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INTRODUCTION

FP2030 is the new global partnership for  
family planning. Building on the strengths  
and successes of FP2020, the family planning 
community is ready to embark on the next 
decade of progress.

Our new partnership will preserve and expand 
on the best of FP2020—including the emphasis 
on high-quality data and evidence—while 
embracing changes that emphasize country 
leadership, inclusion, equity, transparency,  
and mutual accountability. (Read more in the 
FP2030 launch report: Becoming FP2030.)

This first FP2030 Measurement Report reflects 
the new partnership’s shift in focus and 
structure. Section 1 introduces the FP2030 
Measurement Framework, designed to maintain 

and build on the achievements of FP2020, and 
provides an overview of the new universe of 
countries and indicators that will be monitored 
by the FP2030 partnership. Section 2 focuses 
on the regional context for family planning, 
profiling data and trends in Africa, Asia and the 
Pacific, and Latin America and the Caribbean. 
Section 3 includes the latest findings on family 
planning expenditures, and Section 4 presents 
an assessment of what is known so far about 
the impact of COVID-19 on family planning. 
Section 5 provides links to resources and the 
full data set for all indicators. 

Our new partnership will 
preserve and expand on the 
best of FP2020, including the 
emphasis on high-quality 
data and evidence. 

https://www.fp2030.org/transition-report


SECTION 1

The FP2030
Measurement
Framework
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Background: The FP2020 
Measurement Agenda

The FP2020 partnership was launched at the 
2012 London Summit on Family Planning. The 
goal of the eight-year initiative was to enable 
120 million additional women and girls in the 
world’s 69 lowest income countries to use 
voluntary modern contraception by 2020.  
The 69 focus countries were defined as those 
with a gross national income of $2,500 per  
year or less, based on the World Bank 2010 
classifications. Many of these countries made 
commitments at the London Summit, and  
by 2020, 48 countries1 had committed to 
strengthening their family planning programs. 
Each of these countries worked to advance 
family planning by setting goals, establishing 
priorities through costed implementation  
plans, increasing national budget allocations  
for family planning services, and regularly 
monitoring progress. 

The FP2020 measurement agenda, 
implemented in collaboration with the 
Performance Monitoring & Evidence Working 
Group (PME WG) and Track20, aimed to 
transform the field of family planning 
measurement and establish a system for 
monitoring progress toward country goals and 
the FP2020 partnership’s goal. Before FP2020, 
monitoring of progress largely depended on 
periodic national health surveys, conducted 
approximately every five years. To provide an 
annual, global readout of key progress markers 
that would be applicable and available across 
countries, the PME WG established a set of Core 
Indicators, fine-tuned over the eight years, to 
capture information on contraceptive use, 
method choice, quality, availability, and other 
key areas of family planning. 

The Track20 project was launched in tandem 
with FP2020 to develop a process and 
methodology for estimating and reporting  
on the Core Indicators every year and for  
every country. Through a bottom-up process,  
Track20 supported government family planning 
programs to convene in-country stakeholders to 
review the annual family planning data. The 
consensus meetings ensured that the process 
remained country-driven and that stakeholders 
dedicated time to review the data. Additionally, 
governments collaborated with Track20 
throughout the year to identify weaknesses in 
their data systems and improve their ability to 
collect, analyze, use, and report data on family 

planning. This system was one of the signature 
successes of the FP2020 initiative, and greatly 
strengthened the national family planning data 
systems in commitment-making countries. 
(Read more about the FP2020 Core Indicators 
and reporting process in the Measurement 
Learning Series.) 

A New Partnership and  
a New Vision: FP2030 

FP2030 strives to create a future where women 
and girls everywhere have the freedom and 
ability to lead healthy lives, make their own 
informed decisions about using contraception 
and having children, and participate as equals  
in society and its development. The vision-level 
results statement aims to identify key factors  
at the individual, system, and supportive 
environment levels that influence contraceptive 
choice; these are the factors that FP2030 will 
monitor with countries. 

Rather than setting a numeric goal for the 
overall initiative, the FP2030 partnership  
will support countries’ individually defined  
goals for family planning. And instead of 
focusing on a predetermined list of countries, 
the FP2030 partnership is open to any  
country or organization that wishes to make a 
commitment to advancing rights-based family 
planning. The FP2030 Commitments Guide 
provides key resources for governments and 
other stakeholders to draft their commitments. 

To accommodate the more inclusive FP2030 
partnership, the scope of annual country 
reporting will shift. Previous progress reports 
included data for all 69 FP2020 focus countries, 
regardless of whether they had made 
commitments or not. As a starting point for 
annual reporting, FP2030 will expand the 

Results Statement: Voluntary modern 
contraceptive use by everyone who 
wants it, achieved through 
individuals’ informed choice and 
agency, responsive and sustainable 
systems providing a range of 
contraceptives, and a supportive 
policy environment.

https://fp2030.org/node/5595/
https://fp2030.org/node/5595/
http://www.track20.org
https://fp2030.org/sites/default/files/Data-Hub/mls2020/MLS_globalindicators_9_23.pdf
https://fp2030.org/sites/default/files/Data-Hub/mls2020/MLS_globalindicators_9_23.pdf
https://fp2030.org/what-we-measure
https://fp2030.org/what-we-measure
https://commitments.fp2030.org
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geographic scope of reporting to include all  
82 low and lower-middle income countries, 
using the World Bank’s gross national income 
(GNI) per capita classifications as of 2020. This 
grouping includes all but one of the original 69 
focus countries.* The scope of future reporting 
will continue to be adjusted as countries 
(including upper-middle income countries) 
make commitments and as income groupings 
change over time. The countries currently 
included in annual reporting are listed in the 
FP2030 Measurement Framework.

The data and reporting process will remain 
similar, as Track20 will continue to work with 
country governments and in-country 
stakeholders to review family planning data  
for the annual report. Government family 
planning programs and Track20 Monitoring  
and Evaluation Officers will continue to hold 
consensus meetings to understand the data, 
take stock of progress, and adjust their 
strategies as needed. Many of the indicators 
from the FP2020 Core Indicators list will 
continue to be monitored, such as Modern 
Contraceptive Prevalence (MCP), Unmet Need, 
Demand Satisfied, and Contraceptive Method 
Mix. But there will also be new indicators and 
modifications to existing indicators, discussed 
below, that reflect the continuing efforts of the 
PME Working Group and other measurement 
partners to improve family planning 
measurement and the use of data. 

Introducing the FP2030 
Measurement Framework 

The FP2030 measurement framework includes 
modifications and additions to the FP2020 Core 
Indicators list. The first change is the move from 
tracking additional users in relation to a point in 
time (users today versus in 2012) to reporting 
the total users in a country. By reporting total 
users, countries can gain a better sense of the 
scale of their family planning programs, the 
change in contraceptive use over time, and  
the degree of effort needed to provide 
contraceptive services and commodities to  
the population. 

The framework also disaggregates the  
modern contraceptive prevalence indicator  
for all women into married (or in union) and 
unmarried. Prior to FP2020, many countries 
concentrated on monitoring trends only among 
married women, which left out unmarried 

* Iraq moved into the World Bank’s upper-middle income category in 2014.

women and adolescent girls. FP2020 was the 
first global initiative to focus on all women,  
and FP2030 will continue to report on all 
women in alignment with the partnership’s 
goals and vision. Augmenting this indicator  
with disaggregated estimates for both married 
women and unmarried women will help family 
planning programs better understand different 
progress and priorities among these groups. 
(Find more information on the advantages and 
challenges of all women reporting in the 
Measurement Learning Series.)

The FP2030 framework will also make an effort 
to communicate uncertainty. Understanding 
uncertainty in estimates is one of the challenges 
countries face when working with data. By 
communicating uncertainty levels, FP2030  
will help countries assess the precision of their 
data, understand changes in family planning 
indicators, and evaluate whether country-level 
efforts are resulting in progress toward their 
goals. Overall, reporting uncertainty ranges for 
estimates will improve data transparency and 
lend more credibility to our methods. (Find 
more information on uncertainty levels in the 
Measurement Learning Series.) 

Another important change is the addition of  
an indicator for traditional contraceptive 
prevalence (TCP) in countries where TCP is 5% 
or higher among married women. This indicator 
represents women who are taking steps to 
prevent unintended and unwanted pregnancies 
by using a traditional method. The inclusion of 
TCP helps to contextualize unmet need and 
demand satisfied indicators, since it shows that 
at least some women who are not using modern 
methods are in fact using traditional methods to 
prevent pregnancy. Similarly, the FP2030 
measurement framework will continue the work 
under FP2020 to supplement the adolescent 
birth rate with a set of indicators on family 
planning use in relation to life events, such as 
sexual activity, marriage, and first birth, as well 
as contraceptive behaviors. 

Other changes include new indicators to better 
track method source, counseling on method 
switching, and unintended pregnancies. The 
Source of Method indicator measures to what 
extent women rely on private, public, or other 
facilities for contraception. The Method 
Information Index Plus indicator is an 
adjustment to the FP2020 Core Indicator on 
Method Information Index, incorporating a 

https://fp2030.org/sites/default/files/Draft-framework-20211029.pdf
https://fp2030.org/sites/default/files/Data-Hub/allwomen/MLS_allwomen_6_20.pdf
https://fp2030.org/sites/default/files/Data-Hub/mls2020/final_CommunicatingUncertainty_0.pdf
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question added to the Demographic Health 
Survey (DHS) women’s questionnaire in 2019 
that asks whether the user was told about the 
possibility of switching methods. This new data 
will become available over time as new DHS are 
implemented. The Percent of Births that are 
Unintended indicator will add context to the 
information already being reported on the 
absolute number of unintended pregnancies 
each year. 

The PME WG and other technical data partners 
continue to move forward on the measurement 
agenda for the FP2030 partnership. Additional 
measurement challenges to address include 
improving the measurement of empowerment 

and decision making, exploring measures  
of equity related to contraceptive use, 
incorporating indicators to measure social and 
behavioral change efforts, measuring system-
level responsiveness, improving measurement 
of contraceptive access, harmonizing family 
planning indicators, and identifying measures  
at supportive environment level for policy, 
financing, and accountability. 

For more details on the FP2030 measurement 
framework, download the full framework on  
the FP2030 Data Hub and watch the webinar 
on Advancing the Family Planning  
Measurement Agenda.

FIGURE 1

FP2030 Measurement Framework

AREAS OF FUTURE WORK
Beyond the above indicators, there is still a need for improved measurement in many aspects of family planning. As the 
FP2030 family planning partnership evolves, the measurement agenda should include efforts to develop indicators to 
measure social and behavioral change; identify indicators at the supportive environment level for policy, financing, and 
accountability; better understand fertility intentions and the desire to use conception; and improve the measurement of 
rights and empowerment principles for family planning.

*For countries where Traditional Contraceptive Prevalence (TCP) is 5% or higher, annual estimates of TCP will be reported.
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https://fp2030.org/sites/default/files/Draft-framework-20211029.pdf
https://www.youtube.com/watch?v=TSuRyETYB_c
https://www.youtube.com/watch?v=TSuRyETYB_c
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Introduction 

While the FP2020 initiative was limited to a 
universe of 69 countries, partnership in FP2030 
is open to any country that wishes to make a 
commitment to advancing rights-based family 
planning. Along with a new global focus, the 
partnership is also adopting a new structure, 
with regional hubs (to be launched in 2022) 
supporting commitment makers in specific 
geographies: North, West, and Central Africa; 
East and Southern Africa; Asia and the Pacific; 
Latin America and the Caribbean; and North 
America and Europe. 

In order to keep the scope of reporting 
manageable, only data for low and lower-middle 
income countries will be published initially (this 
may shift over time). As of July 2021, the total 
number of women and girls using a modern 
method of contraception in low and lower-
middle income countries stood at 357 million.  
In just the last year alone, this contraceptive  
use averted 135 million unintended pregnancies, 
28 million unsafe abortions, and 140 thousand 
maternal deaths. Even in the midst of a global 

pandemic, contraception is a critical health 
service that hundreds of millions of women  
rely on.

The COVID-19 pandemic resulted in the 
suspension of many household and facility 
surveys, so the data used to estimate this  
year’s indicators largely predate the onset of 
the pandemic. As a result, the full impact of 
COVID-19 on family planning services and 
contraceptive use is not reflected in this  
report. Section 4 provides a summary of what  
is known so far about the pandemic’s impact. 

Because our estimated family planning 
indicators may not accurately reflect the current 
situation, this first FP2030 Measurement Report 
instead focuses on a different perspective: the 
regional context for family planning. With the 
shift to a regional hub structure, replete with 
regional data analysis and regional advocacy 
initiatives, it will be more critical than ever to 
understand the geographic context in which 
FP2030 will be operating. 

As of July 2021, the total 
number of women and  
girls using a modern  
method of contraception  
in low and lower middle 
income countries stood at 
357 million.
Photo by Pippa Ranger/FCDO
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BY THE NUMBERS

FP2030 

 Measurement Report 2021
AS OF JULY 2021

AS A RESULT  
OF MODERN 
CONTRACEPTIVE 
USE 

from July 2020 to July 2021

MILLION women and 

girls are using modern 

contraception in low and 

lower-middle income 

countries

The data used to estimate this year’s 

indicators largely predates the onset of the 

pandemic, and therefore does not reflect 

possible impacts of COVID-19 on family 

planning services and contraceptive use.

MILLION  

unintended  

pregnancies  

were averted

MILLION  

unsafe 

abortions 

were averted

THOUSAND 

maternal 

deaths were 

averted

BILLION USD in bilateral funding  

for family planning

IN 2020, DONOR  
GOVERNMENTS  
PROVIDED

357

$1.40

135

140
28
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Understanding the Context: 
Regional Profiles on Family 
Planning

To ensure that the FP2030 partnership 
functions effectively across different geographic 
contexts, it is essential to understand the 
regional, country, and sub-national differences 

in family planning, fertility and contraceptive 
preferences, and historical trends. The profiles 
in this section aim to establish a baseline 
understanding of how trends differ in these 
regions and provide insights into how priorities 
and focus areas might vary. Countries profiled in 
each region and sub-region can be found in 
Appendix 1. 

FIGURE 2

World Regions and Sub-Regions

LATIN AMERICA  
AND THE CARIBBEAN

LAC has the highest MCP compared 
to Africa and Asia and over 50% 
of women of reproductive age use 
modern contraception. Most of the 
growth in LAC’s MCP in the last 
decade can be attributed to growth 
in MCP among unmarried women, 
particularly unmarried women in 
Central America and South America. 
Female sterilization and pills are the 
most popular methods in LAC. 

AFRICA

Africa has the fastest growing 
population of women of reproductive 
age. Between 2010 and 2020,  
Africa and all its sub-regions made 
MCP gains. Most MCP growth can 
be attributed to SSA and primarily 
Eastern Africa, which had the fastest 
growing MCP. Southern Africa has  
the highest overall MCP. Injectables  
are the most popular method. 

 

ASIA AND THE PACIFIC

Asia and the Pacific is the most 
populous region and will remain 
the region with the most women of 
reproductive age in the next decade. 
Asia has the largest population of 
modern contraceptive users in the 
world. MCP increased fastest among 
married women in Western Asia  
and among unmarried women in 
Eastern Asia. IUDs and pills are the 
most popular methods in Asia and  
the Pacific. 

   Caribbean          Central America          South America          Northern Africa          Western Africa

   Middle Africa          Eastern Africa          Southern Africa          South-Eastern Asia          Eastern Asia

   Central Asia          Southern Asia          Western Asia          Micronesia

Note: The regional names follow the United Nations Sub Regions nomenclature
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Population Dynamics of Women  
of Reproductive Age 

As more women enter their reproductive years 
and make informed decisions about their 
modern contraceptive use, understanding 
where the growth in women of reproductive 
age is occurring will be critical to regional 
partners and institutions as they support health 
care systems to meet the needs of women and 
girls. This section reviews historical trends in 
women of reproductive age from 2010 to 2020 
as well as future projections for 2020 to 2030. 

Between 2010 and 2020, the population of 
Africa grew faster than the populations of Asia 
and the Pacific and of Latin America and the 
Caribbean (LAC), and will continue to grow 
faster over the next decade (2020–2030). 
According to UN Population Division estimates, 
between 2010 and 2020 Africa’s population of 
women of reproductive age increased from 250 
million to 324 million, adding more than 74 
million women of reproductive age. Most of  
the population growth occurred in sub-Saharan 
Africa, which added more than 66 million 
women of reproductive age (more than 29 
million in Eastern Africa, 23 million in Western 
Africa, 11 million in Middle Africa, and 2 million  
in Southern Africa). By 2030, there will be an 
additional 96 million women of reproductive 
age in sub-Saharan Africa, with most of these 
women living in Eastern and Western Africa. 
Africa is also the only region where the growth 
in population in the next decade will outpace 
the growth in the last decade.

Asia and the Pacific was the most populous 
region in 2020 and will remain the most 
populous in 2030; there are over one billion 
women of reproductive age in this region. 
Between 2010 and 2020, Asia and the Pacific 
(excluding Australia and New Zealand) added 51 
million women of reproductive age, due mainly 
to population growth in Southern Asia. (During 
the same period, Eastern Asia’s population 
declined by 41 million women of reproductive 
age.) The rate of population growth will slow 
over the next decade, but Asia and the Pacific 
will still add 27 million women of reproductive 
age. Most of this growth will be driven by 
Southern Asia. Even with population growth in 
the region slowing down, Asia and the Pacific 
still has more women of reproductive age than 
Africa and LAC combined.

In the LAC region, the population of women  
of reproductive age rose from 160 million in 
2010 to 173 million in 2020, an increase of 13 
million women. Most of this growth occurred  
in South America. In the next decade LAC will 
add another 5 million women of reproductive  
age, and much of that growth will be in  
Central America.

It’s important to contextualize the population 
growth of women of reproductive age with key 
demographic events, such age at first sex and 
marriage, since these events affect modern 
contraceptive use among this population.  
Based on DHS surveys for 57 countries2 in 
Africa, Asia and the Pacific, and LAC, patterns 
of age at first sex and marriage vary by region. 

Use of modern contraception is 
highest in Latin America and the 
Caribbean, with the majority of 
married women in every sub-region 
using modern contraception.
Photo by Juan Arredondo/Getty Images/ 
Images of Empowerment

https://population.un.org/wpp/Download/Files/1_Indicators (Standard)/EXCEL_FILES/1_Population/WPP2019_POP_F15_3_ANNUAL_POPULATION_BY_AGE_FEMALE.xlsx
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In Africa and LAC, age at first sex is lower than 
age at first marriage in most countries with 
available data. Africa and LAC are also the 
regions where adolescent childbearing (by girls 
aged 10–19) is most common, according to a 
2020 UN report and the World Health 
Organization. 

Comparatively, in Asia and the Pacific, age at 
first marriage is lower than age at first sex in 
most countries in our sample. This suggests that 
in Asia and the Pacific, sexual debut for women 
likely occurs in the context of marriage. In some 
of the region’s most populous countries, such as 
Bangladesh, India, Nepal, and Pakistan, age at 
first marriage has been increasing since the 
1990s. In this context, unmarried use of modern 
contraception might not grow unless sexual 
debut starts occurring before marriage.

All Versus Married Versus 
Unmarried Women of 
Reproductive Age Trends in 
Modern Contraceptive Prevalence

At the outset of the FP2020 initiative in 2012, 
most of the 69 focus countries had low levels  
of modern contraceptive use and significant 
room for growth in modern contraceptive 
prevalence (MCP), the percentage of women of 
reproductive age using a modern contraceptive 
method. As FP2030 expands to new countries 
and new regions, with greater variation in 
modern contraceptive use, goals and progress 
will need to be framed in terms of better 
serving the choices and needs of women and 
girls based on country-specific contraceptive 
use dynamics. While some countries will 
continue to prioritize growth in contraceptive 
use, others will prioritize other critical aspects 
of family planning programs, such as choice, 
quality, and accountability. Figures 3 and 4 
illustrate the trends in modern contraceptive 
prevalence over the past decade in Africa,  
Asia and the Pacific, and LAC, showing the 
breakdown by sub-region and trends for both 
married and unmarried women. 

ALL WOMEN

Since 2010, use of modern contraception 
among all women has increased in both Africa 
and LAC and remained unchanged for Asia and 
the Pacific. In Africa as a whole, it increased 
from 20.9% in 2010 to 26.5% in 2020; in sub-
Saharan Africa it increased from 18.5% in 2010 

to 24.4% in 2020. Between 2010 and 2020, MCP 
in the LAC region grew from 52.1% to 55.1%. In 
Asia and the Pacific, MCP remained at 46% 
between 2010 and 2020. Growth in all-women 
MCP can be fueled by an increasing use of 
modern contraception by married women or 
unmarried women; the sections below evaluate 
each in turn. 

MARRIED WOMEN

Most of the growth in contraceptive use in 
Africa in the last decade can be attributed to 
increased levels of use among married women. 
In Africa, MCP for married women increased 
from 25.8% in 2010 to 32.7% in 2020. This 
growth was largely driven by Eastern Africa, 
where married women MCP grew from 28.6%  
in 2010 to 40.8% in 2020. 

Between 2010 and 2020, MCP among married 
women in Asia and the Pacific remained  
steady at around 60%. There was significant 
sub-regional variation, however: married-women 
MCP in Eastern Asia hovered at 80% throughout 
the last decade, while married-women MCP in 
Western Asia was consistently at about half  
that level.

Use of modern contraception is highest in LAC, 
with the majority of married women in every 
sub-region using modern contraception. The 
Caribbean has the lowest MCP among married 
women in LAC, but it was still above 58% 
throughout the last decade.

UNMARRIED WOMEN

Modern contraceptive use trends among 
unmarried women vary significantly by region. 
The LAC region has the highest levels of use of 
modern contraception among unmarried 
women, followed by Africa and then Asia and 
the Pacific. The fastest growth in MCP among 

While some countries will continue 
to prioritize growth in contraceptive 
use, others will prioritize critical 
aspects of family planning programs, 
such as choice, quality, and 
accountability. 

https://www.un.org/en/development/desa/population/publications/pdf/fertility/Fertility-young-adolescents-2020.pdf
https://www.who.int/news-room/fact-sheets/detail/adolescent-pregnancy
https://www.who.int/news-room/fact-sheets/detail/adolescent-pregnancy
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unmarried women between 2010 and 2020 was 
also in the LAC region, and most of the growth 
in all-women MCP in LAC is attributable to 
increases in modern contraceptive use among 
unmarried women (particularly in Central 
America and South America). In the LAC region 
as a whole, MCP among unmarried women 
increased from 31.2% in 2010 to 37.2% in 2020. 

In Africa, MCP among unmarried women 
increased slightly, from 12.7% in 2010 to 15.2% in 
2020, though there was significant sub-regional 
variation across Africa. While Southern Africa 

had high levels of use among unmarried women 
throughout the last decade (almost 45%), MCP 
among unmarried women in Northern Africa 
was much lower, around 2%. Similarly, use of 
modern contraception among unmarried 
women in Asia and the Pacific was relatively  
low throughout the decade. In four of the six 
sub-regions of Asia and the Pacific, MCP among 
unmarried women was below 10% between 
2010 and 2020.  

80

70

60

50

40

30

20

10

0

80

70

60

50

40

30

20

10

0

80

70

60

50

40

30

20

10

0

M
C

P

20
08

20
16

20
10

20
18

20
12

20
20

20
14

20
22

20
08

20
16

20
10

20
18

20
12

20
20

20
14

20
22

20
08

20
16

20
10

20
18

20
12

20
20

20
14

20
22

10

20

30

40

50

60

70

80

20222020201820162014201220102008

10

20

30

40

50

60

70

80

20222020201820162014201220102008

10

20

30

40

50

60

70

80

20222020201820162014201220102008

All Women MCP Married Women MCP Unmarried Women MCP

   Latin American and the Caribbean          Asia and the Pacific          Africa

FIGURE 3

MCP Trends Among All Women, Married Women, 
and Unmarried Women



17REGIONAL PROFILES 17

As FP2030 looks toward the 
next decade, continued focus 
on regional rather than 
global analysis will allow for 
more relevant data to be 
highlighted and differing 
priorities to be explored, 
facilitating a broader 
discussion of progress.

MEASUREMENT REPORT 2021

Photo by The Gender Spectrum Collection
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Growth in all-women MCP can be 
fueled by an increasing use of modern 
contraception by married women or 
unmarried women. 

FIGURE 4

Percentage Point Changes in MCP Between 2010 
and 2020 and MCP in 2020
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Modern Method Mix 

Additional regional variation can be seen in  
the contraceptive methods that women are 
using. There is significant regional variation in 
which methods women use; knowing these 
variations can help the FP2030 community 
gauge where progress in expanding method 
choice has been made and where additional 
work needs to continue. Forty-seven countries 
in Africa,3 38 in Asia and the Pacific,4 and  
24 in LAC5 have had surveys since 2010  
with information on method mix. Figure 5 
provides a sub-regional breakdown of the  
most common and second most common 
contraceptive methods in use across the 47 
countries. Only data for married or ever- 
married women are used in this section to 
improve comparability across countries, 
since not all surveys included data on never-
married women. 

Among married women in 21 out of 47 countries 
in Africa, injectables are the most common 
modern method, and in nine of these countries 
more than 50% of married women using 
contraceptives are using injectables. In ten 
countries, pills are the most common method. 
Implants are the most common method in 
seven countries, six of which are in Western 
Africa. Implants and injectables are also the 
second most common method in several 
African countries. In 13 countries implants are 
the second most common method and in 15 
countries injectables are the second most 
common method —signaling that in countries 
where injectables or implants are not the most 
common, they are still commonly used.

In Asia and the Pacific, pills and IUDs are the 
most commonly used modern methods. Pills  
are the most common in South-Eastern Asia, 
while IUDs are the most popular in Central, 
Eastern, and Western Asia. Female sterilization 
is the most common method in three countries 
in Oceania and two countries in Southern Asia. 
Only one country in Asia and the Pacific—
Kiribati in Oceania—uses implants as its most 
common method. Implants are the second most 
common method in two countries in Oceania 
and one country in South-Eastern Asia—
possibly signaling growth in contraceptive  
users over time. 

In 11 out of 24 countries in the LAC region, 
female sterilization is the most common 
method. Of these 11 countries, eight are in 
Central America, two are in the Caribbean,  
and one is in South America. In all Central 
American countries in our sample, female 
sterilization was the most common method.  
(A recent analysis suggests the reliance on 
permanent methods might point to limitations 
in access to contraceptive methods.) Pills are 
the most common method in six LAC countries, 
including four in South America and two in the 
Caribbean. Injectables are the most common 
method in three countries in South America  
and one country in the Caribbean. The reliance 
on short-acting methods and permanent 
methods throughout the region could signal 
opportunities to provide greater access to 
long-acting reversible methods. 

Conclusion

Reviewing trends in population dynamics, 
contraceptive use, and method mix in Africa, 
Asia and the Pacific, and LAC establishes a 
broad understanding of how the three regions 
differ. It also highlights the importance of 
disaggregating key indicators such as MCP by 
married women, unmarried women, and all 
women. Ultimately, what these regional profiles 
underscore is the need to move beyond a 
common MCP growth narrative. As the data 
show, MCP growth in each region and sub-
region will be different, at different scales, and 
for different sub-populations. As FP2030 looks 
toward the next decade, continued focus on 
regional rather than global analysis will allow  
for more relevant data to be highlighted and 
differing priorities to be explored, facilitating a 
broader discussion of progress.

Among married women in 21 out of 
47 countries in Africa, injectables are 
the most common modern method, 
and in nine of these countries more 
than 50% of married women using 
contraceptives are using injectables.

https://www.thelancet.com/action/consumeSharedSessionAction?I2KBRCK=1&JSESSIONID=aaaEStJfHDm3eeEnPaT0x&MAID=%2BWycLdQ7AUSTFpyc12qLBg%3D%3D&SERVER=WZ6myaEXBLFD8VbcQEfOcg%3D%3D&ORIGIN=929721290&RD=RD&exp=cLzOLEZQuNxSIG7g2ZEl8w%253D%253D#%20
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FIGURE 5

Aggregation of the number of countries by most common 
and second most common method by sub-region
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Introduction 

Financing is one of the five focus areas of  
the FP2030 Agenda. The FP2030 partnership  
is committed to fostering resilient and sufficient 
funding for family planning, with countries 
increasingly able to sustainably finance  
their programs. 

FP2030 will build on the work of the FP2020 
partnership in tracking resource flows across 
the sector, including donor disbursements, 
domestic expenditures, and total spending on 
family planning. 

This report presents the most recent findings 
from these efforts:

Bilateral donor funding in 2020 totaled 
US$1.40 billion, a drop of more than US$100 
million from 2019. This is the first decline in  
total bilateral funding since 2016 and is primarily 
the result of a decrease in disbursements from 
the UK. 

Domestic government expenditures in 2019, 
the most recent year with data for the majority 
of countries, are estimated at US$1.6 billion. 
Note that the domestic expenditure estimates 
lag behind the donor reporting by at least one 
year, owing to the time required to finalize 
government accounts and develop estimates. 

Total expenditures on family planning in  
2019, the most recent year for which domestic 
government expenditures are available, are 
estimated at US$4.3 billion across all low 
income and lower-middle income countries. 
International donors (which include bilateral 
donors as well as foundations and NGOs) 
contributed an estimated 45%, domestic 
governments 41%, and consumers 14%. 

Since the domestic expenditure and total 
expenditure figures are from 2019, they do  
not yet reflect any impacts from the COVID 
pandemic. The COVID effect is already seen  
on the donor side, however, as the 2020 
reduction in funding was partly a reflection of 
the economic repercussions of the pandemic. 
Next year’s report (for 2021) may reflect an 
even greater impact, as the UK implements its 
decision to temporarily reduce foreign aid from 
.7% to .5% of its gross national income.

TRENDS OVER TIME

Donor funding for family planning has generally 
risen since the 2012 London Summit, despite 
fluctuations from year to year. The peak year to 
date was 2019, when bilateral funding reached 
US$1.52 billion dollars. Although the 2020 total 
was well shy of that mark, it was still US$215 
million above the level in 2012 (US$1.19 billion). 
Indeed, funding has dropped below the 2012 
level only once in the past eight years, in 2016. 

FP2020 began reporting domestic government 
expenditures in 2018, after several years of work 
to establish the necessary processes. It is not 
yet possible to observe trends in domestic 
financing; changes from year to year at this 
point are primarily the result of evolving 
methodology and an increase in the number  
of countries reporting. Much the same can be 
said for out-of-pocket spending and total 
expenditures.

What is clear, however, is that the approach to 
domestic resource mobilization has undergone 
a perceptible shift since the 2012 London 
Summit. By 2020, 44 of the 48 commitment-
making FP2020 countries included a domestic 
financial commitment with their pledge. As 
countries prepare their new commitments to 
the FP2030 partnership, they are expected  
to outline a specific objective for domestic 
financing (in keeping with their fiscal context), 
with a view to ensuring overall sustainability  
for the family planning program through 2030. 

THE FUTURE OF FINANCE  
FOR FAMILY PLANNING

If countries are to realize their development 
ambitions for 2030 and beyond, sustainable 
financing for family planning is key. Family 
planning is both an essential health service that 
must be funded at all times—the need for 
contraception and other reproductive health 
care never stops—as well as a development 

Bilateral donor funding for family 
planning in 2020 totaled US$1.40 
billion, a drop of more than US$100 
million from 2019.
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linchpin that must be insulated from the 
vagaries of global events and donor trends.  
It is a central component of universal health 
coverage and is critical for achieving the 
Sustainable Development Goals and harnessing 
the demographic dividend.

The full impact of the COVID-19 pandemic  
on donor and domestic resource flows is still 
unknown. The long-term trend, however, is 
clearly toward greater self-sufficiency and  
less reliance on donor aid. International donor 
funding for family planning seems unlikely to 
increase significantly in the coming years. For 
lower-middle income countries in particular,  
the transition from donor aid is a looming 
challenge. The experience of countries in LAC 
may be instructive; several of these countries 
“graduated” from donor support a decade ago 
or more, yet report having an unfinished agenda 
with respect to equity, adolescent pregnancy, 
and a broad choice of methods, including 
long-acting reversible contraceptives (LARCs). 

The focus for the next decade must be on 
building sustainability, with diversified  
funding streams and efficient use of  
resources. A combination of country-led 
domestic resource mobilization, broadly-
supported universal health schemes, greater 
private sector involvement, co-financing 
development opportunities, and cross- 
sectoral partnerships, together with donor 
funds targeted to the neediest countries  
and programs, will create a more stable and 
holistic approach to family planning financing. 

* For purposes of this analysis, family planning bilateral funding represents amounts specifically designated by donor 
governments for family planning as defined by the OECD DAC, and includes standalone family planning projects, family 
planning-specific contributions to multilateral organizations (e.g., contributions to UNFPA Supplies), and, in some cases, 
projects that include family planning within broader reproductive health activities. Some of the figures for previous years are 
different from the data reported last year due to updates after the 2019 report was published. Donor amounts do not exactly 
sum to total amounts due to rounding.

Donor Government Funding  
for Family Planning in 2020:  
KFF Summary Analysis 

Donor governments account for approximately 
40% of total funding for family planning in  
low and middle income countries. In order to 
track their role, KFF has been collecting and 
analyzing donor government funding for family 
planning on an annual basis since the London 
Summit on Family Planning in 2012. This year’s 
analysis assesses funding in 2020 as well as 
trends over time. It includes both bilateral 
funding as well as multilateral contributions  
to UNFPA, and is based on analysis of data  
from the 30 donor government members of  
the Organisation for Economic Co-operation 
and Development (OECD) Development 
Assistance Committee (DAC) in 2020 who  
had reported Official Development Assistance 
(ODA) to the DAC. Data were collected directly 
for 10 of these governments, who account for 
99% of all bilateral donor government funding 
for family planning (data for the remaining 
donors were obtained from the OECD Credit 
Reporting System (CRS)). It is important to note 
the funding data presented here largely reflect 
prior-year political decisions and for the most 
part do not yet capture the impact of COVID-19 
on donor budgeting decisions. Key findings are 
as follows: 

BILATERAL FUNDING:

After three years of increases, bilateral family 
planning funding from donor governments 
declined by more than US$100 million in 2020 
(US$1.40 billion) compared to the 2019 level 
(US$1.52 billion; see Figure 7).* The overall 
decline was largely due to a decrease of more 
than US$100 million by the UK, the world’s 
second largest donor. The UK decrease was 
partly due to the timing of disbursements 
(funding increased significantly in 2019, but 
then returned to near prior year levels in 2020), 
as well as an overall decline in ODA due to the 
effect of COVID-19 on gross domestic product.6  

If countries are to realize their 
development ambitions for 2030 and 
beyond, sustainable financing for 
family planning is key.
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While funding has fluctuated since the 2012 
Summit, it has generally risen, and funding in 
2020 was approximately US$215 million above 
the 2012 level (US$1.19 billion). In 2020, six 
donor governments provided higher funding 
than in 2012, including Canada, Denmark, the 
Netherlands, Norway, Sweden, and the UK.

Among the 10 donor governments examined, 
three increased funding in 2020 (Canada, 
France, and Sweden), four decreased  
(Denmark, Germany, Norway, and the UK),  
and three remained essentially flat (Australia, 
Netherlands, and the US). These trends were 
the same after adjusting for inflation and 
exchange rate fluctuations, except for the 
Netherlands, which increased in currency 
 of origin.

The US was the largest bilateral donor to family 
planning in 2020, accounting for 42% (US$592.5 
million) of total bilateral funding.* The UK was 
the second largest donor (US$266.5 million, 
19%), followed by the Netherlands (US$202.3 
million, 14%), Sweden (US$129.3 million, 9%), 
and Canada (US$94.0 million, 7%). 

DONOR CONTRIBUTIONS TO UNFPA: 

In addition to bilateral funding for family 
planning—which may include non-core 
contributions to UNFPA for specific family 
planning programs, such as UNFPA Supplies—

* This year’s report also includes an update to the methodology for reporting US funding totals (see Methodological Note for 
more information).

donors also contribute to UNFPA’s core 
resources, which are meant to be used for  
both programmatic activities (family planning, 
population and development, HIV/AIDS, gender, 
and sexual and reproductive health and rights) 
as well as operational support. 

In 2020, core contributions from profiled  
donor governments totaled US$411.7 million,  
an increase of more than US$40 million 
compared to 2019 (US$367.6 million). This 
increase is largely attributable to Germany, 
which more than doubled its core contribution 
(from US$37.0 million in 2019 to US$78.8 million 
in 2020), mostly in support of UNFPA’s efforts 
to address the impacts of COVID-19.7 

Among the donors examined, two increased 
funding to UNFPA’s core resources (Germany 
and Sweden), two decreased (Denmark and 
Norway), and five remained flat (Australia, 
Canada, France, Netherlands, and the UK); 
these trends were the same after adjusting  
for inflation and exchange rate fluctuations, 
except for Norway, which remained flat in 
currency of origin. The US did not provide  
any funding to UNFPA in 2020, due to the 
Trump Administration’s invoking of the Kemp-
Kasten amendment, a provision of US law,  
to withhold funding—both core and non-core 
contributions—from UNFPA between 2017 and 
2020. The Biden administration has moved to 
restore funding, expected in 2021.8 

Donor governments account for 
approximately 40% of total funding 
for family planning in low and middle 
income countries. 
Photo by Direct Relief
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Germany provided the largest core 
contribution to UNFPA in 2020 (US$78.8 
million), followed by Sweden (US$65.9  
million), Norway (US$55.1 million), the 
Netherlands (US$36.8 million), and  
Denmark (US$34.1 million).

In 2020, UNFPA spent approximately  
US$451.6 million (42.3% of UNFPA’s total 
program expenses) on family planning  
activities (US$76.6 million from core  
resources and US$375.0 million from  
non-core resources). This includes US$297.6 
million for family-planning specific activities 
(such as enabling environments for family 
planning, contraceptives and related  
supplies, provision of services, and family 
planning systems strengthening) and  
US$154.0 million for activities with an  
impact on family planning results in other  
areas of work under UNFPA’s mandate.9

METHODOLOGICAL NOTE:

With some exceptions, the financial  
data presented in this analysis represent 
“disbursements,” which are defined as the 
actual release of funds to, or the purchase of 
goods or services for, a recipient. They were 
obtained through direct communication with 
donor governments, analysis of raw primary 
data, and the OECD CRS. UNFPA core 
contributions were obtained from Executive 
Board documents. 

For the US, funding represents final 
Congressional appropriations (firm 
commitments that will be spent) to USAID, 
rather than disbursements, which can fluctuate 
from year to year due to the unique nature of 
the US budget process (unlike most other 
donors, US foreign assistance funding may be 
disbursed over a multi-year period). U.S. totals 
also include some funding originally 
appropriated by Congress for UNFPA that is 
transferred to the USAID family planning & 
reproductive health (FP/RH) account due to 
specific provisions in U.S. law including the 
Kemp-Kasten amendment (see KFF UNFPA 
Funding & Kemp-Kasten: An Explainer).  
All prior-year amounts have been changed  
from disbursements to appropriations. This 
change in methodology does not alter the 
overall trend in total funding from donor 
governments over time.

In some cases, it is difficult to disaggregate 
bilateral family planning funding from broader 
population, reproductive, and maternal health 
totals, and the two are sometimes represented 
as integrated totals. In addition, family planning-
related activities funded in the context of other 
official development assistance sectors (e.g., 
education, civil society) have remained largely 
unidentified. For purposes of this analysis, we 
worked closely with the largest donors to family 
planning to identify such cross-sectoral family 
planning-specific funding where possible (see 
table notes). Going forward, efforts to track 
donor government support for family planning 
will be strengthened if such funding is identified 
within other activity categories by primary 
financial systems. 

For data in the currency of the donor country, 
please contact the researchers.

Family planning is both an essential 
health service and a development 
linchpin that must be insulated  
from the vagaries of global events  
and donor trends.

https://www.kff.org/global-health-policy/fact-sheet/unfpa-funding-kemp-kasten-an-explainer/
https://www.kff.org/global-health-policy/fact-sheet/unfpa-funding-kemp-kasten-an-explainer/


27

DATA REPORT 2021

   

FINANCE 27

MEASUREMENT REPORT 2021

Note: Figures based on Kaiser  
Family Foundation analysis of  
donor government funding for  
family planning.

FIGURE 6

International family 
planning assistance: 
donor governments 
as a share of bilateral 
disbursements, 2020
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TABLE 1

Donor government bilateral funding for family 
planning, 2012–2020* (in current USD $, millions)

Notes:

*For purposes of this analysis, family planning bilateral expenditures represent funding specifically designated by donor 
governments for family planning as defined by the OECD DAC (see methodology), and include standalone family planning 
projects; family planning-specific contributions to multilateral organizations (e.g., contributions to UNFPA Supplies); and, in 
some cases, projects that include family planning within broader reproductive health activities. During the London Summit, 
donors agreed to a revised Muskoka methodology to determine their FP disbursements totals. This methodology includes some 
funding designated for other health sectors, including HIV, reproductive health (RH), maternal health, and other areas, as well as 
a percentage of a donor’s core contributions to several multilateral organizations, including UNFPA, the World Bank, WHO, and 
the Global Fund to Fight AIDS, Tuberculosis and Malaria. Among the donors profiled, Australia and the UK reported FP funding 
using this revised methodology.

COUNTRY 2012 2013 2014 2015 2016 2017 2018 2019 2020 NOTES

Australia $43.2 $39.5 $26.6 $12.4 $24.9 $25.6 $22.2 $24.7 $23.9

Australia has identified A$35.6 million in bilateral FP funding for the 2019–20 fiscal year using the FP2020-
agreed methodology, which includes funding from non-FP-specific activities (e.g. RH, maternal health and 
other sectors) and a percentage of the donor’s core contributions to several multilateral organizations (e.g. 
UNFPA). For this analysis, Australian bilateral FP funding did not include contributions to multilateral 
institutions. However, it was not possible to identify and adjust for funding to other non-FP-specific activities in 
most cases. 

Canada $41.5 $45.6 $48.3 $43.0 $43.8 $69.0 $81.8 $89.4 $94.0

Bilateral funding is for family planning and reproductive health components of combined projects/activities in 
FY20–21. Reproductive health activities without family planning components are not reflected. This is a 
preliminary estimate. In support of its feminist international agenda, Canada committed to double its funding 
to sexual and reproductive health and rights (SRHR) from 2017–2020 with an additional CAD 650 million. 
Canada is taking a comprehensive approach to SRHR. Efforts focus on providing comprehensive sexuality 
education, strengthening reproductive health services, and investing in family planning and contraceptives. 
Programs will also help prevent and respond to sexual and gender-based violence, including child early and 
forced marriage and female genital mutilation and cutting, and support the right to choose safe and legal 
abortion, as well as access to post-abortion care. 

Denmark $13.0 $20.3 $28.8 $28.1 $30.7 $33.1 $38.5 $25.6 $18.8 Bilateral funding is for family planning-specific activities and reproductive health-coded activities with a family 
planning focus.

France $49.6 $337.2 $69.8 $68.6 $39.9 $19.2 $17.0 $11.1 $19.8 Bilateral funding is for a mix of family planning components of health activities; family planning-specific 
activities cannot be further disaggregated. 2020 data is preliminary.

Germany $47.6 $38.2 $31.3 $34.0 $37.8 $36.8 $51.3 $44.1 $32.9 Bilateral funding is for family planning-specific activities, as well as elements of multipurpose projects.

Netherlands $105.4 $153.7 $163.6 $165.8 $183.1 $197.0 $215.6 $203.3 $202.3
The Netherlands budget provided a total of EUR423.2 million in 2020 for “Sexual and Reproductive Health & 
Rights, including HIV/AIDS” of which an estimated EUR177.5 million was disbursed for bilateral family planning 
and reproductive health activities (not including HIV).

Norway $3.3 $20.4 $20.8 $8.1 $5.7 $2.2 $12.9 $15.6 $10.8

Bilateral funding is for family planning-specific activities, narrowly-defined under the corresponding DAC 
subsector 13030. Additional Norwegian bilateral family planning activities are for the most part not standalone, 
but rather are integrated as elements of other activities. In line with Norway’s methodology for SRHR 
monitoring of its FP Summit 2017 pledge, Norwegian SRHR support comprises all projects using DAC Sector 
130, 100% of UNFPA and UNAIDS core contributions, 50% of core contributions to the Global Fund to Fight 
Aids, Tuberculosis and Malaria and 28% of core contributions to the Global Financing Facility. Using these 
parameters, Norwegian SRHR funding totaled NOK1.51 billion in 2020.

Sweden $41.2 $50.4 $70.2 $66.0 $92.5 $109.2 $107.0 $113.1 $129.3

Bilateral funding is for combined family planning and reproductive health activities. None of Sweden’s 
top-magnitude health activities appears to reflect an exclusive family-planning-specific subsector focus, 
indicative of the integration of FP activities into broader health initiatives in ways similar to those employed by 
some other governments. It thus may not be possible to identify exact amounts of Swedish bilateral or multi-bi 
FP financing. More broadly, total Swedish bilateral SRHR activities appear to have accounted for at least 
SEK1.19 billion in 2020. 

United Kingdom $252.8 $305.2 $327.6 $269.9 $204.8 $280.0 $284.5 $383.3 $266.5

In the financial year 2020/21, total UK spending on family planning was £244.2 million. This is a provisional 
estimate, based upon the “revised Muskoka Methodology*, which includes funding from non-FP-specific 
activities (e.g., HIV, RH, maternal health and other sectors) and a percentage of the donor’s core contributions 
to several multilateral organizations. For this analysis, UK bilateral FP funding of £204 million was calculated by 
removing unrestricted core contributions to multilateral organizations. A final estimate will be available after 
FCDO publishes its annual report for 2020/21 in 2022. The UK is on track to meet its July 2017 Family Planning 
commitment to spend an average of £225m per year between April 2017 and March 2022 on family Planning. 
To note, aid programme disbursements lessen as they reach the later years of their lifecycle. Recent trends in 
the UK Family Planning spend were also driven by the contraction of the UK economy in 2020 due to the 
impact of the coronavirus (COVID-19) pandemic.

United States $579.8 $579.4 $579.3 $579.2 $576.8 $600.5 $592.5 $592.5 $592.5
Bilateral funding is for combined family planning and reproductive health activities as specified in annual 
Congressional appropriations. While USAID estimates that most funding is for family planning-specific activities 
only, these cannot be further disaggregated.

Other DAC Countries** $11.0 $29.5 $9.0 $10.1 $3.3 $9.6 $29.6 $14.4 $12.6
Bilateral funding was obtained from the Organisation for Economic Co-operation and Development (OECD) 
Credit Reporting System (CRS) database and represents funding provided in the prior year (e.g., data 
presented for 2020 are the 2019 totals, the most recent year available; 2019 presents 2018 totals; etc.).

Total $1,188.4 $1,319.4 $1,375.4 $1,285.2 $1,243.3 $1,382.1 $1,452.9 $1,517.1 $1,403.4
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COUNTRY 2012 2013 2014 2015 2016 2017 2018 2019 2020 NOTES

Australia $43.2 $39.5 $26.6 $12.4 $24.9 $25.6 $22.2 $24.7 $23.9

Australia has identified A$35.6 million in bilateral FP funding for the 2019–20 fiscal year using the FP2020-
agreed methodology, which includes funding from non-FP-specific activities (e.g. RH, maternal health and 
other sectors) and a percentage of the donor’s core contributions to several multilateral organizations (e.g. 
UNFPA). For this analysis, Australian bilateral FP funding did not include contributions to multilateral 
institutions. However, it was not possible to identify and adjust for funding to other non-FP-specific activities in 
most cases. 

Canada $41.5 $45.6 $48.3 $43.0 $43.8 $69.0 $81.8 $89.4 $94.0

Bilateral funding is for family planning and reproductive health components of combined projects/activities in 
FY20–21. Reproductive health activities without family planning components are not reflected. This is a 
preliminary estimate. In support of its feminist international agenda, Canada committed to double its funding 
to sexual and reproductive health and rights (SRHR) from 2017–2020 with an additional CAD 650 million. 
Canada is taking a comprehensive approach to SRHR. Efforts focus on providing comprehensive sexuality 
education, strengthening reproductive health services, and investing in family planning and contraceptives. 
Programs will also help prevent and respond to sexual and gender-based violence, including child early and 
forced marriage and female genital mutilation and cutting, and support the right to choose safe and legal 
abortion, as well as access to post-abortion care. 

Denmark $13.0 $20.3 $28.8 $28.1 $30.7 $33.1 $38.5 $25.6 $18.8 Bilateral funding is for family planning-specific activities and reproductive health-coded activities with a family 
planning focus.

France $49.6 $337.2 $69.8 $68.6 $39.9 $19.2 $17.0 $11.1 $19.8 Bilateral funding is for a mix of family planning components of health activities; family planning-specific 
activities cannot be further disaggregated. 2020 data is preliminary.

Germany $47.6 $38.2 $31.3 $34.0 $37.8 $36.8 $51.3 $44.1 $32.9 Bilateral funding is for family planning-specific activities, as well as elements of multipurpose projects.

Netherlands $105.4 $153.7 $163.6 $165.8 $183.1 $197.0 $215.6 $203.3 $202.3
The Netherlands budget provided a total of EUR423.2 million in 2020 for “Sexual and Reproductive Health & 
Rights, including HIV/AIDS” of which an estimated EUR177.5 million was disbursed for bilateral family planning 
and reproductive health activities (not including HIV).

Norway $3.3 $20.4 $20.8 $8.1 $5.7 $2.2 $12.9 $15.6 $10.8

Bilateral funding is for family planning-specific activities, narrowly-defined under the corresponding DAC 
subsector 13030. Additional Norwegian bilateral family planning activities are for the most part not standalone, 
but rather are integrated as elements of other activities. In line with Norway’s methodology for SRHR 
monitoring of its FP Summit 2017 pledge, Norwegian SRHR support comprises all projects using DAC Sector 
130, 100% of UNFPA and UNAIDS core contributions, 50% of core contributions to the Global Fund to Fight 
Aids, Tuberculosis and Malaria and 28% of core contributions to the Global Financing Facility. Using these 
parameters, Norwegian SRHR funding totaled NOK1.51 billion in 2020.

Sweden $41.2 $50.4 $70.2 $66.0 $92.5 $109.2 $107.0 $113.1 $129.3

Bilateral funding is for combined family planning and reproductive health activities. None of Sweden’s 
top-magnitude health activities appears to reflect an exclusive family-planning-specific subsector focus, 
indicative of the integration of FP activities into broader health initiatives in ways similar to those employed by 
some other governments. It thus may not be possible to identify exact amounts of Swedish bilateral or multi-bi 
FP financing. More broadly, total Swedish bilateral SRHR activities appear to have accounted for at least 
SEK1.19 billion in 2020. 

United Kingdom $252.8 $305.2 $327.6 $269.9 $204.8 $280.0 $284.5 $383.3 $266.5

In the financial year 2020/21, total UK spending on family planning was £244.2 million. This is a provisional 
estimate, based upon the “revised Muskoka Methodology*, which includes funding from non-FP-specific 
activities (e.g., HIV, RH, maternal health and other sectors) and a percentage of the donor’s core contributions 
to several multilateral organizations. For this analysis, UK bilateral FP funding of £204 million was calculated by 
removing unrestricted core contributions to multilateral organizations. A final estimate will be available after 
FCDO publishes its annual report for 2020/21 in 2022. The UK is on track to meet its July 2017 Family Planning 
commitment to spend an average of £225m per year between April 2017 and March 2022 on family Planning. 
To note, aid programme disbursements lessen as they reach the later years of their lifecycle. Recent trends in 
the UK Family Planning spend were also driven by the contraction of the UK economy in 2020 due to the 
impact of the coronavirus (COVID-19) pandemic.

United States $579.8 $579.4 $579.3 $579.2 $576.8 $600.5 $592.5 $592.5 $592.5
Bilateral funding is for combined family planning and reproductive health activities as specified in annual 
Congressional appropriations. While USAID estimates that most funding is for family planning-specific activities 
only, these cannot be further disaggregated.

Other DAC Countries** $11.0 $29.5 $9.0 $10.1 $3.3 $9.6 $29.6 $14.4 $12.6
Bilateral funding was obtained from the Organisation for Economic Co-operation and Development (OECD) 
Credit Reporting System (CRS) database and represents funding provided in the prior year (e.g., data 
presented for 2020 are the 2019 totals, the most recent year available; 2019 presents 2018 totals; etc.).

Total $1,188.4 $1,319.4 $1,375.4 $1,285.2 $1,243.3 $1,382.1 $1,452.9 $1,517.1 $1,403.4

**Austria, Belgium, Czech Republic, European Union, Finland, Greece, Hungary Iceland, Ireland, Italy, Japan, Korea, Luxembourg, 
New Zealand, Poland, Portugal, the Slovak Republic, Slovenia, Spain, and Switzerland.
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The FP2030 partnership is 
committed to fostering sufficient and 
resilient funding for family planning, 
with countries increasingly able to 
sustainably finance their programs. 

FAMILY PLANNING 2030

Photo by Yagazie Emezi/Getty Images/
Images of Empowerment
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Domestic Government 
Expenditures

Domestic government expenditures reflect  
a government’s commitment to its family 
planning program and indicate the prospects 
for its long-term financial sustainability. 
Domestic expenditures are defined as all 
government expenditures that support family 
planning, including commodity purchases, 
demand creation campaigns, investments in 
training and research, and service delivery. 

This is our fourth year of reporting domestic 
expenditures at the country level, with the 
number of countries for which estimates are 
available increasing each year. This year’s table 
includes estimates for 59 countries, amounting 
to USD $1.6 billion in spending. These 59 
countries account for 90% of modern method 
users in all low income and lower-middle 
income countries. 

Each country estimate in the table is for the 
most recent available fiscal year, in most cases 
2019 or 2020. The expenditures reported come 
from three different sources: 

WHO/SHA. The World Health Organization 
(WHO) has been implementing data collection 
on health expenditures under the System of 
Health Accounts (SHA) 2011 for several years as 
part of a joint effort with the Organisation for 
Economic Co-operation and Development 
(OECD) and Eurostat. Government approved 

estimates are published on the WHO Global 
Health Expenditure Database. These data 
include directly measured expenditures, when 
available for 2019, or estimates based on trends 
from measurements in previous years. Estimates 
for 2019, included here, will be officially released 
in December 2021. 

FPSA (Family Planning Spending Assessment). 
Track20 has been collaborating with the Centre 
for Economic and Social Research (Nairobi, 
Kenya) to collect data on FP expenditures in 
low and middle-income countries using a 
modified version of health accounts that 
focuses strictly on family planning. These 
analyses collect information from the main 
funders and implementing organizations to 
describe sources and uses of funds. Results are 
disseminated to governments and other 
stakeholders. The FPSA methods were first 
tested in Kenya with 2017 data and have now 
been extended to other countries when there is 
no data from UNFPA/NIDI or WHO/SHA.  

UNFPA/NIDI. Between 2014 and 2020, UNFPA 
and NIDI (Netherlands Interdisciplinary 
Demographic Institute) tracked domestic 
government expenditures for family planning. 
NIDI worked with national UNFPA offices to 
engage local consultants to review records and 
interview government officials, with results 
checked for completeness and quality by NIDI. 
Final results were approved for release by the 
organizations contributing data and, in most 
cases, by appropriate government agencies. 

https://apps.who.int/nha/database
https://apps.who.int/nha/database


32

FAMILY PLANNING 2030

FINANCE32

FAMILY PLANNING 2030

TABLE 2

Domestic government expenditures  
on family planning

COUNTRY ESTIMATE YEAR SOURCE

Afghanistan $995,876 2019 NIDI/UNFPA

Bangladesh $230,200,000 2020 FPSA

Benin $2,201,743 2020 FPSA

Bhutan $1,607,141 2018 WHO/SHA

Bolivia $4,236,335 2018 NIDI/UNFPA

Burkina Faso $1,889,101 2019 WHO/SHA

Burundi $2,502,913 2020 FPSA

Cameroon $135,702 2019 FPSA

Central African Republic $231,243 2019 WHO/SHA

Chad $4,013,810 2020 FPSA

Comoros $4,050,174 2019 WHO/SHA

Congo $4,155,020 2019 WHO/SHA

Côte d'Ivoire $44,564,793 2019 WHO/SHA

DR Congo $9,894,513 2020 FPSA

Djibouti $34,311 2016 NIDI/UNFPA

Egypt $8,605,751 2018 NIDI/UNFPA

Ethiopia $11,450,088 2019 WHO/SHA

Gambia $182,951 2019 NIDI/UNFPA

Ghana $26,170 2018 NIDI/UNFPA

Guinea $2,229,808 2019 WHO/SHA

Guinea-Bissau $31,586 2016 NIDI/UNFPA

Haiti $121,953 2018 WHO/SHA

Honduras $2,469,404 2016 NIDI/UNFPA

India $314,163,648 2019 NIDI/UNFPA

Indonesia $362,054,841 2019 NIDI/UNFPA

Kenya $34,450,000 2020 FPSA

Kyrgyz Republic $2,903,747 2018 NIDI/UNFPA

Lao PDR $1,051,938 2018 NIDI/UNFPA

Lesotho $1,707,490 2020 FPSA

Liberia $5,498,935 2019 WHO/SHA
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COUNTRY ESTIMATE YEAR SOURCE

Madagascar $1,569,686 2020 FPSA

Malawi $3,281,256 2020 FPSA

Mali $5,132,920 2020 NIDI/UNFPA

Mauritania $2,432,139 2019 WHO/SHA

Mozambique $4,113,395 2019 FPSA

Myanmar $6,217,817 2020 FPSA

Nepal $2,128,874 2018 WHO/SHA

Nicaragua $1,088,820 2018 NIDI/UNFPA

Niger $12,410,376 2019 WHO/SHA

Nigeria $18,199,824 2019 FPSA*

Pakistan $119,018,929 2019 NIDI/UNFPA

Papua New Guinea $156,754 2018 NIDI/UNFPA

Philippines $263,538,203 2020 FPSA

Sao Tome and Principe $1,662,103 2019 WHO/SHA

Senegal $1,624,964 2019 WHO/SHA

Sierra Leone $169,331 2019 FPSA

Somalia $12,000 2019 NIDI/UNFPA

South Sudan $1,245 2018 NIDI/UNFPA

Sri Lanka $13,590,842 2020 FPSA

Sudan Data under review

Tajikistan $3,430,056 2018 WHO/SHA

Tanzania $46,589,486 2019 WHO/SHA

Timor-Leste $523,303 2019 NIDI/UNFPA

Togo $1,243,559 2019 WHO/SHA

Uganda $5,039,889 2019 NIDI/UNFPA

Uzbekistan $9,441,596 2019 NIDI/UNFPA

Viet Nam $8,540,752 2018 NIDI/UNFPA

Zambia $6,320,543 2019 WHO/SHA

Zimbabwe $5,507,559 2020 FPSA

Notes:

FPSA: Family Planning 
Spending Assessment

NCM: National Consensus 
Meeting

NIDI/UNFPA: Netherlands 
Interdisciplinary 
Demographic Institute/
United Nations Population 
Fund

WHO/SHA: World Health 
Organization System of 
Health Accounts
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Total Expenditures  
on Family Planning

Total spending on family planning is comprised 
of three main segments: domestic government 
expenditures, international donor contributions, 
and out-of-pocket spending by consumers who 
access services in the private sector or pay fees 
for public sector services.

Total expenditures in 2019, the most recent  
year for which most domestic government 
expenditures are available, are estimated at 
US$4.3 billion across all low income and lower-
middle income countries. International donors 
contributed an estimated 45%, domestic 
governments 41%, and consumers 14%. 

The 2019 estimate for total expenditures is  
7% lower than the estimate for 2018. Estimated 
expenditures by domestic governments rose by 
11% and expenditures by international donors 
and consumers fell by about 15%. It is not clear 
whether these represent real changes or simply 
new estimates based on better data. Trends 
over time are only reliable for international 
donor contributions, which have been tracked 
and analyzed using the same methodology  
for many years. Methods to estimate the other 
segments are continuing to improve and 
domestic data are becoming available for  
more countries each year.

The distribution of expenditures by type varies 
significantly across countries. Programs in  
some countries are very donor dependent, 
while others are largely funded by national 
governments or consumers. Among the nine 
countries profiled in the 2019 Progress Report, 
the proportion of spending coming from the 
national government ranged from just 7% in 
Mozambique to 72% in Bangladesh. Donors 
accounted for less than one percent of 
spending on family planning in Indonesia, but  
as much as 72% in Mozambique. Out-of-pocket 
expenditures ranged from 5% in Kenya to 55% 
in Cameroon. 

Data for each segment are collected and 
reviewed by the Family Planning Expenditures 
Expert Advisory Group, which provides 

guidance on combining the available 
information into a single estimate.

Domestic Government Expenditures. As 
described in the previous section, these are  
now available for 59 of the 82 low and lower-
middle income countries. The total for reporting 
countries is US$1.6 billion, representing 90%  
of all modern method users in low and lower-
middle income countries. Adjusting for the 
missing countries raises the estimated domestic 
government expenditures to US$1.76 billion. 

International Donor Contributions. Financial 
contributions from international donors are 
tracked by several organizations, each using 
different methodologies.

Note: Figures based on analysis by 
Track20 and the Expert Advisory 
Group on International Family 
Planning Expenditures.

FIGURE 8

Distribution of family 
planning expenditures 
in low- and lower 
middle-income 
countries by source  
of funds, 2019

Total

US $4.3  
Billion

Out-of-Pocket

14%

International 
Donors

45%

Domestic 
Governments

41%
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• KFF tracks bilateral disbursements for 
family planning by interviewing each of the 
top 10 donor countries and using the OECD 
CRS database for all others (see above). For 
2019 they reported donor funding of US$1.5 
billion, the same as for 2018. While 2020 
donor disbursements for family planning are 
available elsewhere in this report, the 2019 
estimate for donors is used here to match 
with the 2018 estimates for domestic 
expenditures and out-of-pocket spending. 

• The Institute for Health Metrics Evaluation 
(IHME) collects data from a number of 
sources, including the OECD-DAC CRS,  
the World Bank, regional development 
banks, USAID-financed NGOs, and UN 
agencies. Key word searches of project 
descriptions are used to distinguish family 
planning funding from other types of Donor 
Assistance for Health (DAH). Estimates 
include funding from bilateral donors as well 
as foundations and NGOs. For 2019, IMHE 
estimates donor disbursements at US$1.1 
billion. This includes US$144 million from 
foundations and NGOs that is not included 
in the KFF estimate. 

• The Bill & Melinda Gates Foundation  
reports expenditures directly to FP2030; 
the amount reported in 2019 was US$249 
million. Combining that figure with the  
KFF estimate of US$1.5 billion for bilateral 
donors and with the IHME estimates for 
other foundations, NGOs, and other 
organizations (US$144 million), total donor 
contributions for family planning come to 
US$1.9 billion in 2019.

Out-of-Pocket Spending. The Reproductive 
Health Supplies Coalition and Avenir Health 
estimate out-of-pocket (OOP) expenditures  
on family planning as part of their Landscape  
& Projection of Reproductive Health Supply 
Needs (LEAP) analysis. Estimates are produced 
separately for married and unmarried 
contraceptive users, using information on the 
number of modern method users (from Track20 
and the UN Population Division), method mix, 
price points, and the percentage of users 
getting their services from the private sector 
(from DHS, MICS, and other national surveys). 
Total out-of-pocket expenditures in 2019 are 
estimated at US$608 million in all low and 
lower-middle income countries and US$3.16 
billion in all low and middle income countries. 

The distribution of family planning 
expenditures varies significantly 
across countries. Programs in some 
countries are very donor dependent, 
while others are largely funded by 
national governments or consumers.

https://leap.rhsupplies.org/#/contraception
https://leap.rhsupplies.org/#/contraception
https://leap.rhsupplies.org/#/contraception
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Introduction

FP2030 and partners have been tracking the 
impact of COVID-19 on family planning since the 
onset of the pandemic. In last year’s report, we 
highlighted the immense efforts by the global 
family planning community to keep products 
available and programs operating despite the 
disruptions caused by the pandemic. That 
report also included a preliminary look at the 
very early data available on supply chains, 
service volumes, and user behavior. 

For this report, almost a year later, we again 
turn to the available data for insight into the 
impact of COVID-19 on family planning. Our 
inquiries are shaped around four questions:

• Did the pandemic result in delays and 
disruptions in contraceptive manufacturing, 
shipping, and supply chains? 

• Did pandemic shutdowns result in service 
disruptions in the public and private sector? 

• Have there been changes in contraceptive 
use due to the pandemic? Discontinuation, 
method switching, declines or increases in 
contraceptive use? 

• How have economic impacts of the 
pandemic affected family planning 
financing? 

As with last year’s report, the findings here 
should be understood as preliminary and 
piecemeal. The data and analyses that follow 
are largely limited to what can be gleaned from 
commodity tracking reports and from service 
statistics and surveys in a handful of countries. 

Did the pandemic result in delays 
and disruptions in contraceptive 
manufacturing, shipping, and 
supply chains? 

To answer this question, we looked to the  
2021 Family Planning Market Report10 from  
the Clinton Health Access Initiative and the 
Reproductive Health Supplies Coalition, which 
analyzes trends through 2020. The report uses 
shipment data from 17 leading manufacturers  
of contraceptives and examines public-sector 
procurement by USAID, UNFPA, social 
marketing organizations, Ministries of Health, 
and other government-affiliated procurers in 
the 69 FP2020 focus countries. (The scope of 

the report will be adjusted in future years to 
reflect the new FP2030 architecture.) 

Couple years of protection11 (CYPs) shipped 
remained largely stable—from 112 million CYPs 
shipped in 2019 to 111 million CYPS shipped in 
2020—but short-term methods represented a 
relatively greater proportion of the CYP mix in 
2020 than in 2019. Nevertheless, LARCs 
(implants and IUDs) continued to comprise the 
majority of CYPs shipped to the public sector 
market in 2020. 

Both UNFPA and USAID reported an increase  
in spending on contraceptive procurement in 
2020. UNFPA’s total expenditure increased by  
5 percent from 2019 to 2020 to reach a total  
of US$170 million, the highest level in five  
years. To minimize the impact of COVID-19  
disruptions, UNFPA worked with governments 
to underscore the essential nature of 
contraceptives and to advocate for policies  
to help bring contraceptive manufacturers 
back online. 

USAID worked to minimize the impact of 
COVID-19 on contraceptive procurement  
by leveraging virtual formats and staff on  
the ground where possible, and by using 
distribution centers to alleviate production 
disruptions. USAID’s spending on contraceptive 
procurement in FY2020, excluding male and 
female condoms, was US$45 million, up 20 
percent from FY2019. 

The data suggest that initial concerns over the 
production and procurement of contraceptives 
were overcome by manufacturers and the 
two largest procurers of contraceptives.  
Despite pandemic disruptions, the leading 
manufacturers of contraceptives were able to 
manufacture and ship contraceptives at similar 
volumes to pre-pandemic levels. It’s important 
to note, however, that the Family Planning 
Market Report only reflects shipments; it does 

Despite pandemic disruptions,  
the leading manufacturers of 
contraceptives were able to 
manufacture and ship  
contraceptives at similar volumes  
to pre-pandemic levels.

http://progress.familyplanning2020.org/covid
https://www.rhsupplies.org/uploads/tx_rhscpublications/Family-Planning-Market-Report.pdf
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not assess supply chains or whether products 
were available at service facilities. Disruptions in 
shipping and supply chains could have resulted 
in delays in providers receiving and distributing 
supplies, and further work will be needed to 
assess impacts on availability of a full range of 
contraceptive methods.

Did pandemic shutdowns result in 
service disruptions in the public 
and private sector? 

Early in the pandemic it was recognized that 
lockdowns, clinic closures, diversion of health 
staff and resources, and supply chain issues all 
had the potential to cause severe disruptions in 
the delivery of family planning services. In April 
2020, the World Health Organization reported 
that two-thirds of the 103 countries surveyed 
had experienced initial disruptions to family 
planning and contraceptive services.

As described in last year’s report, FP2020 
countries and partners undertook a wide range 
of measures to ensure that contraception would 
continue to be available during the pandemic. 
For this year’s report, we consulted Track20 and 
Guttmacher for insights into what the data can 
tell us so far. It is essential to note that the 
following analyses are based on just a few 
countries; it will be impossible to know more 
until representative household survey data 

* Track20’s Estimated Modern Use (EMU) calculation utilizes Couple Years of Protection (CYPs) as a basis for estimating  
a population-based proportional indicator. EMU is useful for quickly converting service statistics into a measure of 
contraceptive use.

begin to come in from across a broad range  
of countries. 

TRACK20: SERVICE VOLUMES IN SELECT 
SUB-SAHARAN AFRICAN COUNTRIES

Routine data from health management 
information services (HMIS), which track family 
planning services provided by providers, are an 
important data source for assessing changes in 
service volume related to the pandemic. With  
a complete set of 12 months of data now 
available, we can study the impacts of COVID-19 
on service uptake over a full year. Initial 
concerns about disruptions to data systems  
and reporting rates of facilities were overcome, 
and data systems showed resilience in more 
than 30 FP2020 focus countries that worked  
with Track20. 

Using trend data from several years, Track20 
modeled the expected estimated modern users* 
in 2020 in six countries in sub-Saharan Africa, 
comparing it with the actual estimated modern 
users from HMIS service statistics data collected 
by facilities in those same countries in 2020. 
Contrary to earlier predictions, in four of the six 
countries the actual estimated users in 2020 
was higher than expected. In two countries the 
actual estimated use was slightly lower. In all six 
countries, much of the stability appears to be 
from implant insertions, which, despite being a 
provider-dependent method, continued the 
trend of steep growth in use.

From the onset of the pandemic, 
FP2030 countries and partners 
undertook a wide range of measures 
to ensure that contraception would 
continue to be available. 
Photo by Kate Holt, JHPIEGO/MCSP

http://track20.org/pages/data_analysis/in_depth/analysis/covid.php
http://track20.org/pages/data_analysis/in_depth/analysis/covid.php
http://track20.org/pages/data_analysis/in_depth/analysis/covid.php
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FIGURE 9

Expected versus Actual Estimated Modern Users  
in 2020, six countries
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GUTTMACHER: ADOLESCENT SERVICES 
IN ETHIOPIA AND UGANDA

The COVID-19 pandemic and its associated 
restrictions have raised concerns that 
adolescents could face reduced access to 
youth-friendly sexual and reproductive health 
services. To assess the possible impacts, the 
Guttmacher Institute collaborated with Addis 
Ababa University and the Makerere School of 
Public Health to review public and private 
service statistics in Ethiopia and Uganda. 

In Ethiopia, service statistics from the public 
sector and two largest private sector providers 
from March 2020 through the end of 2020 were 
analyzed.12 One private provider reported only a 
short-term impact on services and then a return 
to normal levels. The public sector and the other 
private provider revealed at least a short-term 
impact on adolescent sexual and reproductive 
health outcomes. Guttmacher estimates that 
the COVID-19 pandemic resulted in a 3.5% 
decline in the number of adolescents in  
Ethiopia receiving contraceptive care. 

In Uganda, public and private sector  
service statistics reveal that the disruptions 
 in adolescent access to family planning  
services were smaller and shorter than  
initially anticipated.13 Guttmacher found that  
a temporary dip in service visits during April 
2020 was followed by a return to previous 
levels, and even an increase in family planning 
visits among adolescents during the remainder 
of 2020. 

Have there been changes in 
contraceptive use due to the 
pandemic? Discontinuation, 
method switching, declines or 
increases in contraceptive use? 

At the onset of the pandemic, it was predicted 
that delays in manufacturing and shipments, 
disruptions to services, and fears about visiting 
healthcare facilities could restrict access  
and result in increased discontinuation and 
decreased uptake of contraception among 
women wanting to avoid a pregnancy, as well  
as switching to less effective methods. These 
impacts were expected to lead to negative 
health outcomes, including increases in the 
number of unintended pregnancies and 
resultant increases in unsafe abortions and 
maternal deaths. 

Very few data sources are yet available to 
assess contraceptive dynamics across the 
world, but the Performance Monitoring for 
Action (PMA) project has fielded household 
surveys in four countries during the pandemic 
(Burkina Faso and Kenya at a national level,  
DR Congo in Kinshasa, and Nigeria in Lagos).14,15  
In these settings, a panel of women who were 
interviewed before the pandemic in 2019 were 
interviewed a second time during the pandemic 
in 2020. This longitudinal data gives us a first 
glimpse into discontinuation, adoption, and 
switching of contraceptives in the midst of the 
COVID-19 pandemic. 

The results from the PMA surveys in Burkina 
Faso and Kenya indicate that most women did 
not change their contraceptive status, and 
those who did were more likely to adopt a 
method than to discontinue. Furthermore,  
most women who switched contraceptives  
were using methods that were as or more 
effective than the method they were using 
before the pandemic.  

The results from PMA surveys in 
Burkina Faso and Kenya indicate  
that most women did not change their 
contraceptive status, and were more 
likely to adopt a method than to 
discontinue. 
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These data are supported by additional analysis 
that suggests a marginal increase in the number 
of women in need of contraception. None of the 
PMA surveys in the four geographies found 
declines in contraceptive use in 2020 compared 
to surveys conducted before the pandemic. 

Nevertheless, the PMA authors urge caution:

How have economic impacts of  
the pandemic affected family 
planning financing? 

As noted in Section 3, the impact of the 
pandemic on domestic government 
expenditures and total expenditures for family 
planning is not yet reflected in the available 
fiscal data. On the donor side, some of the 
fallout from COVID is already seen in the 
funding reductions announced by the UK. In 
2019, for example, the UK was the largest 
funder of UNFPA Supplies; in 2021, as part of 
the response to COVID-19, the UK reduced its 
funding to UNFPA Supplies by 85 percent—a 
substantial cut that is not yet reflected in this 
report. Germany, on the other hand, more than 
doubled its core contribution to UNFPA in 2020, 
mostly in support of UNFPA’s efforts to address 
the impacts of COVID-19, but it is unclear 
whether this elevated level of funding will 
continue. At this point the overall impact of 
COVID on donor funding for family planning 
remains uncertain.

“Although results from Kenya and 
Burkina Faso are encouraging, we  
warn against assumptions that women 
are protected from the future risk of 
unintended pregnancy, as our reported 
trends might not be sustainable 
throughout prolonged economic 
hardship and service disruption.  
As the health crisis turns into an 
economic crisis, we anticipate both  
the demand for contraception and 
supply of contraceptives will shift  
with decreasing levels of satisfied 
demand for contraception, resulting  
in increased unintended pregnancies.”16 

FIGURE 10
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As the authors of the 2021 CHAI/RHSC Family 
Planning Market Report observe:

Similarly, the impact of the pandemic on 
consumer spending for family planning is still 
unknown. PMA found substantial loss of 
household income in all four countries surveyed: 
in Burkina Faso 75% of women reported at least 
partial household income loss, as did more than 
90% of women in the other three geographies. 
Complete loss of household income ranged 
from 16% to 62%, and perhaps surprisingly, was 
not concentrated in lower wealth groups 
(except in Lagos). If these findings are indicative 
of broader trends across low income and 
lower-middle income countries, there could be 
an impact on out-of-pocket expenditures for 
family planning. 

In summary, the relative stability of family 
planning financing as reported to date—in terms 
of donor funding, domestic allocations, and 
consumer spending—should not be interpreted 
as a harbinger of the immediate future. The 
impacts of COVID on government bottom lines 
are yet to show up in the data, as is the effect 
on out-of-pocket spending. These trends will 
need to be watched closely so that the global 
family planning community can take steps to 
ensure that commodities continue to be funded 
and services continue to be delivered to all who 
want them.

Conclusion

In the early days of the COVID-19 pandemic, 
family planning advocates and providers 
warned of the possible impact on the 
availability of contraceptives and services. The 
available data are still limited, but consistently 
indicate that the disruptions and shutdowns of 
the pandemic have had less impact on women’s 
sexual and reproductive health than initially 
expected. Providers seem to have responded to 
the challenge of delivering services, and the 
demand for contraception has continued to 
grow. As the economic and social repercussions 
of the prolonged pandemic continue to ripple 
across the globe, however, these promising 
findings should be viewed with caution, and 
impacts should continue to be assessed as more 
data become available. 

“Stakeholders indicated that the SRH 
community was able to weather the 
COVID-19 pandemic in 2020 in part 
due to previous funding commitments 
that had been made in 2019. The  
SRH community entered 2020 with 
substantial funding already committed 
to product orders; however, the 
announcement of notable cuts to  
SRH commodity funding in early  
2021 has now generated a heightened 
level of uncertainty with regards to 
procurement funding.”17 
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Even in the midst of  
a global pandemic, 
contraception is a critical 
health service that 
hundreds of millions  
of women and their 
partners rely on.

Photo by Yagazie Emezi/Getty Images/
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SECTION 5

Additional 
Resources



45

MEASUREMENT REPORT 2021

ADDITIONAL RESOURCES 45

The FP2030 measurement framework includes 
more than 20 total indicators. Seventeen are 
from the original FP2020 Core Indicators, 
including Modern Contraceptive Prevalence, 
Unmet Need, Demand Satisfied, and Method 
Mix. There are also several new indicators,  
such as Traditional Contraceptive Method 
Prevalence, Source of Method, Method 
Information Index Plus, and Percent of Births 
that are Unintended, which build on the work 
of FP2020 measurement agenda. 

As with the FP2020 Core Indicators, some 
indicators are annually modeled while others 
are based on most recent surveys. Additionally, 
some indicators are disaggregated by wealth 
quintile, such as the indicators for family 
planning counseling and decision making.  
Read the full measurement framework for  
more details on the definition, calculation, 
disaggregation, and source for each indicator. 

The full data set for all indicators is available for 
download here. This file contains estimates for 
all the FP2030 indicators as listed in the 
measurement framework. For the 2021 report, 
data are reported for years 2012 to 2021. The 
modeled estimates for Modern Contraceptive 
Prevalence, Traditional Contraceptive 
Prevalence,18 Unmet Need, and Demand 
Satisfied are disaggregated by married women 
and unmarried women. The FP2030 Data Hub 
offers more interactive and country specific 
resources, and the FP2030 Data Dashboard 
will be updated to highlight key indicators  
from the measurement framework and data  
on family planning financing. Additionally, the 
Data Hub will feature country data pages for  
all low income and lower-middle income 
countries, based on the World Bank 
classifications as of 2020. 

In 2018, FP2020 began reporting a set of 
supplemental adolescent and youth sexual  
and reproductive health (AYSRH) indicators  

on demographics, key life events, and 
contraceptive practices among adolescents 
and youths. To improve AYSRH measurement 
and encourage countries and data partners to 
review adolescent and youth data beyond the 
adolescent birth rate, these indicators were 
formalized as part of the FP2030 measurement 
framework, and will be included in the annual 
FP2030 Measurement Report. The complete 
data file of AYSRH indicators is available for 
download here. These supplemental indicators 
will be aggregated from various sources, 
including DHS, MICS, and PMA. 

The FP2030 Data Hub also includes an 
interactive data app to visualize the adolescent 
and youth data file. The Adolescent and Youth 
Data App profile page features individual 
country data on adolescents and youth 
populations, key life events, prevalence of 
sexual activity, modern contraceptive method 
prevalence, traditional contraceptive method 
prevalence, unmet need, and condom use.  
The adolescent and youth population includes 
young adolescents (10–14), older adolescents 
(15–19), older youth (20–24), and youth (15–24). 
The main benefit of this data app is the ability 
to download graphics that illustrate key data 
points from the AYSRH data file. 

The FP2030 Data Hub offers the  
full data set for all indicators along 
with more interactive and country-
specific resources.

https://fp2030.org/sites/default/files/Data-Hub/Draft-Measurement-Framework_2021.09.01.pdf
https://fp2030.org/data-hub/progress
https://fp2030.org/data-hub/progress
https://fp2030.org/data-dashboard
https://fp2030.org/data-hub/progress
https://fp2030.org/data-hub/progress
https://shizafarid.shinyapps.io/FP2030AYData/?_ga=2.164179004.2023882478.1619628352-1774360836.1619628352
https://shizafarid.shinyapps.io/FP2030AYData/?_ga=2.164179004.2023882478.1619628352-1774360836.1619628352
https://www.fp2030.org/data-hub
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APPENDIX

TABLE 3

Countries included in the Regional Profiles 
(Section 2)

REGION SUB-REGION COUNTRY

Africa

Northern Africa
Alegria, Egypt, Libya, Morocco, Sudan, Tunisia,  
Western Sahara

Eastern Africa

Burundi, Comoros, Djibouti, Eritrea, Ethiopia, Kenya, 
Madagascar, Malawi, Mauritius, Mayotte, Mozambique, 
Réunion, Rwanda, Seychelles, Somalia, South Sudan, 
Uganda, United Republic of Tanzania, Zambia, 
Zimbabwe

Middle Africa
Angola, Cameroon, Central African Republic, Chad, 
Congo, Democratic Republic of the Congo, Equatorial 
Guinea, Gabon, Sao Tome and Principe

Southern Africa Botswana, Eswatini, Lesotho, Namibia, South Africa

Western Africa

Benin, Burkina Faso, Cabo Verde, Côte d’Ivoire,  
Gambia, Ghana, Guinea, Guinea-Bissau, Liberia, Mali, 
Mauritania, Niger, Nigeria, Saint Helena, Senegal,  
Sierra Leone, Togo

Asia and the Pacific 
(excluding Australia  
and New Zealand)

Central Asia
Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan, 
Uzbekistan

Eastern Asia
China, Hong Kong, Macao, Democratic People’s 
Republic of Korea, Japan, Mongolia, Republic of Korea

South-Eastern Asia
Brunei. Cambodia, Indonesia, Lao People’s Democratic 
Republic, Malaysia, Myanmar, Philippines, Singapore, 
Thailand, Timor-Leste, Viet Nam

Southern Asia
Afghanistan, Bangladesh, Bhutan, India, Iran, Maldives, 
Nepal, Pakistan, Sri Lanka

Western Asia

Armenia, Azerbaijan, Bahrain, Cyprus, Georgia, Iraq, 
Israel, Jordan, Kuwait, Lebanon, Oman, Qatar, Saudi 
Arabia, State of Palestine, Syrian Arab Republic, Turkey, 
United Arab Emirates, Yemen

Oceania Melanesia, Micronesia, Polynesia

Latin America and  
the Caribbean

Caribbean

Anguilla, Antigua and Barbuda, Aruba, Bahamas, 
Barbados, Bonaire, Sint Eustatius and Saba, British 
Virgin Islands, Cayman Islands, Cuba, Curaçao, 
Dominica, Dominican Republic, Grenada, Guadeloupe, 
Haiti, Jamaica, Martinique, Montserrat, Puerto Rico, 
Saint Barthelemy, Saint Kitts and Nevis, Saint Lucia, 
Saint Martin, Saint Vincent and the Grenadines,  
Trinidad and Tobago, Turks and Caicos Islands, U.S. 
Virgin Islands

Central America
Belize, Costa Rica, El Salvador, Guatemala, Honduras, 
Mexico, Nicaragua, Panama

South America

Argentina, Bolivia, Bouvet Island, Brazil, Chile, 
Colombia, Ecuador, Falkland Islands, French Guiana, 
Guyana, Paraguay, Peru, South Georgia and the South 
Sandwich Islands, Suriname, Uruguay, Venezuela
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ENDNOTES

1 This includes Angola and South Africa, which made FP2020 commitments but were not included in the 69 
lowest-income countries.

2 This includes all available DHS since 2005 where both age at first sex and marriage data were available. 
Estimates for median age at first sex and marriage were calculated for women aged 25–29 at the time of 
the survey.

3 Angola, Benin, Burkina Faso, Burundi, Cabo Verde, Cameroon, Central African Republic, Chad, Congo, Côte 
D'Ivoire, Democratic Republic of the Congo, Egypt, Equatorial Guinea, Eritrea, Eswatini, Ethiopia, Gabon, 
Gambia, Ghana, Guinea, Guinea-Bissau, Kenya, Lesotho, Liberia, Libya, Madagascar, Malawi, Mali, Mauritius, 
Mauritania, Morocco, Mozambique, Namibia, Niger, Nigeria, Rwanda, Sao Tome and Principe, Senegal, Sierra 
Leone, South Africa, , Sudan, Togo, Tunisia, Uganda, United Republic of Tanzania, Zambia, and Zimbabwe. 
Sample restricted to married women.

4 Afghanistan, Azerbaijan, Bangladesh, Bhutan, Cambodia, China, Hong Kong, Democratic People's Republic 
of Korea, India, Indonesia, Iran, Iraq, Japan, Jordan, Kazakhstan, Kiribati, Kyrgyzstan, Lao People's 
Democratic Republic, Malaysia, Maldives, Mongolia, Myanmar, Nepal, New Zealand, Pakistan, Papua New 
Guinea, Philippines, Republic of Korea, Samoa, Saudi Arabia, Solomon Islands, Sri Lanka, State of Palestine, 
Tajikistan, Thailand, Timor-Leste, Tonga, Turkmenistan, Vanuatu, Viet Nam, and Yemen. Sample restricted to 
ever-married and married women.

5 Argentina, Barbados, Belize, Bolivia, Brazil, Chile, Colombia, Costa Rica, Cuba, Dominican Republic, El 
Salvador, Guatemala, Guyana, Haiti, Honduras, Mexico, Nicaragua, Panama, Paraguay, Peru, Saint Lucia, 
Suriname, Trinidad and Tobago, Uruguay, and Venezuela. Sample restricted to married women. 

6 Direct communication, UK Foreign, Commonwealth & Development Office (FCDO). November 2021.
7 At this time, it is unclear whether future core contributions from Germany will continue at the  

2020 amount.
8 In 2016, US contributions to UNFPA totaled US$69 million, including US$30.7 million in core resources and 

an additional US$38.3 million in non-core resources for other project activities. (See KFF’s “UNFPA Funding 
& Kemp-Kasten: An Explainer.”)

9 Direct communication, UNFPA, October 2021.
10 2021 CHAI/RHSC Family Planning Market Report.
11 Couple Years of Protection (CYP) is the estimated protection provided by contraceptive methods during a 

one-year period. For example, 120 condoms provide a couple protection for one year. Shipment volumes 
are translated to CYPs shipped by dividing shipment volumes by each method’s corresponding CYP factor. 
The conversion factors are listed in Appendix C of the 2021 Family Planning Market Report. These CYPs are 
referred to as CYPs shipped to indicate that these are commodities that are manufactured and shipped to 
different procurers, as opposed to CYPs as traditionally defined as commodities and services distributed  
to clients.

12 Seme A et al., Impact of the COVID-19 Pandemic on Adolescent Sexual and Reproductive Health in 
Ethiopia, New York: Guttmacher Institute, 2021, https://www.guttmacher.org/ report/impact-covid-19-on-
adolescent-srh-ethiopia. https://doi.org/10.1363/2021.33198.

13 Makumbi F et al., Access to Contraceptive Services Among Adolescents in Uganda During the COVID-19 
Pandemic, New York: Guttmacher Institute, 2021, https://www.guttmacher.org/report/impact-covid-19-on-
adolescent-srh-uganda.https://doi.org/10.1363/2021.33206.

14 Wood, Shannon, Celia Karp, Funmilola OlaOlorun, Akilimali Z. Pierre, Georges Guiella, Peter Gichangi, 
Linnea A. Zimmerman, Philip Anglewicz, Elizabeth Larson, Caroline Moreau (2021). Trends in the need for 
and use of contraception before and during COVID-19 in four sub-Saharan African geographies: results 
from population-based national or regional cohort surveys.  The Lancet- Global Health 9(6):e793–801.

15 Karp, Celia, Shannon Wood, Funmilola OlaOlorun, Pierre Akilimali, Georges Guiella, Peter Gichangi, Linnea 
A. Zimmerman, Philip Anglewicz, Elizabeth Larson, Caroline Moreau (2021).  Contraceptive dynamics  
during COVID-19 in sub-Saharan Africa: Longitudinal evidence from Burkina Faso and Kenya. BMJ Sexual & 
Reproductive Health.  Published Online First: 12 February 2021. doi: 10.1136/bmjsrh-2020-200944. 

16 Wood et al., 2021.
17 2021 CHAI/RHSC Family Planning Market Report.
18 Only reported for countries where prevalence of traditional methods use among married women is 5%  

or higher.

https://www.guttmacher.org/sites/default/files/report_pdf/impact-covid-19-on-adolescent-srh-ethiopia.pdf
https://www.guttmacher.org/sites/default/files/report_pdf/impact-covid-19-on-adolescent-srh-ethiopia.pdf
https://www.guttmacher.org/sites/default/files/report_pdf/impact-covid-19-on-adolescent-srh-uganda.pdf
https://www.guttmacher.org/sites/default/files/report_pdf/impact-covid-19-on-adolescent-srh-uganda.pdf
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