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Bangladesh  and  Family  Planning:  An Overview  

Background

In 2003, Bangladesh was the seventh most 
populous country in the world, with an estimated 
population of 135 million. The country’s 
population density, roughly 1,000 people per 
square kilometre, is also one of the highest in 
the world. As shown in Figure 1, about 40% 
of the total population is under the age of 
15, and about 50% of the population is within 
reproductive age. The annual population growth 
rate is 1.48%.

Since gaining independence 33 years ago, health 
and education in Bangladesh have improved 
remarkably and poverty has declined. Still, there 
is limited access to health services, sanitation 
and safe water. With nearly half of its population 
living below the poverty line, Bangladesh has the 
highest incidence of poverty in South Asia and 
the third highest number of poor people living in a 
single country after India and China. Bangladesh 
cannot achieve sustainable development without 
continued efforts to curb population growth.

Situation Analysis

Over the past three decades, Bangladesh has 
made impressive gains in indicators related to 
population and family planning. The total fertility 
rate (TFR) declined from 6.3 births per woman 
in 1970-1975 to the current rate of 3.3, a 
decline of 48% in just 25 years.  However, there 
is a discrepancy between rural and urban areas, 
with women in rural areas bearing one more 
child on average (3.5) than their counterparts in 
urban areas (2.5). The contraceptive prevalence 
rate (CPR) has increased six-fold, 
from 8% in the mid-1970s to 54% 
in 2000. Trends in contraceptive 
method use over the past decade 
are shown in Figure 2. 

As shown in Figure 3, 54% of 
currently married women are 
using a contraceptive method; 
10.4% use traditional methods 

Figure 1: Population Pyramid Bangladesh,
1999-2000
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and 43.6% use modern methods. The pill 
continues to be the most popular method, with 
23% of all currently married women choosing 
this contraceptive. Other commonly used 
methods are injectables (7.8%) and female 
sterilization (6.7%). Women who decide to 
undergo sterilization generally do so early in 
their reproductive life; more than one-third do 
so before age 25, and two-thirds do so before 
they reach the age of 30. Financial compensation 
for wage loss, food and transport costs are 
provided by the government for accepting long 
acting family planning methods. 

The age at first marriage in Bangladesh is still 
young, although it is rising. The 
legal age of marriage for women 
has been increased from 14 to 18 
years; the minimum for men is 21. 
In 2000, about 50% of women in 
Bangladesh were married by the 
time they were 15 years old, 
down from 60% just three years 
before. Still, 80% of Bangladeshi 
women marry during adolescence, 

Population pressure 
is creating additional 
demands on already 
scarce resources, 

making it difficult to 
support an increasing 

number of people.



increasing the likelihood of having high-risk 
or ill-timed births, and more births over their 
reproductive life. Childbearing begins early and 
the majority (57%) of Bangladeshi women have a 
child by age 19. 

Among ever-married women, 59% would prefer 
a two-child family and 22% consider a three-
child family ideal. Overall, the mean ideal number 
of children is 2.5 among women, and 2.4 among 
men, indicating that men are not more pro-
natalist than women. Still family planning is 
practised later in marriage, and newly wed 
couples continue to have children roughly at the 
same rate as did their predecessors. Additionally, 
nearly half of users in Bangladesh discontinue 
their contraceptive method within 12 months of 
starting, with side effects or health concerns 
cited as the primary reasons. Nevertheless, 
birth intervals are generally long in Bangladesh; 
the median birth interval is 39 months. 

A 1999-2000 survey which addressed obstacles 
to accessing care found that 80% of women 
felt that there was no adequate 
healthcare facility nearby; 50% 
mentioned a lack of confidence in the 
services and problems accessing 
the health centre; 70% could not 
meet the financial requirements 
for treatment; and about two-
thirds said their lack of knowledge 
about where to go was the major 
obstacle to accessing care.

Source: Bangladesh DHS, 1993/1994; 1996/1997; 1999/2000

Figure 2: Trends in Contraceptive Method Use 
(1993 – 2000)
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A high level of public awareness and knowledge 
of family planning does not translate into an 
equivalent level of contraceptive use. There is 
still a social preference for larger families and a 
male offspring. Abortion is illegal except to save 
a woman’s life, and unsafe abortion is a major 
contributor to Bangladesh’s high rate of maternal 
mortality. Menstrual regulation is practised for 
those who experience contraceptive method 
failure, among other reasons.

More than 15% of married women have an 
unmet need for family planning in Bangladesh, 
8% for spacing and 7.3% for limiting births.  

Current Family Planning Efforts

The Health Nutrition and Population Sector 
Programme (HNPSP) began in July 2003, and 
forms the basis for relevant national level policy. 
The Government of Bangladesh is strongly 
committed to family planning, has prioritized 
a national population programme to reduce 
population growth, and a new population policy 
document is being prepared and likely to be 
approved in the near future. 

Government field workers and satellite clinics are 
two crucial elements in the provision of family 
planning services. Efforts are being made to 
develop a package of essential services based 
on the priority needs of clients, to be delivered 
from 1,500 union Health and Family Welfare 
centres that have been upgraded.  In January 
2004, Family Welfare Assistants (FWA) started 
providing door-to-door visits again, and have 
registered 21,900,000 eligible couples thus 
far. This aids in the provision of a continuous 
supply of family planning methods, helping 
to reduce user dropout rates. Bangladesh’s 
clinical contraception programme is currently 

being revitalized. This includes 
clinical training and curriculum 
development in the national health 
and family planning programme. 

Actions considered to improve 
health and family planning services 
include the establishment of 
a national health academy, 
strengthening of existing National 

If the need for family 
planning could be met 

fully, the contraceptive 
prevalence rate would 
increase from 54%  

to 71%.
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Institutions of Population Research and Training 
(NIPORT), formulation of a human resource 
development plan, and enhancing the quality 
of medical education. As a long-term strategy 
the government plans to improve the quality 
of family planning services by increasing social 
awareness of family planning services, and 
improving access to clinical services by offering 
high quality services in major urban hospitals, 
district hospitals, and upazilla (sub-district) 
health centres.

The public sector remains the primary source 
of family planning methods. Sixty-four percent 
of current users of modern methods obtain their 
methods from a public-sector source; 36% do so 
from a public facility and 28% from a government 
field worker. In 2000, 64% of pill users relied on 
government supplied brands, which are provided 
free of charge.

Additionally, social marketing provides access to 
oral contraceptives and condoms at thousands 
of non-clinical, commercial outlets across the 
country. In 2000, 29% of pill users were using 
social marketing brands, up from 19% in 1997, 
and seven out of ten condom users used a social 
marketing brand, up from 58%. 

Bangladesh’s NGOs are among the most active 
in the world. The government is currently 
encouraging NGOs to increase their level of 
family planning services provision. Experiences 
with private-public partnerships will be used 

Key Indicators:
Total Population, 2003 (in millions) 135
Population Growth Rate, 2003 1.48%
Population Density, 2003 (people per 
square km)

1,019

Urban Population, 2003 27%
Population <15 years of age, 2003 40%
Total Fertility Rate (TFR), 2000-2005 3.3
Contraceptive Prevalence Rate (CPR), 
2000  

53.8%

- Pills 23.0
- Injectables 7.2
- Implants 0.5
- IUD 1.2
- Female Sterilization 6.7
- Male Sterilization 0.5
- Condom 4.3
- Traditional or Natural Methods 10.3

Unmet Need, 2003 15.3%
- For spacing births 8.0
- For limiting births 7.3

Average age at first marriage, 2003 16
Average age at first birth, 2003 18
Crude Birth Rate (CBR) (per 1,000 
population), 1995-2000

19.9

Maternal Mortality Ratio (MMR), 2000 3.2
Infant Mortality Rate (IMR), 2000-2005 66
HIV adult prevalence, 2002 <0.1%

Female sterilization: 6.7%

Figure 3: Contraceptive Method Use by Married Women 
in Bangladesh, 2000
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in future planning processes by the Ministry of 
Health and Family Welfare. 

Challenges and Opportunities 

1. Reaching replacement level fertility and 
stabilizing population growth.  After 2005, 
population momentum will cause population 
growth at an increasingly rapid pace. At 
the current growth rate, about two million 
additional people are added to Bangladesh’s 
population each year, and every five-year 
delay in achieving replacement level fertility 
(RLF) results in a three percent larger final 
population size. According to the Population 
Reference Bureau, Bangladesh’s population 
could exceed 250 million by 2050. As 
shown in Figure 4, however, if Bangladesh 
attains RLF by 2010 the population could 
stabilize at around 210 million by the 
year 2060. If RLF is delayed by another 
10 years, and is attained in 2020, the 
population would stabilize in 2085 at around 
250 million people. If RLF is only reached 
by 2025, Bangladesh’s population will not 
stabilize until 2109 at 300 million people. 
Unfortunately, contraceptive prevalence has 
declined among the poorest in Bangladesh, 
and there is still a high discontinuation rate 
for family planning methods.

during 2000-2005 will be attributable to 
Bangladesh’s current young age structure. 
Forty percent of the population, which is 
currently under the age of 15, will commence 
its reproductive years in the near future. To 
minimize the impact of population momentum 
it is crucial to increase the average age at 
first childbirth by increasing the age at first 
marriage and broadening the time period 
between marriage and first birth. Alarmingly, 
fertility among women 15-19 years old 
increased in the mid-1990s, at which point it 
began to decrease. While overall adolescent 
fertility has slightly decreased, it has increased 
among poor adolescents. It is hoped that the 
current provision of free education for female 
students through class 12 will contribute to 
increasing the age of marriage.

3. Creating demand, and meeting existing 
met and unmet need for family planning.  
It is critical to continue to meet the needs 
of existing family planning users, address 
unmet need for family planning, and increase 
demand for family planning among non-users. 
These efforts include: 
 Motivation of current non-users of 

family planning contraception to become 
users;

 Strengthening of the delivery system to 
provide quality services; 

 Improving the quality of family planning 
services to meet the needs of increasing 
number of users, and to decrease the 
persistently high discontinuation rate 
among current users, by increasing 
outreach through home visits by FWA;

 Expanding the contraceptive method 
mix, especially through increased use of 
longer-term, cost-effective methods for 
those who want to limit their births;

 Developing appropriate services 
specifically for hard to reach coastal and 
urban slum areas, men and adolescents;

 Ensuring contraceptive supply by: 
maintaining sufficient stocks at all levels; 
fostering contraceptive manufacturing 
in the private sector; and through 
public-private joint ventures.

4.  Improving health and family planning 
services. Health and family planning personnel 
constraints include: inadequate attention 
paid to quality standards in basic and in-
service training; inappropriate placement of 
personnel; lack of a good training institute 
for health workers, inadequate supervision; 
and poor accountability on the part of health 

Figure 4: Population Projections: Bangladesh
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The government aims to 
achieve replacement level 

fertility by 2010.

2. Reducing adolescent fertility. It is 
estimated that 65% of the population growth 



personnel.  Two key challenges currently 
faced by the government are  maximizing 
the use of personnel, infrastructure and 
facilities of both Health and Family Planning 

Departments; and community mobilization 
in order for the small family norm to be 
adopted nationwide.
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BHUTAN

Bhutan and Family Planning: An Overview

Background

Modern medical care in Bhutan began in 
the early 1960s. In the early 1970s there 
were only 34 doctors in the country, and no 
health assistants or basic health workers. It 
is estimated that 90% of the population lives 
within 3 hours’ walking distance from a health 
facility. Bhutan’s development has been rapid, 
and it is now embarking on the Ninth Five-
Year Plan for Development (July 2002 – June 
2007). 

In 1971 family planning was introduced in the 
health care delivery system. During this first 
decade, family planning services had limited 
geographic coverage, and a narrow range of 
contraceptive methods were available. By 1980 
family planning was integrated into the general 
health care system and in 1981 the National 
Institute of Family Health (NIFH) was created, 
which expanded family planning throughout the 
country as an integrated service.

Out of Bhutan’s estimated population of 
900,000, about 40% is under the age of 15 
(see Figure 1). The annual population growth 
rate is 2.6% and population density is 48 people 
per square kilometre. Ten percent of Bhutan’s 
population lives in urban areas.

Situation Analysis

Bhutan’s 1994 National Health Survey 
revealed poor reproductive health indicators: 
the total fertility rate (TFR) was above 5; almost 
half the population was under 15 years of age; 
population growth was just above (TFR) 3%; and 
the expected age at first marriage for 55% of 
women was less than 20 years. 
As a result, special attention was 
accorded to the population issue 
and family planning activities were 
intensified. 

Numerous activities at the 
national and at the dzongkhag 

(district) levels were initiated from 1995 
onwards. This includes high-level advocacy and 
campaigns on safe motherhood, adolescent 
reproductive health, family planning, prevention 
and management of complications of abortion, 
and management and prevention of STDs and 
HIV in all the dzongkhags.  In 1999, Her Majesty 
the Queen Ashi Sangay Choden Wangchuck 
accepted the UNFPA Goodwill Ambassadorship 
and began high level advocacy with the armed 
forces and schools on population issues and 
reproductive health. By 2000, there was notable 
improvement in contraception use (see Figure 2) 
and other critical indicators.

Bhutan’s contraceptive prevalence rate 
(CPR) has risen to 30.7% and 
the contraceptive method mix 
consists almost entirely of modern 
methods: male sterilization 
accounts for almost 45% of the 
overall contraceptive method mix; 
injectables make up almost 20%; 
and the remainder is a relatively 
even split between IUD, oral 

Figure 1: Population Pyramid Bhutan
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contraceptives, and female sterilization (see 
Figure 3). The TFR is currently 
4.7.

Access to family planning 
services for youth is limited. 
Among young people, incorrect 
use of contraceptives is a prime 
cause of method failure. Young 
people who are knowledgeable 
about use of birth control 
methods still face obstacles in 
obtaining them. Furthermore, 
adolescent women in rural areas 

Source: World Contraceptive Views, 2003; Bhutan Reproductive 
Health Profile, 2003

Figure 2: Trends in Contraceptive Method Use
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are not as likely as those in urban areas to know 
a single source of modern contraceptives.  

The topography of the country poses problems 
in coordinating social services to rural 
communities. About 79% of the population lives 
in remote areas and 85% of the population is 
dependent on agriculture.

Current Family Planning Efforts

The Reproductive Health Programme has set 
a range of specific goals to be achieved by the 
end of the 9th Five Year Plan in 2007. Family 
planning related objectives include:
 Increase family planning knowledge from 94% 

to 100% among women of reproductive age;
 Increase CPR from 30.7% to 60%;
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Figure 3: Contraceptive Method Use by Married Women in Bhutan, 2000

Not using any 
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Pill: 3.4%
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IUD: 3.4%

The current 
development plan 

features intensified 
activities in 

reproductive health, 
including family 
planning, with a 

specific commitment 
to curb population 

growth.

 Reduce population growth rate 
from 2.6% to 2% or less; and

 Reduce TFR to 3 or less.

Strategies to achieve these 
objectives include increasing access 
to and utilization of services by 
creating new facilities and expanding 
the existing health units. Mobile 
services will also be conducted 
periodically for those populations 
in uncovered areas. Adequate 
staff, equipment and instruments 



will be made available to all reproductive health 
units. To encourage more women to use the 
facilities, efforts will be made to provide privacy, 
and the facilities made more user-friendly and 
comfortable.

To improve the efficiency and quality of health 
services, the following will be implemented: 
regular refresher training courses will be 
conducted for health workers, guidelines 
and standards will be reviewed and revised 
periodically; all reproductive health services will 
be standardised to create uniformity across 
the country; and supervision at all levels will be 
strengthened.

Community, civil-society, and multi-sectoral 
awareness and participation are also important 
aspects of the government’s strategy. Adolescent 
health will be addressed by strengthening the 
school health programme. Channels of media 
and the IEC bureau will be used to promote 
reproductive health awareness, including family 
planning. Furthermore, linkages with other 
programmes will be further strengthened 
to ensure proper planning, coordination and 
implementation of the programme.

In Bhutan, UNFPA is the main funding partner in 
the area of family planning, and implementation 
is exclusively carried out by the Government.

Key Indicators:

Total Population, 2003 (in millions) 0.9
Population Growth Rate, 2003 2.6%
Population Density, 2003 (people per 
square km) 48

Urban Population, 2003 10%
Population <15 years of age, 2003 40%
Total Fertility Rate (TFR), 2000 4.7
Contraceptive Prevalence Rate (CPR), 
2000  30.7%

- Pills 3.4
- Injectables 5.9
- Implants 0
- IUD 3.4
- Female Sterilization 3.1
- Male Sterilization 13.6
- Condom 1.2
- Traditional or Natural Methods 0

Unmet Need N/A
Average age at first marriage N/A
Average age at first birth N/A
Crude Birth Rate (CBR) (per 1,000 
population), 2000 34.1

Maternal Mortality Ratio (MMR), 2000 42
Infant Mortality Rate (IMR), 2000-2005 54
HIV adult prevalence, 2002 <0.1%

2. Reaching remote areas. Geographical 
constraints limit follow-up to only some 
methods; infrastructure needs improvement; 
and funds and supplies of commodities are 
not secure.

3. Access for adolescents and those who are 
not married. It is difficult for those who are 
not married and for youth in general to get 
access to family planning information and 
methods. 

Approximately 40% of Bhutan’s 
population will be entering 

reproductive age in the near 
future.

Challenges and Opportunities

1. Lack of trained personnel. Poor knowledge 
and skills in technology and counselling, a 
scarcity of adequately trained providers, 
a high turnover rate, and inadequate 
supervision are problems. 
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DPR KOREA

Figure 1: Population Pyramid DPR Korea

Source: UNAIDS, 2002
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Background

The promotion and protection of people’s health 
is a key government policy in the Democratic 
People’s Republic (DPR) of Korea. All health 
facilities in DPR Korea are state-owned and 
the health care network spans the entire 
country. Government hospitals and clinics can 
be found even in the mountainous areas. DPR 
Korea has a population of 22.7 million. In 2002, 
the country’s annual population growth rate  
was .7%, and in 2003 60% of the population 
lived in urban areas. In 2002 the crude birth 
rate (CBR) was 16.2. More than a quarter of 
the population is under 15 years of age (see 
Figure 1).

The collapse of the socialist market in the 
early 1990s and the natural disasters, which 
have badly hit the country, have had a serious 
impact on DPR Korea’s health and economic 
status. Eighty percent of the country’s land 
mass is mountainous and mining is an important 
industry. A large number of people work in the 
coal and mineral mines, and forest stations.

Situation Analysis

DPR Korea has reached replacement level 
fertility.

The 2002 Reproductive Health Survey found 
that 98% of male and female respondents are 
aware of at least one modern contraceptive 
method. The more commonly 
known modern contraceptive 
methods are the IUD, female 
sterilization, male sterilization 
and condoms. The report found 
that awareness of the oral pill 
and of foam is relatively lower.

Findings also show that 68.6% 
of married women are currently 
using a contraceptive method; 
6.8% do so in order to space 
their births and 61.8% to 

limit their births. The most commonly used 
modern methods are the IUD (52.5%), condoms 
(19.7%), and the oral pill (13.8%). The study also 
found that older women tend to use the IUD, 
while younger women prefer various short-term 
methods, including condoms, foam, and the oral 
pill in addition to the IUD. 

The contraceptive prevalence rate (CPR) 
slightly increased from 67.3% in 1997 to 
68.6% in 2002. This modest increase is mainly 

attributed to women aged 45-
49. Among other age groups 
the CPR in 1997 was actually 
higher than that in 2002. The 
chart below shows the change in 
contraceptive method mix from 
1997 to 2002. Modern method 
use increased by 2.1% over this 
period; while there was a decline 
in IUD use, there was a rise in 
use of other modern methods 
(see Figures 2 and 3). 

DPR Korea and Family Planning: An Overview
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Source: 2002 Reproductive Health Survey

Figure 2: Trends in Contraceptive Method Use

The report indicates that the majority of women, 
41.3%, who had undergone an induced abortion 
did so in order to limit their births. Thirty-three 
percent of women cited unwanted pregnancy 
and an additional 7.9% cited contraceptive 
failure as the reason for undergoing an abortion. 
These three reasons, which could be addressed 
through adequate provision of 
family planning, account for 
82.5% of all induced abortions. 

Most men (83.6%) agree with 
family planning, with only 5% in 
disagreement. Still, 16.7% of 
married women have an unmet 

need for family planning; 6.3% would like to 
space their births and 10.4% would like to limit 
their births.  Therefore, the total need for family 
planning found among current married women 
was 85.3%. Eighty percent of this need is 
currently being satisfied.

The mining region, where a large number of people 
live and work, is characterized by higher fertility 
rates, low rates of contraceptive use, insecure 
or unavailable contraceptive commodities, and 
lack of trained personnel.

Current Family Planning Efforts

Family planning services are provided free of 
cost by hospital gynecological and obstetric 
departments. Abortion is legal and accessible in 
the country. Primary Health Centres (PHCs) are 
organized around the “section doctor” system 
and utilize the “household doctor” system as an 
outreach component. The PHC health worker is a 
doctor who is qualified to deliver health services 

at the household level. He or she 
is supported by a referral system 
linked to higher levels of care. 
This approach has significantly 
improved health coverage.

DPR Korea is intensifying the 
training of health workers. 
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Figure 3: Contraceptive Method Use by Married Women in  
DPR Korea, 2002

Source: 2002 Reproductive Health Survey
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Key Indicators:
Total Population, 2002 (in millions) 22.7
Population Growth Rate, 2002 0.7%
Population Density, 2002 (people per 
square km) 190

Urban Population, 2003 60%
Population <15 years of age, 2003 27%
Total Fertility Rate (TFR), 2002 2.0
Contraceptive Prevalence Rate (CPR), 
2002 68.6%

- Pills 3.7
- Injectables 0
- Implants 0
- IUD 42.8
- Female Sterilization 4.4
- Male Sterilization 0.8
- Condom 5.8
- Other Modern Methods 0.9
- Traditional or Natural Methods 10.4

Unmet Need 2003 16.7
- For spacing births 6.3
- For limiting births 10.4

Average age at first marriage, 2002 24.8
Average age at first birth N/A
Crude Birth Rate (CBR) (per 1,000 
population), 2002 16.2

Maternal Mortality Ratio (MMR), 2001 87
Infant Mortality Rate (IMR), 2001 21
HIV adult prevalence, 2001 <0.01%

Training units within the Ministry of Public Health 
and the Planning Commission are responsible 
for meeting human resource needs for health, 
implementing training programmes, distributing 
health workers equitably, and evaluating their 
activities. The regular medical education system 
produces an adequate number of health workers. 
It also provides in-service and re-orientation 
training as well as specialized postgraduate 
education. The system gives special attention 
to the role and functions of household doctors 
and secondary health care workers.

With regard to counseling, the 2002 Reproductive 
Health Survey found that more than 80% of 
current contraceptive users were informed 
about possible side effects or problems with 

the method they chose as well as alternative 
methods, including that sterilization is a non-
reversible method. 

Most users (77.5%) are provided with 
contraceptives at the district/ county hospitals, 
and 12.6% at ri/ dong hospitals. This reflects 
the important role district/county hospitals are 
playing in delivering contraceptives.

Challenges and Opportunities

While the basic health care system is fairly 
good, there is a serious shortage of equipment 
and supplies. Information and education about 
family planning has taken a back seat to issues 
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such as famine relief and the high cost of fuel. 
Furthermore, the general lack of transport 
and poor external and internal communication 
hamper the provision and accessibility of family 

planning services throughout the country. Son 
preference is still strong, informed consent is 
weak, and the majority of men still believe that 
contraception is a woman’s responsibility.

For Further Information please contact:
The Department of Family and Community Health 

World Health Organization
Regional Office for South-East Asia

World Health House 
Indraprastha Estate 

Mahatma Gandhi Marg 
New Delhi - 110002 India
Email: fch@whosea.org

www.whosea.org 
http://w3.whosea.org/fch

Sources
1. DPR Korea Country Profile, 2003. International Planned 

Parenthood Federation. http://ippfnet.ippf.org/pub/IPPF_
Regions/IPPF_CountryProfile.asp?ISOCode=KP 

2. DPR Korea Country Health Profile, WHO/SEARO, 2003 http://
intranet/cntryhealth/dprkorea/index.htm 

3. 2002 Reproductive Health Survey. Population Centre, DPRK. 
With support from UNFPA/ IPPF, 2002.

4. 2002 Reproductive Health Survey, Conducted and published by 
Population Centre, DPR Korea.
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Figure 1: Population Pyramid India, 1998-99

Source: DHS, India: 1998/1999
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Background

Since the 1970s, India’s economic growth 
rate has risen, poverty has declined, and social 
indicators have improved. Nevertheless, over a 
quarter (28.6%) of India’s population currently 
lives below the national poverty line, and 80% of 
the entire population lives on less than $2 per 
day. Twenty-eight percent of the population lives 
in urban areas. India’s social indicators remain 
weak by most measures of human development, 
and living standards are still among the 
poorest in the world.

Currently, India’s annual population growth rate 
is 1.74%. India is the second most populous 
country in the world, contributing about 20% 
of births worldwide. As shown in Figure 1, out 
of India’s more than one billion people, one-third 
are under 15 years of age and 50% are of 
reproductive age. 

In 1952, the Indian Government was one of 
the first in the world to formulate a national 
family planning programme, which was later 
expanded to encompass maternal and child 
health, family welfare, and nutrition. India is 
committed to promoting a small family norm and 
supporting population control and development 
programmes. Since the 8th Five Year Plan 
(1992-97), the government identified “human 
development” as its main focus, with health 
and population stabilization listed as two of six 
priority objectives. 

Recent examples of political will and support 
for family planning include the following:

 1992: The 72nd and 73rd 
Constitutional amendments 
and the Panchayati Raj and 
Nagar Palika Acts  further 
decentralized the family 
planning programme to the 
Panchayati Raj Institutions.

 
 1994: Legislation was passed in 

Parliament to regulate and prevent the misuse 
of modern prenatal diagnostic techniques, 
largely for sex-selective abortion. 

 1997: The Reproductive and Child Health 
(RCH) programme was launched, which 
espouses the principles of client satisfaction 
in delivering comprehensive and integrated 
high quality health services. 

 2000: The National Population Policy advocated 
a holistic, multisectoral approach towards 
population stabilization, with no targets for 
specific contraceptive methods except for 
achieving a national average total fertility rate 

(TFR) of 2.1 by the year 2010. This 
resulted in a shift in implementation 
from centrally fixed targets to 
target-free dispensation through 
a decentralized, participatory 
approach. The target-free approach 
was recast as the community 
needs assessment approach.

India and Family Planning: An Overview
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Situation Analysis

The small family norm is widely accepted 
(the mean ideal family size currently reported 
by young people is 2.5 children) and general 
awareness of contraception is universal (99% 
awareness of a contraceptive method). India’s 
TFR declined from six children per woman in 
the 1960s to just under three children, 2.85, 
at present. Contraceptive use is generally 
rising, as illustrated in Figure 2. Nevertheless, 
much work remains for India’s family planning 
programme.

There is a societal preference in India for early 
marriage soon followed by child-bearing. 
Marriage is almost universal with little social 

acceptance of never-married women. Although 
the average age at marriage for women is 19 
years, this conceals regional variations with 
some states having an average of only 16 years 
of age. Approximately half of all women have 
given birth by the time they reach 20 years. 
However, evidence has emerged indicating that 
young couples, despite community norms that 
favour a first child soon after marriage, would 
prefer delaying the first birth until they have 
spent more time together. 

In 2000 the contraceptive prevalence rate 
(CPR) among married women was 48.3%. 
Contraceptive use in India is characterized by:
• the predominance of non-reversible methods, 

particularly female sterilization;
• limited use of male-/couple-dependent 

methods;
• high discontinuation rates; and 
• negligible use of contraceptives among both 

married and unmarried adolescents. 

Three out of four users rely on sterilization 
in India, overwhelmingly female sterilization. 
Sterilization accounts for roughly 85% of all 
modern contraceptive methods used. Although 
reported by a negligible minority, sterilization 
is the most common method used even among 
married adolescents. The central government 
has banned the use of quinacrine for female 
sterilization.

Less than 7% of currently married women 
use the officially sponsored spacing methods 
(pills, IUD and condoms). The reported use of 
traditional contraceptive methods and male/ 
couple dependent methods is low. Figure 3 
provides a breakdown of the contraceptive 
methods used by married women in India. 

Over the past decade, two new methods of 
contraception were introduced in India. 
1. The CopperT-380A, which enables protection 

for a period of 10 years; and 
2. Emergency oral contraception, available by 

prescription, which is expected to decrease 
the number of unwanted births and unsafe 
abortions.

The public sector provides five contraceptive 
methods – female sterilization, male 

Early 
marriage

Son 
preference

Dependence 
on public 
sector

Limited 
options

Inadequate 
knowledge

Source: DHS, India: 1992/1993; 1998/1999; India Reproductive 
Health Profile, 2003

Figure 2: Trends in Contraceptive Method Use
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Key Indicators:
Total Population, 2003 (in millions) 1,068.6
Population Growth Rate, 2003 1.74%
Population Density, 2003 (people per 
square km) 324

Urban Population, 2003 28%
Population <15 years of age, 2003 33%
Total Fertility Rate (TFR), 2000-2005 2.85
Contraceptive Prevalence Rate (CPR), 
2000 48.3%

- Pills 2.1
- Injectables 0
- Implants 0
- IUD 1.6
- Female Sterilization 34.2
- Male Sterilization 1.9
- Condom 3.1
- Traditional or Natural Methods 5.4

Unmet Need, 2003 15.8%
- For spacing births 8.3
- For limiting births 7.5

Average age at first marriage, 2003 19
Average age at first birth, 2003 20
Crude Birth Rate (CBR) (per 1,000 
population), 2000-2001 25.8

Maternal Mortality Ratio (MMR), 2003 540
Infant Mortality Rate (IMR), 2000-2005 66
HIV adult prevalence, 2001 0.8%

sterilization, the IUD, oral contraceptive pills 
and condoms. Methods that are perceived as 
less effective (including pessaries, spermicides, 
and diaphragms), or are controversial (such as 
injectables and implants) are dropped from the 
public programme, simply not introduced, or 
given low priority by health workers. 

Most women and men do not have access to 
a wide choice of contraceptives, particularly 
those who are dependent on the public sector 
(76% of current users of modern methods). 
Inadequate knowledge of contraceptive methods, 
and incomplete or erroneous information about 
where to obtain methods and how to use them 
are the main reasons cited for not accepting 
family planning. Contraceptive use is lowest in 
the states of Meghalaya (20%), Bihar (25%), 
and Uttar Pradesh (28%).

The Medical Termination of Pregnancy Bill 
liberalized abortion in 1971. However, inadequate 
service provision results in a large number of 
unsafe abortions. In 2002, medical abortion 
was approved by the Drug Controller of India and 
local manufacture of the required mifepristone 
and misoprostol is under way. Although not yet 
incorporated into the national programme, it is 
available over-the-counter. Sex determination 
techniques are regulated to combat abortion 
of female fetuses. Nevertheless, sex selective 
abortion and female infanticide still result 
in unbalanced sex ratios in some areas. It is 

Source: India Reproductive Health Survey, 2003

Figure 4: Contraceptive Method Use by Married Women in India, 2000
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estimated that in 2001 there 
were more than 3 million missing 
girl children in India.

There is still a substantial 
unmet need for contraception. 
Despite improved availability 
and access to contraceptive 
services, a substantial proportion 
of pregnancies (21% of all pregnancies that 
result in live births) are mistimed or unplanned. 
While the family planning needs of the majority 
(86%) of women who wish to stop childbearing 
are being satisfied, the needs of women who 
wish to delay or space childbearing remain 
largely unsatisfied (only 30% of these women 
have their needs met). For this reason, young 
women are more likely to report an unmet 
need for contraception. The desire to limit 
family size and to space the next birth are the 
main reasons given by the majority of those 
who seek an abortion, highlighting the large 
unmet need for contraception among women 
in India. 

Current Family Planning Efforts

The National Population Policy, provides a 
framework for achieving the twin objectives 
of population stabilization and promoting 
reproductive health within the wider context 
of sustainable development. The Tenth Five 
Year Plan (2002-2007) outlines efforts in three 
broad areas: 
1. Meeting the unmet need for contraception; 
2. Reducing infant and maternal mortality; and 
3. Enabling families to achieve their reproductive 

goals. 

With regard to addressing the 
unmet need for contraception, 
the government is focusing 
particularly in areas where 
fertility declines have been 
lagging. Issues such as adolescent 
reproductive health, unintended 
pregnancy and access to safe 

abortion are addressed. Counselling, access to 
and provision of good quality services and follow-
up care are emphasized. 

Health and family planning workers are required 
to regularly visit households in their assigned 
areas in order to provide information related to 
health and family planning, counsel and motivate 
women to adopt appropriate health and family 
planning practices, and deliver other selected 
services. Uncertain of the consequences of the 
new target approach however, many states set 
local goals based on the previous year’s centrally 
assigned targets. Women’s involvement in 
decentralized decision-making has yet to be fully 
operationalized at the grassroots level. In many 
states, the involvement of the community and 
other stakeholders, including Panchayati Raj 
Institutions, in needs assessments is reported 
to be minimal.

Contraceptives are supplied through the 
government’s network of health care facilities 
and with the assistance of NGOs. There is also 
a good social marketing programme of condoms 
and oral contraceptives. 

Challenges and Opportunities

1. Socio-economic constraints. High levels 
of illiteracy, poor access to information, 
poverty, and gender-based disparities serve 
as significant barriers to family planning. 
These include social stereotyping, lack of male 
involvement in family planning, and continuing 
open discrimination against the girl child, 
adolescent girls and women.

2. Programmatic constraints.  Major 
constraints include limited resources, lack 
of an integrated multi-sectoral approach, 
insufficient IEC support, and a weak health 
management information system. 

3. Limited awareness of reversible methods.  
Awareness of reversible methods is relatively 
limited among women and men alike. 
Information given to clients by providers 
regarding contraceptive methods is typically 
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inadequate, most providers have 
a bias towards sterilization and 
only a small proportion of clients 
are informed of reversible 
methods. 

4. Staff shortages and limitations. 
Staff shortages continue to 
plague the services at all levels. 
Where workers are available, 
they are generally poorly trained 
and have little knowledge of the 
methods they are promoting. 
Only 13% of women report 
receiving a home visit from 
a health and family planning 
worker during the last  year, and 
only 11% of those visited report receiving 
family planning services. Women without 

The plan focuses 
on improving the 

health infrastructure 
and quality of care, 

promoting inter-
sectoral coordination, 

and expanding the 
coverage and quality 

of health care for 
vulnerable and under-
served populations, 

including adolescents.

any children are least likely to 
receive a home visit. 

5. Limited access to quality 
health services.  Access to 
quality health services is limited 
in both urban and rural areas. A 
substantial population residing 
in slum areas has no access to 
family planning services owing 
to poor health infrastructure. 
Furthermore, only 37% of 
rural women live in a village 
with a primary health centre 
or sub-centre. Important sub-
groups, such as adolescents 
are neglected or under-served. 
Contraceptive choice, and the 
quality of and access to care are 
limited within the programme.

Sources
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2. Epidemiological Fact Sheet on HIV/AIDS and Sexually 
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WHO.

3. India Country Health Profile, WHO/SEARO, 2003. http://
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INDONESIA

Indonesia and Family Planning: An Overview

Background 

Indonesia is in the process of decentralization 
and reform. Political and fiscal power is being 
dispersed to sub-national units of government, 
districts and cities. Within this new context of 
civic participation, people are asserting their 
rights more. Unfortunately, the economic crisis 
in the 1990s forced many into near-poverty and 
restricted access to social services, especially 
for women and children. An unemployment level 
in double-digits has left many below the poverty 
line, and more than 1.3 million Indonesians 
remain displaced by violence. Long-standing 
progress made in improving health has been 
severely undermined. 

More than 60% of Indonesia’s population lives 
on the islands of Java, Madura and Bali, which 
together account for less than one-tenth 
of Indonesia’s total land area. Furthermore, 
Indonesia is undergoing rapid urbanization. In 
1950 only 12% of the population lived in urban 
areas; now over 40% do so. 

Indonesia is the fourth most populous country 
in the world, with almost 220 million people. 
As shown in Figure 1, 31.6% of Indonesia’s 
population is under 15 years of age and 54.1% 
is of reproductive age. Indonesia’s population is 
growing at an annual rate of 1.49%.
 

Situation Analysis

Family planning is coordinated by the 
National Family Planning Coordinating 
Board (NFPCB), a government 
institution. However, family planning 
services are delivered through the 
health system, utilizing the health 
infrastructure under the Ministry of 
Health (MOH). Since the 1970s, the 
Indonesian family planning programme 
has contributed to considerable 
gains in family planning. 
 Contraceptive prevalence rate 

(CPR) has more than tripled in 

just 27 years; CPR went up from 19% in 
1976 to 60.3% in 2003. 

 Total fertility rate (TFR) has decreased 
by more than 50% in just 35 years; TFR 
dropped from 5.6 in 1968 to 2.4 births per 
woman by 2003. 

 Unmet need for family planning has 
decreased, from 13% in 1991 to 8.6% in 
2003.

Family planning in Indonesia is also characterized 
by the following:

Figure 1: Population Pyramid Indonesia, 2002-03
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 For most women in Indonesia 
first sexual intercourse occurs 
at the time of marriage.

 While in 1997 half of women aged 
25-49 married at 18.6 years, by 
2002/3 the age at first marriage 
had risen to 19.2 years.

 The average woman in Indonesia 
has become a mother or is 
pregnant by the age 21. 

 Women in urban areas tend to have 
fewer children (2.4) compared to 
women in rural areas (2.7). 



 More than one-fifth of reproductive age 
women have had 4 children or more. 

 The average family size in Indonesia is roughly 
3 children.

 Abortion is illegal in Indonesia and it is often 
performed under unsafe conditions. It is 
estimated that 15-30% of the maternal 
mortality is the result of unsafe abortion.

 Half of births occur 54 months after the 
previous birth, up from a birth interval of 45 
months in 1997.

Source: DHS Indonesia, 1987, 1991, 1994, 1997, 2003

As Figure 2 shows, dramatic changes have 
taken place in the level and pattern of 
contraceptive use in Indonesia over the past 
two decades. However, since the economic 
crisis the number of active family planning 
users has not increased significantly. 

As shown in Figure 3, 60.3% of currently 
married women were using contraception in 
2003. Injectables, which account for almost 
half of all family planning methods used, followed 
by oral contraceptives are the most widely used 
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methods in Indonesia.  The current contraceptive 
method mix also includes the IUD, whose 
popularity is decreasing, and implants. The use 
of permanent methods such as sterilization 
(male and female) remains low, as does condom 
use. The most common reasons for choosing 
a specific method include side effects of other 
methods (27%), convenience (22%), and the 
desire for a more effective method (18%).

Key Indicators:
Total Population, 2003 (in millions) 219.883
Population Growth Rate, 2003 1.49%
Population Density, 2003 (people per 
square km) 109

Urban Population, 2003 42%
Population <15 years of age, 2003 31.6%
Total Fertility Rate (TFR), 2000-2005 2.4
Contraceptive Prevalence Rate (CPR), 
2000  60.3%

- Pills 13.2
- Injectables 27.8
- Implants 4.3
- IUD 6.2
- Female Sterilization 3.7
- Male Sterilization 0.4
- Condom 0.9
- Traditional or Natural Methods 3.8

Unmet Need, 2003 8.6%
- For spacing births 4
- For limiting births 4.6

Average age at first marriage, 2003 19
Average age at first birth, 2003 21
Crude Birth Rate (CBR) (per 1,000 
population), 2000

23

Maternal Mortality Ratio (MMR), 2003 230
Infant Mortality Rate (IMR), 2003 47
HIV adult prevalence, 2001 0.1%

Almost nine percent of currently married women 
have an unmet need for family planning; 4% wish 
to limit their births and 4.6% wish to space 
their births. The total demand for family planning 
in Indonesia is 70%, of which 88% is currently 
satisfied. If total need for family planning was 
satisfied the contraceptive prevalence rate would 
be around 68% instead of the current 60%

Previously, all family planning services were fully 
subsidized by the government for all Indonesians. 
In the late 1990s there was a gradual shift 
towards the private sector. Government reduced 
free public services and promoted the use of 
private family planning services. As a result, while 
there was an increase in overall contraceptive 
use, access through government sources 
declined and users increasingly relied on private 

Figure 4: Population Projection: Indonesia
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Based on data from surveys and in-depth studies, 
women who would prefer to avoid pregnancy do 
not use contraception because of:
 Constraints in access to and quality of family 

planning services;
 Shortages or an unreliable supply of 

contraception;
 Method failure;
 Health concerns about contraceptives and 

side effects;
 Lack of information;
 Opposition from husband, family, and 

community; and
 Little perceived risk of pregnancy.



sources for contraception, including private 
midwives (bidan) and private practice providers 
offering services at the community level.
 Use of government sources decreased from 

43% in 1997 to 28% in 2002/3; 
 Use of private medical sources increased 

from 42% in 1997 to 63% in 2002/3; 
 Use of other sources, such as village birth 

delivery posts (polindes), integrated health 
posts (posyandu), village contraceptive 
distribution centres (VCDCs), traditional 
birth attendants, or friends, dropped from 
15% in 1997 to 8% in 20002/3. 

Indonesia’s health system faces capacity 
problems in reaching remote areas or isolated 
islands. The provision of comprehensive 
services is hampered by a lack of transport and 
communication infrastructure. In addition, the 
national programme does not have the capacity 
to address the diverse family planning needs of 
the different ethnic and religious groups, or to 
do so in various languages. Reaching the poor 
and marginalized groups is a problem.

Current Family Planning Efforts 

The Indonesian National Family Planning 
Programme is implemented by the government 
with involvement and participation by the 
community and private sectors. The government 
aims to decrease TFR and make family planning 
an integral part of government policy.  

The NFPCB recently decentralized the family 
planning programme, four years after other 
sectors, including health, but still centrally 
secures the budget for family planning. Under 
the new decentralization laws, 249 regencies  
and 65 municipalities will absorb responsibility 
for planning, financing and managing health and 
family planning programmes.
 

UNFPA, USAID and the World Bank support the 
government in developing the family planning 
programme.

Challenges and Opportunities

Key family planning issues that need to be 
addressed include unmet need, lack of birth 
spacing, and a stagnated CPR and TFR.

1. Capacity to provide appropriate and high 
quality services. A policy of zero personnel 
growth to optimize efficiency has been 
adopted in the public sector. This could have 
negative effects on health service delivery in 
the public sector, by limiting its capacity to 
open new facilities and additional and higher 
quality services where they already exist. 
On the other hand, the increasing role of 
the private sector in health poses questions 
related to access and equity, although private 
facilities are required to provide subsidized 
services to the poor.

2. Decentralization and programming 
at different levels. In light of recent 
decentralization it is important that 
responsibilities at central, provincial, and 
district levels are clear in practice, and that 
financial and human resources are sufficient 
and adequate at the local level. Commitment 
of local authorities to support and invest 
in family planning is crucial. It is important 
to improve local logistics management and 
delivery systems for contraceptives, ensuring 
continuity of supplies.

3. Diversification in contraceptive methods 
used. While use of family planning has been 
increasing, there is still a heavy reliance on 
supply methods, particularly injectables and 
the pill. Longer term methods, such as the 
IUD and implants, could be emphasized.

For Further Information please contact:
The Department of Family and Community Health, World Health Organization, Regional Office for 
South-East Asia, World Health House, Indraprastha Estate, Mahatma Gandhi Marg,  
New Delhi - 110002 India, Email: fch@whosea.org, www.whosea.org, http://w3.whosea.org/fch
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MALDIVES

Figure 1: Population Pyramid Maldives, 2000

Source: Statistical Yearbook of Maldives, 2004
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Background

The Republic of Maldives is an archipelago 
consisting of 1,190 coral islands, The Maldivian 
economy is based on fisheries and tourism. 
The potential for other economic activities is 
severely limited by lack of resources such as 
raw materials, water, power, labour and physical 
space. The geographical distribution of the 
Maldives makes service delivery difficult 
and expensive. In order to overcome this 
geographical barrier, Maldives established a 
four-tier health care delivery system, with the 
Ministry of Health at the central level, followed 
by regional, atoll and island levels. In 2001, 
with the expansion of health care services, the 
system was re-organized into a five-tier referral 
system. 

Until 1965, the annual population growth rate 
of the Maldives averaged about 1.5%, roughly 
500 people per year. This low growth rate was 
the result of a high death rate rather than a low 
birth rate. After 1965, when health services 
were extended to the atolls, the mortality 
rate was sharply reduced while the birth rate 
remained high. Between 1965 and 1995 the 
annual population growth rate averaged more 
than 3% and the population of the Maldives 
doubled in less than 25 years. Life expectancy, 
which was 50 years in 1980, reached 73 years 
in 2002. The last census, in the year 2000, 
found an annual population growth rate of 1.9%, 
down from 3.4% in 1989 and 2.8% in 1995. 
According to the 2004 Statistical Yearbook of 
Maldives, the population in 2003 was 285,000 
and it is expected to reach 368,337 by the year 
2020. 

By 2003, 29% of the population 
lived in urban areas. In 1998, 
nearly 40% of the rural population 
fell below the poverty line of MRf 
600, equivalent to US$ 4.51, 
per month. More than a quarter 
of the population lives in Male’, 
the capital island, where there 

is a population density of 37,035 people per 
square kilometre. In comparison, the population 
density for the country overall is 1,068 people 
per square kilometre. As shown in Figure 1, over 
40% of the current population is under 15 
years old, and almost 50% of the population 
is of reproductive age. 

A child spacing programme began in 1984, 
improving access to family planning services and 
increasing public awareness of family planning. 
With a shift in policy during the early 1990s 
to reduce population growth, commitment to 
promote family planning has increased. Still, 

much needs to be done especially 
given that over 40% of the 
population will enter reproductive 
age in the near future.

Situation Analysis

The high rates of population 
growth in the seventies and 
eighties have resulted in a largely 
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young population at present, leading to a high 
dependency ratio. However, it is estimated 
that by 2020 the under 15 years of age group 
will decline to represent only one-third of the 
population. 

While the annual population 
growth rate has been significantly 
reduced, now 1.9%, it is still 
considered high and significant 
given the size of the country and 
available resources. As shown 
in Figure 2, the current total 
fertility rate (TFR) is 2.8, down 

from 7 in the late 1970s. The decline is largely 
the result of expansion and development of 
reproductive health and family planning services. 
The crude birth rate in 2001 was 18, less than 
half of what it was in 1989 (42 per thousand). 

Prior to 1991 awareness of contraception was 
minimal, and service availability quite limited. At 
the time, contraceptives were only distributed by 
one hospital in Male’ and four regional hospitals. 
While contraceptive acceptance is still low, 
accessibility to contraceptive methods has 
increased over the past decade. 

Still at island level only a limited range of 
family planning services are available. The full 
range of contraceptive methods and services 
are available at central and regional hospitals. 
Contraceptives are provided free of charge 
to the consumer at all levels of the health 
care delivery system. The Ministry provides 
the following to eligible couples: condoms, oral 
contraceptives, injectables, and IUDs, and 
counselling on natural methods. Female and 

male sterilization are provided 
on request of both partners and 
upon medical indications of life 
threatening situations. 

Based on preliminary results from 
the 2004 Reproductive Health 
Survey, the overall contraceptive 

Source: World Population Policies, 2003; Maldives Health Report, 
2001

Figure 2: TFR in Maldives (1970-2005)
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Figure 3: Contraceptive Method Use by Married Women, Maldives 2004

Source: Reproductive Health Survey, 2004

Not using any 
method: 60.2%

Injectables: 3%

Pill: 13%

Any traditional or 
natural method: 
5%

Condom: 9%

Male  
sterilization: 0.6% Female sterilization: 7%

IUD: 2%

Implants: 0.2%

The Maldives is 
currently in the 
second stage of 
the demographic 

transition.



Key Indicators:
Total Population, 2003 (in millions) 0.3
Population Growth Rate, 2003 1.9%
Population Density, 2003 (people per 
square km) 1,068

Urban Population, 2003 29%
Population <15 years of age, 2001 41%
Total Fertility Rate (TFR), 2002   2.8
Contraceptive Prevalence Rate (CPR), 
2003 39%

- Pills 13
- Injectables 3
- Implants 0.2
- IUD 2
- Female Sterilization 7
- Male Sterilization 0.6
- Condom 9
- Traditional or Natural Methods 5

Unmet Need, 2003 34%
Average age at first marriage, 2000 22
Average age at first birth, 2000 N/A
Crude Birth Rate (CBR) (per 1,000 
population), 2001 18

Maternal Mortality Ratio (MMR), 2003
(based on Vital Registration Statistics)

100

Infant Mortality Rate (IMR), 2003
(based on Vital Registration Statistics)

14

HIV adult prevalence, 2001 0.1%

prevalence rate (CPR) is 39% and it is 34% for 
modern methods. 

The majority of women, roughly 80%, who 
use contraception use a modern temporary 
method. Figure 3 shows the breakdown of the 
contraceptive method mix used in the Maldives. 

When compared to findings from 1999, the 2004 
Reproductive Health Survey shows an increase 
in condom and IUD use. Female sterilization 
decreased as did the use of traditional methods. 
Figure 4 compares the contraceptive methods 
used in 1999 and 2004.

The 2004 Reproductive Health Survey found that 
in 70% of cases the couple, together, makes 
decisions regarding use of contraception. In 11% 
of the cases the partner makes the decision 
alone; in 8% of the cases the woman makes the 
decision alone; and in another 11% of the cases, 
contraceptive use is not discussed between the 
couple. The survey found that CPR is more than 
double (45%) among women who are involved 
in decision-making regarding contraceptive 
use, in comparison to cases where the woman 
in not involved (19%). 

Adolescents account for 27.5% of the 
population in the Maldives. While young men 
and women are aware of a range of contraceptive 
methods almost half report not talking to anyone 
about sex and related matters. The 2004 
Reproductive Health Survey found that almost 
half (48%) of youth said they did not know if 
talking about condoms made young people 
more promiscuous, and almost a quarter (24%) 
believed that it did. While 61% of youth believe 
that condoms can protect against unwanted 
pregnancy, 31% said they did not know if this 
was true or false. Finally, 25% of males and 20% 
of females said that they did not know how to 
avoid a pregnancy or that a pregnancy could not 
be avoided. 

Unprotected sex among youth is increasing, 
resetting in early and unplanned pregnancies 
and induced abortions. The 2004 Reproductive 
Health Survey found that of those youth who 
were sexually active, 4% did not know what a 
condom was and 45% had never used a condom. 
The increase in mean age at first marriage, 

which reached 22 in 2000, has important 
implications; as the period prior to marriage is 
extended, premarital sexual relationships may 
also increase. 

There are legal barriers to the provision of 
contraceptives to unmarried individuals, and 
all methods, including condoms, require a 
prescription. These obstacles to accessing 
family planning services and methods contribute 
to a higher unmet need for family planning. Adding 
to the need for family planning is that marriage 
is universal, temporary migration for work in the 
fishing and tourism sectors is widespread among 
men, and the practice of polygamy is common. 
The 2004 Reproductive Health Survey found that 
among married women of reproductive age, 34% 
wanted to limit or space their births but were 
not using any method of contraception. Abortion 



is illegal except in cases of serious medical risk 
to the mother.    

Current Family Planning Efforts

The potential doubling of the population every 20 
years is considered a matter of grave concern, 
and the government has been working to reduce 
the rate of population growth through more 
active promotion of population stabilization 
and awareness programmes.

The government programme has the following 
objectives:
 Increase CPR to 50%;
 Increase the number of women who have 

birth interval of at least three years;
 Reduce the number of adolescents who get 

married before 20 years of age;
 Provide 100% access to safe methods of 

contraception to all eligible couples, within 
15 minutes’ walking distance; and

 Increase the role of NGOs and the private 
sector in the provision of family planning and 
reproductive health services.

Strategies to improve availability, 
access, choice, and quality of 
family planning include:
 Strengthening of inter-sectoral 

support and coordination, 
along with NGO and community 
participation;

 IEC on family planning and 
population issues, especially 
for youth;

 Popularization of family planning 
services; 

 Increasing male involvement in 
reproductive health;

 Awareness raising on the 

importance of better reproductive health, and 
the risks of early marriage and pregnancies;

 Research on key reproductive and family 
planning issues; and

 Advocacy to ensure policies appropriately 
& adequately address on youth and women 
specific needs.

Work has been undertaken to increase demand 
for and access to family planning services.
 Training and supplies have been provided 

by the programme in order to increase the 
methods available at the island level to three 
(pills, injection, and condoms).

 Training has also been provided to health 
workers on counselling and IEC in order to 
enhance the quality of services. Awareness 
raising efforts include the integration of 
health and population education in school 
curricula, radio, TV, and print media. 

 Introduction of HIV and AIDS education which 
has helped to reduce taboos surrounding 
discussion of sexual issues;

At the island level, the key family planning providers 
are the Family Health Workers (FHWs), and at 
the atoll level the Community Health Workers 
(CHWs). Other health care providers include 
doctors, pharmacists, pharmacy assistants, 
health assistants, registered nurses, nurse 
aides, and auxiliary nurse midwives. Over 90% 
of health professionals are employed in the 
public sector, including 81% of all doctors and 
91% of nurses. 

Monitoring and evaluation will be undertaken 
by the Ministry of Health on a regular basis to 
ensure quality of care services.

Challenges and Opportunities

1. Expanding access to contraceptive methods 
and services. A rights-based approach to 

reproductive health could help 
expand use of family planning 
methods and services. Working on 
male involvement and addressing 
gender issues could contribute 
to making contraception a shared 
responsibility. Expanding access 
to contraceptive methods and 
services to all, irrespective of 
age or marital status, would also 
reduce unmet need for family 
planning. 

2. Limited skilled personnel. An 
acute dearth of skilled personnel 

Source: Reproductive Health Survey, 2004
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is a major constraint for sustainable health 
development in the Maldives. In 2003 there 
was 1 doctor per 905 people in the Maldives. 
More than three quarters of the doctors are 
foreigners, which makes the health system 
not self-sustainable. According to the Health 
Master Plan (1996-2005), the government is 
working to improve the efficiency and quality 
of the health system through management 
reforms. Priority has been given to developing 
human resources in the health sector in order 
to replace the existing expatriate workforce 
and to facilitate future expansion of services. 

The government is aiming to strengthen in-
country training and explore alternative 
financial resources. 

3. Decline in donor assistance. The number 
of donors and the amount of investment 
received for reproductive health in Maldives 
have shown a downward trend in recent years. 
In collaboration with WHO and UNDP, the 
government working to improve collaboration 
with donors. Inter-sectoral collaboration for 
health is also being actively promoted.
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MYANMAR

Myanmar and Birth Spacing: An Overview 

Background

Myanmar shares boarders with India, Bangladesh 
and China. The annual population growth rate 
in Myanmar is 2%, and approximately 30% of 
Myanmar’s 52 million people live in urban areas. 
The population is made up of the majority Bamar 
ethnic group, living predominately in the lowlands 
and central dry zone, and some 135 ethnic 
groups who live mainly in the highlands and on the 
far eastern and western borders of Myanmar.  

Administratively, there are 17 states and 
divisions in Myanmar, which are divided into 
324 townships. Each township has a hospital 
providing tertiary level health services and at 
least one Maternal and Child Health Centre.

Situation Analysis

Birth spacing methods have been available in the 
public sector in Myanmar since 1991. Myanmar 
formulated a draft National Population Policy in 
1992, shifting from a pro-nationalist policy 
to a health-oriented approach. This included 
the promotion of birth spacing to improve the 
health status of women and children, community 
level IEC, promotion of responsible reproductive 
behaviour, male involvement in reproductive 
health, and efforts to address adolescent 
and youth needs. Reproductive health, as an 
inclusive and coherent approach, has been in 
place in Myanmar since 1996. By 1995, the 
government’s birth-spacing project covered 33 
townships, and by 2001 it covered 117 of the 
country’s 320 townships. 

According to the 2001 Fertility and Reproductive 
Health Survey (FRHS), approximately 37% 
of currently married women are using a 
method of contraception, including traditional 
methods (see Figure 2).  Method 
failure appears to be a common 
problem in Myanmar, as 37% of 
women seeking treatment for 
complications of abortion report 
contraceptive use at the time the 
pregnancy occurred.  

Rise in birth spacing since 1997 is mostly due 
to increased use of pills and injectables, the 
two most common contraceptive methods used 
in Myanmar. Use of female and male sterilization 
is low, due to a lengthy and difficult approval 
process. Female sterilization is only available 
after approval by a sterilization board. Male 
sterilization  is restricted by law to those men 
whose wives have been approved but are unable to 
undergo sterilization for medical reasons. The IUD 
is not commonly used in Myanmar for a number of 
reasons, including its association with the Lippes 
Loop (although no longer available in Myanmar, 
the Lippes Loop caused many problems). Figure 3 
shows the breakdown of contraceptive methods 
used by married women.

Training in birth spacing methods was first 
included in pre-service midwifery 
training in 1998. Midwives 
are now trained in provision of 
methods, including injections of 
(although they are not legally 
authorized to give injections) 
and insertion of IUDs, indications, 

Figure 1: Population Pyramid Myanmar
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contraindication, side effects and warning 
signs. In addition, there is in-service training 
of all basic health staff in UNFPA-supported 
townships. Provision of birth spacing services 
has increased dramatically over the last 
decade and provider knowledge and practice 
have improved as birth spacing 
services have been introduced 
in more townships across 
Myanmar.

There is almost universal knowledge 
of at least one modern method of 
contraception. While knowledge 
of most modern methods of birth 
spacing has increased, knowledge 
of condoms to prevent pregnancy 

Source: PFCS, 1991; FRHS, 1997; FRHS, 2001

Figure 2: Trends in Contraceptive Method Use
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has remained the same.  Condoms tend to 
be associated with prevention of sexually 
transmitted infections and for use by men with 
sex workers; they are not seen as a birth spacing 
method. Provides bias further contributes to low 
use of condoms. Less than 50% of all providers 
interviewed in one study said that they would 
provide condoms to unmarried women.

In Myanmar the average age at first marriage 
is relatively late. Only 2.2% of men and 6.6% 
of women get married before the age of 20. 
While there are strong cultural values against 
premarital sex, there is a high demand for 
reproductive health information and services 
from married and unmarried adolescents. 
Young women in particular face barriers based 
on social and cultural values, in accessing 
reproductive health services, including those for 
birth spacing. Adolescent fertility in Myanmar 
is mostly related to early marriage. Forty-three 
percent of married women aged 15 have started 

childbearing, by 19 years this 
number reaches 73.9%. Limited 
evidence suggests that pre-
marital sex among young men is 
rising through an increased use of 
commercial sex. 

Abortion is illegal in Myanmar, 
and is considered the leading 
cause of maternal mortality, with 
at least 50% of maternal deaths 
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Figure 3: Contraceptive Method Use by Married Women in Myanmar, 2001

Not using any 
method: 63.0%

IUD: 1.8%
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natural method: 4.2%
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Male sterilization: 1.3%

Female  
sterilization: 4.7%

Injectables: 
14.9%

The use of birth 
spacing methods 
doubled between 

1991 and 1997, and 
continues to increase 

at a slower pace.



and 20% of all hospital admissions resulting from 
complications from unsafe abortions. One study 
found that the smaller the health institution 
in an area the higher the abortion rate in the 
surrounding area due to lack of access to 
contraceptive methods. 

Resorting to the use of illegal and unsafe abortion 
is in large part the result of unmet contraceptive 
need among women. The Fertility and Reproductive 
Health Survey (FRHS) found that 20% of women 
did not want to get pregnant but were not using 
contraception and were at risk of pregnancy 
14% wanted to limit their births and 6% wanted 
to delay their next pregnancy. This suggests 
at the lack of acceptable long-term methods of 
contraception. 

Birth Spacing Related Efforts

Key players include UNFPA, UNICEF, UNDP, 
WHO, MSI, PSI, MSF-Holland, and the Myanmar 
Maternal and Child Welfare Association. In the 
UNFPA programme townships, birth spacing 
services are provided at urban health centres, 
maternal and child health centres, and rural 
health centres and sub-centres. In townships 
that are not externally supported there is 
very little provision of birth spacing services. 
The majority of international support for birth 
spacing comes from UNFPA, which increased its 

Key Indicators:
Total Population, 2003 (in millions) 52.17
Population Growth Rate, 2003 2%
Population Density, 2003 (people per 
square km) 73

Urban Population, 2003 29%
Population <15 years of age, 2003 33%
Total Fertility Rate (TFR), 2000-2005 2.8
Contraceptive Prevalence Rate (CPR), 
2000  37%

- Pills 8.6
- Injectables 14.9
- Implants 0
- IUD 1.8
- Female Sterilization 4.7
- Male Sterilization 1.3
- Condom 0.3
- Traditional or natural methods 4.2
- Other Modern Methods 1.2

Unmet Need, 1997 20%
- For spacing births 14
- For limiting births 6

Average age at first marriage, 2003 22.4
Average age at first birth N/A
Crude Birth Rate (CBR) (per 1,000 
population), 2003 25.3

Maternal Mortality Ratio (MMR), 
2000-2005

360

Infant Mortality Rate (IMR), 2003 87
HIV adult prevalence, 2001 2%

township support of birth spacing services to 
93 townships in 2004.

Reproductive health services are provided by 
the public sector, private sector, and national 
and international NGOs. A number of NGOs 
are involved in reproductive health services and 
advocacy. The role of the private sector in 
Myanmar is important as many people go to 
private general practitioners for reproductive 
health services such as birth spacing. 
Clients often go directly to drug shops to buy 
contraceptives and medications.

A draft reproductive health policy was debated 
in 2001 and 2003 and now being finalized and 
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officially adopted.  The key features include:
 Integration of reproductive health services 

into existing services;
 Partnership between government, NGOs, 

and the private sector;
 Research and monitoring of services to 

identify priorities and needs;
 Assuring that services are accessible, 

acceptable, and affordable;
 Incorporation of a gender-based approach to 

ensure equity and equality;
 Implementation of appropriate socio-cultural 

approaches; and
 Sustainability of services.

Future actions include the approval 
of a national five-year strategic 
plan for reproductive health. It will 
focus on five strategic approaches: 
improve health workers’ skills, 
the health system and family and 
community practices, foster an 
enabling environment, and ensure 
use of evidence base for decision 
making. A separate five-year 
adolescent health and development strategic plan 
will focus on adolescent reproductive health as a 
major component.  

The Department of Health is currently conducting 
a study on safety and efficacy of the one-month 
injectable approved by WHO, in the hope of adding 
it to Myanmar’s contraceptive method mix.

Challenges and Opportunities

Myanmar faces the challenge of improving 
the consistent and correct use of birth 
spacing methods in order to reduce unplanned 
pregnancies and the recourse to abortion. 

1. Limited data and resources. Myanmar is 
data-poor, and official statistics are often 
dated and inaccurate1. It is a conservative 
country with strong cultural norms regarding 
sexual behaviour. As a result, research to 
identify priorities is challenging. While a 
shortage of funds remains, NGOs are playing 
an increasing role in birth spacing.

2. Provider bias. Provider 
opinion can also be a barrier to 
women receiving appropriate 
contraception. Even many private 
sector providers refuse to provide 
methods to unmarried women. 

3. Insecure contraceptive 
supplies in public sector. Even 

where contraceptive services are available 
in the public sector, commodities may not 
be. Women turn to the private sector as an 
alternative source. Some providers or clients 
buy IUDs or injectables from drug shops for 
insertion or injection. Oral contraceptives 
and injectables are available from drug shops, 
and markets. 

Birth spacing has 
been identified as a  
reproductive health 

priority area for policy 
implementation.

1The main sources of demographic data for Myanmar are the vital registration and statistics system and population census. The last population census was in 1983. Other 
sources of demographic data in Myanmar are the Fertility and Reproductive Health Survey (FRHS) conducted in 1997 and 2001.
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NEPAL

Figure 1: Population Pyramid Nepal, 2001

Source: Nepal DHS, 2001
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Background

Nepal is a landlocked country constrained by 
rugged terrain and limited resources. It is also 
one of the poorest countries in the world. Nepal 
made the transition from an absolute monarchy 
to a multiparty democracy in 1990, and has 
seen 12 governments in the past eight years. 

Population growth has led to fragmented land 
holdings and depletion of forest products. These 
resources are the livelihood of much of the 
rural population, which makes up about 88% of 
Nepal’s population. The ratio of population to 
arable land is one of the highest in the world. 
Nepal’s population of 24 million is growing at 
an annual rate of 2.1%, and 40% of the overall 
population is under the age of 15 (see Figure 
1). Population density is 179 people per square 
kilometre.

Situation Analysis

In the early 1970s Nepal had a total fertility rate 
(TFR) of 5.8. By the late 1990s TFR dropped to 
4.8. The government set an objective to reduce  
TFR to 4.2 by 2002, the end of the Ninth Plan, 
in an attempt to strike a balance between 
population growth and economic development. 
By 2001 the TFR for Nepalese women was 4.1. 
However, there are large differences between 
fertility levels in urban areas, where TFR is only 
2.1, and rural areas. Overall, ever-married women 
want 2.6 children and ever-married men want 
2.8 children. In other words, desired fertility is 
1.6 children less than the actual TFR. 

There has been an impressive increase in the 
use of contraception in Nepal over the last 25 
years. In 1986 the contraceptive 
prevalence rate (CPR) was 15%. By 
2001, 39.2% of currently married 
women were using a method of 
family planning, the overwhelming  
majority for limiting their births. 
The increase in the use of modern 
contraception is largely due to the 

rise in use of injectables and tubal ligation. Use of 
other modern methods has changed little since 
1996 (see Figures 2 and 3).

The median age at first marriage in Nepal 
has risen only slightly over the last 25 years, 
from 16.1 years among women currently aged 
45-49 to 16.8 years among women currently 
aged 20-24. Overall, the median age at fist 
sexual intercourse among Nepalese women 
is 16.7, reflecting that women’s first sexual 
experience usually occurs within the context 
of marriage. 

While about half of Nepalese women have given 
birth by the age of 17, younger women report 
first use of contraception at lower parities 

than older women.  Of women 
currently aged 15-19 who have 
ever used family planning, 58% 
initiated use before having any 
children. This was the case only 
for 2% of women currently in 
their thirties. 

Nepal and Family Planning: An Overview 
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Source: Nepal DHS, 1996; 2001

Figure 2: Trends in Contraceptive Method Use
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Almost a quarter (23%) of births in Nepal occur 
within 24 months of a previous birth, and the 
median birth interval is 32 months. There is 
of a long period of breastfeeding 
(an average of 29 months), 
with a corresponding period of 
postpartum amenorrhea (an 
average of 11 months). 

More than a quarter (28%) of 
currently married women still 
have an unmet need for family 
planning. More specifically, 11.5% 
wish to space their births, and 

16.5% wish to limit their births. According to 
available data 29% of women cite method-related 
reasons for non-use, particularly fear of side 
effects. In Nepal, counselling for informed choice 
is weak and less than 40% of current users 
report being informed of possible side effects 
with the method they are using. Only one-third 
were informed of what to do if they experienced 
side effects, and less than 30% were told of 
other methods that could be used. Data also 
shows that 16% of women do not intend to use 
contraception because they oppose the use of 
family planning methods.

The establishment in 1993 of a National Health 
Education, Information and Communication 
Centre (NHEICC) under the Department of 
Health was a milestone in health promotion 
efforts. This centre has backstopped important 
health programmes such as safe motherhood, 
family planning, immunization, nutrition, and HIV/

AIDS with impressive results.

With Nepal’s high fertility and 
gradually declining mortality, the 
population will remain young and will 
continue to grow for some time. 
This has serious impact on limited 
resources, and consequences for 
the health sector, particularly 
family planning services.
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Figure 3: Contraceptive Method Use by Married Women, Nepal 2001

Source: Nepal DHS, 2001
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Key Indicators:
Total Population, 2001 (in millions) 24
Population Growth Rate, 2001 2.1%
Population Density, 2003 (people per 
square km) 179

Urban Population, 2003 12%
Population <15 years of age, 2002 40%
Total Fertility Rate (TFR), 2002 4.1
Contraceptive Prevalence Rate (CPR), 
2001 39.2%

- Pills 1.6
- Injectables 8.4
- Implants 0.6
- IUD 0.4
- Female Sterilization 15
- Male Sterilization 6.3
- Condom 2.9
- Traditional or Natural Methods 4.0

Unmet Need 28%
- For spacing births 11.5
- For limiting births 16.5

Average age at first marriage, 2001 16
Average age at first birth, 2001 16
Crude Birth Rate (CBR) (per 1,000 
population), 2003 36.3

Maternal Mortality Ratio (MMR), 1996 539
Infant Mortality Rate (IMR), 2005 64
HIV adult prevalence, 2001 0.5%

Current Family Planning Efforts

A National Health Policy (NHP) in Nepal was 
formulated in 1991 with the objective of enhancing 
the health status of the population. The NHP is 
a comprehensive policy that addresses service 
delivery and the administrative structure of 
the health system. The 9th and 10th Health 
Plan and the Second Long Term Health Plan 
(SLTHP) (1997-2017) were developed in line 
with the NHP. 

In 2001/2002, the number of physicians per 
10,000 people was 0.54, illustrating the lack 
of human resources. To meet human resource 
requirements at the primary health care (PHC) 
level, the training of maternal and child health 
workers (MCHWs), auxiliary health workers 
(AHWs) and auxiliary nurse midwives (ANMs) 
is not confined to the government but also 
entrusted to training institutes in the private 
sector. Efforts are also being directed at 
training female community health volunteers as 
outreach health workers.

The government provides methods to over 
80% of current users. In addition, 8% of users 
acquire their methods from NGOs, primarily 
from the Family Planning Association of Nepal, 
and 7% get their methods from the private 
medical sector, largely from pharmacies.

Challenges and Opportunities 

1. Structural and political impediments. 
Frequent changes of government centralized 
administration, ineffective management and 
supervision, difficult geographic conditions, 
and slow economic growth impede progress 
in family planning.
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Figure 4: Population Projection: Nepal

Source: World Population Policies, 2003
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2.  Constraints on human resources and 
capacity. Nepal continues to experience 
shortages in personnel and ill distribution 
of staff due to geographical constraints. 
Low productivity is related to poor working 
conditions, low remuneration and limited 
career opportunities. There are limited 
national resources for the development of 
services, and inadequate training of health 
care providers in communication skills. 

3. Lack of effective coordination.  There is 
a lack of effective coordination between 

government and NGO efforts to maximize the 
use of resources, monitor IEC activities, and 
make available IEC materials and expertise. 

4. Insufficient advocacy and IEC activities.  
Family planning programmes can increase 
contraceptive use by enhancing advocacy 
efforts and the provision of high-quality 
services. Improved and expanded information 
and education activities could play an important 
role in dispelling fears and misconceptions 
about specific methods of contraception, and 
contraceptive use in general. 

For Further Information please contact:
The Department of Family and Community Health 

World Health Organization
Regional Office for South-East Asia

World Health House 
Indraprastha Estate 

Mahatma Gandhi Marg 
New Delhi - 110002 India
Email: fch@whosea.org

www.whosea.org 
http://w3.whosea.org/fch
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SRI LANKA

Sri Lanka and Family Planning: An Overview

Background

The first family planning clinic in Sri Lanka 
opened in 1937, but closed soon thereafter. 
In 1965, family planning was integrated in 
the government’s maternal and child health 
programme, and in 1968 the Family Health 
Bureau was established to co-ordinate family 
planning under the Ministry of Health. The 
government’s concern with population reduction 
was clearly expressed through the formulation of 
the Population Policy in 1977. However, it took 
about two decades for the National Family 
Planning Programme to be able to reach the 
remote rural areas.

Currently, Sri Lanka has a population of 19.5 
million, with approximately 24% of the population 
living in urban areas. Twenty-five percent of 
the population is under 15 years of age, and 
more than fifty percent of the population is of 
reproductive age (see Figure 1).

Heavy investment in the health care system 
has resulted in access to primary health care 
by the majority of the population. With primary 
education completion rates at almost 100%, 
and a literacy rate of 94% for males and 89% 
for females, health messages readily reach the 
public. Nevertheless, the social and economic toll 
of Sri Lanka’s civil conflict, which has spanned 
more than two decades, has kept the country’s 
development below potential.

Situation Analysis

Family planning services are widely used in Sri 
Lanka. As a result: 
 Contraceptive prevalence rate (CPR) 

reached 70% in 2000;
 Increased use of temporary 

methods indicates that more 
couples are choosing to space 
births;

 Total fertility rate (TFR) 
reached replacement level 
fertility by 2001; 

 The current annual population 

growth rate is less than 1% and continues 
to fall; and

 Sri Lanka has reached the third phase of 
the demographic transition, characterized 
by a declining birth rate and a relatively stable 
low death rate. 

Until the late 1970s oral contraception was the 
most popular modern contraceptive method. 
Once introduced into the government family 
planning programme, injectables steadily gained 
popularity and are currently the most popular 
temporary modern method (see Figure 2). 

In addition to oral contraceptive pills and 
injectables, the National Family Planning 
Programme provides IUDs, condoms, female 

sterilization and male sterilization. 
Use of male sterilization has 
declined to about 500 acceptors 
per year. While norplant was 
introduced into the National 
Programme in 1988 but is only 
available on a limited scale. As 
depicted in Figure 3, while overall 
CPR is high the proportion of 

Figure 1: Population Pyramid Sri Lanka
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traditional and natural spacing 
methods used is also quite high. 

The mean age at first marriage for 
females is almost 23 years.  The 
relatively high age at marriage is 
attributed to high educational 
attainment and the increasing 
participation of females in economic 
activities. Still, the responsibility 
of family planning typically  
rests with the woman. Studies 
conducted in Sri Lanka reveal low 
condom use among men. In 1997 

* For year 2000, male and female sterilization have been reported 
together. This number has been listed under female sterilization in this 
graph.
Source: Sri Lanka, DHS, 1987, 1993, 2000
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reported ever use of a condom was only 4.7% 
among men between the age of 15 and 49 in the 
rural area of Matale, and only 9.6% among men 
in the capital, Colombo. Only two-thirds of men 
had heard of condoms. 

Abortion is illegal in Sri Lanka except to save 
a woman’s life. According to the 2000 Sri 
Lanka DHS, unmet need for family planning is 
estimated to be around 8%. There is a relatively 
high incidence of induced abortion, which 
reflects unmet need and family planning method 
failure. Recent studies have shown that around 
750-1000 induced abortions are performed daily 
in Sri Lanka. Although emergency contraception 
was introduced in Sri Lanka a few years ago, the 
government programme has faced some limitations 
in providing services on a regular basis.
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Figure 3: Contraceptive Method Use by Married Women in Sri Lanka, 2000

Pill: 6.7%

Injectables: 10.8%

Implants: 0.1%

Not using any 
method: 30.0%

IUD: 5.1%

Female 
sterilization : 
23.1%

Condom: 3.7%

Any traditional 
or natural
method 20.5%

Despite achievements, 
there is concern that 

the existing high 
population density will 

inhibit attempts to 
alleviate poverty and 
to further improve 

quality of life. 
The aim of the Sri 

Lankan Government 
is to achieve zero 
population growth.

Current Family 
Planning Efforts 

The following are the 1998 
Population and Reproductive Health 
Policy goals and approaches that 
directly address family planning:

1. Maintain current declining 
trends in fertility so as to 
achieve a stable population 
by the middle of the 21st 
century:  Provide family planning 
information, IEC and services 



through the government, NGO and private 
sector sources; improve quality of service 
delivery focusing on unmet need, especially 
among those in plantations, women employed 
in factories, internally displaced populations, 
and those in urban slums and underserved 
rural areas.

2. Address adolescent and youth specific 
needs: Ensure adequate information on 
population, reproductive health and family life, 
and sexuality in school curricula; strengthen 
youth worker education, especially on sex-
related issues; and encourage counselling on 
human sexuality.

3. Increase public awareness of population and 
reproductive health issues: Engage decision 
makers and opinion leaders in advocacy; 
encourage policy-oriented and operational 
research into population and reproductive 
health problems; publish and disseminate 
updated information in national languages; 
encourage use of media for public discussion; 

Key Indicators:
Total Population, 2003 (in millions) 19.5
Population Growth Rate, 2003 <1%
Population Density, 2003 (people per 
square km) 291

Urban Population, 2003 24%
Population <15 years of age, 2003 25%
Total Fertility Rate (TFR), 2000-2005 2
Contraceptive Prevalence Rate (CPR), 
2000  70%

- Pills 6.7
- Injectables 10.8
- Implants .1
- IUD 5.1
- Sterilization (Female & Male) 23.1
- Condom 3.7
- Traditional or Natural Methods 20.5

Unmet Need, 2000 8%
Average age at first marriage, 2003 22.9
Average age at first birth, 2000 23.2
Crude Birth Rate (CBR) (per 1,000 
population), 1995-2000 17.4

Maternal Mortality Ratio (MMR), 2000 92
Infant Mortality Rate (IMR), 2000-2005 20
HIV adult prevalence, 2001 <0.1%

and establish a system for continuous research, 
evaluation, dissemination and feedback.

Free services are provided through primary care 
facilities and hospitals. This infrastructure is 
complemented by a network of public health nurses 
and midwives providing MCH/FP services in rural 
areas. Oral contraceptives are available without 
prescription from pharmacies, and public health 
midwives (PHMMs), the health workers mainly 
responsible for field level service provision. Condoms 
are widely available through retail outlets and 
PHMMs. The PHMMs counsel clients on adopting 
a method and make referrals to appropriate 
service outlets. They sell oral contraceptives and 
condoms at nominal prices at the community level. 
The social marketing system in Sri Lanka includes 
roughly 8,000 outlets for sale of condoms and oral 
contraceptives. PHMMs also assist in the MCH 
and family planning clinics, and conduct regular 
follow-up with family planning users in the area. 
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Figure 4: Population Projection: Sri Lanka
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Four NGOs provide family planning 
services, which supplement those 
provided by the government. 
Services include marketing of 
contraceptives, provision of 
counselling services and provision 
of facilities for sterilization and 
other contraceptive methods. 
NGO contributions to reproductive 
health services in conflict-affected 
areas in the North and East, and 
the estate sector, are particularly important. 

UNFPA has provided most of the financial 
support for Sri Lanka’s family planning 
programme since 1972, and has donated the 
supply of contraceptives disbursed by the 
government. SIDA, WHO and UNICEF also 
support the programme to varying extents. 
UNFPA’s contraceptive commodity assistance 
is being phased out and the Government has 
introduced an expenditure component to 
procure contraceptives and to ensure that 
needs continue to be met. 

Challenges and Opportunities

According to projections, Sri Lanka’s TFR will 
decline to 1.8 by the year 2010. This translates 
into an estimated 210,000 new contraceptive 
users annually. In addition, the female population 
in the reproductive age group, which was 4.965 
million in 1995, is expected to rise to 5.545 
million in 2010. 

1. Shortage of quality medical and technical 
staff. Rapid turnover of experienced staff 
and poor monitoring and supervision make 
service provision difficult. While counselling 
is a prerequisite for informed choice, proper 
counselling is not always carried out. 

2. Poor access to adequate services. Delivery 
of family planning services could be broadened 

by enhancing the provision of 
services in rural areas, where 
accessibility is limited; addressing 
the specific needs of vulnerable 
groups such as young women 
employed in industrial promotion 
zones and women who seek 
employment abroad; and ensuring 
uninterrupted services of 
reasonable quality to war-affected 
populations. New service delivery 

points could be introduced, including mobile 
services in areas with poor accessibility, 
and existing service delivery points could be 
enhanced. 

3. Insecure contraceptive supplies. Regular 
supplies must be available in order to increase 
quality of care. A strong monitoring system 
would help avoid breakdown of services due 
to lack of supplies.  

4. Understanding unmet need. Studies to 
determine the real unmet need among 
different population groups, and its relation 
to the contraceptive method mix and the 
high abortion rate, could help develop more 
appropriate programme strategies.

5. Addressing youth-specific needs. The 
increase in the age at marriage during the last 
few decades means there is a larger group of 
youth who are potentially sexually active but 
whose needs are not addressed through the 
government’s actual programme. By providing 
youth-specific information and services, the 
government could reduce the vulnerability of 
this group. Promoting safer sexual behaviour, 
including increasing condom use, is key.

6. Sustainability. It is important to mobilize 
adequate government funds on a regular 
basis to procure contraceptives and 
establish a system to secure commodities. 
For shortfalls, the government plans to 
mobilize donor funds. 

For Further Information please contact:
The Department of Family and Community Health, World Health Organization, Regional Office for  
South-East Asia, World Health House, Indraprastha Estate, Mahatma Gandhi Marg,  
New Delhi - 110002 India, Email: fch@whosea.org, www.whosea.org, http://w3.whosea.org/fch
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Over the next 10 years 
the target population 
for contraceptive use 
is expected to rise 
considerably as is 

the demand for family 
planning.



THAILAND

Thailand and Family Planning: An Overview

Background 

The Thai government established its first 
Population Policy in 1970. As a result of 
participation in the 1994 International 
Conference on Population and Development 
(ICPD), reproductive health policies were 
reviewed by the National Family Planning 
Committee. In 1997, the Minister of Public 
Health set forth the National Reproductive 
Health Policy, which includes family planning and 
maternal and child health.

As of July 2003, Thailand’s population was 63.2 
million. As Figure 1 shows, 25% of the population 
is under the age of 15. About 66% of the 
population lives in rural areas and the majority 
are farmers reliant on subsistence agriculture. 
The urban population is, however, increasing. 
Sweeping social changes have had an impact 
on sexual lifestyles; there has been an increase 
in pre-marital sex, unwanted pregnancies, 
unsafe abortions, and the transmission of HIV 
and STIs.

Situation Analysis

Examples of progress made:
 When Thailand started its National Family 

Planning Programme in 1967, the total 
fertility rate (TFR) was 6.3. By 2003 TFR 
was reduced to below replacement level, at 
1.7.  

 Over the last 30 years, Thailand’s annual 
population growth rate decreased by more 
than half; in 1970 it was 3.3% 
and by 2003 it was 0.8%. 

 In 1970, the contraceptive 
prevalence rate (CPR) was 
14.4%. Since then, CPR 
has continuously increased, 
reaching 79.2% in 2000.

Figure 2 shows the trend in 
specific contraceptive methods 
used.

Almost all of the contraceptive methods 
used in Thailand are modern methods. Oral 
contraception is the most popular method. 
According to users, it is easy, convenient, 
inexpensive, and accessible at drug stores. 
As shown in Figure 3, female sterilization is 
the second most popular method followed by 
injectables, which are increasing in popularity. 
Methods for men are not widely used. 

Of the women using contraception, 68.6% said 
they did so because they did not want more 
children, 30.5% said they wanted to space 

Figure 1: Population Pyramid Thailand
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The transformation 
in attitudes and 

behaviour, and the 
rapid decline in 

fertility over the 
past several decades 
have been described 
as a “reproductive 

revolution”.

their births, and 1% said they had 
health problems.  

Elements that have contributed 
to the success of Thailand’s family 
planning programme include:
 Family planning has been a 

government priority, in policy 
and implementation. It has been 
integrated with other public 
health services in existence, 
especially MCH.



 Family planning services are extensive. 
Methods of contraception have been provided 
conveniently, largely free of charge, without 
incentives, and with controls for quality and 
safety.

 A range of health care providers have been 
involved in implementing family planning 
programming, from physicians to midwives. 
This enables the government to expand 
services from the district to the community 
level, providing convenience to clients and 
more choices in contraception. 

 Partnerships with NGOs and the private 

Source: Thailand DHS, 1987;1997; Thailand Reproductive Health 
Profile, 2003, Unpublished

Figure 2: Trends in Contraceptive Method Use
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sector have facilitated work that the 
government alone would not have been able 
to provide. Government support of this work 
comes in the form of technology, funds, 
contraceptives, and medical equipment. 

 University-based research has facilitated 
acquisition of data.

 Integration with other development 
programmes, including agriculture, education, 
and community development, has increased 
the demand for family planning.
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Figure 3: Contraceptive Method Use by Married Women in Thailand, 2000
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Although a period of fast economic and social 
transformation improved the quality of life, there 
is now evidence that the income disparities both 
within and between regions and populations are 
widening. 

Current Family Planning Efforts
The Thai Government, led by the Prime 
Minister’s Thai Rak Thai party, won the last 
national election on a pro-poor, pro-rural, and 
pro-Thailand platform. Since its installation, the 
government has focused on five programmes, 

Rapid change and urban migration 
have had a disruptive effect on 

social structures.



including providing universal health care to 
the population at 30 baht per visit. The 
government is in the process of implementing 
its medium-term strategies through the Ninth 
National Economic and Social Development Plan 
(2002-2006).

The present National Plan clearly recognizes 
reproductive health. Strategies identified 
include:
 Maintain fertility at replacement level by 

fostering knowledge and understanding, 
providing health education and information, 
and integrating reproductive health and 
family planning;

 Disseminate population knowledge into 
education curriculum at every level; and

 Promote life skills learning, sex education, 
family education, and equitable gender roles.

With regard to family planning, the Thai 
government aims to:
 Accelerate family planning efforts in areas 

where TFR is still high and CPR is low;
 Provide services for married and unmarried 

male and female youth, specifically aiming to 
reduce adolescent pregnancy; 

 Promote a three-year birth space interval; 
 Monitor quality of services;
 Promote male involvement in family planning; 

and

Key Indicators:
Total Population, 2003 (in millions) 63.2
Population Growth Rate, 2003 0.8%
Population Density, 2003 (people per 
square km) 122

Urban Population, 2003 34%
Population <15 years of age, 2003 25%
Total Fertility Rate (TFR), 2000-2005 1.7
Contraceptive Prevalence Rate (CPR), 
2000  79.2%

- Pills 26.8
- Injectables 22.0
- Implants 1.5
- IUD 3.1
- Female Sterilization 22.6
- Male Sterilization 1.2
- Condom 1.7
- Other Methods 0.3

Unmet Need 5.9%
Average age at first marriage, 2003 23.5
Average age at first birth N/A
Crude Birth Rate (CBR) (per 1,000 
population), 1995-2000 19.6

Maternal Mortality Ratio (MMR), 2000 36.46
Infant Mortality Rate (IMR), 2000-2005 20
HIV adult prevalence, 2002 1.8%

The Ministry of Health is the main provider of 
family planning services in the country.

Challenges and Opportunities

1. Inadequate number of health personnel. 
The number of health personnel in Thailand 
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The government has an integrated 
development policy of population, 
environment and maternal and 

child health. 

 Better meet the needs of specific populations, 
including ethnic minorities, such as Muslims, 
migrant workers, slum dwellers, and the 
under-served.



is inadequate, especially for deployment at 
the health centre level (tambon/sub-district 
level). According to staffing patterns (1995-
1997), each health centre should have five 
staff members yet the average is only three. 
There are wide regional disparities, with 
the lowest numbers of health personnel 
in the Northeast, followed by the North. 
Shortages of health personnel are also due 
to ill-distribution of staff, designators and 
transfers.

2. Low access to family planning services in 
Southern region. While Thailand has been 
overall successful with its family planning 
programming, there are still disparities in 

access to services. The Southern region 
of Thailand still has: low CPR and high TFR; 
limited reproductive health information and 
services for unmarried youth  and weak male 
involvement. 

3. Decreasing use of male contraceptive 
methods. Use of male contraceptive methods 
is low and decreasing. Generally, Thai women 
take the responsibility of limiting or spacing 
births. Myths regarding condoms and 
vasectomies abound, and that Thai men do 
not like to use condoms for family planning as 
they associate them with preventing sexually 
transmitted diseases and HIV. 

For Further Information please contact:
The Department of Family and Community Health 

World Health Organization
Regional Office for South-East Asia

World Health House 
Indraprastha Estate 

Mahatma Gandhi Marg 
New Delhi - 110002 India
Email: fch@whosea.org

www.whosea.org 
http://w3.whosea.org/fch
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TIMOR LESTE

Timor Leste and Family Planning: An Overview

Background

The Democratic Republic of Timor 
Leste is situated on the eastern 
part of the island of Timor, the 
easternmost of the Lesser Sunda 
Islands. It is bordered by the Wetar 
Strait to the north and the Timor 
Sea to the south. The western part of the island 
is part of the Republic of Indonesia, East Nusa 
Tengara province.  

Human development indicators place Timor 
Leste among the 10 poorest countries in the 
world. The total population of Timor Leste in 
2002 was 850,000, and the population density 
was 58 people per square kilometre. Timor Leste 
has a land area of approximately 14,610 square 
kilometres. Available data show that more than 
40% of the population lives below the poverty 
line, which is US$ 0.55 per day. The vast majority 
of people, at least 85%, live in rural areas. Timor 
Leste’s age-structure is young, with up to 49% 
of the total population below 15 years of age. 

Situation Analysis
The country is organized into 13 districts, 67 
postos (sub-districts), 498 sucos (villages) 
and 2,336 aldeias (hamlets). The districts have 
district administrators with a small number 
of staff and coordinators at the 
postos. 

An Interim Health Authority was 
formed in February 2000, followed 
by the creation of the Division of 
Health Services in July 2000. The 
Ministry of Health came into being 
in September 2001.  Timor Leste’s 
vision for health development is 
based on a broad definition of 
health: “Healthy Timor Leste people 
in a healthy Timor Leste.”

Average life expectancy is 57 years. 
The overall sex ratio is 107 males 

per 100 females and the annual 
population growth rate is 3.93%. 
Timor Leste has a high total fertility 
rate (TFR), 7.4, consistent with a 
low contraception prevalence rate 
(CPR) of only 7%. The crude birth 
rate is 25.4. 

Knowledge of contraceptive methods and 
source for methods is low in Timor Leste. 
In 1997, when Timor Leste was still part of 
Indonesia, 63.6% of currently married women 
knew of at least one contraceptive method, and 
61.9% knew of at least one modern method, 
and one source of information or services 
for a modern contraceptive method. Seventy 
percent of women in Timor Leste had no 
access to family planning information through 
radio and television, and 91% had no access to 
family planning information through the printed 
media. 

The mean ideal number of children in Timor 
Leste is high; in 1997 it was 4.8 children. Less 
than half (42.9%) of married women in Timor 
Leste who already had 5 children wanted to 
limit their births. The total demand for family 
planning, met and unmet, was only 44.5%.

Forty six percent of Timor Leste’s population 
aged 11 years or older has never attended 

school and cannot read or write. 
Adolescent reproductive health 
is characterized in part by poor 
knowledge of reproductive health, 
lack of access to information, and 
early marriage and pregnancy.

Timor Leste is predominantly 
Catholic and the government 
consulted religious leaders in 
establishing family planning 
services. These leaders now view 
family planning as an effort of 
“all parents in Timor Leste [to] 
collaborate with God to ensure their 
child’s health and education.” 

On May 20, 2002, 
East Timor became 
the world’s newest 

democracy.

During the crisis 
period in 1999, 

more than 80% of 
health facilities were 

physically destroyed or 
damaged and there was 

mass  emigration of 
doctors and other core 
health professionals, 
bringing the health 

system to near 
collapse.

República Democrática de Timor-Leste



Challenges

1. Weak health system and 
sector. Poor and unequal access 
to health services, absence of 
a regulatory framework, and an 
inadequate referral system are 
some of the problems affecting 
the performance of the health 
system in Timor Leste. There is 
a need for further health sector 
development, such as the 
development and refinement of 
health sector strategies and 
policies.

2. Lack of human resources. 
There is a shortage of doctors 
and technical expertise, and 
capacity building of local staff 
is greatly needed.  

3. Addressing key reproductive 
health issues. These include 
high fertility, low use of family 
planning methods, early 
marriage and pregnancy, poor 
birth spacing, unsafe abortion, 
and neglect of gender issues. 

Key Indicators:
Total Population, 2003 (in millions) 0.85
Population Growth Rate, 2003 3.93
Population Density, 2003 (people per 
square km) 58

Urban Population, 2003 8-15%
Population <15 years of age, 2003 36-49%
Total Fertility Rate (TFR), 2000-2005 7.4
Contraceptive Prevalence Rate (CPR), 
2000  7%

Unmet Need N/A
Average age at first marriage N/A
Average age at first birth N/A
Crude Birth Rate (CBR) (per 1,000 
population), 1995-2000

25.4

Maternal Mortality Ratio (MMR), 2000 660
Infant Mortality Rate (IMR), 2000-2005 124
HIV adult prevalence N/A

Given the current 
socio-economic and 

health situation 
in Timor Leste, 

unless efforts are 
made to embrace 

family planning more 
widely it will become 
increasingly difficult 
for families to ensure 

their own welfare.

For Further Information please contact:
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