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Introduction: The 1994 International Conference on Population Development

(ICPD) initiated the transition of family planning (FP) programmes from

focusing on population control to promoting human rights and women’s

empowerment. The indicators used to measure success of FP programmes,

however, continue to focus on estimating modern contraceptive uptake.

Contraceptive Prevalence Rate (CPR) and unmet need are the main indicators

used. We aim to assess the views of those working within the FP community

from the Global North and South on the use of current indicators for FP

programmes. While there have been calls for new measures, understanding

the barriers to changing existing ones is essential for adopting and implanting

these new measures.

Methods: We conducted semi-structured interviews with 31 participants from

five distinct groups; academics, NGO workers, government officials, funding

agency workers and advocates. Participants were working in countries

worldwide, including both the Global North and South; the latter were mostly

based in Francophone West Africa. Interviews explored several themes

including FP targets and indicators. We applied a thematic analysis.

Results: Participants’ views ranged from those who believed in the need to

eradicate current indicators from FP programmes to those expressing

contentment with current indicators and their benefit in measuring success.

Most of the participants acknowledged the benefit of indicators in assessing

progress or as a starting point, yet they identified multiple limitations to their

use, including the possibility of implicit coercion, skewing training to focus on

long-acting reversible contraceptives (LARCs) promotion, and prioritising

modern contraceptive methods over natural ones. Some expressed anxiety

that challenging the status quo could lead to funding cuts. Participants

identified challenges in adopting new indicators and emphasised that funding

for FP programs remains largely concentrated among international agencies

based in the Global North, which results in maintaining certain traditional

demographic approaches.
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Conclusion: Current indicators affect the understanding of success of FP

programmes and influence how FP services translate on the ground. We provide

international stakeholders’ perspectives on the barriers to be overcome to

support development of new indicators, including non-use of contraception as

a success as long as it is a full, free and informed choice.

KEYWORDS

family planning, ethics, measurements, indicators, autonomy

1 Introduction

Historically, family planning (FP) programmes have been

conceived as a solution to curb rapid population growth,

promoting socio-economic development, improving maternal and

child health outcomes, and more recently ensuring

environmental sustainability (1, 2). After World War II, concerns

over population growth and stagnant agricultural production

fuelled neo-Malthusian perspectives in Western Europe, leading

to a push for “population control” programmes. This was a

contrasting perspective from the previous push for women’s

choice and autonomy, which had gained momentum in the

1950s with the advent of the oral contraceptive pill (3). In the

1970s, feminist and social activists, as well as academics,

critiqued population control initiatives for prioritizing economic

outcomes over individual reproductive rights, particularly as

some countries adopted coercive practices like China’s One-Child

Policy and forced sterilizations in Peru and India (4–8).

Most public health interventions are assessed by their success

in preventing morbidity and mortality. However, since the main

objective of FP programmes is preventing unwanted pregnancy,

they require their own measures of success. Historically and

today, the most common programme indicators are total fertility

rate (TFR), unmet need, and modern contraceptive prevalence

rate (mCPR) (9, 10). These indicators were designed in the 1960s

to capture data at the population rather than the individual level,

and few changes have been made to update them to ensure

individual choice is captured (11, 12). For example, the unmet

need indicator was developed in the 1970s by demographers to

identify fertility patterns and contraceptive use, especially in low-

and middle-income countries (LMICs). The indicator identifies

populations not using contraceptive methods to be targeted by

interventions like demand generation strategies that include

community-based interventions, financial incentives, and media

campaigns (10, 13). Though “unmet need” is defined as the

percentage of fecund and sexually active women who do not

wish to become pregnant but are not using contraception, it does

not capture whether these women truly want to be using a form

of contraception. Hence, this indicator is predicated on the

assumption that all individuals not using a contraceptive method

wish to be using one, and therefore have an unmet need (14–16)

The indicator, mCPR that captures the number of family

planning users in a population, has also been critiqued for

capturing women that are married or in union only, as well as

for focusing only on those using modern forms of contraception

while excluding those using natural methods (15, 16).

The 1994 International Conference on Population

Development in Cairo marked a shift for the FP community

towards reproductive health and rights, with the international

community formally agreeing that “The aim of family-planning

programmes must be to enable couples and individuals to decide

freely and responsibly the number and spacing of their children”

(17). Later, in 2012, the London Summit on FP launched

FP2020, an international consortium comprised of governments,

NGOs and advocates which pledged 2.6 billion USD to provide

contraceptive methods to an additional 120 million girls and

women in the world’s 69 poorest countries by 2020. The 2030

agenda for the Sustainable Development Goals highlighted the

need to achieve gender equality as well as universal access to

sexual and reproductive health services. As a result, more FP

programmes were implemented, utilising demand generation

strategies to overcome barriers to non-use of contraception.

Although FP programme language now emphasises reproductive

rights over demographic targets, they often continue to set

numeric goals for contraceptive use, which can enable implicit

and subtle forms of coercion, such as restrictions in FP

methods provided, limited access for unmarried or adolescent

women, or biased counselling—issues that have been

documented in the literature (10, 18–21). Furthermore, a power

imbalance exists between donor organisations, primarily based in

the Global North, which control much of the FP agenda, and

the local agencies implementing these programs in the Global

South. By directing FP efforts to meet economic goals and

numeric targets of increased contraception users instead of

prioritising individual rights, these organisations risk

perpetuating a form of neocolonial control—wherein Western

organisations impose their own values and agendas on

communities in the Global South. This dynamic can marginalise

local voices in critical decisions that impact their reproductive

autonomy and decision-making (22, 23).

The strategy of FP2030 (the updated iteration of FP2020)

emphasises equitable, voluntary, rights-based FP and designated

three new focus areas: reproductive choice, autonomy and

empowerment, and gender equality. The Performance

Monitoring and Evidence Working Group (PME WG) within

FP2030 states that it applies a human rights and reproductive

justice lens. It also advocates for indicators that can capture

individual reproductive choice and fertility intention (24). While

the move towards prioritising reproductive autonomy has been

well-received by the global FP community (25, 26), novel

measures of success to capture reproductive and contraceptive

autonomy have not yet been introduced. There is a knowledge
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gap concerning why such indicators have not yet been

implemented and how they could and should be adopted.

This paper aims to explore the views of stakeholders in the

international FP community- namely workers from funding

agencies, governmental institutions, non-governmental

organisations (NGOs), as well as academics and reproductive

health advocates—on current measures of success of FP

programmes. We explore their views on these measures’

limitations, ties to coercion as well as barriers to developing and

adopting new indicators.

2 Methods

2.1 Study design and setting

This study is part of a larger multi-layered project to explore

the ethical issues within the international family planning

community. We conducted a global level study, which is

represented in this paper that explores the views of international

stakeholders within the FP community on ethical challenges of

FP programmes in Francophone West Africa (FWA). We also

conducted regional and local level studies that captured the views

of implementors of FP programmes in FWA, as well as

community members, i.e., men and women living in Senegal on

their views of FP programmes in the country. Peer-reviewed

papers from the latter two layers will be published separately. In

this paper we explore their views on the indicators used to

measure the success of FP programmes. We employed a

qualitative methodology utilising online semi-structured

interviews with 31 participants. The study took place between

October 2020 and January 2021, during the COVID-19

pandemic, hence all interviews were conducted online via Zoom.

The interviews lasted between 45 min and an hour. All

interviews were audio-recorded with the permission of the

interviewees. Interviews were conducted in either English or

French depending on the preference of the interviewee.

2.2 Sampling

We applied a purposive sampling strategy to identify

participants working within the field of sexual and

reproductive health and FP globally, as well as specifically in

Francophone West Africa. We interviewed a total of n = 31

participants from five distinct categories of stakeholders:

academics (10), advocates (5), government officials (4), NGO

personnel (4) and funding agencies’ staff (8). Twenty-one of

our participants were either global institutions or based in

North American and European organisations, while nine were

based in West African organisations and one in a sub-Saharan

African country. Details of the participants’ professional

background category, gender and geographic locations are

provided in Table 1. At the start of the study, we identified

key informants from the FP community, including academics,

funding agency workers and advocates. Our key informants

provided feedback on our preliminary topic guide to ensure

the flow, clarity and relevance of our questions and themes.

They also helped us in identifying some of our study

participants. We then applied a snowball sampling strategy to

identify more participants and continued until saturation (27).

Interviewees were contacted via email by the research team to

seek consent to participate. Consent forms and information

sheets were sent via email prior to each interview.

2.3 Data collection methods

We formulated the topic guide based on a scoping literature

review, which aimed to understand how FP interventions in sub-

Saharan Africa address the ethical challenges raised within the

literature (28). Next, we sought feedback from the key

informants and adjusted the guide according to their feedback.

The questions were open-ended and explored themes related

to personal experiences in family planning, links between

reproductive health targets and women’s empowerment,

challenges in FP funding, strategies to enhance women’s roles in

FP programme design, and solutions to ethical challenges in

FP programming.

TABLE 1 Participants’ characteristics.

Number Gender Profession Geographic location

P 1 Female Advocate North America

P 2 Female Funder North America

P 3 Female Funder West Africa

P 4 Female NGO Europe

P 5 Female Funder Europe

P 6 Female Funder Global

P 7 Male NGO West Africa

P 8 Male Academic West Africa

P 9 Female NGO Sub-Saharan Africa

P 10 Female Advocate Europe

P 11 Male Advocate Europe

P 12 Female Academic Europe

P 13 Female Academic West Africa

P 14 Female Advocate North America

P 15 Female NGO Europe

P 16 Female Academic Europe

P 17 Female Academic Europe

P 18 Female Governmental official West Africa

P 19 Female Academic North America

P 20 Female Academic North America

P 21 Female Academic North America

P 22 Male Academic Europe

P 23 Female NGO West Africa

P 24 Female Governmental official West Africa

P 25 Female Governmental official West Africa

P 26 Female Governmental official West Africa

P 27 Female Funder North America

P 28 Female Funder North America

P 29 Female Advocate North America

P 30 Female Funder Europe

P 31 Female Funder Europe
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2.4 Data analysis

All interviews were anonymised and transcribed verbatim in

the original language, either English or French. French

transcripts were translated by French-speaking members of the

research team into English to allow all team members to take

part in the analysis process. Using NVivo software, we coded the

data to identify emerging themes. We applied a thematic analysis

approach and utilised deductive analysis first, where we

established our codes a priori based on the guide themes, after

which we applied an inductive analysis, where we generated

themes to expand our code book. The coding was done in

several stages. First, all team members openly coded on a group

of twelve transcripts to allow for the identification of keywords

and themes. Next, a code book was developed after data

saturation was reached and was used for the first round of

coding. The codebook was then refined after team discussion and

finalised for the second and final round of coding.

2.5 Ethical considerations

All participants were anonymised, and interviews were given

unique identification codes. Personal information of individuals

and their associated organisations were omitted from transcripts.

Participants were aware that collected data may be used in

publications and reports after being anonymised and ensuring no

deductive disclosure risk. All data is managed in accordance with

the Data Protection Act, 1998, and the LSHTM Information

Security Policy and Research Data Management Policy. Only

members of the research team have access to the anonymised

data that is saved on a secured server. Ethical approval was

provided on September 1st, 2020 by LSTHM research ethics

committee, reference number: 22553/RR/21111.

3 Results

The results section presents the views of participants on the

measures of success utilised by current FP programmes, including

their strengths and limitations, novel indicators to adopt, and the

current and anticipated barriers to adopting new measures.

3.1 Views on current indicators

Views on measures of success spanned those who believed in

complete eradication of current indicators to those that defended

them as good indicators that require some adjustments. The

majority described the use of mCPR and unmet need as useful in

providing a general picture, albeit in an imperfect way, of how

an FP programme delivers contraceptive services and the long-

term effects of demand generation interventions.

Above all, current measures of success were described as

capturing contraceptive uptake while lacking the necessary

variables to capture essential markers like autonomy and choice.

For example, a funding agency worker was critical of the many

programmes, as well as funding agencies, who showcase how

programmes help women by only displaying how they have

reached specific numerical targets of contraceptive use.

I feel like women’s autonomy is superseded by the desire to get

the numbers out. Like “We got this many products out so that

must be how many women we’ve helped!” P3, Funding

agency, Europe.

A few participants vocalised their frustration with the

disconnect between what funders promise: a rights-based

approach; what they deliver: modern forms of contraception; and

how they measure success: through uptake alone.

FP2020 was, I’ll call it reactionary, in that upon being criticized

for setting a target that left space open for that [coercion] their

response was to say “Okay, we’ll convene, a group that, promotes

the rights-based aspect of it” … .There’s actually zero

accountability for the rights-based part of it. 120 million

additional users. We don’t know if there is zero among them

who are coerced into using family planning or 120 million of

them coerced into using it. P14, Advocate, North America

Although the previous participant found a positive link

between fertility measures and assessing the dependency ratio,

others demanded a more thoughtful indicator and criticised

simplistic demographic-focused approaches which posit that

decreasing the population will lead to a definite improvement of

the economy.

I think it’s really problematic when people are like “Oh, if Niger

just drops [TFR] from twelve to six, they’ll achieve the

demographic dividend in 2035!” That’s not how that works.

The demographic dividend’s language has become really sexy

right now but I think that if you talk to economists, they’re

like “Wait” …My understanding of the demographic dividend

is all other kinds of stuff needs to be in place in order for a

country to, achieve the economic benefits of that specific set of

events or circumstances. P29, Advocate, North America.

3.2 Room for coercion

A recurrent theme identified by our participants was how

current indicators and their related targets allow room for

coercion, even if implicit and indirect, and can lead to

unintended negative outcomes. A funding agency worker in

Europe passionately criticised the insistence on using total

fertility rate (TFR) as a measure of success of FP programmes,

which she said “equals so much coercion” since it can be directly

linked to policies that “impose how many children people should

have”. She believed using this measure directly interferes with the

rights of individuals and couples to choose how many children

Horanieh et al. 10.3389/fgwh.2025.1548447

Frontiers in Global Women’s Health 04 frontiersin.org

https://doi.org/10.3389/fgwh.2025.1548447
https://www.frontiersin.org/journals/global-womens-health
https://www.frontiersin.org/


they would like to have. Furthermore, several of our informants

described how the focus on measuring contraception uptake

within FP programmes may lead to failure of recognising non-

use as a valid measure of success even when based on an

informed, full and free choice.

Some participants wished to completely eliminate certain

terminology rather than redefine or expand on it. Their

responses underscore certain terms’ links to the historic colonial

use of FP programmes to control populations in the Global South.

I think we just need to banish the word target. Honestly, it’s a

terrible word in our field that brings up so many terrible past

experiences. P1, Advocate, North America.

Participants from funding agencies reflected on how framing

FP programmes’ targets around increasing the number of women

using modern forms of contraception may incentivise service

providers to de-prioritise autonomy and free choice, and impact

ethical service delivery. Focusing rigidly on targets was described

as applying systemic pressures on providers which can lead to

coercive practices within the programmes.

Occasionally you just see these alarming things like “we’re going

to go to this community and, within this three-month project

we’re going to take their mCPR from 6% to 30%”. And you’re

like “No, that doesn’t sound quite right” Funding agency

official, Europe.

I think one of the foundational challenges that inhibits everyone

is that we focus on measuring uptake and not alignment with

what the client wants. And so that leaves that room for

possible coercion. P30, Advocate, North America.

There is an article that came out recently about the systems that

can lead to reproductive coercion and how it’s not just a

relationship with the provider but all the bureaucratic things

spinning around and pressure to reach these targets, it can

end up being coercive for women experiencing it. Advocate,

North America.

Additionally, participants described that the over-promotion of

LARCs in international targets biased the views of service providers

towards these methods, meaning they may not offer clients a varied

method mix. An advocate describes how, when attending a

conference related to FP, she challenged speakers who focus on

promoting LARCs:

They had a statement that they promote LARCs and I said why

do you say that, you may think that that’s a good thing that

you’re expanding access to LARCs but somebody can hear that

as “I’m supposed to use a LARC”. So I said this is how a lot

of this of unintended consequence happens that I think I’m

promoting something in a good way, I’m making it available,

but somebody else hears, a provider hears, that’s the method

I’m supposed to be pushing. P29, Advocate, North America.

Similarly, an advocate described how counting women using

any form of modern contraception as users is not sufficiently

nuanced as it fails to capture if they are using their preferred

method of choice.

Not all uptake, even among people who want family planning, is

good uptake. If they want an IUD [Intrauterine device] but

they’re using a condom, they get counted as uptake. When

you’re like “No, that’s actually not a good outcome for them,

they’re still not using their preferred method!”. P14, Advocate,

North America.

Other participants highlighted how FP programmes

overemphasise measuring usage, or uptake of contraception as a

measure of success, but not removal of contraception.

Not long after 2012, there was a big push to make implants

available. And one NGO inserted 80,000 implants but they

did not provide access to removal, which is much harder. And

women had to travel hours to a clinic where there was

somebody qualified to remove it if she wanted it removed.

That was horrible, it’s just unacceptable. And the NGO was

saying “Well, you know, it’s not going to hurt her”. No! that’s

not the point. If she wants it removed she should have access

to ready removal. Period. P2, Funding Agency, North America.

Furthermore, mCPR was described as not capturing

continuation or discontinuation of use beyond the client-

provider interaction.

It does not capture what happens after leaving the service.

“Okay, I’m happy because I offered a method and she went

out with the method” but we’re really not really

understanding what will happen after that woman or girl

leaves the door…… And it happens then that they stop using

it or that they don’t come back for the follow-up visit. So this

shows that someone, had the need but that need was not

necessarily satisfied, P4, iNGO worker, Europe.

3.3 Misunderstanding women’s needs

Our interviews showcased how participants from different

sectors had similar views and frustrations on how the use of

indicators like mCPR and TFR made “family planning”

synonymous to contraception. One academic critiqued how FP

services have become completely focused on promoting limiting

and spacing of births while ignoring the needs of those who

want to expand their families. A participant criticised the

demand satisfied measure and said:

Family planning in its purest sense is enabling couples to have as

many children when they want them as they wish—the

infertility or infecundity side of the equation is conspicuously
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missing. And it is rather hypocritical, I think, that it continues to

be totally missing. P22, Academic, Europe.

Current measures were also described as perpetuating a global

standard that all women of reproductive age should be taking a

form of contraception, despite many women not wishing to do so.

You will always have a group of women who do not want to [use

contraception]…Not all of women need to have family

planning and I think it’s this idea of the perfect world or

global standard for every woman to be using family planning.

Honestly, no! P4, iNGO, Europe.

Furthermore, many participants believed that focusing on

measuring unmet need and demand satisfied reflected the naïve

outlook of the FP community on fertility desires as a simple

dichotomous outcome. In this way, FP programmes categories

women into two groups; those who want to get pregnant and

those who do not, ignoring how ambivalence is an option of

women’s fertility desires.

The problem is that it assumes that women are binary… If

I don’t want to become pregnant of course I should be using

contraception… [a researcher] describes women fertility

intentions a continuum…Where on the one hand, there’s a

woman who would do anything to get pregnant… She’ll do

IVF [in vitro Fertilization], And on the other end of the

spectrum, there’s women who would risk their lives to have an

abortion, would do anything to not be pregnant. And then

there’s everybody in the middle. And that changes, day to day,

based on their relationship, based on their income, based on,

COVID.. It changes all the time and women do a cost-benefit

calculus..That’s much more nuanced than you get in. A15,

iNGO-Europe.

3.4 Medicalisation of family planning

Family planning services can include non-medical or natural

methods, such as fertility awareness-based approaches, and

modern methods, such as short acting reversable oral

contraceptive pills and LARCs, including implants and intra-

uterine devices. Participants described how the medicalisation of

FP programmes meant that FP services prioritise modern

methods. This was especially apparent to those working on

promoting natural methods to FP clients and conducting

research in understanding which contraceptive methods women

prefer. An advisor from an international funding agency

passionately spoke of her frustration with the FP community in

belittling natural forms of FP and not providing FP clients with

the necessary information and knowledge on how to utilise

them properly.

Within the family planning world I’ve had a major fight because

we have developed these wonderful fertility awareness-based

methods like the standard days method and apps based on

that. But there’s so much inherent prejudice against anything

that’s knowledge-based within the medicalised family planning

field that getting people to understand that this is what

women do want, a certain percent of them, and it should be a

clear option within our programmes, is still a battle after 25

years of research. So it’s always been my biggest frustration

that it’s still hard to convince people that you need these

broader choices for women and men, and that it’s very much

about helping women to understand their bodies and make

their decisions. P27, Funding agency, North America.

Moreover, the exclusive focus on provision of contraception

ends up treating women as clients of contraception rather than

whole individuals with different needs related to sexual and

reproductive health, which can negate the reproductive justice

framework that many international organisations claim to follow.

It’s very difficult to think of contraceptives without connecting it

with also maternal and child health, with sexually transmitted

infections, with sexual health per se, and in connection with

gender and the continuum of violence against women. So, to

see family planning as decontextualized from the other things

may be so-so. I mean, probably for targets it’s easier to

market it in that way. But for women and individuals, I think

it’s problematic. A16, Academic, Europe.

FP programmes’ focus on contraceptive method provision was

described as undermining an integrated or holistic approach to

improving reproductive rights, for example through social

initiatives to empower people to negotiate and access their

full rights.

We often talk about this problem that we have in being able to

make the case for a broader human rights approach to sexual

reproductive health and not just having that clinical gaze on

sexuality and bodily autonomy… . I think that a lot of the

family planning world sees everything through the prism of a

family planning product. And maybe they’ve slightly forgotten

the underlying point of people making choices about family

planning. and people get lost along the way there. P5,

Funding agency worker, Europe.

Furthermore, participants recommended expanding FP

definitions beyond physical health to take into account factors

such as social networks, economics, and religion.

We cannot approach family planning from just one angle. We

need several axes to talk about health issues today. We have

made many mistakes in our approaches and we continue to

make the same mistakes in our approaches, because we think

that health is only health, we forget many other factors.

Societal factors are extremely important, religion is very

important, the economy is very important, and many things

are important. P6, International funding official, Europe.
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3.5 Inaccuracies

Several participants highlighted how existing indicators provide

inaccurate estimations. For instance, an academic from a West

African country told us how measures such as unmet need are

not able to capture contraceptive failure:

When calculating “unmet need” women who are currently using

but get pregnant are excluded… . So for us to continue to use

that unmet need for family planning, we must find a way of

bringing in that contraceptive failure. P8, Academic,

West Africa

Likewise, another academic from a West European country

explained some of the issues with calculating indicators like

demand satisfied in different contexts.

The demand satisfied [indicator]; the denominator is demand.

And demand can be quite small in a country like Niger where

desired family size is very high…And when demand is low,

that means that small increases in contraceptive use shift

percent of demand satisfied, by large amounts and people get

very excited. P22, Academic, Europe.

Participants also identified limitations in indicators that

aim to measure men’s involvement in fertility decision-

making resulting from simplistic and culturally non-specific

design. An academic provided an example of one organisation

that aimed to assess men’s involvement in FP use by

calculating the number of men accompanying their wives/

partners in the clinic. They highlighted the limitations of such

measures which fail to capture the cultural and pragmatic

challenges that can prevent men from accompanying their

wives even though they might be very involved in the FP

decision-making.

Attempts in measuring “gender norms” and men’s involvement

in the decision-making process, is it accurate? Representative?

Useful? Naively looking at men who accompany women to the

clinic [is not helpful], what about places where this is not

culturally appropriate or simply not feasible since why would

the man take day off to accompany his partner to a “regular”

checkup? P12, Academic, Europe

3.6 Funding pressures

Throughout our interviews we asked participants to reflect on

possible tensions they face when receiving or providing funding for

FP programmes. Many participants described how funding

agencies have heavily influenced the narrative of global FP

through setting numerical targets, as highlighted above.

Participants were clear that organisations delivering FP

programmes felt pressure to meet those targets to not lose out

on future funding.

The pressure was also on NGOs to reach the targets set by

funders, “when donors establish a certain goal and then you

have to reach it otherwise you will not be funded for the next

year or…” P4, iNGO, Europe.

You know that very well, when they give funding it is to get

results. That’s absolutely, that’s the rule. It’s based on

indicators. P24, Governmental official, West Africa.

Participants voiced frustration at the short timeframes in which

funders expected change and their lack of understanding of the

time needed to generate behaviour change.

Funders when they have short projects and want to measure

immediate “significant differences” P21, Academic, North

America.

… they go “Okay, find me a country where we can get a quick

hit”. And it’s like “Behaviour change is not a quick hit!”. and

[Funder] comes in going “I sold this many computers in this

many years, and this is what I expect to do with this”. P3,

International Funding agency worker

Nonetheless, participants acknowledged the complex pressures

and challenges faced by funders. For instance, several participants

highlighted that governmental funding agencies operate under

intense scrutiny. These agencies often strive to avoid any

negative outcomes from their programmes becoming public,

driven by concerns about accusations of unethical practices,

which could potentially lead to funding cuts or suspension of

FP programmes

They [funders] have some significant challenges in trying to

measure the right things that are probably based in a bit of

fear and reluctance to reveal potential negative incidents that

take place under their funding… I think the concerns about

shifting towards a measurement model that measures

alignment with someone’s reproductive intentions rather than

just uptake is that it will start to reveal more negative things

than what we currently measure. If we start measuring

coercion we will start seeing coercion. And “allies” within that

funding institution are reluctant to move towards a more

ethical and better model because they know that the political

backlash could be incredibly problematic towards the funding

portfolio, which is still obviously the largest source of family

planning aid in the world. So that’s incredibly complicated.

P14, Advocate, North America.

3.7 Adoption of new measures

Although participants expressed a desire for programmes to

incorporate measures that can capture choice and autonomy to

provide a more “comprehensive picture,” many of those measures

were described as “hard since they don’t lend themselves to
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numbers, they’re indicators that measure norms and power.”

Advocate, Europe.

Difficulties also related to the difficulty in defining free choice

and agency, which rarely operate in isolation of the norms, values

and power dynamics in an individual’s social context.

[Agency] might mean different things in different settings

because of different ways of understanding family planning or

ways of understanding family… So even within contexts where

you think organisations impose something, people have agency

to decide that they don’t want certain things. Or they use all

sorts of mechanisms to take those programming, for example,

and make them work for themselves within the context that

they live in. Advocate, Europe.

It’s possible that the partners are influencing those choices, but

you want to try to ensure that they are doing it for themselves

on the partner’s advice. I mean, You don’t really take

reproductive choices alone if you’re in a relationship, usually,

whoever you are. P10, Funding agency official, Europe.

Above all, participants emphasised the need for women

themselves, particularly those in the Global South, to be involved in

decision-making process. As one funding agency worker put it

“We’re still operating in this sort of colonial mindset of ‘Here we are

making the decisions for these group of people’”. They underlined

how FP programme design is often shaped by decision-makers

based in the Global North and by predominantly male-led spaces.

Others challenged the latter perception, highlighting that the FP

community is largely led by older, white, western women who

bring a second-wave feminist approach that may lack a sufficiently

intersectional lens. The following participant further explains:

“Even the rights-based part of it comes from an antiquated

traditional approach that I find wholly insufficient. It is

literally mostly American White women in their sixties who

define what that rights-based approach should look like. And

that just blows my mind. I’m like ‘This is, not only insufficient

for what it is but we don’t even have the right people calling

that out’. I think they have one or two people now who

they’re starting to bring in who are younger, from the Global

South, who are taking a lens of intersectionality, as radical as

that might seem for this community. And I think it’s really

exciting what they’re doing but that hasn’t really translated

into their rights-based family planning push, which is tough to

watch and to be a part of.” P14, Advocate, North America.

Participants underlined that women’s representation and

participation in decision-making around targets and funding is

essential to rebalance power dynamics in FP programme design.

However, challenges in identifying who can and should

adequately represent women were also mentioned.

I think that the biggest issue then is who speaks for women. And

who speaks. and whose voices are heard. And then one of the

questions becomes at what point is that voice representative? But

then there’s an important question with that, which is what level

of knowledge is needed from people who speak for other people.

And there’s a certain tension there because I also see that people

are more listened to, they’re more heard by government officials

if they have more credibility. And I also recognize that there’s a

co-optation that comes with that process and that that tension is

important. P19, Academic, North America.

When asked what the ideal indicators would look like,

participants emphasised the importance of going beyond the

quantitative indicators that are easy to measure as boxes to tick

off. Rather than re-inventing the wheel, several suggested

adopting measures from other disciplines like measures from the

psychosocial literature, like self-efficacy and community support.

The main variables that almost all participants identified as the

priority to measure were autonomy and choice. Other

participants described the need for indicators to capture other

dimensions of contraceptive use like “continuation, ability to

switch, communication with partner” as well as “self-efficacy and

community support” -Funding Official, North America. Other

suggestions for novel measures focused on capturing male

involvement in FP decision-making as well as “number of women

currently unhappy with their contraceptive method or using it

inconsistently”. P2, Advocate North America.

Many highlighted the importance of having a mix of indicators

to capture a balanced picture of programme implementation and

triangulate perspectives.

I don’t think it can ever be one indicator. I think that there has

to be a mix of quantitative, qualitative and policy indicators.

Understanding women’s perspectives, as well as providers, as

well as the community in general. Triangulation of those

three. P19, Academic, North America.

Several participants suggested integrated or holistic approaches

to improving reproductive rights by integrating medical solutions

with social ones to help empower women in negotiating what

they think is best for them. Hence, FP programmes needed to

develop or adopt measures of success that can capture nuanced

variables such as reproductive rights and wellbeing. In this

regard, one funding official said:

I would model it on the reproductive justice movement in the

US, which is much more focused on a much broader way of

thinking about reproductive choices. Not just about

contraceptive choice but about having the right to raise your

children in a safe environment, have the number of children

you want and so on. So reproductive wellbeing would be my

goal. P2, Funding official, North America.

4 Discussion

Our study examines FP stakeholders’ views on current

indicators, revealing concerns that a focus on contraception
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uptake over autonomy fosters implicit coercive practices. Our

participants described inaccuracies and limitations of current

indicators, which is echoed in the wider literature, where unmet

need, demand satisfied and fertility measures like TFR have been

described as failing to capture women’s true reproductive desires

as well as the voluntariness of contraceptive use (14, 29–30).

Several studies highlight implicit coercive practices in FP

programmes, including over-promotion of LARCs, biased

counselling for post-partum women, injectables being used

without women’s consent and providers refusing to remove

methods upon request (20, 31–35). Our participants described

how implicit coercion is driven by pressures on providers to

meet quantitative targets at the expense of quality care, with

non-use or removal of contraception often measured as a failure,

which has been reported by several research papers (9, 31, 36,

37). Despite attempts to develop autonomy-based indicators,

their adoption remains limited, underscoring an urgent need for

improved FP measures that prioritize autonomy and agency.

Additionally, the narrow definition of FP as contraceptive

provision disregards those seeking fertility support, while

assuming all women without childbearing intentions desire using

modern contraception. Prioritisation of modern methods, and

the assumption that all women of reproductive age wish to be

using a method, overlooks individuals with a preference to use

natural methods or to opt out of any contraception use.

Similarly, the literature has reported how focusing exclusively on

measuring modern contraceptive methods may lead to under-

reporting of use of natural methods and may disregard women’s

preference in choosing their ideal contraceptive method (16, 29).

Our results hinted at how the assumption that population

reduction may directly lead to economic development is a too

simplistic view. As Senderowicz and Valley (38) argue, family

planning alone cannot drive sustainable development, which

requires addressing multiple factors like healthcare, education,

infrastructure, and income inequality. A narrow focus on

population control risks neglecting these essential elements,

which are crucial for equitable progress (38). Hence, adopting a

reproductive justice framework was described as an essential step

in improving FP services. Likewise, our results highlighted the

need for indicators to reflect diverse reproductive goals and

relational agency, acknowledging influences from partners and

social networks. There is a growing support for the adoption of

an intersectional reproductive justice framework which would

situate FP in a more holistic framing in relation to its wider role

in shaping women’s lives and autonomy (39, 40).

4.1 Strengths and limitations

One strength of our study was the range of participants, who

came from different geographic locations and professional

backgrounds. Although the majority of the participants were

from the Global North, this was mostly because most of the

funding agencies were based within that region. Although a

limitation of this study may be not gaining the perspective of FP

service providers, we conducted interviews with this group within

other layers of our project and will report those findings in

project reports. It is important to highlight that our interviews

were conducted between October 2020 and January 2021 before

the launch of the FP2030 strategy. Since then, the language of

the FP2020/FP2030 partnership evolved, and we encourage

future research to assess if and how FP programmes and

stakeholders’ perspectives on them may have changed as a result.

4.2 Implications

Our results suggest that FP programmes continue to be used as

vehicles for shaping demographic trends in the Global South by

actors in the Global North, despite this having been ostensibly

rejected by the international community in 1994. The

perspectives of our participants reflect findings from another of

our studies, which highlights the ongoing and explicit use of

population control narratives by international FP funders (9).

Our results further highlight power imbalances in the international

development community, in which decisions are usually made by

Global North actors on behalf of individuals living in the Global

South. FP programmes continue to be built on a Euro-American

model of reproductive and contraceptive desires which may

disregard the rich, diverse historical approaches to reproductive

desires and contraceptive practices across different communities and

religious traditions. Although family planning as a concept is not a

Western invention, modern forms of contraception, as well as

linking economic growth and environmental sustainability to family

planning may often reflect Western-centric perspectives. We, hence,

argue for the need to decolonise not just the provision of FP but the

narrative as well. We further argue to ensure women’s voices from

both the Global North and South are included in the decision-

making processes within the FP community.

Change is needed to meet the goal of contraceptive and

reproductive autonomy for clients of FP services. The FP

community must engage in efforts to translate emerging evidence

on the nuances of fertility desires, reproductive rights and

decision-making processes in different contexts into programme

design. Better inclusion of women in decision-making processes

will enable programmes to be designed in a way that fulfils a

panoply of fertility desires, including contraceptive non-use.

Furthermore, applying an intersectional lens to research as well

as to policymaking, especially including the voices of FP users

and non-users from the Global South, is essential to ensure

better representation of women’s needs and voices.

We urge funding agencies to invest in developing and

implementing measures of FP programme success that move

away from prioritising increasing the number of users alone, and

towards capturing autonomous, full, informed and free choice to

use or not use contraception.

5 Conclusion

Our study emphasises the need for FP programmes to move

beyond measuring success through quantitative indicators
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focused on modern contraceptive uptake alone to prioritise

women’s reproductive and contraceptive autonomy and choice,

as well as their inclusion in policy and programme design and

decision-making. Current metrics, focused predominantly on

contraceptive uptake, often fail to capture the full spectrum of

reproductive desires and choices, including those of individuals

who seek to expand their families, and can reinforce implicit

coercive practices. There are socio-political complexities and

ethical dilemmas embedded within FP practices, particularly

related to coercive practices and power imbalances between the

Global North and South, which must be adequately and explicitly

addressed in FP programme design. Moving forward, we call for

the decolonisation of FP programme design and recommend

policymakers and programme designers apply intersectional

approaches that prioritises reproductive justice, with funding

agencies supporting metrics that ensure informed and voluntary

choice, rather than simply increasing the number of users or

promising economic prosperity. Expanding FP services to

provide fertility treatments as well as contraception can better

meet the diverse reproductive needs of individuals globally,

ensuring that FP programs truly prioritise and support

reproductive autonomy rather than dictate what it should look like.
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