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Fifteen years on from the International Conference on Population 
and Development, IPPF is asking what it is like to be 15 years of 
age today. This year’s Annual Performance Report highlights  
some of our most innovative work with young people, and 
presents the voices of those involved in IPPF’s youth programmes 
– the volunteers and peer educators, the staff, and the 
beneficiaries themselves. 

We also present our global indicators results which demonstrate 
the continued progress made in providing sexual and reproductive 
health information and services and in meeting the needs of 
the most vulnerable and under-served groups. Our efforts to 
strengthen the Federation’s organizational effectiveness are also 
described with new developments in accreditation and resource 
allocation, a new extranet site to connect all volunteers and staff 
of IPPF, and a clinical data management system to improve data 
collection and utilization in our clinics.

We asked young people to tell us about the difference 
IPPF has made in their lives, in their peer groups and in 
their communities. Their voices are clear – IPPF changes 
young people’s lives for the better... 

Annual 
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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

Fifteen years on from the International 
Conference on Population and 
Development held in Cairo, IPPF is 
asking what it is like to be 15 years 
of age today, and the first chapter 
of this report provides qualitative 
information to demonstrate the impact 
of our work on young people’s lives. 
Young people are often not visible in 
debates on sexual and reproductive 
health, and the continued refusal of 
some powerful institutions to address 
the realities of 21st century living, in 
particular for young people, places 
both present and future generations at 
risk. IPPF is a key player in promoting 
the sexual rights of young people. 
Every year, a third of our services are 
provided to young people, and our 
youth policy commits us to involving 
young people in governance and 
programmatic decision making. 

Globally, IPPF Member Associations 
play a critical role in providing millions 
of much-needed services that reduce 
levels of unplanned pregnancy, 
unsafe abortion, maternal mortality, 

Investment in sexual and reproductive health, including linkages 
to HIV and AIDS, is one of the best proven and most cost effective 
interventions possible for development and poverty reduction.  

Foreword by the Director-General

sexually transmitted infections and 
HIV. These services complement 
those of governments and other 
primary health care providers by 
targeting the poor, marginalized and 
most vulnerable, including young 
people. Furthermore, by providing 
comprehensive sexuality education 
and advocating for sexual rights, 
Member Associations contribute 
to changing gender stereotypes 
and reducing sexual violence and 
coercion, as well as building critical 
life skills and an understanding of 
the importance of human rights and 
social justice. 

By the end of 2008, it had become 
clear that the financial recession was 
deepening into a global economic  
crisis which would have a lasting 
impact on development, and that 
steps must be taken to address 
poverty and inequity in a world 
that is more interconnected than 
ever before. As a global Federation, 
IPPF is already uniquely placed in a 
world that is going to need more 
cooperation and collaboration. As the 
crisis deepens, we will need to refocus 
our efforts on the most vulnerable 
groups, including the poorest, youth, 
mobile populations, those living 
in emergency camps and in urban 
areas, and others. By highlighting the 
linkages between voluntary family 
planning and reproductive health, 
population dynamics, climate change 
and social and economic inequalities, 
we are also calling for increased 
investment in family planning funding 
across the globe.

In the past year, we have been making 
good progress in strengthening 
our role in national, regional and 
global advocacy, to influence health 
systems strengthening. We have also 
improved our ability to demonstrate 
the difference we are making through 
evaluation, data collection, including a 
clinic management system, reporting 
and learning from what we do. Our 
governance task force report made 
recommendations to ensure more 
effective decision making and the need 
to strengthen the partnership between 
governance and staff. Our revised 
accreditation system, which pays more 
attention to performance and the 
relevance of Member Associations’ 
work in the country context, began to 
be rolled out in 2009. Finally, a new 
resource allocation system for Member 
Associations was developed and is 
being implemented for 2010 budgeting 
with a stronger emphasis on need and 
performance. Member Association 
grants will be more clearly linked to 
their progress in meeting the strategic 
objectives of IPPF. 

As this report demonstrates, 
IPPF continues to learn from its 
experiences. We remain committed 
to a culture of increasing efficiency, 
effectiveness and accountability to  
our clients, partners and donors. 

Dr Gill Greer 
Director-General, IPPF
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Executive summary

1  Changing young 
people’s lives  
Our Strategic Framework 2005–2015 
highlights the five priority areas of 
adolescents, HIV and AIDS, abortion, 
access and advocacy. In the first 
chapter of this report, we are focusing 
on our work with young people to 
illustrate some of our most innovative 
programmes addressing the needs of 
young people within IPPF’s priority 
areas. One case study from each of our 
six regions is highlighted. These studies 
result from participatory and qualitative 
research, asking and listening to the 
voices of young people themselves, 
and revealing the difference IPPF  
is making to their sexual and 
reproductive health and rights.

In addition, an overview of our global 
advocacy campaign, 15andCounting, 
is also presented. This campaign 
calls on governments to promote, 
protect and fulfil their promise to 
provide better access to sexual and 
reproductive health services and 
information for all young people.

2  Global performance 
indicators
Our 30 global indicators are used by 
the Federation to monitor progress in 
implementing our Strategic Framework 
2005–2015, and to identify areas 
where investment needs to be focused 
in future years. The data also provide 
key information that is used by Member 
Associations to improve their own 
programmes, and by Regional Offices 
to identify where Member Associations 
most need technical support. 

This year’s Annual Performance Report includes case studies highlighting 
the difference IPPF makes to young people’s lives, our global indicators 
results, and key initiatives in our four supporting strategies. 

In chapter two, the data from 2008 
are compared with those from 
2005 to indicate progress as well 
as highlighting areas where further 
investment is needed. The number 
of Member Associations providing 
global indicators data has increased 
consistently since 2005, as have the 
number of services provided. To 
investigate whether this upward trend 
is real, we conducted analyses on 
those Member Associations that have 
reported their data each year between 
2005 and 2008. These data illustrate 
that for all categories of sexual and 
reproductive health services, there is 
a positive trend with IPPF providing 
more services now than ever before. 

3  IPPF’s supporting 
strategies
IPPF’s Strategic Framework is 
supported by the four supporting 
strategies of governance and 
accreditation, resource mobilization, 
capacity building, and monitoring 
and evaluation, including knowledge 
management. Chapter three provides 
updates on key initiatives and 
developments from 2008 in these 
four areas, as well as a financial 
review. These management systems 
ensure that the goals and objectives 
in our Strategic Framework will be 
achieved by improving organizational 
effectiveness and increasing 
accountability. The first strategy 
supports strong governance and a 
global network of members that 
comply with essential standards.  
The second ensures that we raise  
the resources needed for our work. 

The third supporting strategy is 
concerned with building the capacity 
of Member Associations to implement 
their programmes effectively. The 
fourth strategy ensures that we 
monitor and evaluate our work at all 
levels, and benefit from the experience 
and expertise that exists throughout 
the Federation’s global network.

4  Next steps
The final chapter highlights some  
of the key areas that IPPF will focus  
on in the near future.

Annex A: Global indicators 
by region
In Annex A, the results of our global 
indicators for 2005, 2006, 2007 and 
2008 are summarized, and regional 
breakdowns for each indicator are 
presented.

Annex B: IPPF’s income 
by region
Annex B presents an analysis of our 
income by region in 2008, 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



In this chapter, we present qualitative information from each of our regions to highlight 
innovative programmes addressing the sexual and reproductive health needs of young 
people. This chapter presents the voices of many young people to illustrate the difference 
IPPF is making to their lives.

 1 Changing young people’s lives
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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. 

Fifteen years ago, the ICPD Programme of Action highlighted the 
importance of addressing young people’s sexual and reproductive 
health needs. However, many young people still do not have access to 
high quality, youth friendly, comprehensive sexual and reproductive 
health information and services. 

Young volunteers 
have acquired a  
new and more 
respected role in  
the community,  
and have made  
a positive impact  
on people’s lives.
Peer educator, Nepal

Fifteen years on from the International 
Conference on Population and 
Development held in Cairo, IPPF is 
asking crucial questions on what it is 
like to be 15 years of age today. Never 
before have there been so many young 
people, but the inequalities between 
them are significant. Many have 
personal and professional possibilities, 
dreams to aspire to and the potential 
to realize these dreams, but nearly 
half live in poverty with low levels of 
education, poor health and wellbeing, 
and limited economic opportunities. 
The reality for many is that their sexual 
rights are denied due to cultural, 
traditional and religious beliefs as 
well as poor access to comprehensive 
sexual and reproductive health 
information and services. 

By addressing young people's 
sexual and reproductive health and 
promoting their participation, IPPF 

is improving the wellbeing of youth 
and their chances to lead meaningful, 
healthy and fulfilling lives. 

This first chapter focuses on the 
difference that Member Associations’ 
have made to the sexual and 
reproductive health and wellbeing 
of young people. The following 
case studies from the Member 
Associations’ work in Nepal on youth 
participation and in Hong Kong on 
sexuality education provide examples 
of how we are working to fulfil our 
commitments to a rights-based 
approach to our work. 

Improving the sexual and 
reproductive health status  
of young women 

Family Planning Association  
of Nepal (FPAN), Nepal
Nepal is a landlocked country of 27 
million people, of whom a third are 
aged 10 to 24 years old.1 It is one 
of the poorest and least developed 
countries in the world, and suffers 
from high infant and maternal 
mortality (48 per 1,000 live births).2 
Literacy among women is lower than 
among men, girls are less likely to 
be enrolled in secondary school, and 
women are likely to marry and have 
children at an early age (by the age  
of 15-19, 42 per cent are married).3 
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Earlier everyone used to 
think contraception was 
just for elderly women. 
Since this project has 
been here everyone  
is aware that they are 
also for young people.
Nurse, FPAN, Nepal

on the community needs identified 
by the local youth peer educator 
groups but typically include activities 
in schools and colleges, advice, 
counselling and information on and 
referrals to the nearby sexual and 
reproductive health clinics. At the main 
district office there is also the FPAN 
clinic, which has been operating for 
over 15 years, providing a range of 
sexual and reproductive health services 
including youth friendly information, 
antenatal care, pregnancy counselling 
and referrals for safe abortion. 

Young people involved in the 
programme value the peer-based 
approach. These young people have 
grown up in an environment in which 
people rarely speak about sexual and 
reproductive health. Taboos around 
sexuality and difficulties in accessing 
information have led to many young 
people feeling isolated and afraid of 
changes when going through puberty. 
Talking to someone their own age has 
fostered a sense of a safe environment 
in which to talk. 

health issues. There is an adjoining 
small FPAN outreach clinic with an 
examination room staffed by an FPAN 
nurse and assistant. Young people 
attending the centre are referred by 
the young volunteers to the clinic and 
its location next to the centre makes it 
easily accessible. 

Other than the youth mobilizer, who is 
an FPAN employee, all of the centre’s 
activities are run by youth volunteers. 
Their work is managed through several 
tiers of volunteers including a youth 
sub-committee, a youth forum and 
a network of peer educators. The 
sub-committee generally oversees the 
running of the project and members 
of the youth forum are the principal 
peer educators for the programme. 
In all levels of volunteer membership, 
the programme aims to achieve 
participation of 60 per cent young 
women and 40 per cent young men.  

Each ward in the district is assigned 
a group of youth peer educators. 
Volunteer activities vary depending  

In Nepal, sexual and reproductive 
health services are primarily targeted at 
and utilized by older married couples. 
There is stigma related to young 
people, particularly unmarried young 
people, using these services. There 
is also little culture of talking about 
sexual and reproductive health or 
sexuality. To address this inaccessibility 
to sexual and reproductive health 
services for young people, the Family 
Planning Association of Nepal (FPAN) 
established a youth friendly sexual  
and reproductive health clinic and 
a multi-purpose resource centre in 
a rural and marginalized area of the 
Bardiya district of Nepal.   

Achievements
The youth centre serves as a hub for 
activities and as a meeting place for 
youth volunteers. Training sessions 
for young volunteers and activity 
planning meetings are held here. The 
centre also has a library which contains 
a range of information, education 
and communication materials on a 
variety of sexual and reproductive 
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A major frustration for the young 
volunteers is that due to widespread 
poverty they are not always able to 
provide their peers with the support 
they need. Although FPAN provides 
subsidized and free services, sometimes 
they have to make referrals to other 
local medical facilities which can be 
too expensive for the local community. 
“I find it difficult when I recommend 
people to go to hospital for medication 
but then it is not available at the 
hospital or it is too expensive for  
them to afford.” (Peer educator).

Lessons 
An important barrier that many project 
participants faced was negativity from 
parents, and peer educators had to find 
ways to persuade their families of the 
benefits of project activities. “When I 
went to form a peer group, the parents 
were very negative. But when they saw 
all the activities of the volunteers then 
it was OK for them.” (Peer educator). 
By involving parents and ensuring they 
do not feel isolated from the young 
people’s activities, the project became 
more accepted by the community. 
“When I first started coming here my 
family used to scold me a lot. They said 
unmarried girls shouldn’t go. In the 
early days I hid it from my parents, but 
now my parents support the work as 
they see how I am supported there.” 
(Peer educator). 

The following case study presents how 
the Family Planning Association of 
Hong Kong provides a safe space for 
young people to explore their sexuality.

Providing sexuality 
information and education 
to young people 

Family Planning Association of 
Hong Kong (FPAHK), Hong Kong
Hong Kong has a population of  
6.9 million, of whom 19 per cent are 
aged 10-24 years.4 It is one of the 
most technologically advanced and 
digitally connected societies in the 
world, and yet also upholds many 
traditional Chinese social values. 

 

Young people are beginning to look 
critically at practices that perpetuate 
women’s lower status and are 
challenging traditional gender roles. 
One example of this is the practice of 
menstruating women having to sleep 
outside the house due to beliefs about 
the polluting nature of menstruation. 
“In the past during menstruation she 
and the other women in her family 
had to stay out of the house, but once 
she had been educated about this 
from the centre she persuaded her 
family to change their views on this 
and now she is allowed to sleep in the 
house rather than in the cow shed.” 
(Peer educator). As a result of the 
peer educators challenging prevailing 
gender norms, young men and 
women volunteers sit together and 
talk openly and comfortably about 
sexual and reproductive health issues 
for the first time.  

The youth volunteers are involved 
not only in implementing activities 
but also in the development and 
management of the project and 
feeding into strategic decisions. 
“Young people are always included 
in FPAN’s task force when visits are 
made to ministers or parliament.” 
(Director-General, FPAN). This level 
of involvement by young people is 
the first of its kind in Nepal and is 
considered by FPAN to be its major 
strength. “This is something which is 
not being done by the government. 
It provides a good forum for young 
people, and is symbolic in the 
community as well as in terms of 
youth having more power.” (Deputy 
Executive Director, FPAN).

Challenges
Ensuring that the sexual and 
reproductive health services are  
youth friendly and meet the needs 
of young people relies on a network 
of youth volunteers. However, young 
women in particular find it hard to  
find the time to volunteer, as they  
have duties at home and many are 
also studying. There is therefore  
a high turnover and a need to 
constantly train new volunteers. 

“My body was developing and I was 
confused by the changes. All I knew 
was what I overheard from my brother 
and sister. I spoke to them and they 
told me to come along to the centre.  
I am only small, but the knowledge 
and ideas I have gained are big. I am 
not limited to knowledge from school 
now and I have become a different 
person. I give advice to my peers as 
well.” (Peer educator).

A major impact of the project 
has been increased acceptability 
in the community of young and 
unmarried people accessing sexual 
and reproductive services. “Earlier 
everyone used to think contraception 
was just for elderly women. Since 
this project has been here everyone 
is aware that they are also for young 
people.” (Nurse, FPAN). There has 
been a growing number of young 
people accessing a range of services. 
“I do a lot of counselling for young 
people. Before it wasn’t like that 
but since this programme has been 
running there have been many more 
young people.” (Nurse, FPAN).

Involvement in peer education has 
developed young people’s personal 
skills. The volunteers have grown 
in confidence and overcome fear 
and shyness about talking in public 
about sensitive issues. “I teach as 
a peer educator doing sexual and 
reproductive health classes at local 
schools. This has made me confident 
amongst the elder girls and I am 
not scared of them anymore. I was 
shy especially when women’s health 
subjects were being discussed – I went 
red in the face. Now I can talk openly.” 
(Peer educator). Young volunteers have 
acquired a new and more respected 
role in the community, and have 
made a positive impact on people’s 
health and lives. “In earlier times I 
hesitated to talk to others, I was a 
very shy person. But now I can share 
information with peers. Now I am  
a role model in the community.”  
(Peer educator). 
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The most valuable  
thing is the training, 
learning more about  
sex education and 
learning how to help 
others understand. For 
example how to use a 
condom – I can't learn 
this from my parents, 
friends or teachers.
Peer educator, Hong Kong

e-counselling services are now 
entering the market following the 
example set by FPAHK. The use of 
email counselling reflects the high 
rates of internet use in Hong Kong 
which makes it a natural medium for 
communication, especially with youth.  

Young peer counsellors are supported 
by a mentor and a professional 
counsellor, and with regular group 
training and feedback, peer counsellors 
learn how to address young people’s 
sexual concerns, obtain information  
on sexuality, develop responsible 
attitudes and life skills, and improve 
their communication skills. “In Hong 
Kong we really didn’t get any hands 
on sex knowledge, and through  
the programme I really started  
to understand things better.”  
(Peer counsellor).

With regular training and supervision, 
peer counsellors have gained a 
deeper understanding of sexual 
and reproductive health and rights. 

volunteer programme that provides 
sexual health information and support 
to young people through peer 
counsellors and peer educators.  
The programme aims to encourage 
a more open and positive attitude 
towards young people’s sexuality.  
“Our society really just wants young 
people to be good boys and girls, 
asexual almost... We [FPAHK] want 
them to be able to deal with their 
sexuality in a positive, healthy way.” 
(Executive Director, FPAHK). 

The FPAHK website includes a link 
through which people can submit 
questions related to sex, relationships 
and health for peer counsellors to 
answer. The peer counsellors receive 
training in sexuality education and  
are taught to offer non-judgmental, 
non-directive emotional support  
and advice. This e-counselling  
service was the first of its kind in  
Hong Kong to offer sexual and 
reproductive health counselling 
through the internet. Other 

Hong Kong has one of the lowest 
fertility rates in the world, with 
the total fertility rate standing at 
just 1.0 in 2008.5 Sex education is 
not mandatory in schools, and it 
is rarely given sufficient attention. 
Classes may include learning about 
sexually transmitted infections and 
preventing pregnancy, but they take 
a largely factual approach, and fail 
to address the emotional aspects of 
sex education. Research carried out 
by the Member Association in Hong 
Kong has found that dating, pre-
marital sex, and more open attitudes 
towards sex are increasingly common 
among young people. However, their 
knowledge about sex and conception 
remains inadequate, and ten per cent 
of young women (aged 18-27)  
had been pregnant, of whom  
50 per cent had terminated the 
pregnancy by abortion.6   

Achievements
The Family Planning Association of 
Hong Kong (FPAHK) has a youth 
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where else to get information.  
The media is a source of information 
for young people, but the information 
is not always trustworthy and is at 
odds with the messages that Hong 
Kong society provides.“We help them 
to navigate their way around a lot 
of very conflicting information. The 
media can be very open and seemingly 
encouraging of sex, versus older 
people who see it as such a bad and 
dirty thing.” (FPAHK member of staff).

The youth peer programme 
encourages independence and 
participation from young people in 
determining the focus of their efforts. 
The Association provides training and 
support but it is the young people 
themselves who decide how to spread 
their messages and information. “We 
are talking about youth sex education 
by youth. The whole idea comes from 
the youth themselves.” (Member of 
FPAHK staff). 

Young people in Hong Kong are 
more accustomed to highly structured 
activities with hierarchical supervision, 
as at school. The FPAHK volunteering 
model is very different from this, and 
expects young people to generate 
plans and ideas by themselves.  
This can be a challenge for the young 
volunteers at first, but they have  
found that by working together  
with other young people they are  
able to do just this. “Hong Kong 
people want to be creative but they 
cannot think out of the box. Talking 
to others at FPAHK really stimulates 
thinking.” (Peer educator).

The youth programme has strengthened 
FPAHK’s connection with young 
people in a fast moving world. Young 
people themselves have helped to  
influence the design of FPAHK’s services 
for youth and to ensure that they are 
truly youth friendly and accessible.

programme… by talking to them we 
can understand what young people 
are thinking nowadays. They say 
that three years is a generation gap 
because the culture is changing so 
fast. They inspire us a lot. It helps 
bridge the generation gap.” (FPAHK 
member of staff). 

Challenges
Although technology has advanced 
extremely rapidly in recent years, 
social norms around sexuality remain 
conservative, and sex is not openly 
discussed in Hong Kong. In some 
cases, people lack even the most 
basic knowledge about sex, and 
communicating even within intimate 
relationships is difficult for many. 
FPAHK staff report that they are 
frequently asked for advice on sexual 
problems such as non-consummation 
of marriage as there are so few 
resources available to young people 
who need advice about sex or other 
related issues. 

These social norms of not discussing 
sex are so entrenched in society 
that it can be very difficult to initiate 
dialogue around sex. “Whenever the 
topic comes up about love or sex, 
Hong Kong people have such a strong 
reaction, even from a young age. 
You can see primary school children 
even reacting so strongly. How is this 
happening?” (Peer educator). 

Many young volunteers have reported 
experiencing hostile reactions to 
their involvement with FPAHK. “I was 
helping at the book fair, trying to help 
sell books for FPAHK, and people 
would come to me and say ‘Why are 
you doing this? We don’t want you  
to show sex topics in public like this, 
you are a bad girl’.” (Peer educator). 

Lessons 
Some of the reasons that young 
people volunteer with FPAHK is 
because they feel ill-equipped 
in matters of sex education and 
relationships and want to improve 
their knowledge, but do not know 

This has not only been useful in the 
counselling that they provide as youth 
volunteers, but also in their own 
lives and for their friends. “The sex 
education we get at school is very 
biological, very technical – they don't 
make it personal. They make sex 
something that adults should consider, 
not young people.” (Peer counsellor).

Volunteering has given the peer 
counsellors the ability to differentiate 
between accurate and inaccurate 
information. This is important because 
the media and the internet, which are 
the main source of information on 
sex for young people in Hong Kong, 
are full of conflicting and inaccurate 
information. Young people are not 
able to approach their parents or 
teachers with questions and their 
friends are often equally misinformed. 
“The most valuable thing is the 
training, learning more about sex 
education and learning how to help 
others understand. For example how 
to use a condom – I can’t learn this 
stuff from my parents, friends or 
teachers.” (Peer educator).

The young volunteers are valued by 
the Member Association as agents 
of change encouraging the younger 
generation to be more open and 
comfortable talking about sex, and 
challenging the conservative attitudes 
in Hong Kong. A member of FPAHK 
staff explains, “How they perceive 
sex education has changed… it is 
more than just biology. Before they 
felt embarrassed talking about this 
subject. Now they are quite confident 
to talk about this and give messages 
to others.” 

Because of the rapid pace of 
technological change in Hong 
Kong, older people can quickly feel 
detached from young people, and 
the relationships between youth 
volunteers and older counsellors at 
FPAHK helps to bridge this gap for 
the Member Association. “The youth 
bring wonderful new ideas about 
how to improve the whole of our 
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Of the 60 million people who have 
been living with HIV in the past 20 
years, half became infected between 
the ages of 15 and 24.7 Research 
shows an alarming degree of 
misinformation and lack of knowledge 
about HIV among young people. 
Many do not have access to effective 
prevention programmes, including 
condoms, and therefore, preventing 
HIV requires comprehensive strategies 
that focus on youth. The following case 
study from the Member Association 
in Syria illustrates how we are working 
with young people to involve them  
in HIV prevention programmes and  
are reducing their vulnerability to  
HIV infection. 

HIV prevention for  
young people

Syrian Family Planning  
Association (SFPA), Syria
Young people aged 10-24 years old 
make up a third of Syria’s population,8 
and although the national HIV 
prevalence is low, young people are 
disproportionately affected with half 
of all recorded cases of HIV infection 

in people under 24 years old.9 The 
lack of open dialogue on HIV and the 
stigma surrounding it in Syria means 
that there needs to be innovative  
ways of involving young people in  
HIV prevention.

The Syrian Family Planning Association 
(SFPA) has developed an HIV and 
AIDS programme that targets young 
people. All of SFPA’s youth centres 
provide voluntary counselling and 
free testing facilities, as well as HIV 
awareness raising activities. There are 
two youth centres in Damascus; one 
is in the centre of the city, and the 
second is on the outskirts of the city 
where there are high levels of poverty 
and overcrowding, and many people 
are living in illegal and temporary 
accommodation. From the start, 
the centres have followed a peer to 
peer model in which responsibility 
has been handed to young people 
following initial training. Volunteers 
are trained in many areas of sexual 
and reproductive health and rights 
including HIV voluntary counselling 
and testing, and also on general health 
issues. The youth centres are open for 
drop-in visits five days a week, and 
during after school hours.

Achievements
The services provided by SFPA are 
part of the National AIDS Programme, 
and the Association is the only non-
governmental organization working 
in partnership with the Ministry of 
Health, a partnership that began 
in 2005. Very few organizations in 

Syria work with young people and 
HIV-related issues, beyond providing 
some educational sessions in schools. 
SFPA’s youth programme is innovative 
and unusual in the Syrian context 
as they work in an inclusive and 
participatory way. SFPA’s approach 
is also remarkable in the degree to 
which it concentrates on the broader 
determinants of vulnerability to HIV. 
The high percentage of HIV infections 
among the young age group in Syria is 
an indication that prevention activities 
need to be directed to this vulnerable 
group in order to maintain the 
country’s low HIV prevalence rate. 

Important elements of HIV prevention 
programmes are the empowerment 
and education of young people, 
reducing their socioeconomic 
vulnerability, and developing their 
self-esteem. In the Syrian context, 
talking openly about sex, sexual 
health and HIV is taboo, particularly 
for young people, and girls and 
women especially. SFPA’s approach is 
therefore to integrate HIV awareness 
activities with life skills training. The 
young people value access to accurate 
knowledge about HIV, but they also 
value their improved personal skills 
and the increased respect they gain 
from their peers. This approach 
enables youth to discuss subjects such 
as HIV that previously they may have 
felt too uncomfortable to talk about. 
The silence that surrounds HIV can 
be a driver of increasing prevalence 
rates, and therefore breaking this 
silence is an effective prevention 

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. 

Young people today have not known a world without HIV and yet 
despite being a highly vulnerable group, many of them still lack 
access to comprehensive, rights-based HIV and AIDS information, 
prevention and treatment services. 

HIV and AIDS



IPPF Annual Performance Report 2008–2009 11

strategy, particularly in a conservative 
environment such as Syria. A young 
female volunteer has described how 
her involvement with the project has 
affected her. “My communication 
with other people is much better. 
Before I didn’t like talking to people I 
didn’t know, but now I would talk to 
anybody. I also feel more comfortable 
talking about any subject, but before 
I was uncomfortable talking about 
certain things. The more I know and 
learn, the more I want to know.”

There are few other opportunities in 
Syria in which young people can tackle 
these sensitive subjects, and there is 
said to be a ‘wall of silence’ stopping 
people taking openly about them. The 
young volunteers enjoy breaking down 
this wall and gaining the courage to 
talk. For young people, these are new, 
challenging subjects. More than a fifth 
of SFPA’s volunteers are now young 
people and the youth projects are seen 
as a cornerstone of the organization. 

The training provided to young 
volunteers is extremely important 
for learning key life skills such as 
decision making, developing goals 
and improving communication which 
all contribute to making them less 
vulnerable to HIV. A member of 
SFPA staff explains, “In our society, 
choices are very limited for youth. 
The training gives them a wide range 
of information, to make them more 
capable to face life. When you train 
them about life skills, it’s about how to 
make good decisions, how to manage 
yourself, communication skills, how to 
have a dialogue with others.”

Young people living in the outskirts 
of Damascus face high levels of 
unemployment, poverty and drug 
use. This makes them particularly 
vulnerable to HIV infection. They 
have little access to information 
about HIV or sexual and reproductive 
health services. They have a lot of 
time to fill but few activities and little 
mental stimulation. The youth centres 
give them a focus for their energy, 
and an ideological cause which 

makes them feel as though they are 
contributing to Syrian society. Through 
involvement with the youth centres, 
their communities begin to respect 
them and their families have begun 
to actively listen to their children. The 
young volunteers involved with SFPA’s 
project feel that they are starting to 
make a difference. “Young people are 
very marginalized, few people listen to 
them in Syria. But I have noticed that 
since being involved in campaigns, 
young people have become more 
important in society and are being 
listened to more. Society is starting 
to see them as playing an important 
role.” (Youth volunteer). In a social 
context in which young people often 
feel ignored and marginalized, the 
freedom to express themselves and  
be heard is extremely important. 

Challenges
It is illegal to advertise contraception in 
Syria, including condoms. Pre-marital 
sex and homosexuality are publicly 
condemned and rarely discussed. This 
means that SFPA has to be cautious 
and sensitive about how it broaches 
the subject of sexual and reproductive 
health and rights with young people. 
SFPA must tread a fine line between 
challenging the potentially taboo 
nature of some of the issues, and yet 
keeping religious leaders and parents 
on board. People are very reluctant to 
discuss HIV issues, and generally have 
little information about it. One young 
woman who attended an awareness 
raising session on HIV at the youth 
centre said that she had asked her 
parents what it was and their response 
was “Don’t speak about it, we might 
get infected!” This both highlights 
the difficulty of addressing HIV in the 
Syrian context, but also how important 
it is for young people to have access to 
youth friendly information and services 
in an environment where they feel 
comfortable to ask questions. 

Some young people have reported 
that they faced stigma due to their 
involvement with the youth centres. 
“Because I visited the centre regularly, 
and many times, the neighbours said 

that maybe I am infected by some kind 
of disease.” The young volunteers also 
reported that the centre’s neighbours 
had difficulty in even accepting that 
there was a centre there for young 
people and they cut off the power 
supply to the building as a gesture 
of opposition to the clinic’s activities. 
To try to counter such disapproval, 
SFPA encourages parents to attend 
educational sessions and drama events 
held at the youth centre, so that they 
can learn for themselves about the 
work of the centre. 

Lessons 
The youth centres have affected the 
lives of young volunteers and clients 
in many diverse ways. The personal 
development, psychosocial and peer 
support offered by the centres have 
made a big difference to young people 
who have reported extremely positive 
experiences of their involvement with 
the youth centres. “This centre is like  
a very big window or door that people 
can come through to express their 
needs and what they want freely.” 
(Youth volunteer).

In a conservative environment like 
Syria, the peer to peer approach is very 
successful for young people who feel 
more comfortable talking to their peers 
than with their parents. The youth 
centres offer a place where young people 
can express themselves. “Young people 
in this area face a lot of problems, so 
the centre becomes a kind of place for 
release for them, to speak openly with 
others.” (Youth volunteer).
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Young people advocating  
for choice

The Innovation Fund Project  
in Ireland
Ireland has one of the most prohibitive 
policies on abortion in Europe. The 
legislation provides for a sanction of 
life imprisonment for a woman who 
terminates her pregnancy, and a 
term of three years for anyone who 
assists her. The Irish constitution still 
contains an express provision equating 
the life of the ‘unborn’ with that of 
the pregnant woman. However, the 
‘unborn’ has never been defined 
in Irish law and there has been no 
legislative provision reconciling the 
rights of the pregnant mother and 
those of ‘the unborn’. In theory, 
abortion is legal to save the life of  
the pregnant woman but it remains 
illegal for a woman who is pregnant  
as a result of rape or incest, in the  
case of severe foetal malformation, 
or for a woman at risk of permanent 
bodily harm.

In 2008, 4,600 Irish women travelled 
abroad to access safe and legal 
abortion services.10 A culture of 
shame and silence remains around 
accessing abortion services and 
therefore these journeys are often 
made in isolation, women feeling 
unable to reveal to family and friends 
the true reason for the visit. Abortion 
is a highly controversial and divisive 
topic in Ireland, and public debate is 
often dominated by religion. National 

IPPF is committed to the provision 
of safe and affordable abortion 
services to the fullest extent of the 
local law, as part of a comprehensive 
package of sexual and reproductive 
health services. Many IPPF Member 
Associations work in difficult legal and 
socio-cultural conditions in relation to 
abortion, and for these Associations, 
it is crucial that they raise awareness 
on the public health and social justice 
impact of unsafe abortion and to 
strengthen commitment for the  
right to choose and to have access  
to safe abortion. 

The collaboration between the IPPF 
Member Association in Ireland and an 
independent youth group described 
below, demonstrates how IPPF’s 
pro-choice values are translated into 
practice in the Irish context. 

discourse, including the pro-choice 
perspective, lacks a clear youth voice 
on the issue. Among Irish women, 
the highest number of abortions is 
amongst those aged between 20  
and 24.11 

The Irish Family Planning Association 
(IFPA) offers contraceptive services, 
health checks and advice for a range 
of sexual and reproductive health 
needs, including pregnancy testing 
and post-abortion medical checkups. 
IFPA also offers free crisis pregnancy 
counselling in its 10 centres in Ireland. 
Choice Ireland is an independent 
youth organization that through IPPF’s 
Innovation Fund, receives strategic 
support from IFPA as well as financial 
support for selected activities. The 
project aims to empower young 
people who are willing to speak  
out for the rights of women with  
crisis pregnancies, and to demand 
changes in the law. The group brings  
together young people from a range 
of backgrounds to work together on  
a pro-choice agenda. 

Achievements
Choice Ireland has held a number of 
creative and high profile rallies to draw 
attention to the realities that women 
with crisis pregnancies are facing in 
Ireland. One example of this was the 
‘Miss D’ case, a legal dispute between 
a pregnant teenager (Miss D) and 
the Health Service Executive (HSE). 
Miss D was under the age of 18 and 
had been taken into care. Following 

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. 

Access to safe legal abortion is a public health and human rights 
imperative. However, while intense debates and controversies 
surrounding abortion rage on, millions of women, especially  
young women, continue to suffer the adverse consequences  
of unsafe abortions.

Abortion
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a scan which showed the foetus 
had anencephaly (a neural defect 
which meant that a large part of the 
brain and skull were missing), Miss 
D decided she wished to terminate 
her pregnancy. However, the HSE 
responded by requesting that the 
police arrest her should she try to  
leave the country to travel to England 
for an abortion. During the Miss D 
case, Choice Ireland became the  
voice of the pro-choice movement  
on the issue, working closely with the 
IFPA’s Safe and Legal Abortion Rights 
Campaign. Choice Ireland publicly 
called for safe and legal abortion to  
be made available in Ireland, and a 
High Court ruling did grant Miss D  
the right to travel to the UK.

Another major focus of Choice 
Ireland’s activities has involved the 
denouncement of ‘rogue counselling 
agencies’. Accurate, non-judgmental 
and non-directive information 
about a woman’s options in a crisis 
pregnancy situation is provided by 
organizations such as IFPA, and 
agencies that provide information on 
crisis pregnancies that include abortion 
options are very closely regulated 
by the Irish government. However, 
organizations providing counselling  
to women with a crisis pregnancy 
which do not talk about abortion 
have no regulation at all. Such rogue 
agencies use manipulative tactics,  
false information and disturbing 
images to convince women not to 
have an abortion. “One girl had  
gone there looking for information,  
and had been traumatized by that.” 
(Youth activist). Choice Ireland  
initiated a highly successful campaign 
to expose the activities of such  
agencies, warning vulnerable women 
and calling politicians to account for 
their continued existence. This has 
created a debate in the national  
media and secured a hearing in  
the Irish Parliament on the issue. 

As well as these successful campaigns, 
a major difference to young people 
made by Choice Ireland is in 
empowering them to talk openly 

about sexual and reproductive health 
and pro-choice. “Choice Ireland has 
created a really positive space to 
discuss the issues. Sitting in a room 
and letting people talk is just as 
important as having a public banner.” 
(Youth activist). The project has 
opened up both public and personal 
space to think about, discuss and 
advocate for reproductive choice. 
“Choice Ireland has allowed people 
I know to express themselves more 
freely about their sexuality. For them, 
it has been a pivotal organization.” 
(Youth activist). 

Fear, shame and lack of knowledge 
about sexuality and reproduction  
are so much a part of the culture  
and schooling in Ireland. “How  
does sex education happen here?  
It doesn’t. The curriculum is good  
but it doesn’t get implemented. 
Teachers at the school look through 
the classroom windows to make  
sure the sex education person isn’t 
putting the condom on the banana.”  
(Youth activist). 

Central to opening spaces for young 
people to talk about sexuality, 
reproductive choice, crisis pregnancy 
and abortion, is the breaking of the 
strong taboo around sexuality and 
pro-choice issues. The opportunity 
to try and engage in open and 
public debate on a subject that 
has been historically silenced is of 
major importance. “Girls who ‘got 
into trouble’, they just disappeared. 
Sometimes they would reappear 
months later and someone else in 
the family would have a new baby.” 
(Youth activist). 

Through their involvement with Choice 
Ireland activities, young people have 
been able to gain new knowledge 
and help friends, creating a supportive 
network of young people. They have 
been able to break through the taboo 
and deal with the often aggressive 
behaviour of the anti-choice 
movement. “Many older people are 
pro-choice but they don’t talk about 
it.” (Youth activist). “It’s encouraging 

to know there are other people that 
aren’t afraid to put themselves out 
about this. As a result of her visible 
involvement, friends know that she 
is someone they know they can lean 
on if this [crisis pregnancy] actually 
happens.” (Youth activist).

Choice Ireland activities have also  
been an important conduit for young 
people to express their emotions 
around the suppression of open 
debate on crisis pregnancy, abortion 
and the right to choose. “I realized 
that the guys involved are really 
brave. Choice Ireland made us feel 
comfortable enough to say it out 
loud.” (Youth activist).

Challenges
Ireland’s strong Catholic tradition 
makes public debate on abortion 
emotionally charged and subject to 
vehement pressures from anti-choice 
groups. The strong religious context  
in which the anti-choice movement  
has operated, has tended to polarize 
the debate along religious lines, and 
the youth activists are extremely 
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As a legally registered non-
governmental organization, IFPA are 
not involved in advocating against, 
or picketing rogue agencies, the 
work that is undertaken by Choice 
Ireland’s youth volunteers. However, 
the Association does have to deal 
with the damage caused by false 
information given to women in crisis 
pregnancies. IFPA provides technical 
and financial resources to fund some 
of Choice Ireland’s activities, and has 
produced fact sheets in support of 
the campaign. Seven young people 
from Choice Ireland were also able to 
attend an abortion conference in Paris 
with support from IFPA, which allowed 
them to engage in the international 
debate on abortion and see what 
was happening in other countries. 
This collaboration between the two 
organizations has allowed each to 
focus on their areas of expertise to 
ensure that young women are more 
aware of their options when faced 
with a crisis pregnancy and can  
access much needed support.

her is discussing the issue of abortion 
sensitively with elderly relatives who 
have strong religious anti-abortion 
views.” (Youth activist).

Lessons 
In a context where religious extremism 
is provoking public criticism, Choice 
Ireland’s measured approach has 
gained credibility for their cause. The 
lack of rational debate and false claims 
of the anti-choice movement has 
fuelled support for Choice Ireland, and 
led growing numbers of young people 
to overcome their fears and trepidation 
about getting involved. Many young 
people are now recognizing that 
religious and pro-choice positions are 
not mutually exclusive. “She attends 
the protests. She is quite religious. 
She used to disagree with being pro-
choice because of this but she thought 
Choice Ireland was particularly good  
at unpacking myths about abortion. 
She realized it was perfectly possible 
to be religious and pro-choice.”  
(Youth activist).

courageous in the face of such 
opposition. “He was at the Saturday 
demo and felt very uncomfortable  
that people were blessing and  
praying for [the activists], using  
rosary beads and calling them 
murderers.” (Youth activist). 

To express pro-choice views is seen as 
synonymous with rejecting religion. 
Addressing pro-choice issues in this 
highly religious context has been a 
key challenge for the project. The 
religious nature of the debate has also 
posed difficulties for some with pro-
choice views who want to participate 
in Choice Ireland activities, but are 
themselves religious. “Her religious 
views made her feel there wasn’t a 
place for her in Choice Ireland. She 
feels slightly awkward, since the anti-
choice movement is so associated 
with religion and the church.” (Youth 
activist). For others who are not 
religious themselves, the difficulty is 
in engaging family members who are 
religious. “The main challenge for 

She attends the protests. 
She is quite religious. 
She used to disagree 
with being pro-choice 
because of this but she 
thought Choice Ireland 
was particularly good  
at unpacking myths 
about abortion. She 
realized it was perfectly 
possible to be religious 
and pro-choice.
Youth activist, Ireland
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Achievements
RHU have recruited and trained 60 
peer educators who provide sexual 
and reproductive health information, 
services and referrals to male transient 
traders. Activities include worksite 
discussions, community outreach, 
drama and a youth centre. The youth 
centre has facilities for educational 
activities and counselling. Free 
condoms are available at the centre 
and are also distributed widely by  
peer educators. Young men are  
able to access integrated sexual  
and reproductive health services, 
general medical care and HIV and 
sexually transmitted infection testing 
services through the static clinic and 
outreach services. 

This project goes beyond health 
education and services by providing 
both the peer educators and the 
transient traders with additional life 
skills training. This combination of 
strategies is vital to the success of 
the project. Life skills training enables 
young people to begin to plan for 
the future, and this shift away from a 
chaotic day to day survival, alongside 
easily accessible health services, is 
catalytic in initiating behaviour change. 
A peer educator explained why life 
planning skills are a vital component  
of their activities. “Life planning skills 
are very important. Knowing yourself 
can help you know what you want.  
In the case of transient workers,  
the little money you earn can be  
well used.” This means that the 
transient traders can take more  

Working with young male 
transient traders in Africa

Reproductive Health Uganda 
(RHU), Uganda
In Uganda, 49 per cent of the 
population are under 15 years 
old.12 There is rapid rural to urban 
migration and an HIV prevalence 
rate of ten per cent in urban areas.13 
Social and economic drivers of the 
HIV epidemic include high levels of 
poverty, weakening social networks 
as people migrate to cities, low 
levels of education, transactional 
sex and lack of secure livelihoods. 
Many young people in urban 
settings are economically and socially 
disadvantaged, reliant on low paid 
informal employment and lacking 
access to education, information  
and health services. 

Reproductive Health Uganda (RHU) 
provides sexual and reproductive 
health information and services to 
young male transient traders in the 
Mbarara municipality. Transient traders 
are either self-employed or informally  
or illegally employed. Typical forms  
of employment include hawkers, 
‘boda-boda’ cyclists who operate as 
cheap informal taxis, bar attendants 
and taxi touts. In Uganda, transient 
traders are among the most vulnerable 
and particularly hard to reach 
population due to their high levels 
of mobility, and social and economic 
vulnerability. 

The needs of young people are 
rarely met by established sexual and 
reproductive health service delivery 
programmes, and hence, one of IPPF’s 
key target groups for both sexual and 
reproductive health information and 
services is those under the age of 25 
years. Currently, around one-third of 
all our sexual and reproductive health 
services are provided to youth, and 
many of these are reaching the most 
vulnerable young people, including sex 
workers, drug users, sexual minorities, 
and young people living on the streets 
or with itinerant life styles. 

The following two case studies on the 
work of IPPF Member Associations 
in Uganda and Bolivia, highlight how 
we are working to ensure access to 
high quality sexual and reproductive 
health services to some of the most 
vulnerable and under-served groups  
of young people.

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. 

Many young people around the world are denied access to quality 
sexual and reproductive health information and services, and this is 
especially true for those who are poor, marginalized, under-served 
and socially-excluded. 

Access
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This project is filling 
a gap and issues like 
focused sexual and 
reproductive health and 
HIV in the municipality 
are now well handled. 
It's providing a service 
the government can't 
provide.
Government stakeholder, Uganda

in terms of changing perceptions 
towards the young traders. Hostility 
towards them is declining and is 
being replaced by recognition of the 
contribution that they make. Local 
government has provided some 
funding for the voluntary counselling 
and testing services in Mbarara and 
transient traders are now sitting 
on ward councils. One of the peer 
educators involved in the project has 
said that, “Before the community 
was mistreating the transient traders 
but now in the community they are 
respected. Before they would not 
be considered to be on a committee 
but now they sit on them. They are 
now role models, and the community 
knows we are trustworthy.” 

The project is highly regarded by local 
government who acknowledge the 
difference the project is making to a 
target group which government lacks 
the means to support. “This project 
is filling a gap and issues like focused 
sexual and reproductive health and 
HIV in the municipality are now well 
handled. It’s providing a service the 
government can’t provide… I can 
borrow from what the project is 
doing to the rest of the district. I am 
learning and would like to roll out this 
approach. They don’t wait for people, 
they follow them up… We are using 

In addition, the activities in Mbarara 
have not only enabled the young men 
to access services at the youth centre 
or clinics, but also in their own place 
of work. “We have started sharing 
information. Before we had to take 
time to get condoms and VCT, but 
bringing them to the community is 
very important. I have three boxes 
of condoms at my workplace so if a 
friend needs some I can give them to 
him.” (Male transient trader).

Over the duration of the project there 
has been a significantly increased 
demand for services from the transient 
traders. Initially, they were unaware of 
what was available to them, or were 
reluctant to use the services. However,  
the demand for services has been 
created by the awareness raising 
activities and the youth friendliness 
of the services, and there is now not 
only a high uptake of services, but the 
transient traders are increasingly asking 
for services themselves. “The transient 
traders are demanding condoms from 
peer educators. The other demand 
is for information on family planning 
and family planning services. They 
are picking out what they need and 
demanding it.” (Service provider).

The project has made a significant 
difference within the wider community 

control and responsibility for their 
personal lives, and can work and 
sustain these changes.

Life skills training has also influenced 
gender dynamics in the community. 
Many of the peer educators have 
highlighted increased equality 
between young men and women, 
better communication, and more 
positive attitudes towards women  
as an outcome of life skills training. 
“Our wives and girlfriends benefit 
indirectly from the project. They 
are praising it. It has reduced sexual 
and gender-based violence.” (Peer 
educator). “If they say ‘no’ it means 
no. Before, if a girl said nothing 
it means yes. Now they make 
negotiations and decisions.”  
(Peer educator).

RHU has built up a relationship of trust 
with the young male transient workers 
in Mbarara. Providing information 
through peer educators has enabled 
the traders to access information  
and services in a respectful and  
non-judgemental environment. One  
male transient trader explained that 
“People appreciate the services being 
brought nearer and being confidential 
rather than going to the main hospital 
where you have to queue up and  
you may meet someone you know.” 
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Providing sexual and 
reproductive health  
services to young people 
living on the streets

Centro de Investigación,  
Educación y Servicios (CIES), Bolivia
Bolivia has the highest level of income 
inequality in Latin America, a poverty 
rate of 64 per cent14 and its health 
outcomes for key indicators such 
as maternal mortality and infant 
mortality are among the worst in 
the region.15 Forty per cent of the 
country’s population do not have 
access to health services and over 
half the population use traditional 
medicines.16 In addition, rural to urban 
migration is increasing as a result of 
extreme poverty in rural areas, and this 
contributes to worsening poverty and 
health outcomes. 

The IPPF Member Association in 
Bolivia, Centro de Investigación, 
Educación y Servicios (CIES), focuses 
on providing services to an extremely 
hard to reach group of young people 
who live and/or work on the streets 
in six locations in Bolivia, including 
El Alto. These young people have 
extremely limited access to social 
services, including health care. 
There is high exposure to unwanted 
pregnancy, unsafe abortion and 
sexually transmitted infection, 
including HIV. Many of the young 
people have left their homes to escape 
violence and abuse, and some are 
dependent on alcohol, solvents and 
other substances. 

Achievements
The activities and services provided 
through the El Alto youth project 
include sexual and reproductive health 
consultations, condom distribution, 
clinical services, referrals, counselling, 
workshops and training. The project 
operates from the CIES medical centre, 

and vulnerability, and this may act  
as a barrier to the uptake of the 
service. A member of senior 
management at RHU explains that, 
“The money is ploughed back into 
service provision so it increases 
sustainability, but it still puts service 
providers in a dilemma regarding  
the service exemption waiver.” 

Lessons 
Involving the target group from the 
early stages of planning through to 
implementation has ensured that 
this project really meets the needs of 
the young transient traders. This has 
ensured ownership of activities and 
approaches as well as contributing 
to more effective strategies and 
services. “Through the Youth Action 
Committee we bring issues to 
management [and as a result], we  
have changed times of voluntary 
counselling and testing outreach 
services.” (Peer educator). 

Peer educators focus on providing 
information and support to their 
peers, and it may take a number of 
weeks or even months before the 
young transient traders are willing to 
engage with clinic staff. The work of 
the peer educators is vital in making 
the services more accessible to the 
male transient traders as [the peer 
educators] understand the realities 
of life as a young trader. “We share 
common ideas, we are so used to each 
other. If a transient trader goes to 
the health clinic he might find an old 
person and wonder, ‘how shall I start 
telling my story?’ So telling me is not a 
shameful thing because he knows I am 
his friend.” (Peer educator).

The following case study highlights 
the innovative work of the Bolivian 
Member Association in changing  
the lives of young people living on  
the streets.

peers in youth projects and using a lot 
of entertainment but our approach is 
mechanical – ‘we tell people’ – and 
this doesn’t work with young people.” 
(Government stakeholder).

Challenges
Despite its successes, the project 
has also faced a number of major 
challenges. The level of poverty of 
most of the traders means that their 
lives are dominated by a constant 
search for income. Many income 
earning activities involve opportunistic 
or ad hoc contact with clients. This 
makes it difficult for them to attend 
project activities on a planned or 
prolonged basis. “We normally put the 
VCT stand here where the boda-boda 
riders are. We want their full attention 
but then a customer comes and they 
have to go. So, though they will come 
and utilize the service they cannot give 
it their full attention.” (Peer educator). 

Poverty impacts on all aspects of the 
traders lives and is one of the main 
drivers of vulnerability. A fundamental 
challenge of this project is the issue 
of sustainability and the policy of 
charging for services. Voluntary 
counselling and testing services are 
free when offered during a major 
public event in the community but 
cost 1,000 shillings when accessed 
via the mobile clinic during outreach 
services, and 2,500 shillings at the 
static clinic.† For transient traders 
surviving on a small income, this 
charge can make the services 
inaccessible. RHU need to balance the 
need for sustainability, which service 
charges support, with ensuring that 
their services are accessible to the 
poorest. RHU’s policy is to waive user 
fees for people who cannot afford 
them. However, this puts clients in  
a position where they have to  
request the services for free by 
bringing attention to their poverty  

† 1,000 shillings = US$0.47; 2,500 shillings = US$1.18 (June 2009).
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I did before. I learned how to organize 
my time. Before, I just used to drink 
and drink.”

Having others show concern about 
their health is a new experience  
for many young people on the 
street who come from backgrounds 
where poverty, neglect and abuse 
are commonplace. They find their 
first contact with peer educators 
extremely valuable in helping them 
feel supported and in building their 
trust. One 19-year old boy who lives 
on the streets described his experience 
of attending a workshop organized  
by CIES. “They treated me well.  
They were concerned about my  

addictive substances. The young 
people value the free health care  
that CIES provides, which they cannot  
access through any other means. 
“They give me free medication. They 
help me with my life. Before, if I got in 
a fight, and got a wound – there was 
nowhere to go. Now, I get free help.  
I feel secure.” (20-year old youth).

The project’s empowerment approach 
makes it stand out from other 
institutional initiatives in the area.  
Another 20-year old living on the 
streets describes how his involvement 
with the project has affected him.  
“My self-esteem was low. It was like,  
I was all alone. Now I don’t feel like  

close to the market of El Alto. The 
centre offers integrated sexual and 
reproductive health services to adults 
and young people. There is a separate 
space within the building for young 
people’s training and educational 
activities. There is one doctor in  
charge of the project, who provides 
specialist sessions to young people,  
as well as services to the general  
adult population. 

The organization has a policy of 
waiving fees for street youth. 
They help young people deal with 
dangerous and life threatening 
situations involving violence, illness, 
and dependency on alcohol or other 
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health. Sometimes, we don’t tell 
anybody when we are sick. Before,  
I didn’t care about my health. They 
were concerned about me. I felt more 
tranquil.” Another young man also 
described his relationship with the 
peer educators and staff involved in 
this project. “They’re always by my 
side. They’re concerned about me. 
They give me all their attention. They 
say hello to me. I feel good. They greet 
us normally. They’re not afraid to talk 
to us, or about what people will say.”

Improved knowledge amongst young 
people has led to changing sexual 
and reproductive health practices, 
particularly in terms of gender 
relationships. A female member of 
staff explained that, “If a boy had a 
girlfriend and she got pregnant, before 
they used to kick her in the stomach to 
make her abort. Now, they bring her 
in by the hand for her antenatal check. 
Before, the girls used to give birth 
in lodging houses [as] health centres 
would charge them. Now, they come 
here for antenatal care.” The health 
centre provides sexual and reproductive 
health care to young expectant 
mothers, and in the first trimester of 
2009, the centre provided antenatal 
care to 22 girls and young women (six 
were aged 10 to 14, and 12 were aged 
from 15 to 19 years old). Three births 
took place in the clinic, two of them in 
the youngest age group.   

The project has also had an impact on 
CIES as an institution, bringing about 
a new way of working with young 
people. Although CIES had provided 
youth friendly services before, the 
challenge of reaching the most 
disadvantaged groups of young people 
has provoked a change of philosophy 
and approach within the organization. 
A member of staff at CIES explained, 
“It’s a process for the institution, 
learning from the young people. 
We’ve made changes in the project 
three times. We learn from the young 
people. They’re not just bodies.” 

Another member of staff described 
these institutional changes. “Now, 
50 per cent or more of our clients are 
young people. It’s important for the 
clinic. Everyone, down to the security 
guard, knows about it. There’s a 
change of attitude.”

Challenges
One of the challenges faced by 
the project is the young people’s 
suspicion regarding institutions. 
Young people on the streets often 
fear that institutions will try to lock 
them up, abuse or exploit them. CIES 
has overcome this by providing young 
people on the streets with a safe 
space where they feel valued. One of 
the female gynaecologists explains 
how they build up this relationship 
of trust. “At the start, they don’t tell 
us about their situation. We can’t do 
all the examinations. In the second 
consultation, only then do we carry 
out the gynaecological examination. 
They gain confidence, little by little.” 
A 19-year old who uses the services 
says, “It’s a place that supports me 
when I’m sad. In other places, they 
discriminate against me, they insult 
me. There they treat you normally.” 

At first, project workers had difficulties 
engaging street youth in educational 
activities and building the demand  
for medical services, despite high  
levels of need. One major initial  
barrier to demand was the perception 
that they would be charged a fee. 
“We gave them information on sexual 
and reproductive health. We’d find 
someone who was ill, and tell them 
that it was all free. They didn’t believe 
us.” (Peer educator).

Discriminatory attitudes among staff 
was also a challenge that CIES had 
to face when integrating services 
to street youth with general service 
provision at the centre. Careful 
attention was paid to working with 
staff at all levels to address issues 
of stigma and prejudice. It was not 

easy to find and retain project staff 
prepared to work with this vulnerable 
and marginalized group. One of the 
female doctors explained, “Not all  
doctors would take this on… I’ve been 
a doctor with the project for almost  
two years. At first, it was strange for 
me. I’d worked as a gynaecologist,  
not with street kids. At first it was  
hard for me to get used to it. They  
call us ‘Ma’am’ (Seño), not Doctor.” 

Lessons 
To ensure the sustainability and 
institutionalization of the project, it 
is important to engage with national 
politics. Although government policy 
addresses social exclusion issues 
and could provide a favourable 
environment for projects working with 
youth living on the streets, the reality 
is that policy emphasis is on young 
people who study and/or work. CIES 
therefore tries to influence government 
and bring about institutional changes 
that would increase service provision 
for street youth. The Executive Director 
of CIES explains the organization’s 
strategy. “Within the political context, 
there are changes that we want to 
make visible. This topic should be 
included in the new norms and laws. 
Kids being on the street has become 
converted into something normal. We 
are seeking visibility, impact, advocacy. 
The State should take on this role.” 

The implementation of activities by 
peer educators is one of the great 
strengths of the programme, and 
has developed young people’s sense 
of ownership of the project. Only by 
working with peer educators, who 
fully recognize the harsh realities of 
young people living on the street, 
including the harmful practices and 
environments that put their peers at 
risk, can young people living on the 
streets be supported, motivated and 
empowered to access the health  
and education services available to 
them, and to change their lives for  
the better. 
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governments not upholding their 
commitment, this initiative serves as 
a timely reminder of the actions that 
governments still need to take. 

IPPF’s ‘15andCounting’ campaign calls 
on governments to promote, protect 
and fulfil their promise to provide better 
access to sexual and reproductive health 
services and information for all young 
people. It calls on governments to 
meet their commitments on sexual and 
reproductive health and for a review  
of the progress of each country against 
the ICPD goals. The campaign seeks to 
highlight the specific needs of young 
people most affected by the failure to 
deliver sexual and reproductive health 
services, education and information, 
and to galvanize young people from 
around the world to collectively 
demand their rights to health, 
knowledge and wellbeing. 

The campaign was launched online  
at www.15andcounting.org 
and this website provides campaign 
materials including a resource kit for  
advocates, key messages, fact sheets, 
step-by-step guides, press releases and 
letters to stakeholders. Central to the 
website campaign is a petition entitled 
‘Count Me In: Sexual Rights for All’ 
which is attracting signatures from 
around the world with the majority 
coming from young people. 

15andCounting 
Fifteen years ago, at the International 
Conference on Population and 
Development (ICPD), governments 
committed to providing better access 
to sexual and reproductive health 
services, information and education 
for young people with a 20-year 
Programme of Action. This Programme 
of Action outlined a series of goals  
and commitments made by 
governments to improve the sexual 
and reproductive health of young 
people. Unfortunately, many of these 
goals have yet to be achieved. 

Those born in 1994 at the time of 
the ICPD are now 15 years old but 
governments have failed to make good 
on their promises. IPPF has used this 
15th anniversary to launch a campaign 
to highlight the specific sexual and 
reproductive health needs of young 
people. With only five years left to 
reach these goals, and with many 

IPPF Goal:
Strong public, political and 
financial commitment to 
and support for sexual and 
reproductive health and 
rights at the national and 
international level. 

IPPF aims to improve the quality of life of young people by increasing 
commitment and support for their sexual and reproductive health 
and rights. However, the political and controversial nature of youth 
sexual and reproductive health, means that much remains to be done 
to reverse the negative attitudes towards young people’s sexuality.

Advocacy 

It is vital that we as 
youth take better 
care of our lives and 
future – but without 
adequate facilities, 
knowledge and 
provision, we won’t 
get anywhere.
Robyn, 21, South Africa – 
‘Count me in’ petition 
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survey of young people’s attitudes 
to sexual and reproductive health 
and whether they believed they 
were receiving sufficient education, 
information and youth friendly sexual 
and reproductive health services from  
their governments. The results will  
be released in autumn 2009.

The youth focus for 2009 has 
been complemented by a series of 
photo-journalism projects around 
the world. A photographer and 
writer have visited eight countries 
to work with young people and to 
collect their personal stories. This 
included a project run by the Family 
Planning Association of Bangladesh 
on girls’ empowerment which works 
with young people, their families 
and communities to educate them 
about the dangers of early marriage. 
Another country visited was Georgia, 
where the IPPF Member Association 
is working to deliver sexual and 
reproductive health services to the 
country’s large internally displaced 
populations, especially young people.  

The 15andCounting petition will 
be presented to the Secretary 
General of the United Nations at the 
commemorative event that will be 
held in October 2009, to mark the 
15th anniversary of the ICPD. 

The campaign has made good use of 
innovative online social networking 
and mobile phone SMS technology. 
These initiatives have been particularly 
successful in China and Southern 
Africa, where working relationships 
were created with China’s largest 
social networking website and a  
social networking/mobile phone  
company based in South Africa.  
Other developments to reach out 
to global youth have included the 
development of 15andCounting 
platforms on Facebook, Twitter 
and Flickr. The current phase of the 
campaign is seeing the use of these 
technologies extended to India, Brazil, 
Indonesia, Kenya and Mexico. 

In addition to the petition, 
15andCounting undertook a global 

Girls in the villages  
marry young and often 
know nothing about sex. 
In the countryside sex 
isn’t discussed. When  
a problem is hidden  
it becomes worse.
15-year old girl, South Georgia

These photo-stories will be 
launched on both the IPPF and the 
15andCounting websites, bringing 
together case studies of the challenges 
young people face around the world.

As part of our youth focused global 
advocacy programme, IPPF had a 
strong presence at the UN 42nd 
Session of the Commission on 
Population and Development in 
early 2009. IPPF was represented 
by staff and youth volunteers from 
each of its six regions. This enabled 
us to advocate with state members 
for a statement on sexual and 
reproductive health in the meeting’s 
final resolution. IPPF also submitted 
a written statement in advance 
of the meeting and the Director-
General presented an oral statement 
during the plenary session. These 
activities had positive responses and 
contributed to the development of 
a strong resolution which included 
MDG5b for the first time, and will  
be an important advocacy tool with  
all governments.



We use our 30 global indicators to monitor progress in implementing our Strategic Framework 
2005–2015, and to identify areas where we need to focus future investment in pursuit of the 
Federation’s strategic goals and objectives. In this chapter we present the global results from 
2005 to 2008.

 2 Global performance indicators
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On an annual basis, we collect global indicators data from IPPF 
Member Associations so that from year to year, and at national, 
regional and global levels, we can monitor trends on how well  
we are achieving our strategic objectives.

Global indicators results 2008

Collecting performance data

IPPF’s 30 global indicators are divided 
between the Five ‘A’s: adolescents, 
HIV and AIDS, abortion, access and 
advocacy. The global indicators 
results are presented each year to 
IPPF’s decision makers on Governing 
Council and each of the six Regional 
Executive Committees. These data also 
provide key information that is used by 
Member Associations to improve their 
own programmes, and by Regional 
Offices to identify where Member 
Associations most need technical 
support. In Appendix A, a complete 
set of global indicators results and 
regional breakdowns for the years 
2005 to 2008 are presented.

Global indicators data are collected 
annually through a major collaborative 
effort between Member Associations, 
both grant-receivers and non-grant 
receivers, Regional Offices and 
the Central Office. All Member 
Associations are asked to complete 
an online survey, and those Member 
Associations that provide sexual and 
reproductive health services, are also 
asked to complete a service statistics 
module. All these data are then 
reviewed and checked by the Regional 
Offices and again by Central Office 
before regional and global analyses  
are conducted. Baseline data were 
collected in 2005. The results from 
2008 presented in this section are 
therefore compared with 2005 data.  

It should be noted however, that 
due to differences in response rates 
between the two years, the two data 
sets are not directly comparable. 
In 2008, 97 per cent of Member 
Associations completed the online 
survey (148 out of 152 Member 
Associations). Of those Associations 
that provide sexual and reproductive 
health services, 88 per cent completed 
the online service statistics module 
(120 out of 136 Member Associations). 

2005
Year

2006
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� Online survey response rate

� Service statistics module 
    response rate
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Figure 2.1: Online survey and service statistics response rates, 
2005–2008

Compared to 2005, the survey 
response rate increased by 14 per cent 
and the service statistics response rate 
increased by 24 per cent. Overall, the 
increasing response rates for both 
the global indicators survey and the 
service statistics module demonstrate 
IPPF’s increased commitment to 
reporting globally on our performance 
and to providing support to Member 
Associations to improve data 
collection, analysis and utilization.
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Each year, the number of Member 
Associations providing service data 
changes (87 in 2005; 108 in 2006; 
111 in 2007; 120 in 2008). This is 
predominantly a result of more 
Member Associations reporting 
their data year on year, but also 
due to small changes in Federation 
membership. For example, in 2008, 
a number of Member Associations 
provided their service data online 
for the first time, including Latvia, 
Portugal, UK and USA, and over  

10.6 million sexual and reproductive 
health services were provided by 
USA alone. This provides us with  
a challenge in terms of monitoring 
our trends in service provision as 
the database itself is not static. 
The global data presented here on 
service provision should be viewed 
within the context of the number  
of responses (‘n’) provided in the 
tables throughout this chapter.  
We have also conducted analyses 
on the numbers of services provided 

by those Member Associations that 
have reported consistently over the 
four-year period 2005 to 2008. 
Despite the fact that data collection 
and the quality of the data for 
these Associations may also have 
improved over the four-year period, 
these analyses do provide us with 
a stronger confirmation of any real 
trends in service provision, all of 
which are positive, with numbers  
of services in all categories increasing 
since 2005.
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and the roles and responsibilities  
of staff under 25 vary from being  
a community educator, accountant 
and library assistant to nurses and 
project coordinators.

Information and education 
on sexuality for adolescents

Results for 2008 indicate that the 
majority (92.6 per cent) of Member 
Associations provide both sexuality 
information and education to young 
people. The value of this indicator 
has decreased since 2005 (95.2 
per cent) and 2006 (100 per cent). 
Following this 100 per cent result in 
all regions in 2006, we worked with 
the Member Associations to increase 
their understanding of how sexuality 
information differs from sexuality 
education, and the subsequent 
decrease in the indicator value reflects 
an improved understanding of this 
difference and a more accurate 
indication of the work taking place.

Youth participation

IPPF’s youth policy strongly 
recommends that at least 20 per cent 
of Member Associations’ governing 
board members should be under the 
age of 25 years. In 2008, 44.6 per cent 
of Member Associations had at least 
a 20 per cent membership of young 
people on their governing board, which 
is a 12.9 per cent increase from 2005. 
However, despite this progress, the 
data show that there is still a need  
for IPPF to work harder in achieving  
this part of the IPPF policy to improve 
youth participation in governance 
across the Federation. The Africa 
region is currently the strongest in 
implementing the policy, and has been 
since 2005, with 60.5 per cent of its 
Member Associations with at least  
20 per cent of young people on  
their governing boards in 2008. 

Overall, 6.2 per cent of Member 
Association governing board members 
are young women, and 3.9 per cent 

are young men. Also, 77.7 per cent 
of Member Associations reported to 
have at least one young person on 
their governing boards compared to 
68.2 per cent in 2005. In the Arab 
World region, 100 per cent of their 
Member Associations reported having 
at least one young person on their 
governing boards. For Africa, South 
Asia and Western Hemisphere regions 
this proportion was over 80 per cent, 
and over 60 per cent for the European 
Network and East and South East  
Asia and Oceania region.

The percentage of Member 
Association staff under 25 years is 
4.2 per cent with currently slightly 
more young female staff (2.7 per cent) 
than young male staff (1.5 per cent).
Regional differences vary between  
2.3 per cent in the European Network 
to 9.0 per cent in the East and 
Southeast Asia and Oceania region. 
Overall, 68.2 per cent of Member 
Associations have at least one staff 
member under the age of 25 years 

Adolescents – results

Table 2.2: Adolescents indicators results, 2005 and 2008

Indicator 2005 2008

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

31.7% 44.6% 

(n=126) (n=148)

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

4.0% 4.2% 

(n=126) (n=148)

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

95.2% 92.6% 

(n=126) (n=148)

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

93.7% 95.9% 

(n=126) (n=148)

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

98.4% 99.3% 

(n=126) (n=148)

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

7,869,331 20,575,371

(n=87) (n=120)

(n=number of Member Associations that provided data)
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Providing sexual and 
reproductive health services 
to young people

In 2008, 95.9 per cent of Member 
Associations provided sexual and 
reproductive health services to young 
people, a slight increase from 93.7 
per cent in 2005. The wide range of 
sexual and reproductive health services 
provided include contraception, 
HIV-related services, abortion-related 
services, pregnancy tests, STI diagnosis 
and treatment, gynaecological 
services, a wide range of counselling 
services, and special services on sexual 
abuse and gender-based violence. 

Services are accessible to both married 
and unmarried young people. Slightly 
more Member Associations provide 
services to urban youth (93.2 per 
cent) than to young people in rural 
areas (87.2 per cent), and significantly 
fewer of the services provided reach 
socially-excluded youth (73.6 per cent) 
and youth with special needs (66.9 
per cent). Member Associations also 
include relevant topics in their staff 
training to ensure that all the providers 
are equipped to offer high quality 
youth friendly services. The topics 
include youth sexual and reproductive 
health and rights, legislation, child 
policy and procedures (72.3 per cent), 
medical and technical protocols (77.7 
per cent) and informed consent and 
confidentiality (89.9 per cent).

In 2008, 20,575,371 sexual and 
reproductive health services were 
provided to young people, an increase 
of 34 per cent since 2007 and over 
two and half times more than services 
provided in 2005 (7,869,331 services). 
The total number of sexual and 
reproductive health services provided 
in 2008 was 66,869,282 which means 
that nearly a third of all IPPF’s services 
were provided to young people.  
Figure 2.4 illustrates the increase in  
the number of services reported over 
four years.

clarification exercises (86.5 per  
cent) and self-exploratory exercises 
(81.1 per cent).

Advocating for improved 
access for youth

In five of IPPF’s six regions, all Member 
Associations advocate for improved 
access to services for young people, 
and with the sixth region at 97.5 per 
cent, the global figure is 99.3 per cent. 

The main target groups for this 
advocacy work include young people 
(97.3 per cent), youth organizations 
(95.3 per cent), teachers and parents 
(93.9 per cent), the media (92.6 per 
cent), government decision makers 
(92.6 per cent), community and 
religious leaders (86.5 per cent) and 
lawyers or legal bodies (45.9 per cent).

The majority of the Member 
Associations provide sexuality 
information and education for both 
young men and women, and many 
also reach young people who are in or 
out of school, and unmarried. Slightly 
fewer Member Associations reach 
married youth. Other target groups 
include marginalized or socially-
excluded groups, young people living 
with HIV, young people under 12 
years and gay, lesbian and bisexual 
youth (Figure 2.3). For all target 
groups, Member Associations provide 
consistently more sexuality information 
than sexuality education although the 
differences are minor.

Member Associations implement 
a variety of methodologies and 
approaches as part of providing 
sexuality education including group 
discussions (92.6 per cent), value 
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Some of this increase is due to 
a higher number of Member 
Associations reporting their service 
provision data (87 in 2005, 120 in 
2008). However, we conducted further 
analysis to provide us with a clearer 
understanding of trends, and for 
those Member Associations that have 
reported their data consistently over 
the four years, the increase in number 
of services provided to young people 
from 2005 to 2008 is 140.0 per cent 
from 7,272,078 in 2005 to 17,455,099 
in 2008 (n=81).

Table 2.5 presents the breakdown of 
sexual and reproductive health services 
provided in 2008 to young people 
by type of service. There has been a 
substantial increase in contraceptive 
services provided to young people 
from 4.5 million to over 12 million. 
Again, even when only including 
those Member Associations that have 
reported their data every year since 
2005, the increase in family planning 
provision to youth is striking, from  
4.0 million to 9.6 million. 

Listening to young clients

In 2008, 82.4 per cent of Member 
Associations reported having 
procedures in place to ensure  
young clients’ perceptions on service 
provision are taken into account in all 
service delivery points. The procedures 
include satisfaction surveys, exit  
interviews and suggestion boxes.  
Of those Member Associations,  
91.8 per cent also have mechanisms in 
place to implement recommendations 
received from young clients. 

Ninety three per cent of Member 
Associations reported that they include 
communicating with young people 
in their staff training module to make 
sure that service providers understand 
and work in the best interest of young 
people and are equipped to offer high 
quality youth friendly services.
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Figure 2.4: Number of services provided to young people, 
2005–2008

Table 2.5: Number of services provided to young people, 
by type of service, 2005 and 2008 

Type of service provided 
Number of services  

provided to young people

2005 
(n=87)

2008 
(n=120)

All contraceptive services (including  
contraceptive counselling) 4,507,646 12,024,606

Maternal and child health services‡ 1,236,701 2,462,991

Other sexual and reproductive health  
counselling services 956,945 1,932,930

Gynaecological services 304,474 1,341,996

Sexually transmitted and/or reproductive  
tract infection services 350,502 924,709

HIV-related services (excluding STI/RTI) 251,229 893,783

Other sexual and reproductive health medical services 135,080 496,861 

Abortion-related services 60,102 427,725

Infertility services 33,194 37,603

Urological services 33,458 32,167

Total 7,869,331 20,575,371

‡ Includes obstetrics and paediatric services.



28 2  Global performance indicators

Over six and a half times more HIV-
related services were provided in 
2008 compared to 2005, a significant 
increase from 1.3 million to 8.6 million 
(Figure 2.8). 21.2 per cent of all HIV-
related services were provided to young 
people (a total of 1,818,492). There 
has also been a significant increase of 
over 160 per cent from the previous 
year (in 2007). Some of this year on 
year increase is due to a higher number 
of Member Associations reporting 
their service provision data to us (87 
in 2005, 120 in 2008) including USA, 
which reported 3.4 million HIV-
related services in 2008. We therefore 
conducted further analysis to provide 
a clearer understanding of trends, 
and for those Associations that have 
reported their data consistently over 
the four-year period, the number of 
HIV-related services has more than 
tripled from 2005 to 2008. 

Increasing access to  
HIV-related services

The prevention to care continuum 
reflects a mixture of elements that 
IPPF considers appropriate for Member 
Associations to be emphasizing 
in their HIV programmes. These 
include information, education and 
communication/behaviour change 
communication, condom distribution, 
sexually transmitted infection 
management and treatment, voluntary 
counselling and testing, psychosocial 
support, prevention of mother to child 
transmission (PMTCT+), treatment of 
opportunistic infection, antiretroviral 
treatment and palliative care. In 2008, 
43.9 per cent of Member Associations 
provided at least six of these nine 
services compared to 31.7 per cent 
in 2005. Africa was the strongest 
region with 78.9 per cent of Member 

Associations providing at least six 
of these service elements along the 
prevention to care continuum. 

The most common types of services 
provided in 2008 were condom 
distribution (91.2 per cent), behaviour 
change communication (85.8 per 
cent), sexually transmitted infection 
management and treatment (75.7 per 
cent), and voluntary counselling and 
testing (72.3 per cent). Psychosocial 
support is provided by 60.8 per cent  
of Associations, 35.8 per cent provided 
treatment of opportunistic infections, 
and 34.5 per cent provided prevention 
of mother to child transmission 
services. Only 14.2 per cent and  
8.8 per cent of Member Associations 
provided palliative care and 
antiretroviral treatment respectively 
(Figure 2.7).

HIV and AIDS – results

Table 2.6: HIV and AIDS indicators results, 2005 and 2008

Indicator 2005 2008

7 Proportion of Member Associations with a written HIV and AIDS workplace policy 31.0% 56.1%

(n=126) (n=148)

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

31.7% 43.9%

(n=126) (n=148)

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

50.8% 56.1%

(n=126) (n=148)

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

69.8% 79.1%

(n=126) (n=148)

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

66.7% 66.2%

 (n=126) (n=148)

12 Number of HIV-related services provided 1,320,599 8,559,506 

(n=87) (n=120)

13 Number of condoms distributed 97,855,691 139,811,914 

(n=87) (n=120)

(n=number of Member Associations that provided data)
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Table 2.8 illustrates the breakdown 
of these services by type illustrating 
the most common types of HIV-
related services provided with sexually 
transmitted and reproductive tract 
infection services being the most 
numerous, followed by HIV voluntary 
counselling (pre- and post-test),  
HIV serostatus lab tests and HIV 
prevention counselling.

Figure 2.7: Percentage of Member Associations that provide 
HIV and AIDS services along the prevention to care continuum, 
by type of service, 2008
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Table 2.8: Number of HIV-related services provided, by type of service, 2005 and 2008

Type of HIV-related services provided Number of HIV-related services provided

2005 
(n=87)

2008 
(n=120)

Sexually transmitted and reproductive tract infection services 818,550 5,670,831

HIV voluntary counselling (pre- and post-test) 221,294 974,459

HIV serostatus lab tests 76,221 938,647

HIV prevention counselling 42,524 749,515

Other HIV lab tests 40,954 84,003

Opportunistic infection treatment 42,641 60,882

HIV psychosocial support and post-exposure prophylaxis 859 43,778

AIDS home care treatment 72,143 16,399

Anti-retroviral treatment 565 11,135

All other HIV and AIDS services∆ 4,848 9,857

Total 1,320,599 8,559,506

∆ Some Member Associations were unable to provide the breakdown of services by type, so these services were included in ‘All other HIV and AIDS services’.
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Working with  
vulnerable groups

Groups that may be particularly 
vulnerable to HIV infection include 
people living with HIV, sex workers, 
men who have sex with men, gay and 
bisexual men, injecting drug users, 
migrants and internally displaced 
persons. Member Associations 
implement a variety of different 
strategies to reach these vulnerable 
groups including mobile clinics, 
voluntary counselling and testing for 
specific populations, participation of 
people living with HIV in governance 
and advisory capacities, and 
partnerships with other organizations 
working with vulnerable groups. 

In 2008, the proportion of Member 
Associations with strategies to reach at 
least one group of people vulnerable 
to HIV infection was 79.1 per cent, 
an increase from 69.8 per cent in 
2005. More Member Associations 
have strategies to reach people living 
with HIV (58.8 per cent) and sex 
workers (56.1 per cent) followed by 
newly married women (47.3 per cent), 

migrants (43.2 per cent), men who 
have sex with men (36.5 per cent), 
and gay and bisexual men (34.5 per 
cent). Fewer Member Associations 
implement strategies to reach  
injecting drug users (27.0 per cent) 
and internally displaced persons  
(26.4 per cent).

Promoting the rights of 
people living with HIV  
and AIDS

More than half of IPPF Member 
Associations are 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. In 2008, 56.1 per cent 
of Member Associations reported 
advocating on HIV and AIDS issues, 
in comparison to 50.8 per cent in 
2005. The proportion of Member 
Associations conducting behaviour 
change communication activities,  
both to reduce the stigma associated 
with HIV and AIDS and to promote 
health-seeking behaviour amongst 

vulnerable groups, remained 
unchanged at 66.2 per cent in 2008, 
in comparison to 66.7 per cent in 2005. 

Promotion of health-seeking behaviour 
is most common for people living 
with HIV (56.1 per cent), sex workers 
(54.7 per cent), newly married women 
(49.3 per cent), and migrants (46.6 
per cent). Other target groups include 
men who have sex with men (35.1 per 
cent), internally displaced persons  
(33.1 per cent), gay and bisexual men 
(31.1 per cent), and injecting drug 
users (24.3 per cent). All of these 
figures have increased since 2005.  

The proportion of Member 
Associations that have a written HIV 
and AIDS workplace policy is 56.1 
per cent, a significant increase from 
31.0 per cent in 2005. All regions 
have made progress in this indicator 
since 2005. In 2008, 83 Member 
Associations had a written HIV and 
AIDS workplace policy compared 
to only 39 in 2005. This is vital in 
ensuring a safe, secure and stigma- 
free working environment.
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legal status of abortion (75.0 per 
cent), than on the availability of legal 
abortion services (61.5 per cent). Each 
of these three categories shows an 
increase in comparison to the results 
from 2005. The proportion of Member 
Associations conducting IEC on all 
three components was 56.8 per cent 
in 2008, an increase from 43.7 per 
cent in 2005, but almost unchanged 
from 2007 (56.5 per cent). 

The key target groups for these 
IEC activities on abortion include 
young people, men, women’s 
groups, community groups, parents, 
community leaders and health 
professionals.

Increasing access to 
abortion-related services

In 2008, the proportion of Member 
Associations providing abortion-
related services was 86.5 per cent, 
a small increase from 82.5 per cent 
in 2005. Figure 2.10 illustrates the 
different types of abortion-related 
services provided by Member 
Associations in 2005 and 2008. 

Advocating for access  
to safe legal abortion

The proportion of Member 
Associations advocating for reduced 
restrictions and/or increased access 
to safe legal abortion has remained 
almost unchanged since last year  
(66.2 per cent in 2008, compared 
to 66.7 per cent in 2007). However, 
this is an increase from 53.2 per 
cent in 2005. The results of Member 
Association advocacy work in 2008 
are illustrated by the successful 
national policy or legislative changes  
in support of safe abortion in which 
the Member Associations played a  
key role. Examples from France and 
Spain are described on page 40.

Indicator 15 is a composite indicator 
made up of three components: 
information, education and 
communication (IEC) activities on 
unsafe abortion, on the legal status 
of abortion and on the availability of 
legal abortion services. The global 
indicators data show that more 
Member Associations are involved 
in providing IEC activities on unsafe 
abortion (83.1 per cent) and on the 

Abortion – results

Table 2.9: Abortion indicators results, 2005 and 2008

Indicator 2005 2008

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

53.2% 66.2%

(n=126) (n=148)

15 Proportion of Member Associations conducting IEC/education activities on unsafe 
abortion, the legal status of abortion and the availability of legal abortion services

43.7% 56.8%

(n=126) (n=148)

16 Proportion of Member Associations providing abortion-related services 82.5% 86.5%

(n=126) (n=148)

17 Number of abortion-related services provided 219,229 1,134,549 

(n=87) (n=120)

(n=number of Member Associations that provided data)

Although there are 
very few countries 
where abortion is 
completely illegal, 
in no country is 
access to abortion 
completely without 
barriers. There are 
always conditions 
placed which 
reflect a society’s 
or government’s 
reluctance to allow 
women to access 
abortion. 
Access to safe abortion 
A tool for assessing legal and  
other obstacles. IPPF 2008
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The most common services provided 
are post-abortion care (81.1 per 
cent), pre-abortion counselling 
(73.0 per cent), referrals to external 
abortion services (61.5 per cent), and 
management of abortion-related 
complications and incomplete abortion 
(50.0 per cent). The proportion of 
Member Associations providing 
surgical abortion (vacuum aspiration)  
is 18.9 per cent, medical abortion is 
16.9 per cent, and surgical abortion 
(D&C and D&E) is 10.8 per cent.  
All these categories show an increase 
of between two to eleven per cent 
compared to 2005 results. 

The total number of abortion-
related services provided by Member 
Associations in 2008 was 1,134,549, 
over five times the number of services 
provided in 2005 (219,229). Much of 
the increase is due to a higher number 
of Member Associations reporting 
their service provision data to us (87 in 
2005, 120 in 2008). However, even for 
those Member Associations that have 
reported their data consistently since 
2005, the number of abortion-related 
services provided has more than 
doubled. Of all the abortion-related 
services, 37.7 per cent were provided 
to young people in 2008.

The most common types of abortion-
related services provided are pre- and 
post-abortion counselling, induced/
surgical abortion and post-abortion 
counselling (Table 2.11). Globally, 
and in comparison to other types of 
services provided by IPPF Member 
Associations, these figures remain low 
and indicate that much needs to be 
done in terms of future investment in 
this area if IPPF is to meet its objectives 
of providing women with the choice 
and right to safe abortion when faced 
with an unwanted pregnancy.

Figure 2.10: Percentage of Member Associations providing 
abortion-related services, by type of service, 2005 and 2008
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Table 2.11: Number of abortion-related services provided, 
by type of service, 2005 and 2008

Type of abortion-related service Number of services provided

2005 
(n=87)

2008 
(n=120)

Pre-abortion counselling 53,707 385,799

Induced surgical abortion 16,964 363,089

Post-abortion counselling 109,638 215,966

Medical abortion 13,047 90,035

Post-abortion care 9,651 49,706

Abortion – consultation/diagnostic 13,684 17,177

Referrals to external abortion services 2,538 12,777

Total 219,229 1,134,549
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religion, gender, migrant status or 
otherwise, have not benefited from 
health, education and employment 
opportunities, and whose sexual and 
reproductive health needs remain 
largely unsatisfied

•	 socially-excluded:	people	who	are	
wholly or partially excluded from full 
participation in the society in which 
they live

•	under-served:	people	who	are	not	
normally or adequately served by 
established sexual and reproductive 
health service delivery programmes 
due to a lack of capacity and/or 
political will, for example, people 
living in rural or remote areas, 
internally displaced people, young 
people, people with a low socio-
economic status or unmarried people

by poor and marginalized groups 
including community-based services 
(80.4 per cent), subsidized services 
(70.3 per cent), outreach and mobile 
services (68.2 per cent), and specially 
adapted fee structures (57.4 per cent). 

Indicator 19 is an estimate of the 
percentage of Member Association 
clients that are poor, marginalized, 
socially-excluded and/or under-served. 
For the different categories of client 
groups, the following definitions 
are applied, although these are not 
mutually exclusive:

•	poor:	people	living	on	less	than	
US$2 per day

•	marginalized:	people	who,	for	
reasons of poverty, geographical 
inaccessibility, culture, language, 

Increasing access for  
the poor, marginalized, 
socially-excluded and/or 
under-served 

Indicator 18 is made up of two 
different components, implementing 
programmes and advocating for 
improved sexual and reproductive 
health for the poor, marginalized, 
socially-excluded and/or under-
served. The proportion of Member 
Associations both implementing 
programmes and conducting advocacy 
for improved access to sexual and 
reproductive health services by 
vulnerable groups was 92.6 per cent. 
This is an increase of 14 per cent from 
2005 (78.6 per cent). 

IPPF employed many different 
strategies to increase access to services 

Access – results

Table 2.12: Access indicators results, 2005 and 2008

Indicator 2005 2008

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

78.6% 92.6%

(n=126) (n=148)

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

56.6% 66.4%

(n=126) (n=148)

20 Number of Couple Years of Protection (CYP)* 6,121,077 7,804,675  

(n=87) (n=120)

21 Number of contraceptive services provided 17,458,939 34,623,827  

(n=87) (n=120)

22 Number of non-contraceptive sexual and reproductive health services provided 13,293,043 32,245,455  

(n=87) (n=120)

23 Number of service delivery points 58,470 60,858 

(n=87) (n=120)

24 Proportion of Member Associations with gender-focused policies and programmes 72.2% 70.9%

(n=126) (n=148)

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

65.0% 81.2%

(n=126) (n=132)

(n=number of Member Associations that provided data)

* Couple Years of Protection (CYP) refers to the total number of years of contraceptive protection provided to a couple.
∏ This analysis is based on the 126 (in 2005) and 132 (in 2008) Member Associations that responded to the quality of care questions on the online survey.
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The accurate collection of these data 
is challenging. Member Associations 
are advised to be guided by these 
definitions of the categories but to 
bear in mind that in the different 
national and local contexts in which 
they work, there will be a variety 
of alternative ways of identifying 
clients who are poor, marginalized, 
socially-excluded and/or under-served. 
For example, in many countries, all 
unmarried young people will be 
under-served, people living with HIV 
will be socially-excluded as would 
be sex workers, and women will be 
marginalized as their gender alone  
acts as a barrier to health, education 
and/or employment opportunities. 

In 2008, the estimated number of 
clients served by Member Associations 
was 30,860,042. The estimated  
proportion of clients who were  
poor, marginalized, socially-excluded  
and/or under-served was 66.4 per 
cent, an increase of nearly ten per  

cent since 2005. In South Asia, the 
proportion of clients who were poor, 
marginalized, socially-excluded and/or 
under-served was estimated to be  
81.9 per cent, in Africa, it was 71.7  
per cent, and in the Arab World,  
70.5 per cent. In countries with low 
human development according to 
UNDP’s Human Development Index 
rankings, the average percentage of 
poor, marginalized, socially-excluded 
and/or under-served clients was 
estimated to be 73.3 per cent.

Figure 2.13 shows the estimated 
percentages of poor, marginalized, 
socially-excluded and/or under-served 
clients by country, according to their 
Human Development Index ranking.

In the diagram, most of the countries 
in the Africa region are in the top  
right corner, illustrating that in the 
countries with the highest levels of 
development need, proportionately 
more of the Member Associations’ 

clients are poor and vulnerable.  
In 2008, Member Associations from 
Burundi, Cameroon, Comoros and 
Gabon reported that an estimated  
95 per cent or more of their clients  
are poor and vulnerable.

Some Member Associations with low 
or medium Human Development Index 
ranks from other IPPF regions also 
reported serving a high number of 
poor, marginalized, socially-excluded 
and/or under-served clients. Examples 
include Haiti (100.0 per cent), Thailand 
(97.4 per cent), Tajikistan (93.6 per 
cent), Nepal (85.0 per cent), Egypt 
(82.8 per cent), India (82.1 per cent), 
and Bangladesh (82.0 per cent). A 
number of IPPF Member Associations 
in countries with high levels of human 
development reported serving a high 
proportion of poor, marginalized, 
socially-excluded and/or under-served 
clients such as France (80.0 per cent), 
Denmark (77.8 per cent), USA (71.4 per 
cent), and Mexico (70.0 per cent).

Figure 2.13: Estimated percentage of Member Association clients who are poor, marginalized, 
socially-excluded and/or under-served, by Human Development Index rank, 2008
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Figure 2.14: Number of contraceptive and non-
contraceptive SRH services provided, 2005–2008

Providing sexual and 
reproductive health services 

In 2008, IPPF provided a total of 
66,869,282 sexual and reproductive 
health services globally, and a third of 
these were provided to young people. 
Figure 2.14 shows the increases in 
numbers of contraceptive and non-
contraceptive sexual and reproductive 
health services provided between 
2005 and 2008, with an overall 
increase in services provided of  
117.4 per cent. A proportion of this 
increase is due to more Member 
Associations reporting their data. 
However, an analysis of the numbers 
of services provided by Member 
Associations which reported 
consistently for all the four years 
was conducted and there was an 
increase of 55.0 per cent since 2005, 
confirming the upward trend.

The numbers of clinic-based service 
delivery points increased by 54.8 per 
cent since 2005, from 5,286 to 8,181 
in 2008, whereas the number of 
non-clinic based service delivery points 
has dropped from 53,184 to 52,677.† 
Overall, the number of IPPF service 
delivery points increased from 58,470 
in 2005 to 60,858 in 2008.

In 2008, the global couple years of 
protection (CYP) provided by IPPF 
Member Associations was 7,804,675, 
a significant increase of 27.5 per cent 
from 2005 (CYP of 6,121,077). For 
those Member Associations that have 
provided data on CYP consistently 
since 2005, the trend is also positive 
with a 5.5 per cent increase.

Figure 2.15 illustrates the breakdown 
of CYP values for different methods 
of contraception, for 2005 and 2008. 
There was an increase in all the major 
methods of contraception provided. 
The CYP for injectables increased by 
45.5 per cent, implants by 43.0 per 
cent, condoms by 42.9 per cent and 
IUD by 28.8 per cent.

 

† A clinic-based service delivery point provides clinic-based sexual and reproductive health services. They can be static or mobile. A non clinic-based 
service delivery point is defined as a channel of distribution that does not provide clinic-based sexual and reproductive health services. These include 
community based distribution, social marketing, government channels of distribution, private physicians that distribute contraceptives and other 
commodities provided by the Member Association.
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provided by method, 2005 and 2008
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The total number of contraceptive 
services provided was 34,623,827, 
doubling since 2005. Of these 
contraceptive services provided, 
34.7 per cent were provided to 
young people. Again, analysis 
of the data provided by those 
Member Associations providing 
data consistently since 2005 shows 
an increase of 45.1 per cent in the 
numbers of contraceptive services 
provided. Figure 2.16 illustrates the 
numbers of contraceptive services 
provided, by type of service.

The total number of sexual and 
reproductive health services provided 
in 2008, excluding contraceptive 
services, was 32,245,455, an increase 
of 142.6 per cent from 2005. Of the 
total number of services in 2008, 
more than 8.5 million were provided 
to young people (26.5 per cent). 
Further analysis of the data provided 
by those Member Associations that 
have reported consistently since 2005 
show an increase of 40.6 per cent in 
numbers of non-contraceptive sexual 
and reproductive health services 
provided. Figure 2.17 illustrates the 
numbers of sexual and reproductive 
health services provided by Member 
Associations by type of service.
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different quality of care standards  
in place. Compared to 2005, all  
these categories show an increase  
of between seven to ten per cent.

In an attempt to ensure high quality 
of care, IPPF Member Associations 
provide professional training 
and development in sexual and 
reproductive health and rights to 
service providers. In 2008, Member 
Associations reported providing such 
training to nurses (93.2 per cent), 
counsellors (83.3 per cent), doctors 
(76.5 per cent), teachers (75.0 per 
cent), and midwives (70.5 per cent). 
Compared to 2007, all categories 
reported increases of between two  
and 15 per cent.

The proportion of Member Associations 
with more than 50 per cent of their 
governing board members being 
female is 76.4 per cent. This is an 
increase from 2007, but still below the 
100 per cent figure that IPPF requires 
to comply with its gender equity 
policy. The proportion of women on 
Member Association governing boards 
globally is 55.5 per cent, and a similar 
proportion of staff in management 
positions are women (54.8 per cent).

Ensuring high quality of care

Indicator 25 is a composite indicator 
requiring six quality of care standards 
to be adhered to for the indicator 
to be positive. The proportion of 
Member Associations adhering to 
all six components in 2008 was 81.8 
per cent, a 4.2 per cent increase from 
2007 (77.6 per cent) and a significant 
increase from 65.0 per cent in 2005. 
Table 2.18 illustrates the proportion 
of Member Associations with the 

Promoting gender equity 
and equality

Indicator 24 requires Member 
Associations to have both a gender 
equity policy in place and to be 
implementing at least one gender-
focused programme. The proportion 
of Member Associations with 
both gender-focused policies and 
programmes in 2008 was 70.9 
per cent. Seventy five per cent of 
Associations reported having a  
gender equity policy in place, and 
many more (93.2 per cent) were 
implementing gender-focused 
programmes. These programmes 
include women’s empowerment  
(83.1 per cent), women’s participation 
(85.8 per cent), women’s rights in 
clinics (77.0 per cent), men’s needs 
(72.3 per cent), men’s role in gender 
equality (77.7 per cent), prevention of 
gender-based violence (77.0 per cent), 
gender capacity building (68.9 per 
cent), and monitoring and evaluation 
of gender programmes (50.0 per cent). 

Table 2.18: Proportion of Member Associations with quality of care standards in place, 
by type of standard, 2005 and 2008

Quality of care standards∆

Proportion of Member Associations  
with standards in place

2005 
(n=126) 

2008 
(n=132) 

Written standards/protocols/norms consistent with IPPF’s ‘Medical and Service  
Delivery Guidelines’ in all service delivery points 88.9% 97.7%

Procedures to ensure clients’ perceptions on service provision are taken into account 78.6% 93.2% 

Orientation and ongoing training provided to staff in all service delivery points 87.3%  96.2%

Mechanisms to regularly assess technical competence of service providers  79.4%  92.4%

Implements strategies/approaches to assess quality of care provided 76.2%  93.2%

All service delivery points have the right conditions to deliver sexual and  
reproductive health services 90.5%  97.0%

∆ This analysis is based on Member Associations (n=126 in 2005, n=132 in 2008) who completed the survey and reported providing clinical services.
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Influencing public opinion

Indicator 26 requires Member 
Associations to implement initiatives  
to influence public opinion on sexual  
and reproductive health and rights 
to support favourable policies and 
legislation, as well as having a 
communications strategy to influence 
public opinion on sexual and 
reproductive health and rights. The 
proportion of Member Associations 
with both components in place in 
2008 was 81.8 per cent, an increase 
from 71.4 per cent in 2005.

Newspaper and magazine articles were 
used by most Member Associations 
(86.5 per cent), followed by radio 
(85.8 per cent), community outreach 
activities (81.1 per cent) and television 
(78.4 per cent). Other initiatives used 
in influencing public opinion on sexual 
and reproductive health and rights 

Advocacy – results

Table 2.19: Advocacy indicators results, 2005 and 2008

Indicator 2005 2008

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

71.4% 81.8%

(n=126) (n=148)

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

90.4% 92.6%

(n=126) (n=148)

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

51 56

(n=126) (n=148)

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

80.2% 82.4%

(n=126) (n=148)

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

86.5% 81.8%

(n=126) (n=148)

(n=number of Member Associations that provided data)

involved working with religious and 
community leaders (72.3 per cent), 
web-based media (66.2 per cent), 
advertising campaigns (64.2 per cent) 
and articles in academic journals  
(43.2 per cent). 

Advancing national policy 
and legislation

In 2008, the proportion of Member 
Associations conducting advocacy 
activities to advance national policy 
and legislation on sexual and 
reproductive health and rights was 
92.6 per cent, a slight increase from 
90.4 per cent in 2005. The key 
campaign activities implemented 
by Member Associations included 
working with the media (84.5 per 
cent), public education (83.8 per 
cent), and direct lobbying (80.4 per 
cent). The target groups for advocacy 

activities for policy and legislation on 
sexual and reproductive health and 
rights included government decision 
makers (87.2 per cent), mass media 
(83.8 per cent), the general public 
(85.1 per cent), and community and 
religious leaders (73.0 per cent).

Working in partnerships with other 
organizations to advance sexual and 
reproductive health and rights is a key 
advocacy strategy, and IPPF Member 
Associations collaborated with other 
non-governmental organizations  
(93.2 per cent), governments (89.2  
per cent), international organizations 
(80.4 per cent), and also with mass 
media (78.4 per cent) to increase 
pressure to effect positive change. 
Compared to 2005, all categories  
had a reported increase of between  
two to six per cent (Figure 2.20).  
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Figure 2.20: Percentage of Member Associations working 
in advocacy partnerships, by type, 2005 and 2008
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The results of Member Associations’ 
advocacy work are illustrated 
by the successful national policy 
initiatives and/or positive legislative 
changes in support of sexual and 
reproductive health and rights in 
which the Associations played a key 
role. In 2008, there were 56 policy 
or legislative changes and Box 2.21 
provides a selection of some of  
these major outcomes which will 
have long-term positive effects on 
people's sexual and reproductive 
health and rights.

Counteracting opposition
The proportion of Member 
Associations counteracting 
opposition to sexual and 
reproductive health and rights was 
82.4 per cent in 2008, a slight 
increase from 80.2 per cent in 2005. 
The main opposition strategies 
being counteracted by Member 
Associations include misinformation 
or misrepresentation of sexual and 
reproductive health and rights  
(79.1 per cent), defunding or cutting 
funds to sexual and reproductive 
health and rights (44.6 per cent), 
undermining existing policy or 
legislation (50.7 per cent), and 
blocking or opposing new policy  
and legislation (42.6 per cent).

Religious leaders were viewed as 
the source of opposition by 77.7 per 
cent of Member Associations. Other 
sources of opposition mentioned 
by the Member Associations were 
community leaders (44.6 per cent), 
governments (31.8 per cent) and the 
media (26.4 per cent).

Increasing financial  
resources for sexual and 
reproductive health

The proportion of Member 
Associations advocating for national 
governments to commit more financial 
resources to sexual and reproductive 
health and rights in 2008 was 81.8 
per cent, dropping from 86.5 per 
cent in 2005. In 2008, more Member 
Associations were advocating with 
governments for specific financial 
commitment in their national budget 
lines on sexual and reproductive health 
(70.3 per cent) than were advocating 
for governments to meet financial 
commitments under international 
agreements such as Cairo and Beijing 
(62.2 per cent).

Member Associations also participated 
in various processes to influence 
national funding mechanisms including 
national development plans (44.6 
per cent), poverty reduction strategy 
papers (29.7 per cent), medium term 
expenditure frameworks (14.2 per 
cent), sector-wide approaches (40.5 per 
cent), country coordinating mechanisms 
(50.7 per cent) and donor national level 
programmes (51.4 per cent). 

Member Associations undertake 
a number of activities to advance 
international and regional agreements 
and strategies relevant to sexual and 
reproductive health and rights. In 2008, 
76.4 per cent of Member Associations 
conducted such activities. These 
included influencing positions held by 
national governments on international 
agreements, strategies and policies 
relevant to sexual and reproductive 
health and rights (63.5 per cent), 
monitoring national governments' 
implementation of international 
agreements, strategies and policies 
relevant to sexual and reproductive 
health and rights (60.8 per cent), 
attending and advocating at meetings 
held by major international non-
governmental organizations (73.6 per 
cent), and participating in coordinated 
advocacy actions (73.6 per cent).

Nineteen per cent of Member 
Associations reported that they 
provide technical assistance in 
advocacy to other IPPF Member 
Associations in developing countries, 
and 22.3 per cent reported that they 
provide similar assistance to other civil 
society organizations. 
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Adolescents 
The Member Association in Egypt 
successfully campaigned against 
female genital mutilation and marriage 
of girls below 18 years of age. In 
2008, the Egyptian government 
passed laws banning both practices. 
In Namibia, the Member Association 
campaigned for and participated in 
the process of developing the new 
national policy on reproductive health.

HIV and AIDS 
The Member Association in Togo 
participated in the development 
of the national programme for 
people living with HIV and worked 
with the government to review the 
policy relating to the provision of 
antiretrovirals (ARV). In October 2008, 
the government of Togo declared 
provision of free ARV for all people 
living with HIV.

Abortion 
The Member Association in France, 
Mouvement Français pour le Planning 
Familial, successfully campaigned 
for changes in the law authorizing 
medical abortions to be provided by 
family planning centres, and not only 
by hospitals. This has ensured greater 
access to abortion services.

In Spain, abortion has been legal since 
1985 but only if the pregnancy is a 
result of rape, if there is a risk to the 
woman’s health, or in cases of fetal 
impairment. The Spanish Member 
Association successfully campaigned 
for an amendment to the abortion  
law to remove these restrictions  
and legalize first trimester abortions 
on demand. 

Box 2.21: Examples of successful national policy and legislative changes in support of sexual 
and reproductive health and rights to which Member Associations’ advocacy efforts have 
contributed in 2008

Access 
The Family planning Association of 
Bangladesh successfully campaigned 
to have oral contraceptive pills and 
condoms included in the national 
essential drugs list.

In St. Lucia, the Member Association 
was able to advocate for a change in 
the method of delivery of emergency 
contraception making it available in 
all pharmacies and social marketing 
points without a prescription. Prior  
to this it was only available in the 
emergency units of hospitals making 
access difficult. 

The Planned Parenthood Federation  
of Nigeria advocated for the provision 
of free antenatal care. As a result, 
it is now available in all government 
hospitals and clinics in four states  
of the country. 

Gender-based violence 
In Belize, the Belize Family Life 
Association is a member of the 
Gender Based Violence Prevention 
Committee. The committee has been 
instrumental in successfully advocating 

for governmental approval of  
The Enforcement of the Domestic  
Violence Act which imposes harsher 
penalties on those who commit 
domestic violence.  

Advocacy 
In the Republic of Korea, there 
were not enough breastfeeding spaces 
at work and most working mothers 
had to stop breastfeeding after 
their three-month maternity leave 
or breastfeed and/or express milk in 
the toilets. The Planned Population 
Federation of Korea advocated along 
with other organizations for a change 
in the situation, and as a result, the 
government enacted a law to oblige 
employers to provide adequate 
breastfeeding rooms in the workplace.

The Member Association in Thailand 
was invited by the National Health 
Assembly to input into the revision of 
resolution 1/10 which urges not only 
the Ministry of Education and schools, 
but also other government departments 
and non-governmental organizations, 
to provide comprehensive sexuality 
education in schools. 
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The global indicators data provide 
us with information to measure 
progress in implementing our Strategic 
Framework 2005-2015. The data 
are also important for each Member 
Association to monitor their progress 
in programmes, governance and 
management. Regional Offices  
use the data to identify technical 
assistance needs, and to make 
decisions about resource allocation. 

In 2009, we are conducting a midterm 
review of our Strategic Framework.  
As one part of this review, further 
trends analysis of global indicators 
results from 2005 to 2008 will be 
conducted, and analysis of additional 
qualitative information collected 
through the online global indicators 
survey will be utilized to highlight 
what has been achieved to date and 
identify where investment needs to  
be focused over the next five years.

provided increased from 0.8 million  
in 2005 to 5.7 million in 2008.

An estimated 30.1 million clients  
were served in 2008 of which 66.4  
per cent were poor, marginalized, 
socially-excluded and/or under-served, 
with the highest proportions in South 
Asia (81.9 per cent), Africa (71.7 per 
cent) and the Arab World (70.5 per 
cent) regions.

The number of Member Associations 
with HIV workplace policies in place in 
2008 was 83 (56.1 per cent), compared 
to only 39 in 2005 (31.5 per cent) and 
the proportion of Member Associations 
with quality of care assurance systems in 
place went up by 17 per cent since 2005 
to 81.8 per cent. There were also 56 
important national policy or legislative 
changes that Member Associations 
campaigned for in 2008, changes that 
will make a significant difference to 
the sexual and reproductive health of 
millions around the world.

This chapter has presented IPPF’s 
global indicators results from 2008 
and compared them with those of 
2005. Over this period, there has been 
an increase in the response rates as 
well as in most of the performance 
indicator values. In 2008, the online 
survey response rate increased by  
14 per cent, and the service statistics 
response rate increased by 24 per 
cent, compared to 2005 with Latvia, 
Portugal, UK and USA reporting 
services statistics data for the first  
time in 2008.

Overall, the number of all sexual and 
reproductive health services provided 
in 2008 has increased dramatically, 
from 30.7 million in 2005 to 66.9 
million in 2008. The number of 
services provided to young people 
has risen over two and half times 
compared to 2005 (7.9 million in 
2005 to 20.6 million in 2008) and the 
number of sexually transmitted and 
reproductive tract infection services 

Highlights from IPPF’s global  
indicators 2008



Our four supporting strategies reinforce the Strategic Framework and ensure good 
governance and accreditation for improved quality, effectiveness and accountability; resource 
mobilization essential to fund our work; capacity building to support Member Associations; 
and monitoring, evaluation and learning to capture and utilize knowledge and expertise.  
This chapter reviews work undertaken in these areas in 2008.

 3 IPPF’s supporting strategies
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To accompany the ‘Code of Good 
Governance’, a ‘Governance 
Handbook’ will be published in 2009 
to provide practical advice on how 
to implement the seven principles 
specified in the Code. The Handbook 
will contain checklists, tips, templates, 
examples and explanations of all 
aspects of governance to help support 
governing bodies across IPPF.

In May 2008, IPPF’s Governing Council 
approved the recommendations from 
the work of the IPPF Governance 
Task Force. The recommendations 
included increasing decision making 
responsibilities for the Regional 
Executive Committee, transforming 
Regional Councils into meetings 
for volunteer learning and training, 
reducing the size of Governing Council 
and increasing youth participation 
in Regional Council meetings. 
These recommendations aim to 
strengthen the contributions of IPPF’s 
volunteers and also make the IPPF 
governance structures more efficient. 
In November 2008, the Governing 
Council revised the IPPF regulations 
and relevant policies to include the 
recommendations of the Governance 
Task Force. The Governing Council 
also approved a new declaration 
on sexual rights in May 2008. This 
document provides guidance to the 
Federation on how to take forward 
its commitment to working towards 
sexual rights for all.

Governance and accreditation

Governance

In 2008, IPPF produced its own  
‘Code of Good Governance’ to 
support strong governance in  
Member Associations. It is available 
in eight languages (Arabic, Bangla, 
Chinese, English, French, Portuguese, 
Russian and Spanish). 

The Code of Good Governance 
identifies the following seven core 
responsibilities of a governing body:

1.  ensuring member integrity and 
collective responsibility

2. determining the organization’s 
strategic direction and policies

3. appointing and supporting the 
Executive Director

4. monitoring and reviewing the 
organization’s performance

5. providing effective oversight of 
the organization’s financial health

6.  being open, responsive and 
accountable

7. ensuring its own review and renewal

To help in its adoption, the principles 
of the Code of Good Governance have 
been included in the Membership 
Standards of the newly revised 
accreditation system. 

IPPF Goal:
IPPF practises good 
governance throughout the 
Federation and is made up 
of effective and democratic 
Member Associations.

The accreditation process enables volunteers and staff to 
systematically reflect on all aspects of their work and to be better 
equipped to serve clients, govern well and manage effectively. 

An easy way to 
avoid pitfalls in 
governance is to 
translate the IPPF 
Code of Good 
Governance to the 
simplest form in 
your language and 
carry it with you as 
a ready reckoner 
to ensure strict 
adherence. 
IPPF volunteer, Sri Lanka
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They require Member Associations  
to be:

1. open and democratic
2. well governed
3. strategic and progressive
4. transparent and accountable
5. well managed
6. financially healthy
7. good employer
8. committed to results
9. committed to quality
10. a leading sexual and reproductive 

health and rights organization

The revised standards were approved 
by Governing Council in May 2008, 
following which the checks which 
accompany the Membership Standards 
were developed. The checks are 
formulated as questions which can be 
answered by a ‘Yes’ or a ‘No’. The 170 
checks will help the review team to 
assess whether a Member Association 
complies with the membership 
standards or not.

During the autumn of 2008, Regional 
Office and Central Office staff 
participated in pilot-testing the revised 
standards and checks with the Member 
Associations of Cameroon, Ireland and 
Puerto Rico. The involvement of the 
Member Associations was invaluable  

In 2008, IPPF was included in the One 
World Trust’s annual accountability 
report1 which assesses 30 large 
international organizations and 
companies. IPPF scored particularly 
highly in the area of participation 
and was highlighted in two good 
practice case studies. This included 
our commitment to ensuring that all 
governing bodies of the Federation 
include at least 50 per cent women, 
and have at least 20 per cent young 
people under 25 years of age on the 
governing board. IPPF’s accreditation 
system was also described as an 
example of good practice from which 
other organizations could learn. 

Accreditation

Member Associations in Cape Verde, 
Democratic Republic of Congo, 
the Former Yugoslav Republic 
of Macedonia, Guinea Bissau, 
Mozambique, Russia, Senegal and 
Tonga all underwent an accreditation 
review in 2008, and the final review 
to be carried out within the first 
accreditation cycle took place in  
Haiti in 2009.  

At the end of 2008, the number of 
accredited Member Associations was 
91, and by May 2009 this number 

increased further when the Member 
Associations of Bangladesh, the 
Caribbean, Nigeria, Panama, Swaziland 
and Switzerland were recommended 
for accreditation by Governing Council. 
The total number of accreditation 
reviews conducted during the first 
phase was 141.

Revising the  
accreditation system

In 2008, the IPPF Standards and 
Responsibilities of Membership 
were revised. This was completed 
in line with the recommendations 
of an independent evaluation 
commissioned in 2007. The first 
phase of accreditation which ran 
from 2003 to 2008 ensured that 
policies and procedures were in 
place for the effective and efficient 
management and governance of the 
Member Associations. During the next 
five year phase, beginning in 2009, 
more emphasis will be placed on the 
in-country role and relevance of the 
Member Associations and their ability 
to provide quality services.

There are ten principles which make 
up the building blocks of IPPF’s revised 
accreditation system (Figure 3.1).  

My greatest satisfaction 
as a volunteer was being 
involved in accreditation 
– this includes going 
in with a plan of 
action that highlights 
areas that need 
help and assistance, 
collaborating with 
Member Associations 
and working together 
to solve problems and 
forging relationships. 
IPPF volunteer, Cameroon
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in the Member Association’s work, 
or implementing a quality assurance 
system for service delivery. 

IPPF has continued to share its 
experiences and tools for accreditation 
with a number of other international 
non-governmental organizations and 
agencies keen to learn how to establish 
or review their own accreditation 
systems, and the revised accreditation 
system has been designed so that it can 
potentially be adapted for use by other 
international organizations wishing to 
assess and accredit their members or 
implementing partners.

stages of the process (self-assessment, 
desk review, final assessment and 
follow up reporting). This ensures 
greater transparency as well as 
providing an area for documentation 
of the process and results.  

Each accreditation review visit will 
identify an area of good practice in 
relation to one of the membership 
principles, and document this practice  
as a case study to be shared with the 
rest of the Federation to learn from.  
This could involve a wide range of 
themes, for example, an innovative way 
of holding the Annual General Meeting, 
a strategy for community participation 

in fine tuning the review documents  
and methodology. New features  
of the revised accreditation system  
include more transparent and complete 
self-assessment, an in depth desk 
review before the review visit, and 
meeting with key in-country partners 
of the Member Association during  
the review visit.  

A complaints mechanism has been 
developed to ensure that any 
complaints regarding the accreditation 
process will be handled fairly and 
systematically. An electronic reporting 
system has also been developed to 
review and analyse data from all 

A leading  
SRHR  

organization
The Association is 

recognized and valued as 
a leader in the sexual and 

reproductive health  
and rights movement  

in the country.

Committed  
to results

The Association is 
committed to achieving 

results and improving 
performance and is able 
to show how sexual and 
reproductive health and  

rights needs are met.

Committed  
to quality
The Association  
ensures that essential 
quality standards are  
met in all aspects  
of its work.

Financially healthy
The Association takes 

the necessary measures 
to ensure continuity 
of resources and to 

maintain general financial 
sustainability in support  

of its programme.

Well managed
The Association 

manages its human 
and financial resources 

effectively and efficiently 
to plan and implement  
its programme of work.

Good employer
The Association 
recruits skilled staff, 
treats them with respect 
and has employment  
and working conditions  
that allows them to  
operate effectively.

Open and 
democratic

The Association is an 
open and democratic 

legal entity that engages 
volunteers from all backgrounds 
and encourages their full and 

active participation in its work  
in partnership with staff.

Well governed
The Association has 

an elected Governing 
Body that represents 
its membership and 

which understands and 
carries out its collective 

role and governance 
responsibilities.

Strategic and progressive
The Association makes a 
difference in those areas 

of sexual and reproductive 
health and rights most 

relevant to its country situation 
and demonstrates a strong 

commitment to IPPF’s mission, 
core values and policies.

Transparent 
and accountable
The Association 
conducts its affairs 
at all times in a 
transparent manner 
accountable to its clients, 
partners and donors.

Figure 3.1: Ten principles of IPPF’s 
accreditation system
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Investing in quality 
health care in 
poor countries can 
make a dramatic 
difference to the 
survival rates of the 
estimated 500,000 
women worldwide 
who die each year 
while giving birth. 
Ban Ki-moon, 
UN Secretary General

IPPF Goal:
IPPF has a sustainable and 
diversified income at all levels.

Our resource mobilization involves diversifying and expanding our 
funding base to ensure sustainability of programmes and to minimize 
the negative effects of a difficult global financial environment for 
sexual and reproductive health. 

Resource mobilization and finance

Investing in family planning

Donor funding for family planning has 
seen a significant decline in the last 
ten years. Despite the level of donor 
expenditure increasing for overall 
population assistance, the percentage 
of this funding dedicated to family 
planning services fell from 43 per  
cent in 1998 to 5 per cent in 2006.1 
In real terms this represents a decline 
of US$357 million. 

The dramatic decrease in funding for 
family planning represents a decline in 
donor interest rather than a decline in 
need. Fifteen years ago, a commitment 
was made to focus on universal access 
to reproductive health by UN Member 
States in the International Conference 
on Population and Development 
(ICPD) Programme of Action. Since 
then advocates have struggled to 
get reproductive health included in 
the Millennium Development Goals 
(MDGs) and their advocacy efforts 
have faced strong opposition from a 
coalition of a group of 77 countries, 
religious and socially conservative 
forces, as well as from past American 
administrations. Following its late 
addition to the MDGs in 2006, the 

 

target of achieving universal access 
to reproductive health remains largely 
neglected. The failure of governments 
to act on their commitment to 
reproductive health and rights has 
contributed to the stagnation of 
progress on MDGs 5a and 5b, and  
has impacted on the success of all  
of the goals. This point was reiterated 
by former UN Secretary General Kofi  
Annan when he declared, “The 
Millennium Development Goals... 
cannot be achieved if questions of 
population and reproductive health  
are not squarely addressed.”2

A series of key events and initiatives 
in 2008 has led to family planning 
and reproductive health beginning 
to be recognized as priority areas 
in international health funding. In a 
statement on World Population Day 
2008, UN Secretary General Ban 
Ki-moon reaffirmed family planning 
as one of three key interventions 
necessary for improving maternal 
health.3 In addition, a change of 
government in the United States has 
resulted in the Global Gag Rule being 
repealed and funding renewed to 
UNFPA. This growing international 
interest needs to be seized upon in 
order to drive forward the agenda  
for universal access to reproductive 
health. IPPF is working to build upon 
the emerging momentum around 
maternal health to secure new  
support and financing.
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Increasing financing to family planning 
and reproductive health programmes is 
essential if MDGs 5a and 5b are to be 
met. In the present global economic 
downturn, IPPF is closely monitoring all 
financing and policy initiatives around 
the health MDGs. We are working 
together with global stakeholders to 
make sure that family planning and 
reproductive health is prioritized in 
new and existing mechanisms. The 
announcement in September 2008 of 
the creation of a High Level Task Force 
on Innovative Financing for Health 
has turned global attention to the 
task of raising considerable resources 
for the health MDGs. The first report 
of the task force’s working group on 
costs and constraints identified access 
to reproductive health services as 
key to achieving the health-related 
MDGs. The objective of the task 
force to raise US$30 billion in new 
resources to save ten million mothers’ 
and children’s lives opens the door 
for significant investment in family 
planning and reproductive health 
services. IPPF will be working to ensure 
that family planning and reproductive 
health is included in all stages of 
the task force’s work, and remains 
a key factor in their assessment of 
health financing. There are additional 
opportunities in numerous other 
global health initiatives, such as the 
International Health Partnership 
and the Global Fund to Fight AIDS, 
Tuberculosis and Malaria, to include 
family planning and ensure that it 
is integrated as a crosscutting issue. 
IPPF will play a central role in ensuring 
that reproductive health is prioritized 
in major international health funding 
mechanisms.  

Resource mobilization  
in 2008

In 2008, the world entered a serious 
economic downturn, and as we 
move through 2009 the impact of 
the crisis is being felt in all corners 
of the world. The economic crisis 
has serious implications on levels of 
official development assistance and 
consequently serious implications for 
the world’s poorest billion people. 

In times of economic uncertainty, 
IPPF’s priorities move to ensuring the 
predictability of its long-term funding. 
In February 2008, staff from IPPF’s 
Secretariat met to discuss, develop 
and agree a new global resource 
mobilization strategy. Building 
on IPPF’s grassroots approach to 
programming, this new strategy 
recognizes the need to develop 
capacity and skills at all levels to 
maximize donor support for the 
work of Member Associations and 
the Secretariat. This new strategy 
will be operational until the end 
of 2010. The strategy is supported 
by recommendations from IPPF’s 
Governing Council in 2007. These 
recommendations also led to 
the production of ‘The funding 
formula: A guide to effective 
resource mobilization’. The guide 
has been developed as a capacity 
building aid for Regional Offices and 
Member Associations and provides 
a framework for securing increased 
resources. It is anticipated that over 
time and by working at the local and 
national levels, Member Associations 
will be able to diversify and expand 
their sources of income, ensuring a 
more sustainable financial environment 
for themselves and their clinics. 

While local currency contributions to 
IPPF from government and foundation 
donors continued to sustain long term 
increases during 2008, the dramatic 

rise in the value of the US dollar 
against our major donor currencies 
meant that by year end we reported 
a nominal decrease in the US dollar 
income. This was disappointing given 
the large increases we received from 
the governments of The Netherlands, 
Sweden and the United Kingdom as 
well as the William and Flora Hewlett 
Foundation. Increases in local currency 
contributions were also received 
from Australia and Finland while the 
Government of Spain made its first 
unrestricted funding commitment.  
In the last quarter of 2008, we 
received news that in 2009 IPPF would 
receive significant increases from the 
governments of Germany (66 per 
cent increase) and Norway (25 per 
cent increase). Given the harsh global 
economic climate this was particularly 
welcome. We hope that other donors 
are able to match their generosity 
so that we can meet the increased 
need and demand for our services as 
the world’s poorest and marginalized 
populations are disproportionately 
affected by the economic downturn.



48 3  IPPF’s supporting strategies

IPPF’s main source of funding is 
government contributions which 
accounted for 77 per cent of the total 
incoming resources in 2008. Restricted 
government grants amounted to 
US$14.0 million in 2008, up from 
US$11.2 million in 2007. Grants 
from multilaterals and other income 
sources amounted to US$23.0 million 
in 2008 compared with US$28.9 
million in the previous year, with the 
decrease mostly accounted for by 
the completion of a major project 
funded by the European Commission. 
The Japanese Government provided 
a further US$1 million for the IPPF 
Japan Trust Fund. The governments of 
Australia and New Zealand provided 
substantial resources for the Pacific 
Islands and the Danish Government 
supported sexuality education work 
with young people. The Government 
of the Netherlands provided US$4.6 
million to support a variety of projects 
with a focus on youth. In addition, 
IPPF manages the funding for the Safe 
Abortion Action Fund established in 
2006 to which a number of European 
donor governments continued to  
contribute with US$4.4 million received.

Financial review

Full details of IPPF’s 2008 financial 
results are provided in a separate 
document entitled ‘IPPF Financial 
Statements 2008’. These have been 
prepared according to UK accounting 
and charity reporting and were 
audited by KPMG LLP. The IPPF 
Financial Statements 2008 do not 
include the income and expenditure  
of the individual Member Associations. 
They reflect the funding received by 
IPPF directly. 

IPPF’s income

The overall income received by 
IPPF in 2008 was US$119.7 million. 
Average receipts from major donors 
have risen by 5.6 per cent year on 
year in local currency terms but the 
strengthening of the dollar has led to 
a slight fall compared to 2007 (Table 
3.2). However, since 2003 income has 
increased by 37 per cent. 

Unrestricted government grants 
showed an increase of 3 per cent or 
US$2.0 million from 2007 to 2008. 
This was due to increased contributions 
from the governments of Australia, 
Finland, New Zealand, South Korea, 
Sweden, and the United Kingdom. 

IPPF’s expenditure

The overall expenditure in 2008 was 
US$121.4 million (Table 3.3). This 
compared with US$101.9 million in 
the previous year. Grants to Member 
Associations rose by 16 per cent to 
US$71.4 million (Table 3.4). 

Grants to Member Associations and 
partners can be classified 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 needs. 
In 2008, IPPF allocated 89.3 per cent  
of unrestricted funding to category  
A and B countries, those with the 
highest and high needs respectively 
(Table 3.5).

Table 3.2: Summary of income, 2006–2008

2006 2007 2008

Type of income US$’000 US$’000 US$’000

Unrestricted

Government 71,421 75,571 77,610

Multilaterals, etc. 5,157 7,161 6,498

Other 5,233 3,984 2,651

Restricted

Government 5,798 11,160 13,953

Multilaterals, etc. 19,569 21,764 16,514

Other 257 927 2,446

Total 107,435 120,567 119,672

Source: IPPF Financial Statements 2006, 2007, 2008.
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Member Association income

Total Member Association income has 
increased over the last five years from 
US$235.8 million to US$324.5 million, 
or by 38 per cent. Grant-receiving 
Member Associations receive income 
from IPPF as well as other international 
and local sources, and an analysis of 
these three types of income by region  
is presented in Annex B.

Regional comparisons show 
considerable differences among 
Member Associations in terms of 
relying on IPPF for the majority of 
their funding. IPPF encourages self-
sufficiency 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 whilst  
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 efficiency. This will be done by 
understanding current internal and 
external good practice, peer to peer 
knowledge transfer and building  
the capacity of Member Associations 
to raise resources. In 2009, a new  
system of resource allocation has also 
been introduced for 2010 budgeting.

Table 3.2: Summary of income, 2006–2008

2006 2007 2008

Type of income US$’000 US$’000 US$’000

Unrestricted

Government 71,421 75,571 77,610

Multilaterals, etc. 5,157 7,161 6,498

Other 5,233 3,984 2,651

Restricted

Government 5,798 11,160 13,953

Multilaterals, etc. 19,569 21,764 16,514

Other 257 927 2,446

Total 107,435 120,567 119,672

Source: IPPF Financial Statements 2006, 2007, 2008.

Table 3.3: Summary of expenditure, 2006–2008

2006 2007 2008

Type of expenditure US$’000 US$’000 US$’000

Grants to Member Associations and partners 61,288 61,770 71,445

Programme activities 20,397 24,586 29,606

Support costs 9,981 8,255 12,262

Fundraising 2,758 3,228 3,556

Governance 2,251 2,521 2,774

Trading company 1,577 1,514 1,775

Total 98,252 101,874 121,418

Source: IPPF Financial Statements 2006, 2007, 2008.

Table 3.4: IPPF grant funding per region, 2006–2008

2006 2007 2008

Region US$’000 US$’000 US$’000

Africa 21,685 22,560 25,341

Arab World 4,998 4,556 4,352

East and South East Asia and Oceania 6,574 6,855 7,197

Europe 5,294 3,286 4,295

South Asia 9,129 8,940 10,072

Western Hemisphere 13,608 15,573 20,188

Total 61,288 61,770 71,445

Source: IPPF Financial Statements 2006, 2007, 2008.

Table 3.5: Percentage of unrestricted resource 
allocation to Member Associations by UNFPA 
category, 2005–2008 

Country classification 2005 2006 2007 2008

A – Highest Need 63.9 60.4 61.0 66.3

B – High Need 25.3 25.2 26.3 23.0

C – Low Need 6.0 8.2 6.4 7.7

O – Other 4.8 6.2 6.3 3.0

Total 100 100 100 100
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HIV and AIDS

Since 2004, the HIV team’s strategic 
focus has been on developing 
capacity and increasing HIV-related 
services across the Federation by 
employing a graduated approach. 
This approach allowed the number 
of HIV global focus Member 
Associations to increase from 17 
in 2004 to 20 in 2008. Focusing 
on a limited number of Member 
Associations has meant that capacity 
building support can be tailored to 
the specific needs of the Member 
Associations. The latest IPPF global 
indicators reflect the effectiveness 
of this strategy. Between 2005 and 
2008, the number of HIV-related 
services provided by global focus 
Member Associations increased by 
465 per cent. One of the primary 
ways in which IPPF provided capacity 
building for global focus Member 
Associations in 2008 was through  
the annual HIV Competencies 
Workshop, during which there was 
an emphasis on Member Associations 
learning from each other through the 
sharing of experiences, challenges 
and solutions.  

However, the success of the global 
focus Member Associations also 
highlights the need to lessen the gap 
between these and other Member 
Associations’ capacity to provide 
effective HIV services. In 2009, 
therefore, additional categories of 
intensive focus Member Associations 
and emergent Member Associations 

Training workshops on advocating  
for comprehensive sexuality education  
took place in Namibia and Nepal.  
In line with the Africa Regional  
Office’s focus on developing learning 
centres, the Ghanaian Member 
Association was supported in 
developing modules to train staff, 
volunteers and partner organizations  
on creating youth friendly 
organizations, addressing the needs 
of young people living with HIV 
and supporting youth volunteers. 
In the European Network, Member 
Associations were supported in 
developing a resource pack for 
empowering their young volunteers. 
The resource pack included training 
modules on ‘Communication with a  
passion’ and the ‘ABCs of sexual health’.  

A major capacity building event held 
was the 2008 International Youth 
Meeting, which had ‘Faith, religion, 
sexuality and young people’ as its 
theme. This three-day meeting brought 
together youth representatives and 
staff from across the six IPPF regions 
to discuss how faith and religion 
impact on young people’s sexuality, 
both positively and negatively. The 
participants shared experiences and 
identified common values, challenges 
and opportunities to better promote 
young people’s sexual and reproductive 
health and rights in religious contexts. 
The meeting addressed a range of 
complex issues including condom 
promotion, HIV and AIDS, sexually 
transmitted infections and prevention 
of unwanted pregnancies. 

Capacity building is a continual process through which we ensure 
we have the ability to implement our Strategic Framework, 
and which guarantees the delivery of effective programmes 
throughout the world.

Capacity building 

IPPF Goal:
IPPF has the capacity to 
effectively implement the 
Strategic Framework. 

Capacity building is the process 
through which IPPF equips volunteers 
and staff with the skills, knowledge, 
and experience needed to achieve 
progress in relation to IPPF’s strategic 
priorities. IPPF invests in capacity 
building by employing both traditional 
and innovative methods. In 2008, an 
emphasis on Member Associations 
providing technical support to 
other Member Associations gained 
momentum across the Five ‘A’s.  
The Innovation Fund also continues 
to lead the way in identifying good 
practice approaches for sexual and 
reproductive health programming 
across the Five ‘A’s. The following 
examples illustrate the variety of 
capacity building initiatives across the 
Federation in 2008, and the case study 
in Box 3.6 highlights the experience 
of the Family Planning Association of 
Malawi in receiving a range of capacity 
building support to provide integrated 
services for young people. 

Adolescents

In 2008, the adolescents team carried 
out numerous capacity building 
activities including workshops and 
the development of training modules. 
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Gender, rights and sexuality

In 2007, the IPPF Governing Council 
adopted ‘Sexual Rights: an IPPF 
Declaration’. In 2008, internal capacity 
building has been the major focus 
of the Declaration’s roll out during 
its first year of implementation. The 
Declaration Inter-regional Committee 
held its first meeting in late 2008 
and focused on sharing common 
challenges, lessons and opportunities. 
The Committee, which includes twelve 
Member Association representatives, 
provides a forum in which members 
can share progress on sexual rights 
projects. The Committee endeavours 
to identify good practice for sexual 
rights programming that can be 
replicated across the Federation.

Capacity building efforts have been 
concentrated on skills building 
and value clarification around the 
Declaration. The Declaration’s 
principles are being introduced to 
local communities through a variety 
of specially funded projects focusing 
on one or more of the rights, and 
the Declaration has been translated 
into 23 languages so far. In Puerto 
Rico, Profamilia is raising awareness 
of sexual rights amongst health 
professionals and politicians. In Syria, 
the Member Association is addressing 
young people’s sexual rights through 
dialogue with religious leaders and 
the media. In an effort to promote 
the sexual and reproductive health 
and rights of the lesbian, gay, bisexual 
and transgender community, the 
Member Association in Cameroon 
conducted a sensitization workshop 
to build capacity amongst volunteers, 
health professionals, and partner 
organizations.

through monitoring visits, training  
in strategies for enhancing access  
to safe abortion, and training on  
the new clinical management 
information system. 

Access

The quarterly IPPF Medical Bulletin 
provides the Federation and external 
audiences with information and 
guidance on new developments in the 
sexual and reproductive health sector. 
The International Medical Advisory 
Panel (IMAP) continues to set medical 
standards for the Federation through 
the Medical Bulletin and by providing 
technical advice. Partnerships with 
standard-setting international 
organizations such as the World 
Health Organization, the International 
Federation of Gynaecologists and 
Obstetricians and the private sector 
continue to ensure that IPPF remains 
at the cutting edge of new technology 
and innovation. In 2008, articles in the 
bulletin included statements on family 
planning in crisis situations, maternal 
mortality and unsafe abortion, and 
comprehensive sexuality education. 
Expert contributions included articles 
on postpartum haemorrhage and the 
termination of pregnancy in the first 
trimester using misoprostol. 

Integral to the access ‘A’ is the 
commitment to bring services and 
information to the poor, marginalized, 
under-served and socially-excluded 
communities. The Innovation Fund 
project in Tunisia, in partnership with 
the National Union of Blind People and 
the government, addresses the needs 
of visually impaired youth for sexual 
and reproductive health information, 
education and services in ten training 
centres. The project used specialized 
Braille IT and printing equipment to 
produce IEC materials. The success of 
this project has been shared with other 
Member Associations in the region 
who are now working on replicating 
this initiative in their own countries.

were introduced. This will mean 
that different levels of support will 
be provided to different Member 
Associations, depending on how 
they are categorized. IPPF remains 
committed to addressing HIV and AIDS 
by building capacity across the entire 
Federation through training on HIV 
in the workplace for Secretariat staff, 
providing up to date information in 
the quarterly ‘HIV Update’ newsletter, 
training on specific HIV themes and 
participating in international and 
regional conferences. 

Abortion

In 2008, the Global Comprehensive 
Abortion Care Project (GCACP) 
held its first review meeting which 
brought together representatives from 
participating Member Associations to 
share experiences. This opportunity 
for Member Associations to share 
and learn from each other is a 
capacity building strategy that is very 
successful in improving organizational 
effectiveness and identifying 
shared challenges and appropriate 
solutions. One of the key strategies 
for overcoming barriers to safe 
abortion services identified in the 
review meeting was the importance 
of working with supportive members 
of religious, media and community 
organizations. Member Associations 
agreed on the importance of regular 
value clarification with staff, including 
the need to dispel myths about 
complex sexual and reproductive health 
issues. Participants in the meeting also 
highlighted the need to use practical 
tools to train clinical staff on quality 
of care standards as well as to identify 
areas requiring further investment.

The weekly abortion abstracts 
continued to provide updates on  
pro-choice information, new and 
scientific developments to the 
Federation and to external audiences. 
Other important capacity building 
initiatives included technical support 
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In 2007, the Family Planning 
Association of Malawi (FPAM) was one 
of three Member Associations selected 
to participate in a five-year initiative 
to assess the costs and benefits of 
using different models for delivering 
integrated HIV and sexual and 
reproductive health services in high 
and medium HIV prevalence settings. 

Since 2000, FPAM has focused on  
the provision of services to young 
people through Youth Life Centres.  
To date, three Centres are in operation 
in Lilongwe, Dowa and Ntcheu 
providing youth friendly services 
ranging from contraception, including 
emergency contraception, to voluntary 
counselling and testing and treatment 
of opportunistic infections. Building on 
the strength of FPAM’s youth services 
and its commitment to continual 
improvement, IPPF is working closely 
with the Association to build its 
capacity to provide integrated services 
for young people, increase the number 
of services provided and clients 
reached, and strengthen its reputation 
amongst its stakeholders. 

Prior to this project, FPAM had been 
trying to integrate some areas of 
sexual and reproductive health and 
HIV services for some time. However, 
this was limited due to a lack of 
investment in both infrastructure and 
human resources. IPPF Central and 
Regional Office staff worked with the 
Member Association staff to identify 
a range of issues to be addressed 
before the research component of 
this project could begin. The most 
noticeable limitation of FPAM was 
its infrastructure. Simple upgrades 
were needed to improve client flow, 
maximize efficiency, and improve 
the overall client friendliness of the 
clinics. A second issue identified 
was the constant shortage of 
commodities, which affected the 
number of clients attending clinics. 
Stock outs, as a result of delayed 
commodity shipments and a weak 
logistics management system, 
meant that services in FPAM’s clinics 
were unreliable. In collaboration 
with the FPAM management team, 
IPPF supported the development 
of an action plan to address these 

limitations and improve the overall 
quality of care in their clinics. 

The work to build FPAM’s capacity 
to integrate sexual and reproductive 
health and HIV services began 
focusing on the accessibility and client 
friendliness of its clinics by painting the 
buildings, improving the waiting room 
and its layout to ensure confidentiality 
and optimal client flow, and 
advertising the clinics with signposts. 

It was recognized that staff retention 
improves client satisfaction and 
numbers, and so FPAM improved 
the incentives that it offers to staff 
through salary, personal development 
and training opportunities. FPAM’s 
logistics and commodity management 
was improved by strengthening 
commodity forecasting and 
procurement planning to ensure a 
constant supply of commodities in 
each of the clinics. IPPF’s Quality of 
Care programme was also introduced 
in the clinics. A quality of care self-
assessment was conducted following 
which action plans were developed to 
address the shortcomings identified. 
Clinic staff have also received training 
on quality of care issues. 

At the end of the first year of this 
project, FPAM has significantly 
improved its capacity to provide 
quality sexual and reproductive  
health services, including HIV-related 
services. Numbers of clients accessing 
the clinic services are higher than 
ever before, and this is supported 
by a constant and reliable flow of 
commodities. The Member Association 
has retained its key staff and now 
plans, as a result of increased capacity, 
to expand even more. In the coming 
year, FPAM will offer cervical cancer 
screening services and ante- and post-
natal care, as well as strengthening its 
outreach work to young people living 
in rural areas and focusing on the 
integration of HIV services into all  
of these services. 

Box 3.6: Building the capacity of the Family Planning Association of Malawi



IPPF Annual Performance Report 2008–2009 53

Monitoring, evaluation  
and learning

In 2008, the Arab World Regional 
Office conducted evaluations in Sudan 
and Mauritania. The evaluations 
included visits to the clinics and 
integrated reproductive health centres, 
focusing on assessing the quality of 
the care provided. The evaluations also 
reviewed the management systems in 
place, including financial management 
and commodities ordering and 
distribution. The Africa Regional 
Office conducted a research study on 
human security and sexuality, focusing 
on Angola, Democratic Republic 
of Congo, Liberia and Uganda. 
The findings of the study provided 
evidence and recommendations for the 
Africa Region’s work in implementing 
the Maputo Plan of Action. 

The Western Hemisphere Regional 
Office produced a ‘Sexual Diversity 
Toolkit’ which includes a survey to 
measure provider and staff attitudes 
and knowledge around working 
with sexually diverse populations, an 
indicator guide, and an index used to 

assess agency readiness to working 
with lesbian, gay, bisexual, transgender 
and questioning youth and adults.  
The attitude survey for staff has  
been implemented by all six Member  
Associations in the region involved  
in sexual diversity programmes.  
The findings of the survey have been 
used to inform training content and 
sensitization sessions for Member 
Association staff. 

IPPF finalized a monitoring and 
evaluation handbook in 2008,  
entitled ‘Putting IPPF’s Monitoring  
and Evaluation Policy into practice’. 
This handbook is intended to support 
all those with a role in monitoring and 
evaluating projects across IPPF. It is 
a practical guide for volunteers and 
staff to collect, analyse and utilize data 
for increased performance, evidence-
based decision making, and stronger 
accountability. The handbook will be 
distributed to all Member Associations 
and Regional Offices in 2009. 

In 2008, the Innovation Fund carried 
out a training workshop on Most 
Significant Change with the Member 
Association in Bangladesh. The 
methodology is currently being tested 
with the Madrasah project, an initiative 
that works on sexual and reproductive 
health with young people in Islamic 
schools. Most Significant Change is 
a monitoring and evaluation method 
that gathers qualitative information by 
systematically collecting and selecting 
stories of significant change from the 

field. Community members and project 
staff have a high level of participation 
in the process as they identify and 
agree on stories that reflect their own 
priorities and experiences. This method 
is particularly useful for innovative 
projects as it identifies unexpected as 
well as expected changes and allows 
explanation of why and how change 
occurred. An extranet site has been 
set up to enable those in Member 
Associations and Regional Offices 
involved in Most Significant Change 
to share resources and discuss the 
progress of the pilot.

Increasing the evaluation 
capacity of Member 
Associations

IPPF’s Secretariat continues to 
provide technical support to Member 
Associations to build their capacity in 
monitoring, evaluation and learning, 
and to ensure that IPPF’s policy 
on monitoring and evaluation is 
implemented. 

In 2008, the European Network 
Regional Office conducted training 
with participants from seven Member 
Associations, and the South Asia 
Regional Office conducted training for 
recently appointed staff in five Member 
Associations on service statistics data 
collection and analysis. National level 
training on monitoring and evaluation 
was held in Bangladesh and Nepal, and 
a lesson learning workshop was also 

Monitoring, evaluation and learning provide the information 
needed to analyse and reflect upon the process that led to  
results in ways which enable continuous improvement, as well  
as increasing our accountability both to those we serve and to  
those who support our work. 

Monitoring and evaluation, including 
knowledge management

IPPF Goal:
IPPF has a knowledge culture 
and infrastructure which 
identifies, creates, captures, 
shares and uses information 
and experiences.
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In 2008, the East and South East 
Asia and Oceania Regional Office 
conducted a midterm review of its 
strategic plan. The Regional Office 
organized a two-day planning meeting 
at which staff were able to review 
their work on the Five ‘A’s and four 
supporting strategies. As a result of 
this meeting, revised strategies and 
operational plans for the next two 
years were agreed. These operational 
plans were then shared with all 
Member Associations to ensure  
that their plans are aligned.  

Throughout 2009, IPPF will be 
conducting a midterm review of  
its Strategic Framework. In 2008,  
the outline for the review was  
agreed by Governing Council and 
includes online surveys for Member 
Associations and Regional Offices,  
a financial analysis, programme 
reviews of the Five ‘A’s and four 
supporting strategies, a report on 
IPPF’s donor voices and a review of 
IPPF’s work with vulnerable groups. 

The electronic Integrated 
Management System (eIMS)

In 2008, global indicators data 
were successfully collected through 
the eIMS from 148 Member 
Associations, and these data have 
been supplemented by qualitative 
information such as programme 
analysis, examples of good practice 
and detailed lessons learned. 

An accreditation module has now 
been added to the eIMS. The new 
module allows the system to cover 
all stages of accreditation from the 
self assessment phase to Member 
Association compliance. Member 
Associations will be able to complete 
the self assessment online, including 
adding supplementary evidence  
to support their accreditation.  
The system went live in 2009.

held in Nepal on their gender-based 
violence project. The workshop was 
attended by all Member Associations 
from the region, whether they were 
directly involved in the project or 
not, to ensure that experiences and 
lessons could be shared with, and 
utilized by all. 

A three-day workshop on evaluation 
methodologies was conducted by the 
East and South East Asia and Oceania 
Regional Office. The workshop 
was attended by 17 Member 
Associations and covered evaluation 
methodologies, including when and 
how to use them. The Organizational 
Learning and Evaluation team 
from Central Office provided 
technical support to the Member 
Association in The Netherlands in 
setting objectives and indicators for 
their Youth Incentives programme. 
Support was then provided to five 
Member Associations involved in 
the Youth Incentives programme, 
four in Africa and one in South Asia, 
to finalize their monitoring and 
evaluation plans. 

Measuring progress in 
implementing IPPF’s 
Strategic Framework  
2005–2015

The global indicators results from 
2005 provided IPPF with baseline 
data against which it now measures 
progress in implementing the 
Federation’s Strategic Framework. 
During 2008, the 2007 global 
indicator results were shared with 
Governing Council and Regional 
Executive Committees to provide 
them with the evidence they require 
to monitor our progress in relation to 
the 2005 baseline data and against 
strategic and operational plans. 
The results were also shared with 
IPPF’s donors at the annual donors’ 
meeting and are published annually 
in a number of different publications. 

The handbook is a 
clarion call for IPPF’s 
management and 
governing bodies 
to recognize the 
essential role that 
monitoring and 
evaluation play 
in the effective 
management  
of projects. 
Gill Greer, IPPF



IPPF Annual Performance Report 2008–2009 55

By using an ‘open source’ product 
to create the CMIS, IPPF has ensured 
the long term sustainability of this 
project. Initial financial outlay has been 
minimal compared to the scope of the 
system and further developments will 
be forthcoming from the open source 
community. Current additions to the 
system include the ability to store 
medical images such as X-rays, and 
data collection tools which can support 
new approaches such as the use of 
mobile phone technology. 

In 2009, IPPF will launch the pilot 
of its new mobile phone data 
collection project in Bolivia, Mexico, 
Sri Lanka and Uganda. This will 
involve community-based distributors 
using mobile phones to collect and 
transfer data. This is a low cost, high 
impact project which will increase 
the reliability and speed at which 
data can be transferred. In addition, 
there will be the launch of the new 
project planning and reporting system, 
COHORT. This system was acquired 
in collaboration with NPOKI, the Non 
Profit Organizations’ Knowledge 
Initiative that IPPF founded together 
with other leading health organizations 
in 2005. Today, the initiative includes 
11 members that regularly exchange 
knowledge on tools, systems and 
good practices as well as collaborating 
on software development and 
implementation. 

Organizational learning

Central Office has been documenting 
successful practices or initiatives taking 
place throughout IPPF, by building up 
a portfolio of case studies relating to 
organizational learning. In 2008, two 
case studies were written documenting 
IPPF’s first ever ‘Learning Day’ held 
at Central Office, and the Western 
Hemisphere and South Asia Regional 

In 2008, the work was undertaken  
on database report development  
and information analysis. This will 
enable users to create their own 
personalized report and pull out 
specific information on service 
statistics stored on the eIMS to match 
their needs. Work is also currently 
underway to expand this technology 
so that users will be able to personally 
generate reports when analysing 
information from the new clinical 
management system (see below),  
and from their financial data. 

Throughout 2008, there has been 
ongoing support and training on  
eIMS offered to Member Associations. 
This has involved training in both 
the Pacific and Africa regions on the 
commodities section of the eIMS.  
This will continue and expand in 2009 
as IPPF looks forward to the launch of 
several new exciting initiatives.  

Clinical management 
information system 

An electronic, ‘open source’* based 
clinical management information 
system (CMIS) was customized for IPPF 
in 2008. Successful pilot studies were 
conducted in Member Associations  
in Barbados, Indonesia and Nepal. 
By the end of 2009, IPPF plans to 
have the CMIS implemented in eight 
countries. In addition, plans are being  
developed to implement the CMIS  
in 104 Member Associations and  
1,400 clinics by 2012. Results from  
the pilot locations have shown that 
being able to store client information 
in a central system has resulted in  
a marked improvement in areas  
such as client follow-up, medical 
record management and analysis  
of complications.

Offices’ collaboration on their work on 
gender-based violence, including the 
sharing and adaptation of tools.  

In 2008, the Organizational Learning 
and Evaluation team conducted a 
consultation on the proposal of an 
extranet site, to be accessible by all 
who volunteer or work for IPPF. The 
consultation was conducted with 
IPPF Regional Offices and Member 
Associations. Both staff and volunteers 
provided feedback on what they 
would like to share with the rest of 
the Federation, and what resources 
and discussions they would like to 
have access to. The input from the 
consultation has fed directly into 
the design of the site, named ‘IPPF 
Exchange’, which will be launched  
in 2009.  

We have over 9,000 
clients registered. 
Our filing system 
has been improved. 
License-free 
software enables 
the expansion to 
main clinics over  
the next two years. 
Member Association, Barbados

OpenEMR 
implementation 
has improved our 
statistics system  
and we plan to use 
this system in the 
whole country. 
Member Association, Indonesia

* “Open source” products are license free and any improvements made are given back to the community of users, including non-IPPF organizations. 
The ‘open EMR’ system that IPPF has identified was customized for the Federation’s needs, and IPPF returned the new features back to the open 
source community. 



This final chapter in the Annual Performance Report summarizes some of the next steps that IPPF  
will be taking in the coming years. We will focus on improving the delivery of high quality sexual  
and reproductive health information and services on the ground, strengthening our global network, 
and continuing to review progress made in implementing our Strategic Framework 2005–2015.

 4 Next steps
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Looking ahead...

Improving performance

A major focus for IPPF will continue 
to be strengthening the provision 
of sexual and reproductive health 
services, in terms of increasing the 
volume, and the quality of services 
provided, and reaching the most 
vulnerable groups. This includes 
ensuring that Member Associations  
have access to a range of 
commodities, and are able to  
provide a comprehensive, essential 
package of sexual and reproductive 
health services to their clients. 

Over the next five years, IPPF will 
implement its revised system for 
reviewing and accrediting Member 
Associations to ensure compliance 
with IPPF standards. While 
maintaining all the elements that 
proved successful in the previous 
system, the new accreditation  
system has increased emphasis on 
assessing programme relevance, 
quality and performance.

The accreditation system and 
global indicators programme have 
improved our ability to monitor 
and report on the performance 
of Member Associations. We are 
making good use of this information 
in the implementation of our 
revised resource allocation system 
which makes grants to Member 
Associations on the basis of need, 
performance and progress in  
meeting the objectives of IPPF’s 
Strategic Framework. 

As a global service provider and leading advocate of sexual and 
reproductive health, IPPF will continue to improve the lives of  
millions of women, men and young people around the world. 

Federation. Recommendations and 
an action plan based on programme 
reviews of the Five ‘A’s and four 
supporting strategies, global indicators 
trends since 2005, interviews with 
IPPF’s donors, a financial analysis and 
qualitative reviews of IPPF’s work with 
vulnerable groups will be presented to 
Governing Council in May 2010. 

Raising resources

IPPF will continue to monitor and 
respond to changes in international 
aid architecture to ensure its future 
sustainability. Furthermore, the lifting 
of the Global Gag/Mexico City policy 
gives us optimism that some of the 
nefarious impact on communities 
resulting from a lack of US funding  
to IPPF and other international sexual 
and reproductive health organizations 
will be reversed. 

Global advocacy 

One of the key global campaigns  
for IPPF to address is the inequality  
in levels of maternal mortality that  
exists in the world today. Interest  
in addressing the public health  
issues of maternal mortality and 
morbidity is increasing but the role  
of reproductive health in ending these 
injustices is too often overlooked and 
underfunded. IPPF will be building  
on the momentum generated by 
recent resolutions from the UNHCR  
on maternal mortality and morbidity.

Significant initiatives

IPPF will soon be launching a new 
extranet site called ‘IPPF Exchange’. 
The site will provide a wide range of 
information, accessible by all who 
volunteer or work for IPPF. The site 
will be interactive with discussion 
groups, polls and competitions. IPPF 
volunteers and staff will be able to 
upload documents including video and 
photographic material, and will be able 
to provide feedback on all materials. 
It is hoped that ‘IPPF Exchange’ will 
improve communication across the 
Federation, promote learning and 
debate, facilitate the sharing of good 
practices, and open up the possibility 
of accessing expertise and experience 
from IPPF’s global network.

Since its launch in May 2008, the 
Declaration of Sexual Rights has been 
translated into 23 languages, and 
aims to ensure respect, protection and 
advancement of sexual rights within 
the Federation and for all our clients. 
The next phase involves a series 
of advocacy publications that will 
showcase our work on sexual rights 
from across the globe. These case 
studies will provide an evidence base 
on which to advance sexual rights as  
a component of human rights. 

During the first half of 2010, IPPF 
will complete the midterm review of 
its Strategic Framework 2005–2015. 
The final report will identify areas of 
priority for future implementation of 
the Framework and investment for the 
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Table A.1: Online survey response rate, 2005 and 2008

IPPF region Year Total number of 
Member Associations

Number of Member 
Association responses

Response rate  
(per cent)

Africa 2008 39 38 97

2005 39 30 77

Arab World 2008 13 11 85

2005 14 12 86

European Network 2008 41 40 98

2005 40 31 78

East and South East Asia and Oceania 2008 22 22 100

2005 20 17 85

South Asia 2008 8 8 100

2005 8 8 100

Western Hemisphere 2008 29 29 100

2005 30 28 97

Total 2008 152 148 97

2005 151 126 83

Table A.2: Online service statistics module response rate, 2005 and 2008

IPPF region Year Total number of 
Member Associations 
that provide services

Number of Member 
Associations 

providing data

Response rate  
(per cent)

Africa 2008 39 36 92

2005 38 29 76

Arab World 2008 11 9 82

2005 11 9 82

European Network 2008 28 19 68

2005 33 2 6

East and South East Asia and Oceania 2008 22 20 91

2005 19 14 74

South Asia 2008 8 8 100

2005 8 8 100

Western Hemisphere 2008 28 28 100

2005 28 25 89

Total 2008 136 120 88

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 in 2006, 2007 and 2008 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, 2005–2008
(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

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

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

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, 2005–2008 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

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

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

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, 2005–2008 
(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

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† 

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

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)

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

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)

(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.
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Table A.4: Summary of HIV and AIDS indicators, 2005–2008 continued
(n=number of Member Associations that provided data) 

Indicator Year AR AWR EN ESEAOR SAR WHR Overall

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

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

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 

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 3,446,190 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, 2005–2008 
(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 

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 activities on (un)safe 
abortion, the legal status of 
abortion and the availability 
of legal abortion services

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

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

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)
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Table A.6: Summary of access indicators, 2005–2008 
(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

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

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)‡ 

2008 1,019,378 188,129 16,144 475,643 1,621,430 4,483,951 7,804,675

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

2007 652,656 203,654 147,098 524,333 1,666,008 4,391,846 7,585,595

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

2006 695,416 362,946 16,170 613,547 1,664,203 4,447,791 7,800,073

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

2005 510,458 318,959 4,801 460,043 1,761,903 3,064,913 6,121,077

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

21 Number of contraceptive
services provided

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)

(Continued on opposite page) 

‡ Couple Years of Protection (CYP) refers to the total number of years of contraceptive protection provided to a couple by method. 
* 2005 figures for this indicator have been revised to include emergency contraception services.
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Table A.6: Summary of access indicators, 2005–2008 continued 
(n=number of Member Associations that provided data)

Indicator Year AR AWR EN ESEAOR SAR WHR Overall

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

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=17) (n=8) (n=25) (n=87)

23 Number of service  
delivery points†

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)

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

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% 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‡‡

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=29) (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% 65.0 %

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

* 2005 figures for this indicator have been revised to exclude emergency contraception services.
† In 2008, these service delivery points included 8,181 clinic based service delivery points and 52,677 non-clinic based service delivery points, 
which include community-based volunteers, social marketing outlets, private physicians, pharmacies, government clinics and other agencies.
‡‡ These results are based on the numbers of Member Associations who provide clinical services.   
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Table A.7: Summary of advocacy indicators, 2005–2008 
(n=number of Member Associations that provided data)

Indicator Year AR AWR EN ESEAOR SAR WHR Overall

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

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

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

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)

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

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% 76.2% 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 financial 
resources to sexual and 
reproductive health  
and rights

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, 2005–2008
(n=number of Member Associations that provided data)

Type of service Year AR AWR EN ESEAOR SAR WHR Total

Number of responses 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 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 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 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 1,247 124,987 406,183 638,103 1,410,992

2005 153,177 43,956 549 97,266 349,894 529,411 1,174,253

Condoms 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 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

Implants 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 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 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

Total 2008 1,019,378 188,129 16,144 475,643 1,621,430 4,483,951 7,804,675

2007 652,656 203,654 147,098 524,333 1,666,008 4,391,846 7,585,595

2006 695,416 362,946 16,170 613,547 1,664,203 4,447,791 7,800,073

2005 510,458 318,959 4,801 460,043 1,761,903 3,064,913 6,121,077

∆ Couple Years of Protection (CYP) refers to the total number of years of contraceptive protection provided to a couple by method.
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Table A.9: Number of sexual and reproductive health services provided (excluding 
contraceptive services) by region and by service type, 2005–2008
(n=number of Member Associations that provided data)

Type of service Year AR AWR EN ESEAOR SAR WHR Total

Number of responses 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 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

Obstetrics services 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 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

Paediatrics services 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

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 opposite 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, 2005–2008 continued

Type of service Year AR AWR EN ESEAOR SAR WHR Total

STI/RTI services 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  
(excluding STI/RTI)

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 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 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 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 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

§§ This row total has been revised to exclude emergency contraception services.
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Table A.10: Number of contraceptive services provided by region and by service type, 2005–2008
(n=number of Member Associations that provided data)

Type of service Year AR AWR EN ESEAOR SAR WHR Total

Number of responses 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 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 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 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 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 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 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

(Continued on opposite page)
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Table A.10: Number of contraceptive services provided by region and by service type, 
2005–2008 continued

Type of service Year AR AWR EN ESEAOR SAR WHR Total

Contraceptive referrals 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

Awareness-based methods 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 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

Other barrier methods 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 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

Emergency contraception 
services

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

Total 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

*** This row total has been revised to include emergency contraception services.
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Annex B: IPPF’s income by region

Table B.1: Total Member Association income by region, 2007–2008

Region IPPF total 
income

Increase/ 
(Decrease)

Local 
income

Increase/ 
(Decrease)

International 
income

Increase/ 
(Decrease)

Grand 
total

Increase/ 
(Decrease)

US$000’s % US$000’s % US$000’s % US$000’s %

Africa

2007 22,560 6,817 13,645 43,022

2008 25,341 12% 7,705 13% 16,067 18% 49,113 14%

Arab World

2007 4,556 1,476 595 6,627

2008 4,351 -5% 1,890 28% 1,237 108% 7,478 13%

East and South East Asia and Oceania

2007 6,854 54,161 3,046 64,061

2008 7,197 5% 64,469 19% 3,537 16% 75,203 17%

European Network

2007 3,286 94 772 4,152

2008 4,295 31% 525 459% 910 18% 5,730 38%

South Asia

2007 8,940 8,022 2,889 19,851

2008 10,073 13% 9,079 13% 2,565 -11% 21,717 9%

Western Hemisphere

2007 15,574 110,463 17,987 144,024

2008 20,187 30% 125,593 14% 19,861 10% 165,641 15%

Total

2007 61,770 181,033 38,934 281,737  

2008 71,444 16% 209,261 16% 44,177 13% 324,882 15%
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Table B.2: Total income for grant-receiving Member Associations, 2004–2008

Year IPPF total 
income

Increase/ 
(Decrease) 

2004 as 
base year 

Local 
income

Increase/ 
(Decrease) 

2004 as 
base year

International 
income

Increase/ 
(Decrease) 

2004 as 
base year

Grand 
total

Increase/ 
(Decrease) 

2004 as 
base year

US$’000 % US$’000 % US$’000 % US$’000 %

2004 45,226 140,229 50,373 235,828

19% 59% 21% 100%

2005 56,357 25% 165,986 18% 42,021 -17% 264,364 12%

22% 63% 16% 100%

2006 61,288 36% 170,024 21% 31,380 -38% 262,692 11%

23% 65% 12% 100%

2007 61,770 37% 181,033 29% 38,934 -23% 281,737 19%

22% 64% 14% 100%

2008 71,443 58% 209,261 49% 44,177 -12% 324,881 38%

22% 64% 14% 100%
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Annex B: IPPF’s income by region

Table B.3: Africa region: Sources of funding (2008 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
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Key trends for the  
Africa region
Total income for the Africa region in 
2008 amounted to US$49.1 million – 
an increase of 14 per cent from 2007.

Local income increased by 13 per  
cent and international income by  
18 per cent. IPPF income increased 
by 12 per cent representing greater 
funding available at IPPF level. 

Total income has increased by 77 per 
cent since 2003 when IPPF income 
represented 57 per cent of the total. 
This has reduced to 51 per cent in 2008.



IPPF Annual Performance Report 2008–2009 75

Table B.4: Arab World region: Sources of funding (2008 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  
Arab World region
Total income for the Arab World 
region in 2008 amounted to  
US$7.5 million – an increase of  
13 per cent from 2007.

Local income increased by 28 per 
cent and international income by 
108 per cent. A three fold increase 
in contraceptive sales accounted for 
the increase in local income and the 
increase in international income was 
due to Syria and Palestine showing 
significant growth.

IPPF income reduced by 5 per cent 
representing less restricted funding 
being available than in 2007. 

IPPF income represented 42 per cent 
in 2003, increasing to 58 per cent in 
2008, indicating more reliance on  
IPPF as the main funding mechanism, 
although this level has declined from 
69 per cent in 2007.
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Table B.5: East and South East Asia and Oceania region: Sources of funding (2008 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  
East and South East Asia  
and Oceania region
Total income for ESEAOR in 2008 
amounted to US$75.2 million – an 
increase of 17.4 per cent from 2007.

Local income has increased by  
19 per cent and international  
income by 16 per cent. IPPF  
income increased by 5 per cent.

IPPF income represented 6 per cent 
in 2003, increasing to 9 per cent 
in 2008. Since 2003, ESEAOR has 
increased non-IPPF income by  
30 per cent or US$15.5 million.
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Table B.6: European Network: Sources of funding (2008 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 region in 2008 amounted  
to US$5.7 million – an increase of  
38 per cent.

Local income increased by 459 per 
cent whilst international income 
increased by 18 per cent. IPPF income 
increased by 31 per cent driven by  
an increase in restricted projects. 

IPPF income represented 35 per cent 
in 2003, increasing to 75 per cent in 
2007, indicating more reliance on  
IPPF as a source of funding as finding 
other donors willing to support 
countries within this region becomes 
more difficult.
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Table B.7: South Asia region: Sources of funding (2008 actual)

Figure 1: Local income US$’000
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Figure 2: International income US$’000

 

$0 $500 $1,000 $1,500 $2,000 $2,500

Contraceptive
sales

Patient fees

Local
government

Fundraising

Fees and other
international
membership

1,632

1,436

2,031

861

$0 $400 $800 $1,200 $1,600 $2,000

Organizations/
multinationals

Foreign
governments

International/
other 489489

$0 $2,000 $4,000 $6,000 $8,000

Cash grant

Commodities

Restricted

� Local income

� International income

� IPPF income

46

12

42

2,625

10

7,438

%

1,818

2,162

1,870

206

1,870

Figure 3: IPPF total 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 2008 amounted to US$21.7 million 
– an increase of 9 per cent from 2007.

Local income increased by 13 per cent 
whilst international income fell by  
11 per cent. IPPF income increased by 
13 per cent as both unrestricted and 
restricted grants have risen by 9 per 
cent and 26 per cent respectively.

IPPF income represented 54 per cent 
in 2003, decreasing to 46 per cent in 
2008, indicating less reliance on IPPF 
as the main funding mechanism. 
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Table B.8: Western Hemisphere region: Sources of funding (2008 actual)

Figure 1: Local income US$’000
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Figure 2: International income US$’000

 

$0 $30,000 $60,000 $90,000

Contraceptive
 sales

Patient fees

Local
government

Fundraising

Fees and other
international
membership

25,042

7,238

10,195

98679,667

$0 $2,000 $4,000 $6,000 $8,000 $10,000 $12,000

Organizations/
multinationals

Foreign
governments

International/
other 4,1123,401

9,874

$0 $2,000 $4,000 $6,000 $8,000 $10,000 $12,000

Cash grant

Commodities

Restricted

� Local income

� International income

� IPPF income

12

12

76

10,774

1,306

8,107

%

3,451

5,875

Figure 3: IPPF total income US$’000
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Figure 4: Income by type

Key trends for the Western 
Hemisphere region
Total income for the Western 
Hemisphere region in 2008 amounted 
to US$165.6 million, an increase of  
15 per cent from 2007.

Local income increased by 14 per  
cent and international income by  
10 per cent. IPPF income increased 
by 30 per cent representing greater 
restricted funding available at the  
IPPF level.

IPPF income represented 6 per cent in 
2003, but has increased to 12 per cent 
in 2007, however the region continues 
to have a well diversified source of 
funding beyond IPPF.
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D&E Dilation and evacuation

eIMS electronic Integrated Management System

EN European Network, IPPF

ESEAOR  East and South East Asia and 
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UN United Nations
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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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Fifteen years on from the International Conference on Population 
and Development, IPPF is asking what it is like to be 15 years of 
age today. This year’s Annual Performance Report highlights  
some of our most innovative work with young people, and 
presents the voices of those involved in IPPF’s youth programmes 
– the volunteers and peer educators, the staff, and the 
beneficiaries themselves. 

We also present our global indicators results which demonstrate 
the continued progress made in providing sexual and reproductive 
health information and services and in meeting the needs of 
the most vulnerable and under-served groups. Our efforts to 
strengthen the Federation’s organizational effectiveness are also 
described with new developments in accreditation and resource 
allocation, a new extranet site to connect all volunteers and staff 
of IPPF, and a clinical data management system to improve data 
collection and utilization in our clinics.

We asked young people to tell us about the difference 
IPPF has made in their lives, in their peer groups and in 
their communities. Their voices are clear – IPPF changes 
young people’s lives for the better... 
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