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The International Planned Parenthood Federation 
(IPPF) is a global service provider and a leading 
advocate of sexual and reproductive health and 
rights for all. We are a worldwide movement 
of national organizations working with and 
for communities and individuals.

IPPF works towards a world where women, 
men and young people everywhere have control 
over their own bodies, and therefore their 
destinies. A world where they are free to choose 
parenthood or not; free to decide how many 
children they will have and when; free to pursue 
healthy sexual lives without fear of unwanted 
pregnancies and sexually transmitted infections, 
including HIV. A world where gender or sexuality 
are no longer a source of inequality or stigma. 
We will not retreat from doing everything we can 
to safeguard these important choices and rights 
for current and future generations. 
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02 Foreword

Foreword by the Director-General
Our work has changed millions of lives for the better and has 
improved the health, well-being and resilience of individuals, 
families and communities around the world.

This report is a fi rst of its kind and 
highlights the achievements of the 
initial fi ve years of IPPF’s Strategic 
Framework 2005–2015. Based on an 
extensive midterm review, the report 
demonstrates how our unique global 
Federation has changed within a short 
period of time, and across more than 
150 countries, to operationalize our 
ambitious, comprehensive framework.

Our work has contributed directly 
to sustainable social and economic 
development, and to progress in 
achieving the Millennium Development 
Goals. Without doubt, IPPF’s success 
is driven by Member Associations that 
are civil society organizations owned, 
governed, staffed and led by people 
from within their communities, who 
make decisions at the local level and 
at the point of programme delivery. 
This model of development is 
sustainable as it builds capacity at 
local, district and national levels, 
and it empowers those best placed 
to invest in long term development. 

Since 2005, IPPF has continued to 
safeguard and given reality to the 
vision of Cairo, moving from a focus 
on family planning to implementing 
a comprehensive programme on 
sexual and reproductive health and 
rights. Many of the achievements in 
these fi ve years have been dramatic, 
with nearly 22 million pregnancies 
averted and 251 million sexual and 
reproductive health services provided. 

IPPF has increased its involvement 
in humanitarian and emergency 
work at the grassroots level and 
has consistently addressed the 
needs of the poor and vulnerable. 

Recent research has shown that this 
is the right thing to do to make the 
greatest impact, to be most cost 
effective in the long term, and to 
uphold our belief in social justice 
and equity. The words of the most 
vulnerable, included here, speak of the 
difference this has made to their lives.

Our journey since 2005 has also 
supported Member Associations to 
become effective advocates ensuring 
that sexual and reproductive health 
and rights are supported in enabling 
policy and legislative environments. 
Our presence at regional and global 
HIV and AIDS conferences and the 
2009 Berlin NGO conference, our 
work to ensure a comprehensive 
approach to maternal health in 
the 2008 and 2010 G8 summits 
and to highlight the impact of the 
‘global gag rule’, and our efforts 
with parliamentarians, First Ladies 
and other partners all go far in 
convincing governments of the tragic 
and avoidable waste of the lives of 
women and girls through maternal 
mortality and morbidity. We have 
also strengthened our role as a 
champion of reproductive and sexual 
rights through Sexual Rights: An IPPF 
Declaration, leading to our position 
on Google as the most frequently 
sought organization on these issues.

While family planning and our 
determination to ensure universal 
access to reproductive health have 
remained at the heart of our work, 
we hope that this report demonstrates 
clearly that IPPF is delivering much 
more than family planning alone 
to make a difference to the lives of 
millions. And, as you will see from 

the fi nal pages, we will build on the 
successes of the last fi ve years through 
an Agenda for Change which will 
guide and measure our accelerated 
delivery of the Strategic Framework, 
and its impact on the lives of those 
we serve.

IPPF’s performance between 
2005 and 2009: 

22 million   
pregnancies averted

131 million  
contraceptive services provided

25 million   
HIV-related services provided

38 million   
couple years of protection provided

621 million   
condoms distributed

80 million   
services provided to young people

7 in 10    
clients served are poor or vulnerable

Dr Gill Greer
Director-General, IPPF
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Executive summary
The Five-year Performance Report highlights achievements 
made in the Federation, at the midpoint of IPPF’s Strategic 
Framework 2005–2015. 

This Five-year Performance Report 
provides an overview of our 
performance from 2005 to 2009 
and is based primarily on the fi ndings 
of the midterm review of IPPF’s 
Strategic Framework, conducted in 
2009 and 2010. The report shows 
how much progress has been made 
since 2005 in achieving the objectives 
set out in the Framework, and there 
are many success stories that we are 
proud of. We are also determined to 
do better, to bridge gaps, to learn 
from programmes that work and 
those that work less well, and to 
accelerate progress so that our 
contribution to universal sexual and 
reproductive health and rights is 
even greater between now and 2015. 

1 Introduction

The Introduction to this report sets 
the scene by providing an overview 
of IPPF and the infl uence the Strategic 
Framework has had on our work. 
We describe how IPPF contributes to 
Millennium Development Goals 3, 
4, 5 and 6, and the importance of 
IPPF’s global indicators programme 
in measuring our performance as 
well as providing data that are used 
by many different stakeholders to 
make decisions. Finally, an overview 
of the midterm review process and 
methodology is presented describing 
the collaborative approach undertaken 
involving all levels of the Federation, 
both volunteers and staff, as well 
as our major donors and other key 
stakeholders.

 2 How IPPF is making 
a difference 

The work of IPPF Member 
Associations goes beyond our own 
service provision, and extends to 
our involvement in health systems 
strengthening as well as advocating 
for policy and legislative change in 
support of sexual and reproductive 
health and rights. This chapter 
provides an overview of how our 
work makes a difference to millions 
of people by ensuring that sexual and 
reproductive health and rights remains 
at the heart of the development 
agenda. We also present some of the 
voices of IPPF clients and benefi ciaries 
to illustrate the impact we have at the 
local level and to describe how lives 
are changed for the better.

3 The Five ‘A’s: 
Five years of progress

Our Strategic Framework highlights 
the fi ve priority areas of adolescents, 
HIV and AIDS, abortion, access and 
advocacy. This chapter provides an 
overview of achievements in the 
Five ‘A’s since 2005 and is based 
on a synthesis of the midterm 
review fi ndings. In addition to 
describing overall Federation-wide 
achievements, the work of individual 
Member Associations is highlighted 
in case studies.

4 Next steps

The midterm review culminated 
with a Federation-wide agreement 
on the next steps to be taken over 

the coming years to ensure that our 
success is maximized. This Agenda 
for Change involves seven critical 
issues that IPPF will focus on to 
increase the pace and make progress 
faster, and to ensure that our mission 
remains attainable. 

Annex A Global indicators 
by region

In Annex A, the results of our global 
indicators from 2005 to 2009 are 
summarized, and regional breakdowns 
for each indicator are presented.

Annex B Key service results 
for Member Associations 
reporting consistently 
between 2005 and 2009

Annex B presents key service results 
for those Member Associations that 
have reported service data consistently 
for the fi ve years between 2005 
and 2009.

Annex C IPPF’s income 
and expenditure

Annex C presents an analysis of 
our income, an overview of funding 
from 2005 to 2009, and a review 
of income by region according to 
the three sources of funding to 
Member Associations: IPPF, local 
and international income.

Information on IPPF’s publications 
and resources, and further details 
of our work can be found on the 
IPPF website at www.ippf.org
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In this chapter, we provide an overview of IPPF and the infl uence the Strategic Framework has 
had on our work since 2005. We describe how IPPF contributes to Millennium Development 
Goals 3, 4, 5 and 6, and the importance of IPPF’s global indicators programme in measuring 
our performance. The midterm review process and methodology are also presented.

1 Introduction
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IPPF believes that sexual and reproductive rights should be 
guaranteed for everyone, because they are internationally 
recognized human rights. Halfway through the life of IPPF’s 
Strategic Framework, we have taken stock of what we have 
achieved, where we have not made adequate progress, and 
what we need to do to maximize success in the next fi ve years. 

Introduction

IPPF implements programmes to 
improve sexual and reproductive 
health and rights in 173 countries. 
In the last fi ve years, an estimated 
158 million people have accessed 
high quality, rights-based and 
affordable sexual and reproductive 
health services, and the majority of 
these clients are poor, vulnerable and 
under-served by other service delivery 
channels. Millions more people have 
gained access to information and 
education on sexual and reproductive 
health and rights, and as a result, are 
empowered to make informed choices 
to safeguard their health; to make 
decisions about having children – or 
not; to have more fulfi lling sexual 
relationships; and to be protected from 
violence, stigma and discrimination.

IPPF works across the globe in 
extremely diverse contexts. IPPF’s 
decentralized structure of six Regional 
Offi ces and 151 Member Associations 
means that decisions are made at local 
levels, as close as possible to those 
we aim to serve, and in response 
to the national context and local 
knowledge. IPPF’s programmes are 
supported by millions of volunteers 
and more than 30,000 dedicated staff 
who are committed to IPPF’s vision, 
mission and core values, people who 
are remarkable in their efforts to 
provide life-changing and life-saving 
support. Their experience, expertise 
and knowledge contribute to the 
success and sustainability of IPPF’s 
programmes, and beyond. Many 
Member Associations are respected 

partners of governments and other 
agencies, including non-governmental 
organizations (NGOs) and the 
private sector. Member Associations 
provide technical assistance to their 
governments, thereby contributing to 
national health systems strengthening, 
for example, by training government 
health workers, providing guidance 
on policy, sharing their expertise 
and knowledge, and demonstrating 
programmes or models that work 
and that governments or others 
can then adopt and scale up.

All Member Associations develop 
their own strategic plans which 
are infl uenced by the Federation’s 
Strategic Framework 2005–2015 
as well as their national context. 
The strategic plans of Member 
Associations respond best to the 
local sexual and reproductive health 
issues, and every single Member 
Association is required to work on all 
of the Five ‘A’s – adolescents/young 
people, HIV and AIDS, abortion, 
access and advocacy – unless there 
is justifi cation for not doing so. 
This is reviewed as part of the IPPF 
accreditation system and ensures 
that all Member Associations 
contribute to the objectives set out in 
the Strategic Framework. This results 
in a diverse range of programme 
approaches on a wide range of issues, 
going far beyond the provision of 
contraceptive services alone, and 
working with diverse client groups 
and stakeholders. Since 2005, the 
Strategic Framework has pushed many 

Member Associations out of their 
comfort zone, which has resulted 
in progress in a number of key areas. 
They have worked in more potentially 
contentious areas such as HIV or 
abortion and with new target groups, 
such as young people, displaced 
populations, sex workers, or men 
who have sex with men. Every year, 
IPPF Regional Offi ces conduct annual 
reviews of Member Association 
performance to monitor progress 
and assess overall achievements, 
to ensure learning, to make 
decisions about resource allocation 
(performance-based funding) and to 
identify where technical support to 
build capacity is most needed. 

The Strategic Framework has 
also driven investment in its four 
supporting strategies. These are 
governance and accreditation; 
resource mobilization; capacity 
building; and monitoring, evaluation 
and learning. Along with sound 
fi nancial management and human 
resources, the supporting strategies 
are the key to organizational 
effectiveness and to achieving the 
objectives set out in the Framework. 

IPPF is investing in 
capacity building 
that contributes 
to sustainable 
development.
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06 Introduction

IPPF’s contribution 
to the Millennium 
Development Goals

It is clear from recent analyses1, 2

that to close the gap and meet 
international targets of the Millennium 
Development Goals (MDGs), especially 
those that relate to MDG targets 
5a and 5b, the global community 
needs to provide more resources and 
scale up efforts. In addition to a lack 
of resources, capacity, ownership 
and/or commitment, another risk 
that has been identifi ed as potentially 
hampering success in achieving the 
goals is that of ‘taking the easier 
option‘. In a recent publication,3 the 
variable progress in achievement of 
the MDGs is reported to result from a 
focus on certain targets that are easier 
to implement and monitor, or which 
have stronger ownership, or both. 
In addition, the targets themselves 

may drive an increase in inequity for 
the groups that are more diffi cult to 
reach for a myriad of reasons – linked 
to poverty, social exclusion, ethnicity, 
age, etc. As targets are not inclusive 
or specifi c to the groups most in need, 
they may be achieved by a focus on 
reaching those where less effort and 
resources are spent. 

The recent UN Millennium 
Development Report 2010 is clear 
that, “achieving the MDGs will require 
increased attention to those most 
vulnerable.”4 This highlights just how 
important the work of civil society 
organizations like IPPF is, and why 
our work needs to be recognized as 
absolutely vital in meeting the needs 
of the poor and most marginalized, 
socially-excluded and under-served 
groups, including young people. IPPF’s 
work particularly addresses MDGs 3, 4, 
5 and 6 as illustrated in Box 1.1.

The Millennium 
Development 
Goals, including 
the eradication of 
extreme poverty and 
hunger, cannot be 
achieved without 
investment in sexual 
and reproductive 
health and rights.
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Box 1.1 How IPPF’s work contributes to the Millennium Development Goals (MDGs)

Our comprehensive approach means 
that IPPF’s work contributes directly 
to four Millennium Development 
Goals: MDG 3 (promote gender 
equality and empower women), 
MDG 4 (reduce child mortality), 
MDG 5 (improve maternal health), 
and MDG 6 (combat AIDS, malaria 
and other diseases).

Goal 3: Promote gender equality 
and empower women

Target 3a: Eliminate gender 
disparity in primary and secondary 
education, preferably by 2005, 
and in all levels of education 
no later than 2015

IPPF contributes to Goal 3 by:

• providing an integrated package 
of sexual and reproductive health 
information, education and 
services, including contraception, 
safe abortion, STI/RTI services, 
HIV-related services, gynaecology, 
reproductive cancer prevention 
and treatment, obstetric (pre- and 
post-natal and childbirth services), 
birth spacing and paediatric 
services, gender-based violence 
screening and treatment/care

• promoting the right of women 
to determine when, and if, to 
have children

• providing comprehensive sexuality 
education with a focus on HIV 
prevention, human rights and 
gender equity, and a positive 
approach to sexuality to empower 
young women to prevent early 
and unplanned pregnancy and 
remain in education

• advocating for safe and legal 
abortion and ensuring abortion 
laws are fully adopted

• working to end child marriage

• supporting income-generating 
schemes

• tackling the gender dimensions 
of stigma and how this affects 
uptake of HIV-related services by 
women, through reaching rural, 
vulnerable and marginalized 
communities

• providing contraceptive services for 
HIV positive women who do not 
want to get pregnant

• producing advocacy briefs, reports 
and manuals on HIV prevention 
activities to address the realities 
of women and girls in particular

• advocating for changes in 
policies/laws so that young 
mothers/pregnant girls can remain 
in school, female genital mutilation 
is prohibited, and gender-based 
violence is unlawful

• preventing traffi cking for 
sexual exploitation

• engaging men to promote gender 
equality and contribute more to 
their own sexual and reproductive 
health and that of their families 
and communities

• requiring 50 per cent of members 
of all IPPF governing boards to 
be female

• implementing violence prevention 
programmes

• promoting sexual rights and the 
IPPF Declaration of Sexual Rights 
in bilateral, global, regional and 
national fora, and integrating into 
service delivery programmes

• ensuring that women and girls have 
access to life-saving sexual and 
reproductive health interventions 
in humanitarian settings

Goal 4: Reduce child mortality

Target 4a: Reduce by two-thirds, 
between 1990 and 2015, the 
mortality rate in children 
younger than fi ve years

IPPF contributes to Goal 4 by:

• providing obstetric (pre- and 
post-natal care, childbirth) 
and paediatric services

• providing information and 
education on breastfeeding 
practices and newborn care

• providing information and 
contraceptive services for birth 
spacing to reduce neonatal and 
child mortality

• implementing programmes 
to protect girls and prevent 
child marriage

• preventing mother-to-child 
transmission (PMTCT) through 
contraception, reproductive 
health, and HIV-related 
information and services, 
especially sexually transmitted 
infections and PMTCT, advice 
on breastfeeding and childbirth 
practices (caesarean section) 
for women living with HIV

• providing children with 
immunization against measles and 
other vaccine-preventable diseases

• providing nutrition supplements 
and advice

(Continued on next page)
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08 Introduction

Box 1.1 How IPPF’s work contributes to the Millennium Development Goals (MDGs) continued

Goal 5: Improve maternal health

Target 5a: Reduce by three 
quarters between 1990 and 2015, 
the maternal mortality ratio

Target 5b: Achieve, by 2015, 
universal access to reproductive 
health

IPPF contributes to Goal 5 by:

• providing an integrated package 
of sexual and reproductive health 
information, education and 
services, including contraception, 
safe abortion, STI/RTI services, 
HIV-related services, reproductive 
cancer prevention and treatment, 
obstetric (pre- and post-natal 
care and childbirth services), 
gynaecology, paediatric services, 
gender-based violence screening 
and treatment/care

• addressing the sexual and 
reproductive health needs of, 
and removing fi nancial and policy 
barriers to services for the poor, 
marginalized, socially-excluded 
and under-served, and for young 
people in particular

• documenting the legal situation of 
abortion and the impact of unsafe 
abortion on maternal mortality and 
morbidity; advocacy in support of 
legal abortion

• ensuring the provision of 
post-abortion care

• providing PMTCT services and 
engaging men in supporting HIV 
positive women

• promoting comprehensive 
reproductive choices for people 
living with HIV

• preventing cervical cancer through 
STI prevention, vaccination and 
comprehensive sexuality education

• conducting research to determine 
the benefi ts and costs of using 
different youth friendly services

• ensuring the security of reproductive 
health commodities of quality and 
low cost

• strengthening national health systems 
by building the capacity of ministries 
and service delivery partners

• implementing programmes to 
address female genital mutilation 
and obstetric fi stula

• advocating for policies, laws and 
fi nancial investment in support of 
sexual and reproductive health 
and rights

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

Target 6a: Have halted by 2015 
and begun to reverse the spread 
of HIV and AIDS

Target 6b: Achieve, by 2010, 
universal access to treatment 
for HIV and AIDS for all those 
who need it

IPPF contributes to Goal 6 by:

• providing HIV-related information, 
education and services along a 
prevention to care continuum*

• developing strong facilitated referral 
systems to ensure that people can 
access other necessary services to 
enhance health and well-being 
(including legal, nutritional support, 
education, etc.)

• promoting linkages between HIV 
and sexual and reproductive health 
services in service provision

• engaging men in supporting HIV 
positive women

• conducting research to determine 
the costs and benefi ts of using 
different models for delivering 
integrated HIV and sexual and 
reproductive health services in high 
and medium HIV prevalence settings

• supporting evidence-informed 
strategies to address stigma 
and discrimination

• advocating against policies and 
laws that exacerbate stigma and 
can further marginalize people 
most affected by HIV, such as the 
criminalization of HIV transmission

• promoting stigma-free workplace 
environments, through HIV 
workplace policies and creating 
IPPF+, which is a support structure 
for volunteers and staff of IPPF 
who are living with HIV

• promoting the Greater Involvement 
of People living with HIV (GIPA) 
principle

• addressing specifi c sexual and 
reproductive health needs of key 
populations, notably men who 
have sex with men, sex workers, 
people using drugs and people 
living with HIV

• implementing programmes and 
advocacy to reduce sexual violence

• working closely with UN agencies 
and organizations of people living 
with HIV

* Including behavioural change communication; condom distribution; management and treatment of sexually transmitted infection; 
voluntary counselling and testing; psychosocial support; prevention of mother to child transmission; treatment of opportunistic infection; 
antiretroviral treatment and palliative care. Nutritional support may also be provided to those on ART.
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Measuring IPPF’s 
performance

Over the last fi ve years, IPPF has 
invested in the global indicators 
programme which was designed to 
monitor progress in implementation 
of its Strategic Framework 2005-2015 
with indicators corresponding to the 
22 specifi c objectives outlined in the 
Framework. The different types of 
indicators serve a number of different 
purposes, but all can be aggregated 
globally across the Federation, as 
well as refl ected upon at regional, 
sub-regional or individual Member 
Association levels. 

The process indicators are used 
specifi cally to track progress in 
Member Association commitment 
to the Five ‘A’s, and this is of critical 
importance in helping us with 
Federation-wide, internal management 
decision making, specifi cally on where 
further investment in resources and/
or technical support is needed. The 
seven output indicators provide us 
with information on performance in 
numbers of sexual and reproductive 
health services provided, and the 
estimated proportion of IPPF clients 
who are poor and vulnerable. There 
are also two outcome indicators; the 
number of successful policy and/or 
positive legislative change in support 
of sexual and reproductive health 
and rights to which the Member 
Association’s efforts have contributed, 
and couple years of protection. 

The global indicators programme 
provides data that are used in a 
variety of different ways and by many 
different stakeholders, both internal 
and external, and to make decisions 
at all levels of the Federation (Box 
1.2). In addition to global indicators 
data, in depth qualitative information 
is collected through project reports, 
annual reports, midterm reviews, 
internal and external evaluations 
and/or research. More recently, 

Box 1.2 How IPPF uses its global indicators data

• to monitor progress in 
implementation of IPPF’s 
Strategic Framework 2005-15 
and to identify areas where 
future investment is needed  

• published annually in IPPF’s 
Annual Performance Report 
and At a Glance

• presented annually to Regional and 
Governing Councils, IPPF donors 
and to other stakeholder groups

• used by Member Associations to 
review progress and improve both 
service delivery and advocacy 
programmes

qualitative reviews using the rapid 
PEER methodology have produced 
tangible evidence of how lives are 
changed by IPPF, and from which 
others can learn (Chapter 2).

We remain committed to the global 
indicators programme, to supporting 
and encouraging data utilization at 
all levels of the Federation, and to 
measuring and presenting our results 
with integrity and transparency. We 
are also committed to improving data 
quality, investing in client management 
information systems, developing and/
or implementing innovative evaluation 
methodologies, and investigating 
and developing models for impact 
measurement. Currently, there is no 
consensus on the validity and reliability 
of models of impact measurement 
(including that of couple years of 
protection) among international 
agencies around the world, and 
the current models are restricted to 
contraception, abortion and HIV only. 
This focus on demonstrating tangible 
results from numbers that can be 
aggregated and converted through 
demographic modelling into impact 

• used by Regional Offi ces in annual 
reviews of Member Association 
performance, to identify where 
technical assistance is needed 
and for resource allocation 

• information that supports/
complements more in depth 
studies and evaluations

• used to provide additional 
information to meet 
donor requests

• used in performance-based 
funding, proposal development 
and target setting 

measurements, for example numbers 
of lives saved, is based on number 
of services provided, and the added 
element of cost to measure value 
for money. However, there is still 
much work to be done to develop 
new and rigorous approaches which 
measure the long term impact of 
policy and legislative change and the 
contributions made by civil society 
in health systems strengthening. 
It is also complicated, if not 
impossible, to provide evidence of 
value for money from programmes 
that are effective, but which, due 
to the complex nature of human 
development, cannot be reduced to 
aggregated numbers. Despite being 
successful in transforming people’s 
lives, such programmes, for example, 
addressing empowerment, stigma and 
discrimination, gender inequality, and 
sexual and reproductive rights, may be 
the least measurable in terms of global 
impact, and yet, at the local level, 
evaluation results indicate signifi cant 
improvement in people’s health, well-
being, economic security, freedom 
from violence, and participation in 
the communities in which they live.
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The challenge remains, therefore, for 
IPPF to fi nd effective ways to measure 
and communicate its contribution to 
health and economic impact which is 
derived from a much broader range 
of sexual and reproductive health 
services, as well as information and 
education programmes, empowering 
and supporting civil society, health 
systems strengthening in partnership 
with governments, and advocating 
to build an enabling environment at 
community and national levels to bring 
about change and to defend laws 
that support sexual and reproductive 
health and rights for all. 

The results for fi ve years of global 
indicators data (2005 to 2009), 
globally and by region, are presented 
in Annex A of this report.

IPPF’s midterm review 

This Five-year Performance Report 
presents IPPF’s major achievements 
over the past fi ve years and is largely 
based on evidence collected for the 
midterm review of IPPF’s Strategic 
Framework 2005–2015. 

In 2009–2010, IPPF carried out 
a midterm review of its Strategic 
Framework. The purpose of the 

review was to document progress 
made by IPPF from 2005 to 2009 in 
implementing the Framework. The 
review was also aimed at generating 
critical questions and stimulating 
discussion on how implementation 
of the Framework should be modifi ed 
to maximize the results achieved by 
2015. The methodology and process 
of the midterm review are presented 
in Box 1.3. The fi ndings will also be 
used to provide insight and feedback 
for the development of IPPF’s next 
strategic plan. 

Evidence collected during the midterm 
review gives us a clear indication that 
the Strategic Framework is working 
and that signifi cant progress has been 
made since 2005. The data, facts and 
trends seen during the last fi ve years 
that have posed the greatest challenges 
to IPPF – both internal and external – 
have helped shape the seven critical 
issues outlined in Chapter 4. We will 
focus on these seven critical issues 
in the coming years to strengthen 
our organizational effectiveness and 
maximize opportunities to contribute 
to the sexual and reproductive health 
and rights of millions of individuals and 
families, to community and national 
development, and to the achievement 
of ICPD, Beijing and the Millennium 
Development Goals.

By being part 
of IPPF, we see 
ourselves as part of 
a global organization 
committed to sexual 
and reproductive 
health and rights.
Member Association*

The Strategic 
Framework helped 
the Association’s 
management to 
monitor and assess 
the performance of 
the Association, its 
staff and contribution 
to the community 
more clearly.
Member Association

* Many of the quotes from Member Associations in this report are from an anonymous 
survey completed as part of the midterm review.
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Box 1.3 Midterm review methodology and process

The midterm review methodology 
was designed around four key 
questions:

1. What progress has been made 
by IPPF in the Five ‘A’s and four 
supporting strategies?

2. How has the Strategic Framework 
infl uenced the work of IPPF 
at Member Association and 
Secretariat levels?

3. How well has the Secretariat 
supported Member Associations 
in the implementation of IPPF’s 
Strategic Framework?

4. How can implementation of the 
current Strategic Framework be 
modifi ed/adjusted to maximize 
results achieved?

The review involved a number of 
different methodological approaches, 
and wide-ranging internal and 
external consultation. Online surveys 
were used to collect information 
from Member Associations and 
Regional Offi ces. Interviews were 
conducted with Central Offi ce 
staff and with senior volunteers, 
and a questionnaire was sent to 
all members of Governing Council. 

An external consultancy group was 
employed to conduct interviews with 
all our major donors and other key 
stakeholders. Programme reviews 
involved desk-based research and 
consultation between Central and 
Regional Offi ce colleagues working 
on the Strategic Framework’s Five 
‘A’s and four supporting strategies. 
Qualitative research was undertaken 
to explore IPPF’s work with 
vulnerable groups and to capture 
their voices on how their lives have 
changed as a result of IPPF’s work. 
Finally, analyses of global indicators 
data and fi nancial data from 2005 
to 2008 were conducted.

A report on the midterm review 
fi ndings was produced and shared 
with senior Secretariat staff, who 
met in March 2010 to identify key 
achievements and critical issues 
and decide what IPPF needs to 
do to improve effectiveness in 
delivering the Strategic Framework 
between 2010 and 2015. The 
midterm review report included 
many recommendations in each 
of the different sections, but the 
critical issues identifi ed at the March 
meeting focus on high level, strategic 
and Federation-wide priorities 
(Chapter 4).

We believe that 
there is a signifi cant 
role for IPPF to 
play in supporting 
and collaborating 
with member 
organizations to 
further the sexual 
and reproductive 
health and rights 
agendas in our own 
country, region 
and the global 
community.
Member Association
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In this chapter, we present IPPF’s key service results, examples of how Member Associations are 
contributing to health systems strengthening, and a review of fi ve years of our advocacy successes 
in changing national policy and laws in support of sexual and reproductive health and rights.

2 How IPPF is making a difference 
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Introduction

IPPF’s impact on the sexual and 
reproductive health and rights of 
people around the world results from 
three strategic approaches: direct 
provision of sexual and reproductive 
health information, education and 
services; our contribution to health 
systems strengthening; and advocacy 
to change policy and laws in support 
of sexual and reproductive health and 
rights. In fi ve years (2005 to 2009), 
251 million services were provided, of 
which 131 million were contraceptive 
services, and an estimated 158 million 
clients were served. However, globally, 
IPPF’s contribution to universal sexual 
and reproductive health and rights goes 
far beyond our own service provision as 
both our involvement in health systems 
strengthening and our advocacy work 
have a much greater potential to make 
an impact at the national level in each 
country (Figure 2.1). 

Providing sexual and 
reproductive health services 
to those most in need
IPPF’s rights-based, integrated 
and comprehensive approach to 
information, education and service 
provision is one of our key strengths. 
IPPF’s investment in information 
and education reduces obstacles 
to uptake of services, counteracts 
opposition, debunks myths on 
sexual and reproductive health, 
underpins a sexual rights approach 
and contributes to improved health 
status and reduced poverty. 

We are making the greatest impact in achieving the goal of 
universal access to sexual and reproductive health through the 
provision of information, education and services; supporting 
governments to build their health systems; and advocating for 
change in policies and laws that will improve the sexual and 
reproductive health of millions.

Achieving the goal of universal access 

Figure 2.1: The ripple effect of IPPF’s work 
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IPPF’s commitment to ensuring that all 
people have access to high quality sexual 
and reproductive health services is the 
cornerstone of our work.
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Our approach to service provision, 
including contraception and all other 
essential components of sexual and 
reproductive health services, means 
that when a client visits our service 
delivery points, a comprehensive 
package of services is available. This 
represents good value for money 
(fi nancially, as well as in time saved) 
from the client’s perspective, and good 
sense from a public health standpoint. 

In addition, because a wide range of 
services is offered, the reasons for a 
client’s visit to a clinic or health care 
provider are confi dential. This helps 
to reduce stigma and discrimination, 
especially against people living with 
HIV, increases client satisfaction, and 
reduces barriers to uptake of services. 
It also means that no opportunities 
are lost in providing information, 
counselling and any other services 
needed. For example, a client who 
requests post-abortion counselling will 
be provided with information about 
contraception and other sexual and 
reproductive health services available, 
and a client who is interested in 
getting information about HIV and 
AIDS may be offered voluntary 
counselling and testing along with the 
opportunity to fi nd out about all the 
other services on offer. Where a client 
needs support or services that are not 
provided by the Member Association, 
effi cient referral systems are in place. 
For example, a woman experiencing 
gender-based violence will be provided 
with the sexual and reproductive 
health information and services 
needed, but will also be referred to 
legal organizations for support.

Reaching millions more 
through advocacy to 
change policy and laws
IPPF has had unprecedented success 
in advocacy over the last fi ve years. 
Each year, Member Associations have 
won advocacy gains by contributing to 
national policy and legislative changes 
in favour of sexual and reproductive 
health and rights. These changes 

are now making a difference to so 
many more people than IPPF’s own 
service delivery programmes could 
ever reach. National laws that include 
contraceptives on essential drugs 
lists, budgets that are reallocated to 
provide free antiretroviral treatment 
to all who need it, the liberalization 
of laws on the right to safe abortion 
and supporting young people’s rights 
to make decisions without parental 
consent are just some of the major 
successes over the last fi ve years. 

IPPF is also playing a major role 
in global and regional advocacy 
initiatives which support Member 
Association national-level advocacy. 
IPPF has been actively safeguarding 
the ICPD Programme of Action, 
and advocated for the inclusion of 
the ICPD goal of universal access 
to reproductive health as a target 
under MDG 5. With partners, IPPF 
worked to incorporate progressive 
language in the fi nal resolution on 
MDG 5, the fi rst UN negotiated 
document to reference MDG 5a and 
5b. Advocacy with the G8 countries 
has demonstrated the importance of 
civil society participation and of sexual 
and reproductive health. IPPF acts as a 
convener and mobilizer of civil society 
to collectively generate public, political 
and fi nancial commitment for sexual 
and reproductive health and rights 
(Chapter 3: advocacy).

Member Associations involved 
in health systems strengthening
Member Associations in many 
countries are investing heavily in health 
systems strengthening. Examples of 
this include governments relying on 
an Association’s expertise, experience 
and leadership, their technical support, 
and also their courage and tenacity 
in providing sexual and reproductive 
health information and services to 
those most in need but for whom the 
government facilities are not able, 
or willing, to reach. Many Member 
Associations provide training to 
government staff, especially health 

workers, and to other civil society 
organizations. They also provide their 
expertise in developing guides, policies 
and strategies to support sexual and 
reproductive health, for example, 
collaborating on sexuality education 
curricula for schools.

This chapter presents IPPF’s work, 
with country examples, in the three 
major strategic approaches outlined 
above. At the end of the chapter, 
we present qualitative data on how 
IPPF has made a difference to the 
benefi ciaries of our projects, with 
several examples that illustrate the 
importance of access to information, 
education and rights-based services. 
In their own voices, the signifi cant 
changes in these individuals’ lives 
provide us with strong evidence of the 
impact we are making on the ground. 

Sex and sexuality 
are central to many 
aspects of human 
development, 
including HIV and 
AIDS, tackling 
sexual violence and 
supporting fulfi lling 
relationships.
Susan Jolly1
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The numbers of both contraceptive 
and non-contraceptive services have 
increased signifi cantly from 2005 to 
2009 – 17.3 million to 33.9 million 
contraceptive services, and 13.4 million 
to 34.6 million non-contraceptive 
services. The number of new users 
of modern contraceptive methods 
in Member Association service 
delivery points has also increased 
consistently in the last fi ve years, 
from 2.8 million in 2005 to 5.3 million 
in 2009. IPPF is now providing almost 
equal numbers of non-contraceptive 
services as contraceptive services, 
which confi rms our commitment 
to an approach that goes beyond 
contraceptive provision and meets 
broader needs in terms of sexual and 

reproductive health. This includes the 
provision of gynaecological services; 
abortion-related services; sexually 
transmitted infections and HIV-related 
services; antenatal, post-natal and 
newborn care; gender-based violence 
screening and care; and reproductive 
cancer services. All of our services 
reveal substantial increases in numbers 
provided between 2005 and 2009 
(Table 2.2).

Some of the differences between 2005 
and 2009 are due to the increased 
number of Member Associations 
reporting in 2009 (122 in comparison 
to 87 in 2005). Also, data quality has 
improved since the global indicators 
programme began, and much support 

has been provided to Associations to 
strengthen data collection, including 
collecting from a greater range 
of service delivery sites. We have 
therefore conducted analyses on those 
72 Member Associations that have 
reported data consistently from 2005 
to 2009. For this group of Associations, 
there have also been increases in all 
categories of service results, indicating 
that the year-on-year increases are due 
to improved performance in service 
delivery, as well as improved data 
quality due to IPPF’s commitment to 
providing accurate service data since 
the global indicators programme 
began (Annex B). 

IPPF is committed to providing contraceptive and other essential 
sexual and reproductive health services, particularly to those who 
are poor or vulnerable, including young people. Since 2005, IPPF 
has contributed to universal access to sexual and reproductive 
health through the provision of 251 million services.

Providing services to those most in need

Table 2.2: Key service results, 2005–2009 
(n = number of Member Associations that provided data)

Type of service
2005
n=87

2009
n=122

Five-year 
percentage 

change
Five-year 

total

Total sexual and reproductive health services 30,751,982 68,445,227 122.6% 250,774,791

Contraceptive services 17,335,608 33,854,786 95.3% 131,006,833

New users to modern methods of contraception 2,806,657 5,259,442 87.4% 19,369,348

Non-contraceptive sexual and reproductive health services 13,416,374 34,590,441 157.8% 119,767,958

HIV-related services 1,320,599 9,311,900 605.1% 25,019,331

Condoms distributed 97,855,691 152,397,194 55.7% 621,002,855

Abortion-related services 219,229 1,411,494 543.8% 3,852,576

Sexual and reproductive health services to young people 7,869,331 24,589,390 212.5% 79,905,290

Couple Year Protection 6,181,502 8,447,241 36.7% 38,047,808

Number of pregnancies averted 3,532,290 4,826,998 36.7% 21,741,621
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5. essential STI/RTI services (at least 
one type of STI/RTI lab test OR at 
least one type of STI/RTI treatment)

6.  essential gynaecological services 
(manual pelvic exam OR manual 
breast exam OR pap smear OR other 
gynaecological exam diagnosis)

7.  essential obstetrics services 
(pregnancy test AND pre-natal 
counselling)

8.  gender-based violence 
screening services 

These results demonstrate that the 
majority of Member Associations 
are providing comprehensive service 
packages, thereby fulfi lling IPPF’s 
commitment to providing more 
than contraceptive services alone 
and meeting the broader sexual and 
reproductive health needs of millions 
of people. 

In order to illustrate the commitment 
of Member Associations to the 
provision of a comprehensive service 
package, we conducted analyses to 
test the proportion of Associations 
that qualify as providing essential 
services (Table 2.3).* The service 
categories included are:

1. essential contraceptive services 
(oral contraceptive pills + condoms 
+ injectables OR at least one 
long acting reversible method 
(IUD or implants) + contraceptive 
counselling) 

2. at least one type of emergency 
contraception treatment

3. essential abortion services (induced 
surgical or medical abortion or 
incomplete abortion treatment; 
if none of these are provided, 
pre- and post-abortion counselling 
AND post-abortion care)

4. essential HIV services (pre- and 
post-test counselling)†

Twenty fi ve per cent of our Member 
Associations (23 out of 93) provide 
100 per cent of the essential package 
of comprehensive services. These 
are: Bangladesh, Belize, Bolivia, 
Burkina Faso, Burundi, the Caribbean, 
Cambodia, Chile, Colombia, Ecuador, 
El Salvador, Hong Kong, India, 
Morocco, Nepal, Nigeria, Panama, 
Peru, Philippines, Syria, Togo, Uganda 
and Venezuela. 

IPPF’s work focuses on reaching the 
poor and vulnerable, and we are 
providing more services to young 
people and working with more 
marginalized and under-served groups 
than ever before. In 2009, globally, 
an estimated seven in 10 of all IPPF’s 
clients were poor and vulnerable, an 
increase from just over half in 2005. 
Our continued focus on meeting 
young people’s needs has also been 
a success. Globally, 39.5 per cent of 
all our contraceptive services currently 
go to young people. In Africa and 
South Asia, half of all sexual and 
reproductive health services were 
provided to young people in 2009.

* The data do not allow us to test whether all these services are provided in every service delivery point, for example it is 
very unlikely that all services in the package are provided in non-clinic based settings such as rural, community-based 
distribution sites. The analysis does not take into account the different sizes, budgets and staffi ng of each Member 
Association, nor each country situation in terms of other major service providers that affect what an Association’s ‘essential 
package’ should contain. Hence, in the analysis above, we have allowed a 25 per cent margin as a threshold for measuring 
compliance with this indicator.

† Condom distribution is already taken into account in contraceptive services.
Δ In this analysis, the European Network is excluded. This is because in the majority of countries in this region, sexual and 

reproductive health services are provided by government and other private agencies, and the Member Associations do not 
provide clinical services but focus on advocacy to ensure increased access to sexual and reproductive health services for all. 

Table 2.3: Proportion of Member Associations 
providing essential services, 2009, by regionΔ

Region

Proportion of Member 
Associations providing 
essential services (75 per 
cent or above) in 2009

Africa 58.1%

Arab World 50.0%

East and South East Asia and Oceania 63.6%

South Asia 62.5%

Western Hemisphere 87.5%

Global 71.0%
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From 2005 to 2009, Member 
Associations contributed to 283 
legislative and/or policy changes in 
119 countries, increasing access to 
quality sexual and reproductive health 
services and rights for millions, and 
in numbers much higher than those 
that could ever be served in IPPF’s 
own service delivery programmes. 
For each positive change in legislation 
or national policy, and for each fi ght 
won against the opposition’s attempts 
to reverse a supportive law or policy, 
the result is a growing recognition 
of the importance of sexual and 
reproductive health and rights with 
concomitant investment in public 
health funding and laws that protect 
against discrimination and stigma. 

The examples here illustrate the 
wide range of issues that Member 
Associations have successfully 
advocated for in support of sexual 
and reproductive health and rights 
around the world.2 Many of these 
results have taken years of intensive 
effort – collaborating with other 
civil society organizations to raise 
awareness, change attitudes on 
sensitive issues and build support 
from local communities; working 
directly with parliamentarians; and 
cultivating powerful coalitions with 
like-minded organizations. Member 
Associations also act as the watchdog 
for many new policies and laws 
once they have been passed, as 
well as provide the training needed 
to ensure implementation. We also 
promote and provide opportunities to 
young people, women, people living 
with HIV and others to participate 

In terms of health and rights, little can be 
achieved without an enabling legal and 
policy environment. Our advocacy successes 
show that we, as a Federation, take a truly 
comprehensive approach to sexual health 
and rights. Our Member Associations have 
broadened their focus from family planning 
and safe motherhood to advocating for 
health and rights, campaigning globally and 
locally wherever they can make a difference.
Dr Gill Greer Director-General, IPPF

meaningfully as advocates on the 
issues that affect them and their peers. 
This long term commitment of IPPF 
to engage in advocacy work, often 
on issues which are too controversial 
for many other organizations working 
in the fi eld of reproductive health, 
is crucial in making progress on the 
Millennium Development Goals and in 
ensuring universal access to sexual and 
reproductive health. 

Adolescents and young people
Since 2005, Member Associations 
have successfully advocated for the 
removal of barriers to young people 
accessing sexual and reproductive 
health information and services. 
Their efforts have contributed to 39 
changes in policy and/or legislation 
at the national level in support of 
adolescents’ sexual and reproductive 
health. For example, in 12 countries, 
young people can now learn about 
sexual and reproductive health and 
rights in school because of new laws 

that make the provision of sexuality 
education in schools compulsory, 
and because of new and improved 
guidelines and curricula. Advocacy 
efforts also mean that young people 
can receive sexual and reproductive 
health services in confi dence and 
that parental consent is not required. 
Free services, including contraception 
and human papillomavirus (HPV) 
vaccination, are now offered to young 
people in some countries because of 
legislative change.

Eight Member Associations have 
advocated for and helped develop 
national strategies or policies that 
prioritize the health of young people 
and promote youth friendly sexual and 
reproductive health services in clinics. 
Because of Member Association 
advocacy efforts in two countries, 
laws have changed to enable pregnant 
girls to remain in school and continue 
their education, and one country has 
banned marriage before the age of 18.

IPPF plays a leading role in advocacy initiatives in support of 
sexual and reproductive health and rights for all people. Member 
Associations’ advocacy efforts have made a signifi cant difference 
to the lives of millions through changing and defending policy and 
legislation in favour of sexual and reproductive health and rights.

Changing national laws and policies
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HIV and AIDS
Member Associations have been 
advocating for and actively 
contributing to the development of 
national laws, policies and strategies 
on HIV and AIDS, resulting in 28 policy 
and/or legislative changes since 2005. 
These laws, policies and strategies 
have been introduced for the fi rst 
time, or have been strengthened, to 
better support people living with and 
affected by HIV in 23 countries. Laws 
have been passed that protect people 
living with HIV and defend their rights 
to access services and employment, 
and to non-discrimination. Three 
countries now have policies on 
voluntary counselling and testing, 
including guidelines on integrating 
it with contraceptive services.

Other policy, legislative and strategy 
changes have included policies on 
HIV in the workplace, prevention of 
HIV, the provision of free antiretroviral 
treatment, and the government 
earmarking funds in its HIV and 
AIDS budget for non-governmental 
organizations to provide HIV 
prevention services.

Abortion
Restrictive abortion laws present major 
challenges to providing access to safe 
and legal abortion in many countries. 
As a result of successful advocacy 
work of Member Associations during 
the past fi ve years, women and girls 
in 35 countries have benefi ted from 
improved access to safe abortion 
services. Member Associations have 
been advocating vigorously around 
the world to either liberalize existing 
abortion laws, or to oppose potential 
changes to laws that would place 
further restrictions on a woman’s 
right to choose and access safe 
abortion services. These efforts have 
resulted in a total of 52 changes 
(either made or blocked) to support 
access to safe abortion.

In nine countries, Member 
Associations successfully fought to 
block or reverse 14 restrictive laws 
on abortion, such as prohibiting 
or criminalizing abortion, putting 
restrictions on abortion, giving legal 
status to a fetus and requiring a 
husband’s consent before an abortion. 
Such advocacy achievements are 
extremely important because these 
laws and policies, had they passed, 
would have reduced women’s right 
to choose and access safe and 
legal abortion, leading to increased 
maternal mortality and morbidity.

A number of abortion laws have 
been liberalized to allow abortion 
under more circumstances than 

were previously allowed. Laws 
concerning where abortions can 
be carried out have been changed 
to include new service provision 
locations, thereby increasing access 
to safe and legal abortion. Standards 
and protocols on abortion services 
have also been approved, including 
clinical protocols on safe abortion, 
policy for post-abortion care and 
standards for quality of abortion 
services. Also, as highlighted on 
page 17, young women’s access to 
safe abortion has increased with 
the removal of the requirement for 
parental consent to access sexual 
and reproductive health services, 
including abortion.
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Access
Member Associations have 
contributed to 138 changes in policy 
and legislation that increase access 
to sexual and reproductive health 
and rights information and services, 
covering a wide range of issues. The 
most signifi cant achievement since 
2005 in the area of access has been 
the work around the development 
of sexual and reproductive health 
policies and legislation at the national 
level. Member Associations have 
advocated for and helped draft or 
amend these types of policies and 
laws in 27 countries. As a result, 
governments have prioritized sexual 
and reproductive health and rights, 
and in a number of countries have 
invested more of their national 
budgets. In addition, changes have 
been made to include sexual and 
reproductive health in national health 
laws to increase access to sexual 
and reproductive health services, 
for example by making them free 
of charge and by providing them 
to unmarried people.

Emergency contraception is also 
now more widely available, including 
over the counter in pharmacies 
for the fi rst time in 15 countries. 
Six other countries now have new 
contraceptives added to their essential 
medicines list, including contraceptive 
pills, emergency contraception, and 
male and female condoms. 

Gender-based violence
Over the past fi ve years, Member 
Associations have advocated for the 
introduction of or changes to 26 laws 
on gender-based violence. These laws 
cover domestic violence, sexual abuse, 
female genital mutilation and marital 
rape. For millions of women in 20 
countries, this means that, for the fi rst 
time ever, they are legally protected 
from such types of violence. A further 
six laws have been passed to promote 
gender equality and women’s rights.

IPPF is a strong and respected advocate 
because it has a broad global reach. It tackles 
the diffi cult issues, including abortion. It pushes 
the agenda on sexual and reproductive health 
and rights. It has strong leadership at the 
global level.
IPPF donor
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The poor state of 
health systems in 
many parts of the 
developing world is 
one of the greatest 
barriers to increasing 
access to essential 
health care.
World Health Organization3

Member Associations add value to 
health systems in their own countries 
by building capacity within the systems 
wherever possible. Associations help 
strengthen health systems through 
service delivery, training of health 
workers, advocacy to change policies 
and laws, technical expertise and 
experience, policy development, 
and local knowledge of community 
needs. IPPF builds partnerships at 
all levels within these systems, with 
the government and with other civil 
society organizations, to help achieve 
sustained improvement in health 
and equitable access to health care. 
Our own service delivery often takes 
place in areas where national health 
and development plans do not have 
an impact, or where policies do not 
support provision for marginalized or 
socially-excluded groups. In many parts 
of the world, we are often the only 
provider of sexual and reproductive 
health information and services, and 
our presence in peri-urban and rural 
areas has been growing consistently 
over the last fi ve years – from 49 per 
cent of our service delivery points 
situated in peri-urban and rural areas 
in 2005 to 61 per cent in 2009. 

The following examples illustrate how 
Member Associations have contributed 
towards health systems strengthening 
since 2005 in 10 countries. 

A health system includes organizations, institutions and resources 
devoted to ensuring and improving health. Where health systems are 
weak, due to underinvestment and neglect, the role of civil society 
organizations is now being recognized as key to the success of global 
health initiatives. These organizations have proven to be effective 
implementers, with a long term, sustainable approach, and strong 
relationships with the target communities.

Health systems strengthening 

Strengthening government 
health centres in Cambodia
The Reproductive Health Association 
of Cambodia (RHAC) collaborates with 
more than a quarter of the country’s 
government health centres, which 
provide frontline public health services 
to mostly rural communities. RHAC has 
built the capacity of health centre staff 
through training on maternal and child 
health, family planning, tuberculosis, 
nutrition, immunization and health 
information systems. Training has 
also covered clients’ rights, life skills, 
hygiene and good governance. 
RHAC has assigned its district health 
facilitators to the government health 
centres to work closely with the staff 
in their daily activities.

In addition to building health centre 
staff capacity, RHAC has also provided 
technical assistance in the development 
of annual operational plans. The 
Association participated in the reviews 
of programme achievements and 
challenges at the district level, ensuring 
activities such as reproductive health, 
maternal and child health, and HIV and 
AIDS were included and budgeted for 
in the plans.

Reaching the under-served 
in rural Bangladesh
The Family Planning Association 
of Bangladesh (FPAB) reaches out 
to poor, marginalized, and under-
served populations in remote areas, 
primarily through door-to-door 
visits by volunteer reproductive 

health promoters. The government 
of Bangladesh deploys FPAB’s 
reproductive health promoters in areas 
that have been identifi ed as the most 
under-served and diffi cult to reach, 
with high sexual and reproductive 
health needs. These volunteers 
provide sexual and reproductive health 
services, including contraceptives, and 
information on services such as safe 
delivery, antenatal and post-natal care, 
family planning, menstrual regulation 
and its legal status, post-abortion care, 
emergency contraception, prevention 
and screening services for sexually 
transmitted infections and HIV, and 
screening and care for gender-based 
violence cases. The volunteers make 
the community aware of the range of 
sexual and reproductive health services 
available at government and FPAB 
clinics and provide information on the 
location of these facilities. They also 
provide simple diagnostic services, 
such as urine pregnancy tests, and 
counselling services at community level.
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These outreach volunteers have 
signifi cantly increased demand for 
services. For example, 93 per cent 
of the clients attending clinics for 
menstrual regulation services said 
they knew about the clinics through 
the reproductive health promoters.

Strengthening health 
systems in Belize
The Belize Family Life Association 
(BFLA) has worked with various 
government departments and has 
taken on several roles, including 
service provision, capacity building, 
advice and guidance, and support for 
policy development. In an effort to 
improve the quality of services being 
provided across institutions, BFLA 
trained a group of trainers from the 
Ministry of Health, the Ministry of 
Youth Affairs and two service providing 
non-governmental organizations on 
how to provide youth friendly services. 
As a result, the government asked 
BFLA to provide guidance to the 
Ministry of Youth Affairs regarding 
their plans to establish seven youth 
recreation spaces in Belize City. 

In the area of HIV programming, the 
government has designated BFLA as 
an authorized voluntary counselling 
and testing site; as such, BFLA 
receives free supplies for testing and 
for its prevention of mother-to-child 
transmission (PMTCT) services.

BFLA also collaborates with the 
Ministry of Health and the Social 
Security Department on the national 
health insurance programme. 
Through this programme, BFLA 
has been providing primary health 
care with a focus on sexual and 
reproductive health, and maternal 
and child health, including PMTCT. 

Building the capacity of the 
Ministry of Health in Bolivia
Centro de Investigación, Educación 
y Servicios (CIES) is supporting 
the government of Bolivia in 
the implementation of its project 
to provide HPV vaccination to nine 
to 13-year-old girls. The project is 

bringing HPV vaccine to some of 
the most vulnerable populations in 
the country, where cervical cancer 
mortality remains among the highest 
in the world. This government initiative 
targets both urban and rural areas 
using school-based vaccinations and 
mobilizes mobile health units and 
teams of local educators, parents, 
nurses and physicians.

CIES has trained the 96 Ministry 
of Health employees involved in 
the vaccination process, including 
medical providers and staff in charge 
of vaccination. Furthermore, the 
Association trained 597 teachers and 
informed more than 3,300 parents 
about cervical cancer and the HPV 
vaccine. CIES also conducted a 
refresher course on vaccine procedures 
in the rural areas of intervention.

Supporting government 
municipalities in Brazil
Bem-Estar Familiar no Brasil (BEMFAM) 
works with municipal governments 
on health issues in about 1,000 
municipalities throughout Brazil. 
These partnerships follow a unique 
model where BEMFAM provides 
training and supervision in sexual 
and reproductive health care, a 
wide range of contraceptives for 
municipalities’ clinical services, and a 
variety of information, education and 
communication materials related to 
sexual and reproductive health and 

rights. Through this model, BEMFAM is 
able to serve low-income populations; 
in 2009, BEMFAM provided over 
9 million services to more than 
6 million clients through its contracts 
with the municipalities.

Training government health 
workers to insert implants 
in Ethiopia
In 2009, the Family Guidance 
Association of Ethiopia (FGAE) 
conducted training of trainers for 18 
of its own qualifi ed health personnel 
(midwife nurses, nurse practitioners 
and health offi cers) to create a pool of 
trainers on the insertion of Implanon 
contraceptive implant. The Association 
then trained 87 government health 
personnel on facilitative supervisory 
skills, and 1,156 health extension 
workers on Implanon insertion. 

The Ministry of Health is now planning 
to scale up Implanon insertion 
by training about 14,000 health 
extension workers. The Ministry is 
purchasing Implanon in bulk for the 
scale-up effort, and every established 
service providing NGO will play a role 
in the national effort to achieve wide 
geographic coverage. FGAE will be 
one of the key players in this initiative. 
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Building capacity in India 
to provide safe abortion
FPA India (FPAI) has worked in close 
collaboration with the government to 
strengthen the public health delivery 
system to provide safe, comprehensive 
abortion care services in Rajasthan. 
This pilot initiative tested a model 
of delivering safe abortion services 
to reduce maternal mortality due to 
unsafe abortion. FPAI has advocated 
for changes in policies, laws, rules, 
regulations and practices to increase 
access to safe abortion services in 
the public and private sectors. FPAI 
trained 36 doctors and 34 nurses from 
primary and community health centres 
on how to provide comprehensive 
and safe abortion care services. FPAI 
assessed 35 primary health centres 
and provided technical assistance 
on safe abortion, and trained data 
personnel on recording and reporting 
on abortion.

FPAI also worked to create demand 
for safe abortion services in the 
community. As part of this demand 
creation, the Association developed 
various information, education 
and communication materials 
in collaboration with the local 
government of Rajasthan. In early 
2010, FPAI handed the project over 
to the government, which plans to 
replicate the model in other districts.

Working with pharmacists 
to increase access to safe 
abortion in Nepal
Expanding the channels through 
which safe abortion information 
and services are provided is vital for 
improving access to safe abortion. 
Recognizing this, Family Planning 
Association of Nepal (FPAN) signed a 
memorandum of understanding with 
the National Federation of Chemists 
and Druggists in 2006, under which 
more than 150 private pharmacists 
and chemists have been trained to 
discuss abortion with clients and to 

refer them to safe abortion service 
providers, including FPAN clinics. 
In addition to training on how to talk 
to clients about abortion, chemists 
have received a directory of safe 
abortion services in their area and 
information materials that they 
can give to their clients. Selected 
pharmacists and chemists have also 
been approved to carry the FPAN 
logo to ensure that prospective 
clients know where they can locate 
quality services.

Furthermore, two FPAN clinics 
in Kathmandu and Itahari have 
provided training on medical and 
surgical abortion to mid-level 
providers from government and 
non-governmental facilities.

Increasing access to 
reproductive health services for 
urban Romanian populations
In 2007, the Society for Education on 
Contraception and Sexuality (SECS) in 
Romania ended its implementation of 
the Romanian Family Health Initiative, 
a multi-year project that increased 
access to sexual and reproductive 
health services in the country. In 2005, 
SECS began an urban component 
of the initiative to increase access 
for poor urban populations to 
reproductive health services in 11 of 
the most populated cities in Romania. 
SECS established partnerships with 
local authorities and NGOs to build 
their capacity to design and 
implement interventions.

SECS trained 386 doctors and 
313 nurses on how to provide 
client-centred contraceptive and 
reproductive health services. SECS 
also trained 27 doctors on how to 
improve the quality of their services. 
Furthermore, 1,552 urban outreach 
workers from partner organizations 
in the medical and social sectors were 
trained on contraception and services 
available at the local level. 

Strengthening the capacity 
of government to provide 
reproductive health services 
in Uganda
Reproductive Health Uganda (RHU) 
has provided training in contraception 
for health workers in government 
health facilities in eight districts. 
Additionally, RHU is responsible for 
providing long term and permanent 
methods of contraception in different 
government health facilities, and 
for conducting on the job training 
for health workers. The Member 
Association has also trained 
government health providers on how 
to provide youth friendly services. 
Furthermore, RHU works with the 
Ministry of Health to train government 
workers in the logistics and equitable 
distribution of long-lasting insecticide 
treated mosquito nets as a strategy 
to lower maternal morbidity and 
mortality resulting from malaria.

In the northern district of Gulu, 
following a 20-year insurgency 
that resulted in mass population 
displacement, RHU was one of the fi rst 
organizations to offer services in these 
areas where the government health 
structures had broken down, including 
internally displaced people’s camps 
and transient returnee villages. Under 
an arrangement with the government, 
RHU now builds the capacity of 
government health staff to work in 
diffi cult locations, and then relocates 
to other under-served areas in the 
country. This collaboration between 
RHU and the government involves 
formal access to government supplies 
and structures in recognition of the 
key role RHU plays in strengthening 
health service systems. 
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IPPF is making a considerable difference to millions of lives around the 
world. We present some of the powerful testimonies, illustrated by 
the voices of IPPF clients, on how their lives have changed – in some 
cases, been saved – to demonstrate how IPPF is making a difference.

Voices of IPPF clients

Access to sexual and reproductive 
health information, education and 
services makes a difference in terms 
of better health, reduced child and 
adult mortality and morbidity, and 
increased school enrolment and 
reduced absenteeism, especially for 
girls. Having access to services provided 
by IPPF for the most vulnerable may 
equate to the difference between life 
and death, between employment and 
destitution, and between living healthy 
fulfi lled lives or those characterized 
by chronic ill health and little hope. 
Disenfranchised from the communities 
in which they live, and unable to access 
services that meet their needs, the 
poorest and most vulnerable groups 
– due to gender, sexuality, culture, 
migrant status, socio-economic status, 
marital status or age, for example – are 
those that IPPF is reaching the most. 

An estimated seven out of 10 of all 
IPPF clients are identifi ed as poor, 
marginalized, socially-excluded and/
or under-served. This fi gure is highest 
in those countries with the greatest 
development needs; in Africa and 
South Asia, the proportion is an 
estimated eight out of 10 clients. 
In many other countries where 
development progress has been made 
and in developed countries, Member 
Associations are also as committed to 
ensuring that their services reach the 
most vulnerable. Examples include 
working with Roma in Portugal, with 
street youth in Bolivia and Morocco, 
with sexually diverse groups in 
Cameroon, China, India and Peru, and 
with internally displaced groups in 
Chad, Colombia, Rwanda and Uganda.

Rapid PEER review 
IPPF has conducted a number of 
qualitative reviews, which capture 
the stories of benefi ciaries and clients 
from around the world, including 
those who are vulnerable and who 
would otherwise have limited access 
to sexual and reproductive health 
information, education and services. 
A rapid PEER (participatory ethnographic 
evaluation and research)4 approach 
was used to train project benefi ciaries 
to interview people in their social 
networks. The following case studies 
present the fi ndings of a selection of 
these reviews. 

PEER review case studies are published 
on an ongoing basis as the ‘Changing 
Lives’ series on IPPF’s website.5 These 
examples illustrate how IPPF’s work 
goes beyond direct service provision, 
bringing about changes to people’s 
lives that include hope, confi dence, 
a sense of self-worth, and overall 
increased well-being; diffi cult to 
measure but nonetheless essential in 
bringing about human development.

Changing lives by 
promoting sexual health 
among men who have sex 
with men in China

“As a male sex worker, I would 
not use a condom if my clients 
agreed to pay more. After I got 
involved in the project activities 
and tested positive for HIV, I 
learned the dangers the hard way. 
CFPA organized for free treatment 
and a job – so I left sex work. If I 
only knew the information earlier 
and the dangers of my behaviour, 
I would not have caught HIV just 
to earn a little more money.” 
Project benefi ciary

China Family Planning Association 
(CFPA) promotes a more supportive 
environment for men who have sex 
with men in three cities in Gansu 
province resulting in healthier sexual 
practices. The Association has 
improved the attitudes of its own 
staff, including service providers, 
towards men who have sex with men.

[A]n individual’s well-being cannot be 
evaluated by money alone... we must 
also gauge whether people can lead long 
and healthy lives, whether they have the 
opportunity to be educated and whether 
they are free to use their knowledge and 
talents to shape their own destinies.
Human Development Report6 
UNDP 2010
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Project participants value their newly 
gained knowledge about HIV and 
sexually transmitted infections and 
how to prevent and seek treatment 
for them. They also reported a 
signifi cant increase in the use of 
condoms. The men involved in this 
project appreciated that CFPA did 
not push them into HIV and sexually 
transmitted infection testing, but 
instead supported them in making 
informed decisions, a welcome 
change from other projects that 
involve compulsory testing rather 
than offering it as a personal choice.

For many men, the project has 
brought about signifi cant change 
in their lives in terms of feeling 
happy, being fulfi lled and being 
in a supportive environment with 
like-minded people. Many had 
previously kept their sexuality secret 
and appreciated being able to discuss 

Box 2.5: IPPF – Changing lives

Bangladesh 
Family Planning Association of 
Bangladesh (FPAB) worked with 
women and girls who experienced 
physical and emotional abuse 
from their husbands and/or 
mothers-in-law, supporting them 
by providing access to legal and 
fi nancial support, vocational 
training and loans. These activities 
had a signifi cant impact on the 
lives of women and girl survivors of 
gender-based violence. Women’s 
increased knowledge of their rights 
substantially improved their physical 
safety, emotional well-being and 
status within the household. For 
some, it even improved their 
mobility within the community. 
FPAB’s work also increased 
women’s access to health facilities, 
including sexual and reproductive 
health facilities, by educating 
women and their husbands on the 
importance of antenatal care, and 

by training FPAB staff to recognize 
health problems and refer them to 
appropriate health services. FPAB 
also worked to prevent early marriage 
and support girls to continue with 
their education.

“Now I am happy. I have found 
something to look forward to. 
When I was married I could not 
talk – now I can talk about my 
wishes and rights. Now I talk in big 
programmes about gender-based 
violence, nutrition for children, 
early marriage and other issues.” 
Project benefi ciary

Kenya 
Through its Models of Care project, 
Family Health Options Kenya (FHOK) 
increased access to comprehensive HIV 
care for people living with HIV in urban 
slums in Kenya, including Mitumba 
slum in Nairobi, and also worked to 
integrate HIV and AIDS with sexual and 

reproductive health services. FHOK’s 
work successfully changed the lives 
of many residents of Mitumba, 
where poverty is the norm and HIV 
prevalence is high. It provided much 
needed HIV and health services to 
many of Mitumba’s residents who 
otherwise would not have had 
access to these services. According 
to benefi ciaries, the project not only 
provided access to free life-saving 
services and information, but also 
resulted in reduced isolation, an 
increase in support networks and 
opportunities to access services and 
income generating activities, all 
of which have led to the greatest 
change brought about by the project 
– a sense of hope.

“Were it not for the free drugs, 
home-based care and feeding 
programmes, I would not be 
here talking to you.” 
Project benefi ciary

it – and other related issues – for 
the fi rst time with others. Some 
benefi ciaries said that the project 
had enabled them to overcome 
traumatic life experiences related 
to their sexuality and had given 
them the support and reassurance 
they need to lead happy lives. One 
man said, “Being involved with the 
project, doing outreach work and 
networking with others gives me 
a meaning to life.”

Another major achievement of this 
project is improved staff and volunteer 
attitudes towards homosexuality, 
including clarifi cation of myths and 
misconceptions. The change in staff 
attitudes has had a positive impact 
on their work with men who have 
sex with men, and it has helped build 
relationships of trust between staff 
and benefi ciaries. 

“Without my involvement in the 
project, it would have been very 
diffi cult for me to cope. It is good 
to know I am not alone. I lead 
a much happier life now.”
Project benefi ciary
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Changing lives of 
vulnerable youth in Morocco

“Before, it was … the beginning 
of delinquency, beginning to take 
drugs, drifting from schools, the 
beginning of pessimism… After, 
we made good use of our free 
time. We went back to school [and] 
it is a new life that has started.” 
Project benefi ciary

The lives of many young people have 
been changed through the Effective 
Participation of Youth project in 
the Sahrij Gnaoua neighbourhood 
of Fez, Morocco. The Association 
Marocaine de Planifi cation Familiale 
(AMPF) project focuses on building 
skills of young people to plan and 
implement sexual and reproductive 
health education projects, and 
raising awareness of young people, 
other relevant organizations, 
youth movements and national 
decision makers of the importance 
of sexual and reproductive health 
and rights. The project activities 
are largely planned by the project’s 
youth committee members. Major 
achievements have included increased 
access to education and training, 
giving young people the opportunity 
to be creative and instilling a sense of 
self-worth and value.

The lives of many youth in Sahrij 
Gnaoua are characterized by high 
levels of poverty and unemployment, 
limited access to education, child 
labour, and emotional and physical 
abuse at home. Petty or violent 
crime, drug abuse (glue sniffi ng) and 
alcohol abuse are common coping 
strategies adopted by young people 
to ‘forget’ the problems they face at 
home. Through the project, young 

people receive education, support and 
friendship, leading to a transformation 
from being lost, confused and 
inarticulate, to becoming an informed 
and respected member of society. 
Isolated young people have also 
been given opportunities to share 
experiences and identify role models 
among other young people who have 
overcome signifi cant diffi culties and 
challenges. AMPF’s work has resulted 
in behaviour changes including 
reduction in drug abuse, violence and 
sexually transmitted infections, as well 
as increased motivation, optimism, 
ability to organize activities and a 
desire to contribute to society. For 
many, involvement in the project has 
also led to a reduction in confl ict 
with parents. 

AMPF provides a safe environment in 
which young people have the freedom, 
and are explicitly encouraged, to share 
information and discuss issues which 
are considered taboo in Morocco. Once 
young people have gained confi dence, 
they then communicate to others in a 
wide range of public arenas, such as 
schools, young offenders’ correctional 
centres and at community events. For 
young people, being able to express 
themselves clearly and coherently is a 
major difference that the project has 
made to their lives.

“Before, a problem was lack of 
confi dence for most of us … After, 
we acquired a lot of confi dence 
and methods of communication.”
Project benefi ciary
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Changing lives with 
comprehensive sexuality 
education in Nepal

“Earlier, everyone in the family 
knew when I was having my 
menstruation because of the 
restrictions and that was so 
humiliating. Now no one knows, 
which is such a relief. I no longer 
have to miss parties, weddings 
and outings because of my 
menstruation. I accept it as a 
natural and normal thing and 
also make sure that everyone 
around me accepts it.” 
Project benefi ciary

In Nepal, sexual and reproductive 
health services are primarily targeted at, 
and utilized by, older married couples. 
There is stigma attached to young 
people using these services, and a 
culture where discussion on sexual and 
reproductive health and sexuality issues 
is rare. Family Planning Association of 
Nepal (FPAN) implemented a successful 
comprehensive sexuality education 
(CSE) project that involved ensuring 
the integration and implementation of 
comprehensive, gender-sensitive and 
rights-based sexuality education in the 
national curriculum – a huge and well 
recognized contribution to the work 
of the Ministry of Education in that 
country. FPAN developed promotional 
materials for distribution to young 
people. They also trained youth 
volunteers, school students 
and teachers on the new CSE 
curriculum model, which covers 
seven key areas of gender, sexual 
and reproductive health and rights, 
sexual rights, pleasure, violence, 
diversity and relationships.

The CSE project has helped girls, their 
families and their teachers to clarify 
myths relating to menstruation which 
is seen as impure and, therefore, 
almost always results in some sort of 
seclusion for the girls. Young women 
are not allowed to go to school during 
menstruation, which means they are 
potentially absent for one week each 

Changing lives with 
comprehensive sexuality 
education in Nicaragua

“We learn how important it is 
to protect ourselves in sexual 
relationships. I haven’t had sex, 
but I know how to protect myself 
if I ever do. I won’t get pregnant; 
I’m only 15!”
Project benefi ciary

Asociación Pro-Bienestar de la Familia 
Nicaragüense (Profamilia) successfully 
advocated for the integration and 
implementation of comprehensive, 
gender-sensitive and rights-based 
sexuality education in primary and 
secondary school national curricula. 
Profamilia’s successful advocacy efforts 
have had a wider effect, as young 
people’s lives have changed because 
of the new curriculum. Profamilia 
took a lead role in building a national 
CSE network in Nicaragua. It also 
worked with the Ministry of Education 
to review and implement the new 
national curriculum, and the Member 
Association increased the skills of 
young people to advocate for their 
sexual and reproductive health and 
rights to the Ministry. According to the 
young people who have studied under 
the new curriculum at Augusto Cesar 
Sandino High School in Managua, 
some of the major differences to their 
lives include having new knowledge, 
increased confi dence and improved 
relationships with parents, who they 
can now look to as adult fi gures for 
advice and support.

month. They are also subject to other 
restrictions, including not going to 
the temple or weddings, not being 
able to cook and not being able to 
participate in normal family life; many 
young women are forced to sleep 
in a cowshed during menstruation. 
Because of FPAN's work, girls can 
now attend school full time, and some 
supportive teachers have provided 
facilities including separate female 
toilets and sanitary protection to 
ensure that girls do not miss out on 
the opportunity of an education. 
This achievement should not be 
underestimated as the benefi ts of 
educating women are so crucial in 
reducing child and maternal mortality 
and uptake of contraception.

The CSE trainings helped challenge 
other taboos about sexuality that 
young people had learned at home, 
such as sex is ‘vulgar’ and ‘something 
not to be talked about’. FPAN 
successfully addressed issues related 
to sexual diversity, another taboo in 
Nepalese society. Transgender people 
are treated as a curse to society and 
their families. FPAN invited staff from 
the only organization in Nepal focusing 
on sexual minorities to facilitate CSE 
training sessions on this issue. As a 
result, many young people said they 
had changed their attitudes toward 
transgender people and now see them 
as equal members of the community, 
with equal rights. The CSE project 
also promoted gender equality 
and addressed issues of gender 
discrimination. One 20-year old female 
benefi ciary said, “The CSE training 
taught us about gender discrimination 
being a wrong practice. I am now 
determined to fi ght against all the 
discrimination I see around.”

“Learning about sex and 
sexuality is an important life 
skill that we miss out on due to 
our cultural taboos. FPAN’s effort 
is admirable and I think the CSE 
project should never fi nish.” 
Project benefi ciary
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New knowledge has equipped young 
people with the confi dence and 
maturity to make informed decisions 
about when and how to initiate, 
engage in and/or abstain from sexual 
relationships. This type of information 
was largely absent in their homes, 
especially as most parents did not 
receive any information or education 
on sexuality when they were young. 
Students feel confi dent about the 
future, knowing they will be able to 
enjoy healthy sexual relationships, 
plan pregnancies and avoid sexually 
transmitted infections and HIV. 

Teenage pregnancy in Nicaragua 
is common, and pregnant girls as 
young as 13 leave school due to 
shame and lack of support from 
parents, the schools and the wider 
community. However, there has 
been a perceived drop in the rate of 
teenage pregnancy at this high school 
since the start of the CSE curriculum. 
The new curriculum has helped clarify 
myths and misconceptions about 
sexuality, which are widely circulated 
in Nicaraguan society. For example, 
students have learned – and now 
teach each other – that condoms do 
not block sensation. Young people 
have learned about sexuality in terms 
of gender and sexual rights. Girls have 
learned how to negotiate with boys 
and choose if and when to have sex. 
Boys and girls have learned how to 
protect and respect their – and each 
other’s – bodies and how sex must 
be consensual.  

“Now she respects her body, and 
it’s easier to talk about this topic 
without being uncomfortable or 
offended. This programme has 
helped her to mature.” 
Peer interviewer describing 
17-year old project benefi ciary

“I’ve seen a much more openness 
in talking about the subject. 
They are more positive, more 
responsible... [and] they talk 
about all the different sections 
of the curriculum.” 
School staff member

Changing lives by 
providing services to 
sexually diverse people 
in Peru

“[INPPARES] isn’t just a health 
service, but a place, a space, 
with opportunities to improve 
quality of life – especially of 
young people who are vulnerable 
and on the street.” 
Project benefi ciary

Through its Equally Different project, 
Instituto Peruano de Paternidad 
Responsible (INPPARES) is providing 
accessible services to meet the needs 
of sexually diverse groups in Peru. 
INPPARES has created a friendly 
environment in its clinics that cater 
for the needs of lesbian, gay, bisexual, 
transgender and questioning (LGBTQ) 
people, especially those who are 
young. The project has focused on 
training and awareness raising among 
staff and volunteers, networking in 
support of LGBTQ causes, and the 
development of an institutional policy 
on sexual diversity. 

INPPARES works closely with 
local government and community 
organizations in its advocacy 
campaigns. This is an important 
achievement in a country where 
conservatism prevails, where 
Catholic-led opposition to sexual and 
reproductive health and rights has 
permeated executive and legislative 
bodies, and where one staff member 
described dominant attitudes as being 
anti-family planning, discriminatory 
and homophobic. In particular, 
adolescents and young people 
(including sexually diverse youth) 
continue to have limited access to 
public health services for sexually 
transmitted infections and HIV 
prevention and treatment.

According to benefi ciaries, emotional 
health has improved through the 
project’s explicit support for sexual 

diversity, its emphasis on freedom 
of expression, and improved family 
communication about sexual diversity. 
Increased access to appropriate and 
sensitive sexual and reproductive health 
services has led to improvements in 
physical health. 

INPPARES has provided a safe 
environment for sexually diverse 
groups to engage in discussions with 
staff, service providers and other 
benefi ciaries, enabling them to be 
more open in communicating on 
issues of sexual diversity. As a result, 
benefi ciaries are now able to express 
their views, to respond to intolerant 
and hurtful comments, and to be 
more assertive within their families 
and with acquaintances. INPPARES 
also works to raise institutional and 
political awareness of sexual diversity, 
which internally has had a signifi cant 
impact on staff awareness and 
openness at all levels of the Member 
Association. An INPPARES service 
user said, “Diversity has become 
internalized within the institution 
– in health issues – without fear 
of prejudice.” The project has also 
generated greater sensitivity regarding 
sexual diversity issues in clinic activities 
for HIV and AIDS prevention, testing 
and treatment. 

The LGBTQ friendly health services 
have made a positive difference 
to the lives of the sexually diverse 
people using them. Having access to 
health care that is open to gender 
and sexual diversity is valued as a 
unique experience. Many had initially 
approached the services with mistrust, 
but they were impressed by staff 
openness, the quality of care and, 
for young people in particular, the 
youth friendly attitude.

"The boy said that now he doesn't 
have to go showing others how 
macho he is. He's more secure 
about his sexuality."
Project benefi ciary
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IPPF has made tremendous progress in the Five ‘A’s in the last fi ve years. This chapter highlights 
key achievements made in each of the strategic priority areas of adolescents, HIV and AIDS, 
abortion, access and advocacy.

3 The Five ‘A’s: Five years of progress
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The Strategic Framework has enabled IPPF to be brave and angry 
and has given us the confi dence to work on issues that can be 
considered taboo or challenging. Member Associations have 
ventured out of their comfort zone towards more diffi cult issues, 
including HIV, sexuality, adolescents, advocacy and abortion. 

Being part of a global sexual and 
reproductive health and rights network 
provides a range of benefi ts including 
access to partnerships; credibility; 
sharing information, expertise and 
experiences; fi nancial and technical 
support; improved standards; and 
effective strategic direction. The results 
of IPPF’s midterm review confi rmed 
that IPPF’s Strategic Framework 2005-
2015 is still relevant in 2010, and that 
Member Associations are leaders 
in sexual and reproductive health 
and rights in their countries where 
governments seek out their support 
and expertise, and rely on their ability 
to provide information and services to 
the poor and vulnerable groups that 
are so rarely reached by the public or 
private health sector. 

Access to sexual and reproductive 
health information, education and 
services greatly improves the health 
and life chances of women, men, 
girls and boys. People who do not 
have access to the information 
and services necessary to make 
informed choices, are often unable to 
protect themselves from unintended 
pregnancies, unsafe abortion, sexually 
transmitted infections and HIV. IPPF, 
therefore, takes a comprehensive 
approach to providing sexual and 
reproductive health information, 
education and services, particularly to 
the poor, marginalized, under-served 
and socially-excluded, an approach 
which delivers the greatest results. 
As reported in the recent UN human 
Development Report,1 increasing 

equality in health, education and 
income is one of the quickest ways to 
reduce absolute poverty. The report 
also highlights the specifi c importance 
of gender inequality as a major 
barrier to human development, and 
states that the greatest contributor 
to gender inequality is reproductive 
health, as measured by maternal 
mortality ratio and adolescent 
fertility rates. In many countries, 
even those with similar incomes, 
there is signifi cant variation in these 
indicators due to differences in access 
to education, nutrition, contraception, 
and antenatal and obstetric care. 

IPPF provides information and 
services but also attacks the stigma 
around sexuality which leads to high 
levels of unmet need for sexual and 
reproductive health services. IPPF 
embraces a positive approach to 
sexuality and offers services in a safe 
and stigma-free environment. This 
approach recognizes that everyone 
– regardless of their age, sexual 
orientation or marital status – has 
the right to enjoy healthy, fun, happy 
and sexually fulfi lling lives. Sex should 
be about desire, pleasure, love and 
relationships, and fulfi lling physical 
and emotional needs. It is through 
this approach to positive sexuality that 
IPPF has worked during the past fi ve 
years to deliver life-saving services 
and information to millions of people 
around the world, and to advocate 
for governments to adopt policy and 
legislation that support sexual and 
reproductive health and rights.

IPPF’s comprehensive approach

Sexual health is the 
integration of the 
somatic, emotional, 
intellectual and 
social aspects 
of sexual being, 
in ways that are 
positively enriching 
and that enhance 
personality, 
communication 
and love.
World Health Organization 2 
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Adolescents and young people

IPPF goal:

All adolescents and young 
people are aware of their sexual 
and reproductive rights, are 
empowered to make informed 
choices and decisions regarding 
their sexual and reproductive 
health, and are able to act 
on them. 

Key achievements in 
adolescents, 2005–2009:

80 million  
services were provided 
to young people.

97.9 per cent  
of Member Associations advocated 
for improved access to services for 
young people in 2009.

21.0 per cent  
increase in the proportion of 
Member Associations with young 
people making up 20 per cent or 
more of their governing boards 
from 2005 to 2009.

The largest ever generation of young 
people, nearly 20 per cent of the 
world’s population, want to choose if, 
when and how many children to have. 
Many want to have fewer children 
than their parents. They want to 
protect their sexual and reproductive 
health, have fulfi lling relationships and 
enjoy the lifelong benefi ts that these 
bring. But many of them are denied 
access to sexual and reproductive 
health information, education and 
services. The lives of young girls 
and boys remain deeply affected by 
the views of older generations and 
cultural and religious taboos regarding 
young people’s sexuality, and their 
rights are denied. Although there is 
an increasing focus on welfare and 
rights of young people in education 
and health sectors, the efforts are 
often fragmented, small scale and 
confi ned to isolated sectors rather 
than integrated throughout the work 
of governments and organizations. 
It is important to take a holistic 
approach, starting from a young 
age, to promote the rights and well-
being of children and young people, 
including their sexual and reproductive 
health and rights. Access to services 
for young people cannot be increased 
without comprehensive sexuality 
education and effective youth 
policies in place, which is why IPPF 
focuses on these areas.

During the past fi ve years, there has 
been a signifi cant increase in the 
number of services provided to young 
people, from 7.9 million to 24.8 million, 

as well as more young people being 
involved in decision making – a 21.0 
per cent increase in the proportion 
of Member Associations with young 
people making up at least 20 per cent 
of their governing boards. Provision of 
youth friendly services has become a 
norm within IPPF and is now integral 
to many Member Association service 
programmes. There is also a greater 
understanding across the Federation 
of the sexual and reproductive health 
service needs of young people, 
beyond those of young married 
women. Member Associations have 
diversifi ed their service models 
to better cater for the sexual and 
reproductive health needs of young 
people. For example, there are stand 
alone, youth-only clinics, as well as 
the integration of youth friendly 
services into existing clinics with 
features such as separate service 
hours and/or an entrance for young 
people, choice of male or female 
provider, young staff, subsidized user 
fees and organized entertainment 
activities within clinics. An increasing 
number of Member Associations are 
striving to cater for the specifi c sexual 
and reproductive health needs of 
young people in particularly diffi cult 
situations (Box 3.1). There has also 
been an increased focus on sexual 
diversity of young people.

Member Associations provide a wide 
range of sexual and reproductive 
health services to young people, 
including contraception, HIV-related 
services, abortion-related services, 

Over the last fi ve years, IPPF has transformed itself from an 
organization that works with youth to one that is focused on 
youth, where youth participation is a principle in our delivery 
of quality sexual and reproductive health services.
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Box 3.1: Addressing diverse needs of young people: IPPF’s Innovation Fund

developed the fi rst peer education 
module of its kind that links sexual 
and reproductive health with gender, 
rights and traffi cking issues. The 
traditional peer education approach, 
effective for in-school youth, had to 
be signifi cantly adapted to work with 
young people most vulnerable to 
traffi cking – those from the Roma 
community and in state orphanages. 
Peer educators in these contexts 
were empowered by training that 
was much more interactive and less 
formal, and received greater ongoing 
support from Association staff and 
regular mentoring by experienced 
peer educators.

New Zealand
Maori young people in New Zealand 
have less knowledge of contraception, 
safer sex practices and sexually 
transmitted infections (STIs) and 
experience higher rates of teenage 
pregnancy and STIs than non-Maori. 
The Family Planning Association of 
New Zealand has developed an 
exciting new approach to engage 
Maori young men by encouraging 
them to both explore traditional 
cultural values and use new 

IPPF’s Innovation Fund has supported Member Associations’ work with young people in disadvantaged situations 
who would otherwise have had very limited access to sexual and reproductive health information and services.

Bangladesh 
A project working in the highly 
conservative environment of 
madrasah schools in Bangladesh, 
which offer Islamic-focused education 
to poor and marginalized young 
people, has increased knowledge 
and understanding of sexual and 
reproductive health and rights among 
students who have very limited access 
to the outside world. The Family 
Planning Association of Bangladesh’s 
intensive and sustained advocacy 
secured the support of madrasah 
authorities for peer education and 
service provision inside the madrasahs 
and the wider community. Now, 
madrasah students know where 
to get contraception and other 
essential services, and they also 
understand women’s rights within 
Islam and under national law.

Bosnia and Herzegovina
The Bosnian Member Association 
has put sexual and reproductive 
health and rights on the agenda 
of government and NGOs working 
to prevent traffi cking for sexual 
exploitation in Bosnia and 
Herzegovina. The Association 

communications media, building 
confi dence, self-esteem and a sense 
of identity. These channels are used 
to develop their understanding of 
Maori male sexuality and sexual 
rights and responsibilities, and 
to link them with sexual and 
reproductive health services and 
other support networks.

Tunisia
In training centres of the National 
Union of Blind People, the Tunisian 
Member Association provided sexual 
and reproductive health information 
and services to visually impaired 
young people, whose sexuality is 
often not acknowledged or 
respected. Visually impaired young 
people have become empowered and 
supported through the project, which 
opened electronic communication 
channels to them for the fi rst time 
using special IT equipment. Also, 
educational activities were designed 
that built confi dence, discussed rights 
and put them on a par with their 
sighted peers.

pregnancy tests, diagnosis and 
treatment of sexually transmitted 
infections, gynaecological services, 
counselling services, and special 
services on sexual abuse and 
gender-based violence. There has 
also been an increase in the actual 
proportion of services provided to 
young people with more of IPPF’s 
services going to youth than adults 
from year to year, and for all service 
categories (Figure 3.2).

Figure 3.2: Proportion of services provided to young people, 
by type of service, 2005 and 2009
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IPPF has supported a large number 
of skilled youth advocates and 
activists to promote the sexual and 
reproductive health and rights of 
young people. Between 2005 and 
2009, youth volunteers were trained 
in the basics of advocacy, both at 
national and regional levels, to go 
into communities and to infl uence 
key decision makers and other 
young people, as well as to attend 
international meetings to infl uence 
norms and policies that affect them. 
The IPPF youth networks in Africa 
(YAM) and Europe (YSAFE) joined 
forces for the European Union and 
African, Caribbean and Pacifi c Joint 
Parliamentary Assembly, which 
resulted in winning overall support 
of the Assembly for the sexual 
and reproductive health and rights 
of young people, with concrete 
recommendations. Also, YSAFE 
worked closely with members of the 
European Youth Forum and, as a result, 
sexual health was adopted as one of 
two health priorities for young people.

Activities with capable youth 
advocates are increasing IPPF’s visibility 
and credibility as a youth friendly and 
rights-based organization, which in 
turn results in increased opportunities 

Box 3.4: Advocacy for CSE

Togo
A successful project implemented 
by the Association Togolaise 
pour le Bien-Etre Familial (ATBEF) 
signifi cantly raised the profi le of 
CSE in Togo, strengthened the 
Association’s partnerships, and led 
to a new national curriculum for pre-
school and primary schools with a 
stronger focus on CSE. ATBEF’s 
work also led to the production of 
a self-learning manual and 
CSE module for teachers, the 
development of advocacy strategies 
by partner organizations and 
strong support from the Ministry 
of Education and partners. ATBEF 
will continue to build on the lessons 
from this project and broaden the 
focus of interventions to include 
secondary schools.

for collaboration with other youth 
and/or health-related organizations 
that strengthen our advocacy. 

The majority (91.1 per cent) of Member 
Associations provided both sexuality 
information and education to young 
people in 2009. Since 2005, solid 
steps have been taken to ensure 
the quality of sexuality education, 
moving away from the limited scope 
of sexual and reproductive health in 
biology or health alone. This has been 
done through the introduction and 
promotion within Member Associations 
of comprehensive sexuality education 
(CSE), a rights-based, gender-sensitive 
and holistic approach with a positive 
view of young people’s sexual lives.

IPPF was also involved in developing It’s 
All One Curriculum with the Population 
Council and other partners which places 
gender and human rights at the heart 
of sex and HIV education (Box 3.3). 
Member Associations are adopting 
this more progressive CSE approach 
as well as advocating for CSE in school 
curricula and generating increased 
discussions with key stakeholders 
such as parents, religious leaders 
and policy makers (Box 3.4).

Box 3.3: It’s All One Curriculum3

One Curriculum goals:

Increasing young people’s

•  ability to make responsible 
decisions and act upon their 
own choices 

•  ability to participate in society 
and exercise their human rights 

•  critical thinking and overall 
educational achievement 

•  sense of self-effi cacy and agency

• sense of sexual well-being and 
enjoyment

Reducing adolescents’ rates of

• unintended pregnancy

• sexually transmitted infections, 
including HIV

• coerced or unwanted sex

• gender-based violence
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While the Association 
has been working 
on adolescent 
programmes for 
a long time, it was 
only after 2005 that 
youth participation 
was emphasized as 
a principle of delivery 
of quality sexual 
and reproductive 
health services. 
Member Association 

The past fi ve years have seen 
an increasing recognition of the 
importance of male involvement in 
questioning prevailing gender norms 
and behaviours, and now a growing 
number of Member Associations are 
exploring ways to involve young men 
in their work. IPPF implemented a 
research project on men and gender 
equality, the results of which were 
documented in a report entitled Men 
are Changing, which provides case 
studies and recommendations for 
working with men and boys on sexual 
and reproductive health, violence and 
relationships. In 2008, IPPF adopted 
a policy on men and sexual and 
reproductive health, which provides 
guidance for Member Associations 
in working with men and boys, and 
a tool was developed to support the 
implementation of this policy. IPPF has 
also started giving more focus to the 
sexual and reproductive health needs 
and rights of young men. For example, 

Box 3.5: Youth participation

El Salvador
Asociación Demográfi ca Salvadoreña 
trained youth community 
health promoters to distribute 
contraceptives, including injectables.

Indonesia
The Indonesian Planned Parenthood 
Association has a system to recruit 
and train university psychology 
students as volunteer counsellors 
for its youth centres.

Morocco
In the Moroccan Family Planning 
Association, young people run 
‘listening centres’ which give young 
people the opportunity to talk to 
others in confi dence about issues 
related to sexual and reproductive 
health. This increases the accessibility 
of information and services to young 
people, who may fi nd it diffi cult to 
discuss personal issues with older 
service providers.

Nepal 
Family Planning Association of 
Nepal had a unique project in 
which young people were trained 
to serve as skilled birth attendants 
and laboratory assistants to help 
the work of the Association’s 
multi-purpose resource centres.

the Member Association in Belize has 
examined and integrated the needs 
of young men in its clinical services, 
moving away from being a traditional 
family planning provider to establish 
itself as a provider of, and advocate 
for, comprehensive sexual and 
reproductive health services for all.

Participation of young people in 
the work of Member Associations 
is almost universal, particularly in 
the implementation of youth projects. 
The most common form of youth 
participation is as peer educators 
who may also produce information, 
education and communication 
materials and undertake activities 
in youth centres and clinics. An 
increasing number of Member 
Associations have started involving 
youth volunteers in service provision 
(distributing condoms and pills) as 
well as providing counselling at 
youth centres (Box 3.5).
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IPPF goal:

Reduction in the global incidence 
of HIV and AIDS and the full 
protection of the rights of people 
infected and affected by HIV 
and AIDS.

Key achievements in HIV 
and AIDS, 2005–2009:

621 million  
condoms were distributed.

25 million  
HIV-related services were provided.

26.9 per cent  
increase in the proportion of 
eligible Member Associations 
involved in the Global Fund to Fight 
AIDS, Tuberculosis and Malaria 
Country Coordinating Mechanism.

HIV and AIDS

Prior to 2005, IPPF’s response to HIV 
focused mainly on primary prevention 
approaches, specifi cally behaviour 
change communication activities 
and condom distribution. Since then, 
IPPF’s approach has become more 
comprehensive, robust and technically 
sound, and one which promotes IPPF’s 
unique position as a leader in linking 
sexual and reproductive health and HIV.

The idea of linkages between sexual 
and reproductive health and HIV 
was still in its infancy in 2005. Since 
then, due to the persistent work of 
IPPF and partners such as UNFPA, 
WHO and UNAIDS, the importance 
of the links between sexual and 
reproductive health and HIV are now 
widely accepted. In many countries 
and regions, HIV disproportionately 
infects and affects vulnerable 
populations, who often lack access 
to appropriate sexual and reproductive 
health services. In order to address 
the sexual and reproductive health 
needs of all people – including those 
living with HIV – a prevention to 
care continuum framework is 
essential to guide the provision of 
a comprehensive service package.

In the past fi ve years, IPPF has made 
progress in its own delivery of 
services along the prevention to care 
continuum (Figure 3.6). In 2005, only 

31.7 per cent of Member Associations 
provided at least six of the nine 
HIV-related services along the 
continuum in comparison to 41.1 per 
cent in 2009. The number of HIV-
related services provided by Member 
Associations increased by more than 
seven times – from 1.3 million in 2005 
to 9.3 million in 2009 (Figure 3.7). For 
those Associations that have reported 
their data consistently over the fi ve-
year period, the number of HIV-
related services has more than trebled 
from 1.2 million in 2005 to nearly 
4.0 million in 2009. The number of 
condoms distributed has also increased 
dramatically from 2005 to 2009 from 
97.9 million to 152.4 million, and 
the number of sexually transmitted 
infection services has gone up from 
less than 1.0 million (818,500) in 2005 
to 6.0 million in 2009. 

Signifi cant progress has been made throughout the Federation 
in the area of HIV since 2005 as IPPF has developed both a 
comprehensive response to HIV that is situated within a larger sexual 
and reproductive health framework and also pioneered the global 
agenda in linking sexual and reproductive health and HIV responses. 

HIV and AIDS is 
a priority – and 
progress has been 
made on pushing 
the integration 
with sexual and 
reproductive health. 
IPPF donor
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Figure 3.6: Percentage of Member Associations that provide 
HIV and AIDS services along the prevention to care continuum, 
by type of service, 2009
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A key component of IPPF’s HIV 
strategy between 2005 and 2009 was 
the provision of bespoke technical 
support and capacity building efforts 
to a select number of global focus 
Member Associations (initially 17 
and by 2009, 22 Associations). These 
Associations were chosen on the basis 
of a range of criteria, including the 
scale and scope of the HIV epidemic 
in their countries, and their capacity 
to adapt and integrate HIV into their 
existing sexual and reproductive 
health programmes and services. 
They now provide clients with a full 
range of HIV-related services, and they 
have also broadened their scope to 
meet the needs of key populations, 
including people living with HIV, sex 
workers, people who use drugs and 
men who have sex with men. 

By increasing the quantity, breadth 
and scope of their HIV-related services 
and programmes, these global focus 
Member Associations are a blueprint 
for other Associations to follow when 
linking and scaling up their response 
to HIV. Fourteen of these global 
focus countries reported service data 
consistently from 2005 to 2009, and 
there was a signifi cant increase in 
the number of HIV-related services 
provided by these Associations – from 
315,939 in 2005 to 1.7 million in 2009. 
This increase (435.5 per cent) is greater 
than for the other non-global focus 
Member Associations (n=58) who 
reported consistently (149.4 per cent), 
highlighting how a combination of 
focused efforts and capacity building 
have led to substantially increased 
performance in the provision of 
HIV-related services by those Member 
Associations with bespoke support.

Figure 3.7: Number of HIV-related and STI services 
and number of condoms distributed, 2005–2009
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IPPF encourages institutional support 
of HIV through workplace policies. 
In 2005, 31.0 per cent of Member 
Associations had a written HIV 
workplace policy; by 2009, this 
proportion had risen to 69.9 per cent. 
In 2009, IPPF+ was established to 
promote and provide a supportive 
working environment for staff and 
volunteers across the Federation 
living with HIV.

Providing integrated services

Many Member Associations have 
integrated a number of HIV services 
into their existing sexual and 
reproductive health services, which 
allows clients to access comprehensive 
care in a stigma-free environment. 

Swaziland 
Swaziland has the highest HIV 
prevalence rate4 in the world and 
high rates of maternal mortality and 
sexually transmitted infections. The 
Family Life Association of Swaziland 
(FLAS) works in partnership with 
Population Services International 
(PSI) to create a holistic package 
of services and care for under-
served populations. The project 
was implemented in two rural 
communities in the Shiselweni 
region, the area with the highest 
poverty and HIV prevalence rates in 
Swaziland, and four factories on the 
Matsapha industrial site, where the 
workforce includes many women of 
reproductive age who have limited 
access to services. 

With clients in the factories not 
able to take time off work to travel 
to health facilities, a mobile clinic 
provided the factory workers with 
much needed access to essential 

Box 3.8: Integrating sexual and reproductive health and HIV services 

services. A perceived increase in 
confi dentiality led many clients to be 
tested for HIV. In the rural community 
sites, a support group was established 
and supported by the local network 
of people living with HIV. The group 
received training and mentoring on 
HIV and AIDS issues, and maternal, 
neonatal and child health. 

The initiative was successful in 
providing marginalized and 
under-served clients with 
contraception, HIV-related services 
and counselling as a comprehensive 
sexual and reproductive health 
package under one roof. FLAS and 
PSI have also worked closely with 
the Ministry of Health and Social 
Welfare to build the integration of 
HIV services into the current national 
family planning guidelines.

In a letter to partners,5 UNAIDS 
Executive Director Michel Sidibé 
said of a FLAS clinic, “This integrated 

clinic brings together family 
planning, antenatal care, maternal 
and child health services, prevention 
of mother-to-child transmission 
of HIV, HIV services and HIV 
counselling and testing, along with 
access to antiretroviral therapy. 
In the near future, I hope to see 
many more examples of integrated 
approaches to HIV.”

Furthermore, the close partnership 
between FLAS and PSI benefi ted the 
clients of both organizations. Initially, 
PSI was referring clients to FLAS 
for sexual and reproductive health 
services, and FLAS was referring 
clients to PSI for HIV services. 
Over time, by working together, 
the capacity of both organizations 
has improved to provide a full 
range of services at a single service 
delivery point so clients can receive 
a more comprehensive range of 
HIV and sexual and reproductive 
health services.

The cost savings and effi ciency of 
providing integrated services are 
the major benefi ts. This is crucial in 
ensuring increased access for under-
served and vulnerable populations 
and, in particular, to people living with 
HIV. Linking sexual and reproductive 
health and HIV services means that 
clients receive stigma-free services, 
client fl ow increases and follow-up 
visits occur more frequently (Box 3.8).

In 2009, IPPF, in collaboration with 
the London School of Hygiene and 
Tropical Medicine and Population 
Council, began to implement the 
INTEGRA project, a fi ve-year research 
project gathering evidence to 
determine the costs and benefi ts of 
using different models for delivering 
integrated HIV and sexual and 

reproductive health services in high 
and medium HIV prevalence settings. 
Three different models for delivering 
HIV services to reduce HIV infection 
and unintended pregnancy in existing 
sexual and reproductive health 
facilities, in both IPPF and government 
facilities, are currently being evaluated 
in Kenya, Malawi and Swaziland.

Since 2005, Member Associations 
have enhanced their ability to reach 
out to people living with HIV and 
other vulnerable populations. Several 
Member Associations have changed 
their approach to HIV prevention and 
aligned their HIV response to the 
local epidemic, which has resulted 
in increased attention to the needs 
of vulnerable populations in their 
strategies and programmes (Box 3.9).

15368_IPPF_5PR 05-09_Chapter3.indd   a3615368_IPPF_5PR 05-09_Chapter3.indd   a36 24/11/2010   12:2724/11/2010   12:27



IPPF Five-year Performance Report 2010 37

Since 2005, all of 
our programmes 
are integrated and 
deal with both HIV 
and sexual and 
reproductive health.
Member Association

Box 3.9: Reaching out to vulnerable populations

India 
Since 2007, FPA India (FPAI) has 
been working with men who have 
sex with men to increase access to 
a combination of HIV prevention 
and sexual and reproductive 
health services in a number of 
clinics. Clinic staff were trained in 
all aspects of sexually transmitted 
infection and HIV management and 
received sensitization training on 
sexuality issues, and the sexual and 
reproductive health and rights of men 
who have sex with men. The project 
ensured the clinics were stigma-free, 
re-framed services and awareness 
raising initiatives as learning and 
empowerment, established male 
drop-in centres and appointed men 
who have sex with men as facilitators 
to promote clinic facilities. One client 
said, “I have never disclosed my 
sexual identity to my wife and I did 
not take any interest in her health 

and well-being. After I began visiting 
the FPAI drop-in centre, I realized 
that she also needs access to health 
care and I brought her to the FPA 
clinic. Now we both have access 
to sexual and reproductive health 
services under the same roof and 
the staff here have maintained my 
confi dentiality.”

Macedonia 
In the former Yugoslav Republic of 
Macedonia, the Health Education 
and Research Association (HERA) 
has delivered high quality HIV 
counselling and testing to hard to 
reach populations, such as people 
who use drugs. In 2008, HERA 
introduced the rapid hepatitis C virus 
test within the scope of services 
provided by a mobile outreach team. 
HIV counselling and testing were also 
integrated into HERA’s youth friendly 
sexual and reproductive health services.

Uganda 
Reproductive Health Uganda (RHU) 
is working with women engaged 
in sex work to increase their access 
to integrated HIV and sexual and 
reproductive health services, and 
to tackle the socio-cultural 
barriers that increase their 
vulnerability. A new drop-in clinic, 
as well as outreach work, have 
dramatically improved uptake of 
voluntary counselling and testing, 
management of sexually transmitted 
infections, contraception and 
referral for antiretroviral treatment. 
RHU also provides a range of 
non-health services, including 
income-generating activities, to 
meet the needs of the women.
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New initiatives such as the People 
Living with HIV Stigma Index (Box 3.10) 
and the Love, Life and HIV videos have 
encouraged Member Associations to 
reach out to people living with HIV. 
At the same time, the fi ndings and 
stories from these initiatives have 
provided Member Associations with 
evidence to inform their service 
provision, stigma reduction activities 
and advocacy.

Strategic core partnerships have 
contributed to IPPF’s achievements in 
the area of HIV during the past fi ve 
years and improved IPPF’s international 
standing in the HIV fi eld. Partnerships 
were formed with a number of 
different actors, including government, 
public and private service providers, 
non-governmental organizations and 
networks of people living with HIV 
(Box 3.11).

Nationally, Member Associations 
have built partnerships with other 
HIV service delivery organizations, 
which enable them to refer clients 
for treatment that the Member 
Associations cannot themselves 
provide, thus improving the continuity 
of care for clients. The Kenyan 
Member Association, for example, 
refers clients living with HIV to other 
organizations for nutritional support. 
At the same time, referrals from 
networks of people living with HIV 
to the Member Association have 
increased access for these groups. 
These partnerships have helped build 
the capacity of the Kenyan Association 
and its partner organizations to better 
provide HIV prevention, treatment and 
care services. 

In 2009, 68.5 per cent of Member 
Associations had formal or informal 
partnerships with national networks 
of people living with HIV, which 
enables them to better understand 
and respond to their needs. 

Box 3.10: The People Living with HIV Stigma Index 

IPPF, in collaboration with UNAIDS, 
the Global Network of People Living 
with HIV and the International 
Community of Women living with 
HIV and AIDS, developed the People 
Living with HIV Stigma Index. This 
is a unique tool to measure and 
detect changing trends in relation 
to stigma and discrimination 
experienced by people living with 
HIV, and to unpack the nature, 
causes and effects of stigma. The 
Stigma Index can inform enhanced 
service provision and help develop 
the systems and structures necessary 
to better support people living with 
HIV. As a research initiative that is 
both by and for people living 
with HIV, the process has proved 
to be just as important as the 
product itself. The Index has been 
disseminated through regional 
training workshops, bringing 
together over 90 organizations 
from 69 countries. In 2009, IPPF 
began implementing the Index 
in 11 countries.

Putting the Stigma Index 
into practice 

Dominican Republic 
The Dominican Republic was the fi rst 
country where a team of researchers 
from two of the national networks 
of people living with HIV worked 
alongside Profamilia, the Member 
Association, to implement the 
Index. Almost 900 interviews were 
completed in four geographical regions 
covering 20 of the 32 provinces. In 
addition to asking questions about 
stigma, discrimination and living with 
HIV, the Index also includes a special 
focus on women, gender-based 
violence and young girls.

The individual stories collected 
describe the experiences of people 
living with HIV and have led to an 
improved understanding of the 
challenges they face. Profamilia has 
responded with increased advocacy, 
strengthened partnerships with 
various networks, and tailor-made 
sexual and reproductive health 
services for people living with HIV.

Suriname 
The Member Association in 
Suriname, Stichting Lobi, has 
become the model for sexual 
and reproductive health services 
and HIV prevention in the country, 
providing nearly three quarters of 
Suriname’s sexual and reproductive 
health services and working with the 
government and other organizations 
to address HIV needs. 

Stichting Lobi advises government 
agencies on the prevention and 
treatment of HIV and other sexually 
transmitted infections. It heads the 
Surinamese HIV/AIDS Network and 

Box 3.11: Leading HIV prevention and treatment  

works directly with local non-
governmental organizations to 
provide HIV prevention, treatment 
and education to vulnerable groups, 
such as sex workers, youth, people 
living in rural areas and men who 
have sex with men. By integrating 
the work of public and private sector 
agencies, capitalizing on knowledge 
of local culture and applying the 
latest technologies to infl uence 
lasting behavioural change, Stichting 
Lobi is working to reduce the 
number of new HIV infections in 
Suriname and to mitigate the impact 
of AIDS, particularly for women of 
reproductive age.
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In 2005, we were 
only focusing on HIV 
awareness raising and 
ABC prevention. We 
have since expanded 
our services and are 
the only NGO [in our 
country] that provides 
HIV treatment, care 
and support.
Member Association

Some Member Associations used 
their partnerships with these networks 
to increase the involvement of key 
populations in programme design 
and implementation. The Member 
Associations in Mexico and Sudan, 
for example, include people living with 
HIV as peer counsellors in their HIV 
programmes, while the Associations in 
Egypt, Ethiopia, Malawi and Morocco 
set up peer support groups led by 
people living with HIV.

In 2005, only 36.5 per cent of 
eligible Member Associations surveyed 
reported to be part of the Global Fund 
to Fight AIDS, Tuberculosis and Malaria 
Country Coordinating Mechanism 
(CCM) processes in their countries, 
either as an active member of the CCM 
or as a principal recipient. By 2009, 
the proportion of eligible Associations 
involved had risen to 63.4 per cent. 
IPPF has also formed a number of key 
regional and international partnerships. 
For example, IPPF has been able to 
push forward the linkages agenda by 
working closely with UNAIDS, UNFPA, 
WHO and other key organizations at 
both the regional and international 
levels. The elevated status of IPPF as 
a credible HIV organization as well 
as a sexual and reproductive health 
organization has allowed Regional 
Offi ces to win contracts to manage 
or co-manage UNAIDS Technical 
Support Facilities in three sub-regions: 
Southeast Asia and the Pacifi c, Eastern 
Europe and Central Asia, and East 
Africa (Box 3.12).

Another area of work that has become 
stronger since 2005 is advocacy on 
HIV-related issues. Several Member 
Associations have been involved in 
the review and/or development of 
national HIV policies or action plans, 
service delivery guidelines and national 
strategies for the integration of sexual 
and reproductive health and HIV. In 
addition to actively trying to infl uence 
national policies and legislation, 

Box 3.12: Collaboration with UNAIDS in Southeast Asia 
and the Pacifi c 

UNAIDS developed Technical Support 
Facilities in selected regions around 
the world to ensure that local and 
regional competency to respond to 
the challenges of the HIV epidemic 
was strengthened and so that 
regional variations and nuances 
of the epidemic would be met. 

In 2006, UNAIDS awarded the 
Technical Support Facilities for 
South East Asia and the Pacifi c to 
IPPF’s East and South East Asia and 
Oceania (ESEAO) Regional Offi ce. 
This is a great vote of confi dence 
in the role of IPPF in spearheading 

a strong HIV and AIDS agenda, 
and another example of where 
IPPF is involved in health systems 
strengthening. This role was 
awarded to the Regional Offi ce 
again in 2010.Since 2006, the ESEAO 
Regional Offi ce has been responsible 
for managing the provision of 
technical expertise, on request, 
to national AIDS coordinating 
authorities, government ministries 
and departments, civil society, 
non-governmental organizations, 
the business sector, and development 
agencies in the South East Asia and 
the Pacifi c region.

IPPF Regional Offi ces and Member 
Associations have worked to create 
a more supportive environment for 
responding to HIV at local and national 
levels. This includes activities such as 
encouraging public dialogue on HIV 
and stigma, working with community 
and religious leaders, and promoting 
positive language in media coverage.

IPPF is at the forefront of efforts to 
raise awareness about the impact 
of laws and policies that criminalize 
HIV transmission and/or exposure, 
an increasingly worrying trend 
borne out of misunderstanding 
and discrimination. In 2008, IPPF 
launched the publication Verdict on 
a Virus: Public Health, Human Rights 
and Criminal Law, which attracted 
widespread media attention and 
promotes ongoing debate in the 
public arena. IPPF’s campaign 
‘Criminalize Hate, Not HIV’ has 
proved to be a rallying call for 
Member Associations and partners 
around the world to advocate for 
supportive and enabling policy 
environments that promote voluntary 
disclosure and shared responsibility.
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Women continue to die needlessly 
from complications due to unsafe 
abortion. This is a result of the 
continued high unmet need for 
contraception and restrictive national 
abortion laws and policies which 
prevent women from accessing safe 
abortion services when unwanted 
pregnancies occur. Of the 42 million 
abortions performed each year, almost 
half (20 million) are unsafe, resulting in 
the death of 70,000 women and an 
estimated 5 million hospitalized for the 
treatment of complications.6 In nearly 
all countries of the world, abortion 
is permitted within the law to save 
the life of the pregnant woman 
and/or when the pregnancy results 
from rape or incest. In many countries, 
however, there is a widespread lack of 
awareness as to what the law permits, 
not only among the general public, but 
also among policy makers and health 
professionals. Access to safe and legal 
abortion is often further limited by 
consent requirements, legislation on 
who can provide abortions and in 
what facilities, fi nancial constraints and 
geographical distance from services.

IPPF is committed to promoting a 
woman’s right to choose and have 
access to safe abortion and to a 
reduction in unsafe abortion. 
During the past fi ve years, this 
commitment has strengthened 
across the Federation, resulting in 
a signifi cant increase in the number 
of abortion-related activities.

The adoption of abortion as one 
of the Five ‘A’s in the current IPPF 
Strategic Framework can itself be 
seen as a major achievement and 

has had a considerable impact on the 
extent to which the issue is addressed 
at all levels of the Federation. The 
progress made in the area of abortion 
since 2005 is notable given the 
challenging environment that many 
Member Associations work in and the 
comparatively small amount of work 
on abortion that was being done 
across the Federation before 2005. 
The number of abortion-related 
services provided has increased 
dramatically, from just over 200,000 
in 2005 to more than 1.4 million in 
2009 (Table 3.13). For the 72 Member 
Associations that reported consistently 
from 2005 to 2009, the number of 
abortion-related services increased 
from 207,090 in 2005 to 727,379 
in 2009.

Since 2005, a number of Member 
Associations have engaged in values 
clarifi cation exercises on abortion and 
introduced other institutional changes 
to foster an improved environment for 
the provision of abortion services and 
for advocating for increased access 
to safe abortion (Box 3.14). The result 
has been an increase in all types of 
abortion services provided, as well 
as more advocacy and awareness 
raising on the importance of access 
to safe and legal abortion. Continued 
advocacy efforts have huge benefi ts 
when they result in legislative changes 
that support every woman’s right 
to choose and access safe and legal 
abortion. Legislative changes in some 
countries have meant that Member 
Associations are able to expand the 
types of abortion services they, and 
other organizations, can provide 
(Box 3.15).

IPPF goal:

A universal recognition of a 
woman’s right to choose and 
have access to safe abortion, 
and a reduction in the incidence 
of unsafe abortion.

Key achievements in 
abortion, 2005–2009:

3.9 million 
abortion-related services 
were provided.

41.7 per cent  
of all abortion-related services 
were provided to young people 
in 2009, compared to 29.0 per 
cent in 2005.

72.7 per cent 
of Member Associations that offer 
clinical abortion services provided 
more than one method in 2009.

Since 2005, the proportion of Member Associations advocating 
for reduced restrictions and/or greater access to legal abortion has 
increased from just over half to more than two thirds in 2009. These 
efforts have resulted in 52 legislative or policy changes in support of 
safe abortion.

Abortion
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Box 3.14: Working towards 
institutional attitude shifts 
on abortion

Western Hemisphere region
All Member Associations in the 
Western Hemisphere region have 
been involved in workshops to 
discuss values, perspectives and 
realities of unwanted pregnancy, 
and they have all developed formal 
position statements on abortion.

Africa
The majority of African Member 
Associations have taken part in 
a workshop to explore and clarify 
their views on abortion and to 
bridge the gap between policy 
and action.

South Asia
The Member Associations in 
India and Nepal have developed 
institution-wide safe abortion 
policies, which make provision for 
adequate training for abortion 
service providers. The policies also 
spell out how best to make safe 
abortion services available and 
accessible to vulnerable groups such 
as people living with HIV and AIDS, 
sex workers and unmarried women.

Since 2005, Member Associations 
that offer clinical abortion services 
have expanded the repertoire of 
services they provide. In 2009, the 
majority (72.7 per cent) of Member 
Associations were able to provide 
more than one method of abortion, 
in comparison to only half in 2005.

Table 3.13: Number of abortion-related services provided, 
by type of service, 2005 and 2009

Type of service
2005
n=87

2009
n=122

Referrals to external abortion services 2,538 15,354

Abortion – consultation/diagnostic 13,684 55,958

Post-abortion care 9,651 63,983

Medical abortion 13,047 151,640

Induced surgical abortion 16,964 369,417

Pre- and post-abortion counselling 163,345 755,142

Total 219,229 1,411,494

Ethiopia
In 2006, Ethiopia’s previously 
restrictive abortion law was liberalized 
to allow abortion under a number 
of circumstances, such as when 
the pregnancy is a result of rape 
or incest, where the life or health 
of the woman or child is in danger, 
or where the pregnant woman 
is deemed physically or mentally 
unfi t to bring up a child. Following 
the legislative change, the Family 
Guidance Association of Ethiopia 
(FGAE) started to offer surgical 
abortion in its clinics.

Early in 2009, FGAE introduced 
medical abortion as an additional 
service, using a combination of 
mifepristone and misoprostol 
distributed under the name 
Medabon. The decision to introduce 
Medabon in addition to surgical 
abortion was taken to give clients 
a wider choice, and to make 
abortion available in youth centres 
which do not have the facilities 
needed for surgical procedures. 
In 2009, FGAE provided a total of 
5,621 safe abortion services.

Box 3.15: Introducing abortion services

We need to accept 
that young women 
seeking abortion 
services is a normal 
occurrence.
Midwife, Family Planning 
Association of Burkina Faso
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Unsafe abortions 
can seriously harm. 
In case of unwanted 
pregnancies, let’s 
support our 
daughters to seek 
services that are safe!
Member Association

Despite strong legal and cultural 
restrictions in many countries, a 
number of Member Associations 
have worked since 2005 to 
increase access to safe abortion 
by conducting awareness raising 
activities; providing information, 
education and communication on 
unsafe abortion and on the legal 
status of abortion; working on the 
prevention of unwanted pregnancies; 
and conducting research on abortion 
issues at country level (Box 3.16). 
Progress is being made at all levels 
of the Federation to raise awareness 
of the public health and social justice 
impact of unsafe abortion, and to 
generate a commitment among policy 
makers, health professionals and the 
general public to the reduction of 
its incidence. 

IPPF has taken some bold steps in 
global and country-level advocacy on 
abortion. In 2009, about two thirds 
of Member Associations advocated 
for changes in restrictive abortion 
laws and/or increased access to safe 
abortion, an increase from 53.2 per 
cent in 2005. 

The advocacy initiative of the Member 
Association and other partners in 
Togo resulted in a new law in 2007 
on sexual and reproductive health, 
which includes a section clarifying the 
circumstances under which abortion 
is legal. In Portugal, the Member 
Association’s tireless campaigning 
contributed to a change in 2007 
in the abortion law, which now 
allows abortion during the fi rst 
10 weeks of pregnancy. In Armenia, 

Box 3.16: Safe abortion in the Arab World

Morocco 
In 2007, Association Marocaine de 
Planifi cation Familiale commissioned 
a study on the extent and 
consequences of unsafe abortion. 
Its aim was to uncover the social, 
economic and public health costs of 
unsafe abortion and to bring these to 
the attention of decision makers and 
the general public. The study involved 
a literature review, collection and 
analysis of available statistics, 
an assessment of the position of 
Islam on abortion, and testimonies 
from women and health professionals 
affected by unsafe abortion. The 
research fi ndings were widely 
disseminated and gained extensive 
media coverage, sparking an 
important public debate on this 
controversial topic.

Palestine 
The Palestinian Family Planning and 
Protection Association established 
a network of organizations at local 
levels and together with these groups 
conducted a review of Palestinian 
laws as they relate to women’s 
reproductive rights, including 
abortion. It carried out a series of 
lectures to which religious leaders 
and Member Association service 
providers were invited, with a view 
to correcting some of the public 
misinterpretation regarding abortion, 
and produced a short documentary 
fi lm that highlights the risk of unsafe 
abortion. Through this work, the 
Association succeeded in getting 
the fi rst ever media coverage of the 
abortion issue in the West Bank.
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‘For Family and Health’ Pan-Armenian 
Association (PAFHA) reviewed the 
new national abortion guidelines and 
made recommendations on how to 
train providers and pharmacists. The 
fi nal guidelines were endorsed by the 
Ministry of Health.

IPPF has also successfully mobilized 
resources for abortion-related 
activities, including US$15.1 million 
provided by a consortium of fi ve 
donors for the Safe Abortion Action 
Fund, which is administered by 
IPPF, and US$13.5 million for the 
Global Comprehensive Abortion 
Care Initiative (Box 3.17). Member 
Associations’ have also made 
signifi cant contributions in the area of 
health systems strengthening to build 
the capacity of government providers 
to carry out safe abortions (Box 3.18).

Box 3.17: The Global Comprehensive Abortion Care Initiative

In 2007, IPPF began to implement 
the Global Comprehensive Abortion 
Care Initiative (GCACI) to build 
the capacity of seven Member 
Associations (Armenia, Bangladesh, 
Burkina Faso, India, Indonesia, 
Nepal and Mongolia) to provide 
comprehensive abortion care and 
contraceptive services. The project 
has focused on upgrading clinics 
and increasing service provider 
competence in offering manual 
vacuum aspiration, medical abortion, 
treatment for incomplete abortion 
and post-abortion contraception. 

By the end of 2009, 35,861 clients 
had benefi ted from comprehensive 
abortion care services provided 
by GCACI Member Associations. 
Post-abortion contraceptive uptake 
increased with most Associations 
achieving over 85.0 per cent in 2009, 
an increase from the baseline of 

approximately 40.1 per cent in 2007. 
Moreover, a total of 147,387 clients 
have received contraceptive services, 
more than a 111.1 per cent increase 
since the start of the initiative.

Key GCACI highlights include the 
Family Planning Association of Nepal 
working with pharmacists to refer 
women to clinics for contraceptive and 
safe abortion services; the Member 
Association in Bangladesh increasing 
the capacity of paramedics to provide 
menstrual regulation services; and the 
Association in Burkina Faso introducing 
therapeutic abortion and treatment 
of incomplete abortion services 
using manual vacuum aspiration 
or misoprostol. 

In addition to improving access to 
safe abortion services, the Member 
Association in Indonesia secured 
community support for increasing 

access to safe abortion services, 
resulting in community and religious 
leaders speaking in favour of the 
work carried out by the Association. 
The Armenian and Mongolian 
Member Associations have been 
included in revising National Abortion 
Guidelines and Standards. This has 
contributed to raising their profi le as 
key stakeholders in the fi eld of sexual 
and reproductive health service 
delivery and policy development in 
their countries.

GCACI has also supported 
organizational learning on abortion. 
For example, the First Trimester 
Abortion Guidelines and Protocols: 
Surgical and Medical Procedures have 
been produced and disseminated 
to Member Associations and others 
outside the Federation to provide 
guidance on the provision of high 
quality abortion services.

Box 3.18: Regional initiatives to increase access to safe 
abortion in Europe and the Western Hemisphere region

Europe
In 2005, IPPF European Network 
launched a regional abortion 
initiative, under which six Member 
Associations (Armenia, Georgia, 
Kazakhstan, Kyrgyzstan, Tajikistan 
and Uzbekistan) worked to improve 
the quality and availability of 
abortion services in their countries 
through capacity building in mostly 
government ‘partner clinics’. The 
participating Member Associations 
established well organized referral 
systems with these clinics, and 
have also provided them with 
training on issues such as manual 
vacuum aspiration, medical abortion 
and quality assessment. These 
Associations have successfully 
improved the quality of abortion 
services provided in their countries.  

Western Hemisphere region
IPPF Western Hemisphere Regional 
Offi ce has worked with participating 
Member Associations to develop 
the ‘harm reduction model’ that 
was fi rst introduced by Iniciativas 
Sanitarias, a civil society organization 
in Uruguay. This is an approach 
whereby women facing unwanted 
pregnancies are offered value-free 
counselling to inform them of the 
risks and complications resulting 
from unsafe abortion, and are given 
information on how to access any 
safer abortion methods that may be 
available to them within the local 
legal context. In 2008, the Member 
Associations in Mexico, Peru and 
Venezuela made signifi cant progress 
in implementing this model in their 
clinics as well as in expanding the 
model to local public hospitals.
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Since 2005, Member Associations 
have made signifi cant achievements 
in enabling access to sexual and 
reproductive health information and 
services, thereby contributing to 
achieving MDG 5. In order to meet 
the sexual and reproductive health 
needs of individuals, IPPF takes a 
comprehensive, integrated and rights-
based approach to service provision, 
including contraception, abortion-
related services, gynaecology, sexually 
transmitted infections and HIV-related 
services, antenatal, post-natal and 
newborn care, gender-based violence 
screening and care, and reproductive 
cancer services. In the past fi ve years, 
Member Associations have provided 
251 million sexual and reproductive 
health services using an integrated 
model of service provision. Where 
service delivery points have fewer 
resources to deliver this integrated 
package of services, we screen for 
clients’ needs for other services and 
refer to other Member Association 
delivery points or to other providers. 
IPPF aims to reach those most in need 
through a range of different types of 
service delivery points, including static 
clinics, mobile/outreach clinics, 
community-based distribution, and 
other public and private agencies 
(government, pharmacies and 
physicians), and in urban, peri-urban 
and rural locations, including slums 
and camps for refugees and internally 
displaced persons.

Reaching the most 
vulnerable

Since 2005, Member Associations 
have focused on reaching more 
vulnerable clients who otherwise 
would not have access to sexual 
and reproductive health services 
and information (Box 3.19). Many 
Member Associations have designed 
their service delivery points to be 
non-intimidating, and user- and 
youth-friendly, offering a safe and 
demedicalized space free from stigma 
and judgment. In some instances 
when there have been shortages of 
doctors, community-based health 
workers and mid-level providers have 
been trained to deliver services and 
perform medical procedures, such 
as implants and intrauterine device 
insertion and removal, increasing access 
to clients in resource-poor settings. 

IPPF goal:

All people, particularly the 
poor, marginalized, the socially-
excluded and under-served are 
able to exercise their rights, 
to make free and informed 
choices about their sexual and 
reproductive health, and have 
access to sexual and reproductive 
health information, sexuality 
education and high quality 
services including family planning.

Key achievements in 
access, 2005–2009:

22 million  
pregnancies averted.

6 million
STI/RTI services were provided 
in 2009, a seven-fold increase 
from 2005.

7 in 10  
of all our clients are poor 
or vulnerable.

Since 2005, IPPF has provided 251 million sexual and reproductive 
health services and has greatly improved access to poor and 
vulnerable groups, including young people.

Access

IPPF’s geographic 
reach into peri-urban 
and rural areas is 
unparalleled by any 
other international 
non-governmental 
organization working 
in sexual and 
reproductive health.

15368_IPPF_5PR 05-09_Chapter3.indd   a4415368_IPPF_5PR 05-09_Chapter3.indd   a44 24/11/2010   12:2724/11/2010   12:27



IPPF Five-year Performance Report 2010 45

Access to quality 
sexual and 
reproductive health 
and rights services 
was strengthened 
after 2005 without 
discrimination to 
sex or social group. 
Our vision is to be a 
centre of excellence 
in sexual and 
reproductive health.
Member Association

Box 3.19: Serving vulnerable clients in Africa and Europe

Africa
In the past fi ve years, Member 
Associations in Africa have 
provided comprehensive sexual and 
reproductive health information 
and services to displaced people 
and during humanitarian crises. 
For example, in Chad, Association 
Tchadienne pour le Bien-Être 
Familial was the fi rst organization 
in the country to provide sexual 
and reproductive health services in 
refugee camps, and the Association 
Burundaise pour le Bien-Être Familial 
received funding from UNFPA to run 
mobile clinics to provide services 
to internally displaced people and 
returnees in Burundi. 

The Member Association in 
Cameroon, CAMNAFAW, has been 
providing sexual and reproductive 
health services, including HIV and 
AIDS services, to sexual minorities 

in Yaoundé. It has also promoted an 
understanding of their rights within 
the law, even though homosexuality is 
still a crime in the country. In Uganda, 
Reproductive Health Uganda has 
provided sexual and reproductive 
health services to sex workers in the 
informal settlement areas of Kampala, 
given them support and advice to 
pursue other income options should 
they decide to stop sex work, and 
strengthened capacity of community 
support workers to be peer educators.

Europe
Through a regional project, Member 
Associations in Albania, Bosnia and 
Herzegovina, Bulgaria, Hungary, 
Macedonia and Slovakia have reduced 
barriers for Roma to access sexual 
and reproductive health services. 
The project adopted an integrated 
community approach establishing 
sustainable partnerships with the 

Roma communities and other 
marginalized people living in areas 
with a large Roma presence. The 
Member Associations worked with 
communities of greatest needs and 
introduced concepts of local decision 
making, self-help and sustainability.

Health mediation between the 
service providers and the Roma 
community is an example of good 
practice to reduce barriers for Roma 
accessing sexual and reproductive 
health care. For example, the 
Bulgarian Family Planning and Sexual 
Health Association (BFPA) and its 
partners trained more than 50 
Roma health mediators throughout 
the country, and after an intensive 
advocacy campaign, the profession 
of health mediator was recognized 
in 2006 by the Ministry of Labour 
and Social Welfare.
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Now I don’t know if 
we can do our work 
without using it [IPPF 
Declaration]. This is 
obvious for me.
Member Association

Working in 
humanitarian settings

Member Associations throughout the 
Federation have also been increasingly 
involved in providing sexual and 
reproductive health emergency 
response in humanitarian settings, 
including through the SPRINT Initiative 
(Box 3.20). IPPF is working with other 
agencies to address the sexual and 
reproductive health needs of the 
millions of women, men and youth 
who are displaced by confl ict and 
natural disaster. The SPRINT Initiative 
has built the capacity of more than 
4,000 humanitarian workers in 68 
countries, involving 38 Member 
Associations. These people have 
been trained on how to ensure 
life-saving sexual and reproductive 
health services are provided during 
humanitarian emergencies. In a crisis, 
women, children and youth, who 
make up 75 to 80 per cent of the 
estimated 65 million people currently 
forcibly displaced from their home 
by confl icts or natural disasters, 
are more vulnerable to rape, HIV 
transmission, unintended pregnancies, 
unsafe abortion, and maternal ill 
health and death. Despite this, sexual 
and reproductive health is often not 
prioritized in emergency situations.

IPPF’s Declaration on 
Sexual Rights

In 2008, IPPF published Sexual rights: 
an IPPF Declaration. The Declaration, 
which has been translated into 24 
languages, refl ects our commitment to 
a rights-based approach to sexuality.
The Declaration seeks to expand 
IPPF’s vision and belief in sexual 
and reproductive health as integral 
elements of the rights of all people, 
regardless of age, sex, race, gender 
identity, sexual orientation, disability, 
HIV status, and social and marital 
status, to enjoy the highest attainable 
standard of health. It also recognizes 
that many expressions of sexuality are 

non-reproductive. The Declaration’s 
inclusive and comprehensive vision 
highlights the interrelationship 
between sexual rights and 
development, freedom, equality 
and dignity.

The process of developing the 
Declaration created a new space for 
dialogue and engagement. Through 
diverse discussions at national, 
regional and international levels, this 
process enhanced IPPF volunteers’ 
and staff’s comprehension of the 
nature of human rights related to 
sexuality, as well as the differences 
and commonalities between sexual 
rights and reproductive rights. 
The Declaration is being integrated 
into all Member Associations’ 
programmes and advocacy work 
across the Federation.

Working in partnership with the 
University of New South Wales, 
the Australian Reproductive Health 
Alliance, UNFPA, UNHCR, UNOCHA 
and WHO, IPPF launched the SPRINT 
Initiative in the East and South East 
Asia and Oceania region to put the 
Minimum Initial Service Package 
(MISP) for Reproductive Health in 
Crisis Situations into practice. The 
SPRINT Initiative is currently the 
only multi-country programme that 
works to build the capacity of local 
actors to coordinate and implement 
the priority sexual and reproductive 
health services of the MISP in 
humanitarian settings.

Philippines
In the Philippines, the effectiveness of 
the SPRINT Initiative was tested when 
typhoons Ondoy and Pepeng hit the 
country in late 2009, displacing over 
half a million people. The SPRINT-
trained Family Planning Organization 
of the Philippines (FPOP) worked to 

implement the MISP in the aftermath 
of the typhoons. They carried out 
sexual and reproductive health medical 
missions, conducted information 
sessions in the eight most affected 
sites, and provided reproductive 
health kits to provincial and city health 
offi ces. Apart from the Philippine 
National Red Cross, FPOP was the 
only local organization present at 
the health cluster meetings, and it 
played an essential role in advocating 
to the local government on the 
implementation of the sexual and 
reproductive health response. 

Speaking about the SPRINT funded 
FPOP response to typhoon Ondoy, 
former Australian Reproductive 
Health Alliance CEO Jane Singleton 
said, “There were 125 pregnant 
women – some of them looked 13 
or 14 years old. Who knows how 
they manage in those circumstances 
but at least there is a chance of them 
having the babies safely.”

Box 3.20: The SPRINT Initiative
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Box 3.21: Quality of care assurance

All standards must be adhered to 
in all service delivery points:

•  comply with written standards/
protocols/norms that are consistent 
with IPPF’s Medical and Service 
Delivery Guidelines for Sexual 
and Reproductive Health Services

•  have procedures to ensure clients’ 
perceptions on service provision 
are taken into account 

•  provide orientation and ongoing 
training to staff in all Member 
Association service delivery points 

•  have mechanisms in place to 
regularly assess the technical 
competence of service providers 
in the delivery of sexual and 
reproductive health services, 
infection prevention and 
client-provider interaction

•  implement strategies/approaches 
to assess the quality of care 
provided

•  have the right conditions to 
deliver sexual and reproductive 
health services

Before the project came, there was no access 
to medical care and no information on status 
of HIV, or family planning or sexual and 
reproductive health. Their faces have changed 
to a smile because they have access to free 
medical care.
Young client in Kenya

The Declaration is an invaluable 
tool for rights-based programming 
and sexual rights advocacy. Since its 
production, a number of Associations 
have implemented successful sexual 
rights projects that are inclusive of 
all populations. The Declaration has 
contributed to advocacy on the right 
to safe abortion in Northern Ireland. 
Profamilia Colombia has developed 
an online tool that unpacks sexuality 
concepts and suggests practical ways 
in which the Declaration can be used 
by health workers and volunteers. 
Profamilia Puerto Rico has worked 
with university students to underscore 
the importance of sexual rights as 
human rights related to sexuality. 
In Indonesia, Malaysia and Pakistan, 
sexual rights sensitization and advocacy 
have been carried out among staff, 
partners and the media.

Quality of care

Another major Federation-wide 
achievement in the area of access 
since 2005 has been the improved 
quality of services that Member 
Associations provide. In order to 
ensure high quality care, Member 
Associations provide professional 
training and development in sexual 
and reproductive health and rights 
to service providers. In 2009, Member 
Associations reported providing such 
training to nurses (81.5 per cent), 
counsellors (76.0 per cent), teachers 
(72.6 per cent), midwives (69.2 per 
cent) and doctors (67.8 per cent). 
Also, the proportion of Member 
Associations with quality of care 
assurance systems that use a 
rights-based approach has increased 
over the past fi ve years, from 65.0 per 
cent in 2005 to 83.7 per cent in 
2009 (Box 3.21); and many Member 
Associations have continued to build 
on the work of the Quality of Care 
programme, which ended in 2006 
(Box 3.22). 
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Box 3.22: Quality of Care programme

In 2006, the successful Quality of 
Care programme ended for the 
34 Member Associations that were 
involved. This initiative improved the 
quality of sexual and reproductive 
health services provided by IPPF 
service delivery points around the 
world and continues to contribute 
to Member Associations’ focus 
on quality assurance. Through a 
self-assessment process, local staff 
(clinical and non-clinical) identifi ed 
areas that required improvement in 
their service delivery points and then 
developed and implemented action 
plans to address those needs. All 
personnel – regardless of position 
or rank – participated in this process. 
A major part of quality improvement 
was on training service providers on 
issues related to quality of care, such 
as interpersonal communication and 
prevention of infection techniques. 
A key fi nding of the Quality of Care 
programme was that improvements 
in quality, such as increased 
confi dentiality, dignity, comfort 
and continuity of services, have 
led to an increase in client fl ow.

Since the end of the programme, 
Member Associations have integrated 
Quality of Care approaches within 
their service delivery systems. Also, 
a number of those involved in the 
programme have since provided 
technical support on strengthening 
quality of care to other Member 
Associations.

Mexico 
As part of its action plan, Mexfam 
trained nurses and physicians from 
its clinics around the country in 
counselling skills and infection 
prevention. Libraries were created at 
36 clinics to facilitate access to technical 
publications for clinical staff. Job 
descriptions for all staff were updated, 
and the Association’s administration 
manual was updated and distributed 
to all clinics. Mexfam also renovated 
four clinics and provided new 
equipment. Client suggestion boxes 
were made available at all service 
delivery points, and monthly analysis 
and subsequent discussions with 
service providers now take place.

Pakistan 
The Family Planning Association 
of Pakistan (FPAP) focused on 
strengthening infrastructure, 
purchasing equipment and 
instruments, and developing 
information, education and 
communication materials in local 
languages. Training for service 
providers was also a major 
component and included areas such 
as HIV and AIDS and emergency 
contraception. As a result, FPAP 
service providers have become more 
conscious of quality when delivering 
services, including in their interaction 
with clients. FPAP also put systems 
in place to receive client feedback 
on service delivery issues, including 
cleanliness of the clinic, attitude of 
staff and client satisfaction with 
medical treatment. 

Quality of care has been an eye opener to us. 
Before, we were offering services and thinking 
that we were doing very well. But after the 
Quality of Care programme, we realized that 
we were not doing justice to the clients, 
in particular in relation to their rights. Now 
we feel satisfi ed and proud of ourselves.
Senior nurse, Member Association
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Over the last fi ve years, Member 
Associations have faced continued 
challenges in securing quality sexual 
and reproductive health and rights 
services for all. In many countries, 
conservatism, restrictive legal 
environments, stigma, poor policy 
implementation and resourcing, 
and a lack of transparency and 
accountability mechanisms have 
affected the realization of sexual and 
reproductive health and rights. The 
persistent lack of high level political 
will and priority afforded to sexual 
and reproductive health and rights 
has also led to signifi cant declines 
in donor and national funding.

Despite these constraints, IPPF has 
continued to advocate at national, 
regional and international levels 
for public, political and fi nancial 
commitments to sexual and 
reproductive health and rights. 
This work has helped realize rights 
that have previously been denied, 
defended rights that have been 
threatened, and increased access to 
much needed sexual and reproductive 
health information and services to 
millions of people around the world.

Global advocacy

In the past fi ve years, IPPF has 
strengthened its advocacy in the 
international sexual and reproductive 
health and rights community and 

is increasingly acknowledged and 
respected for its bold stance on 
contentious issues such as abortion, 
sexual diversity, adolescent sexual and 
reproductive health, and sexual rights.

IPPF has made several important 
achievements in advocating for 
increased recognition of sexual 
and reproductive health and rights. 
For example, IPPF advocacy with 
other civil society actors successfully 
addressed the omission of universal 
access to reproductive health 
in the MDG framework. In the 
run-up to the 2005 United Nations 
Millennium Summit, IPPF developed 
a strategy to target Member State 
governments to raise the priority 
of universal access to reproductive 
health as a key development concern. 
As a result, and despite high level 
resistance to the inclusion of this 
reproductive health target, many 
Member States supported IPPF’s call 
for recognition of the target in their 
offi cial statements. IPPF’s advocacy, 
combined with Member States’ 
insistence on including a reproductive 
health target under MDG 5, led to 
the eventual inclusion of universal 
access to reproductive health as a 
target following deliberations by the 
Inter-Agency Expert Group in 2006. 
This has ensured that reproductive 
health is central to the MDG 
framework which guides donor and 
recipient government plans, policies, 
programmes and spending.

IPPF goal:

Strong public, political and 
fi nancial commitment to 
and support for sexual and 
reproductive health and rights at 
national and international levels.

Key achievements in 
advocacy, 2005–2009:

283
national legislative and/or policy 
changes in support of sexual and 
reproductive health and rights, 
to which Member Associations’ 
advocacy efforts have contributed 
in 119 countries.

92.5 per cent  
of Member Associations were 
involved in counteracting 
opposition to sexual and 
reproductive health and 
rights in 2009.

US$19.4 million 
was raised at the national level to 
support contraceptive commodities 
security in fi ve countries.

Since 2005, IPPF has made signifi cant progress towards strengthening 
the recognition of sexual and reproductive health and rights. 
This progress can be seen in policy and legislative changes and 
in the implementation of these changes at national, regional 
and international levels. 

Advocacy
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This is one of the areas that has grown and 
developed the most during this period. At the 
start of the period, the Regional Offi ce was just 
beginning to become involved with advocacy... 
Since then, we have developed a comprehensive 
and forward looking advocacy strategy.
IPPF Regional Offi ce

IPPF has also been actively monitoring 
and promoting the implementation 
of the ICPD Programme of 
Action. In 2008, IPPF developed a 
communication campaign on young 
people who were born in 1994 at 
the time the ICPD Programme of 
Action was agreed. These young 
people turned 15 in 2009, and the 
Federation-wide 15andCounting 
campaign focused on sexual and 
reproductive rights for young people, 
and reminded governments of their 
commitment to the ICPD Programme 
of Action. A petition attracted almost 
200,000 signatures and was handed to 
the President of the General Assembly. 

IPPF’s advocacy with important 
international institutions demonstrates 
the level and impact of its voice 
as part of civil society (Box 3.23). 
IPPF also ensures international 
commitments to universal access 
to sexual and reproductive health 
and rights are realized and supported 
by other civil society organizations. 
Through the provision of small grants 
to support advocacy at the national 
level, IPPF’s Advocacy Flexi Fund 
aims to galvanize political and 
fi nancial commitment for sexual 
and reproductive health and rights 
(Box 3.24). 

Regional advocacy

Each of the six IPPF Regional Offi ces 
has engaged in critical advocacy 
activities to advance sexual and 
reproductive health and rights, 
including the goals of the ICPD 
Programme of Action and the MDGs, 
both in their respective regions and 
globally. In 2009, all IPPF Regional 
Offi ces were present at the United 
Nations Commission on Population 
and Development, where collectively 
we successfully advocated for the 
adoption of an important United 
Nations resolution that contained 
unprecedented reference to MDG 5b. 

Box 3.23: Advocating successfully with the World Bank

In 2007, a World Bank Managing 
Director removed programmatic 
support for contraception from 
Madagascar’s Country Assistance 
Strategy Paper. Specifi c targets 
relating to contraception were also 
deleted from the World Bank’s 
Health, Nutrition and Population 
strategy. The original draft committed 
the Bank to increase contraceptive 
uptake from 14 per cent to 20 per 
cent, yet the fi nal draft strategy 
document contained no target. 

In response, IPPF coordinated 
an urgent action mobilizing 
Member Associations to inform 
parliamentarians, World Bank 
country representatives, ministers 
and their governments’ World Bank 
representatives in the week prior to 
the World Bank Executive Directors 

Meeting, where the draft strategy 
was scheduled to be approved. 
These key decision makers were 
urged to reject the draft strategy 
and to demand that sexual and 
reproductive health and rights be 
re-integrated within the strategy. 
In addition, IPPF worked with the 
global media to make the issue 
more widely known. 

As a result, prior to the World 
Bank Executive Directors meeting 
to approve the strategy, the Bank 
informed IPPF that contraception and 
reproductive health would remain 
a priority within the fi nal Health, 
Nutrition and Population strategy. 
The success of IPPF’s advocacy has 
also led to the creation of an informal 
World Bank Consultative NGO group, 
of which IPPF is a founding member. 

Box 3.24: Supporting others to advocate for sexual 
and reproductive health and rights

There are few resources available 
at country level for advocacy, 
but sometimes a small amount 
of money can make a signifi cant 
difference. The IPPF Advocacy 
Flexi Fund has provided 37 small 
grants to support civil society 
organizations advocating on sexual 
and reproductive health and rights 
around the world. The Flexi Fund 
focuses on often neglected issues, 

such as young people, MDG 5b and 
sexual rights. By supporting local civil 
society organizations to undertake 
advocacy, IPPF is helping to build 
capacity and support international 
networks of advocates. In sum, 
IPPF is strengthening advocacy 
and creating more supportive 
environments in which to advocate 
for and work towards universal 
sexual and reproductive health.
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Civil society has proven indispensable in 
challenging donors and developing country 
governments to increase and sustain health 
investments, and ensuring that those resources 
have the maximum impact.
Cohn J. et al 7

IPPF European Network and Western 
Hemisphere Regional Offi ce have 
a joint, cross-regional programme 
called ‘Joining Forces for Voice and 
Accountability’. The aims are to build 
the capacity of Member Associations 
to develop their watchdog role, and 
to hold governments to account 
for their commitments on universal 
access to reproductive health and 
gender equality, as necessary 
prerequisites for eradicating extreme 
poverty by 2015.

IPPF Western Hemisphere region has 
cultivated relationships with policy 
makers, formed powerful coalitions 
with civil society organizations, 
pushed for concrete resolutions at 
the United Nations to provide health 
services to vulnerable populations 
around the globe, and supported 
youth to participate meaningfully in 
high profi le advocacy roles. 

In Africa, Ministers of Health 
adopted the Maputo Plan of Action, 
which operationalizes a policy 
framework for improving sexual and 
reproductive health and rights. IPPF 
Africa Regional Offi ce and many 
Member Associations provided fi eld 
experiences and lessons learned 
to inform the policy framework. It 
was adopted by African Ministers 
of Health and endorsed by the 
African Union at its Heads of State 
Summit. These key policy documents 
provide African countries with a 
costed guide for achieving universal 
access to comprehensive sexual and 
reproductive health.

The European Union as a whole is 
the largest donor to international 
development and has historically 
championed sexual and reproductive 
health and rights. IPPF European 
Network leads efforts to ensure 
sexual and reproductive health 
remains at the heart of European 
Union development policy (Box 3.25).

Box 3.25: Securing fi nancial and political commitment 
to sexual and reproductive health in Europe

IPPF European Network has 
synchronized advocacy in Brussels 
with Member Association advocacy 
in each Member State to prioritize 
sexual and reproductive health 
on national and regional policy 
agendas, resulting in an increase of 
resources. Sexual and reproductive 
health and HIV issues have also 
been included in critical European 
Union development policies and 
action plans, such as the European 

Consensus and the Joint Africa 
European Union Strategy. Moreover, 
IPPF European Network has advocated 
for these political commitments to 
be translated into much needed 
fi nancing, such as the earmarking of 
funding for sexual and reproductive 
health being reinstated in the 
2007–2013 European Union Financial 
Perspectives, with an annual allocation 
of €12 million, representing 15 per 
cent of the annual health budget.
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Box 3.27: Country Global Pathways 

The Country Global Pathways model 
is based on evidence of successful 
ways to effect political change. 
The methodology supports national 
coalitions to own and lead sexual 
and reproductive health and rights 
agendas through strategic efforts 
to bring important issues to the 
attention of key decision makers. 
This pilot model, implemented 
primarily by Member Associations, 
secured the release of US$8.0 million 
for sexual and reproductive health 
and rights at the national level.

Brazil  
In Brazil, maternal health remains 
a serious health problem. National 
coalitions concentrated their 
advocacy efforts on ensuring 
effective implementation of existing 

policies and legislation to reduce 
maternal mortality. Focusing on 
maternal mortality and MDG 5 also 
provided an entry point to raise 
awareness on more controversial 
issues, such as abortion. The 
consultative group on maternal 
mortality that was established now 
monitors and advises the Ministries of 
Health and Women’s Affairs on the 
implementation of existing maternal 
health policies and programmes. 

Nigeria 
In Nigeria, a group of like-minded 
stakeholders built a proactive, 
nationally-owned advocacy movement 
to establish strong public and political 
support for sexual and reproductive 
health, and to translate existing 
policy commitments into funding 

and programmes. This advocacy 
resulted in the allocation of more 
than US$5.8 million of the national 
budget for sexual and reproductive 
health and rights programmes.

Tanzania  
Uzazi na Malezi Bora Tanzania 
(UMATI) worked with partners to 
develop and implement successful 
advocacy activities to increase 
fi nancial and political support for 
contraception and reproductive 
health supplies. The activities 
focused at district level to infl uence 
local councils to commit resources 
for contraception and supplies, 
and as a result, US$2.2 million for 
contraceptive supplies was released 
from the national budget in 2008. 

National advocacy

Over fi ve years, Member Associations 
have contributed towards 283 
legislative and/or policy changes 
at the national level in support of 
sexual and reproductive health and 
rights (Chapter 2). Not only has this 
meant advocating for new legislation 
and policy that supports sexual and 
reproductive health, but it has also 
involved opposing potential changes 
to laws that would deny sexual rights 
and that would negatively impact 
on the lives of millions of women, 
men, girls and boys. Since 2005, 
Member Associations have engaged in 
advocacy in areas that had previously 
been neglected, particularly abortion 
and sexual rights.

In many countries, the Member 
Association is the leading civil society 
organization in sexual and reproductive 
health and rights; it is often the 
only organization with the power to 
convene civil society organizations, 
government and other stakeholders.

Table 3.26: IPPF’s infl uence on national funding 
mechanisms, 2009

Type of funding mechanism
% of Member 
Associations

Donor national level programmes 53.4

National development plans 49.3

Sector wide approaches (SWAps) 44.5

Poverty reduction strategy papers (PRSPs) 39.0

At least one funding mechanism 80.8

Since 2005, Member Associations 
have increasingly participated in 
infl uencing key national funding 
mechanisms and processes (Table 
3.26). In 2009, 80.8 per cent of 
Member Associations engaged in at 
least one national funding mechanism.

The new aid architecture and the 
trend toward country ownership 
and donor alignment represent 
a new set of challenges for sexual 
and reproductive health advocates, 
particularly in regard to securing 

much needed funding. To counter 
this, IPPF piloted the Country Global 
Pathways (Box 3.27) and Project 
Resource Mobilization Awareness 
(Box 3.28) initiatives. These models 
aim to secure national governments’ 
commitment and funding for sexual 
and reproductive health and rights and 
supplies in Bangladesh, Brazil, Ghana, 
Indonesia, Mexico, Nicaragua, Nigeria, 
Tanzania and Uganda. In total, these 
two initiatives resulted in an increase 
of US$27.4 million of fi nancial support 
for sexual and reproductive health.

15368_IPPF_5PR 05-09_Chapter3.indd   a5215368_IPPF_5PR 05-09_Chapter3.indd   a52 24/11/2010   12:2724/11/2010   12:27



IPPF Five-year Performance Report 2010 53

Thanks to IPPF, 
we are now 
one of the few 
non-governmental 
organizations that 
implement advocacy 
activities on sexual 
and reproductive 
health and rights 
in the country.
Member Association

Box 3.28: Project Resource Mobilization and Awareness (RMA)

In response to the global crisis in 
contraceptive supplies security, 
where many government and 
non-governmental organization 
clinics are unable to provide 
services due to a lack of supplies, 
IPPF implemented an advocacy 
initiative, Project RMA, which has 
yielded remarkable results in terms 
of improving contraceptive security 
and civil society engagement in the 
national decision making process. 
Member Associations have raised 
US$19.4 million for contraceptive 
supplies in fi ve countries – 
Bangladesh, Mexico, Nicaragua, 
Tanzania and Uganda – and in 
Ghana, eight new contraceptive 
methods are now included on the 
National Essential Medicines List.

As a result of the project, the six 
Member Associations involved in 
Project RMA have increased capacity 
to identify advocacy opportunities, 
to strategically use their position on 
government committees, to gain 
access to decision makers, and to 
produce advocacy strategies and 
results. All six countries have seen 
the emergence of a new generation 

of activists and champions within their 
governments who now promote and 
support the issue. All six countries 
have also reported increased media 
interest in sexual and reproductive 
health and rights.

Bangladesh
The Family Planning Association 
of Bangladesh (FPAB) identifi ed a 
dysfunctional supply chain as the 
main factor in the declining national 
contraceptive prevalence rate. FPAB 
successfully mobilized civil society 
partners to advocate for the Ministry 
of Health to reconvene the Logistical 
Coordination Forum, which had ended 
in 2005. The committee now meets 
quarterly to monitor stock levels and 
the supply chain, and male condoms 
and oral contraceptives are now 
included on the National Essential 
Medicines List. In 2009, a potential 
stock-out was identifi ed and UNFPA 
was mobilized to provide emergency 
shipments. The government of 
Bangladesh is now producing 
condoms for domestic use, and for the 
fi rst time, Ministry of Health resources 
have been used to purchase condoms.

Ghana
The Planned Parenthood Association 
of Ghana worked with the National 
Essential Drugs Board to include 
eight new contraceptives on the 
National Essential Medicines List, 
including male and female condoms 
and emergency contraception. 
Health facilities are now able to 
procure these contraceptives from 
National Medical Stores and offer a 
greater choice to their clients as the 
government is obliged to ensure that 
all items on the list are available in 
public health outlets.

Mexico
Mexfam advocated to state deputies 
and legislatures, which resulted in 
the state of Guerrero allocating an 
additional US$200,000 into the state 
budget line for contraceptives. At the 
national level, the government has 
allocated an additional US$8 million 
for contraceptives. Regular fora with 
policy makers, academia and civil 
society have raised the political profi le 
of contraception in the national 
government. Civil society partners 
who were previously uninterested 
have become vocal advocates for 
family planning and have integrated 
it into the core maternal health and 
rights advocacy.
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4 Next steps
This chapter presents the critical issues that will be central to IPPF’s progress and impact over 
the next fi ve years, maximizing the results of the Strategic Framework 2005–2015, and ensuring 
millions of people continue to benefi t from our work to improve sexual and reproductive health 
and rights and human development across the world.

4 Next steps
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In September 2010, after 20 years 
of neglect of women’s health issues, 
the world’s leaders pledged US$40 
billion of essential funding support 
to improve the health of women and 
children who pay the highest price for 
global inequity. Five years remain for 
the achievement of the Millennium 
Development Goals (MDGs) and the 
Beijing Platform for Action, and four 
years for the ICPD Programme of 
Action. These will be critical years in a 
world that is interconnected as never 
before by the effects of the economic 
crisis and climate change. The next 
fi ve years are also crucial for IPPF to 
achieve the greatest possible success 
in implementing its own Strategic 
Framework 2005–2015, and in 
contributing to the global aspirations 
represented by these internationally 
agreed commitments.

IPPF’s Agenda for Change will 
form the basis of our performance 
framework until 2015. Learning from 
the last fi ve years’ experiences, seven 
critical issues have been identifi ed 
which are fundamental to the effective 
delivery of our Strategic Framework 
(Box 4.1). The issues are high level, 
strategic and Federation-wide, and 
build on our strong achievements 
in rights, health and development. 
Four of the critical issues are being 
given particular attention in order to 
accelerate progress (critical issues 1, 
3, 5 and 7). Our governing bodies 
and other stakeholders will monitor 
progress using an aligned set of goals, 
objectives and indicators at every 
level of the performance framework. 

Strengthened systems for measuring 
performance, accountability, 
effectiveness and transparency 
will help to demonstrate our impact 
on the lives of individuals, families 
and communities. 

In the next fi ve years, we will 
fi nd new ways to emphasize 
the importance of sexual and 
reproductive health and women’s 
health as the linchpin of the MDGs, 
and continue to hold governments 
accountable. We will work with 
partners to meet emerging challenges 
and to ensure that hard-won gains in 
support of sexual and reproductive 
health and rights are not lost. We 
will seek additional and sustained 
funding and long term commitment 
from donors to address the priorities 
of the poor, marginalized, vulnerable 
and under-served, and we will 
continue to focus investment on 
young people, recognizing that they 
are, and will continue to be, salient 
leaders of transformational change. 
We will strengthen the capacity of 
our volunteers and staff to contribute 
to resilient sustainable development 
and respond to the urgency of 
addressing the social paradigms that 
too often deny women and girls 
the opportunity to play their role 
as drivers of sustainable social and 
economic development.

IPPF is a unique organization with a 
mandate that goes well beyond sexual 
and reproductive health. It is a model 
of development as envisaged by the 
Paris Declaration, with country-owned 

As an innovative and learning organization, IPPF is committed to 
continuous improvement, and building on its experiences of what 
works, and what works less well. The midterm review provided 
us with the evidence and the opportunity for critical refl ection to 
develop an Agenda for Change to guide our work in implementing 
the Strategic Framework.

IPPF’s Agenda for Change

Human development 
is the expansion of 
people's freedoms 
to live long, healthy 
and creative lives... 
People are both the 
benefi ciaries and the 
drivers of human 
development, as 
individuals and 
in groups.
UNDP 1

and member organizations with the 
potential for long term sustainability. 
This distinguishes us from most other 
international non-governmental 
organizations and UN agencies. 
Member Associations are respected by 
in-country governments and partners 
as leaders and experts on sexual and 
reproductive health and rights issues. 
They contribute signifi cantly to health 
systems strengthening (Figure 4.2) 
through their own service provision, 
especially to the most under-served 
populations, and they provide support 
to and partner with other civil society 
organizations. Member Associations 
strengthen political will, fi nancial 
investment and the commitment 
of their governments to sexual and 
reproductive health and rights issues. 
They advocate for new policies and 
laws, and once in place, they monitor 
and provide training to ensure their 
effective implementation. 
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Box 4.1: IPPF’s Agenda for Change – the seven critical issues

Critical issue 1:
Sexual and reproductive 
health and rights for vulnerable 
populations, especially youth
Member Associations are 
community-based organizations 
that provide much needed services 
to people that governments, 
and the private sector, do not 
reach. The midterm review report 
recommended that IPPF make 
maximum use of its global network 
to meet the needs of vulnerable 
populations for comprehensive 
sexuality education, information and 
services, with a focus on gender 
and rights. Plans are underway to 
strengthen our integrated approach 
and to address the major challenge 
of a lack of affordable sexual and 
reproductive health commodities.

Critical issue 2:  
Recommitment to IPPF’s vision, 
mission and core values
The midterm review report 
identifi ed an uneven commitment 
by volunteers and staff to IPPF’s 
shared vision, mission and core 
values. Consistent commitment to 
these is particularly relevant for our 
work in gender, sexual rights, sexual 
diversity, sexuality, youth, violence, 
abortion and HIV and AIDS, to 
challenge stigma and discrimination, 
and to ensure all can exercise their 
human rights to health, education, 
dignity and respect, and can 
participate actively in society. The 
continued implementation of the 
Declaration of Sexual Rights and 
our work on the criminalization 
of HIV will be central to this.

Critical issue 3:  
Advocacy and communication
While IPPF faces a sophisticated 
and well-resourced opposition, 
signifi cant sectors of civil society 
and public opinion are increasingly 
sympathetic to sexual and 
reproductive health and rights. 

IPPF is well recognized for its global 
leadership role, especially on behalf 
of the poor and vulnerable. We 
will strengthen the advocacy and 
communications capabilities of 
volunteers and staff to communicate 
IPPF’s roles as service provider, leading 
advocate, infl uencer and convener. 
We will also demonstrate the centrality 
of sexual and reproductive health 
and rights to global health and 
development, and make greater use of 
the media and innovative campaigns.

Critical issue 4:  
Effective governance
The midterm review recommends 
that IPPF’s governance should continue 
to evolve and respond to rapidly 
changing circumstances. To ensure 
effective solid country ownership 
and increased sustainability, we 
will reinforce our commitment to 
ensuring a skilled and diverse group 
of volunteers at all levels of the 
Federation, and to building their 
capacity using online training and 
other practical tools to implement 
IPPF’s Code of Good Governance.

Critical issue 5:  
Performance culture
To achieve the objectives of the 
Strategic Framework, IPPF needs 
to deliver more with less, to ensure 
value for money, and a commitment 
to continuous improvement. While we 
were among the fi rst to implement 
an accreditation system and a global 
indicators programme, we need to 
maintain momentum and use data 
effectively at every level to make 
decisions, demonstrate results and 
allocate resources. To achieve this, 
existing tools and systems will be 
improved and supplemented, and 
its fi nancial resources will also be 
utilized differently to further develop 
a culture where performance is more 
consistently encouraged, measured 
and rewarded.

Critical issue 6:  
Capacity building
Member Associations have very 
different histories, strategic plans, 
budgets and size, and they work 
in extremely diverse local contexts. 
Not surprisingly, their needs for 
capacity building outweigh our 
ability to provide all the support 
required across, not only the Five 
‘A’s, but the Declaration of Sexual 
Rights, resource mobilization, 
monitoring and evaluation, 
governance, fi nancial management, 
communications, human resources 
and information technology (IT). 
A strong capacity building strategy 
will focus on the wealth of expertise 
and experience that exists across 
IPPF, including extensive South-South 
mentoring, use of online training and 
interactive media.

Critical issue 7:  
Resource mobilization 
and business development
Based on the remarkable progress 
over the last fi ve years, we have 
committed to scaling up our 
response. However, this could be 
all too easily limited by fi nancial 
constraints. There is strong 
competition from national NGOs, 
international NGOs and UN agencies, 
and for other important development 
issues. Opportunities for the 
Secretariat to increase unrestricted 
funding have declined as donors 
favor bilateral, country-level funding 
which involves complex country-level 
procedures. The midterm review 
report demonstrates uneven Member 
Association capacity to respond 
to this and raise resources, so we 
will provide Member Associations 
with support for effective resource 
mobilization and continue to seek 
alternative sources of funding to 
increase IPPF’s overall income.
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While IPPF’s achievements since 
2005 are strongly encouraging, and 
we wish to build on our successes, 
we know that the next fi ve years will 
be challenging at a time when the 
opposition – fi ghting against many 
of the issues on which we work 
including the right to safe abortion, 
youth sexuality and sexual diversity, 
and even the right to family planning 
and sexuality education – continues 
to seek to gain momentum, support 
and infl uence. We will also need 
to ensure sustained funding for 
our work at a time when fi nancial 
resources are affected by the global 
economic crisis, a reallocation of 
resources to different issues, a 
reshaping of funding systems and 
a shift towards the political right in 
many countries. 

IPPF will celebrate its 60th anniversary 
in 2012. Our longevity derives from 
the fact that at each step of our 
development, we have remained 
‘brave and angry’ and have continued 
to work on some of the more 
controversial issues in international 
development. We have stayed 
relevant, and are still willing to put 
our heads above the parapet in the 
name of justice, human rights, gender 
equality, health, dignity and well-
being. Sixty years of achievements 
will not mean we are resting on our 
laurels, but quite the opposite. We 
have strong, well-established and 
accredited Associations that are rooted 
in local communities with extensive, 
on-the-ground knowledge and 
understanding of the needs of the 
people they serve every day. 

More strategic attention is needed 
to make sure that progress in human 
development does not exclude 
the poorest of the poor and most 
vulnerable, further entrenching 
inequality, and especially women’s 
inequality. Across the world, the 
majority of poor now live in so-
called middle income countries, 
and our work becomes increasingly 
important as disparities continue to 
grow and impede progress in human 
development. This is why IPPF has the 
potential to make a huge difference 
with its vast network of volunteers and 
staff working with, and for, their own 
communities. We are proud that, over 
the last fi ve years, our programmes 
have benefi tted millions of the most 
under-served people with a wide 
range of sexual and reproductive 
health information, education and 
services, and through our advocacy 
work to improve policy and legislation 
in support of sexual and reproductive 
health and rights. We are also proud 
of our partnerships, with governments 
and other agencies – public and 
private – in building strong health 
systems in countries where they have 
previously suffered neglect and a 
lack of investment. The work of 
IPPF results in people being active 
economically, and in being able 
to take care of their families and 
take part in their communities, 
all of which contribute to poverty 
reduction and bring about the greatest 
transformational and sustainable 
changes in people’s lives. 

Figure 4.2: How IPPF contributes to health systems strengthening
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5 Annexes
These annexes document IPPF’s global indicator and fi nancial information from 2005 to 2009. 
Annex A presents the global indicators by region; Annex B highlights key service results for 
Member Associations that reported consistently over the fi ve-year period; and Annex C is 
an overview of IPPF’s income and expenditure, globally and by region. 
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Table A.1: Online survey response rate, 2005 and 2009

IPPF region Year Total number of 
Member Associations

Number of Member 
Association responses

Response rate 
(per cent)

Africa 2009 38 37 97

2005 39 30 77

Arab World 2009 14 11 79

2005 14 12 86

European Network 2009 40 40 100

2005 40 31 78

East and South East Asia and Oceania 2009 22 22 100

2005 20 17 85

South Asia 2009 9 9 100

2005 8 8 100

Western Hemisphere* 2009 29 27 93

2005 30 28 97

Total 2009 152 146 96

2005 151 126 83

Table A.2: Online service statistics module response rate, 2005 and 2009

IPPF region Year Total number of 
Member Associations 
that provide services

Number of Member 
Associations 

providing data

Response rate 
(per cent)

Africa 2009 38 36 95

2005 38 29 76

Arab World 2009 12 9 75

2005 11 9 82

European Network 2009 28 21 75

2005 33 2 6

East and South East Asia and Oceania 2009 22 22 100

2005 19 14 74

South Asia 2009 8 8 100

2005 8 8 100

Western Hemisphere* 2009 28 26 93

2005 28 25 89

Total 2009 136 122 90

2005 137 87 64

Annex A: Global indicators by region

*  Cuba is a Member Association of IPPF. It is not currently assigned to any region but receives technical support from the 
Western Hemisphere region (WHR). Cuba has been included with WHR’s data since 2006 for the purposes of this analysis 
due to its geographical location. In 2005, data from Cuba were not available. This is the same for all the following tables. 
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Table A.3: Summary of adolescents indicators, 2005–2009 
(n=number of Member Associations that provided data)

Indicator Year AR AWR EN ESEAOR SAR WHR Overall

1 Proportion of Member 
Associations with 20 per 
cent or more young people 
under 25 years of age on 
their governing board

2009 73.0% 45.5% 35.0% 50.0% 44.4% 59.3% 52.7%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 60.5% 45.5% 35.0% 31.8% 25.0% 51.7% 44.6%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 62.2% 18.2% 39.0% 28.6% 0.0% 51.7% 42.2%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 52.6% 0.0% 28.9% 23.8% 0.0% 46.4% 35.2%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 33.3% 25.0% 38.7% 23.5% 0.0% 39.3% 31.7% 

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

2 Percentage of Member 
Association staff who are 
under 25 years of age

2009 4.1% 5.3% 3.5% 9.1% 5.5% 4.9% 5.4%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 2.5% 4.4% 2.3% 9.0% 6.0% 3.3% 4.2%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 2.6% 6.3% 2.9% 9.3% 5.6% 3.5% 4.4%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 5.3% 10.2% 6.3% 7.6% 6.1% 3.4% 4.7%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 4.1% 4.3% 3.1% 8.1% 4.6% 3.3% 4.0%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

3 Proportion of Member 
Associations providing 
sexuality information and 
education to young people

2009 97.3% 63.6% 90.0% 95.5% 77.8% 96.3% 91.1%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 100.0% 72.7% 90.0% 95.5% 75.0% 96.6% 92.6%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 91.9% 100.0% 92.7% 95.2% 87.5% 96.6% 93.9%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 93.3% 83.3% 96.8% 100.0% 87.5% 100.0% 95.2%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

(Continued on next page) 
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Table A.3: Summary of adolescents indicators, 2005–2009 continued
(n=number of Member Associations that provided data)

Indicator Year AR AWR EN ESEAOR SAR WHR Overall

4 Proportion of Member 
Associations providing 
sexual and reproductive 
health services to young 
people

2009 100.0% 72.7% 90.0% 100.0% 100.0% 92.6% 93.8%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 100.0% 81.8% 92.5% 100.0% 100.0% 96.6% 95.9%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 100.0% 100.0% 92.7% 100.0% 75.0% 96.6% 95.9%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 100.0% 100.0% 94.7% 100.0% 100.0% 92.9% 97.2%

(n=38) (n=12) (n=38)  (n=21)  (n=8) (n=28) (n=145)

2005 93.3% 83.3% 93.5% 100.0% 100.0% 92.9% 93.7%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

5 Proportion of Member 
Associations advocating 
for improved access to 
services for young people

2009 97.3% 100.0% 97.5% 100.0% 100.0% 96.3% 97.9%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 100.0% 100.0% 97.5% 100.0% 100.0% 100.0% 99.3%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 94.6% 100.0% 100.0% 100.0% 100.0% 100.0% 98.6%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 100.0% 100.0% 97.4% 100.0% 87.5% 100.0% 98.6%

 (n=38)  (n=12) (n=38)  (n=21) (n=8)  (n=28) (n=145)

2005 100.0% 91.7% 96.8% 100.0% 100.0% 100.0% 98.4%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

6 Number of sexual and 
reproductive health services 
(including contraception) 
provided to young people 
under 25 years of age

2009 6,997,734 558,521 886,534 1,828,125 6,398,296 7,920,180 24,589,390 

(n=36) (n=9) (n=21) (n=22) (n=8) (n=26)  (n=122)

2008 6,057,468 462,888 851,039 1,283,675 5,012,071 6,908,230 20,575,371

(n=36) (n=9) (n=19) (n=20) (n=8) (n=28) (n=120)

2007 2,807,076 401,153 560,488 921,531 5,270,838 5,395,262 15,356,348

(n=34) (n=8) (n=17) (n=18) (n=7) (n=27) (n=111)

2006 2,623,538 358,566 249,186 317,804 3,103,582 4,862,174 11,514,850

(n=37) (n=10) (n=10) (n=17) (n=8) (n=26) (n=108)

2005 379,922 74,947 7,582 253,787 3,075,344 4,077,749 7,869,331

(n=29) (n=9) (n=2) (n=14) (n=8) (n=25) (n=87)
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Table A.4: Summary of HIV and AIDS indicators, 2005–2009  
(n=number of Member Associations that provided data)

Indicator Year AR AWR EN ESEAOR SAR WHR Overall

7 Proportion of Member 
Associations with a 
written HIV and AIDS 
workplace policy

2009 78.4% 90.9% 67.5% 50.0% 77.8% 66.7% 69.9%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 55.3% 45.5% 52.5% 40.9% 100.0% 65.5% 56.1%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 40.5% 54.5% 46.3% 38.1% 100.0% 62.1% 50.3%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 39.5% 33.3% 32.4% 33.3% 87.5% 50.0% 40.7%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 40.0% 41.7% 22.6% 23.5% 12.5% 35.7% 31.0%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

8 Proportion of Member 
Associations providing 
HIV-related services along 
the prevention to care 
continuum† 

2009 70.3% 18.2% 10.0% 36.4% 55.6% 55.6% 41.1%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 78.9% 45.5% 17.5% 31.8% 37.5% 44.8% 43.9%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 73.0% 18.2% 17.1% 28.6% 50.0% 44.8% 40.1%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 63.2% 8.3% 7.9% 28.6% 37.5% 35.7% 32.4%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 63.3% 8.3% 9.7% 29.4% 25.0% 35.7% 31.7%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

9 Proportion of Member 
Associations advocating 
for increased access to 
HIV and AIDS prevention, 
treatment and care and 
reduced discriminatory 
policies and practices 
for those affected by 
HIV and AIDS

2009 81.1% 45.5% 47.5% 59.1% 55.6% 55.6% 59.6%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 65.8% 54.5% 52.5% 54.5% 62.5% 48.3% 56.1%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 54.1% 81.8% 48.8% 52.4% 50.0% 48.3% 53.1%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 73.7% 66.7% 39.5% 61.9% 62.5% 53.6% 57.9%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 63.3% 33.3% 48.4% 41.2% 62.5% 50.0% 50.8%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

(Continued on next page) 

†  Prevention to care continuum includes behaviour change communication, condom distribution, management and treatment of sexually 
transmitted infections, voluntary counselling and testing, psychosocial support, prevention of mother to child transmission, treatment 
of opportunistic infection, antiretroviral treatment and palliative care (at least six of these nine services must be provided).
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Table A.4: Summary of HIV and AIDS indicators, 2005–2009 continued
(n=number of Member Associations that provided data) 

Indicator Year AR AWR EN ESEAOR SAR WHR Overall

10 Proportion of Member 
Associations with strategies 
to reach people particularly 
vulnerable to HIV infection

2009 94.6% 72.7% 65.0% 81.8% 100.0% 77.8% 80.1%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 94.7% 72.7% 70.0% 68.2% 100.0% 75.9% 79.1%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 89.2% 63.6% 68.3% 76.2% 87.5% 69.0% 75.5%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 92.1% 66.7% 65.8% 71.4% 87.5% 71.4% 75.9%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 93.3% 58.3% 64.5% 64.7% 75.0% 57.1% 69.8%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

11 Proportion of Member 
Associations conducting 
behaviour change 
communication activities 
to reduce stigma and 
promote health-seeking 
behaviours

2009 97.3% 63.6% 47.5% 68.2% 88.9% 74.1% 71.9%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 89.5% 54.5% 47.5% 59.1% 87.5% 65.5% 66.2%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 81.1% 54.5% 68.3% 61.9% 87.5% 72.4% 71.4%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 94.7% 83.3% 68.4% 66.7% 87.5% 78.6% 79.3%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 96.7% 58.3% 58.1% 58.8% 75.0% 50.0% 66.7%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

12 Number of HIV-related 
services provided

2009 1,842,362 243,089 257,734 1,287,806 1,240,324 4,440,585 9,311,900

(n=36) (n=9) (n=21) (n=22) (n=8)  (n=26) (n=122)

2008 1,841,469 105,242 603,278 885,905 899,790 4,223,822 8,559,506

(n=36) (n=9) (n=19) (n=20) (n=8) (n=28) (n=120)

2007 846,349 62,409 164,308 610,145 805,010 799,476 3,287,697

(n=34) (n=8) (n=17) (n=18) (n=7) (n=27) (n=111)

2006 726,593 59,820 75,619 515,852 369,740 792,005 2,539,629

 (n=37)  (n=10) (n=10) (n=17)  (n=8)  (n=26) (n=108)

2005 254,814 35,903 8,931 27,792 323,659 669,500 1,320,599

(n=29) (n=9) (n=2) (n=14) (n=8) (n=25) (n=87)

13 Number of condoms 
distributed 

2009 29,563,740 788,493 1,495,101 7,885,122 31,554,421 81,110,317 152,397,194 

(n=36) (n=9) (n=21) (n=22) (n=8) (n=26) (n=122)

2008 28,078,396 654,325 716,474 5,953,660 26,362,499 78,046,560 139,811,914

(n=36) (n=9) (n=19) (n=20) (n=8) (n=28) (n=120)

2007 18,101,728 499,112 897,880 15,155,980 25,878,755 65,068,535 125,601,990

(n=34) (n=8) (n=17) (n=18) (n=7) (n=27) (n=111)

2006 15,275,326 2,084,864 205,342 3,580,187 20,955,100 63,235,247 105,336,066

(n=37) (n=10) (n=10) (n=17) (n=8) (n=26) (n=108)

2005 5,970,411 718,437 67,370 9,549,970 20,623,889 60,925,614 97,855,691

(n=29) (n=9) (n=2) (n=14) (n=8) (n=25) (n=87)
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Table A.5: Summary of abortion indicators, 2005–2009 
(n=number of Member Associations that provided data)

Indicator Year AR AWR EN ESEAOR SAR WHR Overall

14 Proportion of Member 
Associations advocating 
for reduced restrictions 
and/or increased access
to safe legal abortion 

2009 62.2% 72.7% 77.5% 54.5% 55.6% 66.7% 66.4%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 63.2% 72.7% 77.5% 54.5% 50.0% 65.5% 66.2%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 67.6% 81.8% 80.5% 52.4% 50.0% 55.2% 66.7%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 60.5% 58.3% 60.5% 38.1% 50.0% 46.4% 54.5%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 60.0% 41.7% 67.7% 47.1% 37.5% 42.9% 53.2%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

15 Proportion of Member 
Associations conducting 
IEC/education activities 
on (un)safe abortion, the 
legal status of abortion 
and the availability of 
legal abortion services

2009 45.9% 63.6% 72.5% 68.2% 55.6% 44.4% 58.2%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 44.7% 72.7% 75.0% 59.1% 50.0% 41.4% 56.8%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 37.8% 63.6% 78.0% 61.9% 50.0% 44.8% 56.5%

(n=37)  (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 39.5% 50.0% 63.2% 61.9% 25.0% 35.7% 48.3%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 36.7% 16.7% 67.7% 52.9% 37.5% 32.1% 43.7%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

16 Proportion of Member 
Associations providing 
abortion-related services*

2009 94.6% 72.7% 75.0% 95.5% 77.8% 88.9% 85.6%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 94.7% 72.7% 77.5% 95.5% 87.5% 86.2% 86.5%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 89.2% 72.7% 87.8% 90.5% 87.5% 79.3% 85.7%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 92.1% 66.7% 86.8% 90.5% 87.5% 78.6% 85.5%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 90.0% 75.0% 83.9% 88.2% 87.5% 71.4% 82.5%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

17 Number of abortion-
related services*

2009 134,842 42,053 116,370 166,169 399,713 552,347 1,411,494

(n=36) (n=9) (n=21) (n=22) (n=8) (n=26) (n=122)

2008 91,239 49,276 121,070 138,697 231,561 502,706 1,134,549

(n=36) (n=9) (n=19) (n=20) (n=8) (n=28) (n=120)

2007 40,775 29,137 92,914 122,052 167,945 199,187 652,010

(n=34) (n=8) (n=17) (n=18) (n=7) (n=27) (n=111)

2006 36,315 11,175 3,694 75,509 104,810 203,791 435,294

(n=37) (n=10) (n=10) (n=17) (n=8) (n=26) (n=108)

2005 25,044 3,333 339 39,797 137,142 13,574 219,229

(n=29) (n=9) (n=2) (n=14) (n=8) (n=25) (n=87)

*  Abortion-related services include pre- and post-abortion counselling, induced surgical abortion, medical abortion, 
post-abortion care and consultation/diagnosis.
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Table A.6: Summary of access indicators, 2005–2009 
(n=number of Member Associations that provided data)

Indicator Year AR AWR EN ESEAOR SAR WHR Overall

18 Proportion of Member 
Associations conducting 
programmes aimed at 
increased access to 
sexual and reproductive 
health services by 
poor, marginalized, 
socially-excluded and/or 
under-served groups 

2009 100.0% 81.8% 82.5% 95.5% 100.0% 92.6% 91.8%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 97.4% 81.8% 87.5% 95.5% 100.0% 93.1% 92.6%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 91.9% 81.8% 87.8% 90.5% 75.0% 93.1% 89.1%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 89.5% 75.0% 76.3% 81.0% 87.5% 78.6% 81.4%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 86.7% 75.0% 67.7% 82.4% 100.0% 75.0% 78.6%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

19 Estimated percentage 
of Member Association 
clients who are poor, 
marginalized, socially 
excluded and/or 
under-served

2009 67.8% 43.0% 35.0% 75.1% 80.6% 63.6% 68.6%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 71.7% 70.5% 58.2% 53.6% 81.9% 64.6% 66.4%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 82.8% 67.1% 58.4% 13.8% 80.0% 61.4% 59.8%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 77.0% 64.3% 47.1% 18.5% 84.3% 60.0% 59.3%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 71.9% 76.8% 24.1% 26.7% 81.3% 52.7% 56.6%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

20 Number of Couple Years 
of Protection (CYP)‡ 

2009 947,633 194,560 170,071 547,989 1,738,252 4,848,736 8,447,241

(n=36) (n=9) (n=21) (n=22) (n=8) (n=26) (n=122)

2008 1,021,433 188,143 16,187 476,774 1,669,444 4,525,451 7,897,432

(n=36) (n=9) (n=19) (n=20) (n=8) (n=28) (n=120)

2007 654,311 203,657 147,149 525,524 1,706,480 4,420,484 7,657,605

(n=34) (n=8) (n=17) (n=18) (n=7) (n=27) (n=111)

2006 696,341 362,948 16,171 614,829 1,696,605 4,477,627 7,864,521

(n=37) (n=10) (n=10) (n=17) (n=8) (n=26) (n=108)

2005 510,891 318,963 4,809 460,076 1,789,096 3,097,667 6,181,502

(n=29) (n=9) (n=2) (n=14) (n=8) (n=25) (n=87)

(Continued on next page) 

‡  Couple years of protection (CYP) refers to the total number of years of contraceptive protection provided to a couple by method. 
The values have been revised to include emergency contraception. 
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Table A.6: Summary of access indicators, 2005–2009 continued 
(n=number of Member Associations that provided data)

Indicator Year AR AWR EN ESEAOR SAR WHR Overall

21 Number of contraceptive
services provided

2009 7,601,920 584,762 714,256 4,302,961 7,596,396 13,054,491 33,854,786

(n=36) (n=9) (n=21) (n=22) (n=8) (n=26) (n=122)

2008 9,707,480 622,063 791,113 3,038,586 6,334,081 14,130,504 34,623,827

(n=36) (n=9) (n=19) (n=20) (n=8) (n=28) (n=120)

2007 4,128,616 656,204 504,470 3,870,044 6,351,051 9,297,323 24,807,708

(n=34) (n=8) (n=17) (n=18) (n=7) (n=27) (n=111)

2006 3,280,159 1,578,506 116,411 1,839,720 4,172,932 9,397,176 20,384,904

(n=37) (n=10) (n=10) (n=17) (n=8) (n=26) (n=108)

2005 2,945,996 1,153,939 31,505 1,121,008 4,380,657 7,825,834 17,458,939

(n=29) (n=9) (n=2) (n=14) (n=8) (n=25) (n=87)

22 Number of non-
contraceptive sexual 
and reproductive health 
services provided

2009 6,739,116 1,164,508 1,340,377 3,840,778 5,843,298 15,662,364 34,590,441

(n=36) (n=9) (n=21) (n=22) (n=8) (n=26) (n=122)

2008 4,953,159 1,005,113 1,850,556 2,529,852 4,916,883 16,989,892 32,245,455

(n=36) (n=9) (n=19) (n=20) (n=8) (n=28) (n=120)

2007 2,871,130 783,007 1,521,562 2,220,740 5,089,107 8,768,490 21,254,036

(n=34) (n=8) (n=17) (n=18) (n=7) (n=27) (n=111)

2006 3,722,421 701,990 203,847 1,988,337 2,959,273 8,685,784 18,261,652

(n=37) (n=10) (n=10) (n=17) (n=8) (n=26) (n=108)

2005 569,870 660,124 47,026 1,098,632 2,948,260 7,969,131 13,293,043

(n=29) (n=9) (n=2) (n=14) (n=8) (n=25) (n=87)

23 Number of service 
delivery pointsΔ

2009 8,137 1,156 235 8,365 17,843 28,799 64,535 

(n=36) (n=9) (n=21) (n=22) (n=8) (n=26)  (n=122)

2008 7,285 1,661 300 7,739 15,099 28,774 60,858

(n=36) (n=9) (n=19) (n=20) (n=8) (n=28) (n=120)

2007 3,760 1,626 442 7,011 12,811 30,270 55,920

(n=34) (n=8) (n=17) (n=18) (n=7) (n=27) (n=111)

2006 2,644 1,684 157 7,169 20,945 23,312 55,911 

(n=37) (n=10) (n=10) (n=17) (n=8)  (n=26) (n=108)

2005 2,329 1,591 16 2,689 30,118 21,727 58,470

(n=29) (n=9) (n=2) (n=14) (n=8) (n=25) (n=87)

(Continued on next page) 

Δ  In 2009, these service delivery points included 8,530 clinic-based service delivery points and 56,005 non-clinic based service delivery 
points, which include community-based volunteers, social marketing outlets, private physicians, pharmacies and other agencies.
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‡‡ This analysis is based on the number of Member Associations that provide clinical services (e.g. 129 Associations provided services in 2009).

Table A.6: Summary of access indicators, 2005–2009 continued 
(n=number of Member Associations that provided data)

Indicator Year AR AWR EN ESEAOR SAR WHR Overall

24 Proportion of Member 
Associations with 
gender-focused policies 
and programmes

2009 70.3% 100.0% 62.5% 90.9% 55.6% 77.8% 74.0%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 65.8% 100.0% 65.0% 77.3% 62.5% 72.4% 70.9%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 67.6% 100.0% 61.0% 76.2% 62.5% 75.9% 70.7%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 81.6% 100.0% 57.9% 71.4% 50.0% 67.9% 71.0%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 63.3% 91.7% 71.0% 82.4% 75.0% 67.9% 72.2%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

25 Proportion of Member 
Associations with quality 
of care assurance systems, 
using a rights-based 
approach‡‡

2009 91.9% 87.5% 64.3% 90.9% 77.8% 88.0% 83.7%

(n=37) (n=8) (n=28) (n=22) (n=9) (n=25) (n=129)

2008 84.2% 87.5% 60.7% 90.9% 87.5% 89.3% 81.8%

(n=38) (n=8) (n=28) (n=22) (n=8) (n=28) (n=132)

2007 83.3% 100.0% 53.6% 70.0% 85.7% 92.6% 77.6%

(n=36) (n=7) (n=28) (n=20) (n=7) (n=27) (n=125)

2006 70.3% 80.0% 60.7% 65.0% 75.0% 88.5% 72.1%

(n=37) (n=10) (n=28) (n=20) (n=8) (n=26) (n=129)

2005 66.7% 66.7% 48.4% 64.7% 62.5% 82.1% 65.1%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)
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Table A.7: Summary of advocacy indicators, 2005–2009 
(n=number of Member Associations that provided data)

Indicator Year AR AWR EN ESEAOR SAR WHR Overall

26 Proportion of Member 
Associations involved 
in infl uencing public 
opinion on sexual 
and reproductive 
health and rights 

2009 81.1% 90.9% 83.8% 100.0% 66.7% 74.1% 81.5%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 76.3% 90.9% 77.5% 95.5% 87.5% 79.3% 81.8%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 70.3% 90.9% 82.9% 100.0% 75.0% 72.4% 80.3%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 63.2% 91.7% 81.6% 90.5% 50.0% 60.7% 73.1%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 60.0% 91.7% 80.6% 70.6% 62.5% 67.9% 71.4%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

27 Proportion of Member 
Associations involved in 
advancing national policy 
and legislation on sexual 
and reproductive health 
and rights

2009 91.9% 90.9% 92.5% 95.5% 88.9% 92.6% 92.5%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 89.5% 90.9% 97.5% 86.4% 100.0% 93.1% 92.6%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 75.7% 90.9% 95.1% 95.2% 87.5% 89.7% 88.4%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 86.8% 91.7% 97.4% 90.5% 75.0% 92.9% 91.0%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 86.2% 100.0% 93.5% 94.1% 87.5% 85.7% 90.4%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

28 Number of successful 
national policy initiatives 
and/or positive legislative 
changes in support of 
sexual and reproductive 
health and rights to which 
the Member Association’s 
advocacy efforts have 
contributed

2009 12 2 35 10 2 12 73

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 10 2 17 10 1 16 56

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 9 2 11 5 3 17 47

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 15 1 14 10 4 12 56

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 11 5 15 4 2 14 51

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

(Continued on next page) 
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Table A.7: Summary of advocacy indicators, 2005–2009 continued
(n=number of Member Associations that provided data)

Indicator Year AR AWR EN ESEAOR SAR WHR Overall

29 Proportion of Member 
Associations involved in 
counteracting opposition 
to sexual and reproductive 
health and rights

2009 91.9% 81.8% 90.0% 77.3% 88.9% 81.5% 86.3%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 84.2% 81.8% 87.5% 68.2% 100.0% 79.3% 82.4%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 86.5% 90.9% 87.8% 61.9% 87.5% 79.3% 82.3%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 89.5% 83.3% 81.6% 66.7% 87.5% 85.7% 82.8%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 83.3% 66.7% 87.1% 82.4% 87.5% 71.4% 80.2%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)

30 Proportion of Member 
Associations advocating 
for national governments 
to commit more fi nancial 
resources to sexual and 
reproductive health 
and rights

2009 94.6% 81.8% 80.0% 90.9% 55.6% 77.8% 83.6%

(n=37) (n=11) (n=40) (n=22) (n=9) (n=27) (n=146)

2008 89.5% 81.8% 77.5% 86.4% 50.0% 82.8% 81.8%

(n=38) (n=11) (n=40) (n=22) (n=8) (n=29) (n=148)

2007 83.8% 90.9% 92.7% 90.5% 62.5% 79.3% 85.7%

(n=37) (n=11) (n=41) (n=21) (n=8) (n=29) (n=147)

2006 78.9% 91.7% 86.8% 85.7% 62.5% 92.9% 84.8%

(n=38) (n=12) (n=38) (n=21) (n=8) (n=28) (n=145)

2005 93.3% 66.7% 90.3% 94.1% 75.0% 82.1% 86.5%

(n=30) (n=12) (n=31) (n=17) (n=8) (n=28) (n=126)
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Table A.8: Number of Couple Years of Protection (CYP) provided by region and method, 2005–2009
(n=number of Member Associations that provided data)

Type of service Year AR AWR EN ESEAOR SAR WHR Total

Number of responses 2009 (n=36) (n=9) (n=21) (n=22) (n=8) (n=26) (n=122)

2008 (n=36) (n=9) (n=19) (n=20) (n=8) (n=28) (n=120)

2007 (n=34) (n=8) (n=17) (n=18) (n=7) (n=27) (n=111)

2006 (n=37) (n=10) (n=10) (n=17) (n=8) (n=26) (n=108)

2005 (n=29) (n=9) (n=2) (n=14) (n=8) (n=25) (n=87)

IUD 2009 195,598 155,096 109,302 224,595 396,120 1,793,761 2,874,472

2008 189,116 145,476 1,379 197,166 336,952 1,618,838 2,488,927

2007 193,704 160,475 130,064 166,891 328,185 1,905,404 2,884,723

2006 104,937 257,464 1,705 405,836 331,314 2,118,393 3,219,649

2005 116,991 260,117 3,115 209,969 422,618 920,189 1,932,999

Sterilization 2009 5,920 0 27,880 23,130 493,470 944,850 1,495,250

2008 7,310 0 3,750 33,180 526,720 928,280 1,499,240

2007 5,140 0 0 17,780 529,360 880,890 1,433,170

2006 18,510 260 5,170 15,300 498,070 789,530 1,326,840

2005 570 1,920 490 50,680 486,790 804,240 1,344,690

Oral contraception 2009 156,331 20,338 5,590 166,035 359,286 546,837 1,254,417

2008 228,176 21,022 2,703 148,910 354,896 591,565 1,347,272

2007 154,737 23,904 1,853 164,652 429,384 625,890 1,400,420

2006 175,567 64,905 1,247 124,988 406,183 638,103 1,410,993

2005 153,177 43,956 549 97,266 349,894 529,411 1,174,253

Condoms 2009 246,364 6,571 12,459 65,709 262,954 675,920 1,269,977

2008 233,051 5,431 5,947 49,415 218,809 647,786 1,160,439

2007 150,244 4,143 7,452 125,795 214,794 540,069 1,042,497

2006 126,785 17,304 1,704 29,716 173,927 524,854 874,290

2005 49,554 5,963 559 79,265 171,178 505,683 812,202

Injectables 2009 261,291 7,022 10,071 60,490 164,409 366,107 869,390

2008 303,622 12,239 8 40,607 150,266 319,743 826,485

2007 114,056 10,297 7,478 42,202 151,901 308,281 634,215

2006 217,834 22,230 6,309 32,306 244,992 287,953 811,624

2005 186,277 4,860 47 19,502 128,048 229,295 568,029

(Continued on next page)
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Table A.8: Number of Couple Years of Protection (CYP) provided by region and method, 2005–2009 
continued
(n=number of Member Associations that provided data)

Type of service Year AR AWR EN ESEAOR SAR WHR Total

Implants 2009 63,408 4,235 3,003 5,195 10,633 342,551 429,025

2008 48,851 2,840 2,072 4,485 33,772 305,415 397,435

2007 28,290 2,635 0 4,885 12,362 120,393 168,565

2006 45,782 102 0 3,448 9,566 79,295 138,193

2005 460 154 0 1,778 202,755 72,714 277,861

Other barrier methods 2009 17,757 1,168 1,302 1,597 0 66,630 88,454

2008 9,252 1,121 284 1,880 15 68,796 81,348

2007 6,485 2,200 251 2,128 22 8,663 19,749

2006 6,001 681 33 1,954 151 7,232 16,052

2005 3,429 1,989 37 1,583 620 1,139 8,797

Other hormonal methods 2009 20 0 9 14 0 2,364 2,407

2008 0 0 1 0 0 3,528 3,529

2007 0 0 0 0 0 2,256 2,256

2006 0 0 2 0 0 2,431 2,433

2005 0 0 4 0 0 2,242 2,246

Emergency contraception** 2009 944 130 455 1,224 51,380 109,716 163,849

2008 2,055 14 43 1,131 48,014 41,500 92,757

2007 1,655 3 51 1,191 40,472 28,638 72,010

2006 925 2 1 1,281 32,402 29,836 64,447

2005 433 4 8 33 27,193 32,754 60,425

Total 2009 947,633 194,560 170,071 547,989 1,738,252 4,848,736 8,447,241

2008 1,021,433 188,143 16,187 476,774 1,669,444 4,525,451 7,897,432

2007 654,311 203,657 147,149 525,524 1,706,480 4,420,484 7,657,605

2006 696,341 362,948 16,171 614,829 1,696,605 4,477,627 7,864,521

2005 510,891 318,963 4,809 460,076 1,789,096 3,097,667 6,181,502

** We have applied the CYP conversion factor of 20 emergency contraceptive pills per CYP, and revised previous years’ data for 
comparative purposes.
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Table A.9: Number of sexual and reproductive health services provided (excluding contraceptive 
services) by region and by service type, 2005–2009
(n=number of Member Associations that provided data)

Type of service Year AR AWR EN ESEAOR SAR WHR Total

Number of responses 2009 (n=36) (n=9) (n=21) (n=22) (n=8) (n=26) (n=122)

2008 (n=36) (n=9) (n=19) (n=20) (n=8) (n=28) (n=120)

2007 (n=34) (n=8) (n=17) (n=18) (n=7) (n=27) (n=111)

2006 (n=37) (n=10) (n=10) (n=17) (n=8) (n=26) (n=108)

2005 (n=29) (n=9) (n=2) (n=14) (n=8) (n=25) (n=87)

Gynaecological services 2009 343,265 282,125 130,822 1,087,132 697,667 6,863,782 9,404,793

2008 205,158 258,010 125,262 811,462 551,462 8,076,792 10,028,146

2007 188,427 186,244 84,060 891,790 338,226 4,695,899 6,384,646

2006 228,253 256,295 42,554 682,785 302,310 4,656,465 6,168,662

2005 40,251 186,848 19,574 268,416 307,972 4,495,533 5,318,594

Obstetric services 2009 448,979 216,447 231,230 694,239 1,590,360 2,244,005 5,425,260

2008 323,739 197,486 414,644 206,999 1,792,288 2,579,912 5,515,068

2007 440,135 107,803 26,221 211,129 1,721,306 1,432,917 3,939,511

2006 806,446 154,639 6,319 170,479 1,130,694 1,494,051 3,762,628

2005 90,330 234,384 8,376 208,030 778,263 1,466,688 2,786,071

Other SRH medical services 2009 602,445 61,423 0 237,762 385,261 311,899 1,598,790

2008 743,342 12,092 0 237,183 219,891 352,125 1,564,633

2007 413,831 119,097 726 208,326 961,078 434,740 2,137,798

2006 467,568 98,659 566 241,077 331,914 539,352 1,679,136

2005 6,047 45,524 34 337,589 780,728 282,657 1,452,579

Paediatric services 2009 401,197 44,966 903 5,492 774,812 301,601 1,528,971

2008 219,439 37,231 502 32,096 711,860 309,001 1,310,129

2007 241,632 39,908 753 27,566 640,120 322,582 1,272,561

2006 237,256 44,636 119 5,916 391,339 294,505 973,771

2005 115,399 117,808 0 149,644 285,503 276,682 945,036

Other specialized 
counselling services

2009 2,907,778 257,718 595,784 302,734 663,423 739,302 5,466,739

2008 1,491,167 336,262 581,320 173,798 443,433 714,115 3,740,095

2007 671,340 231,179 1,147,159 98,386 367,475 652,511 3,168,050

2006 1,174,921 58,149 73,931 248,420 267,603 494,904 2,317,928

2005 20,237 31,591 4,859 45,446 264,425 552,064 918,622

(Continued on next page)
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Table A.9: Number of sexual and reproductive health services provided (excluding contraceptive 
services) by region and by service type, 2005–2009 continued
(n=number of Member Associations that provided data)

Type of service Year AR AWR EN ESEAOR SAR WHR Total

STI/RTI services 2009 476,270 85,426 148,068 874,659 652,930 3,759,849 5,997,202

2008 355,644 36,334 492,790 653,676 544,087 3,588,300 5,670,831

2007 188,826 42,723 66,398 456,995 536,433 552,602 1,843,977

2006 155,014 26,258 51,252 388,151 257,833 574,742 1,453,250

2005 34,723 27,371 2,200 15,445 264,699 474,112 818,550

HIV-related services 2009 1,366,092 157,663 109,666 413,147 587,394 680,736 3,314,698

2008 1,485,825 68,908 110,488 232,229 355,703 635,522 2,888,675

2007 657,523 19,686 97,910 153,150 268,577 246,874 1,443,720

2006 571,579 33,562 24,367 127,701 111,907 217,263 1,086,379

2005 220,091 8,532 6,731 12,347 58,960 195,388 502,049

Abortion-related services 2009 134,842 42,053 116,370 166,169 399,713 552,347 1,411,494

2008 91,239 49,276 121,070 138,697 231,561 502,706 1,134,549

2007 40,775 29,137 92,914 122,052 167,945 199,187 652,010

2006 36,315 11,175 3,694 75,509 104,810 203,791 435,294

2005 25,044 3,333 339 39,797 137,142 13,574 219,229

Infertility services 2009 53,627 14,486 6,686 33,332 91,306 55,127 254,564

2008 33,752 8,006 3,577 19,801 66,120 60,384 191,640

2007 24,199 6,103 5,164 17,077 83,242 65,356 201,141

2006 34,214 13,075 724 27,006 55,166 53,696 183,881

2005 17,748 4,304 4,878 17,899 65,912 82,531 193,272

Urological services 2009 4,621 2,201 848 26,112 432 153,716 187,930

2008 3,854 1,508 903 23,911 478 171,035 201,689

2007 4,442 1,127 257 34,269 4,705 165,822 210,622

2006 10,855 5,542 321 21,293 5,697 157,015 200,723

2005 0 429 35 4,019 4,656 129,902 139,041

Total 2009 6,739,116 1,164,508 1,340,377 3,840,778 5,843,298 15,662,364 34,590,441

2008 4,953,159 1,005,113 1,850,556 2,529,852 4,916,883 16,989,892 32,245,455

2007 2,871,130 783,007 1,521,562 2,220,740 5,089,107 8,768,490 21,254,036

2006 3,722,421 701,990 203,847 1,988,337 2,959,273 8,685,784 18,261,652

2005 569,870 660,124 47,026 1,098,632 2,948,260 7,969,131 13,293,043
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Table A.10: Number of contraceptive services provided by region and by service type, 2005–2009
(n=number of Member Associations that provided data)

Type of service Year AR AWR EN ESEAOR SAR WHR Total

Number of responses 2009 (n=36) (n=9) (n=21) (n=22) (n=8) (n=26) (n=122)

2008 (n=36) (n=9) (n=19) (n=20) (n=8) (n=28) (n=120)

2007 (n=34) (n=8) (n=17) (n=18) (n=7) (n=27) (n=111)

2006 (n=37) (n=10) (n=10) (n=17) (n=8) (n=26) (n=108)

2005 (n=29) (n=9) (n=2) (n=14) (n=8) (n=25) (n=87)

Oral contraception 2009 1,561,539 132,725 100,605 1,335,596 2,558,715 4,514,185 10,203,365

2008 1,482,442 172,721 106,066 1,264,315 994,378 4,577,144 8,597,066

2007 720,326 225,492 70,023 1,267,705 2,004,266 3,233,500 7,521,312

2006 466,685 531,024 16,810 935,289 1,790,499 3,349,453 7,089,760

2005 811,168 510,600 10,974 178,329 1,244,762 3,067,148 5,822,981

Contraceptive counselling 2009 2,387,094 278,726 248,769 2,124,881 2,511,230 2,653,680 10,204,380

2008 2,706,071 293,237 232,311 1,082,165 3,130,751 3,338,631 10,783,166

2007 1,771,849 272,819 240,465 1,130,065 2,068,378 2,989,272 8,472,848

2006 739,062 323,973 48,536 403,202 717,307 2,922,880 5,154,960

2005 318,702 251,165 17,600 374,766 1,196,998 2,162,136 4,321,367

Condoms 2009 2,190,309 60,160 212,526 473,293 1,548,378 1,971,650 6,456,316

2008 3,907,508 49,573 72,602 446,561 1,220,655 2,223,875 7,920,774

2007 888,052 38,358 160,523 1,224,659 1,301,925 1,498,389 5,111,906

2006 780,277 519,507 49,958 242,484 653,130 1,690,245 3,935,601

2005 1,097,377 422 187 375,801 677,444 1,199,196 3,350,427

Injectables 2009 989,222 25,227 80,526 246,124 677,863 1,036,418 3,055,380

2008 1,184,488 24,796 44,346 127,638 642,670 1,031,347 3,055,285

2007 563,532 37,495 116 118,224 613,821 717,100 2,050,288

2006 899,878 55,941 32 85,183 654,027 623,912 2,318,973

2005 574,773 35,371 690 55,499 746,425 603,290 2,016,048

IUD 2009 121,262 64,619 56,807 97,502 166,862 546,862 1,053,914

2008 108,893 69,331 317,242 95,098 159,194 502,572 1,252,330

2007 87,585 61,682 1,880 104,887 154,634 483,140 893,808

2006 56,707 128,183 580 143,035 149,215 463,709 941,429

2005 41,388 191,294 1,175 110,962 280,026 273,221 898,066

Sterilization 2009 1,639 52 5,583 3,851 81,554 205,633 298,312

2008 1,275 96 5,152 6,476 103,681 198,184 314,864

2007 1,201 125 375 4,119 129,548 123,463 258,831

2006 2,118 291 2 7,137 128,330 128,962 266,840

2005 147 592 268 14,705 131,697 139,282 286,691

Contraceptive referrals 2009 216,087 14,941 234 1,336 12,899 6,388 251,885

2008 112,815 6,152 2,691 1,258 7,062 166,798 296,776

2007 19,346 6,030 17,098 2,495 8,024 3,117 56,110

2006 249,427 14,577 168 1,805 27,781 16,756 310,514

2005 2,327 9,052 91 1,006 16,746 226,666 255,888

(Continued on next page)
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Table A.10: Number of contraceptive services provided by region and by service type, 2005–2009 
continued

Type of service Year AR AWR EN ESEAOR SAR WHR Total

Awareness-based methods 2009 0 0 3 276 0 15,079 15,358

2008 0 0 0 292 0 20,049 20,341

2007 446 0 3,004 4,475 5,246 17,177 30,348

2006 25,786 0 55 6,165 599 12,311 44,916

2005 55,112 114,539 0 1,481 0 12,842 183,974

Implants 2009 58,185 1,695 120 4,204 8,893 222,647 295,744

2008 131,779 993 0 2,386 48,173 170,446 353,777

2007 33,963 481 0 2,309 40,359 60,892 138,004

2006 27,258 253 0 1,721 49,273 42,424 120,929

2005 16,137 381 9 1,633 82,517 56,090 156,767

Emergency 
contraceptive 
services

2009 26,980 2,328 7,302 7,086 29,995 1,564,430 1,638,121

2008 29,344 216 6,815 5,336 27,232 1,504,165 1,573,108

2007 20,659 136 8,349 4,280 24,744 57,297 115,465

2006 18,382 32 19 4,935 2,721 57,208 83,297

2005 28,855 1,084 155 667 3,886 38,173 72,820

Other barrier methods 2009 49,397 4,289 1,657 8,526 7 67,852 131,728

2008 42,463 4,948 3,877 7,061 285 125,806 184,440

2007 21,657 13,586 2,631 6,826 106 105,738 150,544

2006 14,579 4,725 216 8,764 50 80,711 109,045

2005 10 39,439 242 6,159 156 44,486 90,492

Other hormonal methods 2009 206 0 124 286 0 249,667 250,283

2008 402 0 11 0 0 271,487 271,900

2007 0 0 6 0 0 8,238 8,244

2006 0 0 35 0 0 8,605 8,640

2005 0 0 114 0 0 3,304 3,418

Total 2009 7,601,920 584,762 714,256 4,302,961 7,596,396 13,054,491 33,854,786

2008 9,707,480 622,063 791,113 3,038,586 6,334,081 14,130,504 34,623,827

2007 4,128,616 656,204 504,470 3,870,044 6,351,051 9,297,323 24,807,708

2006 3,280,159 1,578,506 116,411 1,839,720 4,172,932 9,397,176 20,384,904

2005 2,945,996 1,153,939 31,505 1,121,008 4,380,657 7,825,834 17,458,939

15368_IPPF_5PR 05-09_Annexes.indd   7515368_IPPF_5PR 05-09_Annexes.indd   75 24/11/2010   12:1624/11/2010   12:16



76 Annex B: Key service results for Member Associations

Annex B: Key service results for Member 
Associations reporting consistently 
between 2005 and 2009

Seventy two Member Associations 
have provided service data consistently 
for the fi ve-year period 2005 to 
2009. This data set differs from the 
global data set which changes on an 
annual basis. This is due to increasing 
numbers of Member Associations 
reporting from year-to-year as data 
are provided for the fi rst time, or new 
Members joining the Federation as 
well as some Associations leaving 
the Federation. 

For both data sets, we know that 
data quality has improved during this 
fi ve-year period as there has been 
more investment in data collection 
throughout the Federation. However, 
this improvement in data quality will 
only partially account for the increases 
in numbers of services provided. 
The results for the consistent countries 
provide evidence of signifi cant growth 
in all services categories (Table B.1). 

Table B.1: Key service results for consistently reporting Member Associations
(n=number of Member Associations that provided data)

Type of service

2005 2009 Five-year 
percentage 

change
Five-year 

totaln =72

Total sexual and reproductive health services 26,593,208 48,287,991 81.6% 195,314,763

Contraceptive services 14,564,995 26,199,800 79.9% 106,585,175

New users to modern methods of contraception 2,720,357 3,872,949 42.4% 15,883,895

Non-contraceptive sexual and reproductive health services 12,028,213 22,088,191 83.6% 88,729,587

HIV-related services 1,249,653 3,994,459 219.6% 13,439,294

Condoms distributed 94,842,803 137,423,695 44.9% 571,612,241

Abortion-related services 207,090 727,379 251.2% 1,948,227

Sexual and reproductive health services to young people 7,272,078 19,768,735 171.8% 69,705,213

Couple Years of Protection 5,826,622 6,146,095 5.5% 30,178,868

Number of pregnancies averted 3,329,501 3,512,057 5.5% 17,245,080
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Annex C: IPPF’s income and expenditure

Financial review
Full details of IPPF’s 2009 fi nancial 
results are provided in a separate 
document entitled IPPF Financial 
Statements 2009. These have been 
prepared according to UK accounting 
and charity reporting and were 
audited by KPMG LLP. The IPPF 
fi nancial statements do not include 
the income and expenditure of the 
individual Member Associations. 
They refl ect the funding received 
by IPPF directly. 

IPPF’s income and 
expenditure

The overall income received by IPPF 
in 2009 was US$140.2 million, an 
increase of 51 per cent since 2005 
(Table C.1).

IPPF’s main source of funding is 
government grants, which account for 
just under 70 per cent of total income. 
In 2009, unrestricted government 
grants increased by US$2.0 million 
(2.5 per cent) from the previous year, 
with Australia, Germany, Japan, New 
Zealand, Finland and Norway all 
increasing funding in local currency 
terms, as well as the fi rst full year 
effect of the funding agreement with 
the UK government. This was offset 
in part by the impact of the US dollar 
being consistently strong in 2009.

Restricted government grants 
amounted to US$17.8 million. The 
government of the Netherlands 
provided US$9.8 million to support 
a major initiative on work with 
adolescents and young people. The 
government of Spain provided US$1.2 
million via an onward grant to UNFPA.

Grants from multilaterals and other 
income sources were US$36.4 million. 
This was due to an unrestricted 
legacy to IPPF’s Western Hemisphere 
Regional Offi ce of US$7.7 million 
and by several signifi cant restricted 
grants from the Bill and Melinda 
Gates Foundation. These included 
US$3 million for a multi-year research 
project that assesses the benefi ts 
of integrating HIV and reproductive 
health services in Africa. The other 
main component of the Gates 
funding was a US$4 million grant to 
support an advocacy project aimed 

at increasing fi nancial support and 
coordination among European donors 
for the provision of reproductive 
health supplies. IPPF also received an 
additional US$2.3 million from the 
Packard Foundation for a number 
of projects, including US$1.5 million 
for the Country Global Pathways 
project, which supports advocacy 
initiatives aimed at increasing political 
and fi nancial commitments to sexual 
and reproductive health at national, 
regional and international levels. 
The overall expenditure in 2009 was 
US$131.0 million (Table C.2).

Table C.1: Summary of income, 2005–2009 

2005 2006 2007 2008 2009

Type of income US$’000 US$’000 US$’000 US$’000 US$’000

Unrestricted 74,092 81,811 86,716 86,759 95,536

Restricted 18,848 25,624 33,851 32,913 44,633

Total 92,940 107,435 120,567 119,672 140,169

Source: IPPF Financial Statements 2005–2009.

Table C.2: Summary of expenditure, 2005–2009 

2005 2006 2007 2008 2009

Type of expenditure US$’000 US$’000 US$’000 US$’000 US$’000

Programme activities• 77,111 83,262 87,870 102,826 116,239

Management 15,768 12,232 10,776 15,036 11,611

Fundraising 2,558 2,758 3,228 3,556 3,195

Total 95,437 98,252 101,874 121,418 131,045

Source: IPPF Financial Statements 2005–2009.

• Grants to Member Associations, programme activities and trading company.
 Support costs and governance.
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Grants to Member Associations 
rose by 14.2 per cent in 2009 to 
US$81.6 million (Table C.3). These 
grants can be classifi ed according to 
the UNFPA country methodology. This 
is done in order to assess the extent 
to which resources are being allocated 
to countries with the greatest sexual 
and reproductive health and human 
development needs. In 2009, IPPF 
allocated 86.3 per cent of unrestricted 
funding to category A and B countries, 
those with the highest and high needs 
respectively (Table C.4 and Figure C.5).

Member Association income

IPPF’s total income has increased by 
35.6 per cent over the last fi ve years, 
from US$264.4 million in 2005 to 
US$358.6 million in 2009 (Table C.6). 

IPPF conducts analysis on the overall 
funding received by grant-receiving 
Member Associations. A summary of 
grant-receiving Member Association 
income comprising IPPF, local and 
international sources by region is 
presented in Table C.7.

Regional comparisons show 
considerable differences among 
Member Associations in terms of 
relying on IPPF for the majority 
of their funding (C.8 to C.13). IPPF 
encourages self-suffi ciency and 
diversity of income sources but also 
recognizes that in meeting the needs 
of the poorest of the poor and in 
working with marginalized groups, 
it is not always possible to achieve 
this while providing services for free 
or which fully cover costs.

In the short to medium term, 
IPPF will work closely with 
Member Associations to further 
develop programmes aimed at 
improving resource mobilization 
skills and driving cost effi ciency. 
This will be done by understanding 
current internal and external best 
practice, peer to peer knowledge 
transfer and increasing capacity 
at the Member Association level.
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Table C.4: Percentage of unrestricted resource allocation to Member Associations by UNFPA 
category, 2005–2009

Country classifi cation 2005 2006 2007 2008 2009

A – Highest need 63.9 60.4 61.0 66.3 63.2

B – High need 25.3 25.2 26.3 23.0 23.1

C – Low need 6.0 8.2 6.4 7.7 9.0

O – Other 4.8 6.2 6.3 3.0 4.7

Total 100.0 100.0 100.0 100.0 100.0

Table C.3: IPPF grant funding per region, 2005–2009 

2005 2006 2007 2008 2009

Region US$’000 US$’000 US$’000 US$’000 US$’000

Africa 20,790 21,685 22,560 25,341 30,003

Arab World 5,343 4,998 4,556 4,352 5,722

East and South East 
Asia and Oceania

6,781 6,574 6,855 7,197 10,306

Europe 3,946 5,294 3,286 4,295 7,619

South Asia 8,850 9,129 8,940 10,072 11,784

Western Hemisphere 10,648 13,608 15,573 20,188 16,190

Total 56,358 61,288 61,770 71,445 81,624

Source: IPPF Financial Statements 2007, 2008, 2009.
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Table C.6: Total income for grant-receiving Member Associations, 2005–2009

Year IPPF total 
income

Increase/
(Decrease)

2005 as 
base year 

Local 
income

Increase/
(Decrease)

2005 as 
base year

International
income

Increase/
(Decrease)

2005 as 
base year

Grand
total

Increase/
(Decrease)

2005 as 
base year

US$’000 % US$’000 % US$’000 % US$’000 %

2005 56,357 165,986 42,021 264,364

21% 63% 16% 100%

2006 61,288 9% 170,024 2% 31,380 -25% 262,692 -1%

24% 65% 12% 100%

2007 61,770 10% 181,033 9% 38,934 -7% 281,737 7%

22% 64% 14% 100%

2008 71,444 27% 209,261 26% 44,177 5% 324,882 23%

22% 64% 14% 100%

2009 81,626 45% 219,743 32% 57,222 36% 358,591 36%

23% 61% 16% 100%

Figure C.5: Percentage of unrestricted resource allocation 
to Member Associations by UNFPA category, 2005–2009
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Table C.7: Total Member Association income by region, 2005–2009

Region IPPF total 
income

Increase/
(Decrease)

Local 
income

Increase/
(Decrease)

International
income

Increase/
(Decrease)

Grand
total

Increase/
(Decrease)

US$'000 % US$'000 % US$'000 % US$'000 %

Africa

2005 20,789 4,606 11,649 37,044

2009 30,005 44% 8,778 91% 17,102 47% 55,885 51%

Arab World

2005 5,343 4,051 808 10,202

2009 5,722 7% 1,683 -58% 2,331 188% 9,736 -5%

East and South East Asia and Oceania

2005 6,781 51,275 7,864 65,920

2009 10,307 52% 75,451 47% 12,980 65% 98,738 50%

European Network

2005 3,947 226 1,644 5,817

2009 7,618 93% 237 5% 3,926 139% 11,781 103%

South Asia

2005 8,850 4,551 3,497 16,898

2009 11,784 33% 9,478 108% 2,633 -25% 23,895 41%

Western Hemisphere

2005 10,647 101,277 16,559 128,483

2009 16,190 52% 124,116 23% 18,250 10% 158,556 23%

Total

2005 56,357 165,986 42,021 264,364

2009 81,626 45% 219,743 32% 57,222 36% 358,591 36%
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C.8: Africa region: Sources of funding (2009 actual)

Figure 1: Local income US$’000
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Figure 2: International income US$’000
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Figure 3: IPPF total income US$’000
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Key trends for 
the Africa region
Total income for the Africa region in 
2009 amounted to US$55.9 million – 
an increase of 51 per cent from 2005.

The proportion of income sourced 
locally has increased in the last fi ve 
years. In 2005, local income made up 
12 per cent of Africa region’s income, 
and in 2009 it was 16 per cent. The 
proportion of international income 
remained the same at 31 per cent 
in 2005 and 30 per cent in 2009.

IPPF income represented 57 per cent 
of Africa region’s total income in 2005, 
compared to 54 per cent in 2009.
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C.9: Arab World region: Sources of funding (2009 actual)

Figure 1: Local income US$’000
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Figure 2: International income US$’000
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Figure 4: Income by type

Key trends for the 
Arab World region
Total income for the Arab World 
region in 2009 amounted to 
US$9.7 million – a decrease of 
5 per cent from 2005.

Since 2005, there has been a 
signifi cant decline in local income, 
which made up 40 per cent of the 
region’s total funding in 2005, 
compared with 17 per cent in 2009. 
The percentage of international 
income has trebled since 2005 – 
from eight per cent in 2005 to 
24 per cent in 2009.

IPPF income represented 52 per cent 
of total income in 2005, increasing to 
59 per cent in 2009, indicating more 
reliance on IPPF as the main funding 
mechanism, although this level has 
declined from 69 per cent in 2007.

■ Local income

■ International income

■ IPPF income

17

2459
%

15368_IPPF_5PR 05-09_Annexes.indd   8215368_IPPF_5PR 05-09_Annexes.indd   82 24/11/2010   12:1624/11/2010   12:16



IPPF Five-year Performance Report 2010 83

C.10: East and South East Asia and Oceania region: Sources of funding (2009 actual)

Figure 1: Local income US$’000

$0 $10,000 $20,000 $30,000 $40,000 $50,000 $60,000

Contraceptive
sales

Patient fees

Local
government

Fundraising

Fees and other
international
membership

13,503

671

1,294

11,652

48,331362

Figure 2: International income US$’000
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Figure 3: IPPF total income US$’000
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Figure 4: Income by type

Key trends for the 
East and South East Asia 
and Oceania region
Total income for the East and South 
East Asia and Oceania region in 2009 
amounted to US$98.7 million – an 
increase of 50 per cent from 2005.

In 2009, the proportions of local, 
international and IPPF income have 
remained nearly the same as in 2005, 
when local income made up 78 per 
cent of total funding, international 
income 12 per cent and IPPF income 
10 per cent.

Since 2005, the East and South East 
Asia and Oceania region has increased 
non-IPPF income by 50 per cent, 
or US$29.3 million.
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C.11: European Network: Sources of funding (2009 actual)

Figure 1: Local income US$’000
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Figure 2: International income US$’000
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Figure 3: IPPF total income US$’000
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Figure 4: Income by type

Key trends for the 
European Network
Total income for the European 
Network in 2009 amounted to 
US$11.8 million – more than double 
the income in 2005 of US$5.8 million.

The proportion of local income 
has decreased from 4 per cent in 
2005 to just 2 per cent in 2009. 
The proportion of international 
income has increased from 28 per 
cent in 2005 to 33 per cent in 2009.

IPPF income has decreased slightly 
from 68 per cent in 2005 to 65 per 
cent in 2009.
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C.12: South Asia region: Sources of funding (2009 actual)

Figure 1: Local income US$’000

$0 $500 $1,000 $1,500 $2,000 $2,500

Contraceptive
sales

Patient fees

Local
government

Fundraising

Fees and other
international
membership

1,317

1,731

1,914

861

2,359

2,157

Figure 2: International income US$’000
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Figure 4: Income by type

Key trends for the 
South Asia region
Total income for the South Asia 
region in 2009 amounted to 
US$23.9 million – a 41 per cent 
increase from the total income 
in 2005.

The proportion of local income 
has increased to 40 per cent, 
compared with 27 per cent in 2005. 
International income, on the other 
hand, has decreased from 21 per 
cent in 2005 to 11 per cent in 2009.

IPPF income represented 52 per cent 
of total income in 2005, decreasing 
to 49 per cent in 2009.
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C.13: Western Hemisphere region: Sources of funding (2009 actual)

Figure 1: Local income US$’000
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Figure 2: International income US$’000
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Figure 4: Income by type

Key trends for the Western 
Hemisphere region
The total income for the Western 
Hemisphere region amounted to 
US$158.6 million in 2009, a 23 per 
cent increase from the total income 
in 2005.

The proportions of local and 
international income have remained 
nearly the same since 2005, when 
local income made up 79 per cent 
of total funding and international 
income was 13 per cent.

IPPF income represented 8 per cent 
of total income in 2005 but has 
increased to 10 per cent in 2009. 
However, the region continues to 
have well diversifi ed sources of 
funding beyond IPPF.

■ Local income

■ International income

■ IPPF income
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88 Key abbreviations

AIDS   Acquired immune 
defi ciency syndrome

AR Africa region, IPPF

AWR Arab World region, IPPF

CCM  Country Coordinating 
Mechanism

CSE  Comprehensive sexuality 
education

CYP Couple years of protection

EN European Network, IPPF

ESEAOR  East and South East Asia 
and Oceania region, IPPF

HIV  Human immunodefi ciency 
virus

HPV Human papillomavirus

ICPD  International Conference 
on Population and 
Development

IEC  Information, education 
and communication

IPPF  International Planned 
Parenthood Federation

IT Information technology

Key abbreviations

IUD Intra-uterine device

LGBTQ  Lesbian, gay, bisexual, 
transgender and 
questioning

MDG  Millennium Development 
Goal

MISP  Minimum initial service 
package

NGO  Non-governmental 
organization

PEER  Participatory ethnographic 
evaluation and research

PMTCT  Prevention of mother-
to-child transmission

PSI  Population Services 
International

RMA  Resource Mobilization 
and Awareness

RTI Reproductive tract infection

SAR South Asia region, IPPF

SRH  Sexual and reproductive 
health

STI  Sexually transmitted 
infection

UN United Nations

UNAIDS  Joint United Nations 
Programme on HIV/AIDS

UNFPA  United Nations Population 
Fund

UNHCR  United Nations High 
Commissioner for Refugees

UNICEF  United Nations Children’s 
Fund

UNHCR  United Nations High 
Commissioner for Refugees

UNOCHA  United Nations Offi ce 
for the Coordination of 
Humanitarian Affairs

VCT  Voluntary counselling 
and testing for HIV

WHO World Health Organization

WHR  Western Hemisphere 
region, IPPF

YAM Youth Action Movement

YSAFE  Youth Sexual Awareness 
for Europe
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Management Sciences for Health

Margaret Sanger Center International

New World Foundation

Nike Foundation

Overbrook Foundation

Pathfi nder

Planned Parenthood Federation 
of America (PPFA)

Population Action International (PAI)

Program for Appropriate Technology 
in Health (PATH)

Prospect Hill Foundation

RH and Ester Goodrich Foundation

Rockefeller Foundation

Rutgers Nisso Groep

Scherman Foundation

Sir David Owen Memorial Fund

Summit Foundation

United Nations Development 
Programme (UNDP)

United Nations Foundation (UNF)

United Nations Population Fund 
(UNFPA)

West African Health Organization

WestWind Foundation 

William and Flora Hewlett Foundation

Winter Cove Foundation

World Bank

World Conservation Union

World Health Organization (WHO)

Youth Incentives Fund

Plus donations from legacies, 
individuals and anonymous supporters. 

Government of the Netherlands

Government of New Zealand

Government of Norway

Government of Pakistan

Government of the Republic of Korea

Government of Spain

Government of the States of Jersey

Government of Sweden

Government of Switzerland

Government of Thailand

Government of the United Kingdom

Government of the United States of 
America

Harry and Julia Abrahamson Fund 
for Youth SRH Services

Helen Seymour Fund

International AIDS Vaccine Initiative

International Federation of the 
Red Cross

International Foundation

International HIV/AIDS Alliance

International Women’s Health 
Coalition (IWHC)

Intrahealth

IPAS Fund

JHPEIGO

John D and Catherine T MacArthur 
Foundation

Joint United Nations Programme 
on HIV/AIDS (UNAIDS)

Levi Strauss Foundation

Libra Foundation

Liz Claiborne & Art Ortenberg 
Foundation

London School of Hygiene 
and Tropical Medicine

Louis and Harold Price Foundation

MAC AIDS Fund

Arab Gulf Fund United Nations 
Development Programme

A R Contorer Foundation

The Asia Pacifi c Alliance for
Reproductive Health

Big Lottery Fund

Bill and Melinda Gates Foundation

Brasov Fund

Brush Foundation

Comic Relief

Compton Foundation

David and Lucile Packard Foundation

Deutsche Gesellschaft für Technische 
Zusammenarbeit (GTZ)

Donohue Family Foundation

Elton John AIDS Foundation

Engender Health

Equilibres et Population

Erik E & Edith H Bergstrom Foundation

Ernest Kleinwort Charitable Trust

European Commission (EC)

Family Care International

Ford Foundation

Fred H. Bixby Foundation

Gerbode Foundation

Global Network of People Living 
with HIV/AIDS (GNP+)

Good Gifts Catalogue

Government of Australia

Government of Barbados

Government of Canada

Government of China

Government of Denmark

Government of Finland

Government of Germany

Government of Japan

Government of Malaysia

Thanks to supporters of IPPF 2005–2009
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The International Planned Parenthood Federation 
(IPPF) is a global service provider and a leading 
advocate of sexual and reproductive health and 
rights for all. We are a worldwide movement 
of national organizations working with and 
for communities and individuals.

IPPF works towards a world where women, 
men and young people everywhere have control 
over their own bodies, and therefore their 
destinies. A world where they are free to choose 
parenthood or not; free to decide how many 
children they will have and when; free to pursue 
healthy sexual lives without fear of unwanted 
pregnancies and sexually transmitted infections, 
including HIV. A world where gender or sexuality 
are no longer a source of inequality or stigma. 
We will not retreat from doing everything we can 
to safeguard these important choices and rights 
for current and future generations. 
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151 Member Associations worldwide • 621 million condoms 
distributed • 22 million pregnancies averted • 251 million sexual 
and reproductive health services provided • 158 million clients
of which an estimated 69 per cent are poor, marginalized, 
socially-excluded and/or under-served • 4 in 10 clients are under 
the age of 25 years and 80 million services provided to young 
people • 81 per cent of Member Associations involved in national 
funding mechanisms • 70 per cent of Member Associations have 
a written HIV and AIDS workplace policy • 62 million professional 
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in innovation in 40 countries • Nearly 90 per cent of our funding 
went to countries with highest or high need • Founding member
of the Reproductive Health Supplies Coalition • 41 per cent of 
Member Associations are integrating sexual and reproductive health 
and HIV services • 283 legislative and/or policy changes made at 
national level in support of sexual and reproductive health and 
rights • Nearly fi ve-fold increase in voluntary counselling and 
testing services • Memoranda of Understanding with many 
international organizations, including UNFPA, UNAIDS, WHO, JOICFP, 
NPOKI, MEASURE Evaluation and MenEngage Alliance • Nearly 
16 million STI services provided • 116 Member Associations have 
been accredited • 56 per cent of Member Association governing 
board members are women • Number of abortion-related 
services provided since 2005 has increased by 6 times • Raised 
US$19.4 million for national level contraceptive supplies in 
fi ve countries • 23 per cent more Member Associations with 
strategies to provide sexual and reproductive health and HIV services 
to sex workers in 2009 compared to 2005 • 81 per cent of 
Member Associations have at least one young person on their 
governing board • IPPF Declaration of Sexual Rights translated 
into 24 languages • Built a Federation-wide website to connect 
ALL IPPF volunteers and staff... 

Five-year Performance Report 2010




