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(75–85%) and avoidance of unwanted births (79–85%). 
Overall, the poor and those living in rural areas are spe-

cial populations that received emphasis within programs
(67% and 70%, respectively), perhaps because both exist
in very large numbers and both tend to be important con-
cerns of public programs. Postpartum outreach ranks
below those (59%), followed by postabortion outreach
(52%), with unmarried youth receiving the least empha-
sis (38%). Again, there are regional differences. Although
the Asian ratings closely follow the overall averages, Latin
America—which is heavily urban—ranks lower than the
overall average for rural populations (54%) and higher for
unmarried youth (51%). Central Asia, with high abortion
rates, focuses more upon postpartum and postabortion ac-
tivities (75% and 69%, respectively). The Middle East and
North Africa region gives lower than average emphasis to
unmarried youth (29%), while that population receives
special emphasis in anglophone and francophone Sub-
Saharan Africa (45–53%), where premarital sexual activi-
ty and fertility are high.  
In terms of influences acting on the programs, by far the

lowest ratings go to changes in both donor funding and
domestic funding (–4% and 14%, respectively). The low
averages conceal the distributions of ratings, which fell
heavily upon the negative side, that is, most individual rat-
ings were below zero. Those results echo the widespread
perception that funding specifically for family planning
has not kept up with inflation or has fallen in absolute
terms. The strongest positive influences were programs’
incorporation into broader reproductive health and their
integration with other health services (54% and 49%);
moving toward decentralization was considered a weaker
influence (32%). Interestingly, the influence of HIV and
AIDS programs was positive (39%); however, a sharp con-
trast exists within Sub-Saharan Africa between anglophone
countries—with their greater HIV/AIDS burdens—and fran-
cophone countries (16% vs. 51%). Other regional differ-
ences included the weaker influences in Latin America of
decentralization and of integration with and incorporation
into broader health and reproductive health services; the
latter two are considered important in Central Asia.
The quality of the programs was explored in a single

questionnaire item, which asked the respondent to rate
the general quality of family planning services, where good
quality included a focus on client needs, with counseling,
full information, wide method choice and safe clinical pro-
cedures. The overall rating was moderate (54%), and there
was little variation by region (45% in Latin America to 61%
in the Middle East and North Africa).

DISCUSSION

National family planning programs, established by coun-
try governments or large nongovernmental organizations
over the last half-century, are common across the devel-
oping world. Reasons for their creation have varied, but
the most common justifications are mainly demographic
or health-related, usually a mixture of the two. 

TABLE 5. Mean scores for additional program considerations as percentage of maxi-
mum possible score, by region, 2009 

Program consideration All Asia Central Latin Middle Sub-Saharan
Asia America/ East/ Africa

Caribbean North
Africa Anglo- Franco-

phone phone

Justification
Reduce population growth 69.8 80.0 30.2 29.9 66.5 59.1 51.2
Enhance economic
development 69.2 74.4 67.8 43.0 66.6 63.9 63.1

Reduce unmet need 78.2 80.6 80.1 79.3 69.0 71.5 67.2
Reduce nonmarital
adolescent childbearing 62.7 63.3 80.5 62.8 39.6 63.1 76.3

Improve women’s health 83.3 83.2 91.1 83.3 82.6 82.2 84.6
Improve child health 78.0 77.0 87.5 75.4 80.8 80.1 83.4
Avoid unwanted births 83.3 84.3 86.5 84.9 78.8 78.8 79.8

Emphasis on special populations 
Poor 66.8 71.4 50.9 66.4 63.7 49.7 49.1
Rural 70.0 76.6 59.9 53.5 72.5 51.4 48.1
Unmarried youth 38.3 34.8 59.1 50.5 28.5 45.2 52.9
Postpartum women 59.0 59.8 74.6 56.9 63.1 48.5 58.9
Postabortion women 52.2 52.6 69.1 53.0 45.9 47.3 55.3

Influence
Changes in donor funding –3.7 –5.0 32.2 –2.7 –5.9 –6.9 4.4
Changes in domestic funding 14.2 15.4 33.7 –1.7 22.3 11.3 12.5
Decentralization 31.7 32.7 25.9 9.8 34.3 44.9 34.0
Integration with other
health services 49.1 48.9 73.1 38.3 52.5 50.6 54.2

Incorporation into
reproductive health 54.1 54.9 73.2 49.8 49.1 51.7 53.4

HIV/AIDS programs 38.7 41.7 54.2 33.2 34.4 15.6 51.2

Quality 53.8 56.0 51.5 44.8 60.8 45.6 48.6

Notes: Based on data from 81 countries. All scores weighted for regional populations. Negative scores indicate
detrimental effects. 

The record captured in family planning effort scores
from 1972 through 2009 is mixed. While the average na-
tional score has been increasing over time, the 2009 level
was only a modest 57% of maximum, so there is substan-
tial room for improvement. Nevertheless, the average did
not decline, despite reduced funding, greater diversifica-
tion of health systems and the competing demands of the
HIV and AIDS epidemic. 
The average is somewhat higher when weighted by pop-

ulation size, reflecting the relatively high scores of China,
Indonesia, Bangladesh and other large countries. Al-
though higher, that average has moved slightly downward
over the longer term, partly reflecting the withdrawal from
the study of some countries with high scores that attained
replacement fertility and ended their traditional programs,
as well as declining scores for a few of the largest countries.
In 2009, the weighted average was at about two-thirds of
maximum, which is somewhat more favorable when mea-
sured against the standard of about 80% achieved by the
strongest programs. 
The averages, however, conceal major disparities. A few

large countries and some smaller ones scored well, while
other large ones—such as Pakistan, Nigeria and Ethiopia—
scored far lower. In Sub-Saharan Africa, the scores of more
than two-thirds of countries were below half of the maxi-
mum, and that of the largest country, Nigeria, was only
34%. Of particular concern for this region is the poor




