfolds over time.
National strategy definition and operational planning takes place within orga-
nizations and processes that exclude key actors and their differing perspectives.
NGO:s are infrequently given full partnership roles in national policy discus-
sions. These tensions are particularly relevant when the topic under consider-
ation involves sex, reproduction and gender relations. In many countries, various
cultural groups have different understandings and positions on these matters
(and on associated service provision). This further reduces discussion and atten-
tion so political divisions can be avoided. This political hesitancy is reinforced
when there is stigma associated with public discussion. Reproductive health has

become a fit topic for international discussion and consensus only within the last
10—15 years.

Diverse time scales

The targeted time frame for the MDGs also helps direct attention away from
some elements of the SRH agenda. Changes in attitudes and behavior generally
unfold over extended periods of time. It is no surprise, then, that the targets
and indicators chosen for the gender equality goal are ones that are measurable,
where countries have the capacity, in the short term. These include increased
female enrollment rates in education, gender balance in enrollment ratios, wom-
en’s participation in the non-agricultural labor force, and women’s representation
in parliaments.

Clearly, population dynamics and fertility and mortality transitions develop
over long periods of time as well. However, even within the short time horizon of
the MDGs dramatic impacts can be seen on the size of infant, child and school-
age entrant population cohorts as a result of both mortality reduction and fertil-
ity reduction. The largest impacts on overall population structures result from
variations in observed fertility.

Moreover, the extended time frame of change in demographic behavior and in
gender relations does not mean that they will not contribute immediately to prog-
ress and development. To the contrary, progress in gender equality and in access
to reproductive health will catalyze additional changes and contribute to virtuous
circles of accelerating progress that will foster development beyond 2015.

Lack of sufficient attention to women’s situations and rights
The first MDG target — elimination of gender disparities in primary and sec-
ondary education — which was to be achieved by 2005 has not been met. The
MDG lagging most in attainment is Goal 5: Improve Maternal Health. Mater-
nal mortality has not declined in the highest mortality groups. The commitment
of political actors to address gender equality concerns needs more convincing
demonstration.

As noted above, the targets and indicators chosen for the gender equality
goal are those that are measurable within the MDG time frame. Important



and more subtle issues regarding the dynamics of gender inequality were not
included in the MDG framework. These have been highlighted by the UN
Millennium Project Task Force on Education and Gender Equality (2005d),
which has made a list of proposed indicators to track progress on their strategic
priorities for Goal 3 (see table 2.10).

Priority-setting mechanisms

Some methods that inform decision-making on investments in health are
biased against SRH®. Investments in preventive health measures are fre-
quently accorded lower priority than curative investments because of the
classes of actors involved (e.g., medically trained personnel without public
health sensitivity). In many areas of health people’s exposure to risks and
their ability to avoid them is given less concern than the treatment response
of the health system.’

A disease-oriented (rather than health-oriented) discourse and a con-
centration on evaluation and allocation methods (e.g., DALYs) focused on
disease conditions helps undermine support for preventive interventions, for
multisectoral strategies and for health promotion. Pregnancy is not a disease
(unless there are complications and/or interactions with other diseases) and
children are a natural and expected part of relationships. That the timing and
spacing of children (and eventual limitation of family size) is a health deci-
sion and that access to relevant information and services could be a health
system priority is not as obvious. The analytic tools offered to developing
countries do not sufficiently value SRH interventions like family planning.
(For a longer discussion, see AbouZahr and Vaughn 2000.)

Many national planners learned development economics before the recent
analytical advances on the effect of age structures on poverty reduction (see
Section 3, Goal 1). Returns on investments are difficult to calibrate when
different categories of investment in different sectors are relevant and when
returns are diverse and non-monetized. Health risks avoided, opportunities
seized and the like may be easier to capture than direct returns realized. It is
easier to quantify the effects of failing to invest in SRH than to specify the
gains from investments. However, this does not fit into a decision-making
frame related to the marginal impact of specified new investments.

Victim of its own success — forecasts and projections

The increases in contraceptive use, and corresponding declines in fertility,
attained over the past several decades have been a significant contribution of
family planning and reproductive health programs (see above.) The United
Nations Population Division’s estimates and projections of global, regional
and national populations (UNDESA 2001, 2004, 2005) have decreased
projections of global population size in some revisions (with small increases
less noted in public discussion). Additional analyses indicate that a growing
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number of countries have reached or gone below replacement fertility levels,
presaging population decline and accelerated population ageing,.

As the number (and size) of countries with persistently high fertility
declined, a new discourse challenging the high fertility/high population
growth rationale for program attention was developed and championed by
opponents of the SRH agenda. In this view, the success of population pro-
grams meant that they were no longer relevant to the emerging development
paradigm of the 21st century (Wattenberg 1997; Eberstadt 2002).

This record has led some to consider lower family size preferences and
realized fertility levels as inevitable, not requiring special attention or invest-
ment. However, this fails to recognize that national experience shows many
examples of delayed or stalled fertility declines and suggests that projections
are often optimistic about the pace of fertility decline once near-replace-
ment levels are attained (Bongaarts 2002; Bongaarts 2005; Casterline and
Roushdy 2005). Moreover, projections are not forecasts. They are the results
implied from specified assumptions. Most projections use assumptions pred-
icated on continuation of past progress in expanding access to SRH services,
including family planning.

Donor countries face different demographic situations. Some are expe-
riencing or facing national population declines. Because population aging
is most pronounced in the more developed countries of Europe and Japan,
where persistent low fertility has become the norm, the view that reduced
priority should be given to population growth issues has resonated with the
domestic concerns of donor communities. As often occurs (sometimes benev-
olently and sometimes with unintended negative consequences), the develop-
ing countries became pawns of an internal donor dialogue. The race against
population growth was, in effect, declared over before everyone crossed the
finish line.

Governments also tend to reify population projections. Investments in
reproductive health capacity-building and service delivery are often omit-
ted from development plans, even as projections of incremental declines in
population growth are presented in the situation descriptions.

The changing institutional architecture

The shift away from project support to a program approach in development
assistance — appropriately justified to increase efficiency and ownership — was
the start of a process that continues to reduce the ability of donors to ear-
mark funds for particular services. Recently, several major donors for health
system development (including the UK’s DFID and the World Bank) have
increased their level of assistance provided as direct budget support, reducing
their ability to speak up for too-often neglected areas of women’s health. At
the same time, though, vertical pipelines exist for some interventions (e.g.,
HIV/AIDS) to the detriment of overall health system capacity-building.



Within developing countries themselves, health sector reform increasingly
incorporates decentralized priority setting. This has provided a mechanism for
national authorities to shift their responsibility. Yet such processes should nei-
ther absolve governments from setting guidelines for lower level choices nor
excuse them from providing vital central support mechanisms — like function-
ing logistic systems needed to supply programs with high quality essential drugs,

commodities and service practices.!

Sensitivities

Matters related to life and death, relationships and pleasure will always arouse
strong emotions. The morality-driven politicization of many of the behav-
iors and desires associated with sex and reproduction polarizes discussion
and promotes a judgmental rather than an outcome-oriented public health
approach.

Aspects of SRH not reflected in the existing MDG monitoring frame-
work also address some hot-button issues. The topic of abortion, for exam-
ple, despite the carefully crafted ICPD compromise, mobilizes debate and
resistance. Even measuring the reduction of unsafe abortion, or abortions in
general, as an indicator of progress in SRH access would often be a political
impossibility. Gender relations and adolescents’ needs for information and
services add further controversy. Even family planning, some 50 years after
the first establishment of programs in developing countries, remains prob-
lematic for decision makers responding to concerns in some cultural com-
munities, despite the increase in contraceptive use in countries representing
all major culcural traditions.

The position on abortion adopted by the international consensus at the
ICPD has long remained a lightning rod that galvanized opponents of the
SRH agenda while invigorating NGOs to press for implementation and the
expansion of the consensus. The result of additional negotiations at the 1999
review of the Programme of Action (ICPD+5) was the retention of the Cairo
understanding (that induced abortion not be promoted as a method of family
planning, that its legal status be determined by national sovereign decisions,
and that it be made safe where not prohibited by law), with the elaboration
and extension that where the procedure is legal it should be accessible and
supported by investments to ensure availability. This sensible compromise
only further angered opponents of abortion in particular and of reproductive
health and rights programs in general. With the political backing of several
important countries, the issue was raised repeatedly during the processes of
both the 10th year regional reviews of ICPD in 2004 and the World Summit
in 2005.

Adolescent SRH is another topic that raises political concerns for gov-
ernments. Information and education efforts about sex and reproduction
directed to the young can mobilize opposition.!! The international consensus



understandings recognize the need for a balance between the rights and
responsibilities of parents and the needs and increasing capacity and matu-
rity of the young (UN 1994). Different groups understandably view the
point of ‘balance’ differently. Many governments are reluctant to address
the public health dimensions of age of sexual initiation or acknowledge the
sexual activity of young and unmarried people.

Harmful traditional practices — including FGC, low women’s status,
early marriage and gender-based violence — involve issues of cultural identity
and change and the definition of the public and private sphere of behavior
and policy concern. Many countries are addressing these issues in national
legislation, but others are reluctant.

Donor constraints can complicate national discussion and SRH imple-
mentation. The United States, a major donor, has strict rules forbidding the
provision of development assistance funding for population and reproduc-
tive health to developing country institutions that perform abortions (even
when permitted by law), provide information about abortion providers,
lobby to change national abortion laws, disseminate information about the
legal status of abortions or partner with organizations that undertake these
actions. In 2005 this set of restrictions was extended to include potential
recipients of funding for HIV/AIDS prevention, treatment and care. (It also
requires that a set percentage of HIV/AIDS funding be provided to faith-
based organizations.) This poses a challenge to national health institutions
that wish to receive donor support while implementing national policies
and programs or revising them consistent with their own priorities, val-
ues and cultural traditions. Given the large amounts of money involved,
both in supporting family planning/reproductive health and in HIV/AIDS
funding, both positive aspects of the donor’s actions, such restrictions are
implicitly coercive.

At the same time, donor contributions can facilitate inclusion of SRH
concerns in national discussions. The United States, for example, high-
lighted the importance of family planning, and greatly increased funding
for contraceptives, in its discussions with the Government of Ethiopia.

Various donors have also been influential in raising the priority of ado-
lescent health, gender equality, harmful traditional practices, trafficking
in women and gender-based violence. Such concerns are often advanced
by NGOs within countries, but the availability of donor support provides
further legitimacy and resources.

The strange case of HIVIAIDS

In the MDG framework, reinforced by the proliferation of bilateral and multi-
lateral vertical funding mechanisms, HIV/AIDS has been classified with com-
municable diseases. In this framework it is not explicitly recognized as a disease
largely propagated through sexual contact.



The separation of the HIV/AIDS community and the reproductive health
community has deep historical roots. The family planning movement (the
source of the reproductive health initiative) was reluctant to address STIs.
It saw services for these as primarily directed to men and worried about
stigma being re-attached to its growing legitimacy. That the HIV/AIDS
pandemic was, in its earliest years, misunderstood as a disease only of men
who had sex with men contributed to this hesitancy. The HIV/AIDS com-
munity was more aware of the broader population impact and potential for
the transmission of the disease and resented its exclusion from the donor aid
flows directed to population, including condom provision. Now the tables
are turned in priority, resource availability and potential for stigma.

The trend of resource allocations over the last decade has shown differ-
ing concern with different aspects of SRH. Significant advances have been
made in mobilizing resources for addressing the HIV/AIDS pandemic.
Even so, a high proportion of these allocations have been devoted to treat-
ment and care rather than prevention, the core HIV/AIDS issue addressed
in the ICPD Programme of Action (UNFPA, UNAIDS and NIDI 2005;
Population Action International 2004; UN 2005d). Increases in other
reproductive health funding have been more modest, and targeted invest-
ment in family planning programs has declined (as discussed in Section 3
under Goal 8).

Movements of international attention for funding priority are in part
affected by the tyranny of the new. The family planning movement’s ini-
tial rise resulted from both the analysis of the impacts of rapid population
growth in donor and national communities and from the development of
new and effective methods of contraception, initially oral pills and later
injectables, implants, female condoms, etc. Expansion of family planning
services involves the extension of a largely established set of methods!? to
populations not previously reached and to new entrants to the reproductive
years and efforts to improve the quality of care.

The development of antiretroviral medications to treat HIV/AIDS
offers the prospect of changing a deadly disease into a chronic one and
benefits from its relative novelty. Maintaining necessary levels of attention
and investment is a recurring problem for providers and maturing technolo-
gies. The rationale for voluntary family planning to address the impact of
high population growth in least developed countries remains valid. But the
panache of a new technology is gone.

The magnitude of the HIV/AIDS pandemic and the depth of its impact
on development have appropriately attracted policy attention and funding.
High-level policy statements emphasize the need for better linkages between
HIV/AIDS and reproductive health intervention efforts (UNFPA 2004f;
UNFPA and UNAIDS 2004). As operational models improve, this focus

could increase the momentum for comprehensive integrated programming.



The selection of prevention as a major thematic focus for World AIDS Day
in 2005 may signal an important turning point. The Millennium Project Task
Force on HIV/AIDS recommended renewed attention to prevention (UN Mil-
lennium Project 2005i). An important policy document has now outlined a
UN system-wide strategy for addressing HIV prevention that emphasizes SRH
concerns (UNAIDS 2005c).

As will be discussed in the next section, improving SRH and guaranteeing
rights related to sex and reproduction can have immediate impacts on the pros-
pects and requirements for progress on the MDGs. This is due to the linkages
explored earlier in this report, the catalyzing effect of participatory mecha-
nisms and responsive public systems and the savings in public expenditure
that can be effected from appropriate investments. Because of its particular
sensitivities, progress in national efforts to address SRH can serve as a signal
of overall improvement in health systems in general and in the development of

accountability and responsiveness to an active citizenry.






The impact of ensuring universal
access to SRH and rights on
achieving each of the MDGs

Ensuring universal access to sexual and reproductive health (SRH) is important
in and of itself. Indeed, the promotion of healthy, voluntary and safe sexual and
reproductive choices for individuals and couples, including such decisions as
those on family size and timing of marriage, is essential for human well-being.
Throughout human history, sexuality and reproduction have been fundamental
aspects of personal identity and key to creating fulfilling personal and social rela-
tionships. SRH is also a human right, as elaborated in numerous international
human rights instruments, including the Convention on the Rights of the Child
(see Section 1).

Moreover, ensuring universal access to SRH and rights is also instrumen-
tally important for achieving the Milennium Development Goals (MDGs).
The achievement of many Goals — including improving maternal health,
promoting gender equality and combating HIV/AIDS — depends directly
on making access to SRH services widespread. Other Goals, such as reduc-
ing extreme poverty and attaining environmental sustainability, share a less
direct — but no less certain — relationship with SRH.

This section explores the evidence that links SRH to the achievement of
each of the MDGs. The discussions will describe both the magnitude of the
link between SRH and each Goal, as well as the various pathways — both
direct and indirect — through which ensuring universal access to SRH and
rights acts to affect their achievement.

Access to SRH and to other health services have their greatest impact
on fertility and mortality, shaping the longer-term course of population
dynamics. In addition to affecting individual Goals, evolving population
trends define the magnitude of and shape the response needed to accelerate
development.



A contextual issue: population dynamics and progress on the
MDGs

The achievement of the MDGs is influenced by such population dynamics
as growth, fertility and mortality levels, age structure and rural-urban distri-
bution. Each developing country has its own unique combination of demo-
graphic factors, and the prospects for progress toward the MDGs are affected
by these dynamics.

The achievement of the MDGs is put in jeopardy by high population
growth. The pace of this growth differs among regions, with the developed
regions having an annual growth rate of 0.3 percent while the less developed
regions have a growth rate that is almost five times as fast at 1.4 percent. The
least developed countries have an annual growth rate of 2.4 percent, creating
an even bigger challenge in these countries (UN Population Division 2005b).
Because of these high growth rates the population of the less developed regions
is expected to rise from 5.3 billion today to 7.8 billion by 2050 (median vari-
ant). The largest population growth will happen in 50 of the least developed
countries, and it is estimated that the least developed countries as a whole will
double their population size.

The high population growth in the less developed regions is due to fertil-
ity rates higher than the replacement level. Between 2000 and 2005, the least
developed countries had an average fertility rate of 5.02 children per woman
while the rest of the less developed countries had a fertility rate of 2.58 children
per woman. Of the 35 less developed countries that had a fertility rate of more
than five children per woman in that time period, 30 belonged to the group of
least developed countries (UN Population Division 2005b).

The prospect of achieving economic development is connected to the pos-
sibility of increasing productivity and investments in areas such as education,
nutrition and health. Population momentum joined with declining fertilicy
rates provides a unique chance to spur economic development as the work
force increases and the dependency burden of society decreases. This economic
possibility, however, is contingent on policies that create jobs for the grow-
ing work force. On the other hand, a society with a high dependency burden
spends more of its output on consumption than on investments in education,
nutrition or health, with negative consequences for development. A change in
the dependency burden means that more resources are available to invest in the
human capital of the population. Declining fertility levels as well as a chang-
ing age structure are thus important elements of the possibility for investing
in development.

Young people between the ages of 10 and 24 account for 28 percent of the
world’s total population, a majority of them living in developing countries.
Compared to the more developed countries, where 20 percent of the popula-
tion is between 10 and 24, this age group makes up 29 percent of the total
population in the less developed countries (UNFPA 2005d). High fertility



levels lead to large cohorts between the ages of 0 and 9. The resulting young
age dependency burden in the least developed countries and regions creates
expanding demand for resources to and investments in education, nutrition
and health just to keep pace with population growth. Projected declines in
birth rates, should adequate resources help realize them, will allow greater
investment in quality improvements as coverage demands moderate.

The working-age population (between the ages of 15 and 60) is expected
to rise in the least developed countries over the next 50 years from 53 percent
in 2000 to 61 percent in 2050, but it will fall marginally in the less developed
countries as a whole from 61 percent in 2000 to 59 percent in 2050 (UN Popu-
lation Division 2005b).

Until the HIV/AIDS epidemic, mortality levels were expected to continue
to decline in all regions. The epidemic has reversed this tendency in countries
where HIV/AIDS is most prevalent, especially in sub-Saharan Africa (UN
Population Division 2005a). From a societal perspective, when people die early
investments made are wasted and future productivity is lost. Life expectancy
at birth is lower in the developing regions than in the more developed regions,
but it is estimated to increase in both less and least developing countries (UN
Population Division 2005b). However, the challenge remains in the countries
severely affected by HIV/AIDS - the estimated increase in life expectancy is
dependent on successful implementation of HIV/AIDS prevention and treat-
ment programs. Efforts must be made to ensure that the ‘age bulge’ is not hol-
lowed out by the epidemic’s advance.

Migration, both internal and international, also conditions the pros-
pect for progress towards the MDGs. It is an economic and social strategy
complexly affected by both push and pull factors, and this report will not
address this demographic process apart from a couple of brief comments.
The distribution, density and relocation of populations have implications for
public service delivery systems and for the development of market responses
to basic needs. The emigration of trained medical personnel is undercut-
ting health systems in sub-Saharan Africa, compounding the high mortal-
ity risks (including from HIV/AIDS). Recent research is starting to address
the implications of migration for development processes in general and
the attainment of the MDGs in particular (International Organisation for
Migration 2004).

Goal 1: Eradicating extreme poverty and hunger

Eradicating extreme poverty

The relation of population dynamics in general and reproductive health specif-
ically to poverty has been a topic of intense debate for much of the last 40 years.
Population trends affect the course and prospects for poverty reduction. And
the diverse and changing population dynamics have had dramatic impacts in
selected regions of the world.



Sub-Saharan Africa remains in a poverty trap in which demographic fac-
tors — high fertility, high infant and child mortality and excess adult mortality
(including that due to HIV/AIDS) — play significant roles (UN Millennium
Project 2005a). This region has seen the least change in these outcome mea-
sures and still lags behind other major sub-regions, despite improvement over
the past two decades on process measures of the strength of family planning
and reproductive health programs (Ross et al. 2005).

Eastern Asia'? has seen dramatic declines in the number of persons living
in income poverty, while high levels of poverty persist in some parts of South-
ern Asia (at 31 percent). There have been significant gains in China, Indone-
sia, Thailand and Viet Nam (fully half of the world’s global decline in those
estimated to be living in poverty has occurred in China). The region shows
some of the most striking examples of what is now called ‘the demographic
bonus’. In fact, when first observed, and before it was appreciated as a general
phenomenon, it was named ‘the East Asian miracle’.

Recent analyses suggest that somewhere between 25 and 40 percent of
macroeconomic growth is attributable to demographic change (Birdsall et al.
2001). This is split roughly evenly between the effects due to decreased mor-
tality (health affects productivity) and those due to declining fertility (allow-
ing a deepening of human capital investment). At the societal level there is
a remarkable one-time opportunity when the proportion of the population
of labor force age (15-60) is large relative to the more ‘dependent’™ younger
and older populations. This demographic bonus, though, is not guaranteed.
It is an opportunity and a challenge that depends on the right priorities, poli-
cies and strategies.

Population dynamics also have an impact on the national incidence of
poverty and inequality. A study of 45 countries estimated that the average
poverty incidence would have fallen by one third if the crude birth rate had
fallen by five per 1,000 in the 1980s (Eastwood and Lipton 2001). The effect
of declining fertility in Brazil has been equal to economic growth of 0.7 per-
cent of GDP per capita each year (Paes de Barros et al. 2001).

Cleland and Sinding (2005) stress the influence of fertility on economic
development and the need for careful analysis in priority setting. Based on
evidence showing that one third of Eastern Asia’s economic development
is attributable to the short- and long-term effects of fertility decline, they
argue that high fertility rates and population growth will have a higher effect
on the demographic composition and macroeconomic prospects in most of
Africa than HIV/AIDS. This is because the HIV/AIDS pandemic is either
on the decline or will not be as widespread as in the countries of Southern
Africa. The short- and long-term effects of fertility decline as in East Asia
could contribute greatly to economic development.

At the household level, smaller families can reduce the depth of pov-
erty and increase per child investments in the future, provided there are also



supportive policy frameworks at the level of government. Together, these
societal and household transformations offer the opportunity for rapid social
and economic development if investments are made in health, education and
the quality of life, and attention is given to addressing disparities in the dis-
tribution of these benefits. In Asia, such attention has often been paid. Many
countries have, for example, attained relative parity in girls’ and boys’ access
to education at the primary level, and growing attention is being given to
ensuring equal and higher access to secondary education as well (UN Mil-
lennium Project 2005h).

Of course, reaping the rewards of the demographic bonus depends on the
wider social and economic context pointed to in other UN Millennium Project
documents (UN Millennium Project 2005a). Among the conditions that need
to be met are the development of stable governance, accountability mecha-
nisms (that allow feedback into policy of the impacts of decisions), conducive
trade policies, greater transparency in decision-making and greater opportuni-
ties for women. Such improvements in governance are important, but they are
not enough to meet the Goals. Countries also need to increase public invest-
ments in health, education, basic infrastructure, agriculture and environmen-
tal management. Since many of the poorest countries are too poor to afford
these investments that are vital for economic growth, they are stuck in poverty
that can only be ended if increased aid is made available.

When institutions exist that permit the accelerated flow of informa-
tion throughout a society (mass media, civil society organizations, social
networks), it is possible to have wide dissemination of information of the
benefits of smaller families, accurate feedback of the returns to investments
in children (hastening the quantity—quality tradeoff) (Montgomery et al.
1999) and quicker recognition of the increased chances of children surviv-
ing. Together with an appreciation of the higher support levels given later by
children who have received human capital investments, this reduces old-age
support motivations for persistent high fertility. The experience of countries
that had relatively early and/or rapid fertility transitions demonstrates that
such institutional mechanisms can be highly facilitative — e.g., village family
planning groups in Indonesia (Shiffman 2004); microcredit groups in Ban-
gladesh (Levine et al. 2004).

In the absence of information-disseminating networks or campaigns, the
poor are less likely than their wealthier compatriots to recognize the signals
that facilitate fertility decline, including the benefits from investments in
children’s schooling, increased opportunities for women, changes in child
survival prospects, legal changes and operational improvements affecting the
health system and reproductive health delivery (Greene and Merrick 2005).

However, the largest difference between rich and poor families is not in their
desired or ideal family sizes but in their ability to implement their preferences.
Access to services for the poor can be adversely affected by clinic placement,



hours of service and user fees (UN Millennium Project 2005b). Health clinic
personnel may also provide better services to less impoverished clients.!®

It will be a long time before the demographic window opens for the poor-
est countries, but work towards it now will safeguard the future. It will also
protect the present. Pregnancy and childbirth are serious risks for poor women.
Many, and unwanted, children impose a heavy burden on them. High levels of
fertility contribute directly to poverty, reducing women’s opportunities, dilut-
ing expenditure on children’s education and health, precluding savings and

increasing vulnerability and insecurity.

Eradicating hunger

The Millennium Summit roadmap identified the reduction of global hunger
and malnutrition as priority development targets. Reproductive health pro-
grams can help improve the nutritional status of women and their children and
advance progress on the hunger and maternal and child health targets.

Nutritional deficits have a profound effect on productivity and health (UN
Millennium Project 2005g). Nutritional requirements for women of reproduc-
tive age increase during pregnancy. Supplemental feeding programs for preg-
nant women, improving women’s knowledge of the nutritional requirements
of themselves and their children and increasing women’s power to negotiate
access to needed nutrition must be part of a multi-intervention strategy.

Closely spaced pregnancies place women at increased risk of anemia and
other conditions of absolute and relative malnutrition (WHO 2005b). This
can lead to developmental challenges for children, including those risks associ-
ated with low birth weights. (Important findings are referenced in Goal 4 on
child mortality.)

Progress in alleviating hunger also requires targeted inputs to improve agri-
cultural productivity. Community level cooperative action can ensure imple-
mentation of soil improvement, better water management and other compo-
nents of an integrated approach to agricultural productivity. The full set of
interventions needed to reduce hunger is described in the report of the UN
Millennium Project’s Task Force on Hunger (2005g).

However, rapid population growth fueled by high fertility desires and/or
poor implementation of preferred family sizes can lead to the sub-division of
land holding (e.g., through successive shrinking of plots included in inheri-
tances). Decreasing sizes of family plots can change the individual calculus
of cost and benefits in various productivity-enhancing interventions (Popula-
tion Action International 2003). At the same time, though, population pres-
sure can provide incentives for technology shifts. These Boserupian effects
(Boserup 1987), however, do not mitigate environmental constraints and
require carefully chosen interventions. In local experiments where population
pressure, assisted by other facilitating conditions, contributed to significant
technological adaptations (e.g., the Machakos district in Kenya'”) the danger



of soil degradation remained significant without appropriate compensatory
interventions. Another reproductive health challenge to agricultural produc-
tivity and progress on the hunger target arises from the impact of the HIV/
AIDS pandemic on the rural workforce in highly affected countries.

Goal 2: Achieve universal primary education

While Goal 2 focuses on achieving only universal primary education, this sec-
tion will discuss the impact of SRH, including family planning, on achieving
universal access to a// levels of education, not just primary. The discussion of
Goal 3, then, will focus on how access to SRH is essential for achieving gender
equality more broadly.

Discussing the impact of SRH on access to educational opportunities
(without separating the discussion by level of education) has many advantages.
Firstly, it is useful to describe the impact of SRH on a sector broadly (such as
for education or environment), as policy at the national level is often shaped in
this way. Secondly, and importantly, SRH affects various levels of education in
similar and overlapping ways. For example, girls may be taken out of school to
care for siblings at any time during their education. Pregnancy-related drop-
outs, too, may occur at any level of education, including the primary level.

Conventional wisdom suggests that fertility levels, including parental and
adolescent fertility, have an impact on both children’s access to schooling and
their educational attainment. Girls in small families are less likely to drop
out of school due to pregnancy, or to be pulled out due to the costs of school-
ing or the indirect costs of foregone household labor if a child attends school.
As family size increases, however, such costs increase — making it more likely
for children to be taken out of school. At the societal level, declining fertil-
ity levels may increase the available schooling opportunities for children, as
competition for such population-level resources declines. Evidence does exist
to bear out these theories to an extent, although the relationships are often
quite complex.

Family size linked to educational attainment, especially for girls

At the household level, conventional wisdom suggests that as families grow
larger, parents can less afford to send each child to school due to the direct
costs of schooling. Children’s contributions to the household are also foregone
when they attend school, and often such contributions are needed simply for
the family to survive. This is especially true of girls, whose traditional role is
to care for younger siblings and help with household chores. Thus, there is a
strong incentive for larger families to keep children, especially gitls, at home
and out of school. In countries where the state is relatively weak and has lim-
ited enforcement powers, families often have greater control over children’s
access to public resources, such as schooling, which makes it is difficult for
children to access education without their parents’ consent.



Most empirical studies on educational attainment in countries where family
size has been on the decline have found that a child’s school attainment is nega-
tively associated with the number of siblings with whom the child lives (National
Research Council and Institute of Medicine 2005). Throughout the 1990s this
relationship was investigated in a number of developing countries, and this result
was often found to be the case (though the size and statistical significance of this
relationship varied greatly between settings) (Lloyd 1994).

There is also evidence from these studies that the gender gap in educational
attainment may be explained by parental preference for sending boys to school
when a family has limited resources (National Research Council and Institute
of Medicine 2005). There are two possible explanations for this. Firstly, parents
choosing to have fewer children are also less likely to discriminate against girls.
Secondly, gitls may have more siblings than boys and face greater resource con-
straints as a consequence. This explanation is more relevant to societies with high
fertility rates and strong son preference. Gender disparities in education, then,
would decrease with falling family size, as girls would no longer be likely to come
from larger families. Jensen (2003) found this to be the case in India, where gen-
der disparities in education occurred because gitls tended to have more siblings
than boys and children in larger families often had less schooling,.

But caution should be used when interpreting results from many of these
analyses. While these studies found family size to be significantly associated with
schooling, the estimated effects were often relatively small compared to other
factors (see literature review by Kelley 1996 and Lloyd 1994). A recent Brazil-
ian study, for example, found that declining family size was one of the factors
contributing to the rising school enrolment rates in the 1990s. The number of
siblings aged 0—6 had negative impacts on the child’s school enrolment, with a
slightly more negative impact on girls over boys. There was also a negative effect
of siblings aged 7-17, though this effect was much smaller (Lam and Marteleto
2002). But this impact, while significant, had less influence on enrolment rates
than did parental schooling, which accounted for a substantial proportion of
the increase in rates. Furthermore, many investigations also found that the rela-
tionships between family size and schooling were mediated by other contextual
factors including level of economic development, government expenditure on

education, phase of the demographic transition and family structure.

Level of economic development

Some level of economic development is required for family size to have an impact
on schooling. If a community is without a school, then clearly family size will
have no effect on children’s educational attainment. Similarly, if parents perceive
schools to be of poor quality, unsafe or located far from the home, they are likely
to question the benefit of sending children to school, no matter the size of their
family. Evidence of the importance of economic development on the relationship
between family size and schooling has been found in some studies where larger



negative impacts existed in urban rather than rural areas. Also larger negative
impacts of family size on schooling were found in the more developed countries

of Latin America and Southeastern Asia compared to the less developed coun-
tries of Southern Asia and sub-Saharan Africa (Lloyd 1994).

Government expenditure on education

As States increasingly subsidize education, the impact of parental resources
on children’s access to schooling becomes less important. In some poor set-
tings the probability that a child will enter school is not affected by family size
— given that there exists free access to primary education and young children
entering school (often ages 5—8) are of relatively low value in terms of domestic
labor. So, the main determinants of entering schools were shown to be parental
schooling and school-to-home distance. However, educational azzainment was
found to be linked to family size, as older children were increasingly likely to
be pulled out of school due to costs of schooling and their increasing ability to
contribute to houschold responsibilities.

Phase of demographic transition

Parents’ motivation to control their own fertility can be linked to their desire
to make greater investments in each of their children. At this point in the
demographic transition, declines in family size are found to be better linked
with investments in childcare, including schooling (Lloyd 1994).

Family structure

The pattern of resource sharing within a family differs across societies and cul-
tures, as well as varying across family structures. As has been widely reported,
greater investments in children’s welfare, including schooling, often occur in
households where mothers have more control over spending. Women’s earn-
ings and decision-making power within the family would therefore influence
children’s schooling. Also, in societies where child support is spread across the
extended family, the size of the immediate family has less impact on children’s
educational attainment. Some evidence of this mediating effect comes from

studies undertaken in Israel and Kenya (Lloyd 1994).

Schoolgirl pregnancy linked to educational attainment'

There is ample evidence that adolescents and youth in developing countries are
having sexual encounters at an early age. And as the period between menarche
and marriage lengthens (as discussed in Section 2), girls’ exposure to pregnancy
risk also increases. In most countries, schoolgirls whose pregnancies are detected
are required to drop out of school, at least temporarily. While in many settings
rules are currently being liberalized to provide for the possibility of reentry, the
number of new mothers returning to school tends to be low. Thus, there is a
high cost associated with becoming known to be pregnant while still in school.



Figure 3.1

Percentage of mothers
aged 15-19 who dropped
out of school due to
pregnancy, by level of
school attendance

Note: This figure only includes girls
who actually gave birth.

Source: Lloyd 2006

A pregnant schoolgirl has to choose between dropping out or undergoing an abor-
tion that is typically illegal, and therefore likely to be unsafe, in order to remain in
school. Boys who are involved in girls’ pregnancies do not face these same risks.

A growth in the percentage of gitls actending school after puberty inevita-
bly leads to a rise in the risk of pregnancy among students. Figure 3.1 maps the
variation across countries in the percentage of births to 15-19-year-old girls that
were reported among schoolgitls according to the percentage enrolled. It ranges
from approximately 1-25 percent (excluding South Africa) as enrollment rates
rise from approximately 10 to 70 percent, with a growing range of values at higher
levels of enrollment. (The rates for South Africa are atypically high, possibly due
to the availability of a government childcare grant for new mothers.) However,
the percentage of all births to 15-19-year-olds that are attributable to schoolgirls
are no higher than 25 percent of all pregnancies and can be as low as 10 percent
in countries where 60 to 70 percent of students are still enrolled in school. Thus,
even in the most extreme case, the 70 percent of the adolescents attending school
contributed no more than 25 percent of all births, and therefore the 30 percent
of the adolescents who are not enrolled contributed no less than 75 percent of the
births."” Rarely do more than 10 percent of those who have dropped out of school
report pregnancy as the reason (figure 3.2). In half the countries where recent data
have been collected, reported rates fall below 5 percent.

While all of those reporting pregnancy as a reason for dropout did indeed
have a birth, it is still likely that these self-reports often capture the proximate
but not the underlying causes of dropout. Many factors in the school envi-
ronment may be discouraging to gitls. Girls who are less motivated to con-
tinue school are likely to be the ones to have unprotected sex and more likely
to take their pregnancies to term than more motivated and successful girls.
Policies designed to reduce the risk of pregnancy among those who want to or
need to leave school for other reasons are unlikely to have a significant effect
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Figure 3.2
Percentage of women
aged 20-24 (who ever

attended school)
reporting pregnancy as
reason for dropout

Note: Each bar represents
a country

Source: Lloyd 2006

Box 3.1
Reducing teen
pregnancies can
complement
efforts to address
barriers to gender
equity in schooling

Source: Elondou-Enyegue
2006
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on dropout rates, unless they are combined with other educational policies
designed to enhance the quality and equity of the learning environment for
girls. Recent research has looked at whether reductions in pregnancy-related
dropouts would make a difference that is large enough to warrant policy atten-
tion. It concluded that payoffs are likely to be greatest in countries that are
within intermediate levels of socio-economic development and have begun to
address gender discrimination (box 3.1).

Of course, HIV/AIDS reduces the availablity of teachers and affects the
quantity and quality of education services.

Programs that specifically target girls or programs that address issues that dispropor-
tionately affect girls will narrow gender gaps in education. While there are many reasons
for pupils to drop out of school — such as lack of money, distance to school, poor grades
and so on — few are inherently sex-specific. Conventional wisdom then suggests that
pregnancy-related dropouts, which are highly sex-specific, would offer a clear explanation
for this gender gap.

Recent research has used schooling life tables to estimate how much the gap in
education between girls and boys would narrow if one specific cause of dropout was
reduced. The researchers simulated the potential impact of pregnancy-related dropouts
on gender parity in educational attainment. They showed that these impacts vary widely
across countries, and tend to be greatest in countries that are socio-economically inter-
mediate and have begun to address gender discrimination. For example, in Chad, it was
found that passage through primary school, associated with a 50 percent decline in the
female-to-male enrollment ratio in school participation, was associated with gender dis-
crimination alone. In Kenya and Zambia, pregnancy-related dropouts within secondary
school were the limiting factor in gender parity at that level of education. Based on these
results, policies to reduce pregnancy-related dropouts may be important to pursue in
these countries.



Early marriage linked to educational attainment

There is a wide body of literature on the impact of women’s education on age
at marriage. But less work has focused on the impact of marriage on women’s
education and, specifically, to answering the question: “Are girls withdrawn
from school to marry?”

Early marriage is associated with teen pregnancy, which can lead girls to
withdraw from school. In many societies most pregnancies still take place in
the context of marriage and so high levels of early marriage are associated with
high levels of adolescent fertility. In developing countries, between half and
three quarters of all first births to married women occur within the first two
years of marriage (Singh and Samara 1996). This makes it more difficult for
girls to continue their schooling.

Mathur et al. (2003) have shown that enrollment of young women in sec-
ondary school is inversely related to the proportion of women married before
age 18, but the cause of this association is not clear. Other small surveys have
also indicated that married young girls, compared to their unmarried counter-
parts, have limited social networks, are less mobile, have less income-generat-
ing opportunities, face heightened exposure to health risks and have higher
levels of overall fertility (Haberland et al. 2004). More research is needed to
determine the extent of the impact of early marriage on girls’ schooling across
developing countries.

In Bangladesh in the early 1990s, a secondary school scholarship program
for girls was introduced based on the assumption that financial constraints
were the main reason for parents keeping their daughters out of school. The
girls did not pay fees and free books were provided. Furthermore, the parents
were compensated for the loss of their daughters’ work at home. This program
resulted in a sudden increase in marriage postponement, as parents were also
required to sign a bond that their daughters would not marry before age 18.
However, the parents’ positive response to the incentives was partly because
they knew that a daughter with better education would marry a better-off man
(UNICEF 2001a).

Goal 3: Promote gender equality and empower women
Ensuring universal access to SRH and rights is essential for achieving gender
equality. The UN Millennium Project’s Task Force on Education and Gender
Equality (2005d) explicitly recognized that this plays a direct role in wom-
en’s empowerment, and thus made it one of their seven strategic priorities for
achieving Goal 3 (as discussed in Section 2). These priorities, derived from
previous international agreements and conferences, include:
1. Strengthening opportunities for post-primary education for girls while
simultaneously meeting commitments to universal primary education.
2. Guaranteeing SRH and rights.

3. Investing in infrastructure to reduce women’s and girls’ time burdens.



4. Guaranteeing women’s and girls’ property and inheritance rights.

5. Eliminating gender inequality in employment by decreasing women’s
reliance on informal employment, closing gender gaps in earnings and
reducing occupational segregation.

6. Increasing women’s share of seats in national parliaments and local gov-
ernment bodies.

7. Combating violence against girls and women.

As the report of this Task Force explains, guaranteeing sexual and repro-
ductive health and rights is essential for “building women’s capabilities, taking
advantage of economic and political opportunities and controlling their des-
tinies”. It has also recommended that the proportion of contraceptive demand
met and the adolescent fertility rate be additional women’s empowerment indi-
cators for the achievement of this (see table 2.10).

Involving men in reproductive health is crucial to promote gender equality
and to improve men’s reproductive health. As stated by Green et al. (2000),
successful male involvement is critically dependent on addressing the social
and cultural norms that impede health. Masculinity is an evolving concept,
and even though the gender socialization around men and boys is often nega-
tive, more positive models of masculinity exist and should be reinforced in pro-
grams and policies. Men care for their families and their own health and, when
they are provided with the opportunities, many men will seek reproductive
healthcare. Research has found that in order to involve men, special attention
has to be given to their needs. To make men feel more comfortable with using
SRH services, clinics and facilities have been designated just for them.

Increasing the likelihood of girls’ and women’s survival and improving
their health and well-being

Guaranteeing SRH and rights is important to ensure that girls and women
lead longer and healthier lives. It has strong and direct impacts on their well-
being — by reducing negative health outcomes and by facilitating positive ones.
Reproductive disabilities, injuries and ill-health are suffered disproportionately
by girls and women, and negatively affect their survival, health and well-being
and reduce their empowerment. More than simply preventing disease, disabil-
ity and death, access to SRH and rights helps foster positive health states in
women.

As discussed in Section 2, such positive health states are difficult to mea-
sure, but clearly access to SRH and rights would lead to substantial increases
in women’s happiness and well-being. SRH programs go beyond simply mak-
ing available family planning information and services and address a range of
issues that have an impact on women’s lives — from preventing STIs (see Goal
6 for detailed discussion) and pregnancy-related disabilities (see Goal 4 for
detailed discussion), to combating gender-based violence, FGC and sex traf-
ficking, to reducing forced early marriage.



Gender-based violence and sexual coercion

Sexual and reproductive healthcare works to reduce women’s exposure to
gender-based violence, sexual coercion and rape, which clearly do enormous
harm to girls’ and women’s reproductive health as well as their physical and
mental well-being. Sexual violence takes many forms: coerced sex in mar-
riage and dating relationships, rape by strangers, systematic rape during
armed conflict, sexual harassment, sexual abuse of children, forced prostitu-
tion and sex trafficking, child marriage, and violent acts against the sexual
integrity of a woman (such as FGC or virginity inspections).

Sexual violence has a profound impact on women and is associated with
significant emotional trauma and long-term mental health problems. One
population-based study found that 33 percent of women with a history of
sexual abuse exhibited psychiatric disorders, compared to 15 percent of
women that experienced physical violence and 6 percent of women with no
history of abuse (WHO 2002). Abused women have also reported higher
rates of depression, post-traumatic stress, sleep difficulties, behavioral prob-
lems and even suicide than non-abused women. In many societies, women
who are raped or sexually abused are ostracized by the community, leading
to greater feelings of social isolation.

Moreover, sexual violence is also associated with physical trauma, such
as vaginal bleeding or infection, fibroids, decreased sexual desire, genital
irritation, chronic pelvic pain, urinary tract infections as well as exposure to
various STIs. These same women are also at risk of experiencing unintended
pregnancy, and not only from the encounter itself. Studies have found that
adolescent girls forced into sex are less likely to use condoms or other contra-

ception in future sexual encounters.

Sex trafficking

Sex trafficking is a growing problem. Trafficking is defined as “the recruit-
ment, transportation, purchase, sale, transfer, harboring or receipt of persons
by threat or use of violence, abduction, fraud, deception or coercion (includ-
ing the abuse of authority) or debt bondage for the purposes of placing or
holding such a person, whether they pay or not, in forced labor or slavery-
like practices in a community other than the one in which such person lived
at the time” (definition presented by the Special Rapporteur on Violence
Against Women to the UN Commission on Human Rights 2000).

It is estimated that each year 800,000 people are trafficked across bor-
ders, 80 percent of whom are women and girls who are bought and sold
worldwide mostly for commercial sex. This figure does not include the
substantial quantity of women and girls who are trafficked within their
own country. The greatest number of victims of trafficking is believed to

come from Asia, the former Soviet Union and Central and Eastern Europe
(UNFPA 2005a).



Trafficking is a violation of the victim’s human rights and threatens a healthy
life. A field research undertaken in nine countries shows the harm suffered by
people trafficked into prostitution: 60-75 percent of women had been raped,
70-95 percent had been physically assaulted and 68 percent met the clinical cri-
teria for post-traumatic stress disorder (U.S. Department of State 2005). Poverty,
the low status of women, economic and social inequalities within and between
countries, as well as the demand for low-wage labor and sex work, drive women

and girls — and sometimes boys — into this inhumane situation.

Female genital cutting (FGC)

SRH and rights include the right to be protected from harmful traditional
practices, such as FGC, which have profound effects on girls’ and women’s
well-being. FGC refers to the removal of all or part of the clitoris and other
genitalia. In its extreme form — called infibulation — the clitoris is removed and
both labia are sewn together to the two sides of the vulva, leaving a small open-
ing through which urine and menstrual blood can pass.

It is estimated that between 100 and 140 million women and girls, most
of whom live in Africa, the Arab States and Asia, have undergone FGC. This
rite of passage in many cultures may cause hemorrhaging, infection and even
death, and it exposes young girls to serious and lasting physical and emotional
trauma. Long-term chronic health problems are also likely and include con-
stant urinary tract infections, reproductive tract infections and more severe

menstrual pain. Finally, the ability to experience pleasure from sexual encoun-
ters is largely destroyed (WHO 2000b).

Forced early marriage

Guaranteeing SRH and rights includes protecting women from forced early
marriages. The reasons given for early marriage include age-old traditions, pro-
tecting girls from unintended and out-of-wedlock pregnancies or building ties
between families or communities. But marriage of girls by coercion or before
they are old enough to give full and free consent is not only harmful to their
health and well-being but also violates their human rights, as elaborated in the
Universal Declaration of Human Rights:

“Men and women of full age...have the right to marry and found a family.
They are entitled to equal rights as to marriage, during marriage and its disso-
lution.... Marriage shall be entered into only with the free and full consent of
the intending parties” (Universal Declaration of Human Rights, Article 16).

Enabling women to participate in income-generating activities and in
the life of their community and to continue schooling

Making SRH and rights access more widespread would enable women to
satisfy their desire for spacing or limiting children. It would thus provide
them with the ability to better balance houschold responsibilities (including



Box 3.2

Access to family
planning changes
women’s lives

Source: FHI 2005 and
Simmons 1996

childrearing) with activities outside the home, including economic, politi-
cal and educational activities. Participating in community and political life,
increasing educational attainment and expanding income-generating oppor-
tunities improve a woman’s ability to lead a more full and creative life by
providing her with greater voice in the choices that shape her life and that of
her community (see box 3.2).

Several studies have been conducted during the last decade to analyze the impact of fam-
ily planning on women'’s lives. The results from these, primarily focus-group interviews,
show that family planning gives women more freedom to pursue work, education and com-
munity activities because they can decide on the number and spacing of their children.

Family planning enhances women’s ability to earn an income outside the home.
A study from the Philippines shows that women with one to three children earned approxi-
mately 1.12 times the income of women with four to six children and twice the income of
women with seven or more children. Increased income in the family gives better options
for improved health and educational outcomes.

In Bangladesh, the realization of the desire to have fewer children, combined with
external exposure to the economic and health benefits of having fewer children, had a
positive effect on educational opportunities for girls. Women saw the future advantage of
investing in their children’s education, and the prospect of better employment opportuni-
ties for girls increased mothers’ motivation to give them a chance of getting educated.

However, the positive impact family planning has on women’s lives is restricted by
social, political and economic factors. Women still bear the responsibility for taking care
of the household. A study from the Philippines shows that women spent on average 46
hours working outside the home and 23 hours at home doing household chores. Due to
social and economic obstacles, only 32 percent of women in Zimbabwe worked outside
the home even though they were interested in taking up employment.

Moreover, when the traditional gender roles of women and men are challenged due
to women’s freedom as a result of family planning, there may be adverse effects on
women. Many women in these studies have experienced domestic violence, in some
cases even increased violence. To help achieve gender equity, family planning programs
should include men in the process as well as link contraceptive use with programs that
focus on other aspects of women'’s lives such as microcredit, vocational training and pro-
grams that seek to increase women’s political participation.

These studies show that family planning can have a positive impact on women'’s lives,
especially if it is supported by programs that affect other areas of their lives.

At an individual level, the ability to control one’s reproduction trans-
lates into having greater control over activities that would be constrained by
pregnancy, childbirth and childrearing. Investing in a career, for example,
would be inconceivable for a woman with no control over the timing and
spacing of her pregnancies. If a woman has eight children spaced on average
two years apart, she could be absent from the labor force for 16 years, if not
more. Compare this to a woman having just two children spaced two years



Box 3.3
Improving family
economies with
microcredit

and access to
family planning

Source: Adapted from
UNFPA 2005c¢

apart. Reducing family size by six children could lead to a gain in the time
a woman is potentially able to be in the labor force. Participating actively
in community life, too, is more difficult for a woman who does not have
reproductive choice.

Atasocietal level, control over one’s reproductive life may lead to changes
in traditional gender-based roles, where women are largely responsible for
domestic work and childrearing. Given that such traditional roles tend to
place women in less powerful roles than men, the inability of a woman to
control her reproduction may perpetuate female disempowerment at a soci-
etal level, leaving her less able to participate in the decisions that impact her
life (UN Millennium Project 2005d).

Many experts attribute the significant shift in gender roles in the rich
countries during the second part of the 20th century to the advent of oral con-
traceptives and their widespread adoption by women in the 1960s (Oppen-
heim Mason 1994). Probably one of the most dramatic transformations in
development over the past 30 years has been women’s increasing role in the
labor force, and this shift reflects fundamental changes in women’s work and
family roles. According to the National Research Council and Institute of
Medicine (2005), these changes have been greatly catalyzed by women’s abil-
ity to limit their fertility and to control the timing and spacing of their chil-
dren. And this has led to an increased ability of women to shape their careers
over their lifecycle. Women’s educational opportunities, too, are limited if
they are unable to control their fertility, as discussed under Goal 2. Access to
credit and training can also enable women to play an increased role in their
community when combined with access to family planning (box 3.3).

In Dong Loi, a small farming community in the uplands of northern Viet Nam, an initiative
combining microcredit and reproductive health services, established by the Viet Nam
Women’s Union with UNFPA support, is demonstrating that women’s leadership can help
poor families rise out of poverty.

The members of a women’s cooperative have seen their household incomes double in
two years, largely through the breeding and sale of livestock purchased with loans. Extra
funds allow participants to keep their children in school, buy supplies such as fertilizers
and seeds, and even purchase computers or other consumer goods. “Because of this
project, the economy of the entire village has improved,” says group leader Dinh Thi Nga.
“Another reason for our success is that nearly every woman in my group is practicing fam-
ily planning.” The project has taught Dong Loi two important things: “First, women can
play important roles in community development if given the chance, and second, in order
to do that we need access to credit and training as well as to reproductive health and
family planning services. The two are intimately linked to economic development,” Nga
adds. Microcredit is not sufficient by itself but can provide an opening for poor women,
leading to greater resources and autonomy and spurring development of larger additional
finance sources.



Goal 4: Reduce child mortality

An estimated 11 million children die every year from preventable causes such
as pneumonia, diarrhea, malnutrition, acute respiratory infections, malaria
and AIDS. On average, 61 babies die for every 1,000 live birchs in devel-
oping countries, compared to 8 deaths per 1,000 live births in developed
regions. In some African countries, including in Benin, Burkina Faso, Chad
and Ethiopia, more than 1 in 10 children die by their first birthday.

Reducing poverty, ensuring a clean and safe environment and other
improvements in living conditions to improve sanitation, reduce endemic
infections and improve housing and increased access to health services are
critical to improving child healcth. Additionally, having access to SRH ser-
vices, including family planning, has a direct and important impact on child
mortality, especially infant mortality.

Maternal behavior and fertility are important determinants of child
health and survival. Children born to very young mothers are at an increased
risk of suffering complications. Similarly, children born too closely together
also have an increased risk of ill health. High-risk births — including those to
adolescents and those spaced too closely together — account for a large pro-
portion of births in developing countries, which then contributes to higher
infant mortality rates. Ensuring universal access to SRH, including volun-
tary family planning, is therefore critical for avoiding such high-risk births
by allowing women to choose the timing and spacing of their births and thus
to improve their child’s health.

It has been found that in countries where fewer than 10 percent of women
use a modern contraception method, the average infant mortality rate is 100
deaths per 1,000 live births, compared to 79 per 1,000 in countries where
10-29 percent of women use modern contraceptives and 52 per 1,000 live
births in countries where more than 30 percent or more do so (AGI 2002).

Moreover, the survival of the child is linked to the health and survival
of the mother. It has been estimated when a mother dies, surviving children
are more likely to die than children living with both parents. A study in
Bangladesh, for example, found that when a mother dies during childbirth
the surviving children were three to ten times more likely to die within two
years than children who live with both parents (UNICEF 2001b). This
link further increases the need to also educate fathers in taking care of their

children.

Delaying childbirth to reduce child deaths

Births to adolescents account for 60 of every 1,000 births each year — total-
ing 17 million babies. Children born to teen mothers are twice as likely to
die during their first year of life compared to those born to women in their
20s and 30s. Among mothers younger than 20, infant mortality rates aver-
age 100 deaths per 1,000 live births compared to 72-74 deaths per 1,000



Table 3.1
Mother’s age and
infant mortality

Note: Low-income countries
have a mean per capita income
of less than US$1,000; middle-

income countries have a mean
per capita income between
US$1,000 and US$3,000; and
high-income countries have a
mean per capita income greater
than US$3,000

Source: AGI 2002, data
compiled from UNDP 2001

live births among mothers 20-29 and 30-39. In all countries — rich and poor
alike — infant deaths to women under 20 are higher than for women in any
other age group (table 3.1).

Infant deaths per 1,000 live births

Low-income Middle-income High-income
Age of mother All countries countries countries countries
Less than 20 100 135 96 62
20-29 72 99 68 45
30-39 74 97 72 48
40-49 94 111 90 68

Young teen mothers are at higher risk of experiencing serious complica-
tions during pregnancy and childbirth because their bodies often have not
yet fully matured. They are also much more likely to have poorer nutritional
habits and are less likely to seek adequate antenatal and post-partum care, lead-
ing to higher rates of low birth weight, malnutrition and poor health outcomes
in their children. Malnutrition is an underlying factor in more than half of all
under-five deaths, and children born to women with poor nutritional status are
more likely to suffer malnutrition.

Adolescents also have a high unmet need for family planning services,
which increases their risk of exposure to pregnancy and thus to having children
with poorer health outcomes. The majority of adolescents do not use modern
contraception. In 4 of 19 countries in sub-Saharan Africa, for example, no
more than 10 percent of adolescents do so. As few as 1 percent of married ado-
lescents in some parts of this region use modern contraception.

Improving childbirth spacing to reduce child deaths

Birth spacing — the practice of delaying the period between births — is an
important lifesaving measure for both mothers and children. For mothers,
properly spacing births lowers the risk of maternal mortality, third trimes-
ter bleeding, anemia, premature rupture of membranes and malnutrition. For
children, it lowers the risk of fetal death, preterm birth, low birth weight and
neonatal death, as well as stunting and wasting.

New evidence indicates that when children are born at least three years
apart, the health and survival rates of the mother and child significantly
improve. Previous research had indicated that a two-year birth interval was
optimal. However, compared to 24-29 month intervals, 36—41 month inter-
vals are associated with a 28 percent reduction in stunting and a 29 percent



reduction in underweight (Catalyst Consortium 2004a). Rutstein (2005)
assessed the outcomes of pregnancies in 17 countries and found that children
born three or more years apart are healthier at birth and are more likely to
survive infancy and childhood (figure 3.3).

The Alan Guttmacher Institute (2002) also reports that when births are
spaced less than two years apart, the infant mortality rate is 117 per 1,000 live
births, compared to 64 per 1,000 when births are spaced two to three years
apart and 47 per 1,000 when births are four or more years apart. This effect
was found in every developing region worldwide. In less developed countries, if
no births occurred within 36 months of a preceding birth the infant mortality
rate would drop by 24 percent and the under-five mortality rate would drop by
35 percent. In total numbers this would annually amount to 3 million children
under age five, or roughly 30 percent of the total child mortality. A minimum
of three years birth spacing is also important for enhancing the child’s cogni-
tive and social development (Catalyst Consortium 2004a).

Furthermore, women with pregnancies spaced too closely together do not
have sufficient time to rebuild their nutritional stores, leading to the mother’s
poorer nutritional status and worse health outcomes for her child. Addition-
ally, maternal depletion syndrome — or the physiological stress that occurs in a
woman if gestation overlaps with lactation — may further worsen the mother’s
nutritional status. Such poor nutrition leads to low birth weight, preterm birth,
stunting and changes in breast milk content.

Promoting breastfeeding and appropriate childcare

Breastfeeding provides children with important and live-saving nutrition that
protects them from infectious and chronic diseases and helps them to recover
more quickly from illness. Infant feeding guidelines, developed by WHO,
UNAIDS and UNICEF (2005), recommend that a mother exclusively breast-
feed her infant for six months in order to give the child the best chances for
healthy growth and development.

Breastfeeding is the most effective intervention to prevent diarrhea and
acute respiratory diseases — the leading causes of death from infectious diseases
among infants (Jones et al. 2003). A study has shown that infants who are not
breastfeed have a six-fold greater risk of dying from an infectious disease in the
first two months than infants who are breastfed (WHO 2000a).

The promotion of exclusive breastfeeding is an important global priority
for increasing the health of infants. Exclusive breastfeeding remains atypical
even in countries where breastfeeding is commonly used as part of the infant’s
nutrition, and programs have been initiated to increase its use. Studies have
shown that counseling can effectively promote exclusive breastfeeding: Only
12 percent of women who had no home visits after birth practiced exclusive
breastfeeding, compared to 50 percent who had three home visits and 67 per-
cent who had six home visits (Morrow et al. 1999).
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Figure 3.3

Under-five mortality rate
by duration of birth
interval in four
countries

Source: Data from Rutstein 2005
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Intensive demand feeding also initially provides protection against preg-
nancy immediately after a birth by delaying the return of menses (i.e., lacta-
tional amenorrhea). Women having closely spaced births are more likely to
discontinue breastfeeding too early and thereby increase the risk of infant mor-
tality. Furthermore, recent work suggests that an HIV-positive mother may
reduce the risk of post-natal HIV transmission when she exclusively breastfeeds
her child as compared to giving mixed feeding (Iliff et al. 2005). Prevention
of mother-to-child transmission of HIV/AIDS and treatment of the affected

increases child survival.

Goal 5: Improve maternal health

Each year more than half a million women die from preventable complications
of pregnancy and childbirth. As noted in Section 2, while a woman in devel-
oped countries stands a 1 in 2,800 lifetime risk that she will die of pregnancy-
related causes, this increases to 1 in 61 in developing countries and a deplorable
1 in 16 in sub-Saharan Africa. Lifetime risk of maternal mortality reflects both
the number of pregnancies and the safety of each delivery. That women die of
preventable causes during childbirth is a tragedy. This tragedy is compounded
when the pregnancy was not even intended.

Making access to SRH and rights more widespread could decrease child-
birth- and pregnancy-related mortality and morbidity by reducing the number
of pregnancies that place women at heightened risk of experiencing such com-
plications. As discussed above, high-risk pregnancies include those that occur
too late or early in life, or those that occur too soon after a previous birth.

Pregnant women with poor nutritional status are also at particularly high
risk of suffering pregnancy-related and childbirth complications that may result
in death. Malnutrition in women during pregnancy and childbirth as well as
throughout their lifecycle has been associated with obstructed labor, obstetric
fistula, anemia and higher susceptibility to infections, which increase the risk
of maternal mortality and morbidity. Even in the best of circumstances, about
15 percent of pregnant women experience complications that require emer-
gency obstetric care.

But beyond reducing maternal mortality, ensuring universal access to SRH
and rights is directly related to achieving the goal of improving maternal healch.
And as the Task Force on Child Health and Maternal Health asserts, this requires
policies and interventions that go beyond simply reducing maternal mortality. In
fact, an unmistakable ‘gap’ exists between the broader goal of improving mater-
nal health and the narrow target of reducing maternal mortality.

The broad concept of SRH, as endorsed in the ICPD Programme of Action
and in the Beijing Platform of Action, nicely captures the health and well-
being aspects of pregnancy, reproduction and childrearing, which are essential
to reaching the goal of improving maternal health. Indeed, ensuring universal
access to SRH is essential for achieving Goal 5 on improving maternal health.



Access to family planning services and information

Today, about 201 million women have an unmet need for modern contracep-
tion — increasing their chance of high-risk or unintended pregnancies and thus
placing them at risk of complications in pregnancy, childbirth or from an unsafe
abortion. The number of unintended pregnancies would be reduced by increas-
ing access to SRH, including family planning services and information.

As described under Goal 4 on child healch, birth spacing is important for
better health outcomes for both children and mothers. Women face increased
risk of morbidity and mortality when there is less than 15 months and more
than 59 months between births (Conde-Agudelo and Belizdn 2000). Birth
intervals of 9 to 14 months are associated with greater risks of maternal death
(150 percent), third trimester bleeding (70 percent), premature rupture of
membranes (70 percent) and anemia (30 percent). Catalyst Consortium
(2004a) also reports that data from 19 countries in Latin America and the
Caribbean show that maternal morbidity and mortality increase among the
youngest mothers. As compared to mothers aged 20-24, teen mothers have
four times the risk of dying, 4.5 times the risk of eclampsia and 3.7 times the
risk of puerperal endometritis.

DHS data from various countries confirm the great demand for birth spac-
ing among married women. Younger women especially want to delay their
next pregnancy and have longer birth intervals, and some are also interested in
delaying their first birth despite the common assumption that women want to
have their first child right after marriage (Jansen 2005). In most countries more
than 50 percent of non-first births occur less than 36 months after the previous
bircth (Rutstein 2005). Among married women of childbearing age, demand
for birth spacing represented between 33 and 75 percent of demand for fam-
ily planning services in 14 of 15 countries examined by Rutstein (2005). This
demand ranged between 25 and 66 percent of total unmet need. In Mozam-
bique, for example, nearly one in five post-partum women expressed a desire
to increase the spacing of their births. But these women were not using family
planning services to do so. Finally, research shows that younger women have
a greater need for contraceptives to delay and space births, while older women
have a greater need to limit births (Jansen 2005) (figure 3.4).%°

There are several explanations for why women’s spacing desires are not
fulfilled. Socio-cultural settings may limit birth spacing: the man’s desire
for a son right after marriage; the women’s worth measured by her fertil-
ity and motherhood capacity; the man’s sense of control over his partner’s
sexuality; or pressure from the woman’s mother-in-law. Religious perceptions
that prohibit the use of contraception can also hinder birth spacing desires
even though the concept of birth spacing is not discouraged. The lack of
availability and accessibility of family planning services also serve as an ele-
ment in hindering couples and women from spacing their children (Catalyst
Consortium 2004b).
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Figure 3.4

Share of total
demand for family
planning, interest in
spacing and limiting
by age cohort in
Bangladesh (2004)
and Kenya (2003)

Source: DHS STATcompiler 2005
accessed at
www.measuredhs.com
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Access to care during pregnancy and delivery
As also described in other parts of Section 3, access to antenatal and post-
natal care is essential to improving maternal and child health. The impact of
interventions to improve the nutrition of pregnant women, and the impact
on the health of women and their children, is described under Goal 1 on
halving poverty. The impact of post-natal care and breastfeeding on children
is described under Goal 4 on child mortality. And the impact of offering
malaria and HIV/AIDS treatment to pregnant women for both themselves
and their children, is described under Goal 6 on HIV/AIDS and malaria.
Antenatal care is important for both mother and child as it provides the
mother with information on nutrition and the micronutrients she needs to
grow a healthy fetus and to stay healthy herself. It also provides the oppor-
tunity to track STIs (including HIV/AIDS), malaria and other health risks
that can have severe consequences for both mother and child if the right



precautions are not taken. Furthermore, antenatal care provides an opportu-
nity to teach the mother about how to take care of her infant and give it the
best start in life.

Despite the crucial role of antenatal care, however, only about 70 percent of
births in developing countries are preceded by even a single antenatal care visit.
In terms of numbers, 36 million women receive no antenatal care annually. By
region, the estimates are 21.6 million in Asia, 1.5 million in Latin America,
2.9 million in the Arab States/Northern Africa and 9.5 million in sub-Saharan
Africa (Ross et al. 2005).

Yet, there has been progress during the 1990s. A study of 49 countries
with multiyear surveys showed that the percentage of women receiving ante-
natal care had gone up from 53 percent in 1990 to 64 percent in 2000 — an
increase of 21 percent. Women living in urban areas are twice as likely to
use antenatal care as rural women, as are women with secondary education
compared to women with no education (AbouZahr and Wardlaw 2002).

Many women in both developing and developed countries become anemic
during pregnancy — on average 23 percent of women in developed countries
and 52 percent in developing countries (WHO, UNICEF and UN Univer-
sity 2001). Some of the most common causes of anemia are poor nutrition,
iron and other micronutrient deficiencies, and malaria (WHO 2005b). Ane-
mia in women during childbearing increases maternal mortality. Studies by
WHO reveal that maternal mortality due to anemia ranges in Asia from 27
per 100,000 live births in India to 194 per 100,000 live births in Pakistan,
and in Africa from 35 per 100,000 live births in Senegal to 82 per 100,000
live births in Kenya (Brabin et al. 2001). However, different definitions
of anemia may influence the recorded prevalence of anemia-related deaths
in these countries. Overall, 40 percent of all maternal perinatal deaths are
linked to anemia, and favorable pregnancy outcomes occur 30—45 percent
less often in anemic mothers. Beside the risk of maternal mortality, anemia
also causes adverse health outcome like tiredness and a weaker immune sys-
tem, which increase the likelihood of infectious diseases (WHQO, UNICEF
and UN University 2001). Younger women are estimated to have an even
greater risk of anemia-related death (Brabin et al. 2001).

Infants are also affected by their mother’s anemic status. The odds for
premature birth and low birth weight increase across the range of anemia.
For example, research from Jamaica shows a 50 percent greater chance of
mortality in the first year of life for those infants whose mother had not
received any iron supplementation during pregnancy. Also, research shows
that children born to non-anemic mothers have distinctly higher blood vol-
umes, red cells volumes and circulating hemoglobin mass than those infants
born to anemic mothers. Children of anemic mothers are also more likely
to become anemic themselves (Allen 2000). In such cases infants require
more iron than is supplied by breast milk at an earlier age than other infants



Box 3.4

The three
‘stages of delay’
in seeking
emergency
obstetric care

(WHO, UNICEF and UN University 2001). Iron supplementation during
pregnancy can improve the health of both mother and child.

Care during delivery is essential for reducing maternal mortality. The
World Bank has estimated that 74 percent of maternal deaths could be avoided
if women had access to interventions needed to address complications during
pregnancy and childbirth (UN Millennium Project 2005b). As most compli-
cations during childbirth are unpredictable, access to emergency obstetric care
is a necessary health service that must be available 24 hours a day, seven days a
week to prevent maternal death and disability. Yet, this service is unavailable to
many women in developing countries. Timing has proved to be a critical step
in preventing maternal death and disability, and a concept of three ‘stages of
delay’ has been developed to identify the obstacles that delay timely manage-
ment of complications (box 3.4).

The stages of delay are divided in three phases:
Phase 1: Delay on deciding to seek care

The decision to seek care is grounded in socio-economic and cultural factors, e.g., lack
of money to pay for the services or resistance to the use of modern medical services.
This phase is also connected to the other phases as decisions depend on the quality,
accessibility and service of the health facility. Women and their families may choose not
to seek care, for example, because they know that the facility is not functioning (UN Mil-
lennium Project 2005b).

Phase 2: Delay in arriving in a healthcare facility

Is there a health facility available and if so are there means of transporting women to it?
Basis emergency obstetric care should be provided in health centers and small maternity
homes. This covers administration of antibiotics, oxytocics or anticonvulsants; manual
removal of the placenta; removal of retained products following miscarriage or abortion;
and assisted vaginal delivery with forceps or vacuum extractor. Comprehensive emer-
gency obstetric care, which also covers caesarean section and safe blood transfusion, is
typically provided in district hospitals (UNICEF, WHO and UNFPA 1997). Guidelines from
the UN recommend that for every 500,000 people there should be four facilities that
provide basic emergency obstetric care while one facility should provide comprehensive
emergency obstetric care (ibid.).

Phase 3: Delay in receiving adequate care once a woman arrives at a healthcare facility

This phase relates to the health facility itself and the quality of care that is available there.
It is necessary for an optimal facility that equipment, tools and essential drugs as well as
trained, skilled birth attendants are available and sufficient. However, the challenge is to
balance these needs because when equipment, tools and essential drugs are not avail-
able, skilled birth attendants remain non-functional, and vice versa (Fortney 2001).



Box 3.5
Obstetric fistula
- a devastating
condition caused
by obstructed
labor

Source: Wall et al. 2005;
UNFPA and EngenderHealth
2003

One chronic maternal morbidity that is a result of lack of access to emer-
gency obstetric care is obstetric fistula, which affects an estimated 2 million
women and girls worldwide (box 3.5).

Obstetric fistula most often develops during prolonged, obstructed labor in countries
where women have no access to emergency obstetric care, particularly caesarean sec-
tion. Obstructed labor that is unrelieved by medical intervention can last for several days,
often resulting in a stillborn infant and in fistula. Fistula is a hole that forms due to the
prolonged pressure of the baby’s head on the woman’s vagina and bladder and/or rectum.
The fistula leaves the woman chronically incontinent with no control over her urine and/or
bowel movement. Besides the physiological effects of fistula on the woman, it also often
leads to social exclusion by her husband, family and community.

A study undertaken in sub-Saharan Africa revealed that the majority of women suffer-
ing from fistula are under the age of 20, illiterate and poor. The risk of obstetric fistula
often begins when young girls marry early and get pregnant before their body is fully devel-
oped to go through a pregnancy. They then give birth at home alone or under the care of
an untrained birth attendant and are in labor for a prolonged period of time and without
access to emergency obstetric care. Further risk is added to those girls who have grown
up malnourished with the result of stunted growth.

Obstetric fistula was once common in developed countries but today is a virtually
unknown phenomenon there. It has also been relatively hidden in the places where it
occurs due to the fact that it primarily affects women who are among the most margin-
alized and because the stigma associated with the condition kept women from coming
forward. This also means that the existing scientific research is old and that very little is
known about the impact fistula has on the quality of life of women in developing countries,
including accurate data on prevalence and incidence.

The lack of proper healthcare systems is responsible for this devastating maternal
condition, and fistula is said to be a tracking indicator for inadequate healthcare services
for poor pregnant women in the developing world. Furthermore, as stillbirth in this situ-
ation is also a consequence of lack of obstetric care, interventions to make emergency
obstetric care available and accessible will have a positive effect on both maternal health
and infant mortality.

Fistula can be repaired even if the woman has lived with the condition for several
years. It is a fairly cheap surgery, but because most women who develop fistula are poor
young women with no access to financial resources, it remains only a distant dream for
many. Indeed, many women do not even know that their condition can be treated. While
surgery repairs the physiological damage, education and counseling are also needed to
integrate the woman back into society again.

As more than half of maternal deaths occur less than 24 hours after birth
and two thirds within the first week, post-partum care plays a crucial role
in preventing maternal mortality. Post-partum care in developing countries
is usually extremely limited and often has less than half the level of uptake
for antenatal or delivery care (WHO 2005b). Post-partum care can prevent
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complications such as post-partum bleeding and also provides an opportunity
to introduce the mother to family planning. Furthermore, given the fact that
many infants die within the first four weeks of life, post-partum care is also
essential to the health and survival of the newborn.

Figure 3.5
Causes of maternal
mortality, 2000

Notes:

a. Includes ectopic pregnancy,
embolism and anesthesia-related
complications

b. Includes anemia, malaria and
heart disease

Total is more than 100 percent
due to rounding

Source: UN Millennium Project
2005b, data adapted from
AbouZahr 2003
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Post-abortion counseling and access to safe abortion services, where
permitted by law
High rates of unintended pregnancies are associated with higher incidences of
abortion, and specifically unsafe abortions, which further place women at risk
of death and disability. It is estimated that of the 19 million unsafe abortions
that occur in developing countries each year, 70,000 result in a woman’s death
— accounting for 13 percent of maternal mortality globally (WHO 2004b).
Nearly 100 million women alive today will experience the risk and trauma of
an unsafe abortion during their lifetimes if no new actions are taken. Young
women are particularly affected, as two out of every three unsafe abortions are
experienced by 15-30-year-olds and 14 percent to women below the age of 20
(Crane and Hord Smith 2006).

Most countries with restrictive abortion laws are in the developing world,
and women in these countries are the most likely to suffer or die from the



Figure 3.6
Relationship between
restriction of
abortion laws and
maternal mortality
Source: Crane and Hord

Smith 2006, data adapted
from McKay et al. 2001

complications of unsafe abortions. Although legal abortion does not guar-
antee safety in places where providers are not trained or barriers prohibit
broad access to services, evidence points to a strong correlation between
less restrictive abortion laws and policies, safer abortion and reduced mater-
nal mortality. Maternal deaths in Romania, for example, dropped immedi-
ately and precipitously after abortion was legalized in that country in 1989

(WHO 2004b).
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Morbidity from unsafe abortion is an even greater problem, and includes
sepsis, hemorrhage, cervical trauma and uterine perforations, as well as chronic
or permanent conditions. Between 20 and 30 percent of unsafe abortions
cause reproductive tract infections. Of these, 20-40 percent develop into pel-
vic inflammatory disease or bilateral tubal occlusion and infertility. Between
10 and 50 percent of women experiencing unsafe abortion will need medical
attention, although not all women seek or can find such care when the need
arises (AbouZahr and Ahman 1998).

Lack of use or access to contraceptives is a major cause of unwanted preg-
nancy: More than half of all women in the developing world are at risk because
they are using a traditional method with high failure rates; they are using a
reversible method that requires regular resupply; or they are using no method
at all (AGI and UNFPA 2003). And since no contraceptive works perfectly
every time, even widespread modern contraceptive use will not completely
eliminate the need for recourse to abortion.



Box 3.6
Emergency
contraception
and the reduction
of recourse

to abortion

Sources: AGI 2003a;
Planned Parenthood
Federation of America, Inc.
2004; WHO 2004c¢

Safe and effective hormonal preparations are available that can prevent a pregnancy by
inhibiting ovulation, altering the ability of sperm to fertilize an ovum or inhibiting implan-
tation in the womb. Taken within 72 hours of unprotected intercourse, progestin-only
preparations reduce the risk of pregnancy by 89 percent; combination estrogen-progestin
preparations reduce it by 75 percent. Unprotected intercourse can occur when there is
coerced or unplanned sex and when barrier methods break or are dislodged or when other
contraceptives are improperly used. Emergency contraception prevents pregnancies. In
contrast, medical abortion terminates pregnancies. Emergency contraceptive pills should
not be given to a woman who has a confirmed pregnancy, though they are believed to
have no adverse health effects on the pregnant woman or her fetus if taken early in
pregnancy.

Reduction in unplanned pregnancies leads to lower abortion rates. It has been esti-
mated that 43 percent of the decline in abortions that took place between 1994 and 2000
in the United States was due to the increased availability of emergency contraception.

Goal 6: Combat HIV/AIDS, malaria and other diseases

Ensuring universal access to SRH, including family planning, is essential
for achieving Goal 6, and especially for combating HIV/AIDS. SRH ser-
vices are a key instrument to HIV prevention — from providing condoms,
to supplying drugs to prevent mother-to-child transmission, to offering HIV
testing and counseling services. SRH information can promote abstinence
and safer sexual behavior. Integrating reproductive health services with HIV
prevention programs, then fostering widespread access to these services, is a
critical component of any strategy to achieve Goal 6.

Ensuring that essential medicines are available throughout the coun-
try is also vital to combating HIV/AIDS, malaria and other diseases. A list
of essential drugs and commodities to be procured by countries, including
those for reproductive health, has been developed by WHO and UNFPA
(2003). Included in this list are HIV-prevention commodities, such as male
and female condoms and drugs to prevent mother-to-child transmission.

In sub-Saharan Africa, where the AIDS crisis has devastated numerous
countries, HIV/AIDS is the leading cause of premature death. Southern
Africa continues to be the worst affected region with HIV prevalence rates
surpassing 25 percent. Due to the HIV/AIDS epidemic, life expectancy in
this region has dropped to under 40 years of age (UNAIDS 2004). Women
are increasingly those living with and dying of HIV/AIDS, especially in
developing countries. In 2003, women accounted for half of new HIV infec-
tions globally, and almost 6 in 10 new infections in sub-Saharan Africa.

Combating AIDS

Globally, 80 percent of HIV cases are transmitted sexually. Another 10 per-
cent are transmitted perinatally or during breastfeeding (Askew and Berer
2003). Only one in five people in the world at risk of contracting HIV have



access to even basic prevention services. In 73 countries where more than
10,000 people are living with HIV, only one in ten pregnant women had
been offered HIV counseling and testing, anti-retroviral therapy or counsel-
ing on breastfeeding options (UNAIDS, UNFPA, IPPF and AGI 2004). It
has been estimated that access to basic prevention services could prevent 29
million of the 45 million new infections projected to occur in this decade
(UNAIDS, UNFPA and UNIFEM 2004).

For many women in developing countries, contact with the healthcare
system — while infrequent — occurs mainly for SRH services, especially dur-
ing pregnancy. This makes such points of contact invaluable for HIV preven-
tion services, including condom distribution, HIV testing and counseling
and exploring treatment options. And many men are in need of information
and education about the health risks their sexual behavior can pose for them-
selves and their partner.

Ensuring universal access to SRH and rights would therefore have a
strong and direct impact on reducing HIV transmission by providing (at
least) services and information to (Berer 2003):

® encourage consistent and effective use of condoms

¢ influence sexual behavior through education, counseling and risk

reduction

® prevent mother-to-child transmission of HIV

® reduce the prevalence of STIs.

Encouraging consistent and effective use of condoms

According to UNAIDS, WHO and UNFPA, the male latex condom is the
single most efficient available technology to reduce sexual transmission of
HIV infection (and other STIs). Condoms must therefore be a key com-
ponent of any national prevention strategy used to reduce sexual exposure
to HIV (WHO, UNAIDS and UNFPA 2004). The female condom is also
increasingly being recognized as a preventive method to protect against HIV/
AIDS and STTI transmission. Other components of prevention may include
delaying sexual initiation, abstinence and reducing the number of sexual
partners in addition to the correct and consistent use of condoms.

One recent review of multiple studies found that the consistent use of con-
doms during sexual intercourse reduces HIV incidence by 80 percent (Weller
and Davis 2002). The most conclusive evidence of condom effectiveness in
reducing HIV transmission comes from studies of couples in which the male
partner was HIV-positive while the female was not. It was found that HIV
transmission decreased by 84 percent in women who always used condoms
as opposed to those who used them occasionally or never. In another study
of such couples across Europe, none of the HIV-negative partners became
positive. And in a study conducted in Haiti, the infection rate among such
couples that always used condoms was 1 in 100 persons.



Successful prevention programs in several countries also provide evidence
of condom effectiveness. In Thailand, for example, the ‘100 percent condom
policy’ led to an increase in the use of condoms among commercial sex workers
and their clients from 14 percent in 1989 to 98 percent in 1994. This coincided
with an 80 percent drop in new HIV infection rates after rates peaked in the
early 1990s (UNDP 2003). Similarly, a recent analysis of Uganda’s AIDS epi-
demic showed that increased condom use, alongside delay in age of first sexual
intercourse and reduction in the number of sexual partners, was an important
contributor to the declining HIV prevalence rates. Finally, vigorous promotion
and de-stigmatization of condom use in Brazil and Cambodia also contributed
to stabilizing the prevalence rates in those countries and further controlling
their epidemics (WHO, UNAIDS and UNFPA 2004).

Despite the need for effective and consistent condom use to reduce HIV
transmission, there is still a wide ‘condom gap’ in many developing countries.
A recent study suggests 21.2 billion condoms were needed in 2005 to protect
sexually active people against HIV/AIDS and that the number will increase to
24.3 billion per year by 2015 (UNFPA 2005¢). It has been estimated that as
recently as five years ago only 6 to 9 billion were actually available (Upadhyay
et al. 2000).

Condoms need to be provided at low or no cost in order to ensure their
effective and consistent use. Further, other cultural and societal barriers often
pose obstacles to condom use, especially for women and girls. Large-scale
investments will need to be made in education and awareness programs that
promote and de-stigmatize condom use among both women and men. At the
same time, female-controlled methods to prevent sexual transmission of HIV
need to be made increasingly available (see below).

Influencing sexual behavior through education and risk reduction

SRH services include counseling (for both men and women) to reduce expo-
sure to risky sexual behavior that may increase a person’s chances of contract-
ing HIV (or transmitting it to others), including having multiple partners or
engaging in unsafe sex or other risky practices.

In many countries of sub-Saharan Africa, however, among the ‘riskiest’
behaviors for women in terms of HIV infection is just getting married (AGI
2004). Unprotected sex with a non-monogamous husband greatly increases
a woman’s likelihood of being exposed to HIV. Young women are especially
vulnerable to HIV infections because they have less power to negotiate safe
sex. Table 3.2 shows that in countries with the highest HIV prevalence rates,
many more young women aged 15-24 have HIV compared to young men. It
is estimated that for every boy in the 15-19 age group infected with HIV in
sub-Saharan Africa, there are 5-6 girls (UNFPA 2004a).

Underlying power dynamics between men and women in many developing

countries also prevent women from accessing condoms and then insisting on



Table 3.2
Countries with the
highest HIV preva-

lence rate in adults,
and HIV prevalence
rate in young females
and males, end 2001

Source: UNFPA 2005d, data
compiled from UNAIDS 2002b

HIV prevalence rate (%) HIV prevalence rate (%)

in adults (15-49) in young people (15-24)
Country Women Men
Botswana 38.8 45.0 19.3
Zimbabwe 33.7 39.6 14.9
Swaziland 33.4 47.4 18.3
Lesotho 31.1 51.4 23.5
Namibia 225 29.2 13.3
Zambia 21.5 25.4 9.7
South Africa 20.0 30.8 12.8
Malawi 15.0 17.9 7.6
Kenya 15.0 18.7 7.2
Mozambique 13.0 18.8 7.8
Central African Republic 12.9 16.3 7.0
Cameroon 11.8 15.3 6.6

their use. Women often have little power to negotiate sexual relations, includ-
ing whether and when to have intercourse as well as whether to use condoms.
The ‘ABC Approach’ (Abstain, Be faicthful and use Condoms) must be adapted
to address power imbalances between the genders, and other societal factors,
that lead to an increased vulnerability to HIV infection among women. An
important step in addressing such power dynamics is to ensure universal access
to SRH and rights, and ensure that family planning services and HIV/AIDS
prevention efforts actively target men in their programs.

Uganda’s success in reducing its HIV prevalence has been attributed to an
effective prevention strategy that included promoting condom use as well as
changing sexual behavior, such as by promoting monogamous relationships
and sexual abstinence. Fewer Ugandans reported having sex at a young age
between 1995 and 2000 than in the late 1980s. The proportion of women
aged 15-17 who ever had sex decreased from 50 percent in 1988 to 46 per-
cent in 1995 and 34 percent in 2000. Similarly, there were large declines
between 1989 and 1995 in the number of men aged 15-19 who had ever had
sex, although these declines slowed between 1995 and 2000. More Ugandans
were also monogamous during the early 1990s, especially unmarried women,
although this decline slowed in the late 1990s. Finally, the use of condoms
increased, especially among unmarried men and women, with 57 percent of
sexually active men and 37 percent of sexually active women using condoms in
2000 compared to 39 percent of men in 1995 and negligible levels of women
in 1988 (AGI 2003b).

Preventing mother-to-child transmission
In 2003, an estimated 630,000 infants worldwide became infected with HIV
during their mother’s pregnancy, labor or delivery, or as a result of breastfeeding.



Without intervention, there is a 15-30 percent risk of HIV transmission dur-
ing pregnancy and delivery and an additional 10-20 percent risk during
breastfeeding (CDC 2005). Many of these infections could have been avoided
by ensuring mothers’ access to a regimen to prevent mother-to-child transmis-
sion. This could be effectively delivered through SRH services, and specifically
antenatal, delivery and post-partum care. It is especially important in countries
where the proportion of pregnant women with HIV/AIDS is high, such as
Botswana, Lesotho and Swaziland where over 30 percent of pregnant women
are HIV-positive (UNAIDS 2004). In 2003, however, only 1 percent of HIV-
positive women in Burkina Faso, Ethiopia, Malawi, Nigeria and South Africa
had access to such services and information (AGI 2004).

According to UNAIDS guidelines, such a regimen would include (Berer
2003):

® carly access to antenatal care before 34-36 weeks of pregnancy

® voluntary HIV counseling and testing

® minimum package of antenatal care, including screening and treatment

of anemia and STTs and vitamin supplementation

® delivery care by a skilled attendant

® counseling on infant feeding and caring, and support for mother’s

infant feeding choices.

In Haiti, expanded reproductive health centers (or Ghesakio centers) are
providing an integrated package of services in efforts to reduce mother-to-
child transmission. Such services include counseling on HIV transmission and
prevention, psychological and social support and, in some cases, antiretroviral
treatment to HIV-positive mothers. Between 1996 and 2003, the mother-to-
child transmission rates were reduced from 30 percent to 8 percent. Addition-
ally, 90 percent of women identified as HIV-positive returned for follow-up
visits; 70 percent of women chose a family planning method to prevent a new
pregnancy; and the contraceptive prevalence rate rose from 3 percent to 21
percent. Zambia and Zimbabwe are also experimenting with expanding repro-
ductive health centers to include HIV counseling and services, with initial
positive results.

Moreover, in cases where the woman is HIV-positive, pregnancy preven-
tion should also be seen as HIV prevention. Voluntary contraceptive services
to help HIV-positive women prevent unwanted pregnancies should be a central
component of national prevention strategies. Studies have found that contra-
ceptive use among HIV-positive women who do not want to become pregnant
is at least as cost-effective in reducing mother-to-child transmission as using

the antiretroviral drug, nevirapine (AGI 2004).

Reducing the prevalence of STIs
HIV infection is up to 10 times more common in people with either current
or prior STIs. And the risk of HIV infection grows with increasing numbers



of STI episodes (FHI and USAID 2001). One reason for such high co-infec-
tion rates is that lifestyle and behavioral risk factors are similar for both STI
and HIV exposure. A second reason is that STIs may directly enhance trans-
mission of HIV. Thus, prevention and treatment of STTs, while important
in its own right, is also an important component of strategies to reduce HIV
transmission. And SRH services are critical to reducing the prevalence of
STIs by providing such services as testing, counseling, condom distribution
and treatment.

Women are at higher risk of contracting STIs than men and of suffer-
ing worse physical and emotional stress due to such infections. Women are
biologically more susceptible to many STTs, and this is compounded by their
limited power to negotiate condom use during sexual encounters — placing
them at even higher risk. At the same time, women are more likely to suffer
complications from STIs for two key reasons. Firstly, they are more likely
to suffer asymptomatic infections that are then left untreated — 70 percent
of women with STIs do not have symptoms compared to 10 percent of men
(UNFPA 2004b). Secondly, they are less likely to seek treatment, even for
symptomatic infections. And the consequences on women’s well-being are
even higher given that women with STIs are more likely to experience stig-
matization, infertility and even abuse and abandonment.

Less than a third of men in many developing countries know that two
ways of avoiding STIs are condom use and either abstinence or having only
one, uninfected partner. Among all men aged 15-54 in sub-Saharan Africa
and Latin America and the Caribbean, 4-18 percent had two or more part-
ners in the past year and did not use a condom the last time they had inter-
course. In addition, at least 3 in 10 men aged 15-54 who had an STT in the
past year did not tell their partners. Still, many men with STIs take action
to avoid spreading the infection. For example in Brazil and Peru about two
fifths of men aged 15-54 said they avoided having intercourse while they
were infected, and in the Dominican Republic, more than half said they did
so. Roughly 1 in 10 infected men in a few countries reported that they con-
tinued to have intercourse but used a condom (Greene et al. 2006).

Few large-scale investigations have been conducted to demonstrate the
impact of STT control on HIV transmission. Experience in Thailand showed
that the incidence of STIs dropped at the same time that new HIV infec-
tions fell. The incidence of STIs was reduced by 80 percent in less than five
years through intensified STT control and condom distributions programs
(‘100 percent condom policy’ as described above). Some limited evidence
from Mwanza, Tanzania found that improving the case management of STIs
reduced the incidence of new HIV infections by 40 percent. But in nearby
Rakai, Uganda, mass distribution of antibiotics to treat STIs reduced neither
STIs nor HIV transmission. Clearly, more research is needed to clarify the
role of STTs in facilitating HIV transmission. Still, given the many overlaps



in the prevention strategies for controlling STT and HIV transmission, pre-
venting STIs will also work to improve prevention of HIV. Furthermore,

access to condoms would generally decrease the risk of contracting STTIs,
including HIV.

Combating malaria

Every year more than 25 million pregnancies occur to women in malaria
-endemic regions (UN Millennium Project 2005c). Pregnancy reduces
women’s immunity to malaria, which can lead to adverse health outcomes
for the mother, including anemia, involuntary abortion, intrauterine growth
retardation, cerebral malaria and even death. Severe anemia due to malaria
increases the risk of maternal mortality. The health and survival chances for
the infant are also affected by malaria, which increases the risk of stillbirth
and low birth weight.

The combination of pregnant women having both malaria and HIV
increases the adverse health outcome. Women who are also infected
with HIV experience higher frequency and density of parasitemia, and
have more anemia and more adverse birth outcomes (UN Millennium
Project 2005¢).

It is recommended that women in malaria-endemic areas receive two
preventative treatments of an effective anti-malarial drug during their preg-
nancy (known as intermittent preventative treatment (IPT)). However, less
than 5 percent of pregnant women in malaria-affected areas have access to
effective treatment. Universal access to SRH services would help to ensure
that pregnant women at risk of malaria receive such treatment. In Malawi,
this regimen has been shown to reduce placental infection from 32 percent
to 23 percent and low birth weight from 23 percent to 10 percent. It was also
shown that when offered it, more than 75 percent of pregnant women agreed
to receive this regimen (RBM 2002). The supply of insecticide-treated bed
nets also plays a crucial role in reducing the burden of malaria.

Goal 7: Ensure environmental sustainability

Human beings are dependent on the environment in order to survive. On
the one hand, humans transform natural resources into food and products to
feed themselves and accelerate economic activity. On the other hand, humans
are dependent on a safe and clean environment for health reasons.

The past century of population growth has put increasing pressure on
natural resources as the scale of human needs and activities expands. Popula-
tion growth among other factors has led to cropland expansion, intensified
farming, housing sprawl and overuse of water and forests.

The ICPD also recognized the linkages between population and envi-
ronment and concluded, “Demographic factors, combined with poverty and

lack of access to resources in some areas, and excessive consumption and



wasteful production patterns in others, cause or exacerbate problems in envi-
ronmental degradation and resource depletion and thus inhibit sustainable
development” (UN 1994, para. 3.25).

Population pressure: An indirect driver of environmental degradation
Today, populations living in countries with scarce natural resources are grow-
ing more rapidly than the world population as a whole, putting even greater
pressure on these biologically fragile zones (Engelman et al. 2000). Further-
more, population growth is highest in countries with the fewest resources to
invest in people’s health, education and family planning as well as sustain-
able environmental policies.

Though population growth can be linked to environmental degradation,
it is not, as the ICPD Programme of Action acknowledges, the only cause of
the environmental challenges that the world faces today. Rather, population
growth is linked to the environment in a complex dynamic with causes like
poverty and inequality, and policy and market failures. The UN Millen-
nium Project Task Force on Environmental Sustainability also recognizes
that there are several drivers to environmental deterioration, and that demo-
graphic change plays a powerful role (UN Millennium Project 2005¢). The
overall environmental impact can be seen as a result of population growth,
the technology available and the levels of consumption.

Poverty and inequality exacerbate stress on natural resources as they
force people to use the most unprotected and fragile resources, which are
often the only natural resources left from commercial use (UNFPA 2001).
The poor do not exhaust natural resources because they are not aware of the
consequences but because poverty leaves them with no other options. The
poor also have the least access to technology that can spur an efficient use of
natural resources.

Furthermore, policy failures to protect natural resources and ensure
nature is preserved result in natural resources depletion and degradation
with consequences for both biology and humanity (Cincotta and Engelman
2000).

The urgent need to end poverty in developing countries creates an envi-
ronmental challenge, as increased economic activity is needed to get the poor
out of poverty. At the same time, environmental degradation that has already
taken place further deepens poverty (UNFPA 2001). And rural communities
that depend on agriculture for their livelihood face even greater challenges
in an environmentally degraded nature where soil and water are polluted and
depleted.

Developed and developing countries have different income and con-
sumption patterns. The wealthiest fifth of the world’s population, mostly
from developed countries, accounts for 72.7 percent of the world income,
while the poorest fifth accounts for 1.8 percent (Dikhanov 2005). If every



Box 3.7
Population growth
stresses natural
resources

Source: Engelman et al.
2000.

Scarcity of natural resources especially burdens the poor, who are directly dependent on
these for their livelihood and development. Scarcity also means that women may need to
walk much further to fetch wood and water, and thereby spend much more time on such
activities — time that could otherwise have been used in income-producing activities.

Water

As populations grow, less water is available per person; currently 505 million people
already have to live with water scarcity. With the projected future population growth,
between 2.4 and 3.2 billion people may be living in water-scarce situations by 2025. This
does not take into account the low quality of water or the unequal access to water sources
between different population groups.

Cropland

Agriculture provides the world with an essential part of its food, and poor people are espe-
cially dependent on their agriculture outcome. The supply of land that could be converted
into farmland is limited, and per capita farmland is declining. By 2025, it is estimated
that between 557 million and 1.04 billion people will live in land-scarce countries with
problems of food self-sufficiency.

Forests

Forests provide wood for many human activities and contain over half the world’s plant
and animal life. Furthermore, they remove carbon dioxide from the atmosphere. The ratio
of forests to human beings has declined in past years, and the number of people who
by 2025 will live in forest-scarce countries is estimated to triple from 1.8 billion to 4.6
billion people.

human being in the world copied the rich groups’ consumption patterns it
would have catastrophic consequences for forests, water, soil and air. One
striking example concerns carbon dioxide emission: The richest 20 percent
of the world’s population emit 62 percent of the total emission, while the
poorest 20 percent only account for 2 percent (Engelman et al. 2000).

For this reason it is of utmost importance that developed countries
change their consumption pattern to make sure that developing countries
are able to increase their consumption and income and get out of poverty. In
line with this, not all populations have similar impacts on the environment,
indicating that political priorities and technological solutions have an influ-
ence on the environmental impact.

Providing SRH services and giving couples a realistic choice to decide on
the number of children they want can help balance natural resource use with
the needs of the population. Avoiding unwanted births would have an effect
on future population growth and thereby the degree to which the environ-
ment is degraded. But as the complex linkages suggest, environmental sus-
tainability must be a result of biological conservation programs, technologi-
cal advancement and human development efforts that give people the right
to choose the number of children they want.



Table 3.3

Ratio of fertility rates
among poor and non-
poor urban women to
fertility rates among
rural women, by region

Source: Montgomery et al. 2003

Improving the lives of slum dwellers

The world’s urban population is estimated to grow from 2.1 billion in 2000 to
5 billion in 2030. This growth accounts for almost all of the world total popu-
lation growth for the period and will primarily take place in the less developed
countries (UN 2002).

About 924 million people, or 31.6 percent of the world’s urban population,
lived in slums in 2001, most of them in developing countries. On average, slum
dwellers account for 43 percent of the urban population in developing regions
and 78 percent of the urban population in the least developed countries. To
compare, only 6 percent of the urban populations in developed regions live in
slums. The majority of slum dwellers live in Asia, accounting for 60 percent of
the world’s total (UNHABITAT 2005).

The fact that a large amount of the world’s poor live in urban areas and
that this number will grow in the future means that poverty reduction strate-
gies also need to address this group. However, it is important to recognize that
not all the urban poor live in slums and that policies addressing slum dwellers,
therefore, will not automatically reach all the urban poor. Also, while it is often
concluded that urban people are better off than people in rural areas, there are
big differences within urban populations (UN Millennium Project 2005f).
Urban averages can blur wide health differences within cities, and breakdowns
in income groups show that the urban poor often face health risks that are
nearly as or as bad as those of the rural poor.

The fertility rate of rural women is generally higher than that of poor urban
women. At the same time urban poor women have significantly higher fertil-
ity rates than non-poor urban women (table 3.3). This translates into higher
population growth rates among the poor urban populations than among the
non-poor, which creates even bigger challenges in meeting their needs.

Region Urban poor Urban non-poor
Northern Africa 0.89 0.78
Sub-Saharan Africa 0.92 0.85
Southeastern Asia 1.11 0.93
Southern, Central, Western Asia 0.97 0.82
Latin America 0.90 0.67
Total 0.93 0.80

The unmet need for contraception of the urban poor is higher than that of
the urban non-poor, though lower than for people in rural areas (table 3.4). In
Southeastern Asia, though, unmet need is slightly higher among poor urban
populations than among rural ones. Generally, urban women are more likely

to use contraception than rural women, but it is important to note that urban



Table 3.4

Predicted unmet
need for married
women aged 25-29 by
rural-urban residence
and, for urban areas,
by poverty status
(percentages)

Source: Montgomery et al. 2003

women appear to use contraceptives less effectively, resulting in equal rates of
unintended pregnancies (Montgomery et al. 2003).

Region All rural Urban poor Urban non-poor
Northern Africa 27 16 12
Sub-Saharan Africa 34 31 24
Southeastern Asia 22 23 16
Southern, Central, Western Asia 24 22 15
Latin America 25 16 10

In terms of maternal health, rural populations are worse off than urban
populations. Maternal mortality is generally higher in rural areas. On average
only 20 percent of births among rural populations are attended by a trained
physician or a nurse/midwife, compared to 40—60 percent among urban popu-
lations. However, the smallest cities have lower levels of skilled birth attendants
than the larger cities (Montgomery et al. 2003).

A similarity between rural and poor urban populations can be found in
their lack of use of modern health institutions. A study in the slums of Kara-
chi in Pakistan found that local care was pursued first before seeking modern
health facilities located outside the neighborhood. The lack of use of modern
health facilities is also related to male consent to use such facilities (Montgom-
ery et al. 2003).

In urban areas, it is inadequate to measure access to reproductive healch
services in terms of the distance to the service, as is done in rural areas. Urban
populations face different challenges in accessing these services due to greater
density and transportation problems: It may take a longer time to reach ser-
vices because transportation is not sufficient and might be time-consuming,.
User fees might also be a problem in the cities, impeding the poor from using
reproductive health services. Though reproductive health services are consid-
ered to be of better quality in urban areas, various comparisons have not always
supported this view (Montgomery 2004).

HIV/AIDS is a great health concern in cities, and the absence of the social
control of behavior that can be found in rural areas may lead to riskier sexual
behavior in urban areas. Prostitutes, urban sexual networks, drug users and
communities of migrants separated from their families may all increase the risk
of STTs and HIV (Montgomery 2004). Under these circumstances adolescents
may also face greater challenges in leading healthy sexual lives, increasing the
risk of STIs and HIV/AIDS.



Much is still to be improved for slum dwellers and the urban poor to
increase their reproductive health outcomes, and it is important to acknowl-
edge the different needs and circumstances that these people have and live
under compared to their peers in rural areas.

Goal 8: Global Partnerships

External and domestic financial resources for population assistance

An international partnership is required to provide adequate financing for
national SRH strategies. At the 2002 International Conference on Financ-
ing for Development in Monterrey, the international community agreed that
official development assistance (ODA) must complement private investment
flows to finance the public investments needed to achieve the MDGs and
other internationally agreed development goals. The principle of international
co-financing for national development strategies was operationalized at the
2005 World Summit, where countries resolved to “implement comprehensive
national development strategies to achieve the internationally agreed devel-
opment goals and objectives, including the Millennium Development Goals”
by 2006 (UN 2005b).

The ICPD was the first international conference to estimate the resources
needed to achieve the agreed action plan. The resource estimates included
four components: family planning; reproductive health; STIs and HIV/AIDS;
and basic research, data and population and development analysis (see box
4.17 for definitions). Each component should be integrated into basic national
programs for population and reproductive health. The estimated total costs
for all components were US$17.0 billion (in 1993 USS$) by 2000 (UN 1994,
para. 13.15). Two thirds of the costs were expected to be met by the develop-
ing countries themselves, while the other third was to be provided from such
external sources as donor countries. It was recognized that the least devel-
oped countries as well as some low-income countries would require substantial
external resources to implement their programs.?!

The estimated resources for the HIV/AIDS component were low primarily
because they only covered selected elements of prevention and did not include
the costs for treatment and support. In 1999, when the five-year follow-up to the
ICPD programme was held, it was acknowledged that, “since the HIV/AIDS
pandemic is having a more severe impact than was originally projected, special
attention should be given to providing promptly the necessary resources” (UN
1999, para. 97). New estimates for the HIV/AIDS component that were later
made by UNAIDS — to include prevention, treatment and support — indicated
that US$14.9 billion would be needed in 2006 and US$22.1 billion in 2008
(UNAIDS 2005b).

The estimated costs for reproductive health were also low as only safe
maternity services were taken into account. Resources for data and policy

needs were conservative as well.



Figure 3.7

Annual expenditure for
the four components
of population activities
as a percentage of
total population
assistance, 1995-2003

Source: Data compiled from
UNFPA, UNAIDS and NIDI 2004

It is important to recognize that the Programme of Action estimates did not
include all issues brought up at the conference, and that additional resources
are still needed for other objectives and goals (later incorporated in the MDGs)
like the improvement of women’s status and empowerment, and the strength-
ening of primary health systems (UN 1994, para. 13.17-13.19).

Although it is difficult to determine the exact resource flows to popula-
tion assistance,? it is possible to get a rough idea of the resources available and
needed for this including for reproductive health. In 2003, 4.5 percent of total
ODA was attributed to population assistance, up from 3.7 percent in 2002
(UNFPA 2005b). Funding from donors was US$3.2 billion in 2002, US$4.7
billion in 2003, US$4.5 billion in 2004 and projected to reach US$6.4 billion
in 2005 (UNFPA 2005b).

The increasing funding for population assistance is largely due to a higher
resource flow towards HIV/AIDS activities. The ICPD Programme of Action
estimated requirements only for selected prevention efforts, but accurate national
reporting by intervention type has proven difficult. Compilation of HIV/AIDS
resource flows now includes allocations to prevention, treatment and care. Inclu-
sion of treatment costs significantly inflates the share of total needs in popu-
lation assistance going to HIV/AIDS relative to the ICPD expectations. (See
Section 4 for a new analysis that recognizes higher HIV/AIDS.) Unfortunately,
this has happened at the expense of other areas within population assistance
(figure 3.7). Donor assistance for HIV/AIDS activities as a share of total popu-
lation assistance has increased notably from 32 percent in 2000 to 43 percent
in 2002 and 47 percent in 2003. Overall, 83 percent of the increase in donor
assistance for population activities from 2002 to 2003 was due to HIV/AIDS-

related activities.

Percentage
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-‘- Family planning services
Basic reproductive health services
—A— Sexually transmitted diseases and HIV/AIDS activities
—>¢ Basic research data and population and development policy analysis



Figure 3.8
Population assistance
by donor country

per million US$

of gross national
income (GNI), 2003

Source: Population Action
International 2005

While funding for basic reproductive health services increased after the
ICPD from 18 percent in 1995 to 30 percent in 1999, it subsequently decreased
to 28 percent in 2003. Family planning has received less and less attention since
the ICPD, and its funding as a share of total population assistance dropped
from 55 percent in 1995 to 11 percent in 2003.

However, the increased attention to HIV/AIDS activities is not enough to
adequately address the pandemic, especially in sub-Saharan Africa (UNFPA
2005b). At the same time the demand for family planning and reproductive
health services is expected to increase in the near future, fueled in part by the
increasing number of people of reproductive age. Therefore, there is a growing
need for funding if the promises made are to be kept.

Donor countries vary in how much of ODA they contribute to population
assistance. Denmark, Luxembourg, the Netherlands, Norway and the United
Kingdom were the leading contributors to population assistance as a share per
million dollars of gross national income (GNI) in 2003 (figure 3.8). In 2003,
only five countries gave more than the 4 percent of ODA to population activi-
ties agreed at the ICPD: Finland, Luxembourg, the Netherlands, Norway and
the United States. The number of countries providing 4 percent of ODA to
population activities has decreased since 2002 where nine countries gave more
than 4 percent?® (UNFPA, UNAIDS and NIDI 2005). In 2003, the United
States was the leading contributor in absolute terms and in its share of ODA

going to population assistance (11.5 percent). However, relative to the size of its
4

economy it is only in the middle range of donor countries.?
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Population activities in developing countries also receive external assis-
tance from supporters other than donor countries. Development banks, espe-
cially the World Bank, foundations and NGOs contribute important resources
for population assistance. The development banks contributed US$501 mil-
lion in 2003 in loans and accounted for 10.3 percent of the total population
assistance, while funds from foundations and NGOs accounted for 8.1 percent
(UNFPA, UNAIDS and NIDI 2005).

In 2003, 158 developing countries and territories received external popu-
lation assistance. Sub-Saharan Africa received one third of this assistance
(31 percent) but the region also includes the majority of the least developed
countries. Asia and the Pacific received 16 percent of the total external popu-
lation assistance and Latin America and the Caribbean received 6 percent

(figure 3.9).

Figure 3.9

Final donor
expenditures for
population assistance,
by geographical region,
2003 (total assistance
US$3,846,900)

Notes:
a. Global includes allocations to
global and inter-regional activities.

Totals include bilateral,
multilateral and NGO
expenditure.

Source: Data from UNFPA,
UNAIDS and NIDI 2005
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Domestic expenditures for population activities are estimated to have
increased to US$12.5 billion in 2004 from US$11 billion in 2003. Asia was
expected to mobilize the largest amount of financial resources in both 2004
and 2005. Roughly a quarter of all domestic expenditures for population activ-
ities are spent on STIs and HIV/AIDS. Latin America spends about three
quarters and sub-Saharan Africa just over half of their funds on AIDS. Con-
sumers contribute a large amount of the total domestic financial resources,



Table 3.5

Global domestic
expenditures

for population activi-
ties by region, 2003
(US$ thousands)

Note:

a. Consumer spending on
population activities covers only
out-of-pocket expenditures and
is based on the average amount
per region, as measured by

the World Health Organization
(WHO) for healthcare spending
in general. For each region, the
ratio of private

out-of-pocket to per capita
government expenditures

was used to derive consumer
expenditures in the case of
population activities

Source: UNFPA 2005b, data
compiled from van Dalen and
Reuser 2005

ranging between 25.5 percent in Eastern and Southern Europe to 63.1 percent
in Asia and the Pacific (see table 3.5).

Consumers

share of
Region Government NGOs Consumers? Total total (%)
Sub-Saharan Africa 229,411 73,116 200,735 503,262 39.9
S EIe U 2,935,656 69,811 5,128,592 8,134,059 63.1
Pacific
Latin America and 879,161 100,916 701,570 1,681,647 417
the Caribbean
WSS RS Ee 235,416 31,179 144,546 411,141 35.2
Northern Africa
Eastern and South- 149,679 8,235 54,184 212,008 25.5
ern Europe
Total 4,429,324 283,256 6,229,626 10,942,206 56.9

Even though domestic expenditures are increasing, many developing coun-
tries (and in particular the poorest countries) require adequate ODA. Within
the time frame for the MDGs they cannot reach a level of sustainable domestic
funding anywhere near two thirds of the costs for population activities.

Providing access to essential reproductive health drugs and supplies
Providing access to reproductive health drugs and supplies is crucial to the
achievement of the MDGs and to the improvement of health in develop-
ing countries. Access to reproductive health commodities needs to be main-
tained, and provided if lacking. Without these commodities there will, for
example, be no contraceptives to prevent unwanted pregnancy and transmis-
sion of STIs, including HIV/AIDS; no equipment to provide a clean and
safe delivery for both mother and child; and no medicine to treat STIs and
maternal conditions.

The ICPD+5 Key Actions clearly defined governments’ responsibility in
securing reproductive health commodities, stating that:

“Governments should strive to ensure that by 2015 all primary health-care
and family planning facilities are able to provide, directly or through referral,
the widest achievable range of safe and effective family planning and con-
traceptive methods; essential obstetric care; prevention and management of



reproductive tract infections, including sexually transmitted diseases; and bar-
rier methods, such as male and female condoms and microbicides if available,
to prevent infection.” (UN 1999, para. 53)

Reproductive health commodity security is about ensuring a secure supply
and choice of commodities such as contraceptives (including condoms), mater-
nal health supplies, and HIV/AIDS and other STT treatment and prevention.
These commodities need to be provided to rural and urban populations, rich
and poor, young and old, as well as women and men. Securing reproductive
health commodities requires a system that provides the right quantities of the
right products in the right condition in the right place at the right time for the
right price (Hare et al. 2004).

In many developing countries, securing these drugs and supplies remains a
challenge. It is crucial that national capacity building is developed in order to
secure sustainable forecasting, logistics, financing, procurement, warehousing,
stock monitoring, distribution of commodities and training and management
of human resources. The need to provide and secure reproductive health com-
modities will be discussed further in Section 4.



What needs to be done

In the Outcome Document of the 2005 World Summit, the world’s leaders
have recognized the importance of sexual and reproductive health (SRH)
access to the attainment of the Millennium Development Goals (MDGs). As
discussed in Section 1, this is the culmination of a long sequence of interna-
tional, regional and global political events between 1994 and 2005.

The translation of this most recent recommendation into operational strat-
egies is the primary task of national action. Many countries have had national
population policies for several decades. Many of these were adjusted follow-
ing the International Conference on Population and Development (ICPD) to
incorporate the full range of issues under the rubric of reproductive health
(UN 1999; UNFPA 2004e). The greater challenge has been the allocation
of resources (funds, personnel and institutional priorities) to implement the
resulting national plans.

Political will for action is a necessary condition for the rollout of any action
plan and its being taken to scale. Accordingly, it is a measured component of
assessment of the strength of national programs for family planning, maternal
mortality and other components of reproductive health (Bertrand and Escu-
dero 2002; Ross and Maudlin 1996; Ross et al. submitted for publication).
As SRH touches on a range of sensitive issues (including gender relations and
harmful traditional practices), legitimization of program efforts by political
leaders in speeches, policies and personal appearances has been an important
element of the more successful programs (Seltzer 2002).

The mobilization of community support is at least as important as high-
level pronouncements. Major transformations in health system priorities are
most effective if they are demand-driven.” Effective linkages of community
and home-based priorities and interventions to the formal health system are



essential to sustained progress. This message is a central analytical position of
the Task Force on Child Health and Maternal Health (Chapter 3 in UN Mil-
lennium Project 2005b).

This support, from the highest political to the grassroots community level,
must be directed to key tasks for effective implementation and accelerated
development. These tasks are:

1. Integrating SRH analyses and investments into national poverty reduc-
tion strategies and sectoral strategies
Integrating SRH services into strengthened health systems
Systematically collecting data
Acting on the Reproductive Health Quick Impact Initiative

PRI

Meeting the needs of special populations.

Task 1: Integrating SRH analyses and investments into national
poverty reduction strategies

Planning

As emphasized in Investing in Developmenr (UN Millennium Project 2005a),
the MDGs invite countries to adopt a goal-oriented or needs-based approach
to development. Instead of asking, “What progress can be made given cur-
rently available resources?” the new question must be “What will it take to
achieve the MDGs?” As this report shows, this goal-oriented approach must
also be extended to SRH. The linkages of SRH to progress on various MDGs,
therefore, requires the inclusion of a population and SRH situation analysis in
the needs assessment exercise undertaken by countries during their national
development strategy exercises.

This analysis should include:

® Baseline and alternate population projection scenarios related to vary-

ing degrees of attainment of priority development goals

¢ Examination of the impact of the scenarios on the size and timing (i.e.,

the dynamics) of key population groups subject to priority interventions
across all the MDGs

® Modeling of the implications for resource requirements to reach tar-

geted coverage levels, and examination of the potential for reallocat-
ing resources differently among interventions or for investing in further
quality enhancements

® Consideration of the costs and benefits of SRH interventions, including

cross-sectoral benefits.

Several countries of Latin America and the Caribbean have performed
Country Population Assessments with the assistance of the United Nations
Population Fund (UNFPA). Population elements are often included in UN
Common Country Assessments (CCAs) — a component of integrated UN
system support to national programs. However, these analyses are frequently



Table 4.1

Projected costs for
family planning and
resulting savings in
maternal and newborn
care (2005-2015)
(US$millions)

Source: Vlassoff and Bernstein
2006

inputs into planning of support within the UN system — for example, in the
United Nations Development Assistance Framework (UNDAF) — and are not
always coordinated with bilateral, foundation and civil society inputs under a
common national development plan.

The record of incorporation of population dynamics and reproductive health
into poverty reduction strategies to date is disappointing (Danguilan/UNIFEM
2005). Some countries have incorporated population issues (e.g., Armenia, Azer-
baijan, Bangladesh, Ethiopia, Ghana and Indonesia) (UN 2005a). But the trans-
lation of brief sections on population dynamics into programming for MDG
progress is often lacking. National Population and/or Reproductive Health
Strategy documents are rarely referenced in these exercises.

The initial collaborations with national counterparts undertaken by the
UN Millennium Project on MDG needs assessments were conducted prior to
the development of the Reproductive Health Costing Tool and did not have the
opportunity to analyze the impact of population dynamics on the projections
of resource requirements (UN Millennium Project 2004). When this analysis
is included, the accumulated savings in projected resource needs can be con-
siderable. The first line of table 4.1 shows the cumulative additional resources
required to satisfy unmet need for family planning compared to those required
to attain the contraceptive prevalence rate consistent with the UN Population
Division’s medium variant projection. The second line shows the resulting sav-
ings from antenatal, maternal and newborn health requirements over the same
time period (2005-2015). The graphs that follow (figure 4.1) show the time
course of investments and saving in one specific country: Uganda.

Bangladesh Cambodia Ghana Tanzania Uganda
Family planning 62 26 13 13 67
Other maternal
and newborn -103 -56 -28 -45 -266

health

These analyses reflect the savings to be attained from family planning
investments. Other investments in SRH also generate savings over time. For
example, reductions in maternal mortality lead to improved health outcomes

for children. The gains go well beyond direct savings.

Monitoring
Some countries have given heightened attention to population and SRH in
their national MDG monitoring and development processes. Bangladesh, for
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example, revised the language of Goal 4 to “Improve maternal and reproduc-
tive health”. Additional targets related to SRH were added in several reports.

Development strategies, including poverty reduction strategy papers
(PRSDs), as well as medium-term expenditure frameworks (MTEFs) and
CCAs/UNDAF can also incorporate indicators related to SRH conditions and
program development. SRH conditions indicators include measures of health
status and fertility for the population as a whole and/or for specific population
groups. For example, India, among other countries, monitors the situation of
the poor explicitly. Program development indicators include process measures:
service use and access, proportions of service delivery points with full staffs,
equipment and supplies, and proportions of service delivery points offering
particular SRH services (choice among methods of contraception, emergency
obstetric care, and voluntary counseling and testing for reproductive infec-
tions, including HIV/AIDS).

The selection of indicators should reflect national priorities and national
conditions. Several compilations of indicators have been produced over the
past decades. (See Compendium of Indicators for Evaluating Reproductive Health
Programs, Bertrand and Escudero 2002; Indicators for Population and Repro-



Box 4.1

World Health
Assembly
resolution 58.31

Source: WHO 2005a

ductive Health Programs, UNFPA 1998; Reproductive Health Indicators for
Global Monitoring, WHO, UNICEF and UNFPA 2000.)

At the international level, the World Health Assembly recognized the cen-
trality of monitoring access to SRH to strategies to achieving health-related
MDGs. It recommended the incorporation of a target of universal access to
reproductive health into monitoring frameworks (see box 4.1) along with other

supporting interventions.

The World Health Assembly resolution Working Towards Universal Coverage of Maternal,
Newborn and Child Health Interventions appealed to the nations of the world to accelerate
progress towards maternal, newborn and child health by strategies including heightened
attention to reproductive health.

The Fifty-eighth World Health Assembly,
1. URGES Member States to:

(1) Commit resources and to accelerate national action towards universal access and cov-
erage with maternal, newborn and child health interventions, through reproductive health
care;

(2) Establish or sustain national and international targets, and to establish monitoring
mechanisms for measuring progress towards the achievement of agreed goals, particularly
the target on universal access to reproductive health by 2015;

(3) Involve all key stakeholders, including civil society organizations and communities, in
setting priorities, developing plans and programmes, measuring progress and evaluating
impact;

(4) Improve the quality and completeness of vital registration and other relevant household-
survey data, where appropriate, to reflect mortality differentials among mothers, infants
and under-fives;

(5) Adopt and implement, in line with international agreements, the legal and regulatory
frameworks to promote gender equality and protect the rights of women and children,
including equal access to health care, with special attention for those thus far excluded,
particularly the poor, the marginalized and the underserved;

(6) Ensure that national strategic-planning and budgetary processes include interventions
at political and programme level to strengthen health-care delivery systems for effective
and rapid advance towards universal coverage, including:

(a) realigning the content of programmes for maternal, newborn and child health and
nutrition, incorporating their management structures and services, and embedding
them in core development processes for health systems in order to ensure that
reproductive health care is fully integrated;

(b) addressing the workforce crisis by drawing up national plans for development of
human resources for health that include financial incentives and mechanisms for
equitable deployment and retention, especially for rural primary care, so as to give
the poor better access to care;

(c) building realistic scenarios, with their costing and budget implications, for scaling up
the health systems required for delivering maternal, newborn and child health care;



(d) building the institutional capacity to manage appropriate financing reform, inter alia
a move from user fees to prepayment mechanisms and pooling systems, including
tax-based and insurance systems, in order to achieve the goal of universal access
and financial and social protection;

(e) building a national consensus around the need for moving towards universal cover-
age, with mechanisms for predictable, sustained and increased funding; around
maternal, newborn and child health at the core of the citizen’s health care, includ-
ing entitlements where appropriate; and around the human-resources-for-health
crisis as a national priority;

(f) creating partnerships between government, civil society organizations, private sec-
tor entities and development agencies to maintain the political momentum, over-
come resistance to change, and mobilize resources;

(g) establishing participation mechanisms for not-for-profit civil society organizations
and religious organizations in order to strengthen accountability mechanisms and
systems of checks and balances.

A list of basic SRH indicators for program monitoring was adopted in a
joint consultation of WHO and UNFPA (WHO and UNFPA 2004)

As recommended by the Task Force on Child Health and Maternal Health
of the UN Millennium Project (2005b), it is important that the MDG moni-
toring framework reflect the role of SRH in improving maternal health, as
well as in achieving the other Goals, notably Goal 3 on gender equality and
women’s empowerment. The Task Force proposed a short set of indicators
(see Appendix 1) related to contraceptive prevalence, unmet need for family
planning (expressed as the proportion of desires for family planning satis-
fied), availability of emergency obstetric care and adolescent fertility.

International experts at a meeting convened by WHO reviewed the Task
Force’s recommendations. It was their assessment that measures of the avail-
ability of emergency obstetric care, while important to monitoring Goal 5,
needed further technical development. They strongly recommended the
adoption under Goal 5 of a target of universal access to reproductive health
and the use of the other indicators recommended by the Task Force (WHO
2005e).

Besides specific SRH indicators, indicators that monitor women’s
empowerment play a crucial role in the attainment of Goal 3. As discussed
in Section 2, the indicators in the current MDG framework are insufficient,
and there is a need for more differentiated gender indicator monitoring in
national frameworks( see table 2.10).

Task 2: Integrating SRH services into strengthened health
systems

Family planning programs in developing countries started as vertically orga-
nized programs, often with substantial inputs of donor resources (Selezer



Table 4.2

Specific measures
taken by 136 coun-
tries to integrate SRH
in primary healthcare
Note:

a. Based on multiple responses;

therefore percentages may add
up to more than 100

Source: UNFPA 2004e

2002). The lack of effective integration in the normal structure of public
health systems (e.g., separate staffs and facilities, lack of promotion oppor-
tunities, different supply chains and lack of domestic resource allocation)
brought — as all vertical programs do — some advantages and distinct dis-
advantages. The advantages included specialized training and skills and
guaranteed consistent funding. The disadvantages, however, were signif-
icant. The most skilled and ambitious staff sought better opportunities,
donor vicissitudes could lead to changes in programmatic emphases and
priorities (unrelated to local needs) and uncertainty in funding, including
lack of domestic funding, eroded policy priority in planning and finance
decisions, etc.

The ICPD Programme of Action placed reproductive health — including
family planning — within the main rubric of health delivery. In the after-
math of ICPD, countries began to review and reform their programs to bet-
ter integrate SRH and incorporate it into their institutional structures and
processes for primary healthcare. By the 10-year review of implementation
of the Programme of Action, 136 countries had reported the readjustment of
their programs. Nearly two thirds of these countries had started integrating
their services after the ICPD. However, comprehensive service integration
remains an uncompleted task. Table 4.2 shows that many important inte-
gration tasks have been undertaken by less than a third of the countries.

A framework for integration of services®

While many countries have implemented multiple measures towards service
integration, a clear framework for addressing integration challenges has not
guided the effort. With such a framework, it is possible to assess the degree
of and operational requirements for effective provision of quality care.

Measures taken Countries
Number %2
Primary health care services expanded to include family planning 62 46
National plans/programmes/strategies on reproductive health integration 48 35
Information on STIs and/or HIV/AIDS prevention integrated 43 32
Information on teenagers and youth integrated 31 28
Integration through reproductive health providers 27 20
Integration through institutional changes on reproductive health 25 18
Information, education, communications(IEC)/advocacy campaigns on
reproductive health integration 14 10
National policies to integrate reproductive health 14 10
Local plans/programmes/strategies on reproductive health integration 12 9

Information on treatment of infertility integrated 10 7



People are central to efforts to provide better-integrated services. There-
fore, any efforts to integrate services must be centered on a ‘continuum of care’
over a person’s life cycle. A continuum of care involves two key elements: a
continuum of services and a continuum over time.

A continuum of services aims to provide services that meet all of the
client’s needs in a convenient and affordable way. For a pregnant woman
coming for her antenatal visit, it means talking about the pregnancy but also
checking if there are other relevant issues such as partner violence, nutri-
tional problems or the need for condoms to prevent HIV infection during
pregnancy. It implies discussing her relationship with the father of the child
and the effects of her pregnancy on her employment or schooling.

A continuum over time means that SRH care must be linked over time,
from one visit to the next, to ensure continuity and provision of appropriate
advice and services. This may mean noting repeated symptoms of violence
against women; recording contraceptive side effects and following up clients
through outreach if they do not come back to the clinics; and, for HIV/
AIDS, starting from counseling and extending to testing, treatment and fol-
low-up care. Continuum over time calls for a continuum of information to
support the patient and healthcare provider. At each point, the provider(s)
must have access to records about the entire process so they can make all the
pieces available as needed.

This continuum is thus far more than simply the integration of single-
pupose programs like family planning with other single purpose programs
like safe motherhood or STIs. What is envisaged is a much more fundamen-
tal shift in systems support and staff actitudes.

Integrating support systems

Consideration of health systems is important, because systems affect, both
positively and negatively, how services are delivered. It is the system that
determines effective linkage (or non-linkage) between levels and services
when all healthcare needs cannot be provided at the same place or time. It
is the system that ensures that well-trained staff and properly stocked and
equipped facilities are in place. If the system is weak, or fragmented by mul-
tiple vertical programs, it fails to realize the necessary links between services
needed by an individual and therefore fails to provide support for a con-
tinuum of care. Integrated services may or may not require all or part of the
health system to be integrated. The goal is integrated services; whether and
how the system should be integrated (as distinct from coordinated) will be
largely context-specific.

In a continuum of care or a ‘linked response’ model, different types of
integrated services are provided at different levels (e.g., family planning and
antenatal care at a primary health clinic or surgical contraception at a hos-
pital), but the staff are able to assess an individual’s needs and refer her or



Box 4.2
Lessons from
past experiences
of integration

Source: Mitchell et al.
2006

him across different levels when services are not available at the level initially
accessed. A well-functioning system ensures that referral mechanisms are
in place (within the public sector and between public and private sectors),
and that patient information is also referred so that other providers have a
complete picture of patient needs and care requirements. A well-functioning
system ensures that patients are referred in a timely manner to other services

that are well equipped and operational.

What effective integration requires

Integration of services at the level of the client. A continuum of care may be
best achieved through provision of a spectrum of integrated packages for
different categories of clients. For example, services for adolescents might
include information and counseling on sexuality and reproduction, and
skills to negotiate abstinence, offer contraceptives and provide referrals to
adolescent-friendly services for abortion where permitted by law, STI/HIV
testing and treatment (successful in South Africa). The important thing is

Integrated services and systems require more management expertise. Management for
integrated systems is more complex than for single-issue vertical programs and there-
fore requires clear, realistic and specific roles and responsibilities at each level of service
delivery as well as investment to equipping staff with appropriate decision-making skills to
undertake these.

It is more difficult to hold managers accountable in an integrated environment. Managers of
integrated programs must be trained in, and required to report on, decision-making pro-
cesses transparently and accountably.

Monitoring and evaluation of integrated services is complex. Regular monitoring of integrated
programs is essential and should include process as well as input and impact indicators.

Integration can lead to a loss of focus on or within SRH. Program planners and managers
must be clear, specific and realistic in defining integrated services. A list of country-specific
core indicators should be developed. These indicators are likely to be nationally defined, to
safeguard key priority areas, but should allow for some adjustment to local contexts.

Specialized technologies or skills can be lost if integration is done inappropriately. If programs
are to be successful, they must ensure planning that monitors, tracks and preserves spe-
cialized skills/services while making them available in an integrated services environment.
Operational standards and guidelines could do much to ensure this, in particular clarifying
the roles, and required numbers, of providers and specialists at different levels.

Logistics and procurement are complex and may be weakened by integration. Before inte-
grating multiple logistics systems, all these systems should be brought up to a similar
(high) level of efficiency since the integration of two systems that have different levels of
efficiency will have a negative impact on the better functioning one and thus pull down the
whole system.



to ensure a client receives a continuum of care regardless of the level of care
s/he initially accesses.

Client-centered information. One key to successful delivery of integrated
services is the capacity to track the progress of each patient over time, pro-
viding the physician, other health workers, the managers and the patient
with information about clinical progress and administrative processes. This
patient-centered information system both allows the continuity of care
required for quality service delivery, and provides the database from which
to analyze program effectiveness through the analysis and aggregation of
patient data over time. Examples include antenatal cards and electronic
record systems.

Realistic, specific planning and monitoring and flexible management. An
effective plan in an integrated environment specifies what the most impor-
tant activities or goals are and why, and provides a detailed outline for
achieving them. The goals set should be reachable, and indicators of progress
should be measured on a regular basis to ensure that the program is actu-
ally able to achieve its objectives. Due to inadequate resources, training or
infrastructure, a phased approach to implementation, which gives more time
to build capacity and to incorporate specific local contexts, may be more
efficient. Above all, the integration of services needs to be flexible at all levels
of planning and in terms of how quickly to proceed. Constant monitoring
of progress is important because it can identify unpredicted changes in the
environment or slow progress on planned activities, and thus enable plan
adjustments.

Strong health systems. Integrating systems does not make weak systems
strong. In order to be effective and deliver good quality services, integrated
programs must be supported by several systems that operate properly, includ-
ing management, information, financing, logistics, personnel and planning
and monitoring systems. These systems must be strengthened both before and
as integration occurs.

Involved, motivated, competent human resources. In an integrated service
environment, job definitions are more complex. Each staff member needs to
have a broader base of knowledge to address a wider array of problems pre-
sented by each client, as well as an understanding of the referral network so that
problems that cannot be immediately addressed can be referred for appropriate
care. Although integration can be a challenge for staff (who may sometimes
impede implementation), it can also have significant benefits. Reorganizing
services through program integration can give managers the opportunity to
relocate staff if needed, or change job responsibilities that might otherwise
be difficult to achieve. Since it is not uncommon for there to be staff short
ages, integration can provide an opportunity to reallocate staff to achieve a
more even distribution of personnel and skills. This can be an effective way of
achieving the teamwork that is necessary for effective integration, with staff



Box 4.3
Special
considerations
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Source: Adapted from
Mitchell et al., 2006

building on each other’s skills and knowledge to contribute to the overall suc-
cess of the program.

There are some special considerations for SRH services that deserve par-
ticular attention when talking about integrating services (box 4.3).

In integrating services, there are some special considerations for SRH services. These
fall under three broad categories. The point of reference underlying all these discussions
is the continuum of care provided for the client.

Service orientation
e Care must be provided for health needs at every stage of the life cycle
e Confidentiality is particularly critical for sensitive health issues like family planning,
STls and violence against women.

Diverse target populations
e |ntegrated services need to be appropriately packaged for different groups,
recognizing that the needs of adolescents are different from those of married, child-
bearing women and those of sexually active men.

Specialist service considerations

e Not all SRH problems can be dealt with by the primary healthcare provider — some
may require referral to a tertiary level of care, notably surgery including emergency
obstetric care

e Other SRH services requiring special attention include: HIV/AIDS, violence against
women and abortion (where legal), all of which require confidential client-centered
services and good referral links between service levels and related services out-
side the main health sector (including social support and legal aid).

Achieving a continuum of care: steps to a matrix of services
Integrated services can provide many benefits to the client, but can also, as
noted above, be more complex to plan and manage and run the risk of losing
the momentum that has been achieved in some single purpose programs. In
an effort to harness the benefits of integration, Mitchell et al. (2006) have
developed a matrix approach to planning and monitoring integrated services.
This approach, first developed with the cooperation of the World Bank Insti-
tute, indicates a step-by-step process for managers that helps to identify the
specific services that will be included in an integrated program at each level of
the health system. Central to this process is the development of standards of
service for each level that define the staffing requirements, pharmaceutical and
supply needs, equipment and physical infrastructure that will be required for
each type of service to be offered. The steps in the process, and existing guide-
lines or tools that can be used to achieve each step, are given in table 4.3.

It should be noted that these steps to achieve the matrix of services described
require that the relevant systemns inputs become functioning and adequate.



Table 4.3

Matrix on planning
and monitoring
integrated services

Notes:

a. The WHO Health Metrics
Network has a compilation of
country-specific and generic
health systems indicators that
can be used for prioritization

b. The four papers from
DFID’s Monitoring Sexual
and Reproductive Health

Programmes can be found at
http://www.jsieurope.org/
issues.html

Source: Mitchell et al. 2006

Steps to define and plan a matrix of
services

1. Prioritize program interventions

Existing tools and guidelines

* WHO Health Metrics Network Indicators?®

(ideally based on prevalence and need * Key sexual and reproductive health indicators from
indicators and covering all key sexual WHO, UNICEF and UNFPA (2000) and WHO (1997)
and reproductive health issues) AGI and UNFPA (2003), Adding It Up

National data on prevalence/importance of sexual
and reproductive health issues

2. Develop standards of services
(apply these to each service delivery
level)

National and WHO professional sexual and repro-
ductive health service standards

3. Inventory of facilities

(checklists to identify infrastructure/
equipment requirements at each level to
achieve standards identified in Step 2)

National and WHO professional sexual and repro-
ductive health service standards

WHO and UNFPA lists of minimum service require-
ments (2003)

4. Develop costing standards

(to determine costs of standards in
Step 2 for each intervention identified
in Step 1)

International guidelines on specific interventions
(e.g. from WHO, World Bank, UN Millennium Project)

5. Initiate work plan
(within budget and resource constraints)

Source material for planning and logistics

6. Monitor facility improvement and
service delivery

Horstman et al. (2002), manual and indicators lists
for M&E of sexual and reproductive health programs
Key sexual and reproductive health indicators from
WHO, UNICEF and UNFPA (2000) and WHO (1997)
DFID’s monitoring impact and effectiveness in
sexual and reproductive health programs®

7. Feedback to inform systems and
policy inputs

Mechanisms will be country-specific but will include
reports and face-to-face meetings between manag-
ers and policy/program decision makers

Systems inputs also need to be systematically assessed and should be informed
by the feedback loop that is step 7, since the previous steps will help identify
systems inadequacies. Table 4.4 shows a completed matrix of services that are
defined for each level of the delivery system. For each of the services and levels
indicated in the table, steps 2—7 of table 4.3 should be applied.

This matrix format highlights both non-clinic interventions as well as
clinic-based activities, giving a more complete picture of the total program.
It also emphasizes the connections between the various parts of the system in
areas such as referrals and communications. At whatever service level the client
enters s'he will be connected to the next level of care (up or down) through
referrals. This continuum is made possible by the systems inputs at each level,
including the ‘stewardship’ function that WHO defines (2000c¢). This involves
the systems managers overseeing and coordinating the inputs from non-public
sectors as well as overseeing the quality, proper support and functioning of all
the other inputs and structures.
Recommendations for effective integrated services”’

o Systems must support a continuum of care. Integration of services involves
a continuum of care for each client as discussed above. Rather than
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initiating integration by merging systems, it is more effective to plan
for service integration and then design systems that can support these
services.

Develop client-centered information and referral systems. Integration
means that there are referral mechanisms in place, for clients and their
medical records that ensure that each client receives a full range of needed
care in a convenient and affordable way.

Incorporate the life-cycle approach. Individual clients will need different
types of service during their lifetimes, and the life-cycle approach forms
the basis of the continuum of care over time.

Systems must be strong, not necessarily integrated. Systems and policies
(including priority setting, structure, financial management, personnel
and information management) must support integrated services. This
does not necessarily mean that all systems have to be integrated at all
levels. There may be some management support systems that are best
left vertical, depending on local conditions.

Use matrix tool for integration planning. The delivery of integrated ser-
vices requires detailed planning at both the strategic and operational
level to ensure that referral mechanisms are in place, management sys-
tems are operational and staff have the resources and training needed
for effective delivery. Tools such as the matrix of services presented in
this report are needed to develop practical approaches to the delivery of
integrated services.

Addyess priority-setting challenges. The complexity of setting priorities in
an integrated health environment requires fairer and more democratic
mechanisms to be developed to ensure that the needs of the client are
met. Neither donors nor bureaucrats nor technocrats should be allowed
to have undue influence on the decision-making process, and better
tools must be developed that incorporate technical, political and com-
munity considerations. Mechanisms such as sector-wide approaches
(SWAps), PRSPs and performance-based programming may not suf-
ficiently include local needs and constraints, nor necessarily lead to the
equitable distribution of SRH services among the population. Donors
and policy makers should fund and support the development of better
indicators to measure the holistic, qualitative, empowering elements of
SRH as envisaged at the ICPD and find better, more objective ways to
collect and use ‘evidence’.

Address SRH-specific issues. Confidentiality and privacy are essential if
clients are to be forthright about their sexual preferences, behaviors and
history. Legal opinion and social customs may be in conflict with medical
opinion with regard to abortion, adolescent health and violence against
women including FGC, and stigma associated with specific diseases,
occupations, or social class may interfere with effective care of patients.



Box 4.4

Integrating SRH
services with
those for HIV/AIDS

o Ensure long-term, coordinated and transparent donor commitment to
SRH. Donor funding, with its targeted use and need for programmatic
accountability, has been one reason for the reliance on vertical programs
in many countries and the fragmented approach to health sector plan-
ning. Changes to this approach are needed for service integration to
occur. There is a need for renewed long-term commitment by donors to
coordinating their inputs to develop effective referral and support sys-
tems and systems of accountability and monitoring that reflect the spe-
cial requirements of integrated services. Further, because of the need for
governments and non-governmental organizations (NGOs) to be more
transparent in an integrated system, donors and other health actors need
themselves to be more transparent, not only in terms of their funds but

also in terms of their actual goals and long-term commitments.

Integrating HIV/AIDS services with SRH services and vice versa is a central part of inte-
grating health services. HIV/AIDS programs have in the past been separated from SRH
programs, but it is time to reintegrate these two obviously interlinked health issues in
order to optimize positive health outcomes. Aside from the direct link in terms of sexual
transmission and transmission from mother to child, HIV/AIDS and SRH issues share many
of the same root causes, including gender inequality, poverty, stigma and marginalization
of vulnerable groups (WHO, UNFPA, UNAIDS and IPPF 2005a). The need for better integra-
tion of HIV/AIDS and SRH efforts has been highlighted in policy pronouncements, including
the Glion Call to Action (UNFPA 2004f) and the New York Call to Commitment (UNFPA and
UNAIDS 2004). A group of international donor and implementing organizations have speci-
fied key elements of integrated programming (WHO, UNFPA, IPPF and UNAIDS 2005b).

Integrating HIV/AIDS and SRH services has been shown to have several benefits. It
helps to inform people of their HIV/AIDS status, reduce stigma associated with the disease,
strengthen awareness about healthy sexual behavior, promote safer sex, increase access
to and use of services, avert HIV transmission and unwanted pregnancies and save costs
(UNFPA and IPPF 2004; WHO, UNFPA, UNAIDS and IPPF 2005a).

It also offers a significant opportunity to link HIV/AIDS with STls, which increase the risk
of HIV transmission. Integrating HIV/AIDS with maternal and infant health will reduce the
risk of mother-to-child transmission as pregnant women can learn about their HIV/AIDS sta-
tus at an early stage and appropriate action can be taken to reduce the risk of transmission.
Furthermore, a platform opens to inform people about family planning, including information
on how to deal with HIV/AIDS if one or both partners are infected.

There are many ways to integrate HIV/AIDS and SRH services. In Uganda, for example, the
AIDS Information Centre (AIC) in one of the impoverished neighborhoods of Kampala offers
HIV voluntary counseling and testing (VCT) with SRH services. A typical single visit, lasting
from 45 to 90 minutes, includes pre-test counseling, HIV testing, HIV prevention counseling,
delivery of test results and post-test counseling. In both pre-test and HIV prevention counsel-
ing, counselors mention the center’s family planning services where the client can also get
information on correct condom use. The client is offered condoms during post-test counsel-
ing and receives advice on how to negotiate condom use. While the clients are in the waiting
room, reproductive health volunteers provide family planning information throughout the day
and refer clients to counselors who can meet their particular needs (FHI 2004).



Task 3: Systematically collecting data

Evidence-based reproductive health means ensuring that SRH policies and
interventions are informed by the best possible understanding of systemic,
social, cultural, political and economic dynamics and trends to ensure that
resources are channeled in the most equitable, effective and efficient manner
possible.

This requires not only the capacity to collect relevant and internationally
comparable data but also the skills and resources at different operational levels
(from village level to central level) to analyze, widely disseminate and formally
integrate compiled SRH-related information in national poverty reduction
strategies, sectoral planning, regional and local implementation plans and
other related development frameworks.

Most national monitoring systems in developing countries fail to satisfac-
torily perform these functions, mainly because the institutional arrangements
for the coordination of the various actors and activities are not effective, and
national statistical offices tend to be vastly underfunded. As a result, the data
produced are often insufficient, incomplete and sometimes even irrelevant.
Moreover, when good information is available, it is bypassed in the decision-
making process by politics and ideology.

Developing countries that have gone through the steps of establishing sur-
veillance, monitoring and evaluation structures at central levels often find that
their national database is plagued by the absence of functional linkages across
central, regional and district levels; the inability to sustain timely and complete
reporting; and, at an even more fundamental level, the lack of agreement over
key indicators for monitoring sector performance.

‘Data gaps’ (in quantity, quality and utilization) related to poverty mark-
ers, population characteristics, living conditions, spatial distribution, physical
resources, system performance, household and community level behaviors — all
highly relevant to sustainable improvements in SRH — often impede issue rec-
ognition, rational policy formulation based on efficiency and equity, appropri-
ate forecasting, effective strategic planning and priority setting, proper moni-
toring of progress and impact assessment.

Of particular concern and interest to stakeholders involved in implement-
ing the SRH agenda at country level is the lack of basic information to ensure
accountability related to a variety of SRH and population concerns. These
include reproductive health and education within the socio-cultural context
for sexual and reproductive behavior; population dynamics and youth needs;
urbanization and migration; deteriorating rural and agricultural conditions;
poverty pockets; gender roles and relationships and belief systems; and gender-
disaggregated data to provide a more accurate picture of women’s economic
contributions to society, including their management roles and their unpaid
labor in the family and in the informal sector.



Possible strategic interventions

The following are some of the interventions that can be taken to improve data

collection:

Definition of a basic package of information needs for health systems,
including SRH, should be included in all major development frame-
works. This basic package should be consistent with international mon-
itoring frameworks and national program plans and include priority
targets and indicators, secondary indicators, and indicators that can be
compared regionally, internationally and over time

Negotiation of accountability pacts between the donor community
and recipient countries based on common monitoring and evaluation
frameworks

Establishment of a formal multisectoral Monitoring and Evaluation
Unit chaired by the Ministry of Health

Dedication of a fixed percentage (e.g., 10 percent, adjustable in light of
progress in outcomes) of the budgetary allocation for SRH to monitor-
ing and evaluation functions, including the improvement of effective
standard data management

Formalized links with research institutions

Formalized links with NGOs and donors

Reinforced technical capacity in thematic areas prioritized in national
plans

Development of a national monitoring and evaluation plan/program for
SRH with clear objectives, time frame, resources and budget
Development and dissemination of a data collection and analysis plan
at the national, regional and district levels

Development and implementation of a Health Management Informa-
tion System (HMIS) from the district to the central level

Development of a data distribution and information-sharing plan
Results-based management approaches to allocations that recognize
appropriate time frames for realization of returns on investments

(including capacity investments).

Task 4: Acting on the Reproductive Health Quick Impact
Initiative

The UN Millennium Project (2005a) has recommended a quick impact initia-

tive involving reproductive health. This has two priority components: improv-

ing access to information and services, including family planning informa-

tion and services; and closing the funding gap for commodities, supplies and

logistics. These are mutually dependent actions. Reproductive health service

utilization depends both on the level of demand, the supply of information

and services and the responsiveness of the health system, the community and

individuals and couples.



Improving access to information and services

Information gaps about SRH services have been substantially reduced over
the last several decades. However, appreciation of health risks and appropri-
ate responses remains incomplete, and historical preferences (e.g., for home
births, even without a trained attendant, for contraceptive methods introduced
early in a national program’s experience, etc.) and cultural barriers to service
utilization remain difficult to change. As information about services improves,
weakened health systems are often challenged to respond to mobilized demand
— lacking trained staff, supplies and effective referral systems.

Even in countries with relatively low contraceptive prevalence, knowledge
that there are contraceptive methods that can help women control the timing
and number of their births is often widespread. Recent survey results from the
Demographic and Health Survey (DHS) indicate that in virtually all countries
surveyed, over 90 percent of married women who are not using contraception
and do not intend to use a method are aware of at least one method (data com-
piled from DHS STATcompiler 2005 accessed at www.measuredhs.com).

However, at the same time there are often widespread misconceptions
about the effectiveness of specific methods?® proper usage of available meth-
ods, side effects and the long-term effects of methods. Users of natural fam-
ily planning methods (i.e., periodic abstinence) are too frequently unaware
of the proper timing of low pregnancy risk. These information gaps are most
pronounced among young people — as shown, for example, in many affected
countries by compilations of their knowledge about the transmission of HIV/
AIDS (an MDG indicator). Collaborative efforts with local information lead-
ers (including religious authorities) can provide correct information within a
culturally relevant context. The mass media can also play a strategic role in
campaigning for better reproductive health (box 4.5).

In family planning, two key service gaps require focused attention: meet-
ing unmet need and supporting correct and consistent use of contraceptives.

As articulated in Section 2 of this report, levels of unmet need remain
high. Levels of unmet need for family planning among the young exceed those
in all other reproductive ages, usually by a factor of two to three (figure 4.2).
In sub-Saharan Africa the proportion of women wanting to limit or space
their births that are not using a method of family planning often significantly
exceeds that of contraceptive users.

Reasons for non-use are situation-specific. The primary ones are non-
communication or disagreement about fertility preferences (with the former
being more important); lack of information about method options and avail-
ability; health concerns and fear of side effects (some based on information fail-
ures); family or community disapproval; women’s low decision-making power
(with their partner or his family); cost of services and opportunity or social
costs of acquisition; and perceptions of limited availability, access, quality of
services as systemic barriers to use of family planning (including natural family



Box 4.5
Mass media
outreach in SRH

Source: UNFPA 2005¢

Figure 4.2
Percentage unmet
need for spacing
among young people
compared to the
total population, in
40 low-and middle-
income countries

Note:
The country surveys took place
between 1999 and 2004.

Source: DHS STATcompiler
2005 accessed at
www.measuredhs.com

The mass media can help increase capacity and provide people with information they

need to learn about reproductive health and where to seek services. Media are also being

used to overcome shame, stigma and discrimination as well as help raise awareness and

public and financial commitment to the issue. Various media channels can be used —e.g.,

magazines, radio and TV — and should be targeted to the population group in question.

The following show some of the ways in which the mass media are being used in efforts
to improve SRH:

Unmet need among 15-19-year-olds (%)

In Uzbekistan, a popular television soap opera airing since 2003 focuses on issues
encountered in daily life, including substance abuse, HIV prevention and discrimi-
nation against people living with HIV/AIDS

South Africa’s ‘Lovelife’ program embarked on an innovative multimedia campaign
to reach 12-to-17-year-olds before they become sexually active

A multimedia initiative in Nicaragua, known as ‘Sixth Sense’, uses radio, a youth-led
television soap opera and print materials on young people’s rights. It has earned
top ratings with young and adult audiences alike in hundreds of media outlets

In Panama, a mass-media campaign against sexual exploitation was launched in
November 2004 to publicize a law on sex tourism passed in 2000

MTV’s ‘Staying Alive’ is the largest global HIV/AIDS campaign, covering 166 coun-
tries and territories. Its 2004 campaign, focused on girls and women, was sup-
ported by UNFPA, UNAIDS, the World Bank, Family Health International and the
Kaiser Family Foundation.
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planning methods approved in a wide range of cultural traditions) (Bongaarts
and Bruce 1995; Casterline and Sinding 2000). The ability of a country to

remove these information and service barriers relates to its commitment to

empower women and their partners to make effective choices.



While in many settings, especially in poor populations, reducing unmet
need for contraception should be a key program strategy, it is also necessary
to ensure that current users are using contraception consistently and correctly.
A study in Peru (Jain 1999) demonstrated that greater reductions in unin-
tended pregnancies would be attained by ensuring correct use of contraception
than by advancing services to those with unmet need. But the situation varies
in different settings, and attention to both concerns must be balanced appro-
priately.

Globally there are an estimated 76 million unplanned pregnancies each
year. One fifth of these are among women using a modern contraceptive
(some with inconsistent or incorrect use; some with method failure); neatly
a seventh are among users of traditional methods and two thirds of these are
among women who are not using any contraceptive method. This corresponds
to annual pregnancy risks of 3.2, 15.6 and 36.5 percent, respectively, among
modern users, traditional users and non-users (AGI and UNFPA 2003).

Improving the quality of SRH care (including effective integration
of services) can be cost-effective (Rainey et al. 2003). Bundling multiple
services — e.g., immunization with reproductive health outreach, follow-up
care for intra-uterine devices with Pap smears and screening for reproductive
tract infections (RTTs) — can significantly reduce the costs both to the health
system and (with the reduction in the number of required visits) to the user.
Further, while some quality improvements incur additional costs in supervi-
sion, training, facility equipment, etc., there is evidence that they lead to more
consistent and correct use of contraceptive methods (box 4.6).

The increased emphasis on local health workers as agents for delivering a
large array of interventions (evidenced in models being implemented in Ethiopia
and Ghana, for example) could significantly increase demand for many services.
Extensive training and backstopping will be required to ensure that quality stan-
dards are maintained. Reproductive health and other preventive services may be

more sensitive to these considerations than treatment interventions.

Funding gap and system capacity issues

Such approaches will also require heightened attention to the second compo-
nent of the Reproductive Health Quick Impact Initiative: closing the funding
gap for commodities, personnel, supplies and logistics.

The combination of unaddressed needs for SRH services, increasing
demand for services and population growth ensure thata dramatic increase will
be needed in domestic and donor budgets to attain the SRH-related MDGs in
most countries. The rate of increase depends, nationally and regionally, on the
dynamics of these components.

The costs of contraceptives, drugs and medical supplies required for SRH
in developing regions are projected to be 86 percent higher in 2015 than they
were in 2000 (increasing from US$1.84 billion to US$3.43 billion). The largest



Box 4.6

Quality of

care increases
contraceptive use

Sources: Bruce 1990;
Koenig 2003

The quality of health services is important for the user. For SRH, quality of care will enable
users to take informed decisions that contribute to fulfilling their needs and improve
their reproductive health. Quality of care refers to services that are affordable, appropri-
ate, confident, effective and responsive to the user’s needs. Improving quality of care,
together with increasing accessibility, is a crucial step in reducing unmet need for con-
traception.
Quality of care from the user’s perspective consists of six elements (Bruce 1990):
e Choice of methods should be offered on a reliable basis and in variety, taking into
account couples’ wishes in spacing and limiting
e [nformation given to clients during the service should enable them to adopt or
continue with a contraceptive method
e Technical competence of both providers and facility is crucial
e [nterpersonal relations between providers and clients are influenced by, for exam-
ple, management style, resource allocation and the ratio of workers to clients
e Mechanisms to encourage continuity such as home visits should be in place
e Appropriate constellation of services is important to make the service conve-
nient and acceptable to the users based on their current and pre-existing health
needs.

The impact on contraceptive use

The quality of SRH care has an impact on the client’s use of these services. Research
in Bangladesh found that it influenced both the adoption and continuation of contracep-
tive use. The study looked into the influence of the quality of care from both clinic and
fieldworker level, and the socio-economic characteristics of the women were taken into
account (Koenig 2003).

The results show that respondents who resided in an area with a clinic categorized
with high quality of care were significantly more likely to adopt a contraceptive method
than respondents living in areas with a clinic categorized with low quality of care. The
same result came up for respondents being served by a fieldworker: women served by
fieldworkers providing high or very high quality of care were 60 percent more likely to
adopt a contraceptive method than women being served with low quality of care.

Field worker quality was also associated with a one third reduction in all-method
discontinuation (i.e., where method switching is an appropriate positive response).
Field worker quality was defined as including responsiveness to questions, respect for
privacy needs, provision of information, counseling sessions of at least 10 minutes,
personal sympathy and offering a choice among contraceptive methods.

With respect to the adoption of a contraceptive method, the quality of care is impor-
tant for women in all socio-economic strata. However, the quality of care of fieldworkers
is crucial for the continuation of method for uneducated and poorer women, while it is
not a key factor for educated and better-off women in their decision to continue.

This study reaffirms the importance of quality of care in program development, and
underscores the need to pay special attention to poorer and uneducated women in
order to offer them options to live healthier lives.



share of these supplies will be needed in the Asia—Pacific region (even when
China and India are calculated separately). But the greatest rate of increase will
be in Africa, where absolute requirements will increase by US$482 million (or
161 percent) (UNFPA forthcoming).

Cost-effective approaches for developing countries to meet these needs
combine donor grants, concessionary lending and national purchases at
advantageous prices utilizing international bulk procurement mechanisms.
National production and South—South trade in generic products are making
increasing contributions, and progress is being made in pre-certification of
suppliers, but these developments still require monitoring and analysis (Wor-
ley and Taylor/DFID 2005).

Current mechanisms, however, are not operating well enough to ensure
the reliable availability of quality supplies and equipment when and where
they are needed. Uncertainties derive from a variety of causes, including long
supply chains, irregular donor support and poor coordination among donors,
inefficiencies in customs clearance and in centralized warechouse systems,
inadequate infrastructure, poor forecasting (both in volumes and types of
supplies required), bureaucratic ordering systems and a shortage of trained
personnel to address these concerns.

These systemic problems are not limited to supplies for SRH services.
However, they are compounded by the multiple logistics systems operative
for addressing different health system needs. Different supply chains (some
associated with vertical donor pipelines for specific diseases or disease clus-
ters) and multiple procurement processes are common within single coun-
tries. Greater investments are needed to improve national capacity to coordi-
nate supply systems and make distribution more responsive to needs.

A Reproductive Health Supplies Coalition comprised of some 20 donors
and donor-supported agencies, NGOs and representatives of national gov-
ernments has been working to improve information exchange on availability
and needs, strengthen supply systems, foster country ownership and national
political and financial commitment for reproductive health supplies, improve
coordination between international suppliers and country supply managers
and expand the markets for private sector provision to appropriate popula-
tion segments.

Donors have long been willing to address supply issues, especially with
respect to contraceptive supplies. The more recent developments give greater
emphasis to capacity generation than to emergency responses to stock-outs
and other supply crises. The shift to a greater strategic focus on improv-
ing national commitment and capabilities is necessary to the development
of more sustainable reproductive logistics systems. However, finding the
appropriate division of constrained resources between meeting current
emergencies and preventing future ones remains a challenge. Increases in
available resources could loosen this constraint but the fiscal space remains



tight. Allocation of national funds remains an important signal that coun-
tries can send that might encourage further donor responses. A coordi-
nated effort to increase resources from national and international sources is
required with significant allocations to strengthening national institutions.
Such efforts should include improved feedback from local actors (govern-
mental and non-governmental) on evolving demand and on supply quality
and dependability.

Most reproductive health commodities are included in international-level
lists of essential drugs and medicines (WHO and UNFPA 2003). However,
the translation of these international guidelines to national ordering lists and
supply mechanisms is incomplete. Integrated national plans are needed for the
provision of the whole range of basic health services — defined in the UN
Secretary-General’s 2005 report, [n Larger Freedom, as “services to improve
maternal and child health, support reproductive health and combat the killer
diseases of HIV/AIDS, tuberculosis and malaria” (UN 2005c). Such efforts
will require inclusion of WHO and UNFPA-recommended medicines and
equipment for reproductive health in national medical lists. (This recommen-
dation reiterates the statement of the Task Force on HIV/AIDS, Malaria, TB
and Access to Essential Medicines.)

Many tools exist to help national managers project commodity needs and
monitor supply chains — tasks essential to Logistic Management Information
systems. On the projection side these include the Spectrum software of the
Futures Group? and the Reproductive Health Costing model of the UN
Millennium Project®’. Managerial software includes the Country Commod-
ity Manager (CCM)?! and the PipeLine software®?.

Investments in health system improvement must also include allocations
for such support functions as management, logistics and supplies. Many analy-
ses of human resources for health concentrate on personnel who are directly
involved in service delivery. The need for larger cadres of trained and compe-
tent service contact staff is urgent in most developing country settings, and
especially in the poorer countries. Scale-up plans to delivery services to attain
the MDGs must also be implemented to ensure adequate support services.

In the area of SRH, it is also necessary to use local and community infor-
mation effectively to ensure timely supply delivery and to monitor changes in
demand. Two examples in Ethiopia highlight this point. Injectable contra-
ceptive methods are in increasing demand there in rural areas and the public
health system did not anticipate the increase (although contraceptive method
preference can shift in relatively short time periods as information about
new methods becomes available). Similarly, the interest within communi-
ties in encouraging voluntary counseling and testing for HIV/AIDS prior to
marriage has greatly increased the need for such equipment and for skilled
counselors. Feedback from local levels needs to be communicated effectively
so public systems can respond.



Box 4.7

Missed
opportunities to
expand family
planning services

There are a variety of points of entry for increasing access to SRH that are currently under-
exploited. A proactive strategy to integrate SRH within the health system is required, but
as a heuristic it is useful to think of the opportunities in terms of a number of ‘posts’.
These are events after which potential beneficiaries are likely to be particularly receptive
to information and services to improve their reproductive health and consider their future
fertility intentions.

Post-abortion

Recourse to abortion is one of the most dramatic and desperate signals of an unintended
pregnancy and, in all likelihood, exposure to reproductive health risks and failures in
information. It signals a pregnancy that was not wanted, at that time or at all or with that
partner (e.g., when it resulted from rape or incest) or that resulted from incorrect or incon-
sistent use of a contraceptive method.

Countries differ in the conditions under which they allow abortions to be performed
legally. Most countries of the world allow an abortion when it is necessary to save the life
of the mother (UN Population Division 2002b). However, advocacy for more liberal abor-
tion laws is increasing in numerous countries, among them Brazil, Indonesia, Jamaica,
Kenya, Mexico, Nigeria, St. Lucia, Trinidad and Tobago and Uruguay (Crane and Hord
Smith 2006).

The international agreement on abortion is direct and clear. The legal status of abor-
tion is supposed to be a matter decided in national legislation. In no circumstances is
abortion to be promoted as a method of family planning. When abortion is not against the
law it is to be safe33 (UN 1994, para. 8.25). Additionally, when it is legal it should also be
accessible (UN 1999, para. 63).

Access to contraception reduces recourse to abortion. A natural experiment in Central
and Eastern Europe confirms that most countries respond to increased emphasis on espe-
cially modern contraceptive services with reduced abortion rates. In Kazakhstan, Kyrgyzstan,
Moldova and Uzbekistan modern contraceptive prevalence rose 50 percent while abortion
declined by about 50 percent. In the Russian Federation, the numbers are even more dra-
matic with a 74 percent rise in contraceptive prevalence mostly due to intra-uterine devices
(IUDs) and the pill, while at the same time abortion rates declined 61 percent. In some
countries, however, where investments in reproductive health do not keep up with demand
for fertility limitation, both rates might increase during the transition (Westoff 2005).

Few countries have strong programs to ensure that women who have had a safe abor-
tion, or who present to the health service suffering from sequelae of an unsafe abortion,
receive family planning information and services to prevent repetition. There are two key
issues that relate to further programming needs: First, ensuring that access to safe abor-
tion is assured within the guidelines set by national laws, cultural values and the needs
of their health situation; and second, ensuring that communities are informed of their
options and choices.

Evidence clearly demonstrates that the rate of unsafe abortion is raised and public
health risks associated with unsafe abortion are compounded where access to abortion

services is more strictly restricted (figures 4.3 and 4.4).

As figure 4.3 shows, unsafe abortion only begins to fall notably in situations where
abortion is legal due to fetal impairment, for economic and social reasons or on request.
The contrast is even more remarkable when abortion is legal for economic and social rea-
sons or on request. Countries where abortion is permitted on a woman’s request have a
median unsafe abortion rate of 0 and 2 per 1,000 women, while countries where abortion



Figure 4.3
Rates of unsafe
abortion due to
legal restrictions
on abortion, 2000

Notes:

Categories are cumulative,
with each level including
those to its left

167 countries with data on
both legal information and
unsafe abortion estimates
were included

Source: Berer 2004

Figure 4.4

Rates of maternal
mortality due to
unsafe abortion by
legal restrictions
on abortion, 2000

Notes:

Categories are cumulative,
with each level including
those to its left

165 countries with data on
both legal information and
unsafe abortion estimates
were included

Source: Berer 2004
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is fully illegal or only permitted to save a woman'’s life have a median unsafe abortion rate
of 23 per 1,000 women (Berer 2004).

Post-partum

Among women who have recently delivered a child, motivation to delay their next preg-
nancy tends to be extremely high (Ross and Winfrey 2001). Information and services
promoting nutrition and immunization infrequently provide counseling on birth spacing and
family planning methods. Even in cultures where long birth spacing intervals have deep



historical and cultural roots (including post-partum abstinence and extended breastfeed-
ing), the erosion of these traditional practices has progressed over recent decades but has
not been replaced by improved access to family planning.

Stated motivation to delay the next pregnancy (and expand birth intervals) declines over
time, and fairly rapidly after the first six to nine months, despite the evidence of health
benefits to mothers and to children. Integrated counseling on maternal, newborn, child and
reproductive health could improve health outcomes dramatically.

Post-infection
The time after people learn their HIV/AIDS status is another opportunity to provide them
with information and choices about their medication, condom use and family planning
options. Couples and individuals may choose to avoid pregnancies, take antiretroviral
medications (and provide them to their newborns), use condoms (particularly in discor-
dant couples) or combinations of these strategies. Currently, because of increasing fund-
ing, treatment options are being expanded most energetically. The desire of some couples
to avoid or delay pregnancy is often insufficiently explored.

Simulation studies (now being tested in field trials) attest to the cost-effectiveness
of integrating family planning and HIV/AIDS services both in stemming the pandemic and
improving overall reproductive health (Stover et al. 2003; Stover et al. 2005).

Post-child death

The death of a child is too common in poor settings. Where child mortality is high a variety
of strategies can be adopted to improve family welfare. Excess childbearing can seem a
rational decision to ensure survival of the desired number of children (hoarding motivation)
and later assistance from offspring (old-age security motivation). In the event of a death,
parental grief can motivate a variety of responses including a desire to have another child
(replacement motivation). These adaptive strategies have generated a large literature for
decades. The major conclusion of this mountain of research is that:

e Replacement motivation effects are relatively small (Lloyd and Ivanov 1988)

e Anticipatory responses can be an important component of fertility decision-making

e Signals that mortality rates are falling (which might affect nearterm behavioral

choices) are less clear in poor settings/social strata and family preference changes
might be delayed — resulting in excess pregnancies.

Another direct behavioral adaptation is possible in many settings. Particularly where
cultural beliefs suggest that a child’s life prospects are influenced by the strength of the
mother and where birth intervals are small, a child’s death may motivate the adoption of a
contraceptive method to increase the next birth interval, restore the mother and increase
the odds of a child’s survival.

Community and health system responses to those who have recently lost a child, par-
ticularly a young child, can include information campaigns to promote better reproductive,
maternal, newborn and child health practices. The Child Health and Maternal Health Task
Force report (UN Millennium Project 2005b) and the UN Millennium Project Handbook on
Preparing National Strategies to Achieve the Millennium Development Goals (2005k) identify
the constellation of effective interventions.

Post-puberty/initiation
Information about sex and reproduction (and SRH) is obtained directly and indirectly early

in life. But much of it is incorrect or misunderstood, lacking context or experience and
frames of reference (emotional, experiential or cultural) (WHO 2001; Hock-Long et al.



2003). Further, young people — particularly young girls — are extremely vulnerable to sex-
ual advances (seduction, coercion, violence and temptation) if they are not equipped with
information and bargaining skills and social support to exercise responsible choice. Both
boys and girls need the opportunity to gain information and support about the full range
of concerns — livelihoods, education, personal security, relationships, balancing autonomy
and connection to their families — involved in their transition to adult social roles.

The time of introduction to adult society has traditionally been associated with various
culture-specific initiation rites. This transition period is an appropriate time to establish new
mechanisms to support messages and teach skills relating to adolescents’ priorities and
concerns, including those related to reproductive health, responsible sexuality, effective
self-protection, contraception and both the risks and benefits in intimate relationships.

The lives of young people, further, are exceptionally diverse. Sizeable minorities lack one
or more of the elements conducive to reduced exposure to risks, sexual and otherwise: for
example, living at home with both parents and educational participation (Bruce and Chong
2006). New social mechanisms, including information transmitted in school, out of school
and in communities can support the social participation of young people, consistent with
their emerging capacities.

Task 5: Meeting the needs of special populations

Attention to the needs of populations at particular risk of poor SRH outcomes
has increasingly become a hallmark of national programming efforts and of
increased concern to donor organizations. Recent surveys indicate the extent
of this concern (Ross et al. submitted for publication).

The priority afforded to special population subgroups is a complex resul-
tant of the needs of the groups, the understanding of those needs by decision
makers and their importance as targets of national decisions. Judgments of
allocated emphasis are, therefore, difficult to interpret with respect to the pro-
cesses that generate them.

Asked to indicate the priority given to selected populations, expert respon-
dents in countries did not strongly differentiate among unmarried youth®, the
poor, rural populations, and post-partum and post-abortion women — though
unmarried youth generally received less attention. However, there were signifi-
cant regional variations.

The central Asian countries gave unmarried youth the greatest policy
focus. Latin America and Francophone Africa were next. Countries in Asia
gave this group low attention (and the lowest attention of any of the identified
categories). Northern African countries and the Arab States were least likely
to emphasize unmarried youth in their programming. The appropriateness of
these degrees of concern to existing levels of risk requires further examination.
National program analyses would profit from explicit examination of the con-
gruency of risks and needs with program priorities.

In sub-Saharan Africa specific population groups were given less emphasis
than in other regions. Notably, their highest scores were given to attending to

counseling and contraceptive services for post-partum women.



Box 4.8

ICPD recognizes
adolescents’
rights to
reproductive
health

Source: UN 1994

Adolescents

Young men and women are often underserved in development planning, includ-
ing planning by SRH programs. Many MDG indicators refer to populations
of young people, most often 15-24 year olds, but the institutional frameworks
for addressing their needs are not organized around age categories or prepared
to give the youth special attention. %

The area of SRH is particularly sensitive in many settings. The interna-
tional understandings for example, in the Convention on the Rights of the
Child and reiterated in the ICPD Programme of Action (box 4.8) speaks to the
need to balance the rights of parents and the rights of children, recognizing the
increasing capacity of the young. They also recommend that in all decisions
the interests of the young should be given priority (UN 1989, article 3).

The ICPD recognizes adolescents’ rights to reproductive health in a number of para-
graphs:

“...Countries must ensure that the programmes and attitudes of health-care providers
do not restrict the access of adolescents to appropriate services and the information they
need...these services must safeguard the rights of adolescents to privacy, confidentiality,
respect and informed consent, respecting cultural values and religious beliefs.” (Para.
7.45)

“Countries, with the support of the international community, should protect and pro-
mote the rights of adolescents to reproductive health education, information and care and
greatly reduce the number of adolescent pregnancies.” (Para. 7.46)

“...Programmes should include support mechanisms for the education and counsel-
ling of adolescents in the areas of gender relations and equality, violence against ado-
lescents, responsible sexual behaviour, responsible family-planning practice, family life,
reproductive health, sexually transmitted diseases, HIV infection and AIDS prevention...
Adolescents must be fully involved in the planning, implementation and evaluation.”
(Para.7.47)

“Programmes should involve and train all who are in a position to provide guidance to
adolescents concerning responsible sexual and reproductive behaviour, particularly par-
ents and families, and also communities, religious institutions, schools, the mass media
and peer groups.” (Para. 7.48)

While a growing number of countries are paying greater attention to the
health information and service needs of youth, representative youth surveys
now underway in several countries (Amuyunzu-Nyamongo et al. 2005) indi-
cate adolescents’ reluctance to go to clinics. Young women and men — surveys
included sexually active teens aged 14-19 — reported feeling shy and uneasy
about SRH issues or expressed concern about negative reactions from service

providers or the community.



Box 4.9

Factors that make
health services
youth-friendly

Source: UNFPA 2003

Young people’s exposure to diverse risks — including SRH risks — will deter-
mine both the immediate and long-term prospects for development. SRH issues are
only one component of youth concerns, and often in the second tier of priority after
education and livelihood training. But SRH issues interact with other concerns.

However, institutional arrangements for dealing with young people are rarely
holistic and comprehensive. The diverse needs of youth might be assigned to dif-
ferent sectors, but their felt experience is not. Institutional approaches incorpo-
rating the perspectives and priorities of young people, encouraging their active
participation and sensitive to their special needs, can involve them and empower
their full citizenship.

Young people need information and services that are responsive to their par-
ticular situations. They are particularly sensitive to issues of privacy, honesty,
compassionate counseling and active engagement. Youth-friendly services (box
4.9) seek to be responsive to these concerns and their impact needs monitoring.

Young people face many barriers when they seek SRH services. These include legal and
policy constraints related to age and marital status; lack of privacy and confidentiality;
fear that they will be treated badly at the facilities; inconvenient hours and locations of
facilities; and high costs. However, health services can be made youth-friendly and should
focus on:
Service providers

e Specially trained staff

e Respect for young people

e Privacy and confidentiality honored

e Adequate time for client-provider interaction

e Peer counselors available.
Health facilities

e Separate space or special times set aside

e Convenient hours and location

e Adequate space and sufficient privacy

e Comfortable surroundings.
Program design

* Youth involved in design, service outreach and delivery, and continuing feedback

e Drop-in clients welcomed or appointments arranged rapidly

e No overcrowding and short waiting times

e Affordable fees

e Publicity and recruitment that inform and reassure youth

e Boys and young men welcomed and served

e Wide range of services available

e Necessary referrals available.
Other possible characteristics

e Educational material available on site to take away

e Group discussions available

e Timing of pelvic examination and blood tests to meet needs

e Alternative ways to access information, counseling and services.



Box 4.10
IPPF Rights of
the Client

Source: IPPF 2004

Normative frameworks controlling the service environment for all are par-
ticularly important for engaging and protecting the young. The International
Planned Parenthood Federation (IPPF) Rights of the Client framework encap-
sulates key principles (box 4.10).

Every family planning client has the right to:
1. Information: To learn about the benefits and availability of reproductive health ser-
vices.
2. Access: To obtain services regardless of sex, creed, color, marital status, ethnicity or
age.
3. Choice: To decide freely whether to practice family planning and which method to
use.
4. Safety: To be able to practice safe and effective family planning.
5. Privacy: To have a private environment during counseling or services.
6. Confidentiality: To be assured that any personal information will not be communicated
to third parties without their consent.
7. Dignity: To be treated with courtesy, consideration, attentiveness and respect.
8. Comfort: To feel comfortable when receiving services.
9. Continuity: To receive SRH and supplies for as long as needed.
10. Opinion: To freely express views on the services they receive.

The diversity of situation of adolescent populations (Bruce and Chong
20006) requires special attention, and certain population groups among ado-
lescents require priority in program planning. A significant minority of young
people does not live in situations that protect them from risk, and young moth-
ers are at particular risk of marginalization and require special consideration
(box 4.11).

Young married girls are at times more adversely affected than their
unmarried counterparts. They are often subject to large age gaps between
themselves and their marital partner, have high levels of unprotected sexual
relations, are under intense pressure to become pregnant, often have low edu-
cational attainment, face highly limited peer networks, experience restricted
social mobility and have little access to schooling options and modern media
such as TV, radio and newspapers. Some research has even found that mar-
ried girls with children have less access to schooling than unmarried girls
with children. In Brazil, for example, it was found that unmarried girls wich
children had more than double the school-going rates of married girls with
children (Bruce and Chong 2006).

Programs mustaddress the actual needs and risks of young women in situ-
ational context. This requires detailed data on the situation of young people,
married and unmarried, particularly in the area of SRH. A good example of
reaching out to young people comes from Bangladesh (box 4.12).



Box 4.11
Meeting the
special needs of
married young
first-time mothers:
The IDEALS model

Source: Adapted from
Bruce and Chong 2006

Box 4.12
Breaking down
barriers to
contraception
in Bangladesh

Source: Adapted from
UNFPA 2006a

Due to the low social, family and community status that married girls hold, any approaches
designed to meet the special health needs of married young, first-time mothers must also
include their husbands, families and other gatekeepers. In 2003, Suellen Miller and Feli-
cia Lester developed the IDEALS model, which focuses on the fundamental elements of
approaches to help married adolescent girls achieve better maternal and infant health.
The model includes:

I = Immunize: Mount school-based and community-based programs for immuniza-
tion, tetanus shots, iron/vitamin supplementation, and malaria identification,
treatment and control.

D = Delay marriage and Delay first birth: Early marriage often increases a girl’s social
isolation and places her in a position of low power in a new, extended marital
household, potentially affecting maternal health in negative ways. Delaying a first
birth may decrease the likelihood of pregnancy-induced hypertension, obstructed
labor and anemia.

E = Educate beyond early marriage and early childbirth if they occur: Keep married,
pregnant and parenting girls in school.

A = Ensure Access to youth-friendly, high-quality maternal services, antenatal care,
birth planning (involving husbands and community members), skilled attendance,
emergency obstetric care, post-partum care and child spacing.

LS = Impart Life Skills that last for a lifetime: Helping married girls acquire life skills
(such as communication and negotiation skills, literacy, entrepreneurial skills
and legal and financial literacy) is critical to reducing some of the social disad-
vantage they face, and vital to maximizing more medical/health-based interven-
tions. Further, it improves their parenting skills and enriches their communities.

Despite the fact that early marriage and childbearing are common in Bangladesh, young
couples seldom seek reproductive health services. This is partly because the birth of a
child proves a woman’s fertility to her in-laws. As a way to reach out to married young
people, a UNFPA-supported project identifies and registers newlyweds as well as young
couples with one or two children, and offers them orientation sessions and one-to-one
basic counseling.

The sessions serve to break the social and psychological barriers against contracep-
tive methods. The program also educates young couples about the risks of early child-
bearing and closely spaced births, and provides information on maternal and child health.
Contraceptive use among newlyweds in this program has jumped significantly, and nearly
one third of men have started attending these sessions on their own — indicating greater
motivation, social mobility and family acceptance than in the past. Unmarried young men
and women also attend sessions, suggesting growing demand for information among
adolescents. An increasing number of sessions are being hosted in private homes, which
shows wider community acceptance of SRH services.

Reproductive health in humanitarian crisis
A humanitarian crisis — whether it is due to conflict or natural disaster — poses
an extreme challenge to the achievement of the MDGs. Structures and systems

break down, making people much more vulnerable and increasing the need for



protection and service provision. Of the 34 poorest countries that are farthest
away from achieving the MDGs, 22 countries are in or just emerging from
conflict (UNFPA 2005c). At the same time the world has recently experienced
devastating natural disasters — e.g., the Tsunami in Asia and the earthquake in
Pakistan — that in a few minutes destroyed systems and infrastructure, includ-
ing health systems.

The SRH situation during conflict and natural disasters deteriorates,
increasing the likelihood of an unwanted pregnancy, maternal and infant
deaths, and the transmission of STIs including HIV/AIDS. The breakdown of
even a weak infrastructure means that SRH commodities, including contra-
ceptives and basic equipment for a clean delivery (soap, a clean razor blade to
cut the umbilical cord and plastic sheeting to lay on the ground), are in great
undersupply and increases the risk of death and disability.

The sudden loss of medical support, as well as the trauma and malnutrition
that often follow an emergency, means that pregnant women face a greater risk
of maternal morbidity and mortality. The trauma that many people experi-
ence causes many pregnant women to miscarry or deliver prematurely, and the
lack of even basic equipment for a clean delivery increases the risk of a fatal
infection for both mother and child (UNFPA 2004b). Furthermore, the lack
of contraceptive supplies increases the likelihood of an unwanted pregnancy,
which, as shown, can be fatal.

The spread of STIs including HIV/AIDS increases because an emergency
breaks up stable relationships, disrupts social norms on sexual behavior and
coerces women as well as young girls and boys to exchange sex for food, shelter
and income.

Gender-based violence, including rape, also increases during emergencies,
making women and children more vulnerable to reproductive ill health. In
some conflicts rape is used as a weapon to humiliate, dominate or disrupt
(UNFPA 2004b) the enemy through impregnations, the spread of HIV and
the breakdown of societies due to the social exclusion and post-traumatic stress
many women face as a consequence of rape.

Finally, young people who are separated from their families and commu-
nities are much more likely to engage in risky sexual behavior and are more
vulnerable to sexual exploitation (UNFPA 2004b). These factors increase the
risk of early pregnancy, unsafe abortion and STT transmission, including HIV/
AIDS.

Guidelines on reproductive health topics have been developed by the Inter-
Agency Standing Committee (IASC) to help and guide field actors in humani-
tarian settings. A guide on gender-based violence focuses on prevention of and
response to sexual violence, while another offers guidelines on how to respond
to HIV/AIDS during emergencies (IASC 2003 and 2005).



Box 4.13
Encouraging
men to be better
partners

Source: Adapted from
UNFPA 2006b

Men

Men play a crucial role in reproductive health both as clients, partners and
agents of change. Programs in a number of countries have looked at ways of
encouraging men to be better partners (box 4.13).

Céte d’Ivoire

In response to the high prevalence of STls, including HIV/AIDS, an UNFPA-supported proj-
ect expanded military health centers to include diagnosis and treatment of STIs as well as
family planning services. The project was based on the idea that the military can be moti-
vated to adopt responsible sexual behavior and improve their families’ SRH if they are fully
aware of the threats of unprotected sexual contacts and if quality SRH services are avail-
able. To achieve this goal, high-ranking military were sensitized to the issues, research
was conducted, military health centers were renovated and equipped, service providers
were trained in contraceptive technology and communication skills, and condoms were
distributed to soldiers going out on maneuvers. The results included an increase in the
use of condoms and in the number of STIs treated. Because of an increased demand
for condoms, a follow-up project was initiated to establish condom selling points in the
military tuck shops.

Dominican Republic

A project in the Dominican Republic used barbers as a conduit for getting messages about
prevention of HIV/AIDS and other STls to almost half a million men. The barbers, who were
trained in interpersonal communications, also distributed condoms and were encouraged
to refer clients with STls for treatment. The barbers were selected based on literacy and
leadership skills, as well as an interest in community development. The organization
Asociacion Dominicana de Planificacion Familiar provided the barbers with basic training,
including lessons on proper condom use, refresher courses, informational materials and
condoms. The barbers found that the extra services they provided increased the flow
of customers for haircuts. Even after the project ended, the barbers continued to sell
subsidized condoms through a social marketing mechanism and to provide referrals and
information. Though the project was not focused on linking the barbers’ work to clinics, it
managed to involve a relatively hard-to-reach target population.

Green et al. (2006)¢ have come up with several programming recommen-
dations on how to involve men in reproductive health. These include the fol-
lowing:

®  Most men want to care for their own health and that of their sexual part-

ners. When encouraged and provided with opportunities, many men
will seek out reproductive healthcare. And, with a little support, many
men are eager to challenge customs and practices that endanger wom-
en’s health and are willing to participate in supportive SRH decision-
making.

®  Male involvement programs should be designed as part of larger overall

SRH strategies. Constructive male involvement should be viewed as a



paradigm that needs to be integrated into the planning and develop-
ment stage of any SRH program.

Male involvement programs should emphasize the broader contextual issues
that men face and that can negatively affect their reproductive health,
including drug and alcohol abuse, unemployment, fatherhood and
male-to-male violence.

Male involvement efforts of all types must be monitored and evaluated more
consistently.

Creative avenues for outreach to men are critical to achieving meaningful
scale and meeting the needs of underserved communities. Male involve-
ment programs need to continue to be innovative in the ways they reach
men. Programmers should utilize the existing key venues where men
congregate or can be reached: in workplaces, bars, unions, schools and
other locations.

Addressing critical reproductive health priorities requires expanding pro-
gram content beyond traditional issues. Most current male involvement
programs tend to cover a limited number of ‘traditional’ reproductive
health issues: family planning, maternal health and HIV prevention.
Creative attempts must be made to involve men in other critical areas
such as gender-based violence and FGC.

Although the gender socialization of men and boys is often negative, mas-
culinity is an evolving concept and more positive models exist and can be
cultivated. When given opportunities and support, men are interested
and motivated to adopt more equitable and healthful alternatives.

Men should be encouraged to share their experiences of masculinity with other
men. It is important and valuable to offer men alternative group experi-
ences that challenge their traditional notions of manhood. Improving
men’s understanding of their own motivations, fears and desires, their
ability to broach topics relating to sexuality, and their respect for their
partners’ wishes is central to improving reproductive health.
Addressing gender inequities and unbalanced power relationships requires
more than simply working with women or involving men. Addressing
gender inequities requires focusing on how services are provided rather
than specifying which SRH services should be provided and to whom.
Truely gender-equitable male involvement programs will address gen-
der dynamics and the negative consequences of the unequal balance of
power between men and women.

Social crises may create opportunities for dialogue or paradigm shifis in
gender relations. The HIV epidemic has created an important opening
for involving men in helping implement equitable steps to stem the epi-
demic in their communities.

Countries themselves will need ro prioritize male involvement for this work
to be sustainable and to achieve an appropriate scale. To date, foreign



donors have funded much if not most male involvement programming
in the developing world.

o The cross-sectoral collaboration called for repeatedly in recent years is
vital. Policies are needed to coordinate programs across sectors so that
addressing men’s and women’s roles as they play out in SRH does not
get relegated only to the health sector.

o Strategic multisectoral, multi-stakeholder partnerships are key to effective
programming. Sectors beyond health such as education, law and employ-
ment are increasingly addressing gender inequities. Opportunities now
abound for partnerships with a variety of influential stakeholders at var-
ious levels, including political, religious, educational, community and
business leaders.

o Appropriate staff training in gender analysis and working with men greatly
increases the effectiveness of outreach efforts and program activi-
ties. The confidence and effectiveness of program staff can be greatly
increased through appropriate experiences and training.

®  Donors can play a key role in moving male involvement forward by sup-
porting operationally relevant research, such as studies to clarify link-
ages between macroeconomic processes, population dynamics and
poverty, including the inter-generational transmission of poverty, and
by supporting the inclusion of central themes related to reproductive
health and gender in PRSPs.

Requirements for effective action

Political commitment

Diverse settings show the importance of national commitment. As noted
earlier, political statements of commitment have long been recognized as an
essential component of national program strengths (Ross and Mauldin 1996;
Ross and Mauldin 1997; Ross and Stover 2001). When political commitment
wanes, programs suffer. When commitments are made from the highest politi-
cal levels and are backed by support for programmatic action, rapid progress is
possible (Shiffman 2004).

The pace of demographic change depends on the mobilization of demand
and the means to satisfy it. When attention is given to both demand and sup-
ply issues, dramatic change can be effected rapidly within the context of vol-
untary choice and respect for rights (see box 4.14).

Effective coordination

Beyond the issues of health service integration addressed above, progress towards
the MDGs requires effective integration of multisectoral programs. This has been
widely recognized in one area related to sex and reproduction — HIV/AIDS —
and should be seen as an important element of programmatic action in others.

Coordinating mechanisms and institutions can mobilize stakeholders for the



Box 4.14
Dramatic
demographic
change within
a decade: The
case of Iran

Source: Roudi-Fahimi
2002; Hoodfar and
Assadpour 2000

Iran is a great example of how the introduction of a family planning program can spur
voluntary fertility decline by removing both cultural and economic barriers. The population
growth before 1986 was 3.9 percent per year but it fell between 1986 and 1996 to 2
percent per year. In 2002 the rate had declined to 1.2 percent per year. This fall in popula-
tion growth is due to a dramatic decline in the fertility rate in both rural and urban areas.
In rural areas the fertility rate declined from 8.1 births per woman in 1976 to 2.4 births
per woman in 2000. In urban areas the fertility rate declined from 4.5 births per woman
in 1976 to 1.8 births per woman in 2000.

In 1989, Iran introduced a family planning program delivered through the primary
healthcare facilities. The program has three major goals: to encourage families to delay
first pregnancy and to space out births; to discourage pregnancy in women younger than
18 and older than 35 years; and to limit family size to three children. Before a couple gets
married they have to pass classes in family planning. After marriage they have access to
all modern contraceptive methods free of charge at public clinics. The lack of fees for con-
traceptives has given low-income couples the possibility to control their own fertility. This
population policy has meant that contraceptive use among married couples increased
from 37 percent in 1976 to 74 percent in 2000, and that the average age of marriage for
a woman increased from 19.7 in 1976 to 22.4 in 1996.

The population policy introduced in 1989 was a result of a review in 1988 by govern-
ment departments of population growth’s impact on and implications for the new develop-
ment plan that was formulated to reconstruct and develop the country after the war with
Iraq had ended. The 1989 population policy replaced one that had promoted population
growth during the war.

Before the policy was put in place, the approval of the religious community was sought.
In 1988 the High Judicial Council declared, “There is no Islamic barrier to family plan-
ning.” This decision was later discussed at a seminar for eminent clergy and physicians
to gain their support. Some influential clergy were still not convinced and the Government
decided to take the case to the Expediency Discernment Council of the System, which
resolves disputes between the Parliament and the Guardian Council. The conclusion from
this process supported the High Judicial Council’s decision and the Government could
introduce the policy without conflicting with Islam.

The family planning program was later followed by other supporting policies to remove
the economic incentives for large families. These policies gave attention to, for example,
reducing infant mortality, promoting women’s education and employment and introducing
social security and retirement plans.

The case of Iran shows that informatiomn and access to health facilities in both rural
and urban areas as well as infrastructure play an important role in a successful family
planning program. Furthermore, the support from the religious community was crucial to
the success of the program. All these incentives helped create an understanding among
the general public about the benefits of smaller families and spurred the dramatic fertility
decline Iran has seen in the past 15 years.



Box 4.15

The Navrongo
experiment in
Ghana: community
health services

Source: Phillips et al.
2005; Debpuur et al. 2002

design, implementation and monitoring of programs of implementation with
diverse actors.

The recognition of the priority to be given to comprehensive approaches
to empowering women, advancing gender equality and ensuring participa-
tory approaches to development planning, implementation and monitoring is
another key condition for development.

Strengthened partnerships across diverse constituencies with different,

often sectoral, interests can mobilize attention to shared interests.

Community participation and cultural sensitivity

Consistent with this vision is recognition of the vital role of community inputs
to development planning. Local buy-in and investment in functioning health
systems and the mobilizing of support from the wider community can produce
dramatic results (box 4.15). Services can be better adapted to local conditions
when staff are equipped with methods and guidelines to evaluate their own
performance and supplement their evaluations with inputs from service ben-
eficiaries. A variety of operations research approaches have been developed that
facilitate such systematic examination (IPPF/WHR 1998 and 2000; USAID’s
COPE and MAQ initiatives 2006%).

An experiment in community health services was launched in Navrongo, Ghana, in 1990
and is an excellent example on how “joint-implementation... of mobilizing community-
based healthcare through traditional institutions combined with referral support and resi-
dent ambulatory care” (Phillips et al. 2005) can generate great achievements in repro-
ductive health. Through community dialogue elders, chiefs and women’s groups were
engaged in the project, and their involvement in the construction of the Community Health
Compound led to a feeling of community ownership. Volunteers were recruited and a
nurse was posted at the Compound. The results over a three-year period show that:

e Fertility rates declined, especially among women 15-40 years old, and were a full
birth lower than expected without intervention (a decline dominated by abstinence
and delayed marriage)

e Contraceptive use increased, though discontinuation rates and inconsistent use
were high

e Improvement in family planning use is dependent on community involvement and
support

e Reassuring men that respected leaders accept family planning use — an activity
that was done by the volunteers rather than the nurse — was a important element
in promoting increases in usage

e Child mortality rates decreased dramatically, reaching a level below the MDG
national planned trajectory in 2000 and achieving the Goal in 2005

e The decrease in child mortality was dependent on the involvement of the primary
healthcare staff, i.e., the nurse, while the community volunteers had no impact.

The Navrongo experiment indicates that changes in reproductive health behavior can be

attained in traditional African societies earlier thought to have little prospect for declines
in fertility levels. The experiment is now being replicated in Ghana’s 138 districts.



Box 4.16

Involving
communities
in improving
quality of care

Source: Stronger Voice for
Reproductive Health 2005

The local context — including structure and culture — must also be con-
sidered. Culturally sensitive approaches assess the role and power of different
actors and look at how it is possible within these structures to affect policies,
priorities and behaviors. Local communities have different cultural setups that
influence the way strategies for implementation programs should be formed
and approached. Partnering with local groups and individuals from within
the community is therefore a crucial step in a successful program that secks to
promote human rights and healthier lives (box 4.16).

Quality of care must be analyzed and implemented in a local context, as local priorities
and culture are different. It is therefore crucial to involve community groups in efforts to
improve quality of services. A variety of projects to involve communities have taken place
under the initiative Stronger Voices for Reproductive Health (2005), and show different
ways of addressing quality of care:

e In Kyrgyzstan, interdisciplinary working groups seek to increase community aware-
ness of the contents of the recently adopted Law on Reproductive Rights. This law
puts healthcare users in a position to demand quality services, and there is wide
agreement among partners that decisions on the interventions to be pursued will
and should be made by the communities themselves.

¢ |n three different regions in Peru, the Government, coalition members and commu-
nity action groups have initiated a project to improve the attitudes of healthcare
providers towards adolescents who seek services. This initiative was put in place
as adolescents stated that when they visit reproductive health facilities they are
treated poorly and with no respect or confidentiality. The project will seek to mobilize
organized groups of adolescents, particularly girls, to influence the way services are
delivered.

¢ |n the state of Haryana in India, the Department of Women and Children is imple-
menting a project that focuses on community-based activities to mobilize women’s
groups to work on reproductive health and quality of care issues with the local village
councils. At the same time, healthcare workers in the public health system will be
trained on how to provide improved services that meet users’ specific needs. This
project is thus working with quality of care from both the demand and supply side.

In working with local partners, it is critical to include different groups in
the community, from local leaders and custodians of prevailing cultural norms
to such subgroups as women, adolescents and ethnic minorities (UNFPA
2005¢). A positive negotiating environment has been shown to be important
to create ownership around the program and thus increase the likelihood of
successful implementation. In particular, partnering with ‘local change actors’
such as faith-based organizations is an invaluable strategy to shape conditions
for acceptance and adoption of the necessary changes. Working with faith-
based organizations, in fact, is vital in implementing a successful program in
local communities where religious leaders have a strong influence on people’s
choices and lifestyles. Financially involving faith-based organizations by giving



Box 4.17

The reproductive
health resource
estimates of

the ICPD

them even small contributions may be an incentive to deeper involvement in
the program and can increase the chance of program sustainability.

Bilateral and multilateral donor organizations (including UNFPA) have
carried out programming in culturally sensitive contexts. Experience from
nine country programs show that successful programming is linked to taking
into account the local sociocultural context (UNFPA 2004c and 2004d). It
is important when addressing culturally complex settings that technical and
scientific research support the arguments for the importance of the program.
These arguments are easier to relate to than cultural issues and can make
acceptance easier to obtain.

Sensitivity around language has been shown to play a crucial role, espe-
cially in the early stages of the formulation of the program. For example, in
some settings the use of the concept ‘family planning’ has been shown to have
negative connotations while the use of ‘reproductive health and healthier fami-
lies’ has had more positive outcomes. Patience and transparency are especially
important when programs include elements of behavior change.

Resources for programs

As discussed in Section 3 (under Goal 8), the ICPD Programme of Action
contained estimates of the resources required to implement a basic package of
population and reproductive health interventions. In the years since the ICPD
much has been learned about the costs of basic health interventions, includ-
ing health interventions. The ICPD estimates were based on strictly delimited
allocations (box 4.17).

The ICPD consensus identified core components of reproductive health to be implemented
at the primary healthcare level.

“Basic reproductive health, including family-planning services, involving support for
necessary training, supplies, infrastructure and management systems, especially at the
primary health-care level, would include the following major components, which should be
integrated into basic national programmes for population and reproductive health:

a In the family-planning services component — contraceptive commodities and service
delivery; capacity-building for information, education and communication regarding fam-
ily planning and population and development issues; national capacity-building through
support for training; infrastructure development and upgrading of facilities; policy devel-
opment and programme evaluation; management information systems; basic service sta-
tistics; and focused efforts to ensure good quality care;

b In the basic reproductive health services component — information and routine services
for prenatal, normal and safe delivery and post-natal care; abortion (as specified in
paragraph 8.25); information, education and communication about reproductive health,
including sexually transmitted diseases, human sexuality and responsible parenthood,
and against harmful practices; adequate counselling; diagnosis and treatment for sexu-
ally transmitted diseases and other reproductive tract infections, as feasible; prevention



of infertility and appropriate treatment, where feasible; and referrals, education and coun-
selling services for sexually transmitted diseases, including HIV/AIDS, and for pregnancy
and delivery complications;

¢ In the sexually transmitted diseases/HIV/AIDS prevention programme component — mass
media and in-school education programmes, promotion of voluntary abstinence and
responsible sexual behaviour and expanded distribution of condoms;

d In the basic research, data and population and development policy analysis component —
national capacity-building through support for demographic as well as programme-related
data collection and analysis, research, policy development and training.” (Para 13.14)

At the same time, the ICPD recognized that the costed package did not include all
interventions or all costs that would be necessary to achieve its goal of universally acces-
sible reproductive health by 2015. Given the holistic nature of the goal, efforts in other
areas such as education of the girl child would be required and additional resources would
need to be expended. This is spelled out in three further paragraphs in the Programme of
Action (UN 1994):

“Additional resources will be needed to support programmes addressing population
and development goals, particularly programmes seeking to attain the specific social- and
economic-sector goals contained in the present Programme of Action. The health sector
will require additional resources to strengthen the primary health-care delivery system,
child survival programmes, emergency obstetrical care and broad-based programmes for
the control of sexually transmitted diseases, including HIV/AIDS, as well as the humane
treatment and care of those infected with sexually transmitted diseases/HIV/AIDS, among
others. The education sector will also require substantial and additional investments in
order to provide universal basic education and to eliminate disparities in educational
access owing to gender, geographical location, social or economic status etc.” (Para.
13.17)

“Additional resources will be needed for action programmes directed to improving the
status and empowerment of women and their full participation in the development pro-
cess (beyond ensuring their basic education). The full involvement of women in the design,
implementation, management and monitoring of all development programmes will be an
important component of such activities.” (Para. 13.18)

“Additional resources will be needed for action programmes to accelerate develop-
ment programmes; generate employment; address environmental concerns, including
unsustainable patterns of production and consumption; provide social services; achieve
balanced distributions of population; and address poverty eradication through sustained
economic growth in the context of sustainable development. Important relevant pro-
grammes include those addressed in Agenda 21.” (Para. 13.19)

The UN Millennium Project has carried out detailed country-level MDG
needs assessments to estimate the resources required to attain the MDGs, and
particularly the health MDGs. Additional work has been done on estimating
requirements for maternal, newborn and child health interventions (WHO
2005d) and for HIV/AIDS interventions (UNAIDS 2005b).

In light of these recent studies, the 1993 resource estimates accepted at the

ICPD can now be more clearly appreciated as a minimum estimate of resources



— restricted only to a portion of the full range of interventions, within the
health system and beyond — needed to ensure the realization of reproductive
rights. In estimating direct delivery costs for family planning services, the 1993
methodology used regional aggregate unit costs, projected needs and increased
coverage levels, and progressively reduced unit costs to reflect returns to scale.
To this base — where family planning unit cost estimates also included some
basic health delivery system and infrastructure costs relevant to safe delivery
— were added specific requirements for safe delivery services at the primary
healthcare level, selected HIV/AIDS prevention needs and some population
data and policy requirements.

In the decade since that estimate was computed, additional information on
detailed intervention costs have become available. Several adjustments (recog-
nized as necessary in the original estimates) can now be attempted:

® Costs of specific family planning interventions can now be estimated,
allowing system costs to be added explicitly rather than included in the
total unit cost

® The focus on primary healthcare system delivery of safe delivery services
has highlighted the need for supplementary inputs in order to provide
for adequate emergency obstetric care at primary and higher levels

® The list of HIV/AIDS prevention interventions has expanded, and the
relative contribution of focused SRH interventions within the new list
of components is clearer

® The data needs for health and population policy can be better
estimated, supplementing the original proxy of per capita census
estimates

® Requirements for improvements in the health system in general and for
the scaling up to universal coverage of services can be better approxi-
mated.

Preliminary estimates now allow an adjustment of the population and
reproductive health funding targets. (Details of the methodology and results
are reported in Vlassoff and Bernstein 2006) The new estimates use detailed
disaggregated?® direct service delivery cost estimates for family planning and
other basic maternal and reproductive health services (including safe delivery,
emergency obstetric care and neonatal survival/infant mortality interventions,
STI prevention and treatment interventions and a broad range of HIV/AIDS
prevention efforts*) and supplement them with:

® Overhead costs (e.g., maintenance, power, basic facility supplies, sup-
port staff, administration, communications, etc.)

e System improvement costs related to management, improved moni-
toring and evaluation and capacity for research and evaluation needs
(based on UN Millennium Project 2005k).

Finally, preliminary estimates of additional capital and human resource

requirements for attaining the targeted service coverage are added. Better



Table 4.5

Revised total costs
for achieving the ICPD
Programme of Action

Source: Vlassoff and Bernstein
2006

estimates of these needs come from ‘bottom-up’, country-specific MDG
needs assessments. UN Millennium Project analyses (UN Millennium Project
2005a; UN Millennium Project 2005b) clearly demonstrate that most low-
income countries need to substantially increase capital investments and oper-
ating expenditures to strengthen the health systems and scale up service cover-
age for meeting the Goals.

The results of these analyses (table 4.5) demonstrate that resource require-
ments for the basic SRH package will be significantly higher than estimated
over a decade ago. By 2015 the required annual costs will be about US$14 bil-
lion more than originally anticipated, reaching US$36 billion.

US$ (2005) billions
2005 2010 2015

Basic reproductive health services (including family planning) 13.9 19.4 24.4
Sexually transmitted diseases and HIV/AIDS activities 4.1 9.7 11.1
Basic r.esearch data and population and development policy 0.3 0.8 0.4
analysis

Total 18.2 29.8 35.8

The magnitude and share of required HIV/AIDS prevention investments
are substantial. The underlying direct SRH intervention estimate (including
family planning) are slightly lower than the 1993 estimates. Firstly, the ICPD
fertility projections were lower than the medium variant projections, using a
methodology incorporating the progressive satisfaction of unmet need for fam-
ily planning. (The UN Population Division projections use a fertility path for
each country based on expert judgments on the time needed to reach replace-
ment fertility, or below, based on past national experience. This generally
implies higher future fertility than stronger efforts to satisfy unmet need and
make contraceptive use more effective would generate.) The above estimate
uses the fertility projection of the current UN medium variant projection.*’
Secondly, the new methodology captures the health expenditure savings due
to the projected fertility declines, while the earlier did not. However, the new
estimates better capture health system requirements.

An additional analysis was undertaken, applying the new methodology,
to compare the impact of meeting unmet need with the UN medium variant
scenario.*! This supplementary analysis produces broadly similar results for
the SRH interventions tabled above but indicates larger savings in maternal
and newborn reproductive health services gained by additional investments in
meeting family planning preferences. Net savings increase over time.

Both the 1993 and the current resource projections omit supportive invest-
ments in other sectors (including investments for women’s empowerment). The

current reproductive health estimates are also based only on direct service costs



Table 4.6

Costs of SRH service
delivery in five UN
Millennium Project
case countries,
HIV/AIDS excluded,
(2005 USS)

Source: Vlassoff and Bernstein
2006

and added health system costs (detailed above) and do not include the required
information, education and behaviour-change communication and commu-
nity-based interventions.?? Further work is needed to elaborate these needs.

Even without these additional costs, the new analyses indicate the magni-
tude of investments required for SRH service delivery globally and in coun-
try applications. In UN Millennium Project focus countries, models analyz-
ing SRH resource requirements (table 4.6) demonstrate the rapid growth of
program needs. These models incorporate direct service delivery costs and
include a doubling of health personnel salaries and funds for strengthening
management systems, improving monitoring, evaluation and quality assur-
ance and building capacity for basic research and development. Total resource
needs increase rapidly. The rate of growth in budgetary requirements exceeds
the increase in per capita costs because of the continuing pace of population
increase. The needs for building and equipping new facilities and providing
pre-service training must also be calculated to accommodate the successful
scale-up of interventions. In Cambodia and Ghana meeting unmet need for
family planning would reduce anticipated outlays in 2015 by over 15 per cent
(Vlassoff and Bernstein 20006).

Millions Per capita costs
Regions 2005 2010 2015 2005 2010 2015
Bangladesh 229.3 431.5 610.4 1.6 2.8 36
Cambodia 21.7 41.9 63.3 1.5 2.7 3.7
Ghana 48.0 71.2 97.6 2.2 2.9 3.7
Tanzania 140.2 263.5 382.3 3.7 6.3 8.4
Uganda 104.8 194.2 299.5 3.6 5.6 7.1

As seen in Section 3, donor allocations for SRH have lagged behind the
projected requirements. A historical time series of estimates of the strength of
family planning programs (1989-2004) has demonstrated continued improve-
ment on many dimensions of program capacity. However, the most recent esti-
mates are marked by a significant proportion of countries identifying shortfalls
in international assistance as having a negative effect on their programs (Ross
et al. submitted for publication). The expansion of family planning, maternal
health and HIV/AIDS prevention efforts depends on the mobilization of polit-
ical will, institutional capacity and technical and financial resources. Signifi-
cantly greater resources will be required to reach the ICPD goal of universal
access to reproductive health and to attain the MDGs.
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Messages from the UN
Millennium Project Reports

Messages on SRH from the UN Millennium Project’s report
Investing in Development and the reports of the Task Forces

Investing in development

(UN Millennium Project 2005a and Overview)

SRH is an essential input for reaching the MDGs. “It [sexual and reproductive
health] entails healthy, voluntary, and safe sexual and reproductive choices —
voluntary choices of individuals and couples about family size and family for-
mation, including early marriage and other exposures to sexual risks. Repro-
ductive health issues thus deal with vital (and frequently sensitive) concerns
including sexuality, gender roles, male and female power relations, and social
and personal identity....Action in sexual and reproductive health encompasses
an analytic and programmatic framework, based on a human rights approach,
rooted in stronger health systems, supported by communities, and accompa-
nied by complementary interventions in other sectors.”

Reproductive health should be included in MDG-based poverty reduction
strategies. One of the Key Recommendations made by the Millennium Proj-
ect includes “The MDG-based poverty reduction strategies should: Focus
on women’s and girls’ health (including reproductive health) and education
outcomes, access to economic and political opportunities, right to control
assets and freedom from violence.”

Investments in expanding access to reproductive health can make large-scale
progress in development immediately. “Expand access to sexual and reproduc-
tive health services, including family planning and contraceptive informa-
tion and services, and close existing funding gaps for supplies and logistics”
is one of the Quick Impact initiatives to achieve the MDGs.



Gender equality is essential for achieving the MDGs. “Specific interven-
tions to address gender inequality should be an intrinsic part of all MDG-
based investment packages. They should also address systematic challenges
such as protection of sexual and reproductive health and rights (including
access to information and family planning services), equal access to eco-
nomic assets such as land and housing, increased primary school completion
and expanded access to post-primary education for girls, equal labor market
opportunities, freedom from violence and increased representation at all lev-
els of governance.”

A demographic-related poverty trap exists. “[Overcoming the poverty trap]
is helped by a voluntary reduction in fertility, which promotes greater invest-
ments in the health, nutrition, and education of each child. We thus strongly
support programs that promote sexual and reproductive health and righes,
including voluntary family planning.”

Strong health systems are needed to ensure universal access to basic health ser-
vices. “Health interventions are best provided through an integrated district
health system centered on primary care and first-level referral hospitals with
special measures to ensure that the health system reaches all groups in the
population, including the poor and marginalized.”

Demographic dynamics are interlinked with the risk of conflict. “Poorer coun-
tries are more likely to have demographic regimes marked by high fertility and
high mortality, resulting in low adult-to child ratios. Such demographic profiles
are also associated with greater conflict risks. Indeed since 1945 almost every
instance of massive one-sided violence (genocide or politicide) has occurred in
countries with more than a two-to-one child-adult ratio.”

Task Force on Hunger

(UN Millennium Project 2005g)

HIVIAIDS is exacerbating vulnerability to hunger in millions of chronically
hungry households. “The interactive threats of hunger and HIV/AIDS in
parts of the world are leading to complex humanitarian crises, whereby peo-
ple affected by AIDS are unable to grow food or work for a living. Moreover,
malnourishment weakens the immune system and strength of those with
HIV/AIDS, making them succumb more quickly to the disease.”

Access to SRH services, especially for birth spacing, is needed to improve the
nutritional status of women and children. “Ensuring universal access to repro-
ductive health services is essential for improving the nutritional status of
pregnant women and their children, in particular through the proper spacing
of births.”

Supplemental nutrition programs are needed for pregnant women and
children. “The Task Force recommends supplemental feeding programs for
underweight pregnant women and nursing mothers. They also recommend
exclusive breastfeeding for up to six months to ensure optimal nutrition for



newborns. Finally, comprehensive school-based feeding programs may be an
excellent platform to...serve as a vehicle for reaching the community, par-

ticularly pre-school children and pregnant or lactating mothers.”

Task Force on Education and Gender Equality

(UN Millennium Project 2005d; UN Millennium Project 2005h)

Gender equality cannot be achieved without guaranteeing women’s and girls’
SRH and rights. “Increasing women’s and adolescents’ access to a broad range
of sexual and reproductive health information and services is one of the seven
priorities for action identified by this Task Force.”

Barriers to girls’ education need to be overcome to make schools more acces-
sible and secure. “Given the particular barriers to girls’ education, specific
interventions are needed to make schools more accessible and secure for this
population.”

Additional SRH relevant indicators should be used to monitor Goal 3. The
Task Force recommends the inclusion of the indicators: the proportion of
demand for family planning satisfied and adolescent fertility rate.

Task Force on Child Health and Maternal Health

(UN Millennium Project 2005b)

Unwanted pregnancies contribute directly ro maternal mortaliry. “...increasing
access to methods to control fertility can have a significant impact on the
number of maternal deaths, by reducing the number of times that a woman
runs the risk that a fatal obstetric complication will occur.”

Adolescents, especially girls, are particularly vulnerable to ill health, and
attention needs to be given to their SRH needs. “For both biological and social
reasons, adolescents, particularly adolescent girls, are a vulnerable group....
Despite the importance of adolescents, their reproductive and sexual health
needs have long been ignored and their views silenced by decision makers
influencing health and education policy and programs.”

Equitable, well-functioning health systems are essential to reducing maternal
mortality, and a fundamental shift in the approach to health systems is needed.
“Perhaps more than any other major child health or maternal health condi-
tion — or any major communicable disease for that matter — maternal mortal-
ity reduction depends on a facility-based health system that functions....This
includes access to contraception, since control over the number and spacing
of children can have profound impact on the health and well-being of both
women and their children. It also includes safe abortion services, where legal,
as well as information and services for preventing and treating STTs, includ-
ing HIV/AIDS.”

An additional target and indicators should be used to monitor reproduc-
tive health. The Task Force recommends an additional target on access to
reproductive health under Goal 5: “Universal access to reproductive health



services by 2015 through the primary health care system, ensuring faster
progress among the poor and other marginalized groups.” The recommenda-
tions on indicators include:

® Contraceptive prevalence rate (move from Goal 6 to Goal 5)

® HIV prevalence among 15-24-year-old pregnant women (move from

Goal 6 to Goal 5)

® Proportion of desires for family planning satisfied (add to Goal 5)

Adolescent fertility rate (add to Goal 5)

e Coverage of emergency obstetric care (add to Goal 5)

Neonatal mortality rate (add to Goal 4).

Task Force on HIVIAIDS, Malaria, TB and Access to Essential
Medicines

(UN Millennium Project 2005i; and UN Millennium Project 2005j)
Special vulnerability of women and girls o HIVIAIDS exists and must be
addressed. “Prevention and care programs will fail if they ignore the under-
lying determinants of the epidemic: poverty, gender inequality, and social
dislocation.”

Universal access to SRH services and information are an integral part of the
HIVJAIDS response. “The fight against HIV/AIDS and the broader struggle
for reproductive health should be mutually reinforcing. National govern-
ments should incorporate universal access to reproductive and sexual health
services and information as an integral part of their AIDS responses. In
addition, there should be greater integration of HIV and other reproductive
health services, including MTCT, VCT, family planning, and safe mother-
hood.”

SRH supplies need to be included on the list of essential medicines. “National
essential medicines lists must contain the UNFPA/WHO-recommended

core medicines and devices for reproductive health.”

Task Force on Environmental Sustainability
(UN Millennium Project 2005¢)
Population growth is a key indirect driver of environmental degradation. “.. fer-
tility is highest in the poorest countries as well as among the poorest people
in these and middle income societies. It is clearly then no surprise that these
same places have the highest levels of unmet need for family planning and
reproductive health services, which, in concert with other healch, education
and gender equality issues, must be addressed with policies and programs to
slow population growth and realize synergistic improvements.”

Natural population growth is an important driver of urbanization. “Popula-
tion growth, with continued levels of fertility higher than people say they desire,
contributes both to natural growth in urban areas and to the factors pushing

migration from rural areas to urban areas and new rural settlements.”



Task Force on Improving the Lives of Slum Dwellers
(UN Millennium Project 2005f)

Stark intra-urban health disparities exist, especially in terms of SRH outcomes.
“Poor urban women also have worse sexual and reproductive health outcomes
than other urban women, and at times, their outcomes rival those of rural
residents... Poor urban women are also much less likely to use contraception
than other urban women, and again in some regions their usage rates resemble
that for rural women.”

High prevalence of STIs, including HIVIAIDS, exists in urban sertings. “The
anonymity of city life, more permissive social and sexual norms, the presence
of sex workers and other factors have contributed to the high prevalence of
sexual transmitted diseases and HIV/AIDS in urban settings.”
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MDG interventions by area
as recommended by the
UN Millennium Project

The following contain reproductive health recommendations extracted from the
10 intervention areas recommended by the UN Millennium Project (2005a).

Intervention area 1: Investment in rural development

Investments in rural development include interventions in poverty and hunger
reduction; domestic water supply, sanitation, and water management infra-
structure; rural transport; and rural energy services.

Nutrition

Nutrition for infants, pregnant women, and nursing mothers

Promotion of mother- and baby-friendly community initiatives, including
exclusive breastfeeding for first 6 months and complementary feeding with
continuing breastfeeding for infants ages 7-24 months. HIV-positive mothers
should use replacement feeding when it is acceptable, feasible, affordable, sus-
tainable, and safe. Provision of sufficient calories, protein, and micronutrients
to pregnant women and nursing mothers, supported by nutrition extension
workers and using locally produced food to the extent possible.

Intervention area 3: Investments in the health system
Investments in the health system include interventions in child and maternal
health; prevention, care, and treatment of HIV/AIDS, TB, and malaria; access
to essential medicines; measures to strengthen health systems management
and health services delivery; and sexual and reproductive health.



Child health

Neonatal integrated package

Clean delivery, newborn resuscitation, prevention of hypothermia, kangaroo
care (skin-to-skin contact), antibiotics for infection, tetanus toxoid (TT),
breastfeeding education (including education on replacement feeding for
HIV-positive mothers) and hygiene education.

Integrated management of childhood illness plus immunization

Integrated approach to reduce child mortality, illness, and disability, which
includes both preventive and curative elements to address leading causes of
child mortality such as oral rehydration therapy and antibiotics for diar-
rheal disease, antibiotics for acute respiratory infection, care for measles,
antimalarials for malaria, and nutritional supplements for malnutrition plus

immunization.

Maternal health

Emergency obstetric care

Rapidly accessible treatment for delivery complications such as eclamp-
sia, hemorrhage, obstructed labor, and sepsis. Emergency obstetric care
requires functioning referral systems and well equipped and staffed district
hospitals.

Skilled attendance, clean delivery, and post-partum care

Presence of trained and registered midwives, nurses, nurse-midwives, or doc-
tors at birth with ability to diagnose and refer emergent complications as well
as post-partum care (including counseling on nutrition, family planning,

and parenthood skills).

Antenatal care

Routine care during pregnancy, including preventive and curative interven-
tions such as blood pressure and weight monitoring, treatment of infections,
nutrition and smoking counseling, intermittent preventive treatment for
malaria, and anti-retrovirals for HIV-positive women to prevent mother-to-
child transmission of HIV.

Safe abortion services
Access to post-abortion care, access to abortion counseling and, where

permitted by law, safe abortion services.

HIV/AIDS prevention

Improved linkages

Effective joint programming between reproductive health and HIV/AIDS
programs.



Behavior change programs

Programs to encourage safer sexual behavior, including condom social mar-
keting, peer-based education, mass media campaigns, work-based programs,
and school-based HIV education.

Control of sexually transmitted diseases
Routine screening and effective treatment of sexually transmitted diseases
(such as syphilis, gonorrhea, and chlamydia).

Voluntary counseling and testing
Pre- and post-test counseling and HIV testing.

Harm reduction for injecting drug users

Actions to prevent transmission of HIV and other infections that occur
through sharing of non-sterile injection equipment and drug preparations;
specific programs include provision of sterile syringes and needles and drug
substitution treatment.

Prevention of mother-to-child transmission

Prevention of transmission of HIV from infected women to their infants
during pregnancy, labor, and delivery, as well as during breastfeeding (that
is, replacement feeding when it is acceptable, feasible, affordable, sustain-
able, and safe); includes short-term antiretroviral prophylactic treatment;
infant feeding, counseling, and support; and the use of safer infant feeding
methods.

Blood safery interventions

Measures to reduce the risk of receiving infected blood through a trans-
fusion, including HIV antibody screening, protocols to avoid unnecessary
blood transfusions, and policies to exclude high-risk donors.

HIV/AIDS care and treatment
Antiretroviral therapy
Combination drug therapy to treat AIDS.

Treatment of opportunistic infections
Treatment of any infection caused by a microorganism that would not nor-
mally cause disease in a healthy individual.

Orphan support

Provision of support to orphans to minimize the impact of AIDS on their
lives; includes school fee support, community support, and support to
extended families.



Access to essential medicine

Interventions to ensure availability, affordability, and appropriate use

Incentives to direct research and development processes toward appropriate med-
icines for developing countries; establishment of national essential medicines lists
(including preventive, curative, and reproductive health commodities, equip-
ment, and supplies); ensuring reliable procurement and distribution systems;
pre-qualifying quality suppliers and procurement and distribution facilities;
monitoring systems to assure drug quality; elimination of user fees for essential
medicines; programs to improve the way drugs are prescribed, dispensed, and
used, including public media campaigns and education of providers.

Health systems

Multiple interventions to strengthen health system

Human resource training and salary enhancement, improving management
capacity, enhancing monitoring and evaluation, strengthening quality control,
strengthening medical information systems, increasing capacity for research and
development, enhancing community demand, and improving infrastructure.

Sexual and reproductive health

(elements of integrated programming not covered under maternal health, child
health, HIV/AIDS programs)

Counseling on contraception and birth spacing

Information and education on benefits and methods of family planning and
birth spacing; appropriate follow-up on method satisfaction, consistent and
correct use of method, and options for appropriate method switching.

Universal access to contraception

Program to ensure universal access to family planning choices, including effec-
tive modern contraceptive methods, and to guarantee reliably available and
affordable supplies and choice among methods.

Age-appropriate sexuality education and services (especially for adolescents)

School and community-based education programs, mass media education
programs, youth-friendly information and service delivery, beneficiary-driven
programming to meet the information and service needs of diverse adolescent
groups (including married adolescents), and programs to educate parents to

improve adolescent reproductive health.

Prevention and treatment of STIs

Programs to detect and treat STTs (such as syphilis, gonorrhea, and chlamydia)
and other reproductive tract infections that can increase the risk of HIV/AIDS
and infertility and affect the choice of appropriate contraceptive methods.



Outreach to men to increase participation and support in reproductive health
Counseling and information services for men to address their reproductive
health needs, support the decisions of their partners, and change gender and
relationship norms to ensure greater gender equality; prevent gender violence
and harmful traditional practices and promote collaborative decision-making;
information and services for reproductive health in the army and police forces,
including efforts to combat gender violence.

Intervention area 5: Investments in gender equality

Investments in gender equality include interventions for sexual and reproduc-
tive health access to property rights and work, security, participation and insti-
tutional reform, and data collection and monitoring.

Sexual and reproductive health

Universal access to SRH information and services and protection of reproductive rights
(Service packages described under health interventions above.)

Legislation and awareness campaigns to protect the rights of individuals and
couples to plan their families; to ensure access to sexual and reproductive
health information and services; to discourage early marriage (at ages posing
health risks), female genital mutilation, and other traditional harmful prac-
tices; and to expand access to safe abortions (where permitted by law) and
review the legal status of abortion in order to improve public health while
respecting national sovereignty, cultural values, and diversity.

Security

Security for girls and women from violence

Legislation and administrative actions to protect women against violence,
promotion of awareness of women’s right to seek redress, protection from
perpetrators of violence (through access to shelters, services, and so on) and

mechanisms to dispense justice to perpetrators.
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A life-cycle approach is useful for understanding connections over time, as health events
at one stage of life influence health outcomes at later periods in the lifespan, and may
also influence the next generation throughout their lifespan.

The DALY is a tool for measuring medical impact. DALYs lost to a disease, injury or
health condition represent the sum of two components: (a) the cumulative number of
years lost as a result of premature death; and (b) the cumulative number of healthy years
of life lost to disability. DALYs are further adjusted for age and the stage of life at which
a disease or disability emerges. The calculation weights healthy life years lost by young
adults more heavily than those lost by children or the elderly, and disabilities that occur
immediately or in the short term more heavily than those occurring many years later
(definition from AGI and UNFPA 2003).

The total fertility rate (TFR) is a synthetic measure: the number of children a woman
would have over her reproductive years if she had as many children in each successive
five-year age cohort as women of those ages are currently having. It approximates life-
time fertility but is subject to biases related to the timing of fertility decline among dif-
ferent age groups.

The replacement level has a fertility rate of 2.1 children per women and indicates the

level of stabilization of a given population.

5> This section is based on INFO 2004

6
7

This section is primarily adapted from the background paper of Greene et al. 2006.
The 10 countries in WHO’s domestic violence study are Bangladesh, Brazil, Ethiopia,
Japan, Namibia, Peru, Samoa, Serbia and Montenegro, Thailand and the United Repub-
lic of Tanzania (WHO 2005c).

For an extended discussion, see Rights and Reforms 2005.

There has been increased attention to life-style issues (e.g., obesity, smoking, alcohol use)
leading to some disease processes. But public health interventions to influence these are

under-funded.

10 A valuable and extended discussion of the implications of recent trends in health systems

can be found in Ravindran and de Pinho 2005.

I Evidence suggests that sex education successfully raises the age of first relations, reduces

the number of partners and increases the use of contraception after initiation (UNAIDS



1997). Such education efforts also often include recommendations for abstinence. Some
suggest that the only appropriate education for the young is in support of abstinence
until marriage. Evidence on ‘abstinence-only’ education suggests that it can raise the
age of sexual initiation (perhaps by six months on average) but leads to lower levels of
protected intercourse after activity begins.

12 This is not to suggest that development of improved contraceptives is not an ongoing
activity. Oral pills, for example, have undergone several generations of improvement that
have lowered required dosages and minimized side effects. Some methods have been
widely available only within the last decade, and research on methods combining con-
traceptive and microbicidal action continues. However, funding for such research and
development has not increased.

13 This discussion relies heavily on Bernstein 2002 and UNFPA 2002b.

Y There is probably a need to re-evaluate the ages of true ‘dependence’.

15 They exempt Southern Africa from their argument because of the devastatingly high
numbers of people there infected with HIV/AIDS.

16 Service providers are more comfortable with and can often better communicate with
clients more similar to them in class background. The relative exclusion of the poor also
involves services provided for fees outside of normal clinic hours — an all too common
occurrence in crowded public systems with inadequate compensation for staff.

17 The nearness to Nairobi markets and the availability of feeder roads and other vital
infrastructure may indicate the special conditions needed for population pressure to
facilitate agricultural progress, rather than indicate a net positive effect of population
growth.

18 This section is adopted from the background paper of Lloyd 2006.

19 This is an underestimate of the difference as some of those no longer in school were in
school at the time they were pregnant.

20'Unmet need for spacing includes pregnant women whose pregnancy was mistimed,
amenorrheic women who are not using family planning and whose last birth was mis-
timed, and fecund women who are neither pregnant nor amenorrheic and who are not
using any method of family planning and say they want to wait two or more years for
their next birth. Also included in unmet need for spacing are fecund women who are not
using any method of family planning and say they are unsure whether they want another
child or who want another child but are unsure when to have the birth, unless they say
it would not be a problem if they discovered they were pregnant in the next few weeks.
Unmet need for limiting refers to pregnant women whose pregnancy was unwanted,
amenorrheic women whose last child was unwanted, and fecund women who are neither
pregnant nor amenorrheic and who are not using any method of family planning and
who want no more children. Excluded from the unmet need category are pregnant and
amenorrheic women who became pregnant while using a method (these women are in
need of a better method of contraception) (DHS definition).

I The two thirds/one third allocation in the Programme of Action (UN 1994, para. 13.16)
was tentative and resulted from a combination of analyses and political considerations.
Some very large programs (e.g., China and India) are substantially funded from domes-
tic resources, and private sector (out-of-pocket) expenditures for health are important
in many countries. It was explicitly stated in that paragraph that the poorest countries/
regions would require a substantial share of the resources to come from external sources
on a grant or concessional basis.

22 A reason for the difficulty in measuring resource flow to population assistance can be
found in the fact that many donors have moved from project to sectoral support, which



makes it more difficult to track resources. Another reason is incomplete reporting due to
lack of staff, funding and proper reporting systems.

23 The nine countries that in 2002 gave more than 4 percent of ODA in population assis-
tance are Belgium, Canada, Denmark, Finland, Luxembourg, the Netherlands, Norway,
Switzerland and the United States.

24 As noted in Section 2, the United States places conditions on the use of its population
assistance that can constrain national program priorities.

% This is widely believed to have been a crucial factor in the substantial progress against
maternal mortality made in Sri Lanka and some states in South India in the early 1950s.
Such political pressure was also legitimized by high level policy commitments on equity
and inequality reduction.

26 This section is adapted from Mitchell et al. 2006.

7 The discussion here provides context and guidance on the components of intervention
strategies recommended in the UN Millennium Project’s documentation of recom-
mended interventions in SRH (UN Millennium Project 2005a).

28 These include misinformation about the actual high efficacy of latex condoms in pre-
venting the transmission of STTs, including HIV/AIDS.

2 The Spectrum software is available at the Futures Group’s homepage at http://www.
futuresgroup.com/Resources.cfm?area=2a&get=Spectrum

30 The Reproductive Health Costing model of the UN Millennium Project is available at
the Project’s homepage at http://www.unmillenniumproject.org/policy/needs03.htm.

31 The Manual to the Country Commodity Manager (CCM) is available at UNFPA’s
homepage at http://www.unfpa.org/publications/detail.cfm?ID =189 &filterListType=1

32 The PipeLine software is available at USAID’s homepage at http://deliver.jsi.com/2002/
Software/index.cfm (under “Tools’ in the ‘Resources’ menu).

3 This condition means that it is performed by qualified medical personnel in a properly
equipped facility (WHO 2003).

34 Earlier sections of this report discussing unmet need for family planning among young
people use data often restricted to married women only. Young people can be subject to
risks and have information and service needs regardless of their marital status.

3 Ministries of Youth and Sports largely address recreational concerns. Education minis-
tries and Labor ministries cover areas of priority to adolescents, but sector organizations
do not promote an integrated approach to young people. Health ministries are rarely
oriented to adolescent needs.

36 This section adapted from Greene et al. 2006.

3 MAQ (Maximizing Access and Quality of Care) is designed to promote quality services
and remove barriers that can discourage clients from using services. The guidelines for
clinical procedures in family planning look into adequate utilities, space, furniture and
equipment, and provide regulations for commodities. COPE (Client-Oriented Provider-
Efficient) is designed to help agencies and clinics determine how well their efforts to
improve quality are working and to identify areas for improvement (USAID’s homep-
age: www.usaid.gov).

3Elements include basic drugs, commodity and equipment costs, personnel requirements,
basic overhead and supplementary investments for strengthening.

3 The estimates at the ICPD (see section 3) were restricted to four preventive service inter-
ventions. The new methodology recognizes that 12 of the 19 prevention interventions
currently recommended are substantially SRH interventions (UNAIDS 2005b).

40 The current medium variant projection does not yet reach the lower fertility projected
in the 1993 unmet need estimate, though the difference is now small. The 1993 unmet
need projection has been slightly more accurate over the past decade than the 1992



medium variant has proven to be in most of the regions. The current unmet needs pro-
jection also implies lower fertility by 2015 (e.g., by 0.1 children in Western Africa with
a medium variant at 4.8; 0.3 children in Southern Africa, medium variant 2.2; 0.4 chil-
dren in Eastern Africa, medium variant 4.6; and 0.5 children in Middle Africa, medium
variant 6.1).

41 Derived from the needs to provide services to those now with unmet need for family
planning by the end of the time period, without adjustments for increases in demand.

42 These outlays were included (implicitly) in the regional cost per contraceptive acceptor
that was the basis of the earlier methodology.



AbouZahr, C. 2003. “Global Burden of Maternal Death and Disability”, British
Medical Bulletin, Vol. 67, No.1, pp. 1-11.

AbouZahr, C. and J.P. Vaughan. 2000. "Assessing the burden of sexual and
reproductive ill health: questions regarding the use of disability-adjusted
life years”, Bulletin of the World Health Organization, Vol. 78, No. 5, pp.
655—660.

AbouZahr, C. and E. Ahman. 1998. “Unsafe Abortion and Ectopic Pregnancy”,
in Health Dimensions of Sex and Reproduction: the global burden of sexu-
ally transmitted diseases, HIV, maternal conditions, perinatal disorders, and
congenital anomalies, edited by C. Murray and A.D. Lopez. Cambridge,
MA: Harvard University Press

AbouZahr, C. and T. Wardlaw. 2002. Antenatal Care in Developing Countries;
Promises, Achievements, and Missed Opportunities. An Analysis in Trends,
Levels, and Differentials, 1990-2001. WHO and UNICEF.

AGIL. 2002. “Family Planning Can Reduce High Infant Mortality Levels”, Issues
in Brief, 2002 Series, No. 2. New York and Washington, DC: The Alan
Guttmacher Institute. heep://www.guttmacher.org/pubs/ib_2-02.pdf

AGI. 2003a. “Emergency Contraception: Improving Access”, Issues in Brief,
2003 Series, No 3. New York and Washington, DC: Alan Guttmacher
Institute. heep://www.agi-usa.org/pubs/ib_3-03.pdf

AGIL. 2003b. A, B and C in Uganda: Roles of Abstinence, Monogamy and Condom
Use in HIV Decline. New York and Washington, DC: The Alan Guttm-
acher Institute.

AGIL. 2004. Risk and Protection. New York and Washington, DC: The Alan
Guttmacher Institute.



AGI and UNFPA. 2003. Adding it up. The Benefits of Investing in Sexual and
Reproductive Heath Care. New York: The Alan Guttmacher Institute and
UNEPA.

Allen, L.H. 2000. “Anemia and iron deficiency: effects on pregnancy outcome”,
in American Journal of Clinical Nutrition, Vol. 71, Supplement, pp. 1280—
1284.

Amuyunzu-Nyamongo, M., A.E. Biddlecom, C. Ouedraogo and V. Woog.
2005. Qualitative Evidence on Adolescents’ Views of Sexual and Reproduc-
tive Health in Sub-Saharan Africa. Occasional Report No. 16. New York
and Washington, DC: The Alan Guttmacher Institute.

Askew, 1. and M. Berer. 2003. “The Contribution of Sexual and Reproductive
Health Services to the Fight against HIV/AIDS: A Review”, in Reproduc-
tive Health Matters, November, Vol. 11, No. 22, pp. 51-73.

Berer, M. 2003. “Traditional Birth Attendants in Developing Countries Can-
not Be Expected to Carry Out HIV/AIDS Prevention and Treatment
Activities”, in Reproductive Health Matters, November, Vol. 11, No 22,
pp- 36-39.

Berer, M. 2004. “National Laws and Unsafe Abortion: The Parameters of
Change”, in Reproductive Health Matters, November, Vol. 12, No 24, pp.
1-8.

Bernstein, S. 2002. “Population and Poverty: Some Perspectives on Asia and
the Pacific”, in Asia-Pacific Population Journal, December, Vol. 17, No.
4. UNESCAP

Bertrand, ].T. and G. Escudero. 2002. Compendium of Indicators for Evaluar-
ing Reproductive Health Programs. MEASURE Evaluation Manual Series,
No. 6, August, Volumes 1 and 2.

Birdsall, N., A.C. Kelley and SW. Sinding. 2001. Population Matters: Demo-
graphic Change, Economic Growth, and Poverty in the Developing World.
Oxford: Oxford University Press.

Boserup, E. 1987. “Agricultural Growth and Population Change”, in J. Eatwell
and M. Milgate, eds., The New Palgrave: A Dictionary of Economics. New
York: Stockton Press

Bongaarts, J. 2002. “The end of the fertility transition in the developing world”,
in Completing the Fertility Transition. New York: United Nations, Depart-
ment of Economic and Social Affairs, Population Division. http://www.
un.org/esa/population/publications/completingfertility/completingfertil-
ity.htm

Bongaarts, J. 2005. The Causes of Stalling Fertility Transitions. Working paper
No. 204. New York: Policy Research Division, Population Council.
http://www.popcouncil.org/pdfs/wp/204.pdf

Bongaarts, J. and J. Bruce. 1995. “The Causes of Unmet Need for Contracep-
tion and the Social Content of Services”, in Studies in Family Planning,
March/April, Vol. 26, No. 2, pp 57-75.



Brabin, B.J., M. Hakim and Pelletier, D. 2001. “An Analysis of Anemia and
Pregnancy-Related Maternal Mortality”, in American Society for Nutri-
tional Sciences, Vol.131, No.2, pp. 604-615.

Bruce, J. 1990. “Fundamental Elements of the Quality of Care: A Simple Frame-
work”, in Studies in Family Planning, March/April, Vol. 21, No. 2, pp.
61-91.

Bruce, J. and E. Chong. 2006. [nvesting in the Diverse Universe of Adolescents:
A Note on Research, Program and Policy Priorities. Background paper pre-
pared for the United Nations Millennium Project. www.unmillennium-
project.org.

Casterline, J.B. and R. Roushdy. 2005. Replacement-Level Fertility in Egypt:
Obstacles and Facilitating Factors. Paper for presentation in the session
entitled “Prospects for Below Replacement Fertility” at the IUSSP Inter-
national Population Conference, Tours, France, 18-23 July 2005. heep://
iussp2005.princeton.edu/download.aspx?submissionld=51476

Casterline, J.B. and SW. Sinding. 2000. “Unmet Need for Family Planning in
Developing Countries and Implications for Population Policy”, in Popu-
lation and Development Review, December, Vol. 26, No. 4, pp. 691-723.

Catalyst Consortium. 2004a. Optimal Birth Spacing. Catalyst Consortium and
USAID.

Catalyst Consortium. 2004b. Perspectives on Birth Spacing in Five Countries:
Bolivia, Egypt, India, Pakistan and Peru. Catalyst Consortium and
USAID.

CDC. 2005. Global AIDS Program (GAP). Center for Disease Control and Pre-
vention. http://www.cdc.gov/nchstp/od/gap/

Cincotta, R.P. and R. Engelman. 2000. Nazure’s Place. Human Population and
the Future Biological Diversity. Washington, DC: Population Action
International.

Cleland, J. and S. Sinding. 2005. “What would Malhus say about AIDS in
Africa?”, in The Lancet, Vol. 366, pp. 1899-1901.

Commission on Human Rights. 2004. The right of everyone to the enjoyment of
the highest attainable standard of physical and mental health. Resolution:
2004/27. Office of the High Commissioner for Human Rights.

Conde-Agudelo, A, and J.M. Belizdn. 2000. “Maternal morbidity and mortality
associated with interpregnancy interval: cross sectional study”, in BMJ
(British Medical Journal), Vol. 321, No. 7271, November, pp. 1255-1259.

Crane, B. and C.E. Hord Smith. 2006. Safe Abortion: An Essential Strategy for
Achieving the Millennium Development Goals to Improve Maternal Health,
Promote Gender Equality, and Reduce Poverty. IPAS. Background paper
prepared for the United Nations Millennium Project.

Danguilan, M.JJUNIFEM. 2005 Policy Advocacy: Integrating MDG5 in PRSP.
13 December, Draft.



Debpuur, C., J.E. Phillips, E.F. Jackson, A. Nazzar, P. Ngom and F.N. Binka.
2002. “The impact of the Navrongo project on contraceptive knowledge
and use, reproductive preferences, and fertility”, in Studies in Family Plan-
ning, Vol. 33, No 2, pp. 141-164.

Dikhanov, Y. 2005. Trends in Global Income Distribution, 1970-2000, and Sce-
narios for 2015. Occasional Paper, Human Development Report 2005.
New York: Human Development Report Office, UNDP.

DFID. Monitoring Sexual and Reproductive Health Programmes. London: DFID,
Resource Centre for Sexual and Reproductive Health and John Snow
International. heep://www.jsieurope.org/issues.html

Eastwood, R. and M. Lipton. 2001. “Demographic Transition and Poverty:
Effects via Economic Growth, Distribution, and Conversion”, in Popula-
tion Matters: Demographic Change, Economic Growth, and Poverty in the
Developing World, edited by N. Birdsall, A.C. Kelley and S:W. Sinding.
Oxford: Oxford University Press.

Eberstadt, N. 2002. "Population sense and nonsense”, in 7he Weekly Standard
(Features 8), 16 September.

Elondou-Enyegue, P.M. 20006. Integrating Teen Fertility and Gender Equity Pro-
grams. Background paper prepared for the United Nations Millennium
Project. www.unmillenniumproject.org.

Engelman, R., R.P. Cincotta, B. Dye, T. Gardner-Outlaw and J. Wisnewski.
2000. People in the Balance. Population and Natural Resources at the Turn
of the Millennium. Washington, DC: Population Action International.

FHI. 2005. Women’s Voices. Women's Lives: The Impact of Family Planning. Fam-
ily Health International. htep://www.fhi.org/NR/Shared/enFHI/Prine-
erFriendly.asp

FHI and USAID. 2001. Sexually Transmitted Infections. A Strategic Framework.
June. Arlington, VA: Family Health International.

Fortney, J.A. 2001. “Emergency obstetric care: the keystone in the arch of safe
motherhood”, in International Journal of Gynecology and Obstetrics. Vol.
74, pp. 95-97.

Greene, M. and T. Merrick. 2005. Poverty Reduction: Does Reproductive Health
Matter. World Bank. Health, Nutrition and Population (HNP) Discus-
sion Paper. July. Washington DC: The World Bank

Greene, M., M. Mehta, J. Pulerwitz, D. Wulf, A. Bankole and S. Singh. 2006.
Involving Men in Reproductive Health: Contributions to Development.
Background paper prepared for the United Nations Millennium Project.
www.unmillenniumproject.org.

Haberland, N., E.L. Chong and H.J. Bracken. 2004. A world apart: The dis-
advantage and social isolation of married adolescent girls. Brief based on
background paper for the WHO/UNFPA/Population Council Technical
Consultation on Married Adolescent. New York: Population Council.



Hare, L., C. Hart, S. Scribner, C. Shepherd, T. Pandit (ed.) and A. Bornbusch
(ed.). 2004. SPARHCS: Strategic Pathway to Reproductive Health Com-
modity Security. A Tool for Assessment, Planning, and Implementation. Bal-
timore, MD: Information and Knowledge for Optimal Health (INFO)
Project/Center for Communication Programs, Johns Hopkins Bloom-
berg School of Public Health.

Hock-Long, L., R. Herceg-Baron, A.M. Cassidy and P.G. Whittaker. 2003.
“Access to Adolescent Reproductive Health Services: Financial and Struc-
tural Barriers to Care”, in Perspectives on Sexual and Reproductive Health,
May/June. Vol. 35, No. 3.

Hoodfar, H. and S. Assadpour. 2000. “The Politics of Population Policy in the
Islamic Republic of Iran”, in Studies in Family Planning, March, Vol. 31,
No 1.

Horstman R. et al. 2002. Monitoring and Fvaluation of Sexual and Reproductive
Health Interventions: A Manual for the EC/UNFPA Initiative for Reproduc-
tive Health in Asia. London School of Hygiene and Tropical Medicine/
Netherlands Interdisciplinary Demographic Institute.

IASC. 2003. Guidelines for HIVIAIDS Interventions in Emergency Settings.
Geneva: Inter-Agency Standing Committee.

IASC. 2005. Guidelines for Gender-Based Violence Interventions in Humanitarian
Settings: Focusing on Prevention of and Response to Sexual Violence in Emer-
gencies (Field Test Version). Geneva: Inter-Agency Standing Committee.

Iliff, P., E. Piwoz, N. Tavengwa, C. Zunguza, E. Marinda, K. Nathoo, L.
Moulton, B. Ward, the ZVITAMBO study group and J. Humphrey.
2005. “Eatly exclusive breastfeeding reduces the risk of postnatal HIV-1
transmission and increases HIV-free survival”, in AZDS, 29 April, Vol. 19,
No. 7, pp. 699-708.

INFO. 2004. “Men’s Surveys: New findings”, in Population Reports, Series M,
Number 18, Vol. XXXII, No 2, Spring. Baltimore: INFO Project, Center
for Communication Programs, The John Hopkins Bloomberg School of
Public Health.

International Organisation for Migration. 2004. The Millennium Development
Goals (MDGS) and Migration. Seminar on the Relevance of Population
Aspects for the Achievement of the Millennium Development Goals.
New York: Population Division.

IPPE. 2004. Medical and Service Delivery Guidelines for Sexual and Reproductive
Health Services. Third edition. UK: International Planned Parenthood
International. http://content.ippf.org/output/ ORG/files/5950.pdf

IPPE/WHR. 1998. Client Satisfaction Survey for Improved Family Planning Ser-
vices. New York: International Planned Parenthood Federation/Western
Hemisphere Region.



IPPF/WHR. 2000. Manual for Evaluating Quality of Care from a Gender Per-
spective. New York: International Planned Parenthood Federation/West-
ern Hemisphere Region.

Jain, A. 1999. “Should Eliminating Unmet Need for Contraception Continue to
Be a Program Priority?”, in International Family Planning Perspectives, 25
(Supplement), pp. $39—-543 and S49.

Jansen, W.H. 2005. “Existing demand for birth spacing in developing coun-
tries: perspectives from household survey data”, in International Journal of
Gynecology and Obstetrics, April, 89, Supplement 1, pp. S50-S60.

Jensen, R. 2003. Studies on the Status, Rights and Well-being of Women in the
Developing World. Research Paper. Women and Public Policy Program.
John F. Kennedy School of Government. Cambridge, MA: Harvard Uni-
versity.

Jones, G, RW. Steketee, R.E. Black, Z.A. Bhutta, S.S. Morris and Bellagio Child
Survival Study Group. 2003. “How many child deaths can we prevent
this year?”, in The Lancet. Vol, 362, 5 July, Child Survival IL.

Kelley, A.C. 1996. “The Consequences of Rapid Population Growth on Human
Resource Development: The Case of Education”, in The Impact of Popula-
tion Growth on Well-being in Developing Countries, edited by D.A. Ahl-
burg, A.C. Kelley and K. Oppenheim Mason. Berlin: Spinger.

Koenig. M.A. 2003. The Impact of Quality of Care on Contraceptive Use: Evi-
dence from Longitudinal Data from Rural Bangladesh. September. Balti-
more: Department of Population and Family Health Sciences, Bloom-
berg School of Public Health, The John Hopkins University. Accessible at
website:  www.popcouncil.org/pdfs/frontiers/FR _FinalReports/Bangla-
desh_QOC.pdf

Lam, D. and L. Marteleto. 2002. Small Families and Large Cohoris: The Impact of
the Demaographic Transition on Schooling in Brazil. PSC Research Report,
No. 02-519. Population Studies Center at the Institute for Social Research,
University of Michigan.

Levine, R. and the What Works Working Group. 2004. Millions Saved: Proven Suc-
cesses in Global Health. Washington, DC: Center for Global Development.

Lloyd, C.B. 1994. “Investing in the next generation: The implications of high
fertility at the level of the family”, in Policy Research Division Working
Paper. No. 63. New York: Population Council.

Lloyd, C.B. 2006. Schooling and Adolescent Reproductive Behavior in Developing
Countries. Background paper prepared for the United Nations Millen-
nium Project. www.unmillenniumproject.org.

Lloyd, C. B. and S. Ivanov. 1988. “The effects of improved child survival on
family planning practice and fertility”, in Studies in Family Planning,
May-June, Vol. 19, No. 3, pp. 141-61.

Mathur, S., M. Green and A. Malhotra. 2003. 00 Young to Wed: The Lives,
Rights, and Health of Young Married Girls. International Center



for Rescarch on Women (ICRW). www.icrw.org/photoessay/pdfs/
tooyoungtowed_1003.pdf

McKay, H.E., K.O. Rogo and D.B. Dixon. 2001. “FIGO society survey: accep-
tance and use of new ethical guidelines regarding induced abortion for
non-medical reasons”, in International Journal of Gynecology and Obstet-
rics, Vol. 75, pp. 327-336.

Mensch, B. and S. Singh. 2003. Trends in the Timing of Marriage among Men and
Women in the Developing World. Draft paper.

Mitchell, M., S. Mayhew and I. Haivas. 2006. Integration Revisited. Back-
ground paper prepared for the United Nations Millennium Project.
www.unmillenniumproject.org.

Montgomery, M.R. 2004. The Place of the Urban Poor in the Cairo Programme of
Action and the Millennium Development Goals. Seminar on the Relevance
of Population Aspects for the Achievement of the Millennium Develop-
ment Goals. New York: Population Division.

Montgomery, M.R., M. Arends-Kuenning and C. Mete. 1999. “The quantity-
quality transition in Asia”, Policy Research Division Working Paper, No.
123. New York: Population Council. http://www.popcouncil.org/pdfs/
wp/123.pdf

Montgomery, M.R., R. Stren, B. Cohen and H.E. Reed (ed.). 2003. Cities Trans-
formed: Demographic Change and Irs Implication in the Developing World.
Committee on Population, National Research Council of the National
Academies. Washington: The National Academy Press.

Morrow, A.L., M. Lourdes Guerrero, J. Shults, J.J. Calva, C. Lutter and J. Bravo.
1999. “Efficacy of home-based peer counseling to promote exclusive
breastfeeding: a randomized controlled trial”, in The Lancet, 10 April,
Vol. 353.

Murray, C.C and A.D. Lopez. 1998. Health Dimensions of Sex and Reproduction:
the Global Burden of Sexually Transmitted Diseases, HIV, Maternal Con-
ditions, Perinatal Disorders and Congenital Anomalies. Cambridge, MA:
Harvard University Press.

National Research Council and Institute of Medicine. 2005. Growing Up Global:
The Changing Transitions to Adulthood in Developing Countries, edited by
C.B. Lloyd. Panel on Transition to Adulthood in Developing Countries.
Committee on Population and Board on Children, Youth, and Fami-
lies. Division of Behavioral Change and Social Sciences and Education.
Woashington DC: National Academies Press.

Oppenheim Mason, K. 1994. Conceptualizing and measuring women’s status.
Paper presented at Population Association of America Meeting, Miami,
Florida, 5-8 May 1994.

Paes de Barros, R., S. Firpo, R.G. Barreto and P.G. Leite. 2001. “Demographic
Changes and Poverty in Brazil”, in Population Matters: Demographic
Change, Economic Growth, and Poverty in the Developing World, edited by



N. Birdsall, A.C. Kelley and S:W. Sinding. 2001. Oxford: Oxford Uni-
versity Press.

Phillips, J.F, A.A. Bawah and E.N. Binka. 2005. Accelerating Reproductive and
Child Health Program Development: The Navrongo Initiative in Ghana.
Working Paper No. 208. New York: Policy Research Division, Popula-
tion Council. hetp://www.popcouncil.org/pdfs/wp/208.pdf

Planned Parenthood Federation of America, Inc. 2004. “The Difference between
Emergency Contraceptive Pills and Medication Abortion”, Fact Sheet,
November. http://www.plannedparenthood.org/pp2/portal/files/portal/
medicalinfo/ec/fact-contraception-abortion.pdf

Population Action International. 2003. The Security Demographic. Population
and civil conflict after the Cold War. Washington, DC: Population Action
International

Population Action International. 2004. Progress and Promises. Trends in Inter-
national Assistance for Reproductive Health and Population. Washington,
DC: Population Action International.

Population Action International. 2005. Are Nations Meeting Commitments to
Fund Reproductive Health? Fact Sheet No. 9. Washington, DC: Popula-
tion Action International. http://www.populationaction.org/resources/
factsheets/FS9_2005_FINAL.pdf

Rainey, L., S. Joyce and J.W. Townsend. 2003. “Improving the Quality of Care
of Reproductive Health Services: How much does it cost?”, in New Per-
spectives on Quality of Care, No. 5. Population Council and the Popula-
tion Reference Bureau. Accessible at www.popcouncil.org

Ravindran, T.K.S and H. de Pinho (eds.). 2005. The Right Reforms? Health sector
reforms and sexual and reproductive health. South Africa: Women’s Health
Project, School of Public Health, University of the Witwatersrand.

RBM. 2002. Malaria in pregnancy. RBM Infosheet 4. March. Geneva: Roll Back
Malaria.

Rights and Reforms. 2005. “Priority setting in the context of health sector
reforms: Implications for sexual and reproductive health services”, Policy
Brief; July. http://www.wits.ac.za/whp/rightsandreforms/docs/RRpolicy-
Priori.pdf

Ross, J. and W.P. Mauldin. 1996. “Family planning programs: Efforts and
results, 1972-94”, in Studies in Family Planning, Vol. 27, No. 3, pp. 137-
147;

Ross, J. and W.P. Mauldin. 1997. Measuring the strength of family planning pro-
grams. IUSSP/EVALUATION Seminar on Methods for the Evaluation
of Family Planning Program Impact, Jaco, Costa Rica, 14-16 May.

Ross, J. and J. Stover. 2001. “The family planning program effort index: 1999
cycle”, in International Family Planning Perspectives, Vol. 27, No. 3, pp.
119-129.



Ross, J. and W.L. Winfrey. 2001. "Contraceptive use, intention to use and unmet
need during the extended post-partum period”, in International Family
Planning Perspectives. Vol. 27, No. 1, pp. 20-27.

Ross, J., J. Stover and D. Adelaja. (Submitted for publication). Family Planning
Programs in 2004: Efforts, Justifications, Influences and Special Populations
of Interest.

Ross, J., J. Stover and D. Adelaja. 2005 (2nd edition). Profiles for Family Plan-
ning and Reproductive Health Programs. 116 countries. Newington, CT:
Futures Group.

Roudi-Fahimi, F. 2002. lran’s Family Planning Programme: Responding to a
Nation’s Needs. Policy Brief. Washington, DC: Population Reference
Bureau.

Rutstein, S.0. 2005. “Effects of Preceding Birth Intervals on Neonatal, Infant,
and Under-five Years Mortality and Nutritional Status in Developing
Countries: Evidence from the Demographic and Health Surveys,” in
International Journal of Gynecology and Obstetrics. Vol. 89, pp. S7-S24.

Selezer, J, 2002. International Family Planning Programs: Criticisms and Responses.
RAND.

Shachua, C. and M. Ravallion. 2004. How have the world’s poorest fared since
the early 1980s? Washington DC: Development Research Group, World
Bank.

Shiffman, J. 2004. “Political Management in the Indonesian Family Planning
Program”, in International Family Planning Perspectives, March, Vol. 30,
No 1.

Simmons, R. 1996. “Women’s Lives in Transition: A Qualitative Analysis of the
Fertility Decline in Bangladesh”, in Studies in Family Planning. Vol. 27,
No. 5, pp. 251-268.

Singh, S. and R. Samara. 1996. “Early Marriage Among Women in Developing
Countries”, in International Family Planning Perspectives, Vol. 22, pp.148-
157.

Stover, J., L. Dougherty and M. Hamilton. 2005. Are cost savings incurred by
offering family planning services at Emergency Plan HIVIAIDS care and
treatment facilities? The Futures Group Discussion Papers. Prepared by
the POLICY Project, December.

Stover, J., N. Fuchs, D. Halperin, A. Gibbons and D. Gillespie. 2003. Costs and
Benefits of Adding Family Planning to Services to Prevent Mother-to-Child
Transmission of HIV (PMTCT): How Family Planning can Increase the
Benefits of PMTCT by saving lives and reducing the number of orphans. July.
Futures Group, USAID, and David and Lucile Packard Foundation.

Stronger Voice for Reproductive Health. 2005. Country Programmes. heep://
www.unfpa.org/stronger_voices/countries.htm.  Accessed online 6

December 2005.



UN. 1989. Convention on the Rights of the Child. General Assembly resolution 44/25
of 20 November 1989. United Nations.

UN. 1994. Programme of Action. Adopted at the International Conference on
Population and Development, Cairo, 5-13 September 1994.

UN. 1999. Key Actions for the Further Implementation of the Programme of Action
of the International Conference on Population and Development. Adopted
by the twenty-first special session of the General Assembly, New York, 30
June-2 July, 1999.

UN. 2002. World Urbanization Prospect. The 2001 Revision. New York: Popula-
tion Division, United Nations.

UN. 2004. “The right of everyone to the enjoyment of the highest attainable
standard of physical and mental health: Note by the Secretary-General”.
Resolution A/59/422. 8 October. New York: United Nations.

UN. 2005a. Seminar on the Relevance of Population Aspects for the Achievement
of the Millennium Development Goals. New York, 17-19 November 2004.
SAW/P/WP.192. Department of Economic and Social Affairs. Popula-
tion Division.

UN. 2005b. 2005 World Summitr Outcome. New York: United Nations.

UN. 2005c. [n Larger Freedom: towards development, security and human rights
for all. Report of the Secretary-General. A/59/2005. New York: United
Nations. http://www.un.org/largerfreedom/contents.htm

UN. 2005d. Flow of financial resources for assisting in the implementation of the
Programme of Action of the International Conference on Population and
Development. Report of the Secretary-General. Commission on Popu-
lation and Development, Thirty-cighth session, 4-8 April. New York:
United Nations.

UN DESA. 2001. World Population Monitoring 2001. New York: United

Nations.

UN DESA. 2004. World Population Monitoring 2002. New York: United
Nations.

UN DESA. 2005. World Population Monitoring 2003. New York: United
Nations.

UN Millennium Project. 2004. Millennium Development Goals Needs Assess-
ments: Country Case Studies of Bangladesh, Cambodia, Ghana, Tanzania
and Uganda. Working Paper. New York: UN Millennium Project.

UN Millennium Project. 2005a. Investing in Development: A Practical Plan to
Achieve the Millennium Development Goals. London: Earthscan.

UN Millennium Project. 2005b. Who's got the power? Transforming health sys-
tems for women and children. Task Force on Child Health and Maternal
Health. London: Earthscan.

UN Millennium Project. 2005¢c. Coming to grips with malaria in the new mil-
lennium. Task Force on HIV/AIDS, Malaria, TB and Access to Essential
Medicines. London: Earthscan.



UN Millennium Project. 2005d. Taking action: achieving gender equality and
empowering women. Task Force on Education and Gender Equality. Lon-
don: Earthscan.

UN Millennium Project. 2005e. Environment and human well-being: a practical
strategy. Task Force on Environmental Sustainability. London: Earths-
can.

UN Millennium Project. 2005f. A home in the city. Task Force on Improving the
Lives of Slum Dwellers. London: Earthscan.

UN Millennium Project. 2005g. Halving hunger: it can be done. Task Force on
Hunger. London: Earthscan.

UN Millennium Project. 2005h. Toward universal primary education: invest-
ments, incentives, and institutions. Task Force on Education and Gender
Equality. London: Earthscan.

UN Millennium Project. 2005i. Combating AIDS in the developing world. Task
Force on HIV/AIDS, Malaria, TB and Access to Essential Medicines.
London: Earthscan.

UN Millennium Project. 2005j. Prescription for healthy development: increas-
ing access to medicines. Task Force on HIV/AIDS and Access to Essential
Medicines. London: Earthscan.

UN Millennium Project 2005k. Preparing National Strategies to Achieve the Mil-
lennium Development Goals: A Handbook. New York: UNDDP.

UN Population Division. 2002a. Fertility Levels and Trends in Countries with
Intermediate Levels of Fertility. New York: Department of Economic and
Social Affairs, United Nations Secretariat.

UN Population Division. 2002b. Abortion Policies: A Global Review. New York:
Department of Economic and Social Affairs, United Nations Secretar-
iat.

UN Population Division. 2004. World Population Monitoring 2002. Reproductive
Rights and Reproductive Health. New York: Department of Economic and
Social Affairs, Population Division, United Nations Secretariat. http://
www.un.org/esa/population/publications/2003monitoring/ WorldPop-
Monitoring_2002.pdf

UN Population Division. 2005a. Population Challenges and Development Goals.
New York: Department of Economic and Social Affairs, Population Divi-
sion, United Nations Secretariat.

UN Population Division. 2005b. World Populations Prospects. The 2004 Revi-
sion. Highlights. New York: Department of Economic and Social Affairs,
Population Division, United Nations Secretariat. http://www.un.org/esa/
population/publications/\WPP2004/wpp2004.htm

UN Population Division. 2005¢c. World Population Prospects. The 2004 Revi-
sion Population Database. Department of Economic and Social Affairs,
Population Division, United Nations Secretariat. http://esa.un.org/unpp/
index.asp?panel=1



UNAIDS. 1997. Impact of HIV and sexual health education on the sexual behav-
tour of young people: a review update. Geneva: UNAIDS.

UNAIDS. 2002. Report on the global HIVIAIDS epidemic 2002. Geneva:
UNAIDS.

UNAIDS. 2004. AIDS Epidemic Update 2004. Geneva: UNAIDS.

UNAIDS. 2005a. AIDS Epidemic Update 2005. Geneva: UNAIDS.

UNAIDS. 2005b. Resource Needs for an Expanded Response to AIDS in Low and Mid-
dle Income Countries. Presented at the 17th Programme Coordination Board
Meeting, 27-29 June. Geneva: UNAIDS. hetp://www.unaids.org/html/pub/
publications/irc-pub06/resourcencedsreport_24jun05_en_pdf.pdf

UNAIDS. 2005c. UNAIDS Policy Position Paper: Intensifying HIV Prevention.
Draft. 26 April 2005.

UNAIDS, UNFPA and UNIFEM. 2004. Women and HIVIAIDS: Confronting
the Crisis. New York and Geneva: UNAIDS, UNFPA and UNIFEM.

UNAIDS, UNFPA, IPPF and AGI. 2004. “The Role of Reproductive Health
Providers in Preventing HIV”, in Isues in Brief. The Alan Gutum-
acher Institute and UNAIDS. http://www.unfpa.org/upload/lib_pub_
file/338_filename_ISB%20UNAIDS-integration.pdf

UNDP. 2001. 2001 Human Development Indicators Report. New York: Oxford
University Press.

UNDP. 2003. Human Development Report 2003. Millennium Development
Goals: A compact among nations to end human poverty. New York: Oxford
University Press.

UNFPA. 1998. Indicarors for Population and Reproductive Health. New York:
UNFPA.

UNFPA. 2001. State of World Population 2001. Footprints and Milestones: Popu-
lation and Environmental Change. New York: UNFPA.

UNFPA. 2002a. Financial Resource Flows for Population Activities in 2002. New
York: UNFPA.

UNFPA. 2002b. State of World Population 2002. People, poverty and possibilities.
New York: UNFPA.

UNFPA. 2003. State of World Population 2003. Making 1 billion count: investing
in adolescents’ health and rights. New York: UNFPA.

UNFPA. 2004a. Gender-Responsive Programming for Poverty Reduction. Techni-
cal Paper. Addis Ababa: UNFPA Technical Services Team.

UNFPA. 2004b. State of World Population 2004. The Cairo Consensus at Ten:
Population, Reproductive Health and the Global Effort to End Poverty. New
York: UNDPFA.

UNFPA. 2004c. Culture Matters. Working with Community and Faith-based
Organizations: Case Studies from Country Programmes. New York:
UNFPA.

UNFPA. 2004d. Working from Within. Culturally Sensitive Approaches in
UNFPA Programming. New York: UNFPA.



UNFPA. 2004e¢. Investing in People. National Progress in Implementing the ICPD
Programme of Action 1994-2004. New York: UNFPA. http://www.unfpa.
org/upload/lib_pub_file/284_filename_globalsurvey.pdf

UNFPA. 2004f. The Glion Call to Action on Family Planning and HIVIAIDS
in Women and Children, 3-5 May. http://www.unfpa.org/publications/
detail.cfm?ID =199 &filterListType=1

UNFPA. 2005a. Providing Emergency Obstetric Care to All in Need. Accessed
online 8 September 2005. http://www.unfpa.org/mothers/obstetric.htm

UNFPA. 2005b. UNFPA Global Population Policy Update 54. New York: UNFPA.
heep://www.unfpa.org/parliamentarians/news/newsletters/issue54.htm

UNEPA. 2005c. State of World Population 2005. The Promise of Equality. Gender
Equity, Reproductive Health and the Millennium Development Goals. New
York: UNFPA.

UNFPA. 2005d. The Case for Investing in Young People as part of a National Pov-
erty Reduction Strategy. New York: UNFPA.

UNEFPA. 2005e. Contraceptives, Drugs, and Other Medical Supplies Needed for
ICPD Reproductive Health Goals. New York: UNFPA.

UNFPA. 2005f. Financing the ICPD Programme of Action: Data for 2003. Esti-
mates for 2004/2005. New York: UNFPA

UNFPA. 2006a. Population Issues: Supporting Adolescents and Youth. Reaching
Out to Diverse Populations: Case Studies. Accessed online 14 January
2006. http://www.unfpa.org/adolescents/outreach.hem#top

UNEPA. 2006b. Population Issues: Promoting Gender Equality: Involving Men:
UNFPA in Action — Case Study. Accessed online 14 December 2006.
http://www.unfpa.org/gender/men.htm

UNFPA (forthcoming). Achieving the ICPD Goals: Reproductive Health Com-
modity Requirements 2000-2015. New York: UNFPA

UNFPA and EngenderHealth. 2003. Obstetric Fistula. Needs Assessment Report:
Findings from Nine African Countries. US: Kay Printing.

UNFPA and IPPE. 2004. Integrating HIV Voluntary Counselling and Iesting ser-
vice into Reproductive Health Settings. IPPF South Asia Regional Office
and UNEFPA.  http://www.unfpa.org/upload/lib_pub_file/245_file-
name_hiv_publication.pdf

UNFPA and UNAIDS. 2004. The New York Call to Commitment: Linking HIV/
AIDS and Sexual and Reproductive Health, 7 June. http://www.unfpa.org/
publications/detail.cfm?ID =195&filterListType=1

UNEFPA, UNAIDS and NIDI. 2005. Financial Resource Flows for Population
Activities in 2003. Resource Flows Project. New York: UNFPA. heep://
www.resourceflows.org.

UNHABITAT. 2005. An Urbanized World......of Slum Duwellers? Accessed
online 6 October 2005. http://www.unhabitat.org/mdg/



UNICEF. 2001a. Early Marriage. Child Spouses. Florence: Innocenti Research
Centre, UNICEF. http://www.unicef-icdc.org/publications/pdf/digest7e.
pdf

UNICEF. 2001b. The State of the World’s Children. Early Childhood. New York:
UNICEEF. http://www.unicef.org/sowc01/pdf/fullsowc.pdf

UNICEE. 2003. Maternal mortality. UNICEF Statistics. Accessed online 22
November 2005. http://72.14.207.104/search?q=cache:zVzU-3P07il]:
www.childinfo.org/eddb/mat_mortal/+UNICEF+2003 +maternal+
morbidity+%22cumulative+total%22+300+million&hl=en

UNICEE. 2005. Childinfo; Delivery Care. www.childinfo.org.

UNICEF, WHO and UNFPA. 1997. Guidelines for Monitoring the Availability
and Use of Obstetric Care. New York: UNICEF.

UNICEF, WHO and UNFPA. 2004. Maternal Mortality in 2000. Estimates
developed by WHO, UNICEF and UNFPA. Geneva: WHO.

Upadhyay, U.D., R. Gardner and R. Blackburn. 2000. Condoms: How many are
needed? How do we meet the need? Paper presented at the 128 Annual
Meeting of the American Public Health Association, 15 November
2000.

U.S Bureau of the Census. 1996. Trends in Adolescent Fertility and Contracep-
tive Use in the Developing World. Report IPC/95-1. Washington, DC:
U.S. Government Printing Office. http://148.129.75.16/ipc/prod/ipc95-
1/ipc95_1.pdf

U.S. Department of State. 2005. Trafficking in Persons Report. June. Wash-
ington, DC: Bureau of Public Affair. http://www.state.gov/g/tip/rls/
tiprpt/2005/

USAID. 2006. USAID: Ensuring Quality Family Planning Services Throughout
the World. Accessed online January 2006. http://www.usaid.gov/our_
work/global_health/pop/publications/docs/qualityfp.html

van Dalen, H. and M. Reuser. 2005. Assessing size and structure of worldwide
[funds for population and AIDS activities. The Hague: UNFPA, UNAIDS
and NIDI, Resource Flows Project. heep://www.seor.nl/ecri/pdf/finalRe-
portEstimates2005.pdf

Vlassoff, M. and S. Bernstein. 2006. Resource Requirements for a Basic Package of
Sexual and Reproductive Health Care and Population Data in Developing
Countries: ICPD Costing Revisited. Background paper prepared for the
United Nations Millennium Project. www.unmillenniumproject.org.

Vlassoff, M., S. Singh, J. Darroch, E. Carbone and S. Bernstein. 2004. Assessing
Costs and Benefits of Sexual and Reproductive Health Interventions. Occa-
sional Report No 11. December. Washington, DC and New York: The
Alan Guttmacher Institute.

Wall, L.L., S.D. Arrowsmith, N.D. Briggs, A. Browning and A. Lassey. 2005.
“The Obstetric Vesicovaginal Fistula in the Developing World, in Obszet-
rical and Gynecological Survey, July, Vol. 60, No. 7, Supplement 1.



Wattenberg, B.J. 1997. “The Population Explosion Is Over”, in New York Times
Magazine, 23 November.

Weller, S. and K. Davis. 2002. “Condom effectiveness in reducing heterosexual
HIV transmission (Cochrane Review)”, The Cochrane Database of Sys-
tematic Reviews, Issue 1. Art. No. CD003255. DOI: 10.1002/14651858.
CD003255. http://www.update-software.com/Abstracts/ab003255.htm

Westoff;, C. 2005. Recent Trends in Abortion and Contraception in 12 Countries.
DHS Analytical Studies No. 8, February. Calverton, Maryland: ORC
Macro.

WHO. 1997. Monitoring Reproductive Health: selecting a short list of national and
global indicators. WHO/RHT/HRP/97.26. Geneva: WHO.

WHO. 2000a. “Effect of breastfeeding on infant and child mortality due to
infectious diseases in less developed countries: a pooled analysis”, in The
Lancet. Vol. 355, 5 February.

WHO. 2000b. Female Genital Mutilation. Fact sheet No 241, June. Geneva:
World Health Organization. http://www.who.int/mediacentre/fact-
sheets/fs241/en/

WHO. 2000c. World Health Report 2000. Health systems: Improving performance.
Geneva: World Health Organization.

WHO. 2001. Sexual relations among young people in developing countries:
Evidence from WHO case studies. Geneva: World Health Organization.

WHO. 2002. World report on violence and health. Geneva: World Health Orga-
nization.

WHO. 2003. Safe abortion: Technical and policy guidance for health systems.
Geneva: World Health Organization. heep://www.who.int/reproductive-
health/publications/safe_abortion/safe_abortion.pdf

WHO. 2004a. Reproductive Health Strategy to Accelerate Progress Towards the
Attainment of International Development Goals and Targets. Geneva: World
Health Organization, Department of Reproductive Health and Research
including UNDP/UNFPA/WHO/World Bank Special Programme of
Research, Development and Research Training in Human Reproduction.
www.who.int/gb/ebwha/pdf_files/ \WHAS57/A57_R12-en.pdf

WHO. 2004b (4™ edition). Unsafe abortion. Global and regional estimates of
the incidence of unsafe abortion and associated mortality in 2000. Geneva:
World Health Organization.

WHO. 2004c (updated September) “Contraception: Emergency Contracep-
tion”. Fact Sheet, No. 244. Geneva: World Health Organization. heep://
www.who.int/mediacentre/factsheets/fs244/en/index.html

WHO. 2005a. Working towards universal coverage of maternal, newborn and
child health interventions. WHO Resolution 58.31 adopted at the
World Health Assembly 2005, May.

WHO. 2005b. The World Health Report 2005. Make every mother and child
count. Geneva: World Health Organization.



WHO. 2005c. WHO multi-country study on women'’s health and domestic violence
against women: summary report of initial results on prevalence, health out-
comes and women’s responses. Geneva: World Health Organization.

WHO. 2005d. Estimating the Cost of Scaling-up Maternal and Newborn Health
Interventions to Reach Universal Coverage: methodology and assumptions.
Technical Working Paper Prepared by the Department of Making Preg-
nancy Safer (FCH/MPS) and Health Systems Financing (EIP/HSF) for the
World Health Report 2005. March. Geneva: World Health Organization.

WHO. 2005e¢. Technical Consultation on Reproductive Health Indicators: Meeting
Report. Geneva, 21-22 September 2005. Geneva: World Health Organi-
zation, Department of Reproductive Health and Research.

WHO and UNFPA. 2003. Essential Drugs and Other Commodities for Reprodic-
tive Health Services. WHO and UNFPA.

WHO and UNFPA. 2004. Measuring access to reproductive health services: Report
of @ WHO/UNFPA technical consultation. Meeting held 2-3 December
2003. WHO/RHR/04/011. Available at www.who.int/reproductive-
health/publications/2004/07/index.html

WHO, UNAIDS and UNFPA. 2004. Position Statement on Condoms and HIV
Prevention. July.

WHO, UNAIDS and UNICEF. 2005. WHO/UNAIDS/UNICEF infant feeding
guidelines. http://www.unicef.org/nutrition/index_24811.html

WHO, UNFPA, UNAIDS and IPPE. 2005. Linking Sexual and Reproductive
Health and HIVIAIDS: An annotated inventory. Geneva: WHO DPress.

WHO, UNFPA, UNAIDS and IPPFE. 2005b. Sexual and Reproductive Health
and HIVIAIDS: A Framework for Priority Linkages. WHO, UNEFPA,
UNAIDS and IPPF.

WHO, UNICEF and UN University. 2001. fron deficiency anaemia: assess-
ment, prevention, and control. A guide for programme managers. WHO/
NHD/01.3. Geneva: World Health Organization.

WHO, UNICEF and UNFPA. 2000. Reproductive Health Indicators for Global
Monitoring. Report of an interagency technical meeting, Second meeting,
July. Geneva: WHO, Division of Reproductive Health (Technical Support)
and UNDP/UNFPA/WHO/World Bank Special Programme of Research,
Development and Research Training in Human Reproduction.

Worley and Taylor/DFID. 2005. Presentation at the Reproductive Health Com-
modity Initiative meeting in Seattle. May. London: DFID.



The Millennium Development Goals

Goal 1: Eradicate extreme poverty and hunger

Goal 2: Achieve universal primary education

Goal 3: Promote gender equality and empower women
Goal 4: Reduce child mortality

Goal 5: Improve maternal health

Goal 6: Combat HIV/AIDS, malaria and other diseases
Goal 7: Ensure environmental sustainability

Goal 8: Develop a global partnership for development
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UN Millennium Project:
Commissioned by the
UN Secretary-General
and sponsored by the

United Nations
Development Programme
on behalf of the

UN Development Group
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The Millennium
Development Goals,
adopted at the UN
Millennium Summit in
2000, are the world’s targets
for dramatically reducing
extreme poverty in its
many dimensions by 2015
— income poverty, hunger,
disease, exclusion and

lack of infrastructure and
shelter —while promoting
gender equality, education,
health and environmental
sustainability. These bold
Goals can be met in all
parts of the world if nations
follow through on their
commitments to work
together to meet them.
Achieving the Millennium
Development Goals offers
the prospects of a more
secure, just and prosperous

world for all.

The UN Millennium
Project was commissioned
by UN Secretary-General
Kofi Annan to develop a

practical plan of action

to meet the Millennium
Development Goals.

As an independent
advisory body directed

by Professor Jeffrey D.
Sachs, the UN Millennium
Project submitted its
recommendations to the
UN Secretary-General in
January 2005.

The core of the UN
Millennium Project’s
work has been carried

out by 10 thematic Task
Forces compromising
more than 250 experts
from around the world,
including scientists,
development practitioners,
parliamentarians, policy
makers, and representatives
from civil society, UN
agencies, the World Bank,

the International Monetary

Fund and the private sector.

This report lays out the
recommendations of
the UN Millennium

Project on sexual and

reproductive health. It
details the centrality of

this area to progress on
human development and
outlines five strategic
interventions to improve
sexual and reproductive
health: integrate sexual and
reproductive health analyses
and investments into
national poverty reduction
strategies; integrate sexual
and reproductive services
into strengthened health
systems; collect data for
planning and monitoring
systematically; launch the
Reproductive Health Quick
Impact Initiative; and

meet the needs of special

populations.
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