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Introduction 

In the prevailing global health discourse, family planning is portrayed as an unambiguous good: 

a cost-effective intervention that can yield improvements in everything from HIV/AIDS to 

sanitation to marine resources, with virtually no downside1,2,.  Arguments for the widespread 

promotion of family planning include benefits to the health of the user herself3,4 and her 

offspring4,5, micro and macroeconomic gains6,7, environmental advantages8,9, as well as 

improvements to women’s rights and empowerment10,11.  Given these myriad benefits and few 

stated drawbacks, the family planning community has promoted contraception as something of a 

panacea to the multi-dimensional challenges of poverty, climate change, and women’s 

subjugation.  For family planning advocates, practitioners, providers, and researchers, then, the 

main challenge has been to reduce the barriers to care, and to encourage as many women as 

possible to take up an effective method.  In addition to all of the good that family planning can 

do, however, it is worth remembering that fertility control can be deployed toward harmful ends, 

too.  Rather than being an emancipatory project for all women since its inception, family 

planning has been intertwined with a range of efforts to limit population and to decide what kind 

of people should see their fertility restricted, from Eugenics to population control12–17.   

The 1994 International Conference on Population and Development in Cairo was the well-known 

reckoning, where feminists and women from around the world organized and demanded an end 

to target-driven and coercive family planning programs geared towards population control.  In 

their place, the Cairo Programme of Action calls for a broad understanding of sexual and 

reproductive health that emphasizes the four pillars of health, rights, access and quality within 

family planning programs18.  In many ways, however, the post-Cairo shift has been much more 

successful rhetorically than substantively.  While the language we use to talk about family 
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planning has changed dramatically in the years since ICPD, changes to how we conceptualize, 

implement and evaluate family planning programs have been far less complete.  The field has 

fully embraced ICPD’s language of rights and empowerment to promote contraceptive programs, 

but it is harder to change systems than it is to change language.  Many of the structures, 

institutions and other systemic legacies of the population control movement have been only 

partially dismantled. It is important to emphasize that this is not due to ill intent, but rather 

because the ways that systems and structures perpetuate ideology can often be invisible and very 

difficult to change.    

The continued preoccupation with fertility reduction and contraceptive uptake in global family 

planning is evident tin the types of targets and measurements the field is using.  Family Planning 

2020 set a worldwide goal of 120 million new users of modern contraception in the eight years 

between its 2012 founding and its end date in the year 202019.  Smaller, regional goals have since 

also been set, like within the Ouagadougou Partnership, which set a goal of 2.2  million new 

users within its nine francophone West African member countries20.  Concerns that 

“uncontrolled population growth will hinder the attainment of development”21 and that 

“[P]opulation growth at the pace found in high-fertility African countries…undermines any 

plausible strategy to lift people out of poverty through economic development”9 abound in the 

family planning literature.   

A key difference between these arguments and their predecessors from the population control era 

is that these contemporary arguments are careful to assert that the goals of fertility reduction be 

pursued only through voluntary, rights-based approaches to family planning22.  The FP2020 

target of “120 in 20,” for example, is proposed only “in the context of voluntary family planning 

and quality of care”19.  Indeed, the contemporary family planning movement has devoted an 
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admirable amount of attention to the question of quality, from Judith Bruce’s famous 1990 

framework on quality of care, to more recent frameworks explicitly for the provision of 

voluntary, rights-based family planning23,24.  Tellingly, however, many of the arguments for 

improving quality of care conclude that improved quality leads to increases in contraceptive 

uptake and fertility reduction, which still remain the ultimate goals of even an idealized, high-

quality family planning program25–27.    

The Role of Measurement  

One of the key mechanisms through which the intellectual history of population control still 

asserts itself on our contemporary approach to family planning is through measurement.  Though 

there are countless approaches to measuring family planning, with novel measures being almost 

continuously introduced, the most widely measured indicators in global family planning are: 1) 

the total fertility rate (TFR); 2) the contraceptive prevalence rate (CPR); and 3) unmet need for 

contraception (unmet need).  These three measures are population-based, and thus are 

ascertained from population-based, nationally representative surveys such as the Demographic 

and Health Surveys (DHS).  These indicators have the advantage of being routinely measured 

without the need for a dedicated study to be mounted.  In the absence of more in-depth 

information, we routinely summarize TFR, CPR and unmet need in a given setting to paint a 

picture of the overall family planning context.  And yet, none of these indicators (nor any other 

population-based indicators for family planning) is a measure of health, quality, access, or rights.  

In fact, most (if not all) of the commonly measured indicators were created to monitor and 

promote fertility reduction during the population control era, and have been little changed in the 

intervening decades.  
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Even many of our novel indicators tend to be tweaks to and reformulations of these concepts, 

rather than radical reconceptualizations28,29. This is seldom, but sometimes, acknowledged in the 

family planning literature.  For example, a recent reported from the Guttmacher Institute called 

for the creation of “[a]n indicator reflective of respectful care and human rights in provision of 

SRH information and services” but called such an indicator “aspirational,” while the FP2020 

team called this type of measurement part of an “unfinished agenda”19,30.   

This paper proposes a conceptual grounding and measurement strategy for a novel population-

based indicator of contraceptive autonomy, that operationalizes a patient-centered approach to 

family planning outcomes.  Dividing contraceptive autonomy into the subdomains of free choice, 

full choice and informed choice11,  this paper discusses some of the challenges and opportunities 

in this new approach to contraceptive measurement.   

The lack of a women-centered population-based indicator for family planning is not just an 

academic question, of concern to researchers alone.  Rather, these types of indicators have taken 

on an increasingly important role in priority setting and program evaluation in global health, and 

can be critically important to which types of programs get funded, renewed and promoted. . With 

measurement such an important part of priority setting, only by defining autonomy and 

continually monitoring it, can we affirm the values of rights-based and patient-centered care in 

our family planning programs.  
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