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Editorial 

“Sexual self-determination – particularly for 
women and girls, access to family planning 
methods, healthy pregnancy, safe birth and 
motherhood” – at the UN Conference on Popu-
lation and Development in Cairo, 179 nations 
agreed that these rights should be guaranteed 
for all women, men and young people. That 
was ten years ago. Today, as we prepare to mark 
the tenth anniversary of the Cairo Conference 
– “Cairo plus 10” –, the question we must ask is: 
what has been achieved? 

The United Nations has incorporated repro-
ductive health goals in its Millennium Declaration 
on Poverty Reduction. The action programme of 
the German government aims to reduce extreme 

Schering AGpoverty by 50 percent globally by the year 2015 
and emphazises gender equality as the key factor in the fight against pov-
erty. Despite considerable progress in some sectors of family planning the 
situation seems to have worsened. Family planning and reproductive health 
receive increasingly less Official Development Assistance funding. Rich 
countries have prioritized other topics; the fight against HIV/AIDS – beyond 
doubt an equally important task for the international community – has 
gained in importance. 

Besides religious and social constraints, insufficient information and 
money are the most common causes that prevent women from practising 
active family planning. Social Marketing Programmes enable women from 
the social middle class to purchase Schering products at affordable prices; 
the objective behind this is to increase the acceptance of contraceptives in 
this population group. Experience has proven that the compliance rate and 
consequently contraceptive safety increase if the women assume a part of 
the costs within the realm of their possibilities. This global commitment for 
family planning programmes is only possible if Schering can make sufficient 
profit on the retail market – i.e. through the sale of prescribed contraceptives 
in the industrialized nations of the world. 

Schering, as a manufacturer of contraceptives, has entered into an alliance 
with those international experts who advocate a fair distribution and unhin-
dered access to information and health services. For this reason we were 
happy to see that the Second International Dialogue on Family Planning and 
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Sustainable Development: “Ways out of the Crisis – Reproductive Health in 
Need of New Ideas” has met with such a great response. Numerous experts 
in the field of family planning and reproductive health have come from 
Asia, Africa, Latin America, from the neighbouring European countries and 
Germany. Besides analyzing the status quo, the conference also tried to find 
“ways out of the crisis”. It was the manifest objective to communicate the 
resulting recommendations to the decision makers in politics, in interna-
tional organizations and the respective media as a preparation for Cairo plus 
10. All of the experts agreed that Public Private Partnerships had gained in 
importance. 

Schering would again like to thank the German Foundation for World 
Population (DSW), the Deutsche Gesellschaft für Technische Zusamme-
narbeit (GTZ), the International Planned Parenthood Federation (IPPF) and 
the Kreditanstalt für Wiederaufbau (KfW) for their support and the success-
ful alliance this year. We hope we will be able to expand and enhance the 
relations we have established at the national and international level in the 
coming year, and that we will continue to look for pragmatic possibilities of 
implementing the Cairo Action Programme. 

Dr Ulrich Köstlin 

Member of the Executive Board, 
Schering AG 
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Introduction 

Safiye Cagar

Director, United Nations Population Fund (UNFPA),

Geneva


The right to family planning, safe mother-
hood, and protection against sexually-trans-
mitted infections such as HIV/AIDS, should 
be available to all women, men and ado-
lescents worldwide. This is what the world‘s 
governments agreed ten years ago in Cairo 
at the International Conference on Popula-
tion and Development, ICPD. 

But while nearly all people applaud repro-
duction and welcome health care, when you 
put the two together as reproductive health 
services, you do not get the same over-
whelmingly positive response. 

Governments do not spontaneously in-
clude these vital health services in their spending plans, even though there is 
a wealth of evidence to support the many benefits of doing so. In addition, 
there is increasing opposition to reproductive health and rights, UNFPA and 
the Cairo agenda. 

The real question is: how do we safeguard the ICPD agreement and make 
greater progress in its implementation? 

I believe the real answer lies in increased partnerships. 

The British social reformer and poet, Edwin Markham, once wrote: 

“He drew a circle that shut me out – 
Heretic, rebel, a thing to flout. 
But love and I had the wit to win: 
We drew a circle that took him in.“ 

While it may not always be possible to bring opponents over to our side, it 
is possible to widen the circle of partners and to reach out to non-traditional 
partners. And this should be made a priority. It is only through strengthened 
and expanded partnerships, that we can make greater progress in imple-
menting the ICPD Programme of Action. I believe special efforts should be 
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focused on lawyers and legal associations, religious leaders and organiza-
tions, the private sector, and officials involved in the financial and economic 
sector. 

The second action area is increased advocacy. All partners must increase 
their advocacy efforts on several fronts. We must show the cost benefits of 
investments in reproductive health and family planning and gender equal-
ity. Together we must also make the links between ICPD and Millennium 
Development Goals more clear to policy makers and others. As UN Secre-
tary-General Kofi Annan has rightly stated: “The Millennium Development 
Goals, particularly the eradication of extreme poverty and hunger, cannot 
be achieved if questions of population and reproductive health are not 
squarely addressed.” And that means greater investment in education and 
health, including reproductive health and family planning. 

We must address HIV/AIDS as a reproductive health issue. We must make a 
strong case that AIDS is a reproductive health issue and a gender issue. And 
we should reach out to women‘s groups on this issue. 

And we must make greater noise about the consequences of the shortfall 
of ICPD funding and reproductive health commodities. Donor governments 
are currently at the 40 percent level of the 2000 year ICPD commitment. 
This is a major shortfall. And while developing countries have contributed 
a larger share of their target, they too have not met the 100 percent mark. 
When it comes to condoms, contraceptives and other reproductive health 
supplies, we have reached a crisis point. Funding is at 16 percent of the 
level that is required, and demand for family planning alone is expected to 
increase by 40 percent by the year 2015. So these issues are critical. 

I understand that the results of the discussions of this conference will be 
combined into a recommendation for the preparations at the political level 
for Cairo plus 10. Equity, rights, participation, inclusion, and a concern with 
coming generations and the world they would inherit – these were the hall-
marks of sustainable development, not least as it was envisioned in Cairo 
and the ICPD Programme of Action. We should make sure that we don‘t fall 
behind in these goals. 
10 



Summary of Discussions 

Welcome 

Conference presenter Gabriele Heuser, Radio Berlin Brandenburg, wel-
comed the participants and introduced the topic “Ways Out of the Crisis: 
Reproductive Health in Need of New Ideas“ with some introductory remarks 
on the situation of family planning and reproductive health (RH) which has 
drastically worsened since last year due to a shift of focus towards other top-
ics like international terrorism, the war in Iraq and other pressing problems. 

Opening Address 

Dr Assia Brandrup-Lukanow, Di-
rector of the Division for Health, 
Education and Social Protection, 
Deutsche Gesellschaft für Tech-
nische Zusammenarbeit (GTZ), 
proposed to analyze why, ten years 
after the Cairo Conference, we have 
only reached a limited number of 
goals, and asked how the Millen-
nium Development Goals (MDGs) 

Dr Assia Brandrup-Lukanow, Gabriele Heuser could be used to carry forward the 
commitments of Cairo. She outlined successes in the work of the RH com-
munity, e. g. in the fields of obstetrics and natal care, but stressed the fact 
that a lot still remains to be done, especially regarding young people (early 
motherhood, sexually transmitted diseases). Dr Assia Brandrup-Lukanow un-
derlined the challenges we had to face, e.g. rising infection rates of HIV/AIDS 
in Asia and Eastern Europe, and drew the conclusion that we had to target 
user groups more efficiently by providing counselling in the areas of Sexu-
ally Transmitted Diseases (STD) and RH. In this context, she said we needed 
to clarify and analyze the role of cross-cutting issues such as drug abuse, 
sexual or gender-based violence, topics that had been neglected both at the 
Cairo Conference and ever since. She therefore stressed the importance of 
empowering service providers to tackle sexual abuse more actively. In con-
clusion, Dr Assia Brandrup-Lukanow stated that the creation of partnerships 
must be promoted between the reproductive health community and the 
HIV/AIDS community to collaborate in the effort of reaching the MDGs to 
carry forward the Cairo commitments. 
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Topic I  Family Planning and Reproductive Health: 
Where is the international community headed? 

Dr Steven Sinding, Director-General of the International Planned 
Parenthood Federation (IPPF), stated that the achievements of the past 
40 years would not have been possible without the cooperation between 
the private sector, which provided the technology needed to control fertil-
ity, the public sector, which created the public health infrastructure, and 
Non-Governmental Organizations (NGOs), which took on the burden of 
legitimizing contraceptives and changing the public attitude towards using 
them. However, despite all the progress a lot remains to be done to provide 
access to reproductive health programmes for people in rural areas, the mar-
ginalized and socially excluded and above all young people. He felt his cause 
weakened by the emergence of other international development priorities 
such as the MDGs, the HIV/AIDS pandemic or the fight against terrorism. Dr 
Sinding formulated the key question: What needs to be done to ensure that 
the central goals of Cairo will be achieved so that the reproductive revolu-
tion that began nearly 50 years ago can be successfully completed? 

Dr Sinding went on to outline the ensuing change of paradigms in inter-
national thinking and policy making in the fields of RH and development in 
the past years, which led to growing resistance from conservative political 
and religious forces. As a result we face a double challenge today: first, to 
persuade governments to stick to the commitments they made in Cairo, and 
second, to counteract the conservative resistance that is being led by the 
U.S. government – which in the past was one of the strongest champions 
and architects of the Cairo consensus. 

Largely due to a change in global perception (mainly in Europe and Japan) 
that the population crisis is over, and due to the lack of cooperation and the 
resulting splitting of funds between the RH and HIV/AIDS communities, the 
funding, including stagnating Official Development Assistance (ODA), has 
dropped dramatically during the past ten years, making it necessary to focus 
the limited available resources on a small number of high priority issues. 
These issues are: 

• universal access to reproductive health services; 

• young people, especially adolescents;

• maternal mortality resulting from pregnancy;

• under-five mortality; 

• HIV/AIDS.
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Dr Sinding concluded that the international development community 
needed to return to putting RH on the agenda in order to fulfil the MDGs. 
He came up with three suggestions: First, to ensure access to reproductive 
health services for the poor and for young people; second, to identify the 
direct causes of child and maternal mortality and third, to create hope. 

Discussion 

In the ensuing debate, Dr 
Hans Fleisch, former Execu-
tive Director, German Foun-
dation for World Population 
(DSW), stated his opinion that 
the RH community‘s efficiency 
was unbeatable in poverty re-
duction and therefore urged 
it to be more aggressive in 
pursuing new funds and 
counteracting the attacks of 
the conservative political and 
religious forces. 

Dr Sinding responded that it was difficult to take the offensive since the 
decision makers were not convinced that RH was efficient in poverty reduc-
tion given that there was no empirical proof. The religious hardliners were 
hard to fight because they were backed by the most powerful government; 
exposing their disinformation which contained obvious lies (“Condoms do 
not prevent AIDS.“) was probably a proactive strategy, he concluded. 

Dr Berthold Kuhn, Consultant, InnovateCo, asked if intensified coopera-
tion with the private sector could be a new way to raise more funds? Ingar 
Brueggemann, former Director of IPPF, stated that the opponents were 
successful in spreading misinformation (“RH is abortion“); therefore, spread-
ing information should be a strategic counteraction. Dr Steven Sinding 
answered that private sector funding helped to prevent the situation from 
getting worse; however, it could only partly fill the void left by deficient pub-
lic funding. Dr Sinding agreed with Ms. Brueggemann and said that it was 
important to respond seriously to the lies instead of laughing them off. 

Mechai Viravaidya, former Senator and Chairman of the Population 
and Community Development Association (PDA), Thailand, said that 
the rich countries needed to be reminded to stick to their promises. Gov-
ernments should help NGOs in the respective countries and train them to 
become financially independent. Dr Steven Sinding answered that Third 
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World countries had done much better in fulfilling the commitments than 
the Western countries. His opinion on the topic of financial independence 
that it was impossible to generate enough income in the RH field to help 
the poor and disadvantaged even in the most successful countries from a 
development standpoint. Assistance and development cooperation will still 
be needed. 

Topic II  Birth Spacing:

Presenting the “Catalyst Consortium” programme


Victoria Baird, Director of Meridian Group International, introduced 
the Birth Spacing Initiative by giving information on some important new 
research on maternal and child health benefits associated with longer birth 
intervals (optimum three years). She also described the activities the Ini-
tiative has been involved in and shared her organization’s ideas on how to 
increase the clients‘ awareness of the benefits of birth spacing. 

Recent research findings show that birth spacing saves the lives of children 
and mothers and leads to improved child nutrition. Baird told the audience 
that most women wanted longer birth intervals but the data showed that 
family planning use was not very high, thus the possibility for an unintended 
or mistimed pregnancy was quite high. 

Victoria Baird described the Catalyst Consortium, which serves as the 
secretariat for the Optimal Birth Spacing Initiative, as a family planning/ 
reproductive health project funded by USAID and consisting of five or-
ganizations (Pathfinder International, Meridian Group International, the 
Academy for Educational Development AED, the Centre for Development 
and Population Activities CEDPA and PROFAMILIA/Colombia). The project‘s 
ultimate goal is to reduce unintended and mistimed pregnancies by helping 
women to achieve the birth intervals they want and to improve contracep-
tion continuation rates. 

Birth Spacing initial activities are: 

– 	a signed Declaration by the Ministers of Health and Education from the 
Central American region that stated their political commitment to “pro-
mote guidance, norms and actions to integrate these scientific findings in 
the regional strategy for the reduction of maternal, infant, and child mor-
bidity and mortality, taking into account the social and economic condi-
tions of each country“; 

– 	the research was presented to government representatives in Angola, 
South Africa, Nigeria, Congo and Haiti. They commented that the term 
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“birth spacing“ was culturally more acceptable than the term “family 
planning“ for the clients in these countries; 

–	 a systematic review of the literature on birth spacing by the summer of 
2004. 
The challenges for the future will be questions like: “How can information 

be used?“ or “What is going to make a difference?“. It is important to keep 
in mind that birth spacing cannot replace reproductive health and family 
planning. 

Topic III  CELSAM – Family planning for young 
people in Latin America 

José Luis Corral Ruiz, Executive Director, Centro Latinoamericano 
Salud y Mujer (CELSAM), presented a brief overview of CELSAM‘s or-
ganizational structure. Emphasizing young people in Latin America and the 
Caribbean, he gave facts about the demographic profile, education trends, 
sexual and reproductive trends, and social and environmental influences. He 
then went on to describe the organization‘s work in the field of training and 
counselling, showing press clippings, giving facts about total hits and audi-
ence figures for 2000-2002. 

Workshops I – III 

Working Group I 
Working Group I looked 

at the topic: “Programmatic 
orientation and funding“. Dr 
Wolfgang Bichmann, Vice 
President, Sector and Policy 
Division Health, Sub-Saharan 
Africa, Kreditanstalt für Wie-
deraufbau (KfW), Frankfurt 
am Main, took on the role of 
a moderator and provided 
initial impetus. The questions 

Dr Wolfgang Bichmann 

raised were: 

•	 Where is the international community headed – does the U.S.A. set the 
course? 

•	 Have new approaches been developed? What are the approaches from 
Asia and Africa? 

•	 How should family planning be funded in the future? 

15 



•	 What are the consequences of the newly reinvigorated religiousness? 

•	 Are family planning programmes increasingly neglected in favour of HIV/ 
AIDS prevention projects? 

Initial situation 

The participants agreed that additional activities under the banner “Let‘s 
be proactive“ were needed. They suggested unusual partnerships (BMW, 
DaimlerChrysler, Rotary Club, Egypt). They discussed the domestic agenda 
vis-a-vis the international agenda and highlighted both that the European 
Union should assume the “leading role“ in regional meetings and the impor-
tance of expressing the term “Reproductive Health (RH)“ in a different way. 

New approaches 

The participants determined that the comprehensive view of both RH and 
HIV/AIDS would require a stronger focus. The family planning organizations 
should put greater emphasize on the fact that the WHO should reconsider 
HIV/AIDS as an RH issue (infectious disease). The HIV/AIDS Conference in 
Bangkok could offer a good opportunity to establish positive contacts for the 
future. Another important new approach is the principle of positioning pre-
vention versus treatment in the future. Work place policies could exert great 
influence on the mitigation of socio-economic impact in this respect. 

Funding 

According to the participants, funding possibilities arise by linking RH and 
family planning with sustainable development. New types of funding could 
be made accessible by providing convincing arguments to mobilize funds. 
A connection between the Millennium Development Goals and poverty 
reduction should be established; another possibility would be an approach 
via youth programmes or population dynamics (subject to reservation, 
no consensus). Additional activities in the realm of projects with a public 
private partnership component should be used for RH supplies. The topics 
health, reproductive health and family planning should be included in the 
Global Public Goods discussion. If necessary, funding could also be achieved 
through efficiency gains. 

An example given for the public private partnership approach was the 
development of a middle-tier model (pricing studies, studies on the willing-
ness to pay, transferring funding to those in need). Creating a demand in the 
private sector by means of social franchising, the “third generation of social 
marketing“ – would be another possibility. 
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The working group particularly stressed that links to the HIV/AIDS com-
munity were of utmost importance. This was an area were RH could learn a 
lot from HIV/AIDS. 

Working Group II 
Working Group II looked at 

the topic: “Birth Spacing – save 
motherhood“. Responsible for 
input and moderation was Dr 
Assia Brandrup-Lukanow, 
Director of the Division of 
Health, Education and Social 
Protection, Deutsche Gesell-
schaft für Technische Zusam-
menarbeit (GTZ), Eschborn. 
The questions raised were: 

• Is the catalyst model appli- Dr Assia Brandrup-Lukanow, Victoria Baird 
cable to all countries? 

•	 Which strategy is pursued? 

•	 Are we dealing with a new puritanism? 

•	 What role does safe motherhood play? 

Transferability of models 

The participants noted that the birth spacing model held many advan-
tages, if the statistics are proven to be correct, i.e. by FIGO (Federation of 
Gynaecology and Obstetrics), and that it could be included in other ap-
proaches. They stressed that the data needed to be put in perspective and 
be made part of an integrated approach that took family dynamics into 
account. There should also be more evidence and a clearer formulation of 
goals, in particular for countries with high adolescent pregnancy rates. 

Missing steps 

The participants were of the opinion that the birth spacing model was still 
missing various aspects. Awareness for the model should be raised in public 
through information, education, communication (IEC). They stated that the 
professionals and the work done in schools had not been efficient enough. 

The recommendations in Workshop II stressed: 

•	 that more innovative approaches in, as well as better research and evaluation 
of IEC is necessary, that it is important to get away from leaflets and posters, 
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from the sole support of governments, and that we must instead collabo-
rate with the media! 

•	 that paediatricians should be part of birth spacing programmes, that the 
term “child-spacing“ should be used instead of “family planning“, that 
traditional leaders should be involved, i.e. Traditional Birth Attendants 
(TBAs) and town criers, that incentive schemes should be used, e.g. links 
to micro credit schemes. 

•	 that training for professionals should be stepped up, that there need to 
be incentives for professionals and reimbursement where health insurance 
exists, and that certification/re-certification is needed. 

Other areas of intervention should be antenatal care, obstetric care, post-
partum care, male involvement, breastfeeding, reproductive/sexual rights/ 
violence prevention and special targeting of groups in need. 

The participants of the workshop singled out the gross neglect of the pri-
vate sector, the under-use of services, too much training abroad, not enough 
attention to people who really provide the services and the lack of evaluation 
as the most important mistakes in cooperation. 

Recommendations to the German Federal Ministry for Economic 
Cooperation and Development (BMZ) 

The participants developed their own recommendations for the BMZ. 

They highlighted their opinion that RH should not be taken off the agenda 
but rather be re-introduced as a prominent topic. Investment in education 
as a way to reduce poverty should be stepped up. It was also proposed to 
strengthen personnel and financing through sector funds for reproductive 
health. New mechanisms of cooperation with NGOs and the private sector 
need to be established. New ideas should be balanced against the prior-
ity of older issues. Partnerships could be used more strategically in view of 
the limited funds that are available. The BMZ‘s advocacy role for the social 
sector in negotiating with partner countries should be further supported. It 
was also suggested that more software and less hardware was needed. Also, 
there is a need for analyzing why the United Kingdom and the U.S.A. have 
increased health funding so significantly. Finally, priority countries for RH 
should be defined. 

Working Group III 
Working Group III looked at the topic “Family planning campaigns for 

young people“. Responsible for input and moderation was Dr Jörg F. Maas, 
Executive Director, German Foundation for World Population (DSW). 
The questions asked were: 
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•	 What does a modern youth campaign look like? 

•	 How can we reach young people on the streets? 

•	 Do new partnerships exist, e.g. with the media? 

•	 Do the programmes reflect the new morale of some donors? 

•	 How does the lack of contraceptives affect the work? 

By way of introduction Dr Jörg F. Maas presented the figures of the most 
recent World Population Report: 

–	 Three billion people are under the age of 25. 

–	 Some 87 percent of young people live in developing countries. 

–	 Every 14 seconds one person becomes infected with HIV. 

–	 As a consequence, approximately 30 million children and young people 
have lost their father or mother, or live as orphans. 

–	 In 35 years, the population of Kenya will have doubled. 

These facts suggest that the 
sexual education of young 
people needs to be the cen-
tral point of development 
cooperation in the sexual and 
reproductive rights sector. As 
a consequence, the availabil-
ity of contraceptives that are 
appropriate for young people 
needs to be guaranteed. To 
get the discussion started Dr Jörg F. Maas introduced the following three 
theses: 
•	 Young people should themselves become active, and not only be 

recipients of help. 
•	 The availability of contraceptives that are appropriate for young people 

is not high enough, many countries do not even have sufficient contra-
ceptives. 

•	 We must enter into new and extensive partnerships. 

Sexual education in a difficult political context 

Tewodros Melesse, IPPF Regional Director, Africa Region, pointed out 
that in the countries he operated in, normal government structures very of-
ten were limited in their actions due to civil wars or armed conflicts. Greater 
efforts were needed to provide sexual education and access to contracep-
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tives particularly for the rural areas in these countries. Another impediment 
to providing sexual education and access to contraceptives is a lack of de-
mocracy, the rule of law and the respect for human rights. 

Appropriate methods of education 

But how can you really transfer values to young people without providing 
them orientation and changing their awareness? 

José Luis Corral stated that the focus should particularly be on the peer 
approach. Often the parents are not available, not interested or simply not 
skilled to provide sexual education. Many countries could use so-called 
“soap operas“ on TV or the radio for sexual education. These can address 
sex in a way that will allow young people purposes to still see it as some-
thing joyful and not as a disease which forces them to go to the pharmacy, 
the doctor or a hospital. When reaching out to young people you have to 
offer them prospects that are beyond the imagination of adults: The specific 
prospect of being attractive and successful is more appealing to them than 
highbrow discussions about having children and how to plan their lives; the 
prospect of being a successful athlete is more appealing to them than lead-
ing a healthy life that is detached from the world. This motivation could be 
used if celebrities from the respective sectors, e.g. beauty queens and sports 
stars, become champions of family planning and contraception. 

Sustainability of youth clubs 

Based on experiences from Haiti, doubts were raised whether it was at all 
possible to operate youth clubs in a sustainable and efficient way. The group 
agreed that youth clubs needed to be linked to the traditional institutions 
of a community in order to be managed in a sustainable manner. Dr Jörg F. 
Maas reported from the work of DSW that mechanisms had been developed 
that helped to achieve far-reaching sustainability: one mechanism was to 
have young people participate in youth clubs from the beginning and to 
transfer responsibility to them. If anything were to be called into question, it 
would be the participation of adults and not that of young people. 

Opposition to sexual education and contraception 

The influence of groups that do not follow the integrated “ABC approach“ 
were extensively discussed. “ABC“ stands for “abstinence“, “be faithful“ and 
“if you are not, use condoms“. These mostly religiously motivated groups 
preached that only abstinence could prevent the spread of HIV/AIDS and 
was the only morally acceptable option. While in the past it was mostly the 
Catholic Church that advocated this approach, the coming into power of 
the George W. Bush administration in the U.S.A. increased the influence 
of the mostly protestant and free church communities that advocate this 
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attitude. It was agreed that only the integrated approach could work. As a 
consequence, the rejection of “C“ requires firm protest. The misinformation 
propagated by that side should be pointed out to the young people. 

Recommendations 

The following recommendations were collected for family planning cam-
paigns aimed at young people : 

Continued use of customary places/environment and tools of sexual edu-
cation: sports, schools, celebrities, churches, soap operas, the mass media, 
cultural activities (theatre and music) and telephone counselling services. 

Education should deal with the topics of sexuality and family planning 
in a comprehensive way: by offering health and beauty as a prospect, ex-
plicating the human rights dimension, empowering women, adapting the 
medium and the message to the respective age group and communicating 
values and skills for life. 

Donors must become committed on a long-term basis in youth projects to 
guarantee a lasting effect. 

A language that is appropriate for different age groups should be devel-
oped – most preferably by the respective age group itself. 

The responsible players should conclude innovative partnerships: with 
young people, the existing social and community structures, and the private 
sector. 

Appropriate contraceptives should be available for everyone at any 
given time. The distribution networks (and marketing methods) of the large 
brands should be employed. 

Fundamental research on the health services that are appropriate for young 
people should be supported in the sexual and reproductive health sector. 

Presentation of the results 

After the workshops were 
concluded, the three chairs 
presented the respective out-
comes and recommendations. 
Questions arose regarding 
Workshops II and III. 

After the presentation of the 
results of Workshop II by Dr 
Assia Brandrup-Lukanow, Julia 
Kazan of the GTZ asked if the 
shift shementioned should be Dr Jörg F. Maas 
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from IEC toward behavioural change communication. Dr Brandrup-Lukanow 
replied that while not actually having used the term “behavioural change 
communication“, that was exactly what the group had been trying to point 
out in their recommendations. 

Vicki Clays of IPPF European Network wanted to know if one of the rec-
ommendations to the German government was to select priority countries 
and added that in her opinion it would be wise to consult the donors about 
their priority countries as otherwise some countries might be entirely left 
out. Dr Wolfgang Janisch answered that the Hewlett Packard Foundation, 
when they became involved in the population programme about five or six 
years ago, had identified seven countries where population growth really 
had an effect on the overall world population. There should be a focus on 
RH/family planning in Pakistan, India, Myanmar, the Philippines, Nigeria, the 
Sudan and Ethiopia. To this, Dr Brandrup-Lukanow added that in fact there 
are countries, especially in Eastern Europe, with a great need for intervention 
which might not be so costly. 

After the presentation of the results of Workshop III, Wolfgang Theiss 
of the KfW wanted to know what exactly the group had meant when they 
said that the indicators for success had to be redefined. To this, Tewodros 
Melesse, Director IPPF Africa, answered that in an RH programme, suc-
cess could not be measured by numbers only, e.g. how many people were 
reached, how many commodities were distributed. So many factors must be 
considered because target groups are so different. 

Bernd Hamann, gynaecologist, Berlin, added that based on his experi-
ence many parents are convinced that their children learn about RH in 
school, while teachers feel this is up to the parents, the result being that 
gynaecologists have to deal with abortions or pregnancies of very young 
girls. He explained that the most successful approach was to go to schools 
and talk about RH. Contrary to his and the teachers‘ expectations, young 
people are very eager and absolutely not shy when it comes to asking ques-
tions. Hamann said it is very important to use the adolescents‘ curiosity and 
to instruct teachers and representatives of organizations accordingly. 

Plenary Discussion 

The discussion on the topic “Visions – Ways out of the crisis – challenges 
prior to Cairo plus 10“ was moderated by Mechai Viravaidya, former Sena-
tor and Chairman of the Population and Community Development Associa-
tion (PDA), Thailand. The panellists were Safiye Cagar, Director of the Unit-
ed Nations Population Fund (UNFPA) Office in Geneva, Karin Kortmann, 
Member of the German Bundestag, Berlin, Dr Gunta Lazdane, World 
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Safiye Cagar, Dr Gunta Lazdane, Mechai Viravaidya, Karin Kortmann, Dr Steven Sinding (l. to r.) 

Health Organization (WHO), Copenhagen and Dr Steven Sinding, Director-
General of the International Planned Parenthood Federation (IPPF), London. 

Mechai Viravaidya gave a quick overview of his organization‘s history, 
explaining that when they started in 1974, they received funding and com-
modities from the IPPF for the first five years, and commodities only for the 
next five years. After this, they were on their own. They developed the con-
cept of “capitalism condoms“, based on the idea that contraceptives have to 
be as easily available as vegetables. To make that happen, the organization 
used the most efficient multipliers to spread information and commodities, 
and these turned out to be shop-keepers, taxi-drivers, policemen, teachers, 
and gas station tenants who began distributing and selling contraceptives. 
Thanks to accompanying continuous educational programmes beginning at 
pre-school level, the level of sexual education and open-mindedness is such 
that even vasectomy campaigns are very successful. All these activities were 
carried out under the slogan “Use entertainment, make it fun“. Further, the 
organization initiated several incentive and subsidy programmes in the fields 
of birth spacing and HIV/AIDS. Mechai described himself as a successful ex-
ample for becoming financially independent through entrepreneurial skills: 
the Population and Community Development Association (PDA) owns three 
resorts, seven restaurants, several shops and factories. 

Dr Gunta Lazdane argued that Europe has the lowest fertility rate in 
the world. Here, the question arises whether we should speak about RH or 
whether we can sacrifice RH for the MDGs. She said that there was quite a 
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Dr Gunta Lazdane 

struggle going on about RH in Europe. 
Even at the WHO regional office in Eu-
rope she was facing the problem whether 
the topic of RH will survive in Europe. 
One of the most important things charac-
terizing Europe today was the attitude of 
neglecting RH despite having the highest 
abortion rate globally, despite having the 
highest increase in HIV cases worldwide 
(due to Eastern Europe). Europe‘s inter-
est in its own problems was by far not as 
important as maternal and child health in 
Central Asia, and even if one looked at 
today‘s speakers and discussion partners, 
Europe had almost not been mentioned, 
she stated. 

Dr Lazdane considered two aspects to be decisive in order to tackle 
Europe‘s problem with the RH issue. One was partnership, but partner-
ship should, first and foremost, start with internal partnership because 
the WHO was huge and had headquarters, member states, and regional 
offices in many countries, she said. Besides that, the WHO also had verti-
cal programmes: reproductive health, child and adolescence health, and 
HIV/AIDS. Dr Lazdane was of the firm belief that in order to succeed in its 
work the WHO had to make the organizational structure compatible with 
the programme structure. She hoped the new director general would help 
to achieve that. Especially for Europe she hoped that there would be some 
progress. The second important point she mentioned was ownership of un-
derstanding in the country itself to stop the demanding attitude especially 
in Eastern Europe and Central Asia (e.g. “You should give us that much, if 
not we will ask somebody else“). The question should not be about “ask-
ing“ but about what we could do in the country itself to reach the goal. And 
that was one of the things WHO Europe was starting to follow in a strategic 
approach: Even with the amount of money the country has, it must to pri-
oritize its needs. 

Karin Kortmann pointed out that the population problem in Europe, 
especially in Germany, differed from the kind of problem the rest of the 
world was facing. Due to depopulation, the social security systems were 
under-funded, and therefore funds for prevention and care in the health 
sector were insufficient. The real problems resulting from this situation will 
be felt by the younger generation in 15 to 20 years. She pointed out that 
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problems in the education sector already existed and that overall funding 
could not be guaranteed. Ms Kortmann stressed the fact that RH problems 
needed to be discussed without focussing solely on developing countries 
as the industrialized countries also had problems in this area (e.g. teenager 
pregnancies in the UK). 

As a second point, Ms Kortmann explained that it was very important for 
the parliamentarians to have founded the “Parlamentarischer Beirat für die 
DSW im Bundestag“ (Parliamentary Advisory Council for the DSW in the 
German Bundestag) as they were aware of the fact that new funds would 
be needed to tackle those problems. Given that RH was not commonly 
discussed in Germany the Advisory Council decided that it was a priority 
to offer information to parliamentarians and to come up with an applicable 
and holistic policy. She continued that the MDGs reflected the diversity of 
the problems and underlined the necessity to find action modules that click 
together to be able to contribute to poverty reduction. According to Ms. 
Kortmann, the German Government initiated an Action Programme 2015, 
headed by the Federal Ministry for Economic Cooperation and Development 
(BMZ), with the collaboration of all the Ministries. The parliamentarians in-
sist on receiving an impact report every six months. 

Given the great cultural diversity in the target countries, Ms. Kortmann 
stressed the fact that albeit there were enough action models to choose 
from, the funds simply did not suffice. It was her conclusion that we needed 
an inter-parliamentarian network to keep pressuring governments to fulfil 
their promises as the Cairo tragedy would otherwise repeat itself – a gradual 
send-off followed by a new programme like the MDGs. However, she said 
that we needed a sustainable programme that was permanently adapted to 
changing demands. 

Dr Steven Sinding said that Thailand‘s approach should serve as a model 
for increasing awareness of a method that is about saving lives given that the 
message of demystifying condoms was immensely important in the area of 
HIV/AIDS. He wanted to return to the “brave and angry“ roots of IPPF and 
wondered what kind of approach could be used to promote the use of con-
doms in cultures that had strong sexual taboos, e.g. Sub-Saharan Africa or the 
Islamic world. Referring to Mechai‘s attitude and enthusiasm, he pointed out 
that it was necessary to find people in other countries who were able to mobi-
lize their compatriots and find an appropriate way to demystify the use of con-
doms and overcome the reluctance of men in many cultures to use them. 

Dr Steven Sinding asked what IPPF could do to respond to different cul-
tural ways of perception. He said that the opposition of a well-organized, 
well-financed and determined alliance between the Vatican and the US 
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government had created a global confrontation in sexual and reproduc-
tive health that had made the contemporary political environment different 
from anything the RH community had faced in the past. He deduced that 
parliamentarians should be made aware of the extent of opposition; until 
now, they had been secondary in effect to civil servants in the movement, 
but as the political dimension was becoming more important, the support 
of parliamentarians in sustaining the Cairo Agenda would prove to be critical 
over the next several years. 

Given this situation, Dr Steven Sinding claimed that finding ways to ef-
fectively support parliamentary groups, conferences, and involvement in 
order to pursue the work that UNFPA had very effectively performed in the 
past three or four years, as well as sustaining a parliamentary movement on 
RH and rights really were other important priorities. He concluded by saying 
that the growing problem of depopulation in the industrialized countries 
would make it more important than ever to understand that talking about 
RH meant talking about human rights, women‘s rights and a fundamental 
commitment to gender equality. 

Safiye Cagar was concerned about the reaction of different cultures 
to talking about using or distributing condoms. She suggested adapting 
Mechai‘s ideas to the culture of each individual country. 

Ms Cagar talked about the time of the Cairo process when Germany had 
held the presidency of the EU and had negotiated very convincingly on be-
half of the EU and had very strongly supported the Cairo ICPD Programme 
of Action. She expressed her hope that Germany would keep up this support 
given the opposition of the US. In that regard, Ms. Cagar wanted to see 
Germany play a greater role in supporting UNFPA with the European Com-
mission as Germany was one of the most important donor countries in the 
EU and therefore had a lot of influence. 

She stated that UNFPA‘s main goal was to help women. The opposition, 
she said, was fighting against contraceptives and women‘s rights. In her 
opinion, it was most important to empower women, to educate them, to 
enable them to decide for their own about family planning, about child 
spacing and thus to be more active economically and thus to contribute to 
their nations‘ economy. 

Regarding funding, she said that the needs for RH postulated in Cairo were 
not being fulfilled; the donor countries had paid only 40 percent. Instead of 
17 billion dollars for the year 2000, UNFPA had received only 2.5 billion. The 
developing countries themselves contributed about 7.1 billion. Germany 
had been one of UNFPA‘s largest donors at the time of the Cairo Conference, 
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and shortly after Cairo it had been the fourth largest donor. Today, it had 
dropped to number eight. She acknowledged the difficult economic situa-
tion in Germany and said that hope remained within UNFPA that Germany 
would again become one of the top donors. For UNFPA, Germany was an 
important dialogue partner not only with respect to funding but also with 
respect to ideas and carrying out UNFPA‘s role in the RH sector. Unlike the 
very creative Mechai, she said, UNFPA depended on the donor community 
and the private sector, so in her mind, they had to keep encouraging their 
donors to increase their contribution. The shortage was such that in Sub-Sa-
haran countries alone, only 16 percent of the needed number of condoms 
could be provided, which posed a great problem in the area of HIV/AIDS. 

Ms Cagar was aggravated by the aggressive opposition of the US govern-
ment. She told a story about how during the ASEAN meeting in Bangkok the 
US had tried to pressure 31 Asian governments into changing the wording 
of the Cairo Programme of Action which would have set a precedent for 
other areas. Fortunately, the Asian governments had resisted. 

She informed the audience that UNFPA would not be holding a special 
meeting to celebrate the ICEP plus 10, but that the regional commissions of 
the UN would have technical meetings (one in Bangkok and others in Latin 
America and the Caribbean, Africa, the Middle East, and one in January 2004 
in Geneva for the European Commission). She gave the prognosis that the 
US would try to exert its influence in Latin America and the Caribbean since 
those countries are very religious and conservative. In Bangkok, the US had 
tried to threaten the countries by saying it was going to cut aid to them 
unless they agreed to change the wording in the Programme of Action. Ms 
Cagar voiced her fear that the countries in Latin America may not withstand 
a similar threat. According to her, in the last 20 years alone, the opposition 
of the US had cost UNFPA about 500 million dollars: UNFPA had not received 
US funding for 11 of the past 18 years. She complained that the opposing 
groups had become experts in misinformation and that UNFPA had to spend 
time and energy contradicting their lies. 

Karin Kortmann took issue with Germany‘s commitment, the EU alliance, 
opponents and the funding gap. She explained that the Parliamentary Advi-
sory Council was against reducing efforts, i.e. that the already small financial 
contribution of Germany in the area of development aid needed to be at 
least maintained, if not increased. With regard to the European level, she 
declared that they were observing shifts of priorities due to the new member 
countries from Eastern Europe that were going to become part of the Union. 
Ms Kortmann stated that it was one of their priorities to raise awareness with 
regard to RH questions and mentioned that a cross-partite delegation of 
parliamentarians was going to visit the Vatican to demonstrate unity in the 
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face of clerical opposition. Given her professional experience with conserva-
tive clerics, she expressed her hope that parliamentarians in other countries 
would imitate this project to exercise political pressure. Ms Kortmann also 
voiced her concerns about the situation in South America, where the Catho-
lic Church had lost influence due to sects and other religious movements. 
Given the fact that these organizations were unknown quantities and could 
not be controlled, they posed an even greater challenge than the Catholic 
Church. She concluded that the financial gap needed to be addressed, but 
that Europe could not cover the deficient financial contribution of the US. 

Eva Quistorp, UNIFEM Commission Germany, proposed that Mechai 
should conduct workshops for which he would travel to another country 
and offer one-week training seminars since his intelligence, imagination, 
humour and knowledge should be included in the campaigns and benefit 
the training of campaigners in other countries. She further argued that there 
should be much more knowledge about the reasons for the pope‘s opposi-
tion and about which interest groups behind the US administration were 
working against RH and UN standards. Certain organizations should provide 
very precise information on the identity of these groups, where they were 
located, how they were organized, etc., in order to be prepared for further 
attacks and to begin our own work of education. One should learn from 
Thailand and Mechai‘s examples and not limit oneself to cooperation with 
companies like Schering but also look into cooperation possibilities with 
football teams and MTV and certain global film makers. They should see 
cooperation as a form of social obligation because they use a global market 
and should therefore have some social responsibility. 

Dr Steven Sinding responded to a number of questions, including those 
about the organization of the opposition and the motives of US opposition 
groups. He said that there were two really excellent publications, one which 
had recently been produced by Planned Parenthood in the US, the other by 
Catholics for Free Choice which explained the opposition in great detail, i.e. 
who they were and how they functioned. He hoped that DSW and other 
groups in Germany could make these publications available as they con-
tained information that should be widely available for all of the events that 
are coming up in order for the RH community to be prepared. 

As to the question of the motives of the Americans, he stated that as an-
gry as he was with President Bush and as embarrassed as he was about the 
behaviour of the UK, he could not go so far as to accept the thesis that it 
was the purpose of the American opposition to keep the rest of the world 
weak and dependent. In fact what this was about was the extension of the 
abortion debate in the US to an international level and the reason it had 
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become an international debate was that protection under American law 
was so strong that the opposition to abortion had been unable to make any 
progress. And so they focused on weak, vulnerable groups that did not enjoy 
political representation in the US. Like the Reagan administration before it, 
the Bush administration was making its payoff to the religious right. 

Dr Robert Zinser, Rotarian Initiative for Population and Development 
(RIFPD), argued that during his 10 years of work he had never encountered 
a problem with the Catholic Church, neither in Africa nor in Germany. He 
mentioned that the German bishops even promulgated in 1973 that the use 
of chemical and mechanical contraception methods should be permitted 
since calendars or clinical thermometers were not available on the African 
continent. He therefore wanted to encourage the RH community. But he 
also told the experts among the participants that this information should 
be repeated over and over again, and that those who banned abortion put 
abortion on their shoulder and had to settle this with their own conscience 
irrespective of their country of origin or what sect they belonged to. He 
stressed that this fact deserved to be continuously repeated. If German par-
liamentarians used the media to state that sustainable development was not 
possible without family planning, more aid would flow, perhaps even from 
Brussels. Furthermore, it would help if parliamentarians declared more often 
that RH is very effective and that funds allocated to it are used in a sustain-
able way. 
29 





Family Planning and Reproductive Health: 
Where is the international community headed? 

Dr Steven Sinding 
Director-General, International Planned 
Parenthood Federation (IPPF), London 

I‘d like to congratulate the organizers on 
convening this meeting at this crucial mo-
ment in the history of the population and 
reproductive health movements. It was just 
50 years ago that the first international con-
ference on population was held in Rome at 
a time when modern contraceptives were 
still at the early development stage. What 
tremendous progress has been achieved 
since then! 

We are also meeting on the eve of the 
10th anniversary of the International Con-
ference on Population and Development in 
Cairo – a watershed in humanity‘s progress 
towards reproductive health for all by 2015. The results of the past four 
decades would not have been possible without the partnership between 
the private sector, which provided the technology needed to master fertility, 
the public sector, which created the public health infrastructure, and NGOs, 
which took the early risks and in many countries have carried the burden of 
making contraceptive use legitimate and accepted. 

However, despite the progress achieved so far by reproductive health 
programmes, many sectors of society, mainly people in rural areas, the mar-
ginalized and socially-excluded and above all young people, are still lacking 
access to reproductive health programmes due to a variety of political, eco-
nomic, social or cultural barriers. 

In addition, the emergence of new international development priori-
ties such as the Millennium Development Goals, the HIV/AIDS pandemic, 
and the fight against terrorism, appear to have weakened commitment to 
the Cairo Programme of Action in general and to reproductive health pro-
grammes in particular. And this despite the fact that few of the MDG goals 
can be realized if the core goals of the ICPD are not achieved. 

The key question today is: What must we do to ensure that the central 
goals of Cairo are achieved so that the reproductive revolution that began 
nearly 50 years ago can be successfully completed? 
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RH: a successful social revolution.

But there is still much unfinished business


The middle of the 20th century was characterized by major developments 
relating to population growth. The apocalyptic predictions of growing hu-
man numbers put population growth and fertility regulation firmly on the 
political agenda, first in the US and later in the other industrialized countries. 
In addition the major advances in contraceptive technology – particularly 
the Pill and the IUD – made it possible for Non-Governmental Organizations 
to advocate the benefits of family planning and for them and governments 
to provide family planning services. 

In most countries, including developing countries, the emphasis was on 
reducing human numbers and on meeting often ambitious demographic 
targets, mainly through policies and programmes designed to increase 
contraceptive use. Driven by the desire of governments to curb population 
growth, by the efficacy of modern contraceptives as opposed to the doubt-
ful outcome of traditional methods of fertility regulation, and by the eager-
ness of the middle classes to enjoy a better quality of life by limiting births, 
family planning services grew rapidly among married couples, mostly in 
urban areas. The success of this social revolution is reflected in today‘s rela-
tively high levels of contraceptive use, lower levels of fertility, and reduced 
rates of population growth. 

A recent report1 using the results of 120 demographic and health surveys 
concludes that over 620 million married women around the world – nearly 
500 million in developing countries – are currently using contraception. 
This represents some 57 percent of married women of reproductive age. 
While the average in developing countries is 55 percent, the range is from 
as low as 15 percent in Sub-Saharan Africa to as high as 68 percent in Latin 
America and the Caribbean. Almost 90 percent of contraceptors today are 
using a modern method, which testifies to the success of family planning 
programmes in introducing highly sophisticated products to wide sectors of 
society which otherwise lack access to many features of modern life. 

As a result, fertility declined by an average of one percent per year in the 38 
countries surveyed more than once since 1990. Fertility fell by 0.5 child per 
woman in India between surveys conducted in 1992-93 and 1998-99, while 
it fell by nearly two percent per year in Latin America and the Caribbean. In 
Africa, fertility fell by more than one percent per year in 9 of 16 countries 
surveyed since 1990. Overall, the total fertility rate (TFR) declined from nearly 
6 children in the period 1965-70 to just over three in 1995-2000. 

1	 John Hopkins Bloomberg School of Public Health. Population Reports.

Volume XXXI, Number 2, Spring 2003, pp 2-15  


32 



In terms of global population growth, the increase declined from a high 
of some 89 million additional people per year in the late 1980s to 77 million 
in early 2002 – well below the forecasts made by the UN as recently as the 
early 1990s. 

Despite these results, the success of family planning programmes might 
have been even greater had the people who expressed a desire to reduce 
their fertility had access to family planning services. The surveys just men-
tioned found that 105 million married women (about 21 percent of all mar-
ried women of reproductive age globally and 24 percent in Africa) have an 
unmet need for contraception – a need that is not being met by existing 
service delivery systems.2 One of the results of the lack of access to contra-
ception and other reproductive health services is that the world‘s population 
is set to increase by another 2 billion people over the next 25 years.3 

The Cairo Conference of 1994 is seen by many as marking a watershed in 
international thinking and policy making in the fields of reproductive health 
and development. After years of population policies aimed at reducing fertil-
ity through family planning, at Cairo the community of nations adopted a 
new approach – sometimes called a “paradigm shift.“ This approach called 
for the dropping of demographic targets, considered by many as producing 
insensitive, even coercive programmes, and the substitution instead of serv-
ices that respond to the full range of reproductive health needs, especially 
of women.4 

The ICPD Programme of Action (PoA) also called for a broad range of 
social and economic reforms that would empower women, expand their 
rights, and greatly strengthen their roles vis-a-vis men. Alongside the con-
sensus document produced by the Beijing Women‘s Conference less than 
a year later, Cairo represented a call for a fundamental transformation of 
women‘s roles and status in society. The final negotiated documents of 
both conferences were approved by UN-style consensus and widely hailed 
as major breakthroughs. But they have produced strong reactions among 
conservative forces in many parts of the world. 

Some of the reactions complain that Cairo and Beijing undermine basic 
family structures and the traditional division of roles between men and 
women; others maintain that Cairo went too far in recognizing reproductive 

2 ibid, p.24

3 www.unfpa.org/population/demogra.html

4 see SW Sinding, Getting to replacement: bridging the gap between individual rights and 


demographic goals, in P. Senanayake and R.L. Kleinman, eds., Family Planning: Meeting 
Challenges: Promoting Choices, 1994, Carnforth, United Kingdom and New York: Parthenon 
Publishing Group. 
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and sexual rights – that the concept of reproductive rights is a code name 
for abortion – and that the agenda for action encourages under-age sex 
and promiscuity. Family planning has always engendered such fears among 
social and religious conservatives, but the Cairo and Beijing conferences re-
awakened these groups after years during which voluntary family planning 
programmes had moved steadily forward. 

As I will argue further in a few moments, today, nearly ten years post-
Cairo, we face a double challenge: 

•	 Persuading governments that there is still an urgency regarding the Cairo 
PoA which requires them to meet their commitments – especially the 
financial commitments – they made at Cairo; and 

•	 Overcoming the strong and growing conservative backlash that is being 
led by the U.S. Government – one of the strongest erstwhile champions 
and architects of the Cairo consensus. 

Many successes, but the job is not finished 

It seems quite clear that we will not achieve the funding goals of the Cairo 
PoA – $17.0 billion per year in 2000, gradually rising to some $23 billion by 
2015. Today global funding stands at about $9.5 billion, or just about half of 
what was committed at Cairo. Inasmuch as Official Development Assistance 
(ODA) has not risen at all over the same period of time, and given that other 
priorities have emerged that threaten further the funding for sexual and re-
productive health and rights programmes, I think it is time to conclude that 
we must focus and concentrate the very limited resources we have – and 
are likely to have in the future – on a small number of the highest priority 
undertakings. What are these? 

1. Universal access to reproductive health services 

While the ICPD PoA aims to achieve global access by all to reproductive 
health services by 2015, many individuals and couples still lack access. In 
terms of contraceptive use, only 57 percent of women of reproductive age 
are using contraception and, as mentioned above, 105 million women who 
expressed a desire to limit or space their fertility have no means to do so. 

In this regard, it is important to note that it is the women in rural areas 
who are hardest hit. One of the reasons for lack of access to services are 
the issues of service availability and proximity. It has been established from 
several surveys that contraceptive use is invariably higher where services 
are easily accessible, in terms of both distance and travel time. In Thailand, 
where the median distance to a service delivery point is three kilometres 
and the median travel time is 15 minutes, contraceptive prevalence is 68 
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percent. On the other hand, in Uganda, where the median distance is 19 
kilometres and the median travel time is 60 minutes, contraceptive preva-
lence is only 5 percent.5 (Of course, time and distance are not the only vari-
ables involved and I don‘t mean to imply that if services were as accessible 
physically in Uganda as in Thailand, prevalence would be equal – only that 
it would be considerably higher.) 

Consequently, the contraceptive revolution will not be achieved and the 
goal of ICPD/PoA of ensuring access to reproductive health by 2015 will not 
be accomplished if the relevant institutions do not focus on bringing services 
to rural areas. 

But beyond physical access, there is also the issue of cost. In today‘s world 
there are basically two ways of getting contraceptives: at commercial prices 
(usually in the major urban centres); and through free or highly subsidized 
publicly supported programmes. For increasing numbers of couples, neither 
of these is ideal: commercial prices put contraceptives beyond their reach; 
and they either lack access to or prefer not to use public facilities.6 Further-
more, many couples that have an ability and a willingness to pay some-
thing, but less than the full commercial price, are receiving free or highly 
subsidized products at the expense of the truly destitute, many of whom 
cannot be reached for lack of resources. The funding shortfalls of Cairo 
are especially acute with respect to contraceptives and other reproductive 
health commodities. Indeed, UNFPA estimates that, while global funding for 
all RH needs is at around 45 percent of needs, the funding of commodity 
requirements is meeting only 16 percent of the need!7 

It is imperative that we find ways to service this “middle tier“ of clients 
and consumers. I believe that creative Public Private Partnerships are the way 
to do this and I urge participants at this conference to engage in a serious 
conversation about how such partnerships can be constructed. 

2. Young people, especially adolescents 

The world today has the largest cohort of young people in history – around 
1.2 billion. Never before have there been so many people in the age group 
15-25, and never again will there be so many. This “youth bulge“ repre-
sents a huge challenge in terms of the investments needed in education, 
health, shelter and employment, but also an opportunity for development 

5 www.infoforhealth.org/pr/j40/j40chap3_2 
6 There are many reasons for this disinclination to use public facilities: e.g., shame; lack of privacy, 

poor service.

7 Cited by UNFPA Executive Director Thoraya Obaid at the October 2003 


Conference of European NGOs (Eurongos) in Sexual and Reproductive Health, Population and 
Development, Hämeenlinna, Finland, 3 October 2003. 
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as young people are increasingly aware of the implications of globalization. 
But most significantly, how well or how poorly we respond to the sexual and 
reproductive health needs of this largest generation ever has profound im-
plications for future economic, social, political, and, of course, demographic 
conditions worldwide. Young people are having their sexual debuts earlier, 
and marrying later, than ever before. They are, thus, exposed to a longer 
period of risk of unprotected sex in larger numbers than ever before. No 
wonder, then, that young people are twice as likely to experience unwanted 
pregnancies or sexually transmitted diseases and infections – including HIV – 
than older, married people. While there has been some recognition of the 
enormous extent to which young people‘s sexual and reproductive health 
needs are not being met, most governments continue to have their heads 
buried in the sand. 

Traditional elements in society, both in developing and developed coun-
tries, are in denial, hoping that moralistic talk and advocacy for abstinence 
will keep young people out of trouble. But the reality is different. The vari-
ous demographic and health surveys demonstrate that among adolescent 
women, aged 15 to 19, reported levels of premarital intercourse are not 
negligible: 29 percent in Sub-Saharan Africa and 24 percent in Latin America 
and the Caribbean. In the unmarried age group 20 to 24, the percentage 
reaches almost 50 percent.8 

Of course, one consequence of premarital sex among the age group 15-
19 is childbearing. It is estimated that each year 15 million births occur in 
this age group;9 and 7 percent of adolescents worldwide, and 19 percent of 
adolescents in Latin America (LAC) and 26 percent in Sub-Saharan Africa, 
have begun childbearing. 

3. Maternal mortality resulting from pregnancy

The World Health Organization and UNICEF estimate that 585,000 wom-
en worldwide die each year of conditions related to pregnancy and child 
birth; this is equivalent to one death every minute. There are several causes 
of maternal death which have been clearly identified, among them: neona-
tal tetanus, delivery outside a medical facility, and unsafe abortion. 

•	 Neonatal tetanus killed an estimated 150,000 to 300,000 women during 
the 1990s and accounted for some five percent of maternal deaths every 
year. In addition, it accounts for 14 percent of neonatal deaths.10 Two 

8 Population reports, op cited. p. 27 
9 Alan Guttmacher Institute, Risks and realities of child bearing worldwide. Issues in Brief. AGI. 1997 

10 Fauveau, V. et al: Maternal Tetanus: Magnitude, epidemiology, and potential control measures. 
International Journal of Gynaecology and Obstetrics (40) pp. 3-12,1993 
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doses of tetanus vaccine injected two or three times during pregnancy can 
prevent infections and save the lives of mothers and infants. 

•	 Only an average of 25 percent of women in Asia delivered in a medical fa-
cility (less that 10 percent in Bangladesh, Cambodia and Nepal) as op-
posed to 70 percent in LAC and 50 percent in the 30 African countries 
which were surveyed during the 1990s. 

•	 Unsafe abortion: It is estimated that around 60,000 women die every 
year as a result of unsafe abortion. Where abortion is illegal, women often 
feel compelled to take life-threatening measures to terminate an unwant-
ed pregnancy. It is estimated that 20 to 50 percent of maternal deaths in 
South Asia result from unsafe abortion. Even when abortion is legal, there 
is no guarantee that services will be accessible, safe and of good quality. In 
India, where abortion has been legal since 1971, only around 600,000 
legal procedures – a small percentage of the estimated total number of 
abortions – are reported each year.11 Access to modern contraceptives 
has been shown to reduce abortion rates. In the Czech Republic over a 
three-year period abortion fell 36 percent after contraceptive use in 
creased by 30 percent. In Russia, abortion rates dropped from 108 per 
1,000 pregnancies to 68 in the late 1990s. 

These three interventions – tetanus inoculations for pregnant women, safe 
delivery, and eliminating unsafe abortions – could greatly reduce maternal 
mortality in developing countries. 

4. Under-five mortality 

During the 1950s an average of 20 million children under the age of five 
died each year in developing countries. Thanks in large part to Unicef‘s Child 
Survival initiative, this average went down to 11 million during the 1990s. 
However, despite this decrease worldwide, the average in Sub-Saharan Af-
rica doubled in the same period, rising from an estimated 2.3 million to 4.5 
million. In 2000, 43 percent of the world‘s child deaths occurred in Sub-
Saharan Africa.12 In most cases, the cause of death has been documented: 
diarrhoea, malaria, pneumonia and measles. Malnutrition contributes to 
more than 55 percent of these deaths.13 In addition to these four causes, 
another deadly cause has emerged: AIDS. It is estimated that between 1995 
and 2015, AIDS will kill some 3.7 million children before the age of five. The 

11 Alan Guttmacher Institute, Sharing responsibility: women, society &abortion worldwide, 1999

12 UNICEF. World Summit for Children, 2001

13 Caulfield LE, Black RE, Malnutrition and the global burden of disease: underweight and cause
-

specific mortality. Quoted in Gillespie, D., Child survival: the unfinished revolution. 
Unpublished, 2003 
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proportion of children under five killed by AIDS is estimated to be 13 percent 
in Tanzania and 61 percent in Zimbabwe.14 

5. HIV/AIDS 

UNAIDS stated at the Barcelona meeting in 2002 that “the scale of the 
AIDS crisis now outstrips even the worst-case scenario of a decade ago. Doz-
ens of countries are already in the grip of serious HIV/AIDS epidemics and 
many more are on the brink.“15 

The results of the epidemic: 25 million dead, 40 million people living with 
HIV, 50 percent of those infected worldwide in 2001 are women, an increase 
from 41 percent in 1997. The proportion in Sub-Saharan Africa is 52 per-
cent, compared to 48 percent in 1997.16 

International Support: not enough to cover the needs, and declining 

Since the end of the Second World War and especially since the wide-
spread achievement of independence after the 1950s, Official Development 
Assistance (ODA) became a major feature of international relations and in-
ternational cooperation. As 95 percent of ODA is given by Organization for 
Economic Cooperation and Development (OECD) members, the history of 
ODA can be seen through OECD and its Development Assistance Commit-
tee (DAC). 

We will review here the historical developments relating to the ODA of the 
major 14 donors who in the course of the last 40 years have given at some 
point or another more than US$1 million. The table below shows the ODA 
trends in selected years (1954, the baseline; 1974, Bucharest Conference; 
1984, Mexico City Conference; 1994, Cairo Conference; 1999, Cairo plus 5 / 
The Hague Forum; and 2000/ and 2001, the last two years for which com-
parative data are available (in constant 1999 US$ million). 

14 Population Reports. Op cited , p. 34

15 The report on the Global HIV/AIDS Epidemic; The Barcelona Report, UNAIDS, 2002

16 Achieving the Millennium Development Goals: Population and Reproductive Health as Critical 


Determinants. UNFPA. Population and Development Strategies series. No.10. 2003 
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The ODA trends 

COUNTRY  1954  1974  1984  1994  1999  2000  2001 

Australia  100  483  777  1,091  982  987  873 

Canada  78  716  1,625  2,250  1,706  1,744 

Denmark  10  168  449  1,446  1,733  1,664 

France 

Germany 

Italy 

Japan  116  1,148  4,319 13,239 15,323 13,508  9,847 

Nether-
lands

 49  463  1,268  2,517  3,234  3,135  3,172 

10  131  540  1,137  1,370  1,264  1,346 

Spain  - - 135  1,305  1,363  1,195  1,737 

Sweden  33  402  741  1,819  1,630  1,799  1,666 

Switzer-
land

 9  68  286  982  984  890  908 

UK  493  787  1,430  3,197  3,426  4,501  4,579 

US  3,602  3,674  8,711  9,927  9,145  9,955 11,429 

DAC
 5,924 11,180 28,130 59,152 56,424 53,734 52,336 

1,533 

1,634 

828 1,176 3,026 8,466 5,639 4,105 4,198 

459 1,433 2,782 6,818 5,515 5,030 4,990 

48 216 1,133 2,705 1,806 1,376 1,627 

Norway

TOTAL 

Source: OECD/DAC, ODA 1950-2001.  Updated on 18/12/2002 

This table permits the following observations: 

•	 The following countries increased their ODA after ICPD: Denmark, Japan, 
the Netherlands, Norway, Spain, UK and US. 

•	 Countries which decreased their ODA since ICPD are: Australia, Canada, 
France, Germany, Italy, Sweden and Switzerland. 

•	 Overall OECD/DAC ODA has decreased since the ICPD. 

•	 After reaching an all-time high of US$ 15.323 billion in 1999, Japan‘s ODA 
has seen a major decrease, particularly from 2000 to 2001. 
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Percentage of ODA in comparison with Gross National Income 

COUNTRY 1985-86 

average 

1990-91 

average 

2000 2001 

Australia 0.47 0.36 0.27 0.25 

Canada 0.49 0.45 0.25 0.22 

Denmark 0.84 0.95 1.06 1.03 

France 0.59 0.61 0.32 0.32 

Germany 0.45 0.40 0.27 0.27 

Italy 0.33 0.30 0.13 0.15 

Japan 0.29 0.31 0.28 0.23 

Netherlands 0.96 0.90 0.84 0.82 

1.09 1.15 0.80 0.83 

Spain 0.10 0.22 0.22 0.30 

Sweden 0.85 0.90 0.80 0.81 

Switzerland 0.30 0.34 0.34 0.34 

UK 0.32 0.30 0.32 0.32 

US 0.23 0.20 0.10 0.11 

0.33 0.32 0.22 0.22 

of which EU members 0.45 0.44 0.32 0.33 

Norway 

TOTAL DAC 

Source:  OECD/DAC - Net ODA. Updated on 11/12/2002 

This table indicates the following: 

• A general decrease of ODA has occurred, from 0.44 percent of Gross Na-
tional Product (GNP) prior to ICPD to 0.33 in 2001. 

• 	The following countries have honoured the commitment to devote at 
least 0.7 percent of GNP to ODA more than 40 percent between the time 
of the Mexico Conference and 2001: Denmark, the Netherlands, Norway, 
and Sweden. 

Calls for renewed commitment to ICPD 

During The Hague Forum held in February 1999 to prepare for the events 
commemorating Cairo plus 5, it was clear that the international community 
needed a reminder to renew commitment to ICPD and to increase ODA in 
general, and the share relating to population and reproductive health in 
particular. As noted earlier, five years after Cairo the target of US$17 bil-
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lion needed in 2000 to implement the Cairo Programme of Action was 
unmet.17 

At their 2003 meeting in Paris, the OECD governments reviewed the state 
of development assistance in light of the results of some major international 
meetings held in 2002-03: the Doha meeting of the World Trade Organiza-
tion, the Financing for Development Conference held in Monterrey, Mexico 
and the Johannesburg Summit. The Paris meeting confirmed that ODA 
increased from US$ 52.3 billion in 2001 to $57 billion in 2002 and that it 
is estimated that by 2006 there would be an increase of 30 percent in com-
parison with 2001. Despite the increase in 2002, the total ODA in that year 
is equivalent to the amount of ODA in 1991 and is below the all-time high 
level of $60.8 billion given in 1992, as well as below the amount of ODA 
given one year after Cairo ($59.1 billion). 

ODA to population and health 

While only US$ 500 million was allocated by DAC countries to health and 
population in 1973, this amount grew by an average of 3.3 percent per year 
to reach $3.5 billion in 1998 (in constant 1997 prices).18 Here we can see 
the performances of individual countries. 

ODA to health 1990-2001 (in US$ million) 

COUNTRY 1990-92 1993-95 1996-98 1999-
2001 total ODA 

to health 

Australia  14  43  83 124  3 

Canada  31  57  36  69  2 

Denmark  69  71  90  56  2 

France  71  65 100  59  2 

Germany  37 114 163 125  3 

Italy  94  31  26  38  1 

Japan 107 198 242 152  4 

Netherlands  61  97 140 145  4 

32  38  42  92  3 

percent of 

1999-2001 

Norway

17	 Population Action International, Fact Sheet: Why Donors Must Renew Their Commitment to 
Population Assistance. Washington, D.C., 1999 

18	 Recent Trends in ODA to Health.  OECD, Paris, September 2000 
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Spain  26  59  117  93  3 

Sweden  154  92  73  73  2 

Switzerland  31  19  30  34  1 

UK  134  98  233  500  14 

US  383  800  733 1,108  30 

1,286 1,841 2,201 2,817  -TOTAL DAC 

Source: OECD: Aid to Health.  Paris, September 2000 (for 1990-1995) and December 2002 
(for 1996-2001). 

A few observations on this table: 

• 	Countries that increased ODA for health following ICPD are: Australia, 
Canada, Germany, Italy, the Netherlands, Norway, Spain, Switzerland, UK 
and US. 

•	 The following countries decreased their ODA for health: Denmark, France, 
Japan and Sweden. 

•	 The UK increased its ODA for health five-fold (from US$ 98 million in 93-95 
to $ 500 million in 2001). 

•	 The US, which ranks first in total ODA but last in ODA as a percentage of 
GNP, has a commanding leadership position in terms of ODA for health. 

• The percentage of ODA for health is very important in the case of the US 
(30 percent) and UK (14 percent); Japan and the Netherlands follow with 
4 percent, Italy and Switzerland devote a much lower percentage to 
health (1 percent of their total ODA). 

Share of ODA for health devoted to family planning and HIV/AIDS 

An analyzis of the breakdown of spending within the health sector con-
firms that family planning is losing ground to HIV/AIDS when it comes to 
funding. The following table indicates the percentage of the various compo-
nents of the health sector during the period 1990-98. 

Population/Health 

Basic health care  10 % 

Basic Health infrastructure  15 % 

Infectious Disease  7 % 

12 % 

Health policy and administration  20 % 

Medical services, 
training and research
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Breakdown of share of the various components of the population/health 
sector 

Family Planning 15 % 

Reproductive Health Care 10 %


STD/HIV/AIDS
  7 %


Populations policy and 4 %

management


While family planning enjoyed a dominant position between 1990 and 
1998, funding began to shift rapidly toward HIV/AIDS starting from 2000, 
as can be seen in the following table (in $US million). 

1994 1999 2000 2001 

Population 
policy and 
administration

 14  98  131  135 

Reproductive 
health care

 92  177  194  142 

Family planning 563  397  409  356 

STD control 
including 
HIV/AIDS

 193  282  521  587 

863  953 1,255 1,220TOTAL

Source:  OECD response to an IPPF query in September 2003 

The change in funding to the four components between 1994 and 2001: 

Population policy + 964.3 percent 

Reproductive health care + 154.3 percent 

Family planning - 36.8 percent 

HIV/AIDS + 300.1 percent 

TOTAL + 141.4 percent 
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Impact of the decrease of the share of family planning in ODA for 
health on contraceptive security 

The decrease of ODA in general is compounded by the decrease of the 
share of health resources committed to family planning. The problem is par-
ticularly acute considering the fact that 105 million women have an unmet 
need for contraception and that an increasing number of young people, 
often unmarried, become sexually active without adequate contraceptive 
supply. As mentioned earlier, all this leads to a growing contraceptive se-
curity problem. In order to maintain the current worldwide contraceptive 
prevalence, the number of users of modern contraceptives needs to increase 
from 310 million users in 2000 to some 460 million in 2025, an additional 
150 million users.19 

The current donor expenditure has to increase annually by 5.3 percent to 
cover the commodity needs by 2015. As a matter of fact, the gap in contra-
ceptive funding was estimated at US$ 24 million in 2000 and is projected to 
increase to some $210 million by 2015.20 

The Bush Global Gag Rule 

As if the ODA decrease and the decrease of family planning funding were 
not bad enough, the arrival of President Bush in the White House seriously 
compounded the problems for the field of reproductive health. 

The first action taken by Bush on his first day in office was to reinstate 
the so-called Mexico City Policy which was enacted by President Reagan in 
1984, according to which non-US NGOs were banned from receiving USAID 
funding if they in any way promote, provide, or refer patients for abortion. 

IPPF refused to agree to the restrictive practices of this policy because of its 
belief that it curtails the right of women to reproductive choice. As a result 
of what has since become known as the Global Gag Rule (GGR), IPPF lost in 
early 2001 US$ 12 million which at that time represented 20 percent of the 
IPPF operating budget.21 

Human rights, reproductive health and women‘s organizations considered 
Reagan‘s GGR I and Bush‘s GGR II as an attack against women in developing 

19 Duff Gillespie, International Support to Family Planning is Declining. Unpublished paper, 
March 2003 

20 Duff Gillespie, Reproductive Health: agenda for the future. Unpublished paper, September 2003 
21 In 1984, when the original Mexico City Policy was imposed, IPPF lost US$17 million, which at 

that time represented 25 percent of its budget. The Mexico City Policy was rescinded by Presi-
dent Clinton and IPPF funding was restored in 1995, only to be lost again in early 2001, follow-
ing the election of Bush. In addition, USAID-IPPF negotiations for a possible $75 million grant 
resulting from a positive USAID assessment of IPPF in the summer of 2000 came to an end. 
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countries since it took from them rights which the US Supreme Court had 
granted to American women in 1973. Many thought that IPPF was a unique 
case and that the US neo-conservatives would not seek additional victims. 
However, no sooner had the dust settled from the IPPF de-funding than the 
Bush Administration turned its attention to UNFPA and succeeded in with-
drawing the $34 million it was set to receive because of alleged (and largely 
refuted) charges that UNFPA participated in coerced abortions in China. 

The reach of the US right wing did not stop at IPPF and UNFPA. Next on 
the agenda was “reproductive rights“ and “reproductive health services.“ 
During the Summit for Children held in New York in May 2002, the US 
delegation insisted on using “access to family planning and contraception“ 
instead of “reproductive health.“ They lobbied also to replace “reproductive 
health services“ with “basic health care“. 

The march of the anti-reproductive health choice movement continued. 
During the 5th Asia and Pacific Population Conference held in Bangkok in 
December 2002, the US delegation again attempted, unsuccessfully, to 
change the language of the Cairo Programme of Action. A recent example 
of the White House antagonism toward reproductive and sexual health pro-
grammes was the decision of the Bush Administration in mid-September 
2003 to abruptly cancel an $8 million grant to a group of Brazilian HIV/AIDS 
NGOs because they did not limit their programmes to abstinence-only inter-
ventions and actively promoted the use of condoms.22 

All these examples show that beyond IPPF, UNFPA and other reproductive 
rights and reproductive health organizations, it is the basic right to repro-
ductive choice that is the target, first in developing countries and ultimately 
in the US. 

Millennium Development Goals 

During the Millennium Summit held in New York in September 2000, the 
world community adopted the Millennium Development Goals (MDGs) as 
a way to sharpen the focus of governments and NGOs in developed and 
developing countries on specific development objectives to be achieved by 
2015. 

While the MDGs represent a step forward in alleviating poverty and other 
health and social ills, unfortunately they remain silent on a number of ob-
jectives of the ICPD PoA, such as achieving universal access to reproductive 
health services by 2015. Some of the MDGs are directly linked to reproduc-
tive health and rights – for example, improving maternal health, combating 

22 DKT International/ US Newswire, 15 September 2003 
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HIV/AIDS, promoting gender equality and empowering women, and reduc-
ing child mortality. 

As successful family planning programmes play a strategic role in reduc-
ing maternal and child mortality, reducing the incidence of unsafe abortion, 
preventing HIV infection, reducing poverty and empowering women, one 
may legitimately ask: “Can these MDGs be achieved while financial support 
to family planning is being reduced?” 

It is important for the reproductive health community to go beyond 
merely recognizing the linkage between RH and the MDGs. What is needed 
is evidence-based analyzis of the direct impact of family planning and re-
productive health on the MDGs. There is much evidence to show that birth 
spacing and limitation dramatically reduce infant mortality and contribute 
to improved maternal morbidity and mortality rates. More recent evidence 
has shown that family planning liberates women to pursue a range of eco-
nomic and social activities that continuous pregnancy and childbearing 
make impossible. Finally, there is now strong evidence that families that 
limit their fertility are significantly more likely to escape poverty than families 
that do not or can not.23 The message from all this research is clear: No ICPD 
= no MDGs. 

Where do we go from here? 

The analyzis of ODA trends earlier in this presentation does not give much 
grounds for optimism about the commitment of the development commu-
nity either to the Millennium Development Goals or to the Cairo Programme 
of Action. While effectively combating HIV/AIDS now occupies centre stage 
in the development field and transferring resources to countries recently 
devastated by the so-called War against Terrorism has captured significant 
new resources, funding to realize the objectives of ICPD and to achieve the 
MDGs is basically declining. 

This is why we need to have a second look at the ICPD objectives and the 
MDGs with a view to adopting a new approach to implementation – an ap-
proach that would concentrate on those most strategic interventions that 
actually enhance the synergy among several of the related objectives. These 
include: 

1. Ensuring access of the poor, rural populations and young people to RH 
services. This would necessitate a partnership at the country level between 

23 Much of this evidence is presented in Nancy Birdsall, Allan C. Kelley and Steven W. Sinding, eds., 
Population Matters: Demographic Change, Economic Growth, and Poverty in the Developing 
World. 2001. Oxford, UK: Oxford University Press. 

46 



public authorities, NGOs and the private sector. Achieving contraceptive 
security and filling the condom gap cannot be achieved without such a 
dynamic partnership. 

2. Identify the most direct causes of maternal and child mortality, includ-
ing birth spacing and limitation, and act upon them in cooperation with the 
support of private foundations. 

3. Create innovative forms of partnership between the private sector (es-
pecially the music, entertainment and pharmaceutical sectors) and NGOs in 
order to reach young people with the right messages and with credible sub-
stance. Here the issue is not “keep the hope alive“ but rather “create hope“ 
before it is too late on all fronts. 
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Birth Spacing: Presenting the 
“Catalyst Consortium” programme 

Victoria Baird

Director, Meridian Group International,

Washington, D.C.


Catalyst consortium


The international health com-
munity has known for years that 
birth spacing is important for ma-
ternal and child health. So for many 
people involved in family planning 
and reproductive health, the first 
comment or question is – so, what‘s 
new? 

First, there has been recently 
published research that shows the 
association between longer birth in-
tervals and improved maternal and 
child health. The research confirms 
the long held “notion“ that birth 
spacing is important for maternal 
and child health, but it also shows, particularly in the case of child health 
and nutrition, that birth spacing intervals of three years or longer have even 
more health benefits than the previously recommended two year birth spac-
ing interval. 

Some of the highlights of the new research document that longer birth 
intervals can contribute to a lower risk for fetal, neonatal, infant and under-
age five mortality, as well as preterm birth and low birth weight. In addition, 
research from Latin America shows that longer birth intervals can contribute 
to a lower risk for maternal death, third trimester bleeding, anemia and pre-
mature rupture of membranes. 

Birth spacing: major data sources 

While there have been hundreds of different studies/papers produced over 
the past twenty years on birth spacing, many have not been methodologi-
cally rigorous. The primary sources that constitute the new research on birth 
spacing have controlled for important socio-economic and biological vari-
ables. They are as follows: 
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The data on the impact of birth spacing on maternal health comes from 
the work of Dr. Agustin Conde-Agudelo and Dr. Jose Belizian who studied 
the effect of the interpregnancy interval using data from the Perinatal Infor-
mation System in Montevideo, Uruguay developed by the Latin American 
Centre for Perinatology and Human Development (CLAP). From 1985-2000 
the database recorded over two million pregnancies in Uruguay, Argentina, 
Peru, Colombia, Honduras, Paraguay, El Salvador, Chile, Bolivia, Costa Rica, 
Panama, the Dominican Republic, Nicaragua, Brazil, Ecuador, Mexico, the 
Bahamas and Venezuela. 

To test whether the birth spacing interval is a risk factor for adverse 
pregnancy outcomes, the following sociodemographic and biological vari-
ables were controlled for using multiple logistical regression: maternal age, 
number of previous deliveries, history of spontaneous or induced abortion, 
history of stillbirth or neonatal death, previous Cesarean delivery, marital sta-
tus, education, cigarette smoking, body mass index (BMI) before pregnancy, 
trimester during which prenatal care began, number of prenatal care visits, 
geographic area, hospital type, and year of delivery. In a separate analysis Dr. 
Conde-Agudelo studied the effects of birth spacing on perinatal health and 
on the health of adolescent mothers. 

The data on the impact of birth spacing on child health and nutrition 
comes from the work of Dr. Shea Rutstein of Macro International who 
analyzed Demographic and Health Survey (DHS) data from 15 develop-
ing countries in Asia, Latin America, and Africa. Using logistical regression 
design he analyzed the pregnancy outcomes of over 430,000 pregnancies. 
The analysis of the effects of birth intervals on child mortality is from the 
following 17 countries: Bangladesh, Bolivia, Egypt, Ghana, Guatemala, Ivory 
Coast, Kenya, Morocco, Nepal, Nigeria, Peru, the Philippines, Tanzania, 
Uganda and Zambia. The analyzis of the effects of birth intervals on child 
survival controlled for the following: mother‘s age at pregnancy, mother‘s 
parity at pregnancy, results of previous pregnancy (if known), mother‘s edu-
cation, urban-rural residence, survey phase, and country. 

Research from the United States supports the findings from developing 
countries by Dr. Rutstein and Dr. Conde-Agudelo, confirming the health 
benefits of birth spacing, and indicating that the effect of birth spacing 
is strong even in more developed settings where women may have better 
nutritional status and access to health services. A study done by the Centers 
for Disease Control and Prevention examined the impact of interpregancy 
intervals on perinatal health in two U.S. States. Using stratified and logistic 
regression techniques, Dr. Zhu analyzed the pregnancies of over 500,000 
women. Dr. Zhu‘s results in the U.S. mirror those of Dr. Conde-Agudelo‘s in 
Latin America. 
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DHS Data from 27 countries between 1993 and 1996 suggest that many 
women experience an unmet need for contraception in the year following 
a birth. Moreover, while such women often state a desire to practice family 
planning, substantially fewer actually do so. Given the sizable proportions 
of postpartum women who come into contact with health care providers 
during prenatal visits, at delivery and when seeking infant care and other 
services this research shows that concerted efforts to make contraceptive 
information and services available at these times might substantially reduce 
unintended pregnancy. 

Given our time constraints today, I‘m only going to present a brief over-
view of some of the key research findings. We begin with the impact birth 
spacing can have on child survival. 

Birth spacing saves children‘s lives1 

Data from developing 
countries show that the 
risk for death among 
neonates, infants and 
children under five 
decreases the longer 
births are spaced. 

For example, com-
pared to a 36-47 
month birth interval, a 
child born after an 18 
month birth interval 
may face over 3 fold risk for death. 

The most important finding in the research is the downward trend of risk. 
This research indicates that the longer births are spaced, the less risk a child 
has of death at all developmental stages up to age five years. 

Birth spacing saves mother‘s lives2 

Data from the CLAP/PAHO database shows that when mothers space 
their births, not only are their children healthier and more likely to survive, 
but mothers themselves are at lower risk of pregnancy-related morbidities. 

1	 Source: S. Rutstein, “Effects of Birth Interval on Mortality and Health: Multivariate Cross Country 
Analyses. Presentation to the USAID-sponsored Conference on Optimal Birth Spacing for Central 
America, held in Antigua, Guatemala, June 2003. 

2	 Source: Conde-Agudelo, A. and J. Belizan. 2000. Maternal Mortality and Morbidity

Associated with Interpregnancy Interval: A Cross Sectional Study. 

British Medical Journal (321): 1255-1259. 2000.
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Findings from Latin America show that: 

•	 The highest risks for maternal complications occur at the shortest birth 
intervals. 

•	 The risks decrease the longer births are spaced. 

•	 The statistically lowest risk for complications was found to be 27-32 
month birth interval- or about three years. 

Birth spacing leads to improved child nutrition3 

•	 The highest risk births 
are those that occur 
at the shortest birth 
intervals. 

• 	The risks for stunt-
ing and underweight 
for children decrease 
the longer births are 
spaced. 

Most women want longer birth intervals4 

The data show that birth intervals of at least 2-3 years can save the lives of 
mothers and infants. So, we must ask: “Who needs this information? Who is 
having short birth intervals? Who should we be targeting with birth spacing 
messages?“ 

Certainly all women and men of reproductive age have the right to know 
about the health benefits of birth spacing and the right to access to quality 
contraceptive methods and services.  

Programme planners need to work to identify potential missed opportu-
nities for birth spacing services. For example, in Latin America, as this slide 

3	 Source:  S. Rutstein, “Effects of Birth Interval on Mortality and Health: Multivariate Cross Country 
Analyses. Presentation to the USAID-sponsored Conference on Optimal Birth Spacing for Central 
America, held in Antigua, Guatemala, June 2003. 

4	 Source: Ross, John A. and William Winfrey. “Contraceptive Use, Intention to Use and Unmet 

Need During the Extended Post-Partum Period.” International Family Planning Perspectives,

Vol. 27 Number 1, March 2001
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shows, only about 
three percent of post-
partum women want 
another birth within 
two years. Given this, 
we would expect fami-
ly planning use among 
post-partum women 
to be quite high, but 
in fact, as we can see, 
it averages only about 
40 percent. Thus the 
possibility for an unintended or mistimed pregnancy is quite high. 

Birth spacing needs for young women (ages 15-19)5 

Young women aged 
15-19 years are having 
babies less than three 
years apart. In fact, in 
Guatemala, Brazil and 
Bolivia almost 100 per-
cent of adolescents are 
having repeat high-risk 
pregnancy. 

Young women are at the highest risk6 

•	 Adolescents are at increased risk of adverse health outcomes including 
maternal mortality, as compared to adult women. 

•	 The youngest mothers (aged <15 years) had the highest rates of ad-
verse maternal outcomes whereas mothers aged 16-17 and aged 
18-19 years had smaller but still significant increases.  

5	 Source: V. Setty-Venugopal and U.D. Upadhyay “Birth Spacing, Three to Five Saves Lives”. Series 
L, No. 13. John Hopkins Bloomberg School of Public Health, Population Information Program, 
Series L, No. 13, Summer 2002. 

6	 Source: A. Conde-Agudelo “Maternal and Perinatal Morbidity and Mortality Associated with 

Adolescent Pregnancy in Latin America”. (May 2002). Presented at the OBSI Champions

Meeting, Washington, D.C. 
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•	 There is a clear trend 
toward increasing 
rates of maternal 
morbidities and mor-
tality as maternal 
age decreased. 

Inter-Pregnancy Interval (IPI) and Birth Interval (BI) 

The International Health community tends to understand birth spacing in 
terms of “birth intervals“ and that is how the research data is presented to-
day. The birth interval is defined as one child‘s birth date to the next child‘s 
birth date. This method is preferred by demographers that look retrospec-
tively at population data. Many clinical researchers and physicians prefer 
to collect data on birth spacing using the “interpregnancy interval.“ The 
interpregnancy interval is defined as the time elapsed between the woman‘s 
last delivery and the date of next pregnancy (birth-conception). In order to 
compare data that uses different measures, simply add nine months to the 
interpregnancy interval to get the birth interval. 

Not only do many physicians use the IPI, but also qualitative research that 
we have conducted shows that women and men understand birth spacing 
in terms of “interpregnancy interval“. In other words, family planning users 
understand “when I will get pregnant next“ better than they can calculate 
“when my next child will be born“. 

Therefore messages for birth spacing for providers and clients need to be 
crafted with this in mind. 

Also, some evidences from our colleagues working in Africa, the Middle 
East and parts of Asia show that “birth spacing“ is often a more culturally 
acceptable term and more understandable than “family planning“. 

Focus of the optimal birth spacing initiative 

I‘d like to turn now from the research data to present our current thinking 
on what to do with these research findings. We feel that the Optimal Birth 
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Spacing Initiative activities must be carried out among policy makers, pro-
viders, communities/families and for individual clients. 

Policy and provider level 

On the policy level, our research found that while the concept of birth 
spacing is generally accepted, very few family planning programmes are 
educating women and men about the positive benefits of longer birth inter-
vals or on the risks for death associated with shorter intervals. As we looked 
further at this issue we found that few governments or institutions have 
protocols on birth spacing. There are few training manuals or counseling 
guides that include information on birth spacing and no operations research 
to give guidance on this topic. 

Literature reviews and qualitative research conducted by Catalyst have 
revealed that: 

1) most Ministries of Health and governments do not have specific norms 
on birth spacing; 

2) providers differ in the advice they give to their clients about birth 
spacing; 

3) and data on unmet need show that women express a desire to have 
longer birth spacing intervals than they are achieving. 

Therefore at the policy level we need to work towards influencing govern-
ment norms, practice guidelines and institutional protocols. In addition to 
working with health ministries and institutions, non-health ministries such 
as education and programmes that work with youth can be instrumental 
toward reaching women and men with birth spacing information and 
services.  

Finally, it is critical to work collaboratively with private sector providers 
and institutions. For example, Schering Berlin is conveying the birth spacing 
research findings to private sector providers through their retailers and their 
promotional department. 

Community level 

Years of work in family planning have shown that it is not enough to 
merely give clients information. From Cairo we learned that programmes 
need to address an individual‘s physical, mental and social needs through-
out their reproductive lifespan. We also learned that any information or serv-
ices should be provided within the context of human rights and within the 
context of informed choice. 
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Community involvement is crucial for this to take place. In order to do 
this programmes need to work closely with community-based organiza-
tions, such as social clubs for women, men, and youth, programmes for 
newlyweds, or literacy programmes to create innovative strategies to help 
families achieve the birth spacing intervals that are best for their health and 
well-being. 

Family and individual levels 

Individuals have the right to know the mortality risks for infants and moth-
ers when births are spaced to closely together. Family planning users should 
have accurate information on contraceptive methods and be able to obtain 
quality affordable products. 

Women need to be able to negotiate timing and spacing of births with 
their partners. 

Introduction to the Catalyst Consortium partners 

The Catalyst Consortium is a family planning/reproductive health project 
funded by USAID. The Consortium is a partnership of five organizations: 
Pathfinder International, Meridian Group International, Inc., the Academy 
for Educational Development (AED), Centre for Development and Popula-
tion Activities (CEDPA), and PROFAMILIA/Colombia. 

Each partner brings a unique expertise to the project: Pathfinder Interna-
tional has over 30 years of experience in family planning service delivery. 
In particular, Pathfinder addresses the reproductive health needs of adoles-
cents and promotes male involvement in family planning. Meridian Group 
International, contributes expertise working with the commercial sector; 
creating innovative public-private sector partnerships; social marketing; and 
corporate social responsibility. The Academy for Educational Development is 
a large research institution specializing in behavior change communication, 
non-clinical service delivery and rural outreach. 

CEDPA, the Center for Development and Population Activities contributes 
expertise in women‘s empowerment, gender-sensitive service delivery and 
advocacy; links to non-health CBD programmes, quality improvement, and 
sustainability. Finally, PROFAMILIA, our partner from Colombia, engages in 
advocacy and reproductive rights work. Profamilia/Colombia also specializes 
in South-to-South technical assistance; clinical programmes; male involve-
ment; working with adolescents and, sustainability. 

The Catalyst project goal is to “increase use of sustainable, quality fam-
ily planning/reproductive health products/ services and healthy practices 
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through clinical and non-clinical programs.“ Our ultimate goal is to reduce 
unintended and mistimed pregnancies. 

One important way of meeting this goal is to help women achieve the 
birth intervals they want and to improve contraception continuation rates. 

Catalyst is serving as the secretariat for The Optimal Birth Spacing Initia-
tive and has been working in collaboration with many international health 
agencies and institutions in these efforts. 

Institutions currently involved in The Optimal Birth Spacing Initiative 

Although Catalyst is the secretariat for The Optimal Birth Spacing Initia-
tive, many organizations are actively working to revitalize this fundamental 
part of family planning and reproductive health. For example at the global 
level, USAID has provided both funding and technical support. UNICEF, US-
AID and Catalyst are co-publishing a fact sheet on birth spacing that will be 
distributed to all UNICEF country offices. The World Health Organization, 
UNICEF and USAID are collaborative partners with Catalyst in a systematic 
review of the literature on birth spacing. 

In an effort to get the birth spacing data out to the field, Catalyst has 
made presentations to several national governments, including Belize, Bo-
livia, Costa Rica, El Salvador, Honduras, Nicaragua and Panama. The USAID-
funded project Advance Africa has presented the new birth spacing research 
to government representatives in Haiti, South Africa, Congo, Angola and 
Nigeria. 

Several research institutions have published the birth spacing research 
on their websites or contributed to our meetings, including the Centers for 
Disease Control and Prevention (CDC), the Latin America Centre for Peri-
natology and Human Development (CLAP), Georgetown University, Johns 
Hopkins University, Macro International, and University of North Carolina at 
Chapel Hill. 

Currently we are working in collaboration with over twenty international 
health institutions and agencies on birth spacing, including: Advance Africa; 
Africare; Academy for Educational Development (AED); Center for Develop-
ment and Population Activities (CEDPA); Christian Children‘s Fund; Coop-
erative for Assistance and Relief Everywhere (CARE); EngenderHealth; Family 
Health International (FHI); Management Science for Health (MSH); Merid-
ian Group International, Inc.; Pan American Health Organization (PAHO); 
Pathfinder International; Population Action International (PAI); Population 
Services International (PSI); PRIME II/Intrah; Project Concern International; 
PVO Networks; Save the Children; The Population Council; White Ribbon 
Alliance; and World Vision International. 
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Birth spacing initial activities 

Catalyst and our collaborative partners have initiated several activities to 
reach clients. 

In June, 2003 Ministers of Health and Education from the Central Ameri-
can region attended a two-day conference on birth spacing. At the closing, 
the Ministers signed a declaration stating, their political commitment to 
“promote guidance, norms and actions to integrate these scientific findings 
in the regional strategy for reduction of maternal infant and child morbidity 
and mortality, taking into account the social and economic conditions of 
each country“. 

As mentioned above, the USAID-funded project Advance Africa has pre-
sented the new research on birth spacing to government representatives in 
Angola, South Africa, Nigeria, Congo and Haiti. The noted comment was 
that many governments felt that “birth spacing“ was more culturally accept-
able than “family planning“ for the clients in these countries. 

A systematic review of the literature on birth spacing is being conducted in 
collaboration with WHO, USAID, UNICEF and Catalyst. It will be completed 
Summer 2004 and the results will be disseminated at an international donor 
meeting. 
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CELSAM: Family planning for young people 
in Latin America 

José Luis Corral

Executive Director, Centro Latinoamericano Salud y Mujer,

(CELSAM), Mexico City


•	 In Latin America and the Car-
ibbean, young people between 
the ages of 10 and 24 make 
up 30 percent of the population, 
with adolescents aged 10-19 
representing 20 percent of the 
population. This distribution is 
evenly split between males and 
females. 

• The number of young people in 
the Region stands at 155 million 
and is expected to reach 163 
million by the year 2025. 

•	 It is estimated that 80 percent of the Region‘s youth live in urban areas and 
that 65 percent live in poverty. 

•	 The growth of the youth population varies within the Region. In the 
Caribbean, for example, the youth population is expected to remain at 11 
million, while in Central America and South America this population 
group is expected to increase with the exception of Uruguay, Guyana and 
Panama. 

Education trends 

•	 Education levels of youth in Latin America and the Caribbean have im-
proved dramatically over the last few decades. 

•	 The illiteracy rate for those aged 15 and older has dropped from 26 percent in 
1970 to 12 percent in 2000; the female illiteracy rate decreased from 30 
percent in 1970 to under 13 percent in 2000, based on 1999 estimations. 

•	 The improved literacy rates demonstrate that the region has made strides 
towards providing universal access to education at the primary level. 

•	 However, as the youth population fulfills its primary education goals, the 
demand for education at the secondary and tertiary level rises. This is evi-
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denced by the demand for tertiary education in countries such as Argen-
tina, Brazil and Mexico, which enroll between one and two million stu-
dents. 

Sexual and reproductive trends 

•	 The reproductive health situation in the region indicates some improve-
ments. 

•	 Adolescent fertility rates are above 50 per 1,000 in most countries. 

• 	Overall fertility rates for adolescent females aged 15-19 years have de-
creased in the region, which is attributed to the increases in education 
levels. 

• But fertility rates remain higher than 100 per 1,000 in Central America 
(except Costa Rica), the Dominican Republic, Jamaica and Belize. 

•	 Awareness of contraception is high, as is awareness of HIV/AIDS in most 
countries. 

Important facts on youth sexuality 

Youth are sexually active and at early age: 

•	 Approximately 50 percent of adolescents under the age of 17 are sexually 
active in the region. 

•	 Between 53 percent and 71 percent of women in the region had 
sexual relations before the age of 20. 

•	 The average age of first sexual intercourse is approximately 15-16 for girls 
in many Latin America and Caribbean countries. 

• 	For boys the average age is approximately 14-15. 

Adverse reproductive health outcomes 

Young women are getting pregnant: 

•	 Between 35 percent and 52 percent of adolescent pregnancies in the 
region were not planned. 

• 	On average, 38 percent of women become pregnant before age 20. 

•	 In most Latin America and Caribbean countries, between 15 and 25 percent 
of all babies are born to adolescents. 
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Young women are aborting and are victims of maternal mortality: 

•	 Maternal mortality remains one of the leading causes of death for ado-
lescents. 

•	 In Chile and Argentina, where abortion is highly restricted, more 
than one-third of maternal deaths among adolescents are direct re-
sult of unsafe abortion. 

•	 Between 21 and 30 percent of pregnancies in Mexico, Colombia, Bra-
zil, the Dominican Republic, Chile and Peru end in abortion. 

Socioeconomic influences on reproductive health: 

•	 In Colombia, the Dominican Republic, Guatemala and Mexico, girls who 
received 10 or more years of education were four times less likely to have 
initiated sexual activity by age of 20 than those who had less education. 

•	 In Ecuador, the percentage of young women between 15-24 that have 
been pregnant decreases with education, from 60 percent (no education) to 
29 percent (university education). 

2001 Latin American Survey on Contraceptives 

In February 2000, 7500 women between 15 and 44 years from 14 Latin- 
American countries were surveyed. 

Have you used contraceptives? 

72 % 

No 28 % 

Yes 

Contraceptives top of mind 

1. Pill 98 % 

2. Condom 97 % 

3. Intranterine Device (IUD) 88 % 

4. Ligation 87 % 

5. Injectables 86 % 

6. Rhythm 73 % 

7. 67 % 

8. 65 % 

Vaginal 

Vasectomy 
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Which contraceptive have you used? 

Pill 65 % 

Condoms 35 % 

IUD 26 % 

Injectables 19 % 

Rhythm 19 % 

Ligation 19 % 

Coitus Interruptus  7 % 

5 % 

1 % 

Others  2 % 

How do you get information about contraceptives? 

Friends/Family 34 % 

Doctor/Hospital 34 % 

18 % 

Media 11 % 

Other  3 % 

Who decides? 

Couple 46 % 

37 % 

My partner  6 % 

Physician  4 % 

Other  8 % 

Pharmacy 39 % 

Public Hospital 21 % 

Private Doctor 16 % 

HMO Hospital  8 % 

Other  8 % 

Public Employees Hospital  5 % 

Vaginal

Vasectomy

School/Work 

Woman 

Where do you find the contraceptives? 
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Reviewing sexual education in Latin America 

Social and environmental influences 

Family: 

•	 In the Latin American and Caribbean context, family, including extended 
family, is probably the most important factor contributing to adolescent 
health and development. 

• 	Research has revealed that parents and their adolescent children com-
monly have difficulty talking each other about sexuality. 

•	 Among Caribbean adolescents, 24 percent of youth feel that their mothers 
“understand little about their problem“ and 32 percent of adolescents 
feel the same lack of understanding from their fathers. 

• 	Adolescent boys from nine countries in the region indicate that sexual 
information received from parents is often provided too late and loaded 
with myths and taboos. 

Peers: 

•	 Peer acceptance plays an important role in adolescents defining their iden-
tity and their self-esteem. 

• 	Studies indicate the power of peer group on boys, which may tend to 
spend more time on the street with their peer groups. 

• 	Peer groups can serve several important functions, such as providing a 
sense of belonging as males seek independence. 

Education and school: 

•	 Education opportunities are linked to increased positive sexual and repro-
ductive health outcomes, particularly for girls. 

• Studies in Barbados, Chile, Guatemala and Mexico indicate that attain-
ing a certain level of schooling and providing income to the family are two 
protective factors that help adolescent mothers stem an otherwise vicious 
cycle of poverty. 

Media and communication: 

•	 In Latin America and the Caribbean, the majority of information that ado-
lescents receive on health and sexuality comes from the media and their 
peers. 

•	 Media are a powerful tool that has demonstrated positive effects on adoles-
cent sexual life and development: 
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–	 In Brazil, an AIDS prevention video entitled “Via de Rua“ (Street Life) 
contributed to an 18 percent increase in condom use among youth targeted 
in the programme. 

–	 Latin MTV broadcasted a show for young people called “Smart Sex“. Some 
78 percent of youth that saw the programme recomended it to their 
peers and 91 percent approved of the messages broadcasted. 

Sexuality education programmes 

•	 Most countries in the region agree that sexuality education is important. 

•	 Many countries such as Argentina, Chile, Colombia, Brazil and Peru have 
implemented National Sexuality Education programmes. 

•	 Discrepancies arise in how to implement sexuality education and there is 
considerable disagreement throughout the region on what age, where to 
implement and how to approach sexuality education for youth. 

•	 Programmes that provide sexuality education that includes both abstinence 
and contraception are found to be more effective. 

•	 Few of these programmes reduced sexual behavior, either by delaying the 
onset of intercourse or by reducing the frequency of intercourse. 

•	 It was found that some of the programmes that focused on HIV education 
actually increased condom use among sexually active youth. 

Multi-service youth centers 

•	 In Latin America and the Caribbean, youth centers have been developed 
with multiple health and social services to address the broad needs and 
concerns of youth. 

•	 Research shows mixed results for such programmes. 

•	 Successful programmes included intensive outreach efforts, but when the 
intervention ceased, behavior changes were not sustained. 

•	 Attendance at centers tends to be low for reproductive health services, yet 
youth come in for non-educational and recreational activities. 

School-based and school-linked family planning services 

•	 Studies of schools with health clinics and schools with condom availability 
programmes have consistently shown that the provision of condoms or other 
contraceptives through schools does not increase sexual activity. 
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•	 Given the relatively wide availability in most communities, most school-
based clinics, especially those that did not focus on pregnancy or sexually 
transmitted diseases (STD) prevention, did not appear to markedly in-
crease the school use of contraceptives. 

Can sex and HIV/AIDS education programmes reduce adolescent 
sexual risk-taking? 

Study criteria 

•	 Programmes: 

–	 targeted youth 11-19 years old, 

–	 were implemented in groups in schools or community settings, 

– 	 were implemented in the U.S., Canada, or developing countries. 

• Studies:

– 	 employed experimental or quasi-experimental design, 

– 	 had a sample size of 100 or larger, 

– 	 measured impact upon behavior. 

Studies with special importance 

•	 Safer choices: Preventing HIV, other STD and pregnancy 

–	 reduced unprotected sex for 31 months or more 

•	 Reducing the risk: Building skills to prevent pregnancy, STD and HIV 

– 	 was independently evaluated three times in three different States in 
the U.S. and each time it delayed the initiation of sex; 

–	 in two of three States it increased condom or contraceptive use. 

Characteristics of programmes that did not change behavior 

•	 Focused mostly on increasing knowledge, 

•	 taught only generic decision-making or communication skills (not skills 
specifically about sexual behavior), 

•	 did not give a clear message about sexual behavior, 

•	 were too short to include many activities. 

65 



Characteristics of effective programmes 

•	 Focus on reducing sexual risk-taking behavior; 

•	 are based on psychosocial theories that identified psychosocial sexual risk 
and protective factors; 

•	 give a clear message about avoiding unprotected sex (i.e., avoiding 
sexual intercourse or always using condoms or contraception); 

•	 provide basic accurate information about risks of unprotected intercourse 
and methods of avoiding intercourse or using condoms or contraception; 

•	 address social pressures on sexual behavior. 

Characteristics of effective programmes continued 

•	 Provide modeling of and practice in communication and refusal skills; 

•	 use teaching methods to involve participants and help them personalize 
information; 

•	 incorporate behavioral goals, teaching methods, and materials that are 
appropriate to the age, sexual experience and culture of the students; 

•	 last a sufficient number of sessions to complete important activities; 

•	 select teachers or peers who believe in the programme and then provide 
training for those individuals. 
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Reproductive Health in Need of New Ideas? 

Mechai Viravaidya 
Chairman of Population and Community 
Development Association (PDA), Thailand 

Looking at the audience I 
notice that I am probably the 
only one here from a develop-
ing country. I am the only one 
who comes from a country that 
once had a population prob-
lem. Most of the participants, I 
imagine, are from donor coun-
tries. What I want to say first is: 
don’t be misled by the name of 
this conference: “New ideas for 
reproductive health and family 
planning activities”. There are 
no new ideas. All ideas are old, all wheels have already been invented. We 
don’t need to have new ideas, we just have to have new visions, new energy; 
we need to be brave and to believe in what we are doing. 

I think we’ve done reasonably well, but unfortunately, the family planning 
movement has in recent years been very apologetic, we’ve been put on the 
back burner. Many gatherings of people working in family planning are like 
the gatherings at a funeral parlor, of undertakers: dull, no new ideas. 

But we do have new ideas, and I hope that Europe will be the leader in 
visionary assistance in family planning, for those countries and the areas 
that need it. To be successful, allow them to bring in some of their ideas 
with your ideas. Let me very quickly just run through some of the problems 
we had to face in Thailand: family planning must deal with the fact that the 
people we want to reach are typically poor. They need more than just fam-
ily planning; they need many, many things. However, the only money we 
received was from the IPPF for family planning. So family planning became 
a start. Thinking about solution strategies, we thought in the beginning of 
a Western solution, of doctors giving out the pill. But as it turned out, that 
wasn’t the solution for our country. There was only one doctor per 100,000 
people, nine doctors for each million people. It couldn’t work. So we de-
veloped our own ideas: train the nurses. The results showed that they did a 
much better job, because it was a woman-to-woman approach. This was the 
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soulution for the urban areas. For the rural areas we involved the midwives 
and thereby covered 20 percent of the villages. “If the Vietcong can fight a 
war without having to go to West Point, we can do the same” – this was our 
approach. So besides training the nurses and the midwives, we also trained 
ordinary people in villages. Most of them were shop-keepers, well-trusted, 
selected by the villagers. We set up centers and developed a brand for the 
product: a yellow-colored label that says: Village family planning center, get 
your pills and condoms here, or consult for IUDs, sterilization, at the govern-
ment health center. Over time the yellow colour became as well recognized 
as the colour red, which stands for CocaCola – so that wherever you are, 
people recognized the yellow label as a place to get contraceptives. That is 
what we call the family planning floating market - wherever there are peo-
ple, contraceptives must be there. Take for example, the name Cabbages & 
Condoms: if family planning is to succeed, contraceptives have to be as eas-
ily found as vegetables in the villages. So obviously the supply is very, very 
important. Commodities are important. But who gives them out? You can’t 
have a commodity sitting in town, the people may not go into town – they’d 
rather get pregnant. The commodities have to be where the people are. 

Dressmakers are very good distributers of contraceptives. “Get your pills 
from me and I’ll give you a ten percent discount when I make a dress for 
you.” In another part of the country, in the north, the hairdressers were very 
good advocates for family planning. Women chat and talk and by the way, 
she gives you ten percent discount on your hair-do if you purchase the pill 
from her. There were also religious leaders involved. We did a study into the 
Buddhist scriptures and discovered that Buddhism did not oppose family 
planning. In fact, Buddha said: Many births cause suffering; to prevent births 
means to prevent suffering as well. So, we distributed all of the information 
on the Buddhist scriptures to society. But the villagers said: Please, could 
you ask the Buddhist monk to help? When we have a new house, a new 
motorcycle, a new room, we get it blessed with holy water. Can you get the 
contraceptives blessed with holy water? This was 30 years ago! So, I asked 
the monk. It was agreed and I held a bowl of holy water and he blessed all 
the contraceptives with that holy water. We sent this picture into the vil-
lages, and the monks in the villages started doing the same thing. Then the 
women said: No wonder we have no side effects, it’s been blessed. We didn’t 
say that, but the villagers did and this was very important: The target audi-
ence must be the major actors. They must also be the teachers. 

We trained half a million rural school teachers in the first five years. They 
are the people who teach the students. We organized the “teachers condom 
blowing championship” and the “students condom blowing champion-
ship”, throughout the country, everywhere! The message was: The condom 
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is a wonderful product; the condom is clean if your mind is not dirty. So we 
passed them out and all children had them. The teachers did many more 
things in addition to this. They taught a family planning song; and in the 
song every contraceptive method was mentioned. The melody was based 
on the National Anthem. We also came out with a new alphabet: B for birth, 
C for condom, I for IUD, V for vasectomy; we can do the same thing in any 
country! And we had a new game, Snakes and Ladders, a dice game. It has 
every family planning method on it, for example: mother takes the pill every 
night, good mother, move ahead five; sister, 18, gets pregnant: too early to 
get pregnant, move back five; uncle buys condom, move ahead three; uncle 
get’s drunk, doesn’t use condom, move back ten. For all these activities, 
we didn’t ask for permission from the Ministry of Education. We knew they 
would have said no. Our experince is that: it’s easier to ask for forgiveness 
than to ask for permission. 

One of our main issues is: make it simple! Make all the kids blow up con-
doms. Don’t be shy with the condoms, it’s a wonderful product. You can use 
it as a balloon; use the lubrication for after shave lotion. And nowadays, you 
can use it to put your mobile phone in during the rainy season. 

During this conference, I’m staying in a very nice hotel. But I checked: No 
condoms in the mini-bar, but lots of alcohol! One of the things we ought 
to do is to get as many hotels as possible to put condoms in the mini-bar, 
this helps to push for family planning, for reproductive health, for HIV/AIDS 
prevention and therefore for saving lives. 

Now, let me tell you something very interesting: we are currently doing 
research with lemons. Lemons have been used as a contraceptive for over 
200 years, but there is no scientific research. In the lab it’s clear that a sperm 
is immobilized within 30 seconds of contact with the lemon every time. 
Now we have already done a study on monkeys in collaboration with the 
University of Melbourne Medical School, and we are now going to do the 
human trial in Bangkok. We found out that lemon would be very important 
in the prevention of STDs of nearly every type. It also kills HIV within two 
minutes, though it is a bit more difficult. The microbicide effect in the lemon 
works due to the low PH. The lemon has a PH of between 2 and 2.4, and 
sperm cannot survive in it. It is a very interesting, simple method; no grand 
design, no Ph.D. needed, just a simple lemon. And it can be grown in Africa, 
in Asian countries, and even in Berlin! You just need some lemon juice on 
cotton wool, and the female inserts the cotton wool. People said: Before or 
after? I said: Before, of course. “Listen” they ask, “won’t it sting?” No, un-
less you have a cut or you have an abrasion, then it becomes a very good 
diagnostic tool. 

69 



Now let’s move on to AIDS. I will show you how family planning was 
a major contributing factor in of the HIV/AIDS prevention programme in 
Thailand. Everything we did in regard to family planning was copied as a 
response to AIDS, and it really helped. Our previous speaker, Steven Sind-
ing was mentioning how family planning and the HIV/AIDS communities 
are separated; I, however, believe the people who are working in family 
planning are the very ones who can help immensely in terms of HIV/AIDS 
prevention programmes and activities. 

When talking about HIV/AIDS prevention, we should also think about 
unusual ways of distributing prevention materials. In Thailand we have taxi 
drivers selling condoms and pills; the whole front of the car is full of pills and 
condoms, so when AIDS came along, the taxi driver now sells condoms as 
well as gives out AIDS safety tips. Why stick to just the medical profession? 
Everyone who can influence society must be involved in a programme, be 
it family planning, be it reproductive health or HIV/AIDS. This is very impor-
tant: policemen helped us a lot. Policemen gave out condoms! We call it our 
Cops and Rubbers programme. All the information was printed by banks, 
insurance companies and Avon. Imagine all the Avonladies handing out in-
formation material. I persuaded them by saying: “Keep your customers alive, 
so they buy more Avon next year, and all the years after. Don’t let them die 
of AIDS.” We had done this as an NGO, and then I was asked to join the 
Cabinet, and the Prime Minister agreed, he became Chairman of the Na-
tional AIDS Committee, every governor was trained, there must be an AIDS 
programme, an AIDS plan in every province, in every district, every village. 
As I mentioned before, we also trained policemen. They had helped us a lot 
with family planning before, so we asked them to help us with HIV/AIDS, as 
well. We also involved religious leaders: all religious institutions were asked 
to help to promote understanding and compassion, against discrimination. 
So everyone was involved, not just the Ministry of Health, and this was the 
coup. I was also in charge of the media, so every reporter, presenter, news-
reader had to be trained and given a book with answers and questions. We 
also brought movie stars in meet with HIV-positive people, and we gave 
subsidies to all the movies and soap operas if they included something on 
HIV/AIDS, we gave them money for the film. Don’t use government films 
to promote the message, because it puts people to sleep. Use regular, com-
mercial movies. India should do this, because they have a very, very large 
commercial movie industry. AIDS training, education at every workplace, 
AIDS education from primary school upwards, as in family planning from 
grades four and five up to university. Let universities help secondary schools 
and let secondary schools help primary schools. These are all kids who have 
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knowledge about condoms already. We also have a special English language 
programme on AIDS; so they learn about AIDS and they learn English at the 
same time. Also, we worked in the commercial sex area, with our so-called 
condom nights. We also have a Miss Condom Asia-Pacific. We hope to com-
pete with Miss Universe one day, Miss Universe sells perfume, these ladies 
save lives. We have competitions; the most knowledgeable woman wins the 
prize, not because she is the most beautiful. She has to have compassion 
and knowledge about safe sex and HIV/AIDS. They go and train people in 
other bars. 

Gas stations are giving out condoms, policemen are giving out condoms. 
They stop traffic; they raise their hand and say: “Please, take a condom!” 
It gives them a nice change from their routine work. The Prime Minister 
is also involved. This of course is very important for fighting HIV/AIDS - he 
increased the budget. Every ministry was involved. Then, we introduced the 
programme to help the people. We have a programme of lending money 
to HIV positive people and we have a partnership programme for both, 
negative and positive people to work together. The HIVnegative people will 
help spread understanding and compassion while they are earning income. 
Again, it all followed from family planning, so now these HIVpositive people 
have an income, they couldn’t have gotten a job before, they work in pairs, 
positive and negative together. 

When the next AIDS conference takes place in Bangkok in July 2004, when 
you land and get your passport stamped, I hope the officer at the Immigra-
tion Office will put in a condom for you. And during the World AIDS Con-
ference policemen will give out condoms with each parking ticket. You’re 
saving lives! Everyone can be involved. Imagine the policemen of Berlin 
giving out condoms! They would be very happy! It changes their daily life, 
makes it much better! Have you tried asking them? Please, do that! They’d 
be very happy! Or send some Berlin policemen to Bangkok to join us during 
the World AIDS Conference! 

But now back to family planning. One day the Thai government said: Men 
in our country seem to be cowards, they don’t want sterilization. Can you 
find out why? We found out why: Because they don’t want to go to hospital. 
So we had mobile vasectomy programmes, like picnics. In factories, we let 
the men have a look, because they thought vasectomy meant cutting from 
the belly all the way down. We said: No, no, no. Have a look, so you can see, 
you also can have the music of your choice while having a vasectomy. We 
also have vasectomy picnics. We don’t have camps, we don’t make it medi-
cal, we make it fun. We choose special occasions: our King’s birthday - the 
King’s Birthday Vasectomy Festival. We got the best 52 doctors in Thailand 
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to come and offer free vasectomies. Also, we have this so-called telephone 
vasectomy: I was the chairman of a telephone organization in the early days 
of the mobile telephone; they were big; and when you had a vasectomy, 
you could ring home and tell your wife: Honey, I’m on the table right now. 
Also on the 4th of July we provide the Independence vasectomy in honour 
of the USA. 

We also do it on the Australian National Day and call it the Kangaroo Va-
sectomy. The Australian Embassy gives us wine and Foster’s beer. Before the 
doctor does a vasectomy, the client has a bit of wine or beer; the doctor also 
takes a sip, but only a tiny one. We have the Chopstick vasectomy, the Vodka 
vasectomy, many occasions combined with fun. Don’t make it dull; make it 
like going to a movie, not like going to church. We even have Father’s Day 
vasectomy; they bring their fathers for the vasectomy. We encourage chil-
dren to bring their fathers saying: “Look, if you don’t want your inheritance 
to be divided by a larger number, bring father for a vasectomy.” We make it 
fun; everyone is involved, so it is not some doctor or some government, it is 
the people’s movement, that’s why it works. 

Let’s remember the very beginning of family planning in Thailand. We re-
alized that family planning was also an issue of poverty. So we invented pro-
grammes, considered both problems. I said to the poor people: “We have 
the Buffalo family planning ploughing service, we plough your field and you 
pay only half price if you practice family planning.” We also introduced the 
non-pregnancy pig-raising programme, which said: Spacing is very good, 
when you space, you earn money. If you are not pregnant for one year, you 
get two pigs to raise on credit for that time; if you are not pregnant for two 
years, you get four pigs to raise; if you are not pregnant for three years, you 
get six pigs to raise for that time. And they began to realize: My gosh, if I 
am not pregnant, I earn a lot of money. If I am not pregnant for four years, 
I can form a pig cooperative. People became so good at this, they became 
major pig raisers. We even had a Microcredit programme: for every month a 
person is not pregnant, we put five dollars into the Village fund; if a woman 
used the pill, then we gave more; if she used sterilization, even more. But 
everyone could borrow money. This was the beginning of the microcredit 
fund. And so it went on, e.g., with water tanks, this was assisted by Deutsche 
Welthungerhilfe from Germany, but in development, not family planning. 
They paid for the tank, but 25 percent off if you practice family planning. 
The villages using the best family planning practice got extra help: We work 
with them on small dams and on water supply systems. 

We are now working on employment programmes for elderly people, we 
give special loans to families that take care of their parents rather than getting 
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the government to take care of them. Now they have all sorts of income; all 
of which began with family planning. Growing vegetables and using public 
land by the railway line is sponsored by companies. All in all, poverty is being 
wiped out by asking the companies to work with us. We currently work with 
about 150 companies, banks, insurance companies, and architectural firms, 
to name a few. They help in the villages and in many, many of the areas. 
We now are working on what we call the Minifarm, 12 metres by 12 metres 
for elderly people, sick people and handicapped people, and they can earn 
about two-thirds of a factory wage with three hours of work, one and a half 
in the morning, one and a half in the afternoon. We go along with the tide, 
we raise crickets and frogs. The frogs make very, very good money; also the 
escargots, and – mushrooms! 500 percent return of investment! 

Also the NGOs must learn to make money. Steven Sinding mentioned 
that Pro Familia, a very good organization, doesn’t earn enough money – of 
course not, because they stick only to family planning. We have many ac-
tivities: we have restaurants, we give out condoms after the meal, we show 
what we do in the villages in the restaurants, we have about 500 people 
each night, we’ve got condoms all over the place. The restaurant is very 
good, and we have a sign saying: Sorry, we have no mints, please take a 
condom instead. So after the meal, we give out condoms. We have shops, 
we have factories, we have resorts. Who says NGOs can’t own and run a 
good hotel? I just wanted to let you realize that nothing is new. All these 
things we are doing, someone else has done it before. But bring it into our 
arena, we need to help ourselves. I don’t want your money forever! IPPF 
gave us contraceptives for five years only, and they gave us contraceptives 
for onother five years only, we managed to earn the money. And these are 
the things that we should do. I think as donors, you’ve got to help the NGOs 
become financially independent. The only way to help them and train them 
is to provide some loan, some grant. That’s how we got started. 

Basically, I’d like all of us here to say what additional things we can do, it 
doesn’t have to be new, but it has to reach a new target, a new height, and 
I hope that Europe can replace America as the key supporter of our endeav-
ours towards self-help and self-sufficiency in the long term. We don’t want 
you to be donors forever, because we don’t want to be beggars forever. So 
help us to do so by helping us to help ourselves. 
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in cooperation with 

Recommendations 

International Dialogue on 
Population and Sustainable Development 

Reproductive Health in 
Need of New Ideas 

October 14, 2003 
GTZ house, Reichpietschufer 20, 
10785 Berlin 

Condition 1 Successes have 
been achieved in the field of sexu-
al and reproductive health. Many 

mented since the UN Conference 

success of reproductive health will 
depend on the way it is integrated, 
firstly, into comprehensive national 
frameworks for the eradication of pov-
erty in developing countries; secondly, 
into the Action Programmes to achieve 
the UN Millennium Development Goals, and 

by the World Bank. 

Condition 2 – After the major UN conferences of the 1990s, a certain con-

Action 2 The time for discussion is over. We need to draw conclu-
sions and take action. Focussing on regional working groups and assess-
ing the results are the way forward. 

Ways out of the Crisis-



Condition 3 – It is an acknowledged fact that Overseas Development Aid 
funding is decreasing across the board, and that the forces of conservatism 
are growing. 

Action 3 – Current political issues must not dominate the agenda. The 
international consensus achieved in 1994 is the foundation on which 
future action should be based. 

Condition 4 – The level of population growth in some African, Asian and 
Latin American countries is still very high for those economies to sustain. 

Action 4 – In view of this population development; family planning 
and reproductive health must remain specific, focused areas of action. 

Condition 5 – Both HIV/AIDS campaigns and family planning strategies 
deal with a variety of issues: education, early marriage, sexual violence, the 
responsibility of men and access to reproductive health services. 

Action 5 – Alliances with the international and national HIV/AIDS 
communities are of utmost importance. They constitute the perfect 
base for joint action. 

Condition 6 – The current availability of contraceptives is insufficient. 
Action 6 – Reproductive health projects should always take into 

consideration that a sufficient quantity of contraceptives should be 
available. The traditional instruments like social marketing and social 
franchising must be continued. Safe motherhood and birth spacing 
programmes should be given a higher profile at both national and 
international level. 

Final recommendations for immediate action: 

•	 stronger involvement of the media and better information and 
education on sexual and reproductive health issues 

•	 national and local governments should mobilize Public Private 
Partnerships 

•	 action HIV/AIDS prevention services should work closely with family 
planning associations and public health services 
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Press Reviews 

Deutsche Welle radio 
English programme “World in Progress” 

Responsible editor: Anke Rasper 
Interview: Michael Lawton 

Ten years after the Cairo International Conference on Population and De-
velopment, it’s a good time to look back at what has been achieved as well 
as to look ahead at what remains to be done. Most countries that signed up 
to the resolutions in 1994 have not kept their promises. There are more than 
six billion humans on earth now and the world’s population keeps growing. 
Thus all over the world family planning and reproductive health are key is-
sues when it comes to economic and social development. In a nutshell the 
idea is to give more families the chance to decide how big their families 
should be. 

Having many children used to be the only chance for many poor families 
to make sure some survived and could care for their parents in old age. But 
today, if a family has less children who are well educated, they have much 
better chances to survive, remain healthy and live longer. Yet to make it 
possible for people to have more choices, programmes, information and ac-
cess to adequate medical care is needed. Some countries like Thailand have 
already successfully adopted such programmes. Over the past decades they 
have managed to reduce their birthrates to two or three children per family 
instead of the previous five or six. Thus Thailand and other countries have 
achieved better living conditions for their people. 

But different aproaches are needed for different countries and new chal-
lenges like AIDS to name only one. Michael Lawton met international ex-
perts debating success, failures and future strategies in family planning and 
reproductive health at a conference in Berlin. 

Michael Lawton: Dr Steven Sinding, Executive Director of the Interna-
tional Planned Parenthood Federation, has given a rather mixed summary of 
what’s been achieved since the Cairo Conference. 

Steven Sinding: I think that we’ve continued to make good progress since 
Cairo in family planning. Although in recent years the amount of money be-
ing provided for family planning has actually declined quite dramatically. We 
made very little progress in reducing maternal mortality. In fact the numbers 
today are almost exactly the same as they were in 1994 and in 1987 in terms 
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of the proportions of women who are dying as a result of pregnanc-related 
problems. 

Michael Lawton: But as you can hear, the summary is mostly negative, 
and that’s largely because the countries who signed up to the Cairo Con-
ference resolutions in 1994 haven’t kept their promises. According to the 
plans, the countries of the world should have contributed some 17 billion 
dollars in the year 2000. In fact, they are contributing less than 10 billion. 
Only a quarter of that comes from the wealthy donor countries, while the 
rest comes from the developing countries. Reproductive health, as it’s called, 
is obviously not at the top of the agenda for most governments. So there 
was a lot of complaining going on. But complaining isn’t enough, of course, 
and the work has to go on. The American Catalyst Consortium, for example, 
has been drawing together research which shows convincingly that moth-
ers and babies are likely to be healthier if mothers wait at least two years, 
and even better three years, between pregnancies. Well, you might have 
thought that was obvious. So I asked Victoria Baird of the Meridian Group 
International, one of the organizations involved in the Catalyst Consortium, 
whether they’d provided any studies to prove what everybody knew al-
ready. 

Victoria Baird: The big news is the fact that there are these studies, and 
before there were studies it has always been a very simple basic idea. And it 
is interesting to present this to a group of professionals in family planning. 
We all say: “Yes of course we have always known that!” and yet I have had 
several people come up to me today and say: “Yes, but we never heard that 
there are, we never had these facts and figures.” So we can take these peo-
ple and say: “Look, here is the scientific proof!” 

Michael Lawton: So now reproductive health professionals can go to pol-
icy makers and say, it’s not just a feeling I have, here’s the proof. And there 
are also figures in those studies that highlight just where the problem in its 
most dramatic form is. For example it’s alarming how many young women 
between 15 and 19 years of age have a second baby within three years of 
a first. Studies in Latin America show that in several countries, some 85 to 
95 percent of girls who have had one baby have another within three years. 
That highlighted another prominent issue in current thinking on reproduc-
tive health: how to talk to young people? Obviously those young women in 
Latin America have not heard or are not listening to the messages the health 
centres are sending out. Jörg F. Maas is executive director of the German 
Foundation for World Population and he’s been particularly concerned with 
the challenge of providing services for young people. 
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Jörg F. Maas: If you look at the population at the moment with about 6,2 
billion people living in the world, half of this number are people under the 
age of 25. So we feel that if you want to change the future of this world and 
if you want to change the future of some of these countries, especially in the 
developing countries, we need to focus on that target group. If you look at 
the situation in Africa and South East Asia, young people are the most vul-
nerable group when it comes to STD, sexually transmitted diseases, as well 
as HIV/AIDS and unprotected practices, because young people simply do 
not have access to information, and they don’t have access to services. 

Michael Lawton: But why can’t young people simply go to the same doc-
tor or clinic as older people? 

Jörg F. Maas: It’s embarassing if there is – let’s say in Kenya – only one clin-
ic in a very remote area. Maybe in the northern part of Kenya where young 
people are visiting the same clinic as their parents or their relatives. We need 
to deal with a privacy issue, when we talk about providing adequate access 
to services young people without embarrasing or rejecting them. We also 
heard about cases where young people were rejected by clinical staff mem-
bers just because the staff members felt that young people that age simply 
should not have sex. We must have youth-friendly services.In order to reach 
out to young people, we must look at how most of us got sex education 
when we were young: we spoke with our peers first, and only when we had 
more pressing questions did we talk to our teachers or parents or whomever. 
And because of this we support family planning, HIV/AIDS prevention, when 
we train peer educators or peers, young people, to become educators of, 
and counsellors to, their own people. 

Michael Lawton: So, among its many activities, the German Foundation 
for World Population supports, for example, football clubs in the Mathare 
slum district of Nairobi, Kenya, that get the reproductive health messages 
out to football-mad young men, or a chain of over a hundred youth clubs in 
Ethiopia, set up by Non-Governmental Organizations that are responding to 
the needs expressed by young people themselves. 

Jörg F. Maas: A group for instance called Safer Generation just started 
their activities because five of their friends recently died of HIV/AIDS. So 
they felt if they could make a difference for their peers, and friends by pro-
viding adequate information that could save their lives then they would do 
so. More and more young people are getting involved in NGOs or starting 
up youth clubs because they feel they must start getting the message out 
themselves and that this is the only effective way of doing so. 

Michael Lawton: “Peer education” is also the watchword of Mechai Vi-
ravaidya, a charismatic Thai politician who has revolutionized his country’s 
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population policy. In the beginning, his organization trained a couple of 
midwives in each village in how to distribute contraceptives, then extended 
the scheme to local hairdressers and dressmakers, and then began to offer 
loans to people who didn’t get pregnant for a certain time. When he started 
in the seventies, the birth rate was six children per family, and it’s now down 
to 1.6. And what is more remarkable, he doesn’t receive any funding from 
donor organizations in the wealthy west. His reproductive health activities 
are financed by a for-profit section that makes enough money to support 
the other programmes. 

Mechai Viravaidya: NGOs can not succeed in the long term by begging. 
If our parents can’t help us to help ourselves, so how can any of the donors? 
That’s the way agencies have to work, and they have to plan a final exit from 
these countries. Like colonialization there has to be an end. So all NGOs 
around the word must begin to have a second arm, a separate legal entity, 
registered companies, pay taxes and do business. We call them businesses 
for social progress and use the profits of these companies to give to the 
NGO. As long as it is an honest business, it can make money. We have res-
taurants, we have construction companies, we have real estate companies 
– nothing to do with family planning, only with making money for our work 
in development, poverty reduction, and enviromental education. 

Michael Lawton: But most NGOs around the world don’t have the abil-
ity to think across categories like that. Although many do raise money from 
activities connected to their main task – by selling contraceptives to those 
who can afford them, for example – they’ll never manage to fund them-
selves completely that way. But, says Tewodros Melesse, Regional Director, 
Africa Region, of the International Planned Parenthood Federation, even in 
a continent like Africa, where the problems of overpopulation, poverty and 
the AIDS pandemic come together most dramatically, the countries can’t 
just rely on the begging bowl. They must show that the issue of reproduc-
tive health is a priority for them before they can expect anyone else to take 
them seriously. 

Tewodros Melesse: African governments should be taking the lead. They 
should act to counter the perception that reproductive health is an agenda 
of the West or an agenda of the donor community. That’s the only way that 
reproductive health, HIV/AIDS and population programmes in African coun-
tries are taken seriously by the population, when their own governments are 
committing their resources. Because the health budget is currently far below 
what is required for the whole continent. So if you want an increase in fund-
ing from the donor community, we must invest our own resources. 
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Michael Lawton: And convincing donors is getting harder, as donor 
countries cut their development aid budgets. Learning to live with less 
money will be one of the callenges of the next 10 years. 

Presenter: And it looks like the financing situation is not going to improve 
in the next few years. But it is not only the funding for programmes that is 
presenting an challenge. Different polices and points of view play an impor-
tant role as well. Especially with regard to the way problems are tackled by 
different governments, one example being the United States. Potentially a 
big donor of money for international aid programmes, the US policy on fam-
ily planning has risked critisism with many family planning activists in recent 
years. Many say that fighting AIDS and giving people access to information 
about sexually transmitted diseases must be linked with programmes on 
family planning and reproductive health. Conservative Americans claim this 
would only promote abortion. Yet activists like Steven Sinding reject that 
view. He is the new Executive Director of one of the most influential organi-
zations involved in family planning, the International Planned Parenthood 
Federation, IPPF, that was also mentioned in our earlier report. The IPPF is 
based in Britain, but has offices all over the world and provides help millions 
of people in many different countries. Michael Lawton asked Dr. Sinding, 
about the challenges the Reproductive Health field is facing. 

Steven Sinding: We just have established a new global strategic plan, 
which has five priorities. We call them the five “a”s. The five “a”s are: HIV/ 
AIDS, access for the poor and the excluded to RH-services, advocacy – be-
cause we recognize that as an NGO, we can not do everything by ourselves, 
we have to get governments involved, as well as abortion – particularly the 
problem of unsafe abortion which is a major killer. We view the five “a”s as 
the great unresolved challenges in reproductive health. But also many of 
these subjects, which are controversial – programmes for youth, abortion, 
even HIV/AIDS – are areas that many governments are reluctant to get in-
volved in, so it is a natural field for non-govermental groups like the Inter-
national Planned Parenthood Federation to focus on to ensure that govern-
ments do pay attention and that these difficult problems are not forgotten. 

Michal Lawton: To what extent do you think governments have to take 
the lead and through political action and to what extent is it up to the 
individual? How much can you expect to achieve by convincing people to 
behave differently? 

Steven Sinding: We actually have quite a lot of information related to 
that question. And what the data tell us is that most women want between 
two and three children. Today on average they have between three and four 
children. So there is a gap, an unmet need, that is equivilant to about one 
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child per woman. If we could close this gap, simply by making information 
and services available, there would be no need for population policies. 

Michael Lawton: And what’s stopping this from being achieved? 

Steven Sinding: For most of that population which would have fewer 
children if they could, the primary obstacle is lack of effective access to 
inexpensive, save and effective contraception. In many parts of the world, 
that’s a physical issue. In Thailand everybody in the country is within three 
kilometres of a source of contraception. In Uganda that figure is 15 kilo-
metres. Equally important is cost. Without the resources that the countries 
committed at the time of Cairo, it’s impossible to reduce the cost of deliver-
ing services to a level that is affordable for the poorest and those in greatest 
need of information services. It’s not just a resource issue, however. There is a 
demand issue. There is no question that in many countries people still want 
large families, or they feel compelled by their religious leaders to stay away 
from contraception, even though they think it might be good for them. So 
it’s a combination of reducing the barriers to access and of continuing to try 
to encourage people to understand that family planning is not a taboo. 

Michael Lawton: You had to fight over many years with the opposition of 
the Catholic Church and certain Muslim circles to the whole idea of contra-
ception and in recent years you have had to fight with the United States as 
well and its opposition to a policy that appears to be supporting abortion. 

Steven Sinding: I respect the philosophical and moral basis upon which 
religious leaders oppose contraception. 

Many of them believe, erroneously I think, that widespread promotion of 
contraception promotes promiscuity and contributes to the breakdown of a 
moral order as they define it. What we find is that when one offers individu-
als a choice, some opt to limit their fertility, and some don’t, and one has to 
respect that. What we oppose is the attempt on the part of religious groups 
to impose their own morality on the entire population. What the US Gov-
ernment has done and what many in the Catholic Church attempt to do, is 
to prevent governments from providing information and services to enable 
people to make an informed choice, and we think this is wrong. 

Michael Lawton: What is your response to the American Government, 
which sees the whole issue of reproductive health as basically a pro-abortion 
campaign? 

Steven Sinding: Well, we say that’s nonsense. When we look at the Cairo 
Programme of Action, the question of abortion is very, very carefully han-
dled. What the document says is, where abortion is not against the law, 
governments should work to ensure that abortion is safe. That’s a very clear 

84 



statement. It doesn’t state anywhere that RH services must include abortion. 
It’s quite to the contrary. The US Government is systematically misrepresent-
ing what the Cairo Programme of Action says and it’s doing so under intense 
pressure from a religious minority in the US that includes elements of the 
Roman Catholic Church, which have a significant standing in George Bush’s 
Republican Party. 

Michael Lawton: We are half way through the 20 year Cairo process. 
What do you expect the situation to be in 20 year’s time? Will you be near 
to reaching the goals that were agreed upon? 

Steven Sinding: That depends on a couple of things. It depends first of all, 
on whether George Bush is reelected and the role that the US Government 
assumes. It’s hard to overstate the importance the US played in creating 
the Cairo consensus under the Clinton administration. And it’s equally hard 
to overstate the damage that is being done to that consensus by the Bush 
administration. The second factor is the availability of funds over these next 
10 years. A great deal of progress has been made at the level of getting poli-
cies right. Implementing those policies now that they are in place is going 
to require adequate resources and that’s going to depend a lot both on the 
developing countries and the priority that they give to reproductive health 
whithin their own budgets as well as the generosity of the international 
community. These two aspects are interlinked: developing countries do to 
a considerable degree take their signals from what the donors are willing to 
finance, or from what they regard as being important. 

Donor priorities will have an impact on the priority that developing coun-
tries give to reproductive health. There is a third factor, and that is whether 
or not the HIV/AIDS community and the reproducitve health community 
can more effectively combine forces and come together. There is a lot of 
money out there for HIV/AIDS if we can channel it through institutions that 
are focused on the whole range of reproductive health issues that families 
face, then I think that we can make enormous progress. 

Presenter: That was Steven Sinding, Executive Director of the Interna-
tional Planned Parenthood Federation, talking to DW’s Michael Lawton. 
85 



86
 

D
+C

 D
evelo

p
m

en
t an

d
 C

o
o

p
eratio

n
 

Vol. 30, N
o. 11, N

ovem
ber 2003, Bonn

 



87
 

ep
d

-En
tw

icklun
g

sp
o

litik 

21/2003 N
ovem

ber, Frankfurt/M
ain

 



Programme 

International Dialogue on 
Population and Sustainable Development 

Ways out of the Crisis-
Reproductive Health in Need of New Ideas 

October 14, 2003 
GTZ house, Reichpietschufer 20, 10785 Berlin 

10:00 am Registration 

11:00 am Welcome 
Opening 

An outline 

11:30 am Topic I 

Family Planning and Reproductive Health: 
Where is the international community headed? 

Dr Steven Sinding, Director-General, International Planned 
Parenthood Federation (IPPF), London 

New Approaches, New Ways? Two Examples 

12:15 pm Topic II 

Birth Spacing:

Presenting the “Catalyst Consortium“ programme


Victoria Baird, Director, Meridian Group International, 
Washington, D.C. 

12:45 pm Topic III 

CELSAM: Family planning for young people in Latin America 

José Luis Corral Ruiz, Executive Director, Centro Latino-
americano Salud y Mujer (CELSAM), Mexico 

1:15 pm Lunch break 
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2:15 pm Workshops with Output in Preperation of Cairo plus 10  

Input and moderation: 

Topic I Dr Wolfgang Bichmann, Vice President, Sector and Policy 
Division Health/Sub-Saharan Africa, Kreditanstalt für Wiederauf-
bau, (KfW), Germany 

Topic II Dr Assia Brandrup-Lukanow, Director, Division of Health, 
Education and Social Protection, Deutsche Gesellschaft für 
Technische Zusammenarbeit, (GTZ), Germany 

Topic II Dr Jörg F. Maas, Executive Director, German Foundation for 
World Population, (DSW), Germany 

4:30 pm Presentation of Results 

Dr Wolfgang Bichmann, Dr Assia Brandrup-Lukanow, 
Dr Jörg F. Maas, 

5:30 pm Coffee break 

6:30 pm Plenary Discussion 

Visions – Ways out of the crisis – challenges prior 
to Cairo plus 10 

Input and moderation 

Mechai Viravaidya, Senator and Chairman of the Population 
& Community Development Association, (PDA), Thailand 

Guests: 

Safiye Cagar, Director of the United Nations Population 
Fund, (UNFPA), Geneva 

Karin Kortmann, Member of the German Bundestag, 
Germany 

Dr Gunta Lazdane, World Health Organization, 
(WHO), Copenhagen 

Dr Steven Sinding, Director-General, International Planned 
Parenthood Federation (IPPF), London 

8:30 pm Reception 
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Curricula Vitae 

Dr Steven W. Sinding 

is Director-General of the International Planned Parenthood Federation. 
Immediately prior to joining IPPF, Dr Sinding was Professor of Population 
and Family Health at the Mailman School of Public Health, Columbia Uni-
versity, a position he assumed in September 1999, and Adjunct Professor of 
Public Policy at Columbia‘s School for International and Public Affairs. 

From 1991 to 1999, Dr Sinding served as Director of the Population Sci-
ences programme at the Rockefeller Foundation. He served in 1994 as a 
member of the United States delegation to the International Conference on 
Population and Development at Cairo. 

Victoria Baird 

is the founder and director of Meridian Group International, Inc. (Merid-
ian) which is dedicated to promoting family planning, reproductive health, 
gender equality, and socio-economic development. A key focus for Merid-
ian is spearheading the development of innovative public/private sector 
partnerships. Prior to founding Meridian, Ms. Baird was Director of USAID‘s 
Social Marketing (Somarc) project where she directed marketing initiatives 
in 31 countries throughout Asia, Africa and Latin America. Ms. Baird began 
her career in the private sector where she worked with major international 
corporations such as Colgate Palmolive, Estee Lauder and Lever Brothers. 

José Louis Corral Ruiz 

is Regional Market Expansion Manager of Centro Estratégico Canada 
Latinomérica (CECLA). He is responsible for the development of, and new 
strategies for, the Latin American market. He is also Executive Director of 
Centro Latinomamericano Salud y Mujer (CELSAM), Latin America. He is in 
charge of concept development, integration into the NGO‘s area, as well as 
funding; the objective of his work is providing information, education and 
orientation in the field of women‘s health in Latin America. 
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Mechai Viravaidya 

set up the Population and Community Development Association (PDA) 
in 1974. Today, PDA is the largest Non-Governmental Organization in Thai-
land. Mechai Viravaidya has hold several ministerial positions, including that 
of Deputy Minister of Industry, Speaker of the Government and Minister for 
Tourism, Information, Economic Cooperation and AIDS Prevention. Mechai 
Viravaidya is an internationally recognized consultant. He lectures at the 
Harvard University. Currently, he is involved in preparing the XV Interna-
tional AIDS Conference that is scheduled to be held in July 2004 in Bangkok, 
Thailand. 
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International D.C. 
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Aida Deutsche Gesellschaft für 

beit (GTZ) 

Federal Demo-
cratic Republic 
of Ethiopia 

Becker-Jezuita Schering AG Berlin 

Bichmann, Dr 
aufbau (KfW) 

Frankfurt/Main 

Burga Schering AG Berlin 

Brandrup- Assia Deutsche Gesellschaft für 

beit (GTZ) 

Eschborn 

Brown James The Futures Group, 
Europe 

London 

Brueggemann Ingar Consultant Berlin 

Büttner Berlin 

Cagar Geneva 

Claeys International Planned 
Parenthood Federation, 
Europe 

Brussels 

Town 

Asian Times/ 

Averbeck, Dr 

World Population (DSW) 

Victoria Washington, 

Tanja 

Technische Zusammenar-

Wolfgang 

Wolfgang Kreditanstalt für Wieder-

Bilgic-Torchalla 

Lukanow, Dr Technische Zusammenar-

Vera Vorwärts 

Safiye UNFPA 

Vicky 
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Corral Ruiz José Luis Centro Latinoamericano 
Salud y Mujer (CELSAM) 

Mexico City 

Draeger Karl-Helmuth Schering AG Berlin 

Denkler Thorsten Presseplan Berlin 

Ekong Julia i i l London 

Erdle Franziska Consultant 

El-Khawad Else Deutsche Gesellschaft für 

beit (GTZ) 

Berlin 

Fleisch, Dr Hans European Centre for 
Population and Develop-
ment (ECPD) 

Brussels 

Grauer Interpreter Berlin 

Grosch Edmund Deutsche Lepra- Berlin 

Gunderlach David Berlin 

Gunderlach Rhan g+h communication Berlin 

Hamann, Dr Bernd Gynecologist Berlin 

Hauert, Dr Jürgen Surgeon Hamburg 

Hauert Christiane Hamburg 

Heuser Gabriele rbb - inforadio Berlin 

Hillmann, Dr Felicitas Freie Universität, Berlin 
earth science 

Berlin 

Hollmeyer Helge Consultant Geneva 

Hornung-
Pickert 

Annette g+h communication Berlin 

Janisch, Dr Kreditanstalt für Frankfurt/Main 

Katzan Julia Deutsche Gesellschaft für 

beit (GTZ) 

Eschborn 

Kidane Araya Embassy of the Federal 
Democratic Republic of 
Ethiopia 

Berlin 

Mar e Stopes Internat ona

Technische Zusammenar-

Marcus 

und Tuberkulosehilfe 

Storyteller TV 

Wolfgang 
Wiederaufbau (KfW) 

Technische Zusammenar-
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Kikine Seymour Embassy of the 
Kingdom of Lesotho 
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Koppenleit- Reinhard Consultant, Member of 
German Association of 
Development Consultants 
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Lampe Otto Federal Foreign Affairs Berlin 
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Bonn 
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Lieser Marion Impact on Health Bad Homburg 

Lizano Carlos Embassy of the Republic 
of Costa Rica 
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Lorenz Hartmut epd-entwicklungspolitik Berlin 

Maas, Dr German Foundation for Hanover 

Mantel, Dr Michaela Health Focus GmbH Potsdam 

Mashhour Salem Rotarian Initiative for 
Population and Develop-
ment (RIFPD) 
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Mavriona Napoléon Embassy of the 
Republic of El Salvador 
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Melesse International Planned 
Parenthood Federation, 
Africa 
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Naumann A.C. Cecilia Media Berlin 
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Neuhs Stefanie Rapporteur Berlin 
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World Health 
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Zimmer Harald 
Arzneimittelhersteller 
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Robert Rotarian Initiative for 
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ment (RIFPD) 

Ludwigshafen 

Technische Zusammenar-

Spellmeyer, Walter 

Wolfgang Federal Foreign Offices 
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Wolfgang 

Tinkel 

Viravaidya 
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World Population (DSW) 

Wagner 

Wassmund 

Weißleder GFA Medica GmbH 

Weiter, Dr Federal Ministry for Eco-
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Wolff, Dr Düsseldorf 
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Zacher, Dr Winfried 
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Zinser, Dr 

97




Coordinating Team


Coordination 

Becker-
Jezuita Family Planning 

International, Schering AG 

Berlin 

Schaffran Lutz Head of Department, 
Family Planning 
International, Schering AG 

Berlin 

Gunderlach Rhan g+h communication Berlin 

Hornung-
Pickert 

Annette g+h communication Berlin 

Bardian freelancer Berlin 

Grauer Markus freelancer Berlin 

Presenter 

Heuser Gabriele rbb, 
Radio Berlin Brandenburg 

Berlin 

Neuhs Stefanie freelancer Berlin 

Schmalisch Grit freelancer 

Wolfgang Senior Manager, 
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