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Conceptions and Measurement of Contraceptive Autonomy 

 

ABSTRACT: 

 

This dissertation uses mixed methods to understand women’s perspectives on 

contraceptive access and provision, and to create and test a new population-based quantitative 

indicator that measures various dimensions of autonomy in family planning.   

The introduction to the dissertation charts the intellectual history of the contemporary 

family planning movement to elucidate how we arrived at the present moment with the existing 

tools in our measurement toolbox.   

The first paper develops a novel concept called “contraceptive autonomy,” which is 

defined as the various factors are necessary for a woman to decide for herself what she wants as 

it relates to contraceptive use, and then to realize that decision.  This paper then proposes an 

algorithm to operationalize the measure of the three subdomains of contraceptive autonomy (free 

choice, full choice and informed choice) into two population-based indicators: the stand-alone 

autonomy score and the autonomy-adjusted contraceptive prevalence rate.   

The second paper uses qualitative methods to explore women’s subjective experiences 

with barriers to contraceptive autonomy in a sub-Saharan African country.  The analysis is based 

on 49 in-depth interviews with women of reproductive age and 3 key-informant interviews with 

health system administrators.  Findings include a spectrum of coercive experiences ranging from 

the subtle to the overt, as well as the importance of systemic and structural causes of 

contraceptive coercion. 
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The final paper is an analysis of quantitative data collected from household surveys in 

rural Burkina Faso to generate a proof-of-concept of the contraceptive autonomy algorithm.  This 

analysis tests and applies the concepts and methods described in Paper 1 to a random sample of 

women ages 15-49 (n=2654).  Findings show that lack of informed choice is the largest 

contributor to contraceptive non-autonomy in this setting.  Logistic regression models show that 

predictors of contraceptive autonomy in this setting include education, nulliparity, and being 

married.   

By creating new tools that can be used by those who implement, and evaluate 

contraceptive programs to better gauge the extent to which these programs respect women’s 

autonomy, as well as furnish an improved understanding what the major barriers to autonomy 

are, the ultimate goal of this dissertation is to contribute to an improved respect for women’s 

choices within global family planning programs. 
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Introduction 

In 1996, two years after the historic International Conference on Population and Development 

(ICPD) was held in Cairo, Egypt, sociologists Dennis Hodgson and Susan Watkins presented a 

paper to the annual meeting of the Population Association of America entitled “Population 

Controllers and Feminists: Strange Bedmates at Cairo?”1  Hodgson and Watkins were referring 

to the alliance that had been forged at the conference between women’s health advocates and 

proponents of fertility control on the basis of a shared interest in expanding access to 

contraception1.  Improved access to family planning was a goal high on the agenda for both 

groups, though their motivations for doing so varied considerably: the feminists sought to expand 

women’s autonomy over their bodies, while the population controllers sought to engineer a range 

of social and economic outcomes by decreasing total fertility in what was then called the Third 

World2,3.   

And yet, despite these disparate starting points, these two camps might not seem like such 

“strange bedmates” anymore.  The common cause of expanding access to contraception has so 

thoroughly united these groups that it is no longer easy to disentangle them.  With the term 

“population control” essentially verboten in the post-Cairo world, virtually all family planning 

organizations use the rhetoric of women’s empowerment and reproductive health to describe 

their programs. Nevertheless, elements of population control ideology pervade today’s family 

planning programs, with fertility reduction and high contraceptive uptake still the key goals of 

many contemporary global family planning projects4–9. 

The goal of this dissertation is to explore the ways that the ideology of fertility reduction 

permeates the design and evaluation of contemporary family planning projects now, 25 years 

after ICPD brought these “strange bedmates” together, and the impact of this on women’s ability 



2 

 

to exercise autonomy.  A specific focus will be placed on modes of measurement and how we 

can design new measures that better assess and promote a woman-centered and rights-based 

approach to contraceptive care.  Using both qualitative and quantitative methods, this dissertation 

explores various dimensions of autonomy and coercion in sub-Saharan Africa, and develops new 

theories about how and why adverse experiences with contraceptive coercion manifest, and 

proposes and tests a methodology for a novel population-based indicator that measures 

contraceptive autonomy, defined here as the factors that need to be in place for a women to 

decide for herself wants as it pertains to contraception, and then to realize that decision.   

An abridged genealogy of the family planning movement 

An understanding of the intellectual history of family planning is essential to understanding how 

the “strange bedmates” met at Cairo, as well as the various historical theories and events that 

have informed the global family planning community today.  Throughout history, population size 

has been of concern to leaders and thinkers interested in how the number of people might affect 

the distribution of necessary goods, human health, and a community’s ability to thrive.  Western 

discussions of population size are often traced back to 1798, when Thomas Malthus wrote his 

Essay on the Principle of Population10,11. In this piece, Malthus proffered a simple argument: 

“Population, when unchecked increased in a geometrical ratio, and subsistence for man in an 

arithmetical ratio”3. The conclusion was that the human population would soon exceed the food 

supply, leading to “positive checks” to population, Malthus’ term for famine, pestilence, and 

other things that would kill off large groups of people.  A preacher firmly opposed to “vice” of 

all kinds (including interfering with the natural process of conception), Malthus proposed 

“negative checks” on population to avoid these catastrophes that included later marriage and 

“moral restraint.” 
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Malthus’ core argument about overpopulation depleting Earth’s resources has been remarkably 

resilient, repurposed by generations of doomsayers, predicting evolving forms of oblivion based 

on the social anxieties of the day, from12–15.  Generations of prominent social theorists, ranging 

from Karl Marx writing in the 19th century16, to Ester Boserup writing in the 20th17, to David 

Lam writing in the 21st10 have shown that human and ecological capacities for adaptation and 

innovation can enable food production and the management of other essential resources to keep 

pace with (and even exceed) growing human need18.  Perhaps the greatest refutation of 

Malthusian thinking is that, over 220 years after his prophecy and despite continued and 

accelerated population growth, no such catastrophe has befallen humanity15.  And yet, 

Malthusian arguments still hold a remarkable amount of sway in the public imagination, as 

exemplified by the displays of public hand-wringing every time a major population milestone is 

met (Revkin, 2014, for example).  

Malthus was among the earliest and most influential to propose modifying human sexual 

behavior and manipulating fertility to improve society, but he is certainly not alone.  As 

Darwin’s theories of evolution gained favor, the idea of aiding natural selection to produce a 

“better” human race emerged, an idea that became known as Eugenics19.  The Eugenics 

movement began in earnest in the early 20th century, with the first International Eugenics 

Conference held in London in 191220.  The Eugenics movement was highly influenced by 

Malthusian ideas21, but was distinct in key ways.  Rather than being concerned with the rate of 

reproduction in general, the Eugenics movement was far more concerned with who was 

reproducing.  And whereas Malthus opposed any artificial methods of contraception, the 

Eugenics movement embraced these methods wholeheartedly22.   
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Several strategies were proposed by eugenicists to improve the genetic makeup of the human 

population.  For example, so-called positive Eugenics encouraged high rates of reproduction 

among those deemed to possess desirable traits (White, intelligent, able-bodied, wealthy, etc.)23.  

But eugenicists also elaborated a theory of so-called negative Eugenics, based on the limitation 

of fertility (often coercive) of those considered by the movement unsuitable for parenthood. 

Often, this meant compulsory sterilization24, but also included the use of reversible contraceptive 

methods as they became available25,26.  

Eugenics, in its time, was considered by many to be a progressive theory that would limit 

unnecessary suffering by reducing the number of children born into poverty, and by eliminating 

mental and physical disabilities from the human population27.  Many people active in the 

progressive movements of the early 20th century were also avowed eugenicists28.  Margaret 

Sanger, widely considered the founder of the modern family planning movement19 was one such 

eugenicist.  Sanger’s involvement in the Eugenics movement has been enormously controversial, 

with critics arguing her position serves as proof that contraception was never intended to 

improve women’s health or rights, but rather to continue the Eugenics project, an argument that 

has been particularly popular among the anti-abortion community in the United States29–31 .  

Reproductive rights advocates, in turn, argue that Sanger was indeed concerned with women’s 

health, inspired primarily by her own mother who had 18 pregnancies and 11 live births in 22 

years, dying before age 5032–34. Sanger’s true motivations for promoting family planning are 

likely more complex and difficult to disentangle than either anti- or pro-choice advocates would 

like to admit.  

Though remnants of Eugenic research and programs remained35, the open practice of Eugenics as 

a matter of large-scale policy declined worldwide after World War II.  The horrors of the Nazi 
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attempt to “purify” their gene pool (inspired, at least in part, by American Eugenics policies36) 

by purging it of Jews and other groups considered undesirable became well-known, and 

stigmatized other Eugenic projects by assocation20.  But in the post-war era, Malthusian concerns 

about overpopulation returned with renewed vigor. Twentieth century health advances such as 

vaccinations meant that children were surviving at higher rates than ever before, with declines in 

mortality and increases in life expectancy all over the world leading authors like Paul Erlich to 

sound the alarm about a ticking “Population Bomb”13.  Though these neo-Malthusian arguments 

sometimes focused on the food supply (as Malthus originally did), they more often focused on 

issues like energy, overcrowding and environmental degradation13,14,37,38.  And thanks to the 

pioneering work of Sanger and other advocates and scientists, a variety of contraceptive 

technologies were developed in the second half of the 20th century that provided new ways to 

limit fertility39,40.  

Internationally, as colonies around the world gained their independence in the 1940s, 50s and 

60s, nascent governments sought to optimize their countries’ populations in order to promote 

post-colonial stability.  In 1952, India became the first nation to launch a national family 

planning program, with the goal of reducing fertility and population growth41.  The launch of this 

program was followed shortly by the publication of Coale and Hoover’s seminal 1958 paper 

entitled, “Population Growth and Economic Development in Low-Income Countries: A Case 

Study of India’s Prospects” that was among the first to suggest that population growth could 

negatively impact economic growth42.  In the immediate post-colonial era, this influential paper 

and the genre it begat fueled concerns that overpopulation would stymy the fledgling republics’ 

attempts to grow their economies43.  
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The United Nations (UN), founded in 1945, created the UN Population Division the very next 

year, in 194644.  As part of its population activities, the UN organized a series of international 

conferences on population starting in 1954 and continuing every 10 years until 199445.  A 

previous World Population Conference had been organized by Margaret Sanger and the League 

of Nations in 1927, but the 1954 conference Rome was nevertheless entitled the “First World 

Population Conference”  and is often considered the first time that population issues were the 

primary subject of a worldwide gathering46.  The next conference, held in Belgrade in 1965, was 

the first to go beyond demographic analysis to discuss implications of population growth for the 

worldwide development project47 that was taking off at the time.  In 1967, the United Nations 

founded its Fund for Population Activities as a special trust fund which was then transformed it 

into its own UN agency under the General Assembly in 1972 (though it is still known as the 

UNFPA, after its original acronym44).  Family planning was also among the first activities 

undertaken by the United States Agency for International Development (USAID).  Founded in 

1961, USAID began sponsoring research into family planning that same year48 and  by 1965, 

family planning programming was underway.  In 1969, President Richard Nixon called 

population growth “one of the most serious challenges to human destiny” and created the Office 

of Population within USAID to coordinate family planning activities to address population 

growth in the Third World48.  By 1976, every country in the UN had proclaimed an official 

stance on fertility. Ninety-five governments directly supported family planning programs, 17 

provided indirect support, 10 sought to limit family planning programs, while the other 28 had 

no formal family planning policies49.  Of the 55 countries that viewed their fertility as too high, 

all were classified by the United Nations as “Less Developed”49.  
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As the Cold War simmered and development assistance flowed, family planning programs grew.  

The culture wars raging in US domestic politics impacted both the ways that USAID was able to 

support family planning programs, as well as the 1984 population conference (which was 

renamed the International Conference on Population) in Mexico City45,50,51.   The Helms 

Amendment, which, in 1973, barred all use of United States foreign assistance money for 

abortion, was followed by a flurry of six legislative acts in the 1980s intended to clarify and 

codify the values with which US-funded family planning programs were supposed to operate.  

These laws mix opposition to abortion and forced sterilizations, gradually extending into 

principles of voluntarism for reversible methods of contraception52.  USAID first internally 

codified the principle of voluntarism in family planning in the 1982 Policy Paper on Population 

Assistance & Policy Determination 3 (PD-3).  These principles were later transformed into 

binding legal policy in 1998, when the Tiahrt Amendment was passed in to law53.  

With conservative leadership in the United States and the United Kingdom, the 1984 

International Conference on Population is perhaps best remembered for the implementation of 

the so-called “Mexico City policy”, also known as the Global Gag Rule, which mandated that 

recipients of US family planning funding not engage in any abortion-related activities, even with 

funding from other sources54. The United States’ primary ally at this conference was the Holy 

See, indicating the ascendance of an ideological approach characterized by opposition to both 

abortion and contraception for religious reasons3,44.  

By the time the 1994 conference was held in Cairo, (this time called the International Conference 

on Population and Development, or ICPD), proponents of a religiously-motivated anti-

contraception ideology were out of the Executive Branch in the United States.  Feminists from 

around the world had been organizing around repressive population polices for years, and 
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participated actively in conference planning and organization55, leading to a conference 

orientation and tone at Cairo that was markedly different that of Mexico City.  The Cairo 

conference is widely regarded as a watershed moment in women’s health and rights, with words 

like “paradigm shift” and “turning point” routinely used to describe it56–58. Though the ICPD 

Programme of Action retained chapters like “Interrelationships Between Population, Sustained 

Economic Growth and Sustainable Development,” it also, for the first time, dedicated entire 

chapters to subjects such as “Gender Equality, Equity and Empowerment of Women,” and 

“Reproductive Rights and Health”59.  It was at this conference that the “Population Era” was 

supposedly ended, replaced by a new focus on universal access to safe, affordable, and effective 

reproductive health care that promoted rights-based and gender-aware perspectives60.  

The question of how such an ambitious feminist agenda was agreed upon in Cairo is the subject 

of much debate, but many scholars agree that by constructing religious fundamentalists as a 

shared enemy, neo-Malthusians and feminists were able to forge an alliance that brought feminist 

perspectives into the mainstream55,61,62.  This alliance provided neo-Malthusians “the advantage 

of a frame for their ultimate goal (reduced fertility) expressed in the more politically correct form 

of women’s rights and wellbeing”44, resulting in the “strange bedmates that Hodgson and 

Watkins describe1.  The alliance may have been uneasy at first63, but has become an almost 

seamless union in the years since. Open contention between the two camps has largely faded, as 

the shared goal of increasing access to contraception gained primacy, and as the population-

motivated groups adopted feminist rhetoric about empowerment, rights, and voluntarism.  And 

yet, despite this change in rhetoric, elements of population control ideology permeate today’s 

family planning programs64.  Indeed, reducing fertility, predominately among poor women living 
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in Africa, South Asia and Latin America remains a primary goal of many family planning 

projects5,7,65,66.   

It requires no expert investigative skills to uncover the ways that fertility reduction remains the 

goal of family planning projects, since a large proportion of programs unabashedly proclaim it to 

be so.  The website for Family Planning 2020 (FP2020), a large development project funded 

largely by the Bill and Melinda Gates Foundation (among others), argues, “Population dynamics 

will have a major impact on the achievement of socially inclusive and environmentally 

sustainable economic development”67. The USAID website for family planning writes that, 

“Increasing access to reproductive health services, including voluntary family planning, has 

profound health, economic and social benefits for families and communities, such as … 

mitigating the impact of population dynamics on economic growth, natural resources and state 

stability”65.   A highly influential paper written by Cleland, Ndugwa and Zulu in 2010 was 

entitled “Family planning in sub-Saharan Africa: progress or stagnation?” and begins by stating: 

Fertility and future projected population growth are much higher in sub-

Saharan Africa than in any other region of the world, and the decline in 

birth rates, which was already modest, has slowed even further over the past 

decade. Concern that uncontrolled population growth will hinder the 

attainment of development and health goals in Africa led to the present 

study, which rests on the assumption that fertility will decline only if the  

population at large adopts effective modern methods of contraception, as 

witnessed in other parts of the world4. 

 

The intellectual basis of these claims is the classical conception of the demographic transition, 

which holds that, as mortality (especially childhood mortality) declines, fertility rates will, after a 

lag, also begin to decline 68.  This theory was largely derived from the population patterns 

observed in North American and Western Europe, and has subsequently been applied to the rest 

of the world.  Deviating from the path laid out by the demographic transition model is discussed 
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in value-laden terms -- with countries who fail to adhere to the model cast as “slow” or “lagging 

behind” 69,70 -- that play right into the tropes of the modernization and development teleologies47.  

Furthermore, we ascribe developmentalist47  values to fertility, with low fertility a marker of 

being modern and developed, while high fertility is a marker of being traditional, undeveloped 

and even backward71.  Just as Walter Rostow posited in 1960 that traditions were a barrier to the 

“take-off” toward economic growth72, today many in the family planning community continue to 

envision “traditional” high-fertility as a barrier to development73.   

It may be tempting to conclude that the continued focus on population and fertility is of little 

consequence, as long as family planning programs adhere to the principles of voluntarism in 

their fertility reduction work.  However, as long as low fertility is the primary motivator of 

family planning programs, women’s health and rights will always be secondary. There are many 

examples from the post-Cairo era of family planning programs violating women’s rights in the 

pursuit of fertility targets74–79.  News from India in 2014 that eight women died in a single day at 

the hands of a single doctor when their laparoscopic tubectomies went awry was met with public 

outcry75,80–82. Though the deaths of these women (rightfully) garnered much public attention, less 

attention was paid to the fact that the quota-driven sterilization camps in which these deaths took 

place are fairly common and well-documented in India80.  The doctor who performed the 

surgeries on the eight women had been recently commended by the state government for 

performing 50,000 tubectomies, and he admitted that his haste that day may have been due to the 

pressure he felt to meet the district quota of 15,000 procedures75. And while forced sterilization 

is no longer official policy in India, women are offered financial incentives for undergoing 

sterilization, and the ~$23 they are offered is almost a month’s income in rural India75. 
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In Israel, the Health Ministry tightened regulations on injectable contraception after it was 

revealed that Ethiopian Jews were being injected with contraceptive hormones without the 

women’s knowledge or consent83.  Between 1990 and 2000, 346,219 Peruvian women, mostly of 

indigenous descent, were sterilized as part of a program to “reduce the number of mouths to 

feed” and “lift them out of poverty,” with the backing of the UNFPA and other mainstream 

development organizations, though these organizations say they did not know the program’s 

coercive nature at the time76.   

These are examples of the more famous cases of overt coercion in the provision of family 

planning services to women around the world since the Population Era was supposed to have 

ended at ICPD.  These high-profile examples are often interpreted as isolated cases in an 

otherwise rights-respecting field79,84.  There is, however, reason for concern that coercion in 

family planning takes place, in many forms, and around the world, through the routine use of 

incentives, applying social pressure, or using directive counseling to use a modern or long-acting 

method, among other approaches85–88. 

Measurement Approaches in Family Planning 

One of the key ways in which family planning programs reveal their fundamental underlying 

concern with population and fertility is in what they measure.  Throughout the eras of the 

Millennium Development Goals and the subsequent Sustainable Development Goals, the fields 

of global health and development have moved towards an increasing reliance on quantitative 

indicators to track progress toward key goals.  This move towards indicators as a primary form 

of knowledge production and consumption has been well-documented by social scientists, who 

caution that the growing influence of indicators can serve as a new form of global governance 

that reinscribe existing power differentials89–94. Social critics argue that, rather than being 
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apolitical, indicators mask their underlying ideologies under the veneer of technical rationality 

and objective truth while advancing the social and cultural worldviews of their creators90,92,95.  

The choice of what to measure, how to measure it, and how to frame the results both reflects 

politicized decisions and has important political consequences.   

In addition to these theoretical critiques of indicators, there have also been compelling recent 

works on the real-world effects of indicators in global reproductive health specifically.  A 2013 

paper by Yamin and Boulanger argued that relying so heavily on a selected few reductive 

indicators (in this case, those of the MDG 5) leads to a sort of tunnel vision, narrowly prioritizing 

that which is specifically measured to the exclusion of surrounding and related health issues93.  

Yamin and Boulanger describe how this reliance on indicators can create a focus on short-term, 

easily measurable gains at the expense of longer-term more holistic priorities, create siloed 

vertical programming, and mask inequities between groups by valuing absolute change over 

reductions in disparities93.  Acknowledging these weaknesses, proponents of these types of 

indicators argue that they remain the most viable option in countries with poor management and 

information systems, and are, in effect, better than nothing96,97. 

And so, despite the critiques, empirical measurement through surveys remains the backbone of 

global health knowledge creation. In the world of family planning in particular, population-based 

indicators are the primary tools for measuring progress and success.  The World Fertility Survey 

was created for the explicit purpose of collecting the data at the household level necessary to 

calculate these family planning metrics, and its successor, the Demographic and Health Survey 

and population-based surveys like it remain the primary source of information about family 

planning programs and progress98.   
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There are three primary indicators that are most commonly used to measure the effectiveness of 

family planning programs and policies: 1) contraceptive prevalence rate (CPR); 2) total fertility 

rate (TFR); and 3) unmet need for contraception.  These three indicators measure contraceptive 

use, fertility and fertility desires, and none concerns itself with attempting to measure the health 

or rights of women.  

Contraceptive Prevalence Rate 

Of these three measures, the CPR is the simplest: it divides the number of women of 

reproductive age (often defined as ages 15-49) who report currently using a method of 

contraception by the total number of women of reproductive age in that population to obtain the 

proportion of women using contraception. 

𝐹𝑜𝑟𝑚𝑎𝑙 𝐶𝑃𝑅 =
# 𝑜𝑓 𝑤𝑜𝑚𝑒𝑛 𝑎𝑔𝑒𝑠 15 − 49  𝑢𝑠𝑖𝑛𝑔 𝑎 𝑐𝑜𝑛𝑡𝑟𝑎𝑐𝑒𝑝𝑡𝑖𝑣𝑒 𝑚𝑒𝑡ℎ𝑜𝑑

# 𝑜𝑓 𝑤𝑜𝑚𝑒𝑛 𝑎𝑔𝑒𝑠 15 − 49
 

 

Despite this straightforward definition, in practice the standard CPR is calculated to include only 

women currently married or in-union99, excluding (often younger) unmarried sexually-active 

women, and other groups who do not conform to the married, monogamous, heterosexual model 

of sexual activity on which much of these measures are based.   

𝑆𝑡𝑎𝑛𝑑𝑎𝑟𝑑 𝐶𝑃𝑅 =
# 𝑜𝑓 𝑤𝑜𝑚𝑒𝑛 𝑎𝑔𝑒𝑠 15 − 49 𝑖𝑛 − 𝑢𝑛𝑖𝑜𝑛 𝑢𝑠𝑖𝑛𝑔 𝑎 𝑐𝑜𝑛𝑡𝑟𝑎𝑐𝑒𝑝𝑡𝑖𝑣𝑒 𝑚𝑒𝑡ℎ𝑜𝑑

# 𝑜𝑓 𝑤𝑜𝑚𝑒𝑛 𝑎𝑔𝑒𝑠 15 − 49 𝑖𝑛 − 𝑢𝑛𝑖𝑜𝑛
 

By only including in-union women in the denominator of CPR, this indicator loses the ability to 

measure the proportion of unmarried women using contraception.  In this way, standard CPR 

renders unmarried women invisible to family planning programmers, researchers and donors, all 

of whom often use CPR as a rough proxy to gauge access to contraception100,101.   
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Another challenge with CPR is that it is a simple measure of point prevalence, lumping all forms 

of contraception together.  Some find CPR too generic to be informative102, leading many in the 

family planning community to further specify that only women using modern methods of 

contraceptive should be included in the numerator, creating the related indicator of modern CPR 

(mCPR).  mCPR has grown in popularity in recent years, and is now the primary prevalence 

indicator used by influential organizations such as the Guttmacher Institute and FP2020103.   

Total Fertility Rate 

The formula for TFR is more complex than that of CPR, in part because it is a period measure 

rather than a cohort or point-prevalence measure.  In order to get a true cohort TFR, 

demographers would have to wait until all of the women in that cohort completed their 

childbearing (usually after age 49), at which point the information would only be good for 

historical analysis rather than any application in real time. To address this, TFR is usually 

calculated as a period measure where:  

𝑇𝐹𝑅 =  5 ∑ 𝐴𝑆𝐹𝑅𝑎   

where the age-specific fertility rate (ASFR) is calculated as  

𝐴𝑆𝐹𝑅 =  
# 𝑜𝑓 𝑙𝑖𝑣𝑒 𝑏𝑖𝑟𝑡ℎ𝑠 𝑡𝑜 𝑤𝑜𝑚𝑒𝑛 𝑖𝑛 𝑎 𝑠𝑝𝑒𝑐𝑖𝑓𝑖𝑒𝑑 5 − 𝑦𝑒𝑎𝑟 𝑎𝑔𝑒 𝑔𝑟𝑜𝑢𝑝

# 𝑜𝑓 𝑤𝑜𝑚𝑒𝑛 𝑖𝑛 𝑎 𝑠𝑝𝑒𝑐𝑖𝑓𝑖𝑒𝑑 5 − 𝑦𝑒𝑎𝑟 𝑎𝑔𝑒 𝑔𝑟𝑜𝑢𝑝
 

 

This formula essentially subjects a hypothetical cohort of women to the prevailing age-specific 

fertility rates for each 5-year age group and uses them to create a synthetic measure of how many 

children a woman would end up having if she went through her entire reproductive life-span 

subject to those prevailing rates.   
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Though TFR is a pillar of demographic research and a useful descriptive measure, the 

application of TFR as a measure of family planning programs or use as a benchmark for 

progress, is problematic.  TFR measures only the number of children that women are having, and 

does not include any notion of fertility desires, the wantedness of the children, or anything to do 

with access to contraception.  With the highest TFR in the world at 7.6, the nation of Niger is 

often cited as one of the great challenges to family planning104–106.  The fertility decline in 

countries like Niger is described as “lagging”107 or “stagnated”108 by preeminent demographers, 

and large donors are paying renewed attention to promoting contraception in the country through 

market research and other tactics104.  Yet, what the TFR of 7.6 cannot tell us -- and what is often 

lost in the conversation -- is that Nigerien couples often want not less, but more children than 

they are having, with a desired fertility of 9.6 for women and 11.5 for men106.  And so, like CPR, 

TFR fails to provide researchers and family planning programmers any information about what 

women want to do with their own bodies, what types of contraception they have access to, how 

healthy they are* or how much autonomy they have. 

Unmet need for Contraception 

In the 1970s, some researchers noted that many women who reported wishing to delay or limit 

childbearing were not using a contraceptive method. This prompted the researchers to develop a 

                                                           
* While high fertility has been associated with poor health (especially maternal mortality) at the ecological level160,255, studies 

illustrating this relationship have not controlled for health system status, one of the most crucial factors in reducing maternal 

deaths and other reproductive health morbidities.  And while some studies on parity at the individual level have shown that high 

parity (multi-parity and grand multi-parity) lead to increases in maternal morbidity256,257, other studies have shown that higher 

parity was not related with an increase in maternal morbidity or mortality258,259.  Certainly, fertility is related to health in many 

ways, but measuring fertility is not a way to measure health, nor is it necessarily a good proxy.    While high fertility has been 

associated with poor health (especially maternal mortality) at the ecological level160,255, studies illustrating this relationship have 

not controlled for health system status, one of the most crucial factors in reducing maternal deaths and other reproductive health 

morbidities.  And while some studies on parity at the individual level have shown that high parity (multi-parity and grand multi-

parity) lead to increases in maternal morbidity256,257, other studies have shown that higher parity was not related with an increase 

in maternal morbidity or mortality258,259.  Certainly, fertility is related to health in many ways, but measuring fertility is not a way 

to measure health, nor is it necessarily even a good proxy.    
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new indicator called “unmet need for contraception” that describes this so-called gap between 

knowledge, attitudes and practices (KAP)109. By the early 1980s the first estimation of unmet 

need for family planning was created, looking at the percentages of women who reported not 

wanting to get pregnant, but also not reporting use of a contraceptive method.  Though the 

precise algorithm for unmet need is complex (and has undergone revision in recent years), at 

heart it consists of two simple questions: 1) Do you want to have a child in the next two years; 

and 2) Are you currently using a method of contraception?  If the woman is fecund and answers 

no to both of these questions, she is considered to have an unmet need.   

There are several technical problems with the calculation of unmet need, and the concept has 

been subject to considerable scrutiny110–113.  An important example is the role of marital status, 

which is still used as a proxy to sexual activity in the calculation of unmet need*, leading to a 

vast underestimate of unmet need among young people114.  Another challenge to the 

measurement of unmet need is the assumption that fertility intentions are rational, clear and 

unambiguous. Countless studies have shown that many women from different socioeconomic 

backgrounds and all over the world, in fact, have quite ambivalent fertility desires115–120, 

described by Speizer et al. in 2013 as “fluid, fluctuating in response to changing individual, 

relationship, and community influences”120.  Speizer et al. sum up their 2013 findings by writing 

that “more nuanced assessments of fertility intentions may be needed to adequately gauge latent 

FP needs. Non-users of FP may be ambivalent about future childbearing and the timing of future 

births; these women may not have an unmet need for FP as typically defined”120. 

                                                           
* In the most recent revision, unmarried women can have an unmet need if they have had intercourse in the past 30 days.  Married 

women can be considered to have an unmet need regardless of their exposure to intercourse260. 
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One of the biggest challenges with unmet need is not the way it is measured, but the way it is 

interpreted.  Though diligent researchers are careful with the language they use, many others 

frequently conflate unmet need with lack of access121,122.  A 2014 study on unmet need found 

that lack of access is responsible for only a small fraction of contraceptive nonuse:  3.9% in Latin 

America, 7% in Africa, and 6% in Asia123.  In contrast, infrequent sex accounted for 34.3% in 

Latin America, 30.6% in Asia and 19.1% in Africa.  Especially when couples are living apart in 

the context of frequent economic migration124, it may be quite rational for women to both not 

want another child within two years and not be using a contraceptive method.  Despite this, 

unmet need, more than any other indicator, is used to justify behavior change communications 

and other “demand creation” approaches, based on the idea that the only reasons these women 

would not be using contraception are ignorance or confusion.  The unmet need indicator tacitly 

proffers the ideology that women should be using a method of contraception for the duration of 

their reproductive years except when explicitly trying to get pregnant without allowing room for 

ambivalence, special cases, or a woman’s independent decision-making about her own need for 

family planning.   

Other Indicators 

Clearly then, none of these three primary family planning indicators comes close to measuring 

what, in the post-Cairo era, are supposed to be the main goals of family planning programs: 

empowering women and improving their reproductive health.  There are, however, other 

indicators that are used in family planning measurement.  Especially in the wake of the 2012 

London Summit and the launch of the Sustainable Development Goals (SDGs), considerable 

attention has been paid to innovative ways of measuring family planning125,126.  For example, the 

main family planning indicator included in the SDGs is the “proportion of women who have 
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their need for family planning met with a modern method,” a sort of composite metric of unmet 

need and mCPR127.  FP2020 has created a list of 17 core indicators it uses to track progress in 

family planning, including many related to the efficacy of service provision (contraceptive 

supply chain, couple years of protection, etc.)128.  FP2020 also includes an indicator called the 

Method Information Index and another that asks about joint or sole decision-making in family 

planning (although neither of these is one of the 13 indicators the initiative routinely measures 

annually in all 69 focus countries).  Demographers and others have been reexamining exactly 

who the populations of interest should be for these indicators, with fresh attention paid to 

exposure to sexual intercourse and its relationship with risk of pregnancy129.  Although none of 

these indicators challenges the primacy of the low-TFR/high-CPR orthodoxy, they do signal a 

growing interest in measuring multiple dimensions of family planning, including those related to 

knowledge and rights.  

Despite this growing interest, to this author’s knowledge there has been no effort (published in 

peer-reviewed English language journals or mainstream grey literature) to measure indicators of 

autonomy or coercion in family planning from the health system at the population level, rather 

than at the service provision level.  This is a distinction that is important because a population-

based approach allows us to measure these factors in the entire population, not just those 

accessing services at the time of survey.  For example, a woman who underwent a coerced 

sterilization six years ago is still undergoing contraceptive coercion, but she would not be 

captured by a measure for which data were collected in clinics in 2019.  Additionally, sometimes 

the most egregious cases of contraception coercion take place in temporary or unofficial facilities 

(such as the sterilization camps in India mentioned previously), where it is very unlikely that data 

on quality of care would be measured.  By measuring autonomy at the population level, we can 
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increase our likelihood of measuring a representative sample of the contraceptive-using 

population as a whole, and we can measure a point-prevalence of this critical dimension of 

family planning quality.  Before autonomy can be measured, however, the construct must be 

defined.   

Autonomy, contraceptive autonomy,  and related constructs  

The concept of autonomy and the extent to which a person is free to act of their own volition is 

one of the oldest in philosophy, and has been subject to debate since the time of the ancient 

Greeks130.  Hoping to avoid becoming mired in philosophical debates over free will and 

constraints, this dissertation seeks a concise definition of contraceptive autonomy that is 

comprehensive yet straightforward to operationalize.   

Feminist philosophers Veltman and Piper propose that “autonomy should be understood not as a 

unitary and context-invariant concept but as a multidimensional and context-sensitive concept” 

that includes “self-determination, self-governance and self-authorization”131.  They define self-

determination as “having the freedom and opportunities to make and enact choices of practical 

import to one’s life.”  Self-governance is defined as “having the skills and capacities necessary to 

make choices and enact decisions…,” and self-authorization “involves regarding oneself as 

having the normative authority to be self-determining and self-governing”.  Veltman and Piper 

emphasize the importance of “freedom conditions” which identify the social and structural 

constraints on autonomy, and “opportunity conditions” which specify which types of 

opportunities need to “be available to agents in their social environments for them to have 

choices about what to value, who to be, and what to do”131.  

Tim Dyson and Mick Moore’s influential 1983 paper on female autonomy in India 

defined autonomy as having the “ability - technical, social, and psychological - to obtain 



20 

 

information and to use it as the basis for making decisions about one's private concerns and those 

of one's intimates”132.  Here, Dyson and Moore specify three different realms of ability: 

technical, social, and psychological, which in some ways echo those of Veltman and Piper, with 

technical ability roughly matching self-governance, social ability roughly matching self-

determination, and psychological ability roughly matching self-authorization (though certainly 

there remain substantive differences among these concepts).   

This definition of autonomy, though comprehensive, offers little guidance for specific 

application to family planning and operationalization for measurement.  Here, this dissertation 

turns to a definition of rights-based family planning proffered by Newman and Feldman Jacobs 

for guidance.  These authors specify that, for a family planning program to respect rights and 

autonomy, it must offer 1) Full choice (access to a wide range of methods from which to 

choose); 2) Free choice (made voluntarily and without coercion); and 3) Informed choice (based 

on complete information)133.  Notably, this definition goes beyond the simple absence of 

coercion and affirms the importance of Veltman and Piper’s “opportunity conditions,” (in this 

case, a wide range of methods and information about them) to the exercise of autonomy. 

Drawing on all three of these sources, I define contraceptive autonomy here to be the 

various factors are necessary for a woman to decide for herself what she wants as it relates to 

contraceptive use, and then to realize that decision, with informed choice, full choice and free 

choice the subdomains of contraceptive autonomy.  It is important to note that while the notion 

of contraceptive autonomy is strongly tied to that of reproductive rights, they are distinct 

concepts, with this dissertation primarily concerned with the former.  In addition to being 

included in the ICPD Programme of Action and other non-binding conference documents, 

reproductive rights are described in a number of binding international treaties, including the 
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Convention on the Rights of Persons with Disabilities, the Protocol to the African Charter on 

Human and Peoples’ Rights on the Rights of Women in Africa, and the Convention on the 

Elimination of All Forms of Discrimination against Women (CEDAW)134.  Although the 

principles of reproductive rights outlined in these conventions fit squarely in line with our 

working definition of contraceptive autonomy, using the term “rights” invokes the specific legal 

obligations associated with this corpus of international law, and includes rights to abortion and 

other reproductive health services. While this paper will specifically focus on the concept of 

autonomy in family planning, it is worth noting that there is an enormous body of literature and 

programming aimed at promoting the concept of rights-based family planning126,135–137, which is, 

for all intents and purposes, the goal here too.   

West Africa and Burkina Faso 

The quantitative portion of this dissertation is based in Burkina Faso, a land-locked country in 

West Africa, a region that is home to some of world’s worst family planning indicators by 

conventional measures.  The region boasts the world’s lowest CPR (16%) and second highest 

TFR (5.4)138.  Prominent demographers have posited that the demographic transition in the 

region is not only “lagging,” but it may be “stalled”139–141. Indeed, between the two most recent 

DHSs , both Burkina Faso and Niger showed a slight increase in TFR, a phenomenon seldom 

seen in such high fertility settings106,142.  The reasons for these numbers are complex, informed 

by religion, culture, geography, history, politics, and countless other intersecting social and 

structural causes117,124,143,144.  One of these reasons may be that, until recently, the region was 

largely overlooked by the family planning community145,146.  This changed in 2011, when 

representatives from nine francophone countries (Benin, Burkina Faso, Cote d’Ivoire, Guinea, 

Mali, Mauritania, Niger, Senegal, Togo) attended “Population, Development, and Family 
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Planning in West Africa: An Urgency for Action” and formed what is now known as the 

Ouagadougou Partnership9.  With support from donors including USAID, the UNFPA, the Gates 

Foundation, the Hewlett Foundation, and the French government66, the Ouagadougou 

Partnership served as an opportunity for both country governments and donors to affirm their 

commitment to advancing family planning in the region. 

With the launch of FP2020 the following year, additional commitments were made, with the 

region pursuing goals such as seeking to “increase by 30 percent the number of health 

professionals capable and authorized to offer the range of FP/RH services,” and to insert “a 

budget line item for contraceptive commodities” in national budgets9. Donors such as the Gates 

Foundation and the Hewlett Foundation have paid private consultant firms to draft new strategic 

plans for family planning implementation in countries such as Burkina Faso, Niger, and 

Senegal104,105,147–149.  Yet despite this newfound attention, the body of research on family 

planning in francophone West Africa is thin*, focusing predominantly on fertility patterns and 

the demographic transition, with very little known about quality of care, and dimensions of 

women-centeredness in family planning programs  in the region9,14,115,124,144,150.    

Burkina Faso 

Burkina Faso, in the Sahel region of West Africa, is routinely ranked as one of the poorest 

countries in the world151.  Ranking 183rd out of 188 countries in the Human Development Index 

and 144th on the Gender Inequality Index, Burkina Faso faces a series of challenges to human 

development.  Some key statistics about Burkina Faso are summarized in Table 1.1. 

 

                                                           
* There is, however, considerable research on family planning in Anglophone West Africa (notably Ghana and Nigeria118,166,261–

265).  While the literature from the Anglophone countries may be informative in some ways, the differential legacy of English and 

French colonialism means that care should be taken in extrapolation from one context to the other. 
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Table 1.1: Burkina Faso – Selected Human Development Statistics152 

Total population size 17.4 million 

Median age of population 17.3 years of age 

Per capital GNP $1,591 

Percentage of pop. with at least some secondary education  2% 

Percentage of women with at least some secondary education <1% 

Adult literacy 28.7% 

Percent living on degraded land 73.2% 

Percent of those employed working in agriculture 84.8% 

Percent of total employment considered “vulnerable” 89.6% 

Mobile phones per 100 people 71.7 

Male life expectancy at birth 58 years 

Female life expectancy at birth 59 years 

Percentage using improved sanitation 19% 

 

indicators and vaccination coverage, access to health care (especially sophisticated care) remains 

limited by a sparse health workforce in the country and few health facilities.  Some key health 

and health system statistics are summarized in Table 1.2.   

Table 1.2: Burkina Faso – Health and Health Systems Statistics153 

Number of physicians per 100,000 population 0.5 

Number of nurse/midwives per 100,000 population 5.7 

Number of pharmacy personnel per 100,000 population 0.2 

Number of hospitals per 100,000 population 0.3 

HIV prevalence  0.9% 

Under 5 malnutrition (moderate or severe stunting) 32.9% 

Maternal mortality ratio 400/100,000 live births 

Births attended by skilled personnel 66% 

Percent of pregnant women attending at least 1 ANC visit 95% 

Percent coverage of measles vaccination among 1-year-olds 82% 

 

Many of these aggregate measures mask substantial differences between the nation’s rural 

populations (which make up 72% of the total population) and urban populations.  For example, 

though 19% of the total population has access to improved sanitation facilities, this number is 

50.4% in urban areas, and only 6.7% in rural areas154.  The higher concentration of opportunities 

for education, employment, health care, and other resources in Burkina Faso’s urban centers (and 
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especially in the capital city of Ouagadougou) is contributing to an annual urban population 

growth rate of 5.9%154.   

Though the DHS data show small percentage differences between mCPR and CPR, a 2014 study 

found that the DHS was drastically under-measuring use of natural methods in Burkina Faso, 

leading both to an underestimation of CPR and an overestimation of unmet need155.  That study 

estimated the CPR in Ouagadougou to be 58%, composed of 32% mCPR and an additional 26% 

natural method CPR.  Data from Burkina Faso and elsewhere in the region have found that 

natural methods are popular due to widespread fears of side-effects from modern 

methods100,117,118,123,156.  In particular, previous work by this author in Ouagadougou found that 

both women and men fear that modern contraception can result in prolonged or permanent 

infertility, even after it is discontinued156.  Additional studies on fertility desires in Ouagadougou 

have found them to be conflicted, with respondents reporting seeing value in both small family 

sizes and large family sizes, even in the urban environment117.  One of the challenges to 

understanding fertility preferences in this context has been a discrepancy between short-term and 

long-term desires, with many couples reporting high-desired fertility in the long-term, but the 

strong desire to avoid pregnancy in the short-term117.   

Very little recent research has been conducted on family planning service provision in Burkina 

Faso, though a 2013 study included a portion of direct observation of family planning services 

provision, and found many lapses in quality of care117.  These included long wait times, low 

provision of information about methods, lack of discussion of side-effects and no exploration of 

women’s contraceptive histories.  Some health facilities were structured so that women had to 

purchase their method from the medical dispensary first, only receiving counseling on method 

use after the method was selected by the woman144.   
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As a founding member of the Ouagadougou Partnership and member of FP2020, Burkina Faso 

has seen heavy investment in and expansion of family planning programs in recent years, as well 

as large and rapid increases in modern contraceptive prevalence.  This, in conjunction with our 

research partners at the Centre de Recherche en Santé de Nouna (CRSN), has made this an 

environment conducive to the present study on contraceptive autonomy and measurement.    

Roadmap of Dissertation  

This dissertation consists of three papers exploring the concepts of contraceptive coercion and 

autonomy.  The first paper is largely conceptual in nature, describing the conception and 

definition of a novel contraceptive autonomy indicator.  The second paper is a qualitative 

exploration of women’s subjective experience with contraceptive autonomy and coercion in a 

country in sub-Saharan Africa.  And the final paper is a quantitative proof-of-concept analysis, 

testing out and applying the concepts and methods proposed in Paper 1 to a random sample of 

women of reproductive age (15-49) in rural Burkina Faso.  To conclude the dissertation, 

opportunities for future research are identified, limitations of this approach are discussed, and the 

overall contribution of this project is summarized.   

This project seeks to provide donors, program managers, researchers, and other stakeholders new 

theories and tools to conceptualize and measure contraceptive autonomy. Conceiving of novel 

forms of measurement that can document the vast intersectional disparities (racial, 

socioeconomic and geographic) in the ability to exercise autonomy -- rendering them visible 

through novel forms of data and measurement-- is a crucial first step to addressing these 

disparities. 
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Abstract 

Though increased attention to quality and rights-based FP has been paid since the International 

Conference on Population and Development in 1994, these concepts have been difficult to 

measure.  Perhaps due to an intellectual history intertwined with population control, most family 

planning programs today use contraceptive use and uptake as primary markers of success, with 

numerical targets for new contraceptive users set throughout the Global South.  Existing modes 

of family planning measurement can create perverse incentives for providers and programs to 

seek to meet uptake targets at the expense of women-centered and rights-based care.  This paper 

proposes a definition of “contraceptive autonomy” and a detailed description of this novel 

concept, followed by a methodology for operationalizing and measuring it at the population 

level.  This conceptualization of contraceptive autonomy is based on concordance between a 

woman’s use/non-use of a contraceptive method and her desire to use/not use, and the presence 

of the factors that are necessary for a woman to decide for herself what she wants in relation to 

contraception, and then realize that decision, divided into the subdomains of informed choice, 

full choice and free choice. Aiming to increase contraceptive autonomy rather than contraceptive 

use or uptake could help shift incentives for family programs and reduce or eliminate some 

common forms of contraceptive coercion, as measurement is realigned with the focus rights-

based and patient-centered care.   
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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 downside8,157–159,.  Arguments for the 

widespread promotion of family planning include benefits to the health of the user herself160,161 

and her offspring161,162, micro and macroeconomic gains163,164, environmental advantages14,165, as 

well as improvements to women’s rights and empowerment133,166.  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 subjugation8.  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 method84,167–169.  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 

control2,19,20,170–172.   

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 programs59.  In many ways, however, the post-Cairo shift has been much more 
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successful rhetorically than substantively.  While the language we use to talk about family 

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 many of the structures, institutions and other systemic legacies of the population control 

movement have been only partially dismantled.  This is due in large part to the fact that the ways 

that systems and structures perpetuate ideology can often be invisible and very difficult to 

change173,174. 

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

planning is evident in 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 20205.  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 countries66.  Concerns that 

“uncontrolled population growth will hinder the attainment of development”4 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”14 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 planning79.  The FP2020 

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

and quality of care”5.  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 planning126,175.  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 program176–178.    

The Role of Measurement  

One of the key mechanisms through which the intellectual history of population control 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 population-based measures are ascertained from 

nationally representative surveys such as the Demographic and Health Surveys (DHS).  These 

indicators have the advantage of being routinely measured around the world without the need for 

a dedicated study.  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 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. Even many of family planning’s 

new indicators tend to be tweaks to and reformulations of these concepts, rather than radical 

reconceptualizations129,179. This is seldom, but sometimes, acknowledged in the family planning 
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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 [sexual and 

reproductive health] information and services” but called such an indicator “aspirational,” while 

the FP2020 team called this type of measurement part of an “unfinished agenda”5,125.   

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.  

Contraceptive Autonomy: A new definition of success for global family planning 

Heretofore, the primary outcome of interest to the family planning community has been 

contraceptive use (often modern method use), which has been measured and interpreted in a 

fairly straightforward way: generally, a woman using a (modern) method is considered a positive 

outcome, while a woman not using a (modern) method is considered a negative outcome.  This 

dichotomous measurement, for example, is the sole basis of CPR, which is then interpreted as 

either bad (low CPR) or good (high CPR).   

I propose to problematize this simple dichotomous measure, and to add another criterion to what 

we measure, and examine the extent to which a woman actually wants a family planning method 

(Figure 1.1).   Box 1 is a conceptual model of how we currently define success in family 

planning, with the left-hand column (cell A, representing non-users) being considered negative 

outcomes, and the right- hand column (cell B, representing users) being considered successes.  

Box 2, in contrast, adds to the model the dimension of whether the woman wants the FP method.  

This model illustrates how the current definition of success becomes untenable with this added 

complexity.  The right-hand column (cells B and D) can no longer be uniformly defined as a  
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success, since it can now be seen that this column may include women who are using a method 

but do not wish to (cell B), a family planning failure that can result from adverse experiences 

such as coercion.  Likewise, the left-hand side now is shown to include both non-users who wish 

to use a method (cell C), a family planning failure, but also includes non-users who do not wish 

to use a method (cell B) which ought to be considered a success.  Using this conceptual 

grounding, this model proposes redefining success in family planning as concordance between 

what a woman wants and what she has, regardless of whether this entails method use or not.  

Using Box 2, this means redefining family planning success as women in cells A and D 

(“contraceptive autonomy”), and defining women in cells B and C as cases where family 

planning programs have failed (“contraceptive non-autonomy”). 

What is Contraceptive Autonomy? 

There is perhaps no topic as contested as autonomy and free will, with scholars from the ancient 

Greeks130 to contemporary feminist theorists131 elaborating their takes on the concept.  The 

framework adopted here is borrowed from one developed by Newman and Feldman-Jacobs133 

that defines contraceptive autonomy as the factors that need to be in place in order for a woman 

  

Box 1 Box 2 

Figure 1.1: Conceptions of Family Planning Outcomes 
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to decide for herself what she wants in regards to contraceptive use, and then to realize that, 

divided into the subdomains of full, free and informed choice (Figure 1.2). 

 
Figure 1.2: Subdomains of contraceptive autonomy 

 

By applying these criteria of each of the subdomains of contraceptive autonomy to the 

conceptual model of contraceptive autonomy (Box 2 in Figure 1), a complete description results 

for which what situations would be classified in which cell.  Cell A represents women who made 

a free, full and informed decision not to use family planning.  Cell B represents women who 

have a family planning method but did not have full information, access, and/or freedom in that 

choice.  In cell C, there are women who do not use family planning but lacked information, 

access and/or freedom in their decision not to use. Finally, cell D represents women who made a 

fully autonomous decision to use family planning.   

Though women in both cells B and C are conceptualized as experiencing non-autonomy, their 

experiences differ enough to warrant further distinction.  As shown in Figure 1.3, women in cell 

B are conceptualized as experiencing “upward” non-autonomy – that is, being pressured into 

using a method she does not want.  Women in cell C are conceptualized as experiencing 

“downward” non-autonomy, in which she is deprived of a method that she does want.  This 
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“downward” non-autonomy is often discussed in the family planning literature using the terms 

“barriers to access” and “provider bias” among others86,167,168,180.  

  Has FP method 

  No Yes 

Wants FP 

method 

No A B – Upward 

Yes C - Downward D 

Figure 1.3: Conceptions of bidirectional non-autonomy 

Operationalizing Informed Choice, Free Choice and Full Choice  

While the definitions of informed choice, full choice and free choice that Newman and Feldman-

Jacobs elaborate provide a helpful roadmap, there remain challenges in how to operationalize 

these definitions into a concrete measurement tool. Figure 1.4 summarizes a proposed algorithm 

for identifying whether a woman has contraceptive autonomy.  

Informed choice: 

Newman and Feldman-Jacob’s definition of informed choice calls for “a decision based on 

complete, accurate and unbiased information about all family planning options, including 

benefits, side-effects and risks, and information about the correct use of the method chosen as 

well as the risks of non-use.” This definition is an important starting point, but poses two 

challenges.  The first is that, in practice it might be unreasonable to expect any health system, no 

matter how good, to be able to educate all women on all possible family planning options. 

Recognizing this, family planning researchers in the past have sought to find other ways to 

reasonably define adequate information in the context of family planning.  The Method 

Information Index (MII), for example, defines sufficient information as: 1) being informed about 
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Figure 1.4: Algorithm for Operationalizing Contraceptive Autonomy 

 

other methods; 2) being informed about side-effects of the method chosen; and 3) being told 

what to do in the case of side-effects181.  While these are indeed important questions, they fall 

quite short of the definition of informed choice.  For example, while it may not be possible to be 

informed about all possible contraceptive methods, it is certainly possible (and desirable) to be 

informed about more than two.  To address this, some researchers have come up with other ways 

to define sufficient information (such as being informed about three methods, for example, or 



36 

 

five), but choosing an arbitrary number cannot ensure that a woman has knowledge of a 

reasonable array of methods with a variety of different attributes and characteristics that could 

meet her needs.  For example, a woman might be told about condoms, pills, and emergency 

contraception and thus know three methods, but lack information about any long-acting methods 

even though a long-acting method may better suit her needs.  Or she may know about female 

sterilization, implants and IUDs, but not know of any methods that she can discontinue on her 

own.  So, based on Festin et al.’s recent paper on various ways to classify contraceptives182,  

some of the basic qualities of a well-rounded contraceptive method mix are enumerated into 

contraceptive attribute groups and used as a key feature of the proposed algorithm.   

The other challenge to Newman and Feldman-Jacob’s definition of informed choice is that it is 

prescriptive about the type and amount of information that women should receive, rather than 

leaving women free to decide how much information, if any, they want and need.  How to 

balance the needs of informed consent for a medical procedure with the sometimes conflicting 

imperatives of patient autonomy and high technical quality of care has been the subject of a great 

deal of research and debate from around the medical arena183–189.  Psychologists and behavioral 

economists, too, have explored the question of informed choice and described the “Paradox of 

Choice” or “overchoice” in which an overabundance of information actually constrains decision-

making by paralyzing people with options190–192.  In the context of family planning then, many of 

these critics might argue that a woman should not be subjected to a long counseling session filled 

with a lot of detailed information about the side-effects of methods that do not interest her for 

example.  Some have advocated a shared decision-making approach that is based on an 

elicitation of client preferences, followed by the provision of a “scaffolding” for decision-making 
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by the health provider that is based on unbiased information that aligns with patient 

preferences193.   

The shared decision-making framework’s strength a client-centered approach to information 

provision narrowly tailored to each woman’s needs, however, poses great challenges for the type 

of standardization that is necessary for a population-based indicator.  For the purposes of this 

measurement, a balance is sought between Newman and Feldman-Jacobs’ contention that 

complete information about all methods is necessary and the other end of the spectrum, in which 

there is no standard amount of information that a woman would need in order to make an 

informed choice.  The criteria for informed choice retained here seeks to establish a baseline for 

basic information that is somewhat flexible (based on the contraceptive attribute groups) and also 

includes symmetrical questions on the benefits and risks of family planning in an attempt to 

measure bias in the types of information women have acquired.   

 The criteria for informed choice are thus defined as 1) knowing how to use a method from each 

contraceptive attribute group; 2) knowing a benefit/advantage of family planning non-use; 3) 

knowing a risk/disadvantage of family planning; 4) knowing a benefit/advantage of her current 

method; 5) knowing a risk/disadvantage of her current method; 6) knowing what to do in case of 

side-effects; and 7) being told about method removal or permanence.  These criteria would be 

only applied to those for whom they are relevant, and so criteria 1, 2 and 3 would be applied to 

everyone (users and non-users alike) while criteria 4, 5, and 6 would be applied to all 

contraceptive users, and criterion 7 would be applied only to users of a long-acting or permanent 

method.  In this way, informed choice is based on a balanced understanding of both the 

advantages and disadvantages of family planning, as well as additional criteria for users who 

should possess additional information about the method they use.  This might be an area for 
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future efforts in measurement development.  Additionally, this algorithm does not distinguish 

between correct and false beliefs. For example, if a current user replies “Yes” to the question 

about knowing an advantage or benefit of her message, no part of this algorithm or measurement 

attempts to determine whether her information about this benefit is correct.  Instead, the item is 

assessing how the woman herself perceives her knowledge and information levels.  As a result, 

this algorithm does not operationalize all aspects of the informed choice definition – most 

notably the parts regarding the completeness of the information and the accuracy of the 

information, as the context of a population-based survey seems ill-suited to this type of 

assessment. 

Full choice: 

Newman and Feldman-Jacobs define full choice as “[a]ccess to the widest range of methods 

possible from which to choose”133.  The concept of access is fraught and complex throughout 

health research.  In the field of family planning specifically, access has taken on additional 

complexity due to the field’s desire not only to reduce supply-side barriers to access, but to 

increase demand for contraception.  This has resulted in some definitions of access that 

incorporate lack of demand in with lack of access.  For example, a recent conceptual framework 

on family planning access considered “respondent opposition” to family planning a lack of 

“psychosocial access”168.  This complex conception of access has long presented a measurement 

challenge for the family planning community, and a series of increasingly complex access 

measures have been proposed over the years seeking to measure barriers to access not only on 

the supply-side of family planning, but on the demand-side as well.  There is important richness 

in this topic, but what seems to be most relevant for the question of contraceptive autonomy is 

whether the woman herself perceives that she has access. This approach also finds support in the 
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World Health Organization’s definition of access to health services -- “the perceptions and 

experiences of people as to their ease in reaching health services or health facilities in terms of 

location, time, and ease of approach”194.  This approach to measuring access also places trust in 

the woman’s own assessment of her situation, and is congruent with the woman-centered 

approach to healthcare and research that recognizes the woman’s expertise in her own decision-

making.  For this reason, full choice would be measured in a quite straight-forward way: self-

reported answers to whether: 8) a method from each group is available to the woman; and 9) a 

method from each group is affordable to her.  Additionally, for users of provider-dependent 

methods, this will include whether 10) she thinks she could get the method removed if she 

wanted; and 11) could afford to get the method removed if she wanted. 

Free choice: 

Newman and Feldman-Jacobs define free choice as “the decision whether or not to use family 

planning and what method to use, made voluntarily, without barrier or coercion.”  There is a 

widespread consensus in the family planning community that the adoption of a method should be 

completely voluntary, and that no degree of coercion in this process is acceptable, making the 

operationalization of free choice a bit more straightforward than the two preceding concepts.  

Free choice has been operationalized into two simple criteria for all women: 12) made the choice 

to use or not use family planning voluntarily; and 13) was not offered incentives to use/ not use a 

method.  For current users of a method, that she 14) felt she was able to refuse her method; and 

15) is not using her method against her will are added, while users of long-acting methods must 

have 16) not met provider refusal to discontinuation/removal.   

A key feature of the algorithm for informed choice, full choice, and free choice is that each 

subdomain has differing criteria for different women based on their status as either a 1) non-
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current user of contraception; 2) current user of contraception; and 3) current user of a provider-

dependent method (or, in the case of informed choice, a permanent method).  Applying 

differential criteria to different groups of the population of interest is an unorthodox approach to 

measurement.  Most social measurements seek to apply to the same benchmarks to all, which 

facilitates interpretation of the measure, as well as creates a level playing field in which no one is 

held to a different (or higher) standard than anyone else.  In the case of contraceptive autonomy, 

however, which seeks to measure such a broad concept across so many categories of women, it is 

important to tailor the criteria for contraceptive autonomy to the woman’s current relationship 

with contraception.  Since contraception (with the exception of fertility awareness-based 

methods and withdrawal) necessitates the use of either a medical device or a medication, codes 

of medical ethics require that users of those methods be held to a different standard of informed 

consent than non-users who have not experienced medical intervention195,196.  Additionally, as 

the body of evidence that users of provider-dependent methods face barriers to discontinuation, 

creating the possibility for types of non-autonomy for users of those methods that does not exist 

for other women, it is important to account for in the measurement as well.  In sum, because the 

threats to autonomy vary differentially by contraceptive user status, the benchmark for 

measuring autonomy among these groups does as well.  Importantly, none of these benchmarks 

is particularly lofty, aspirational or hard to achieve.  Rather, they reflect a sort of baseline of 

well-established criteria for voluntary family planning. 

Contraceptive Autonomy Indicators 

With the definition of contraceptive autonomy in mind, Figure 1.5 shows a refined conceptual 

model, based on which a new suite of indicators can be developed.  Here, I will elaborate two 
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such indicators: 1) an Autonomy-Adjusted Contraceptive Prevalence Rate (aCPR); and 2) A 

stand-alone autonomy score.   

 
Figure 1.5: Contraceptive Autonomy Cells 

 

Autonomy-Adjusted Contraceptive Prevalence Rate: 

The idea of adjusting the CPR has been proposed before as a way of  providing additional or 

more nuanced information to what is an otherwise crude indicator102.  The CPR as currently 

measured, in conjunction with the importance of meeting contraceptive use targets for global 

development can create perverse incentives to promote contraceptive uptake.  For example, if a 

woman is compelled to adopt an IUD she does not want, the method (highly effective, long-

acting, modern, etc.) is counted, while the coercion is recorded nowhere.  The autonomy-

adjustment to the CPR aims to remove any woman who did not autonomously obtain her method 

from the numerator, and thus, remove any incentive for programs or providers to use coercive 

tactics, subtle or overt, in their programs.  Using the schematic in Figure 5 as a guide, 

contraceptive prevalence is usually calculated as (B+D)/(A+B+C+D).  The autonomy adjustment 

would remove women in Cell B from the numerator, and only include autonomy users in the 

numerator, resulting in an indicator that is calculated simply as D/(A+B+C+D).   
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Cell A: Non-users of contraception who 

made a free, full and informed decision 

Cell B: Users of family planning who lacked 

information, access and/or freedom in that 

choice 

Cell C: Non-users of family planning who 

lacked information, access and/or freedom 

in that choice 

Cell D: Non-users of contraception who 

made a free, full and informed decision 
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Additionally, although CPR is technically defined as “[t]he percent of women of reproductive 

age who are using (or whose partner is using) a contraceptive method at a particular point in 

time,” it is “almost always reported for women married or in sexual union” alone99.  For (often 

young) unmarried women, their exclusion from this measure (among others) serves to erase their 

needs, and provides no incentive on paper for providers or programs to ensure that their needs 

are being met.  Though there are certainly logistical and cultural justifications for this 

measurement approach, when a young unmarried woman is turned away from family planning 

due to provider bias, for example, this is likewise recorded nowhere using our current metrics. 

Additionally, with later marriage and changes in sexual mores, marriage is increasingly rarely a 

reliable proxy for sexual activity. For these reasons, the autonomy-adjusted CPR should be 

calculated among all women of reproductive age.   

The autonomy score would be calculated based on the answers to the 16 components of the 

contraceptive autonomy items, based on the following formula: 

𝐴𝑢𝑡𝑜𝑛𝑜𝑚𝑦 𝑠𝑐𝑜𝑟𝑒𝑗 =  ∏ 𝑖𝑖𝑗 

where it is the answer (0 for no, 1 for yes) the jth women gave to item i.  Then, the autonomy 

score would be applied to the CPR as follows: 

# 𝑜𝑓 𝑤𝑜𝑚𝑒𝑛 𝑎𝑔𝑒𝑠 15 − 49  𝑢𝑠𝑖𝑛𝑔 𝑎 𝑐𝑜𝑛𝑡𝑟𝑎𝑐𝑒𝑝𝑡𝑖𝑣𝑒 𝑚𝑒𝑡ℎ𝑜𝑑 − ∑ (𝐴𝑢𝑡𝑜𝑛𝑜𝑚𝑦 𝑠𝑐𝑜𝑟𝑒 𝑜𝑓 𝑎𝑚𝑜𝑛𝑔 𝑐𝑜𝑛𝑡𝑟𝑎𝑐𝑒𝑝𝑡𝑖𝑣𝑒 𝑢𝑠𝑒𝑟𝑠𝑗)
𝑛

𝑗=1
 

# 𝑜𝑓 𝑤𝑜𝑚𝑒𝑛 𝑎𝑔𝑒𝑠 15 − 49 
 

This approach to calculating contraceptive autonomy is based on a conception of autonomy that 

is essentially “all or nothing:” a woman either has full autonomy or she does not.  If she is found 

to have all 16 of the constituent items of autonomy, she is not decremented at all, but if she is 

found not to have any of those items, her autonomy score is 0.  The idea undergirding this 
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approach is that the component parts of autonomy are mutually constitutive, and there can be no 

free choice without informed choice, no full choice without free choice, etc.  Thus, if any one 

component of autonomy is lacking, there can be no autonomy at all.  

Some may disagree with this “all or nothing stance,” and argue that there should be partial credit 

in the calculation of the autonomy score.  For example, some may argue that even if a woman 

lacks access to a male-controlled method, she can make a decision that is at least partially 

autonomous if she meets the rest of the criteria.  A score allowing for this type of partial credit 

could be calculated: 

𝐴𝑢𝑡𝑜𝑛𝑜𝑚𝑦  𝑠𝑐𝑜𝑟𝑒𝑗 =  
∑ (𝑖𝑖𝑗)

𝑛

𝑖=1

𝑛
 

where iij is the answer (0 for no, 1 for yes) the jth women gave to item i.  For the “shades of gray” 

autonomy score, an average of all of the individual autonomy scores will be taken, and this 

average will be multiplied by the number of contraceptive users, as illustrated in the formula 

below: 

# 𝑜𝑓 𝑤𝑜𝑚𝑒𝑛 𝑎𝑔𝑒𝑠 15 − 49  𝑢𝑠𝑖𝑛𝑔 𝑎 𝑐𝑜𝑛𝑡𝑟𝑎𝑐𝑒𝑝𝑡𝑖𝑣𝑒 𝑚𝑒𝑡ℎ𝑜𝑑 ∗  
1
𝑛

∑ (𝐴𝑢𝑡𝑜𝑛𝑜𝑚𝑦 𝑠𝑐𝑜𝑟𝑒 𝑎𝑚𝑜𝑛𝑔 𝑐𝑜𝑛𝑡𝑟𝑎𝑐𝑒𝑝𝑡𝑖𝑣𝑒 𝑢𝑠𝑒𝑟𝑠𝑗)
𝑛

𝑗=1
 

# 𝑜𝑓 𝑤𝑜𝑚𝑒𝑛 𝑎𝑔𝑒𝑠 15 − 49 
 

There are arguments to be made in favor of both the “all or nothing” and “partial credit” 

approaches to calculating this indicator.  The “all or nothing” approach is stricter in its adherence 

to the conceptual underpinnings of the indicator, and thus, perhaps a truer measurement of 

contraceptive autonomy than the partial credit model.  However, this clarity comes at the cost of 

sensitivity, and this approach to the measurement may obscure important changes and 

differences.  If, for example, a program previously employed overt coercion and failed to provide 

information about a wide range of methods, and then ceased to employ overt coercion but still 
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failed to provide adequate information, the contraceptive autonomy scores in that area would not 

change to reflect the important but incomplete improvements in the program, since it still falls 

short of the contraceptive autonomy standard.  Nor would the all or nothing approach effectively 

differentiate between two settings, one that used overt coercion and the second that failed to 

provide adequate information.   

The partial credit approach would be able to reflect these types of improvements or differences, 

but the intuitive interpretation of the indicator would suffer.  No longer would the contraceptive 

autonomy score be the proportion of women who were able to exercise contraceptive autonomy.  

Instead, it would become the average proportion of the 16 autonomy items that the population 

met.  With the partial credit model, a strong argument could be made in favor of weighting the 

16 items (for example, weighting the importance of using a method against one’s will more 

heavily than not knowing a disadvantage of contraceptive non-use), necessitating some 

consensus on the relative importance of each of the autonomy criteria.  This process would 

indeed improve the ability of the measure to perceive changes in programs and policies, but 

would distance the measure from the original intent and allow programs that are not meeting 

basic standards of voluntarism to still score fairly highly. 

Stand-alone autonomy indicator: 

Though the autonomy adjusted CPR (aCPR) is an important step toward women-centered 

measurement in family planning, it still maintains the CPR’s focus on contraceptive use.  It 

would thus be important to also consider the stand-alone score that acknowledges that 

autonomous non-use of family planning (Cell A in the schematic) is a perfectly valid outcome 

for a family planning program.  Ensuring that a woman has sufficient information and access, 

and then respecting her decision not to use contraception is something to be commended from a 
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patient-centered perspective, and so this indicator includes all women with contraceptive 

autonomy, both contraceptive users and non-users, in the numerator.  To calculate this score, the 

“all or nothing” and “partial credit” autonomy scores would be calculated identically as for the 

aCPR, but instead of being applied to the CPR, they would simply be taken as a proportion of the 

total population of women of reproductive age, as follows: 

"All or nothing" Contraceptive Autonomy Score =   

∑ (𝐴𝑢𝑡𝑜𝑛𝑜𝑚𝑦 𝑠𝑐𝑜𝑟𝑒𝑗)
  𝑛

𝑗=1
 

# 𝑜𝑓 𝑤𝑜𝑚𝑒𝑛 𝑎𝑔𝑒𝑠 15 − 49 
 

“Partial credit”  ContraceptiveAutonomy Score =  
 
1

𝑛
∑ (𝐴𝑢𝑡𝑜𝑛𝑜𝑚𝑦 𝑠𝑐𝑜𝑟𝑒 𝑎𝑚𝑜𝑛𝑔 𝑐𝑜𝑛𝑡𝑟𝑎𝑐𝑒𝑝𝑡𝑖𝑣𝑒 𝑢𝑠𝑒𝑟𝑠𝑗)

  𝑛

𝑗=1
 

# 𝑜𝑓 𝑤𝑜𝑚𝑒𝑛 𝑎𝑔𝑒𝑠 15−49 
 

Again, this would be calculated among all women of reproductive age regardless of marital 

status, as a way to redress the historical exclusion of young people from family planning 

indicators.   

Conclusion 

By simply not measuring contraceptive autonomy, it has been easy to assume that non-autonomy 

is family planning is rare, and that the isolated cases that make the news are the results of a few 

bad actors. It can be challenging to think more critically about the systems that undergird our 

work, how they may be doing harm, and how we can reimagine them to promote an agenda that 

is more centered on women and our well-being. One reason that the family planning community 

may show reluctance to name and measure coercion and non-autonomy has been a fear that any 

findings would be seized upon by the anti-choice community and other forces that seek to limit 

women’s access to essential reproductive health services.  Indeed, anti-choice groups have seized 

upon the infamous cases of forced sterilization in Peru under Fujimori and other examples of 
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egregious rights violations to promote an agenda focused on limiting women’s access to 

contraceptives197.   

It may be helpful to imagine what family planning would be like today if it had not emerged 

from the population control movement, but rather, if it were created today based wholly on 

women’s rights and health.  Goals and targets would likely be agnostic on questions of fertility 

growth or decline, of contraceptive uptake or non-use, and instead might focus entirely on 

concerns of quality, rights, access, health and autonomy. 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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Abstract  

Despite important narratives about empowering women through family planning policy in sub-

Saharan Africa (and indeed, throughout the developing world), family planning programs are 

nonetheless almost exclusively evaluated by their successes in increasing contraceptive uptake 

and reducing fertility. Some scholars have raised concerns that the emphasis on fertility 

reduction and contraceptive uptake may contribute to situations where women are coerced into 

adopting contraceptive services they do not fully understand or want.  Yet, surprisingly little data 

have been collected to investigate whether such coercion exists or how it might manifest. In-

depth interviews with 49 women of reproductive age in a sub-Saharan African family planning 

program begin to fill this knowledge gap.  Respondents reported a range of non-autonomous 

practices including biased or directive counseling, limited contraceptive method mix, scare 

tactics, provision of false medical information, refusal to remove provider-dependent methods, 

and the non-consented provision of long-acting methods. The results show that coercion sits on a 

spectrum, and need not involve overt force or violence, but can result from more quotidian limits 

to free, full, and informed choice. The study finds that global family planning policies may 

incentivize coercive practices and calls into question the central role of intentionality by 

demonstrating how coercion can arise from structural causes as well as interpersonal ones. By 

showing how contraceptive autonomy may be limited even by providers working in good faith, 

these results argue for a radical reconceptualization of family planning goals and measurements 

to focus exclusively on reproductive health and rights.  

 

 



49 

 

Introduction 

As development organizations increasingly motivate donor and state investment in new family 

planning efforts by setting numerical targets for contraceptive uptake and fertility reduction 5, 

feminist scholars have worried that such target-driven contraceptive services may incentivize 

coercive practices198,199. And yet, these concerns have been the subject of scant research.  This 

paper examines an exemplary family planning program in sub-Saharan Africa to explore whether 

coercion exists and, if so, what forms it takes.  Interviewers conducted 49 in-depth interviews 

with women ages 15-49 living in two sites – one urban and one rural.  Women reported a wide 

range of non-autonomous experiences, from biased counseling and very limited method mix to 

refusal to remove provider-dependent methods on request.  Some of the experiences reported fit 

the common, interpersonal conception of coercion, while others seem to stem from systemic 

causes.  As the first study of coercive practices that develop among programs chasing global 

contraceptive uptake goals, these findings build important new theories about the spectrum of 

structural and interpersonal coercion that will facilitate future investigations into the breadth and 

depth of coercive practices. Finally, this study concludes with concrete suggestions for priority 

setting and measurement that promote access to high quality reproductive health and 

contraceptive services using patient-centered and rights-based approaches to care.   

Coercion and Family Planning 

1994 was a watershed year for family planning. Prior to that year, in what is now referred to as 

the “Population Era”60, a range of governmental, multi-lateral and non-governmental 

organizations were founded, from the Population Council, to the United Nations Fund for 

Population Activities, to the Office of Population within the United States Agency for 

International Development with the aim of slowing population growth. Some advocates, 
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development organizations and governments even went as far as justifying coercive means to 

limit births when they thought that voluntary family planning would not be adopted at sufficient 

rates 171,199. President of the Population Council Bernard Berelson and his colleague Jonathan 

Lieberson, for example, promoted what they called a “step-ladder” approach to population 

control, in which a range of progressively more coercive tactics may be justified to address “the 

population problem”170. In grappling with the ethics of government intervention on fertility, 

Berelson and Lieberson write that “there are undoubtedly cases of justified coercion” but caution 

that “overt violence or other potentially injurious coercion is not to be used before noninjurious 

coercion has been exhausted.” Many countries in the Global South adopted population policies 

that employed mechanisms such as economic penalties for high fertility, quotas for providers, 

and compulsory sterilization 74,200.  

 In 1994, the International Conference on Population and Development (ICPD) was held in 

Cairo, and revolutionized the field of global family planning.  It was at this conference that 

women’s voluntary use of family planning was asserted as a guiding principle, and the 

reproductive health and rights rationales for family planning were proffered as replacements for 

(or, at the very least, equals to) fertility reduction. The Cairo Programme of Action affirms that 

demographic goals are “legitimately the subject of government development strategies,” but 

follows that they “should not be imposed on family planning providers in the form of targets or 

quotas for the recruitment of clients59.” The Programme of Action further asserts that 

“reproductive rights embrace human rights” and that “any form of coercion has no part to play” 

in the provision of family planning or other reproductive health services. The document 

disavows the use of coercion no fewer than 13 times, while clearly asserting the importance of 

access to high-quality reproductive health care (including but not limited to family planning) for 
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all women, regardless of age or background59. This Programme of Action was signed by 179 

countries. 

In the wake of the Cairo Programme of Action, the global family planning community went to 

great lengths to affirm its commitment to the principles of rights and voluntarism within family 

planning. Within USAID, for example, the 1998 Tiahrt Amendment codified that any USAID-

funded family planning program must not promote quotas for contraceptive acceptors or use 

“incentives, bribes, gratuities, or financial reward for family planning program personnel for 

achieving targets or quotas, or for individuals in exchange for becoming a family planning 

acceptor”201. Other family planning programs have adopted similar policies and rhetoric, 

emphasizing the importance of women’s rights and empowerment in the provision of 

contraceptive services7.  

 Defining and Studying Coercion 

Despite the historical precedent of coercion in family planning and the widespread 

acknowledgement of the potential for human rights violations (or indeed, perhaps because of it), 

very little research has been conducted to assess women’s experiences with potential 

contraceptive coercion in contemporary family planning projects. The term “coercion” itself was 

not defined in the ICPD Programme of Action, and has remained contested in the years since202.  

Some authors propose a definition of coercion that is fairly broad. In their systematic review of 

reproductive coercion, Grace and Anderson define coercion as any “behavior that interferes with 

the autonomous decision-making of a woman, with regards to reproductive health”203. 

Discussions surrounding the Convention on the Elimination of All Forms of Discrimination 

against Women (CEDAW) at the United Nations have sought to flesh out the definition to 

emphasize that coercion need “not necessarily include[e] physical force” and instead includes the 
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use of fraud and deception along with force, violence, and physical restraint as coercive tactics 

204. In their 2014 literature review of coercion in family planning programs, Hardee et al. 

expressed concern that “Defining coercion or coercive actions too broadly could incriminate all 

family planning programs” 202. That team thus settled on a definition of coercion that reads 

“Coercion in family planning consists of actions or factors that compromise individual 

autonomy, agency or liberty in relation to contraceptive use or reproductive decision making 

through force, violence, intimidation or manipulation” 202. A key feature of these definitions is 

that they tend to define coercion as an action that one individual takes against another, rather 

than conceptualizing coercion as something that can happen through systematic processes. This 

might limit our understanding of how coercion can happen to contraceptive users, and as well as 

how it might be addressed.  

Indeed, an understanding of coercion that includes structural factors is essential if we are to 

explore global family planning within the larger context of the international development project. 

Critical development literature has explored the ways that scientific racism, sexism, and Western 

hegemony have suffused the development project from the start, and the ways that these 

ideologies have been sanitized and rendered invisible through the development discourse 

47,205,206. Within the family planning context, it is crucial to examine the ways that intersecting 

systems of oppression (racism, sexism, poverty, among others) have constructed poor women of 

color living in poor countries as the targets of contraceptive interventions and fertility reduction 

regimes, largely without their participation in critical decision-making processes. This has led to 

what Lata Mani has called “the marginality of women to a discourse ostensibly about them”207. 

An understanding of structural contributors to coercion is also important from the perspective of 

the reproductive justice framework, which “represents a shift for women advocating for control 
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of their bodies, from a narrower focus on legal access and individual choice (the focus of 

mainstream organizations) to a broader analysis of racial, economic, cultural, and structural 

constraints on our power” 208. Pioneered by Black American women, the reproductive justice 

framework has been used within the United States to challenge racialized and gendered 

reproductive oppression 208,209.  However, heretofore this framework has not been widely applied 

to studies outside of the United States, where issues of structural racism and patriarchy may take 

different forms, but are no less salient.  

Contention around the meaning and deployment of coercion has likely contributed to the crucial 

lack of research on the topic. Indeed, there is a notable gap between the attention paid to 

deploring and disavowing the notion of coercion, and any attempts to assess or document the 

presence/impact of coercion or other non-autonomous behaviors within family planning 

programs. Where contraceptive coercion has been discussed in the recent literature, it is often 

framed as a discussion of incidents taking place in the distant past, such as Hardee et al.'s 2014 

review that  discusses some infamous examples of compulsory sterilization and other coercive 

tactics in China, India, Bangladesh, Timor Leste and Peru, from the 1960s-1990s 202. 

Much of the research that attempts to examine contemporary reproductive coercion focuses 

exclusively on the intimate partnership dyad or other familial relations, rather than coercion 

originating from the health system or other state actors. In Grace and Anderson’s recent 

systematic review of reproductive coercion, for example, we learn that “Perpetrators of 

reproductive coercion may be an intimate partner, a family member, or a family member of the 

partner” 203. Similarly, the validated scale to measure reproductive autonomy created by 

Upadhyay et al. assesses the extent to which the respondent’s partner has infringed on her 
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autonomous decision-making, but does not have any items intended to assess coercion coming 

outside the intimate partnership210. 

What scant research there is on contraceptive coercion from policies or programs tends to come 

from within the United States, where reproductive, racial and disability justice movements have 

called attention to the ways that institutionalized discrimination affects the way that family 

planning programs provide services to marginalized groups 208,209,211. Kramer et al., for example 

explored whether the provision of long-acting reversible contraceptives (LARCs) differed by 

race/ethnicity in the United States, finding no significant differences 212. Yee et al. explored 

whether minority women in the United States perceived their contraceptive counseling to be 

discriminatory or coercive, finding that 10 of 30 women “described feeling coerced or perceiving 

racially-based discrimination in counseling” 213.  Outside of the United States, there is an 

important and growing body of research on quality of care and women-centeredness within 

family planning that incorporates dimensions of autonomy along with other concerns such as 

privacy, social support, technical quality of care, and empathy180,214–216. And yet, (in the English 

language peer-reviewed literature) there is little, if any, empirical research explicitly exploring 

the question of contraceptive coercion coming from the health system.  

Contraceptive coercion is, of course, not unidirectional: Providers might also refuse to provide 

contraception (and other reproductive healthcare) to women who want it.  This form of coercion  

has been thoroughly documented throughout the world, in the form of the denial of contraceptive 

methods to young and/or unmarried women, for whom sex might be stigmatized by family 

planning providers 169,217. Rather than framing this as a type of coercion, though, researchers 

have typically used the phrases “barrier to access” or “provider bias” to describe this 

phenomenon (Campbell et al., 2006; Choi et al., 2016; Williamson et al., 2009, among many 
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others) Despite this different framing, providers or health systems deciding for women 

if/when/how they should contracept meets all of the definitions of coercion discussed above.  A 

person might either be coerced in the “upward” -- that is, coerced into using a method that they 

do not want to use. But a person might also be coerced “downward” -- that is, coerced into not 

using a method that they do want to use. The terms “upward” and “downward” are not intended 

to ascribe relative value, but rather to assert directionality.  

Contemporary Family Planning in the Global South  

The influential 2012 London Family Planning Summit sought to “launch a global movement” for 

family planning, marshalling new energy and resources for family planning programs, and 

setting a goal of 120 million additional users of modern contraception worldwide by 2020.  This 

“120 by 20” goal became the centerpiece of a new global family planning initiative called 

Family Planning 2020 (FP2020), funded in large part by the Bill and Melinda Gates Foundation, 

the United Nations Population Fund (UNFPA), the United States Agency for International 

Development (USAID), and the United Kingdom Department for International Development 

(DFID).  As part of the FP2020 process, 69 focus countries were selected, many of which have 

set their own internal contraceptive uptake or fertility targets. Meanwhile while initiatives like 

the Ouagadougou Partnership were created to catalyze commitments at the regional level 66.  

Examples of some of the quantitative targets set by countries and initiatives are summarized in 

Table 2.1 (Sources: “Family Planning 2020- Commitment Makers,” n.d.; Partenariat de 

Ouagadougou, 2016).   

Several of the 69 FP2020 focus countries have elaborated national strategic planning documents 

to support and guide their pursuit of these goals, often dividing the national-level goals into 

province or district-level sub-goals within their respective countries.  The FP2020 initiative has 
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forcefully affirmed the voluntary nature of these goals and all family planning services that are 

provided within them5.  FP2020 set up a (now defunct) Rights and Empowerment Working  

Table 2.1: Quantitative Fertility and Contraceptive Targets 

Body Target Timeframe Location 

FP 2020 
120 additional users of modern 

contraceptives 
2012-2020 

69 focus countries in 

the Global South 

Ouagadougou 

Partnership 

2.2 million additional women using 

modern contraceptive methods 
2011-2020 

9 francophone West 

African countries  

Ghana 
Reduce the total from 5.5 fertility 

rate to 3.0 
1990-2020 Ghana 

Rwanda Achieve an mCPR of 70%  2012- 2020 Rwanda 

Tanzania  
Achieve a national contraceptive 

prevalence rate of 60% 
2012-2015 Tanzania 

Benin Increase mCPR to 20% 2013-2018 Benin 

 

Group that enumerated a set of principles to guide pursuit of the quantitative targets.  The “Track 

20” core indicators for FP2020 also include some indicators intended to “provide a glimpse into 

issues of agency and autonomy, quality, availability, and informed choice” such as the 

percentage of women who decided to use family planning alone or jointly with their 

husbands/partners, although these indicators are measured only in a subset of the 69 focus 

countries219. 

As both international organizations and national governments increase their efforts to promote 

contraceptive use and fertility reduction through quantitative targets, this study explores whether 

women may be experiencing contraceptive coercion, and how this coercion may be manifested 

and experienced.   

Methods 

This study takes place in a low-income country in sub-Saharan Africa, that is engaged in global, 

regional and domestic initiatives that employ quantitative contraceptive uptake targets in the 
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pursuit of fertility reduction.  This country was chosen as a theoretically useful case because it is 

firmly in the mainstream of the contemporary family planning movement, and has been 

commended as a model of exemplary family planning programming.  The family planning work 

in this country is funded by mainstream donors, supported by mainstream NGOs, guided by 

mainstream policies and goals, and uses internationally-determined best practices.   

Ethics Approval 

All relevant ethics boards reviewed and approved this study.  These include the Institutional 

Review Board of the Office of Human Research Administration at the Harvard T. H. Chan 

School of Public Health in Boston, USA, the national ethics committee of the country where the 

study took place, and the local ethics committee at one research site. Written informed consent 

was obtained from all adult participants (ages 20 and above). For minors (ages 15-19), written 

parental informed consent was obtained in addition to written assent from the minor. 

Pseudonyms were assigned, and no identifying respondent information was retained. 

Data and Analysis 

The data for this study are 49 in-depth interviews with women of reproductive age (ages 15-49) 

in a country in the Global South that belongs to the FP 2020 Initiative. Fieldwork was conducted 

in July/August 2017. Detailed information about the interview guide, interviewer training, 

respondent selection, and interview processes can be found in the methodological appendix.   

Due to vast disparities between urban and rural experiences, fieldwork was conducted within 

both an urban research site and a rural research site.  Eight local data collectors were recruited 

and trained to carry out interviews in three primary local languages.  Respondents were 

prompted to guide the discussions toward their concerns and interests, within the broader 

umbrella of autonomy and quality in family planning.  Questions included standard 



58 

 

sociodemographic background information, in addition to probes on previous use of 

contraception, past experiences with family planning services providers, reproductive desires, 

fertility intentions, gender roles in decision-making, and cultural views on childbearing.  All 

interviews were audio-recorded and transcribed verbatim with personal identifiers removed. Key 

informants were used to propel a purposive sampling strategy, designed to obtain a diversity of 

opinions and experiences among respondents.  Women were eligible for inclusion if they lived in 

one of the research sites, were between 15-49 years old, and were able to provide informed 

consent in one of the three study languages.  Dimensions along which diversity was sought 

include age, ethnic group, religion, marital status, educational attainment, parity, and 

contraceptive use.  The characteristics of the respondents are shown in Table 2.2. Additionally, 

we interviewed three key informants who occupy positions within the regional health system 

administration to obtain some supplementary perspectives on the contraceptive uptake targets in 

service provision. 

We took an inductive approach to the data coding, combining an initial manual coding (using 

Microsoft Excel) with subsequent coding using Atlas.ti 8 software. We then used thematic 

analysis to group codes into themes that revolved around both women’s own experiences with 

contraceptive services, as well as stories they know regarding, close friends, neighbors, family 

members, and other confidants. Given the strong body of global literature showing how 

disrespect and abuse from health providers can be normalized220, we endeavored to analyze the 

data from both emic and etic perspectives. We analyzed the data both trying to understand how 

women made sense of the stories they were sharing, as well as trying to understand these 

experiences in the larger context of the global family planning movement.  
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Table 2.2 - Characteristics of Respondents, by study site 

  Urban site Rural site Total 

Total Interviews  25 24 49 

 

Marital Status    

 Married 17 17 34 

 Unmarried 8 7 15 

Age Group    

 15-19 6 8 14 

 20-24 10 5 15 

 25-39 1 3 4 

 30-34 1 2 3 

 35-39 2 3 5 

 40-44 1 2 3 

 45-49 4 1 5 

Religion    

 Muslim 12 12 24 

 Christian 13 12 25 

Ethnicity    

 Predominant 

ethnicity 

22 2 24 

 Ethnic minority 1 1 3 4 

 Ethnic minority 2 0 4 4 

 Ethnic minority 3 0 12 12 

 Ethnic minority 4 2 0 2 

 Ethnic minority 5 0 1 1 

 Ethnic minority 6 0 2 2 

Education    

 Primary or lower 9 15 24 

 Secondary or higher 16 9 25 

Number of children    

 0 7 6 13 

 1 9 7 16 

 2 2 3 5 

 3 1 2 3 

 4 2 3 5 

 5+ 3 3 6 

Student status    

 Current student 8 6 14 

 Not student 13 18 31 

Current contraceptive use    

 Current user 15 14 29 

 Former user 6 3 9 

 Never user 4 7 11 



60 

 

Results 

“There is a certain quota”: How structures can promote coercion  

The key informants we interviewed made clear that the system in which they worked 

incentivized a pro-active approach to fertility reduction.  Targets for modern contraceptive 

prevalence rates (mCPR) set by the government in strategic planning documents are translated 

from national and regional targets into district and then finally clinic-level targets.  Seeking to 

understand how these targets are enforced, we had the following exchange with a district-level 

supervisor: 

Interviewer: How do you define success or failure during supervision, like 

a [health center] that succeeds at family planning, or a [health center] that 

fails at family planning? 

 

Administrator 1: For example, if we arrive on the ground, we try to see 

what’s really working.  If you go out and you see, for example, the women 

giving birth, that the births are spaced together, we can see it’s not working.  

Or, we look at the prevalence rate.  For example, at the beginning of the 

year, there is a certain quota.  We say that each [health center] has to have a 

certain percentage for family planning, and so we try to evaluate, for 

example, in the [health center], looking at the total population, we have to 

know how many women need to come for FP [family planning].  So, if we 

calculate it, and we see that it’s low, we say, “No, you didn’t really get 

there.” 

    

This supervisor told us that he does not take any punitive measures against individual providers 

for failing to meet their targets, but that these numbers are used as a principle metric of 

evaluation for health centers and that there are even competitions at the district and provincial 

level to see who can get the best numbers.  He also mentioned that, in addition to bragging rights 

for providers and health centers that meet their quotas, there are also small prizes (such as free T-

shirts) to help motivate providers. Another health administrator explained that:  

Administrator 2: At the district level, we also give goals to each [health 

center] so that they can attain the targets, those that concern all the methods 
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mixed together but above all the long-acting methods that we’re really 

emphasizing.   

 

The institutional focus on meeting mCPR targets and targets for long-acting methods is further 

reinforced by the record-keeping system used to evaluate providers’ and clinics’ success at 

providing family planning. Key informants shared that in some versions of certain family 

planning registries, there was no place for a provider to record counseling a woman who then 

declined to adopt a method. Thus, the only way for a provider to get ‘credit’ for family planning 

counseling was to record the method (along with detailed information about dosage, etc.).  

Another way that health system structures can constrain women’s choices is through the range of 

contraceptive methods offered. In our sample, the three main methods that most women were 

familiar with were oral contraceptive pills, injectables, and implants. Especially in the rural 

areas, respondents reported that these were the only three methods that were presented to them 

during contraceptive counseling. In the case of Jennifer, a 36-year-old married woman from the 

rural area, no other methods were presented to her, even when it became clear to the provider 

that another method might be needed: 

Jennifer: When I arrived, I told the nurse that I wanted to use the implant, 

but that previously when I had used the implant, I lost an enormous amount 

of blood, especially during my period. The nurse said that that now, it [the 

implant] is not the same as what it was before, so she asked me if I want to 

use the implant again, before telling me I could use another method: the pill 

or the injectable. I’m really scared of injections, so I told her I would take 

the pills and I went back home. 

 

I used the pills for a month, and then the second month, I started to forget… 

So, I went back to see her [the nurse] and explain to her that I very often 

forget the pills. That’s when she said ‘Hey, you have to take the pills every 

day, without the possibility of skipping days.’ … That’s when she told me 

to use the injectable method. 
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In this case, Jennifer reported adverse side-effects to the implant (excessive bleeding), and an 

inability to adhere to the proper regimen for oral contraceptive pills. But despite her fear of 

injections, and a multitude of other methods in the country that might suit Jennifer’s needs, only 

the injectable was proposed to her at this time. This was a story echoed by many respondents. 

Christina, for example, is a 23-year-old married woman from a small rural town. She reported: 

If you come [to the clinic], they tell you to choose the method that you 

want, if it’s the implant, the injectable, or the pills that you want. They give 

you what you choose to use. 

 

Though women are using the language of choice to describe these encounters, their choice seems 

to be constrained to quite a small range of hormonal contraceptives.  Very few women in either 

the urban or rural areas reported being offered or even told about barrier methods, fertility-

awareness based methods, or other non-hormonal options. This remained true even when women 

reported discomfort or side-effects from previous experiences with hormonal contraception. 

“They give it to everyone without exception”: Downward coercion among young people may not 

be as salient as previously thought in this setting 

Despite the conventional wisdom that youth have restricted access to contraception and that 

judgmental providers are reluctant to provide contraception to younger and unmarried women 

(Brittain et al., 2018; Williamson et al., 2009, for example), respondents reported that downward 

coercion is quite scarce in their communities. Even with an interview guide that probed 

specifically on potential barriers to access for young people, respondents replied overwhelmingly 

that providers are quite happy to give contraception to young, unmarried, and nulliparous 

women. Mary, a 16-year-old unmarried woman from the urban area, evoked a common heath 

rationale to explain why providers would not refuse contraception to young people,  

Some young women are very small when they get pregnant, and … aren’t 

more than 14 or 15 when you see them with a pregnancy. Some of them die 



63 

 

and some of them can’t deliver except via operation [c-section]. That’s why 

they [health providers] tell even young women to go use a method. Then, 

after, if God sends them a husband, they can get married.  

 

By emphasizing that a woman can get married after using contraception, Mary seems to be 

deliberately refuting older attitudes regarding the diminished marriage prospects of sexually-

active unmarried women in the urban area. That there has been significant change in attitudes 

towards young women using contraception in recent years was echoed by Elizabeth, a 24-year-

old married woman from the urban area.  

Elizabeth: These days, I don’t think that a health worker would refuse to 

give a method to a woman. Even if you’re a young unmarried woman, they 

give it to you, they give it to everyone.  

Interviewer: Even young unmarried women? 

Elizabeth: Before, they didn’t use to give methods to young unmarried 

women, but these days, with how life has become, they give it to everyone 

without exception.  

Elizabeth, Mary, and other respondents pointed to changing views on the health, social and 

economic benefits of practicing contraception for young people as reasons that downward 

coercion seems currently rare.  Rare, of course, does not mean non-existent. Sarah, a 40-year-old 

married woman with two children living in small rural town, does not at all fit the profile of a 

young, unmarried woman. And yet, after her first child was born, Sarah shared that: 

I told myself that I was going to use contraception to avoid closely-spaced births 

because if the births are too closely spaced, it’s very difficult. Imagine a little bit 

if you get pregnant and you are carrying another child on your back when you go 

out to the field [to do farm work], and there is no one to take care of you? So, this 

is why I went to say I want to use a contraceptive method, and she [the provider] 

told me to come back later. I insisted on it, but she stayed firm on her position 

because I didn’t have enough children.  

 

In this case, a provider’s belief that women must have multiple children before using 

contraception led her to downwardly coerce Sarah from using a method that she wanted. Sarah 
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told us that she would have liked to use the implant, and to wait up to five years before having 

another child. Because of Sarah’s extremely rural environment, where both health centers and 

providers are sparse, Sarah lacked the ability to simply seek family planning services elsewhere 

from a more amenable provider. Sarah’s story is notable both because it illustrates the enormous 

power over a woman’s reproductive rights that a single provider can wield, as well as because, of 

the 49 women we interviewed, it was the sole instance of downward coercion that was shared. 

From Flattery to Force: Coercion as a spectrum  

While reports of downward coercion were rare, many respondents readily shared a variety of 

stories of upward coercion that varied in both type and severity, ranging from things that subtlety 

constrain autonomy, to more overt action. Figure 1 illustrates a spectrum of coercive phenomena 

reported by women in our sample. 

 
Figure 2.1- Spectrum of Coercion 

 

 “But what they think is best, it’s only the “5 years.” - Subtler forms of coercion: 

One of the most common subtle forms of coercion reported were counseling sessions geared 

toward ensuring that a woman adopted a long-acting method of contraception rather than 
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meeting the woman’s specific need and desires.  For example, Maria is a 21-year-old married 

woman who told us that her providers use directive counseling to promote implants:  

Interviewer: Before you went to get the implant, was it a health worker 

who told you to get this method, or was there someone else who was a part 

of your decision? 

Maria: Well! The health workers normally counsel you that if you want to 

choose, you have to choose the “5 years” [the implant]. Now, if that method 

isn’t suitable for you, you can take it out and get the “three months” 

[injectables], but if you don’t like that, you can’t take it out. You have to 

wait for the three months to be over, otherwise you can’t remove it.  

Interviewer: So, it’s the providers who told you? 

Maria: It’s true that there’s counseling and they tell you to choose what 

you like, but what they think is best, it’s only the “5 years” [the implant]. 

 

In addition to pushing a given method, some providers may also bias their counseling by sharing 

only the advantages of family planning with women, failing to disclose information about side-

effects or other unfavorable consequences of use. We asked Christina about the advice she 

received after she delivered her child, and she responded  

Christina: They give you advice about the baby, and about you yourself. 

Interviewer: Did the health worker give you information about the good 

things and the bad things about using the injectable? 

Christina: [They tell us] all about birth spacing, if we avoid having a lot of 

kids, and closely spaced pregnancies. When you use the injectable, you can 

go 4 or 5 years without having another child, unless you stop using it… 

Interviewer: What are the negative aspects of contraceptive methods? 

Christina: If the child gets sick all the time, the care can cause financial 

difficulties 

Interviewer: I want to ask about the harmful effects of contraceptive 

methods 

Christina: [Pause] It doesn’t have any harmful effects.  

 

Here, even after repeated probing, Christina continued to share all of the advantages she had 

been told about family planning, almost as if reciting it from a script. She shares a good deal of 
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information about her counseling, and seems to have retained a good deal of details about 

contraception. And yet, continually probed to share a disadvantage of any contraception method, 

she is unable to do so. 

In addition to only sharing the advantages of family planning, some women reported receiving 

medical information from providers that differs substantially from accepted international medical 

consensus. Here is an exchange with Carol, a 27-year-old married woman: 

Interviewer: How did you get to the decision to use the injectable? 

  Carol: Because the health workers said that if you give birth via C-section, you must use 

the injectable and wait five or four years before your next child 

  Interviewer: The health workers said that if you give birth via C-section, you have to use 

the injectable? 

  Carol: Yes … 

  Interviewer: If the health workers hadn’t told you to use contraception, would you use 

it? 

  Carol: No… I don’t like the injectable 

   

The World Health Organization currently recommends an interpregnancy interval of two years 

for women who deliver by C-section, and have no method-specific contraceptive 

recommendations for these women nor are there credible guidelines from any mainstream 

medical association or rigorous research of any kind to support the provider’s recommendations.  

The provider seems to be exaggerating or perhaps falsifying her medical advice in an effort to 

get Carol to adopt the provider’s preferred method of contraception.  

“When they spoke like that, in all honesty, it made me scared” - Moderate forms of coercion: 

A step up from biased counseling and false medical information is threats to women about what 

will happen to them if they decline the provider’s offer of a method, or attempt to discontinue a 
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method. One story like this comes from Cindy, a married woman from the urban setting who had 

recently had a baby and then returned for a post-natal check up on the 45th day after delivery. 

When I brought my child into the world, I went back for the 45th day visit 

and they [the nurses] asked me to see if I was going to use a contraceptive 

method to space my births and I said no. They told me that if I decided to 

not use [family planning] and then later I have problems and start to run the 

full heat of day to say that people should help me, it is complicated. When 

they spoke like that, in all honesty, it made me scared.  

 

In this case, Cindy felt scared because she thought the nurse was implying that if she ever got 

sick or got pregnant again and came back to the clinic for care, she might not receive the medical 

attention she needed.  

Other threats that women reported revolve not around medical consequences, but the social or 

familial consequences of non-use. Elizabeth told us that:  

Elizabeth: One day I went to see the midwife to tell her that I had decided 

to stop the injectable, but that I had also asked my husband’s opinion and he 

said he didn’t know. And the midwife asked me why I wanted to stop, [and 

said] that I should continue, that I shouldn’t even dare to stop using it. What 

do I know about why my husband says he doesn’t really know, that men can 

be bizarre, and often they might not say anything, but once you get 

pregnant, they might ask you why you didn’t take any precautions, that he 

didn’t want the child and for that he can kick you out of the house with your 

child. When that happens, what will you do with your child? When she said 

that, I didn’t have the courage to stop, so instead I continued to get the 

injectable.  

Interviewer: So, in your opinion, did the health worker force you to 

continue or not?  

Elizabeth: In my opinion, she forced me to continue to use the injectable…  

Interviewer:  But why had you decided to stop the injectable?  

Elizabeth: Because I was starting to ask myself the question, saying that I 

had spent three years, only using the injectable, and maybe I should stop 

and start looking to have a child.  

Interviewer: So, you wanted a child? 

Elizabeth: Yes, I wanted to have a child… 
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In this case, Elizabeth reports that the provider made her feel that her husband might abandon her 

and her child if she went through with her decision to discontinue her use of the injectable. In 

another case, Laura, a married woman from the urban area with a very high level of education 

reported that when she refused to be swayed by a provider’s pressure to use the implant, that the 

provider (whom she also knew socially) showed up at her home several times to discuss the 

method and even offered to bring the implant and insert it then and there in the home.  

In addition to these types of scare tactics and insistence, some women reported being compelled 

to use a contraception against their will due to the perception of high parity. Jessica, 47-year-old 

married women from a rural town shared the following exchange: 

Interviewer: You said that you currently use the implant. Can you tell us 

how you managed to get this method? 

Jessica: When I got pregnant with my 10th [child]... the midwife told me 

that I have a lot of children and that I would have a difficult delivery. It’s 

there that she told me that I need to go to [nearby town] at the start of my 9th 

month. So, when my 9th month came, I did go to [nearby town], and I 

delivered there. So, the health workers in [nearby town] said that I needed 

to get the implant by force.  

Interviewer: They obligated you to get the implant?  

Jessica: Yes, I was obligated to accept, and they gave me the implant. The 

nurse told me that it would be 5 years, and even before the date of the 5th 

year, I started to feel illnesses due to the implant… 

 

Jessica went on to share a lengthy story about how she was eventually able to get her implant 

removed, got pregnant again, was again compelled to use, being told that she “should not have 

any more children.” Jessica used the injectable for a while and then stopped, getting pregnant 

and successfully delivering her 12th child by C-section.  
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“He refused, he said that it hasn’t yet been five years” - Overt forms of coercion: 

Along this trajectory, however, Jessica encounters difficulty getting her implant removed, even 

though she strongly dislikes the side-effects she feels it causes. She reports that: 

I went to the tell the hospital [that I got headaches from the implant], and 

it’s there that the health worker told me that the date to remove it hasn’t yet 

arrived, so he can’t remove it… He refused, he said that it hasn’t yet been 

five years, and there are two months that still remain. 

 

Jessica’s difficulty getting her implant removed was far from rare among our respondents, many 

of whom shared the same challenge that Jessica encountered, with providers inappropriately 

treating the five-year efficacy of the method as minimum duration of use. Several women 

reported being told to come back when their five-year period was up, even women complaining 

of side-effects or desiring to get pregnant.  Methods that require a provider for discontinuation 

create the ability for reproductive coercion to be an ongoing, protracted process, rather than a 

single event at the time of method adoption.  

Overt coercion does not only take place at the time of method removal, however. Women also 

shared with us stories of women being provided long-acting methods without their consent or 

even their knowledge. An 18-year-old rural woman named Nancy told us about her sister-in-law: 

Nancy: [My sister-in-law has] AIDS… when she gave birth to her child, 

they told her to come quickly to the hospital with the baby, they want to 

look at the baby, and then when they were there, they gave the implant to 

the woman. Then, they came to explain the situation to my father. They told 

him that she shouldn’t have any more children. That she doesn’t have the 

strength to tolerate another pregnancy, and that if she gets pregnant again, 

she can die.  

Interviewer: So, it’s because of AIDS they put the implant in her?  

Nancy: Yes…they came to inform my father-in-law but even today the 

woman doesn’t know about any of this.  

Interviewer: So, the woman doesn’t know that they had placed an implant 

inside her?  
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Nancy: No, she doesn’t know. There was a medical officer, and it was he 

who came to tell my father-in-law. 

Interviewer: So, the husband doesn’t know that the woman has an implant?  

Nancy: No, the husband knows about it, because my father-in-law told him. 

It’s the woman who doesn’t know.  

 

Nancy’s story is notable for a number of reasons. The health officer seems to have decided that 

having HIV/AIDS means that the woman should no longer be able to have children, and did not 

discuss with her the successful medical regimens used to prevent mother-to-child transmission of 

HIV. In addition to this, the health officer inserted an implant into the woman without her 

knowledge, and then chose to share this medical information with the woman’s father-in-law, as 

he is the head-of-household for that family compound. The father-in-law then chose to share this 

information with his son (the woman’s husband) and others, so that it appears that everyone 

living in the compound is aware that the woman has an implant except for the woman herself.  

Conclusion  

Overall, these findings reveal that even in a model family planning program, a range of coercive 

practices can impede women’s ability to practice contraceptive autonomy.  This inquiry has 

allowed for the development of three important theoretical advancements when studying 

contraceptive coercion: 1) coercion as bi-directional (both upward and downward); 2) coercion 

as a spectrum (from subtle to overt), rather than a dichotomous outcome; and 3) coercion as 

structural phenomenon, rather than simply an interpersonal one.  Documented here include a 

variety of coercive practices, ranging from biased counseling to severely limited method mix to 

scare tactics to outright refusal to remove implants.  In contrast to the bulk of the published 

literature, the practices reported here leaned overwhelmingly toward upward coercion rather than 

downward coercion (or ‘barriers to access’). 
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Importantly, much of the coercion reported has roots in structural causes rather than any apparent 

malice on the part of providers.  Health centers are incentivized to meet specific contraceptive 

uptake targets, with financial benefits to increasing uptake and providers accountable to their 

supervisors if targets are not met.  With the presence of a performance-based financing scheme 

in many countries of the Global South, these types of routine monitoring indicators can go 

beyond perceptions of success, and actually affect the type of remuneration that providers and 

administrators can expect for their clinics. The World Bank, for example, provides financial 

incentives for providers and health centers to increase the number of users of both short-acting 

and long-acting methods in the study setting.  This can (and indeed, is expressly intended to) 

create structural incentives for providers to maximize the provision of modern methods, without 

any attempt to address the ways that this might incentivize coercion too.  The physical lack of a 

place in some clinic registries to record women who had received counseling but chose not adopt 

a method exemplifies these structures.  The creation of registries, approaches to supervision and 

remuneration schemes that gives just as much credit for a counseled patient who declines 

contraception as one who accepts it would be important steps toward reducing structural 

coercion.   

These research methods do not allow us to know whether health providers are deliberately 

misleading women to encourage uptake or simply misinformed themselves.  In either case, 

however, the lack of access to accurate medical information infringes on the women’s ability to 

make a truly informed decision about their family planning.  From the perspective of a woman 

who wants to remove her implant, for example, it makes little difference whether the provider 

refuses to remove it because of a personal belief that she should limit her reproduction, or 

because the provider was not trained on removal techniques. The end result for the woman is the 
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same: she is compelled to continue a method she wishes to discontinue, infringing on her bodily 

autonomy and reproductive rights. Thus, the absence of individual intent to coerce does not 

necessarily mean the absence of coercion. While, from the woman’s point of view, structural 

coercion and interpersonal coercion have the same impact, the causes are distinct, and they will 

require different programmatic approaches to address them.   

Although voluntarism is ever the watchword in global family planning programs, to our 

knowledge our study is among the first ever to explicitly explore themes of voluntarism and 

autonomy in sub-Saharan Africa. By understanding what women's experiences with 

contraceptive service providers are actually like, we can better assess to what extent family 

planning programs are adhering to the principles of voluntarism.  These results argue strongly for 

an end to family planning approaches that instrumentalize women’s reproductive capacity in the 

pursuit of external social goals and to target-driven contraceptive goals that create perverse 

incentives for providers to prioritize contraceptive uptake above all else. Broadening our 

understanding of coercion to include more subtle threats to autonomy can help combat the more 

insidious ways that fertility reduction is imbued in approaches to family planning.  Moreover, 

although virtually all family planning programs affirm a strong commitment to voluntarism and 

reproductive rights in their rhetoric, the regimes of measurement they employ to track progress 

are dominated by indicators of contraceptive uptake and fertility reduction.  New systems of 

measurement, evaluation and oversight are needed that make autonomy and respect for rights the 

primary outcomes of interest221.   

These results in no way argue for a reduced access to family planning services or a scale-back of 

efforts to advance family planning programs.  High-quality contraceptive care is a transformative 

force for good in people’s lives and should continue to be expanded and promoted throughout 
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the world.  Rather, these results argue for a greater emphasis on women-centered, rights-based 

care in family planning, that allows for the full exercise of contraceptive autonomy.  
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Methodological Appendix 

The data for this study come from 49 in-depth interviews with women of reproductive age (ages 

15-49) in a country in the Global South that belongs to the FP 2020 Initiative. Fieldwork was 

conducted in July/August 2017. Due to vast disparities between urban and rural reproductive 

health experiences, we carried out fieldwork in both a rural site, as well as an urban site. An in-

depth interview guide focusing on reproductive desires and contraceptive experiences was 

drafted by the research team. Eight local data collectors with a variety of linguistic backgrounds 

were recruited and trained to carry out interviews in three local languages (one colonial language 

and two indigenous to the country).  Training emphasized study goals as well as non-directive 

probing and value-neutral interviewing techniques.  A challenge of research in this context is that 

two of these local languages are not written languages, and as such, a formal written translation 

of the interview guide into those languages was not possible. So, in addition to focusing on study 

goals, non-directive probing, non-judgmental interviewing techniques and research ethics, the 

interviewer training focused heavily on standardizing the oral translation of key concepts into 

these local languages. Several days were spent on role-playing and practice interviews to 

promote as much standardization of language as possible before interviewers began data 

collection. Training also included a pilot interview for each interviewer that was recorded and 

transcribed for feedback and tweaking before formal data collection began.  

Respondents were identified and approached with the help and introduction of field supervisors 

and community leaders from established research platforms in those areas. Because these field 

supervisors have been working in these neighborhoods and villages for many years, they are well 

known to their respective communities, and their introduction was essential to gaining the trust 

of the women we sought to interview. In addition to their own networks, the field supervisors 
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also used key informants from neighborhood groups and women’s associations to help further 

identify potential respondents. We sought to include a wide diversity of experiences and 

perspectives in our sample, and so adopted a purposive sampling strategy across the following 

dimensions: age (24 and under/25 and over), marital status (married/unmarried), education level 

(primary or lower/secondary or higher), and religion (Christian/Muslim). Given the evidence that 

negative coercion is more likely to happen to younger women, we purposively included a large 

proportion of women 15-24 years old in our sample.  Additionally, the urban site is populated 

predominantly by the country’s dominant ethnic group, while the rural site is populated 

predominantly by ethnic minorities in the country, which provided additional diversity to the 

sample. We excluded from our sample anyone who was under 15 or over 49 years of age to 

include only women of reproductive age as typically defined222. We further excluded anyone 

who could not provide informed consent in at least one of the three primary local languages.  

A largely unstructured approach was taken to allow the respondents to guide the discussions to 

their concerns and interests, within the broader umbrella of autonomy and quality in family 

planning. Questions included standard sociodemographic background information, previous use 

of contraception, past experiences with family planning services providers, reproductive desires, 

fertility intentions, gender roles in decision-making, and cultural views on childbearing. The in-

depth interview guide was pre-tested with local key informants for clarity and content.  In 

addition to asking women about their own experiences, the interview guide included additional 

questions and suggestion probes on experiences of friends, family members and other close 

confidants, as previous research has found this an effective method of understanding sensitive 

reproductive experiences 223. Researchers and field supervisors closely monitored the data as it 
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was collected for quality and made iterative changes to the tools as needed throughout the 

fieldwork period.  

Outright refusal to participate was very rare, since interviewers were introduced to respondents 

by trusted intermediaries. However, some women did indeed seem reluctant to share. When 

interviewers sensed that women were holding back or reluctant, they first used techniques to 

remind respondents of the confidentiality they were guaranteed by our research protocols and 

improve rapport with the clients. If this failed and the respondent still seemed ill at ease, the 

interview was halted. Due to the time of year (the beginning of the rainy season), many women 

in the rural areas were engaged in farm work from early morning to dusk. This made it 

challenging to find times to meet with them for the interviews, but many women were gracious 

enough to share their lunch breaks with us, or otherwise make time to accommodate our request. 

It should be noted, though, that some of these women did express feeling pressed for time during 

the interviews, causing the interviewers to hasten them as much as possible without 

compromising study goals. All respondents were given a small quantity of household soap or 

similar item to thank them for their time and participation.  

All interviews were audio-recorded with respondent consent. No respondents refused audio-

recording. Interviews were transcribed verbatim. Researchers and field supervisors monitored the 

data as it was collected for quality and made iterative changes to the tools as needed throughout 

the fieldwork period.  Interviews conducted in the two unwritten languages were simultaneously 

translated into the third (written) language and transcribed, due to the inability to transcribe them 

first while still in this original form. To ensure the quality of transcription and translation, all 

transcripts were cross-checked with the audio recording by a study supervisor fluent in all three 
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languages. Respondents were assigned a number and pseudonym, and no identifiable 

information was retained.  

We took an inductive approach to the data coding, combining an initial manual coding (using 

Microsoft Excel) with subsequent coding using Atlas.ti 8 software. We then used thematic 

analysis to group codes into themes that revolved around both women’s own experiences with 

contraceptive services, as well as stories they know regarding, close friends, neighbors, family 

members, and other confidants. Given the strong body of global literature showing how 

disrespect and abuse from health providers can be normalized220, we endeavored to analyze the 

data from both emic and etic perspectives. We analyzed the data both trying to understand how 

women made sense of the stories they were sharing, as well as trying to understand these 

experiences in the larger context of the global family planning movement.  

It is important to note that women discussed other limits to contraceptive autonomy, such as 

interpersonal tensions with a family member or cultural taboos. Though important, given the 

vastness of the interviews, and the richness of the subject matter, for the purposes of this 

analysis, we are specifically focusing on barriers to contraceptive autonomy that come from the 

provider side or health system itself. 
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Abstract:                                                                                                                                      

Though there has been increasing interest in patient-centered and rights-based approaches to 

family planning in recent years, there are no population-based indicators that focus on 

dimensions of quality or autonomy in family planning.  This paper generates a proof-of-concept 

of a new indicator of contraceptive autonomy, using informed choice, full choice and free choice 

as the three subdomains of this construct. Using a simple random sample of women of 

reproductive age (15-49) from the Nouna Health and Demographic Surveillance System in 

Burkina Faso, we conducted a household survey that included novel survey questions.  Using 

these results, we calculate descriptive statistics of each algorithm item, subdomain and then 

propose two possible calculations of the autonomy indicator.  We use multiple logistic regression 

to explore sociodemographic correlates of contraceptive autonomy. 62.6% of women in our 

sample had an informed choice, 94.9% had full choice, and 95.5% had free choice.  Overall 

contraceptive autonomy was 52% using an “all or nothing” approach to calculation, and 88% 

using an approach that allows for partial credit.  Levels of general family planning knowledge 

were high, but knowledge about the risks, disadvantages and side-effects of contraception were 

lower. Access to method provision was similarly high, with 99% of women reporting access to a 

wide range of contraceptive methods, but among LARC users, 17% reported lack of access to 

removal services. 9% of women said that their choice to use/not use a contraceptive method was 

involuntary.  Factors significantly associated with autonomy included education, marital status 

and parity.  Lack of informed choice is the primary driver of contraceptive non-autonomy in this 

setting, mostly driven by lack of knowledge about the risks/disadvantages of contraception 

indicating a potential bias in the types of information women receive.  Other potential challenges 

for autonomy include lack of method removal services for users of provider-dependent methods. 

Further research is needed to validate this measure in a wide-range of contexts. 
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Introduction  

 

Quality of care has long been of interest to the international family planning community, with 

Judith Bruce’s 1990 conceptual framework serving as the foundational text for researchers and 

family planning programmers.  Bruce’s quality framework identified the key dimensions of both 

technical and interpersonal quality that would guide the field for decades to come.  In recent 

years, major funders224,  non-governmental organizations225, and multi-lateral agencies226 have 

called for a renewed focus on high-quality family planning services, both as part of a rights-

based agenda  as well as to promote contraceptive uptake126.  This push toward high quality of 

care in family planning is echoed elsewhere in global health by bodies such as the Lancet 

Commission on High Quality Health Systems in the SDG Era, affirming the critical importance 

of quality not just in family planning but more broadly throughout other areas of healthcare 

provision and research227.  At the core of much of this work is the recognition that it is not 

sufficient for health services to be technically proficient, but rather, they must focus on 

improving the user experience and promote a patient-centered approach to care that is responsive 

to individual needs and desires.   

Important strides toward measuring quality have been made at the service provision level, with a 

spate of innovative work in recent years assessing the validity of standard quality approaches to 

quality measurement228, putting forward new frameworks and quality definitions229, and testing 

new measurement scales215.   At the population level, however, there have heretofore been few 

attempts to promote a more patient-centered approach to family planning measurement.  The 

field of family planning currently relies on a suite of measurements that provide insight into the 

number of women using contraception, the types of contraception being used, and fertility 

patterns (total fertility, as well as desired fertility), but there is currently no indicator for family 
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planning that attempts to measure the extent to which family planning programs are responsive 

to women’s needs and/or  promote women’s ability to make autonomous decisions about family 

planning.  To begin to fill this gap, we present here a proof-of-concept of a novel family 

planning indicator that aims to measure women’s autonomy in family planning.  The rationale 

and measurement approach for this new indicator, entitled “contraceptive autonomy,” is 

described in detail in Chapter 1 of this dissertation. 

This approach to measurement is based on a definition adapted from Newman and Feldman-

Jacobs133 that identifies three key subcomponents of contraceptive autonomy: informed choice, 

full choice and free choice (Figure 3.1). The algorithm for operationalizing these definitions into 

measurement is presented in Figure 3.2. 

 
Figure 3.1: Components of contraceptive autonomy 

 

This paper applies the conceptual framework articulated in Senderowicz 2018 to a random 

sample of women of reproductive age from the Nouna Health and Demographic Surveillance 

System (Nouna HDSS), a rural research platform located in Western Burkina Faso, a country in 

the Sahel region of West Africa.  West Africa is home to the lowest contraceptive prevalence 

rate (16%) and second highest total fertility rate(5.4)138 globally, which have made the region a  
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Figure 3.2: Algorithm for Operationalizing Contraceptive Autonomy 

 

magnet for recent family planning investment.  Prior to 2011, there had been little focus on the 

region from donors and NGOs seeking to promote family planning.  And unlike South or East 

Asia and Latin America, the region had little history of population planning through government 

intervention (either pro or anti-natalist).  In 2011, the Regional Conference on Population, 

Development and Family Planning was held in Ouagadougou, Burkina Faso, bringing together 

international donors and the governments of nine francophone West African countries to create 
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what has since been named the “Ouagadougou Partnership.”  The main objective of the 

Partnership is to add 2.2 million new family planning users to the region by 20209.  The 

Partnership (in collaboration with the global FP2020 initiative) has galvanized governments, 

funders, and NGOs to make expanding family planning in francophone West Africa a priority.   

As part of its commitment to the Ouagadougou Partnership, in 2013 the government of Burkina 

Faso issued a plan to “Relaunch Family Planning” in the country and set quantitative goals to 

help measure their progress in promoting contraception.  The overall national goal was to raise 

the modern contraceptive prevalence rate (mCPR) among married/in-union women from 15% in 

2010 to 25% by 2015.  This mCPR target was further divided by region, with some regions 

(considered regions with “strong potential”) given more ambitious targets than others (regions 

with “weak potential”).  By 2017, a new document, now called a plan to “Accelerate Family 

Planning” was adopted by the Burkinabe government, with new targets for the year 2020148.  

Overall, this plan aims for an mCPR of 32% by 2020, and again, breaks down the target by 

administrative region.  The Acceleration Plan includes the number of new contraceptive users 

needed to attain this goal (348,163 women), as well as a disaggregation of these figures by 

region and year. Additionally, the Acceleration plan includes a breakdown of mCPR targets by 

method, with a strong focus on increasing the use of medium and long-acting methods: implants, 

IUDs, and injectables148.  

Despite this newfound attention, programs and influx of funding, the body of research on family 

planning in francophone West Africa in general and Burkina Faso in particular remains thin, 

with the vast majority focused on fertility patterns and contraceptive uptake. Little is known 

about quality of care, access to information and services, women’s autonomy, and dimensions of 

women-centeredness in family planning programs in the country9,14,115,124,144,150,230. In this paper, 
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we seek to generate a proof-of-concept for the measurement of contraceptive autonomy at the 

population level, as well as examine key predictors of contraceptive autonomy, and the relative 

strengths and weaknesses of this approach to family planning measurement.  As part of its 

commitment to the Ouagadougou Partnership, in 2013 the government of Burkina Faso issued a 

plan to “Relaunch Family Planning” in the country and set quantitative goals to help measure 

their progress in promoting contraception.  The overall national goal was to raise the modern 

contraceptive prevalence rate (mCPR) among married/in-union women from 15% in 2010 to 

25% by 2015.  This mCPR target was further divided by region, with some regions (considered 

regions with “strong potential”) given more ambitious targets than others (regions with “weak 

potential”).  By 2017, a new document, now called a plan to “Accelerate Family Planning” was 

adopted by the Burkinabe government, with new targets for the year 2020148.  Overall, this plan 

aims for an mCPR of 32% by 2020, and again, breaks down the target by administrative region.  

The Acceleration Plan includes the number of new contraceptive users needed to attain this goal 

(348,163 women), as well as a disaggregation of these figures by region and year. Additionally, 

the Acceleration plan includes a breakdown of mCPR targets by method, with a strong focus on 

increasing the use of medium and long-acting methods: implants, IUDs, and injectables148. 

Despite this newfound attention, programs and influx of funding, the body of research on family 

planning in francophone West Africa in general and Burkina Faso in particular remains thin, 

with the vast majority focused on fertility patterns and contraceptive uptake. Little is known 

about quality of care, access to information and services, women’s autonomy, and dimensions of 

women-centeredness in family planning programs in the country9,14,115,124,144,150,230.  
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In this paper, we seek to generate a proof-of-concept for the measurement of contraceptive 

autonomy at the population level, as well as examine key predictors of contraceptive autonomy, 

and the relative strengths and weaknesses of this approach to family planning measurement.   

Methods 

Study setting and sampling 

This study was based within the Nouna Health and Demographic Surveillance System (HDSS).  

Established in 1992, the Nouna HDSS has been conducting research on the semi-urban town of 

Nouna and surrounding rural areas ever since.  There are over 78,000 individuals followed by the 

platform, of which 30% come from the town of Nouna itself, with the rest coming from 58 

surrounding villages. The Nouna HDSS is home to members of the Bobo, Dioula, Mossi, Fulani 

and Gourounsi ethnic groups (among others), with Dioula serving as the regional lingua franca.  

A complete profile of the Nouna HDSS, its demographic makeup and its methods can be found 

in Sié et al. 2010231.   

To be eligible for inclusion, women had to live within the catchment area of the Nouna HDSS, 

be of reproductive age (using the DHS age range of 15-4998) and be able and willing to provide 

informed consent in French, Dioula or Mooré.  An initial random sample of 2700 women of 

reproductive age was drawn, along with an additional random sample of 800 women to be used 

as replacements for any women who were not able to be found.  Of the initial sample of 2700, 17 

refused to participate and 77 were unable to be found (because of outmigration from the HDSS 

site or death).  All 94 of these women were replaced by someone from the contingency list, with 

for a total response rate of 96.7%. Of these 2700 respondents, the questionnaire was incorrectly 

administered to 46 women (with important questions missing for at least one contraceptive 
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method), and these observations were dropped, leaving 2654 observations in the final dataset for 

analysis. 

Survey Tool 

A novel survey instrument was developed to measure contraceptive autonomy, composed of six 

modules.  A literature review, expert consultations, formative qualitative research and cognitive 

interviews were all used to develop and refine the survey instrument.  More details on this 

process can be found in Appendix A.  The final survey includes a mix of conventional family 

planning questions (such as those the Demographic and Health Surveys use to measure current 

contraceptive use, unmet need, fertility desires, etc.) and novel questions that focus on 

respondents’ experiences with informed choice, full choice and free choice. One module of the 

questionnaire includes a series of questions that are asked to each woman repeatedly about each 

of the 14 methods that appear in the Burkina Faso 2010 DHS232, with skip logic that depends on 

the woman’s status as user/non-user of that given method.  The survey tool in full is included 

here as Appendix B. 

Interviewer training and data collection 

Interviewer training took place over seven days and included didactic sessions on study goals, 

non-judgmental interviewing techniques and research ethics.  A challenge of research in this 

context is that Mooré and Dioula are not written languages, and as such, a formal written 

translation of the survey into those languages was not possible.  As a result, data collector 

training also focused heavily on standardizing the oral translation of key concepts into these local 

languages.  Four days were spent on role-playing and practice interviews to promote as much 

standardization of language as possible before interviewers began data collection.  Training also 

included three pilot surveys per data collector that were reviewed for feedback and final 
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adjustments before formal data collection began.  Data were collected via household survey, 

during which interviewers visited women at their homes and administered the survey using 

Android-based tablets.  Data collection took place between April and July of 2018. 

Analytic Approach: 

The outcome of interest for this analysis is contraceptive autonomy as described in Figure 2.  

Each of the subdomains (informed choice, full choice and free choice) includes four to six 

specific items, with some of the items applying only to a specific subpopulation of women.  We 

generate a proof-of-concept of this indicator and as well as highlight some key design choices 

that go into the calculation of this metric.  In particular, we show two different formulations of 

the contraceptive autonomy score, the first based on the “all or nothing approach,” and the 

second based on the “partial credit approach” and discuss some strengths and weaknesses of each 

approach.  The all or nothing approach stipulates that a woman must meet all of the criteria 

relevant to her in order to be said to have contraceptive autonomy and is based on the idea that 

autonomy is mutually constitutive, and that the absence of any single item or subdomain obviates 

the presence of autonomy altogether.  This version of autonomy is calculated according to the 

following formula: 

𝐴𝑗 =  ∏ 𝑖𝑖𝑗 

where Ai is the contraceptive autonomy score for the jth woman and iij is the answer (0 for no, 1 

for yes) the jth women gave to item i.  The partial credit approach, in contrast, allows a woman’s 

autonomy score to be decremented for the autonomy components she does not have, but still 

retaining credit for components of autonomy that are present.  In this case, autonomy is 

calculated using the following formula: 
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𝐴𝑗 =  
∑ (𝑖𝑖𝑗)

𝑛

𝑖=1

𝑛
 

The contraceptive autonomy algorithm was conceived with the intent to be agnostic towards the 

goodness of family planning use, and as such, seeks symmetry in the inclusion of criteria on the 

advantages and disadvantages of both contraception and non-use of contraception.  However, in 

our initial analyses, knowledge of a benefit or advantage of non-use of family planning was far 

lower than any of the other knowledge-related criteria, leading us to believe there might have 

been some confusion about how to answer this question.  As a result, we calculate informed 

choice twice, once with this criterion included and once with this criterion excluded.  For the 

purposes of subsequent calculations, the informed choice score excluding the benefits of non-use 

criterion is used. 

We calculate descriptive statistics to show the underlying sociodemographic makeup of our 

sample, the proportions of item-specific results by contraceptive user status, and the proportions 

of women meeting the criteria for each of the subdomains of contraceptive autonomy.   If a 

woman is missing data for a given component, that criterion is dropped for the purposes of her 

individual calculation, with her subdomain/autonomy score calculated using the rest of her 

applicable criteria.  We use multiple logistic regression to examine important predictors of the 

various subdomains of contraceptive autonomy as well as of contraceptive autonomy as a whole.    

Using the binary variables of informed choice, full choice, free choice and overall contraceptive 

autonomy score as dependent variables, we examine a range of important socioeconomic and 

demographic variables, including age, marital status, parity, religion, ethnicity, and educational 

level, to determine possible predictors of contraceptive autonomy in this sample population.  

Logistic regression models stratified by contraceptive user status are shown in Appendix C. 
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Key variable definitions and classifications 

Current family planning use can present measurement challenges, as coitally dependent methods 

(fertility-based awareness methods in particular) may be underreported by standard questions on 

current use124,129,233. For the purposes of this analysis, current contraceptive use was measured by 

prompting about current use of each of the 14 methods included in the 2010 DHS, as well as use 

at last sex.  A woman was defined as a current method user if she said she was either a current 

user, or used the method at last sex if last sex took place within the past month129.   

Classifying contraceptive methods into the contraceptive attribute groups was based on Festin et 

al’s classification scheme182 with two minor changes.  First, due to ambiguity around the term 

“medium-acting” and the fact that this term is not widely used, lactational amenorrhea and 

injectables were classified as short-acting methods for the purposes of this analysis.  

Additionally, IUDs are classified as a non-hormonal method for this analysis, since copper IUDs 

are the only widely available form of IUD in Burkina Faso.   

Results 

The sociodemographic characteristics of the study sample are shown in Table 3.1. The mean age 

of respondents was 29.98 years, and on average they had given birth to 2.86 children. The 

predominant ethnic groups in our sample were Dioula (nearly 39.5% of respondents), Bobo 

(22.2%), Tuareg (18.7%), Fulani (10.26%), and Gourounsi (7.5%).  Nearly two thirds (64%) of 

respondents identified as Muslims, the other third (34%) identified as Christian, and the 

remaining 2% identified as “Other”.  The majority (56.4%) of women reported no education, 

39.5% reported some schooling less than the Brevet d’Etudes du Premier Cycle (BEPC for short, 

the first round of secondary schooling and an important milestone in the Burkinabé system), and 

4% reported earning the BEPC, the Baccalaureate degree (the “Bac” that signals successful  
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Table 3.1: Sociodemographic characteristics of respondents 

  Mean SD  

 Age (in years) 29.98 9.25  

 Parity 2.86 2.38  
     

  Proportion [95% Conf Interval] 

Ethnicity (%)     

 Dioula 39.52 37.64 41.43 

 Bobo 22.23 20.67 23.89 

 Tuareg 18.65 17.19 20.21 

 Fulani 10.26 9.14 11.50 
 Gourounsi 7.49 6.53 8.57 

 Gourmantche 1.32 0.94 1.85 

 Other 0.53 0.37 0.74 

Religion (%)     

 Muslim 64.00 61.64 65.31 

 Christian 33.97 32.19 35.80 

 Other 2.03 1.99 3.20 

Education (%)     
 No education 56.44 54.55 58.31 

 Less than BEPC 39.52 37.67 41.40 

 Less than Bac 3.47 2.84 4.24 

 Bac and higher 0.45 0.13 0.79 

Marital status (%)     

 Currently married 74.54 72.79 76. 21 
 Ever married 76.58 74.89 78.19 

Contraceptive use (%)    

 Current user 34.85 33.06 36.69 

 Ever user 45.25 43.36 47.15 

     

 n 2654   

 

completion of high school under the French-based system), or higher.  Nearly three quarters 

(74.5%) of women reported being currently married and 76.6% reported being ever married. 

34.9% of respondents reported being current contraceptive users, while 45.3% reported having 

ever used a contraceptive method. 

Table 3.2 describes the proportion of the study population meeting each of the individual criteria 

for contraceptive autonomy, as well as the proportion of women having the aggregated 

subdomains of informed choice, full choice and free choice. These are shown by contraceptive 

method use status.  34.9% of women surveyed reported current contraceptive use, of which 

23.5% used a long-acting method and 76.5% used a short-acting method.   
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Table 3.2:  
Contraceptive Autonomy 
Components and Subdomains 
  

All 
Women 

Non-
Users 

Users        
(all 

Methods) 

Users of 
Short-
Acting 

Methods 

Users of 
Long-
Acting 

Methods 

n 2654 1729 925 708 217 

Proportion of sample  65.15 34.85 26.68 8.18 

Informed Choice (%)*           

Knows how to use a method from each group 100 100 100 100 100 

Knows a risk of non-use of FP 81.76 78.31 88.20 87.27 91.24 

Knows a benefit/advantage of non-use of FP 8.41 9.50 6.39 7.07 4.15 

Knows a benefit/advantage of current method . . 83.44 82.29 86.54 

Knows a risk/disadvantage of current method . . 44.98 51.16 39.42 

Knows what to do in case of side-effects  . . 47.85 44.72 56.25 

Told about method removal/permanence . . . . 35.48 

Overall Informed Choice+ 7.32 9.35 3.52 4.07 1.81 

Overall Informed Choice++  62.62 78.31 33.30 37.01 21.20 

Full Choice (%)           

A method from each group is available to her 99.03 98.48 100 100 100 

A method from each group is affordable to her 97.86 97.47 98.59 98.16 100 

Could get method removed if she wanted . . . . 83.65 

Could afford to get method removed if wanted . . . . 85.10 

Overall Full Choice 94.88 96.61 91.84 96.80 75.65 
Free Choice (%)           

Made the choice use/not use voluntarily 90.97 73.62 97.91 97.18 100 

Not offered incentives to use/not use method  100 100 100 100 100 

Felt she could refuse method . . 97.86 97.75 98.15 

Is not currently using method against her will . . 98.19 97.86 99.08 

Has not been refused discontinuation . . . . 97.38 

Overall Free Choice 95.46 94.43 96.30 96.07 95.98 
+    Including advantages of non-use 
++  Excluding advantages of non-use      

 

Overall, knowledge of general contraceptive use was high, with 100% of women reporting that 

they knew how to use a method from each of the contraceptive attribute groups.  Knowledge of 

risks of non-use was also fairly high, at 81.8% for all women, while knowledge of benefits or 

advantages to non-use was low, at 8.4% of women.  Knowledge of benefits of non-use was 

higher among non-users (9.5%) than users (6.4%) and particularly low among LARC users 

                                                           
* These informed choice items are not intended to distinguish between accurate and inaccurate beliefs.  Rather, 
these items assess the women’s own perceptions of their knowledge, and relies exclusively on self-reports. 
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(4.1%).  Knowledge of benefits or advantages to current method among current users was 83.4%, 

but knowledge of risks or disadvantages was substantially lower, at 45.0%, and lower among 

LARC users (39.4%) than users of short-acting methods (51.2%).  Overall informed choice when 

using all of the criteria originally set out in the algorithm was 7.3% for all women, 9.4% among 

non-users, 3.5% among current users, and 1.8% among LARC users.  Excluding knowledge of 

the benefits of non-use of contraceptive, the overall informed choice was 62.6%, though there is 

considerable variation by method use status.  Among non-users 78.3% of women have informed 

choice. Among current FP users, 33.3% have informed choice among all method users, 37.0% 

among users of short-acting methods and 21.2% among LARC users.   

Self-reported access and method affordability were very high among method-users and non-users 

alike.  98.5% of non-users reported that a method from each contraceptive attribute group was 

available to her, and 100% of current users reported the same.  98.6% of current users reported 

that a method from each group would be affordable to them, a response shared by 97.5% of non-

users.  Access to method removal for provider-dependent methods was lower than access to 

method adoption, with 83.7% of LARC users reporting that they think they could access method 

removal if they wanted, and 85.1% of LARC users reported that they did not think cost posed a 

barrier to method removal.  Overall, 96.6% of non-users and 91.8% of current users met the 

criteria for full choice, for a total of 94.9% full choice among all women. 

Among the free choice criteria, no women reported being offered incentives to use/not use 

contraception.  However, 2.1% of contraceptive users reported that they did not feel that they 

could refuse their current method, 1.9% reported that they are currently using their method 

against their will, and 2.6% of implant users reported having been refused removal by a provider.  

Overall, 91% of women reported that their contraceptive use status was voluntary and this was 
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higher among current users (97.9%) than among current non-users (73.6%). 2.6% of LARC 

users, including 3.7% of implant users (not shown) said they had sought method removal and 

had been refused by a provider.  Altogether, 95.5% of women reported having free choice, 

including 94.4% of non-users and 96.1% of current users.   

Results of the four multiple logistic regression models are shown in Table 3.3.  None of the 

sociodemographic covariates was significantly associated with all four factors in this sample, 

though there are some patterns that emerge.  Education was not associated with full choice 

(AOR: 0.97; 95% CI: [0.54; 1.40]), but it was associated with informed choice (AOR: 1.30; 95% 

CI: [1.06; 1.54]), free choice (AOR: 1.34; 95% CI: [0.73; 1.95]) and autonomy (AOR:1.27; 95%  

Table 3.3: Logistic Regression Results  

  

Informed 

Choice 

Full 

Choice 

Free 

Choice 
Autonomy 

 
AOR  
(SE) 

AOR  
(SE) 

AOR  
(SE) 

AOR  
(SE) 

Age (ref: 15-20 years old)     

21-30 years old 1.05 0.78 0.75 1.06 

 (0.14) (0.27) (0.24) (0.14) 

31-49 years old 1.06  0.81) 1.54 1.10 

 (0.15) (0.29) (0.55) (0.15) 

Education (ref: none)     
At least some  1.30** 0.97 1.34 1.27* 

 (0.12) (0.22) (0.31) (0.12) 

Ethnicity (ref: Bobo)     
Dioula 0.97 0.95 0.87 0.97 

 (0.11) (0.24) (0.24) (0.10) 

Tuareg 0.94 1.17 1.18 0.96 
 (0.12) (0.38) (0.41) (0.12) 

Fulani 0.75 1.33 1.64 0.82 
 (0.11) (0.53) (0.78) (0.12) 

Gourounsi 1.26 1.37 0.12** 1.13 
 (0.22) (0.64) (0.05) (0.20) 

Marital Status (ref: not married)     
Currently married 1.51** 0.93 1.10 1.47* 

 (0.22) (0.34) (0.39) (0.21) 

Parity (ref: nulliparous)     
1 or more children 0.69 0.75 0.79 0.65* 

 (0.11) (0.31) (0.29) (0.10) 

     

Constant 1.12 28.91** 21.10** 1.03 

 (0.16) (11.22) (7.62) (0.15) 

** p<0.01, * p<0.05     
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CI: [1.06; 1.54]), free choice (AOR: 1.34; 95% CI: [0.73; 1.95]) and autonomy (AOR:1.27; 95% 

CI: [1.03; 1.51]), though the association was not significant for free choice. 

Marriage was also significantly associated with some components of contraceptive autonomy.  

Married women had 1.51 the adjusted odds of having informed choice (95% CI: [1.08; 1.94]) 

and 1.47 the odds of contraceptive autonomy (95% CI: [1.06; 1.88]) compared to their unmarried 

counterparts.  Parity was associated with reduced odds of the outcome in all four models, but 

only significantly so for autonomy, with women who have had at least one child having 0.65 the 

odds of contraceptive autonomy (95% CI: [0.45; 0.85]) compared to nulliparous women.  Being 

from the Gourounsi ethnic group was significantly associated with having free choice, but given 

the lack of other associations with that ethnic group or any others in any of the four models, this 

is perhaps an artifact of the data.  Otherwise ethnicity and age did not appear to be associated 

with autonomy or any of its subdomains at α=0.05.  

Levels of each of the three subdomains as well as the contraceptive autonomy scores (calculated 

with both the “all or nothing” and “partial credit” approaches) are shown in Figure 3.3, broken 

down by contraceptive user status.  Levels of free choice and full choice were generally above 

90% for all groups, with the exception of LARC users, whose full choice level is 74%.  Informed 

choice was the lowest subdomain of autonomy across all contraceptive use statuses, highest 

among non-users at 70%, lowest among LARC users at 20%, and 56% for all women.  “Partial 

credit” contraceptive autonomy was fairly constant across all groups, with a low of 84% among 

non-LARC contraceptive users, a high of 90% among non-users, and 88% for all women.  “All 

or nothing” contraceptive autonomy differed substantially more by contraceptive use status, 

ranging from 16% among LARC users to 66% among non-users and 52% among all women. 
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Figure 3.3: Contraceptive Autonomy by Contraceptive Use Status 

 

Discussion 

The biggest contributor to reduced contraceptive autonomy among the women in our sample was 

the lack of informed choice. The results suggest that there was widespread knowledge of a broad 

range of contraceptive methods, with all women reporting knowing how to use a method from 

each group, over 80% of women knowing a risk of non-use of contraception, and a further 83% 

of contraceptive users knowing a benefit of their current method.  This pattern may indicate the 

success of family planning programs in Burkina Faso that have worked to promote contraception 

awareness and uptake in the region in recent years148. 

Importantly, while our algorithm directly assesses many components of the informed choice 

definition (such as knowledge of benefits, side-effects and risks of contraception) it does not 
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directly measure others, like the completeness, accuracy or unbiased nature of the information.   

And so, we attempt to assess these important factors by examining patterns of assymetry and 

imbalance among some of the complementary/symmetrical items (for example, an item about 

knowing the benefits/advantages of current method followed by an item on knowing the 

risks/disadvantages of current method). Looking at this these symetrical items, we find that lack 

of informed choice among our sample does appear to be driven not by a lack of family planning 

information in generaly, but by a lack of complete and unbiased information.  Among method 

users, 83% of know an advantage or benefit of their current method, but only slightly more than 

half of that proportion, 45%, said that they know a disadvantage or risk of their method.  Lower 

knowledge of the drawbacks of contraception was echoed in the low proportion (48%) of current 

users who know what to do in case of side-effects.  Indeed, the proportion of women who said 

they did not know an advantage of non-use was so large that this criterion was dropped from the 

informed choice calculations for subsequent analyses, lest this single question drive too much of 

the overall contraceptive autonomy results on its own and obscure important variation elsewhere.  

Even without this item on knowing the benefits of non-use, there does appear to be a pattern of 

bias or lack of completeness in the information that women have that emphasizes the positive 

and deemphasizes the negative.   

Lower levels of informed choice were significantly correlated with lower education in the 

logistic regression models.  This could be because providers provide less information to patients 

with no education, or perhaps because women with no education are less able to recall the 

information shared with them during method provision or through other channels.  Our focus on 

balance and symmetry takes on additional salience in this population, since we seek to measure 

factors related to the health system directly, rather than assessing factors such as literacy that are 
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outside of the health system’s direct control. Given the overall low levels of education among the 

women in this sample, balance between knowledge of positive and negative factors may be a 

better indicator of informed choice than overall levels of information. 

These findings on low levels of informed choice are concordant with biased or directive 

approaches to family planning counseling and awareness-raising, and are supported by much of 

the family planning quality literature that shows balanced counseling to be a widespread 

challenge144,156,215,234,235.  A recent qualitative study of family planning quality from 

Ouagadougou (the capital of Burkina Faso) found that providers are sometimes reluctant to 

discuss side-effects with their patients out of fear that doing so would cause psychosomatic 

manifestations of side-effects and lead to an increase in contraceptive discontinuation156.  The 

fact that only 35.5% of LARC users in our sample report being given information about method 

removal suggests a further area for improvement in contraceptive method provision, so that 

balanced information about both uptake and discontinuation might be emphasized, especially to 

users of a provider-dependent method. 

The very high levels of general family planning knowledge are further bolstered by almost 

equally high levels of access to a broad range of family methods.  With 99% of women reporting 

that they could get a method from each group and 98% of women reporting that they could 

afford a method from each group, it seems that few women perceive of substantial barriers to 

access to a wide range of methods.  The main drivers of lack of full choice were among women 

using provider-dependent methods, all of whom reported that they could access and afford a 

method from each group, but 17% of whom said they did not think thet could access method 

removal if they wanted.  Though less stark than the imbalance in the informed choice results, the 

full choice results further suggest a lack of symmetry between access to method provision and to 
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method removal, and indicate another area for improvement for family planning programs in the 

region. 

The level of free choice in this sample was the highest of the three subdomains.  Overall, 91% of 

women said that their current status (either to use contraception or not to use) was a voluntary 

one, with this number lower among non-users (74%) than users (98%).  This is consistent with 

the conception of autonomy and coercion as bidirectional phenomena, with the 2% of women 

who are using a method involuntarily experiencing what we have called “upward coercion” and 

the 26% of women who are not using a method involuntarily experiencing what we have called 

“downward coercion.”  Understanding and measuring both of these is essential to the indicator, 

which seeks a broad understanding of threats to autonomy that can manifest either to keep 

women from using a wanted method, or to impose an unwanted method on a woman who wishes 

not to use one.  That 26% of non-users say that their choice not to use was made involuntarily 

suggests that, despite the progress made in recent years expanding access in Burkina, there 

remain barriers to access.   

The choice to include the offer of incentives as an item in the free choice domain was made not 

because there was any reason to suspect that incentives are used in Burkina Faso, but rather, 

because the longer term goal of this indicator is to be piloted in other settings and eventually 

scaled-up for use internationally.  Since there are many countries that do use incentives to drive 

family planning uptake, we decided to test this concept in Burkina Faso, but the results finding  

that no women were offered incentives is very much in line with our expectations. Our finding 

that 3.8% of implant users have tried unscucessfully to have the method removed is in line with 

other estimates from Burkina Faso, which found that 4.9% of rural women had tried and failed to 

remove their method in the last 12 months236.  A total of 3.7% of contraceptive users lacked free 
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choice in our sample, either because they felt they could not refuse their current method, were 

currently using their method against their will, or made the choice to use contraception 

involuntarily.  This number may seem low, especially in comparison to the higher gaps in 

informed choice and full choice.  However, even this 3.7% may be cause for grave concern, 

given how anathema even a single case of coercion is to the principles of voluntary family 

planning.  

The regression models find that no covariate is significantly associated with all three subdomains 

of autonomy.  Even when stratified by contraceptive use status (as shown in Appendix C) very 

few clear patterns between sociodemographic background characteristics and contraceptive 

autonomy emerge.  Overall autonomy is significantly associated with increased education, being 

married, and not having any children.  One reason why being married and having at least some 

education are associated with increased odds of contraceptive autonomy may be that the 

increased social status and knowledge that women get from these characterstics respectively 

helps them more effectively navigate the health system and assert their desires with health 

providers.  As discussed previously, having some education may also help women retain 

information they receive about family planning, which may then in turn increase their informed 

choice scores.  The relationship between parity and contraceptive autnomy may seem 

counterintuitive, given the vast literature on provider bias and barriers to access for unmarried 

and nulliparous women167,169,237.  However, there is some emerging research on postpartum 

family planning highlighting the salience of the postpartum period as a time when women 

experience directive counseling and pressure to adopt a contraceptive method238,239, providing 

one hypothesis for why women with children seem to have less contraceptive autonomy than 
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their nulliparous counterparts.  More research on this topic is necessary before any conclusions 

can be drawn.   

Levels of informed choice and contraceptive autonomy are highest among non-users of 

contraception and lowest among LARC users.  This may be influenced by the way the algorithm 

is constructed, which applies more criteria to contraceptive users than to non-users, and to LARC 

users than non-LARC users. But the fact that current non-LARC users have higher full choice 

and free choice levels than non-users shows that this need not always be the case.  We view the 

additional criteria that are applied to method users and LARC users not as holding these groups 

to a higher standard than non-users, but rather, as adding relevant criteria as applicable.  As such, 

we would not expect to always observe a simple mechanistic relationship in which non-users 

have higher autonomy scores than their counterparts who use contraceptive methods in general 

or LARC methods in particular, and indeed, we do not find that to be the case here.   

Using the partial credit approach to contraceptive autonomy, there is remarkable consistency 

across contraceptive use statuses, ranging from a low of 84% among non-LARC contraceptive 

users to a high of 90% among non-users.  In contrast, the all or nothing model varies drastically 

among subgroups, from a low of 16% among LARC users to a high of 66% among non-users.  

By design, the all or nothing model is consistently lower than the partial credit model.  For all 

women, the partial credit model (88%) is a full 36 percentage points higher than the all or 

nothing model (52%).  The all or nothing model seems to provide a starker assessment of a 

family planning program’s overall successes and failures than the partial credit model, while the 

partial credit model may prove to be more sensitive to small changes over time.   

Strengths of this study include the large, random sample of women of reproductive age taken 

from a well-established sampling frame and a very high response rate.  There are, however, 
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several important limitations.  As with all survey-based research on reproductive health, visting 

women in their homes to ask about senstive topics such as contraception may result in social 

desirability bias.  Because many of our questions for contraceptive users focused on the woman’s 

most recent experience with a provider, we may be missing experiences with non-autonomy that 

happened prior to that visit.  This approach also introduces the possibility of recall bias, as an 

implant user, for example, may be reporting on an experienced that happened more than four 

years ago.  Since we introduce many new, previously untested questions, there is a possibility 

that respondents are not interpreting our questions how we intended them, even after our 

cognitive interview testing.  Because of the challenges with written local languages in this 

setting, the questionnaire may not have been translated the exact same way every time, and the 

same question may have been posed differently to different women despite our best attempts at 

standardization.  Finally, this rural HDSS is not representative of the nation of Burkina Faso and 

so generalizability outside of this study context is limited.   

Conclusion 

This paper presents a proof-of-concept for a novel indicator of contraceptive autonomy that 

highlights some of the challenges of this approach to measurement, some of the key decisions 

that have gone into the final calculation, and some of the key findings from this experience.  

Overall, we found that limits to informed choice were the key drivers of lower contraceptive 

autonomy among this group.  We found that overall knowledge of and access to methods is high, 

suggesting that great progress has been made expanding services to this rural area.  However, 

information about the benefits/advantages of contraception and access to method provision are 

consistently higher than information about the disadvantages/risks of contraception and access to 

method removal.  This pattern is suggestive of lack of complete and unbiased information about 
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family planning, and highlights the importance of access to method removal as implants and 

IUDs are slated for dramatic scale-up in Burkina Faso in the coming years148.  Contraceptive 

autonomy was calculated using the partial credit model at 88% for all women and 52% using the 

all or nothing model.   

This analysis represents the first time that some of these essential dimensions of patient-centered 

and rights-based approaches to family planning were measured at the population-level.  There 

remains, however, much work to do to refine and validate this measure.  Future work on this 

measure should explore perceptions around the benefits and risks of non-use of contraception, to 

help inform if and how this item can be included in the final algorithm. Additional work is 

needed to explore the provenance of the pressure women may feel, and perhaps refine question 

wording to focus more specifically on interactions with providers, as a way to ensure that the 

indicator is driven primarily by things that the health center can control, rather than larger 

cultural forces and tenencies.  More work developing the partial credit approach should might 

focus on the advantages and drawbacks to applying weights to the algorithm items according to 

their relative importance.   

In addition to addressing these open questions, next steps for this autonomy score include 

applying it the contraceptive prevalence to create a proof-of-concept for the “autonomy-adjusted 

contraceptive prevalence rate” (aCPR)221 and adapting/replicating this study in other settings to 

understand the extent to which the items are widely applicable or, conversely, specific to a given 

context.  In particular, testing the survey items and algorithm in populations with different 

expected challenges to contraceptive autonomy (such as places with higher literacy, where the 

use of incentives is common, or where there is a documented history of coercive family 

planning) are crucial next steps.  Future work might also include test-retest protocols and other 
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efforts to assess item reliability, as well as the application of psychometric techniques such as 

factor analysis to pursue internal validation and help with possible item reduction.  

The ultimate goal of this project is to develop a set of questions to assess contraceptive autonomy 

that is concise enough to be integrated into a variety of existing population-based surveys (such 

as the National Survey of Family Growth in the United States, or the DHS internationally).  This 

integration would allow this indicator to be routinely measured across time and place, which 

would, in turn, allow for comparisons between settings and for tracking changes over time.  We 

hope that this indicator will eventually help governments, donors, family planning programmers 

and providers both measure and promote some essential and overlooked dimensions of high-

quality family planning, bringing what they measure more in line with their stated goals.
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Appendix A:  Survey Development Methods  

Given that contraceptive autonomy is a novel concept, we sought to develop a novel survey 

instrument to measure it.  We employed a wide range of strategies to ensure that the concept and 

the survey items used to measure it would be appropriate and relevant to both the larger family 

planning community and the local Burkinabè context.  Given that this topic has little precedent in 

quantitative reproductive health research, the majority of items had to be created de novo.  In 

order to create credible survey items with no gold-standard and weak frame of reference, we 

used an iterative four-pronged approach to item development that included both emic and etic240 

perceptions of contraceptive autonomy in Burkina Faso. These include: 1) A comprehensive 

literature review; 2) Incorporating findings from our intensive phase of formative, qualitative 

research; 3) Seeking input from other reproductive health experts; and 4) Cognitive interviews 

with respondent debrief for validity testing. 

After an initial review of the family planning and reproductive health literature revealed scant 

existing items assessing contraceptive voluntarism and autonomy as it relates to a woman’s 

interactions with the health system (as opposed to her intimate partner203,210,241) we expanded our 

scope to the broader health literature.  While the number of pre-existing survey items on this 

topic we found even outside of reproductive health was still small, we were able to find some 

helpful research in two domains of health research: psychiatric/mental health treatment242 (and 

the MacArthur Admissions Experience Survey243,244 in particular), and research on research 

participation itself245 (including the Iowa Coercion Questionnaire246).  From these two sub-fields, 

we were able to assess psychometrically validated questions and scales, as well as benefit from 

the theoretical debates that went into their construction.   We were then able to borrow and adapt 

some of these items for our own survey.   
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Perhaps the most important contribution to our survey development came from analysis of our 

formative research, conducted in Burkina Faso during July-August of 2017.  This research 

included 49 in-depth interviews and 17 focus-group discussions with women of reproductive age 

(15-49) of diverse religions, ethnic groups, marital status and education levels.  Careful analysis 

of these qualitative data gave us a better understanding not only of how Burkinabé women 

experience barriers to contraceptive autonomy, but of how they conceptualize the topic, and the 

terminology they use to discuss it. Some of the items (among many others) we were able to 

include in our survey thanks to insights from the formative work are: 

• Questions specific to the times that Burkinabé women said they were most likely to 

experience contraceptive coercion, such as during the postpartum period 

• Questions on discontinuation of provider-dependent methods 

• Questions on specific scare tactics and other facets of biased FP counseling. 

Once we had a draft of our questionnaire based on our literature review and qualitative findings, 

we shared it for critique and input with a wide variety of reproductive health experts.  Phone 

interviews as well as in-person consultations were conducted with experts from a wide range of 

backgrounds including public health, demography, epidemiology, economics, sociology, and 

clinical medicine, and included researchers from a range of prominent reproductive health 

NGOs, universities, family planning program implementers and donor organizations.  They 

hailed from both the Global North and the Global South, and included several Burkinabé 

scholars (among others).  Feedback and constructive criticism on everything from question order 

and phrasing to substantive content was received and taken into account, and contributed greatly 

to the development of the questionnaire. 
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A revised version of the questionnaire that incorporated expert feedback was then translated into 

French, Mooré and Dioula (the three primary languages used in Burkina Faso) for cognitive 

interviews. Fifteen cognitive interviews with women of reproductive age were conducted in the 

three languages, focusing on issues of comprehension, recall, judgment and response247.  

Interviews were audio-recorded, and interviewers summarized relevant findings in a dedicated 

analytic table.  We then conducted working group meetings with researchers and data collectors 

to review the findings and decide on changes to the survey items.  The survey was further piloted 

and amended during interviewer training. 
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Appendix B:  

Please see related PDF document for full survey 
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Appendix C:   

 

Table 3.C1: Logistic Regression Models of Informed Choice, Full Choice, Free Choice and 

Autonomy, stratified by contraceptive user status 

 

 

All 

Women

Non-

Users

Non-

LARC 

Users

LARC 

Users

All 

Women

Non-

Users

Non-

LARC 

Users

LARC 

Users

All 

Women

Non-

Users

Non-

LARC 

Users

LARC 

Users

All 

Women

Non-

Users

Non-

LARC 

Users

LARC 

Users

AOR AOR AOR AOR AOR AOR AOR AOR AOR AOR AOR AOR AOR AOR AOR AOR

(SE) (SE) (SE) (SE) (SE) (SE) (SE) (SE) (SE) (SE) (SE) (SE) (SE) (SE) (SE) (SE)

Age (ref: 15-20 years old)

21-30 years old 1.05 1.29 1.12 0.66 0.78 0.92 0.33 1.01 0.75 0.89 0.21 1.43 1.06 1.26 1.13 0.55

(0.138) (0.213) (0.359) (0.396) (0.274) (0.473) (0.480) (0.575) (0.237) (0.304) (0.254) (1.103) (0.137) (0.201) (0.364) (0.342)

31-49 years old 1.06 1.29 1.13 0.59 0.81 0.76 0.55 0.80 1.54 2.14* 0.43 . 1.10 1.39* 1.15 0.31*

(0.145) (0.231) (0.366) (0.365) (0.292) (0.404) (0.893) (0.478) (0.550) (0.863) (0.535) . (0.150) (0.241) (0.373) (0.211)

Education(ref: none)

At least some 1.30*** 1.62*** 1.36* 1.60 0.97 0.89 7.36 1.09 1.34 1.38 1.43 0.95 1.27*** 1.52*** 1.37* 1.31

(0.120) (0.216) (0.244) (0.621) (0.217) (0.316) (9.540) (0.392) (0.313) (0.383) (0.800) (0.752) (0.116) (0.192) (0.248) (0.591)

Ethnicity (ref: Bobo)

Dioula 0.97 0.78 1.10 0.54 0.95 0.54 2.49 1.03 0.87 0.73 1.18 3.66 0.97 0.77* 1.13 0.66

(0.105) (0.120) (0.236) (0.263) (0.244) (0.235) (2.739) (0.414) (0.242) (0.262) (0.709) (3.499) (0.104) (0.114) (0.244) (0.394)

Touareg 0.94 0.78 1.01 0.90 1.17 0.84 1.60 1.20 1.18 0.92 1.27 . 0.96 0.80 1.03 1.35

(0.121) (0.139) (0.263) (0.513) (0.380) (0.459) (2.006) (0.605) (0.413) (0.396) (0.945) . (0.122) (0.135) (0.271) (0.878)

Fulani 0.75* 0.91 0.75 1.28 1.33 2.72 1.67 1.81 1.64 1.25 2.87 2.65 0.82 0.99 0.80 2.04

(0.115) (0.209) (0.224) (0.669) (0.529) (2.931) (2.235) (0.967) (0.781) (0.746) (3.213) (3.130) (0.124) (0.219) (0.239) (1.201)

Gournounsi 1.26 1.03 0.97 2.16 1.37 0.80 . 1.42 0.86 0.81 1.45 1.31 1.13 0.86 1.03 2.93

(0.224) (0.250) (0.363) (1.539) (0.641) (0.567) . (1.057) (0.359) (0.407) (1.629) (1.638) (0.197) (0.195) (0.386) (2.366)

Marital Status (ref: not married)

Currently married 1.51*** 1.77*** 2.94*** 1.40 0.93 0.95 0.79 0.94 1.10 1.18 1.03 0.60 1.47*** 1.67*** 3.01*** 1.05

(0.216) (0.319) (1.106) (1.013) (0.339) (0.504) (1.183) (0.675) (0.386) (0.457) (0.997) (1.040) (0.209) (0.291) (1.148) (0.810)

Parity (ref: nulliparous)

1 or more children 0.69** 1.21 0.47* 2.12 0.74 0.75 17.58** 2.39 0.79 0.48* 2.55 11.10 0.65*** 1.02 0.49* 2.28

(0.107) (0.232) (0.191) (2.178) (0.305) (0.445) (22.452) (2.175) (0.290) (0.194) (2.550) (19.482) (0.100) (0.190) (0.199) (2.422)

Constant 1.12 1.17 0.30*** 0.12** 28.91*** 62.62*** 7.40 1.10 21.10*** 23.64*** 31.94*** 1.30 1.03 1.12 0.27*** 0.11**

(0.162) (0.223) (0.116) (0.114) (11.222) (37.573) (11.862) (0.856) (7.623) (10.203) (39.726) (2.276) (0.147) (0.205) (0.104) (0.113)

*** p<0.01, ** p<0.05, * p<0.1

Informed Choice Full Choice Free Choice Autonomy
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Appendix D: Examination of missingness and interviewer effects  

 

We chose four variables (ever-use of male condoms, knowledge of how to use the oral 

contraceptive pill, access to a method from each group, and voluntariness of current method use) 

as examples to explore both missingness as well as interviewer effects on the data.  Using the 

presence/absence of any response as the dependent variable, we ran a series of logistic regression 

models using important covariates such as age, parity, marital status, and education.  We also 

included the interviewer as an independent variable in these models to examine any relationship 

between the interviewer and the likelihood of missing values. The results of these models are 

shown in Tables 3.D1, 3.D2, 3.D3 and 3.D4.   
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Table 3.D1 - Logistic regression: 

Missing response to question on ever use of male condoms 

 AOR St.Err t-value p-value Sig. 

Age (ref:15-21)      
21-30 1.211 0.347 0.67 0.505  

31-49 0.934 0.303 -0.21 0.834  
Parity (ref: none)      

1-2 children 0.703 0.245 -1.01 0.313  
3-4 children 0.812 0.285 -0.59 0.553  

5 or more children 0.977 0.372 -0.06 0.951  
Marriage (ref: married)      

Not married 1.326 0.410 0.91 0.362  

Education (ref: none)      
Less than BEPC 0.788 0.163 -1.15 0.248  

Less than BAC 0.811 0.425 -0.40 0.690  
BAC or higher 1.515 1.652 0.38 0.703  

Interviewer (ref:1)      
Interviewer 2 0.643 0.363 -0.78 0.433  

Interviewer 3 0.872 0.429 -0.28 0.780  
Interviewer 4 1.252 0.550 0.51 0.608  

Interviewer 5 0.668 0.356 -0.76 0.448  
Interviewer 6 1.113 0.519 0.23 0.819  

Interviewer 7 0.672 0.410 -0.65 0.515  
Interviewer 8 0.927 0.456 -0.16 0.877  

Interviewer 9 1.166 0.504 0.36 0.722  
Interviewer 10 1.220 0.556 0.44 0.663  

Interviewer 11 0.971 0.463 -0.06 0.950  
Interviewer 12 1.606 0.709 1.07 0.283  

Interviewer 13 1.129 0.515 0.27 0.790  
Interviewer 14 1.332 0.641 0.60 0.551  

Interviewer 15 0.821 0.419 -0.39 0.699  
Interviewer 16 1.308 0.634 0.55 0.580  

_cons 0.067 0.027 -6.74 0.000 *** 
 

Mean dependent var 0.067 SD dependent var    0.251 

Pseudo r-squared 0.013 Number of obs 2184 

Chi-square 13.821 Prob > chi2 0.951 
Akaike crit. (AIC) 1113.408 Bayesian crit. (BIC) 1255.631 

 

*** p<0.01, ** p<0.05 
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Table 3.D2- Logistic regression 
Missing response to question on knowledge of pill use 

   AOR  St.Err  t-value  p-value  Sig. 

Age (ref:15-21)      
21-30 0.783 0.295 -0.65 0.517  

31-49 0.898 0.378 -0.26 0.798  

Parity (ref: none)      

1-2 children 0.943 0.427 -0.13 0.896  

3-4 children 1.064 0.520 0.13 0.899  

5 or more children 1.082 0.574 0.15 0.881  

Marriage (ref: married)      

Not married 0.997 0.405 -0.01 0.995  

Education (ref: none)      

Less than BEPC 0.970 0.269 -0.11 0.912  

Less than BAC 2.130 1.143 1.41 0.159  

BAC or higher 1.000     

Interviewer (ref:1)      

Interviewer 2 1.221 0.793 0.31 0.758  

Interviewer 3 0.848 0.580 -0.24 0.810  

Interviewer 4  0.897 0.579 -0.17 0.866  

Interviewer 5 0.921 0.629 -0.12 0.904  

Interviewer 6 1.057 0.683 0.09 0.932  

Interviewer 7 2.569 1.555 1.56 0.119  
Interviewer 8 0.628 0.466 -0.63 0.531  

Interviewer 9 0.938 0.580 -0.10 0.918  

Interviewer 10 0.821 0.562 -0.29 0.773  

Interviewer 11 1.314 0.813 0.44 0.659  

Interviewer 12 1.202 0.776 0.28 0.775  

Interviewer 13 0.830 0.568 -0.27 0.786  

Interviewer 14 1.435 0.931 0.56 0.577  

Interviewer 15 1.107 0.717 0.16 0.875  

Interviewer 16 1.432 0.904 0.57 0.569  

_cons 0.037 0.020 -6.09 0.000 *** 

 

Mean dependent var 0.036 SD dependent var  0.187 

Pseudo r-squared  0.015 Number of obs   2175 

Chi-square   10.255 Prob > chi2  0.990 

Akaike crit. (AIC) 716.663 Bayesian crit. (BIC) 853.098 

 

*** p<0.01, ** p<0.05 
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Table 3.D3 - Logistic regression 

Missing response to question about access to a method from each group 

   AOR.  St.Err  t-value  p-value  Sig. 

Age (ref:15-21)      
21-30 1.571 0.679 1.04 0.296  

31-49 2.049 0.923 1.59 0.111  
Parity (ref: none)      

1-2 children 0.691 0.347 -0.73 0.462  

3-4 children 0.728 0.380 -0.61 0.544  
5 or more children 0.981 0.541 -0.04 0.972  

Marriage (ref: married)      

Not married 0.852 0.360 -0.38 0.704  
Education (ref: none)      

Less than BEPC 1.030 0.248 0.12 0.903  

Less than BAC 0.811 0.529 -0.32 0.749  
BAC or higher 7.235 10.860 1.32 0.187  

Interviewer (ref:1)      

Interviewer 2 1.670 0.932 0.92 0.358  
Interviewer 3 0.845 0.469 -0.30 0.762  

Interviewer 4  0.650 0.359 -0.78 0.436  
Interviewer 5 0.573 0.355 -0.90 0.368  
Interviewer 6 0.457 0.302 -1.19 0.236  

Interviewer 7 1.501 0.886 0.69 0.492  
Interviewer 8 1.129 0.615 0.22 0.824  

Interviewer 9 1.075 0.546 0.14 0.887  
Interviewer 10 0.803 0.431 -0.41 0.683  
Interviewer 11 0.952 0.547 -0.09 0.932  

Interviewer 12 0.793 0.455 -0.40 0.687  
Interviewer 13 0.599 0.353 -0.87 0.385  
Interviewer 14 1.101 0.604 0.18 0.860  

Interviewer 15 0.983 0.594 -0.03 0.977  
Interviewer 16 0.771 0.521 -0.39 0.700  

_cons 0.165 0.095 -3.13 0.002 *** 
 

Mean dependent var 0.158 SD dependent var  0.365 

Pseudo r-squared  0.028 Number of obs   755 
Chi-square   18.608 Prob > chi2  0.773 

Akaike crit. (AIC) 689.292 Bayesian crit. (BIC) 804.960 
 

*** p<0.01, ** p<0.05 
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Table 3.D4 - Logistic regression 

Missing response to question about voluntary use of current method 

   AOR  St.Err  t-value  p-value  Sig. 

Age (ref:15-21)      
21-30 0.462 0.367 -0.97 0.331  

31-49 0.403 0.351 -1.04 0.297  
Parity (ref: none)      

1-2 children 0.974 1.268 -0.02 0.984  

3-4 children 0.425 0.598 -0.61 0.543  
5 or more children 1.347 2.005 0.20 0.841  

Marriage (ref: married)      

Not married 7.174 9.130 1.55 0.122  

Education (ref: none)      

Less than BEPC 0.967 0.549 -0.06 0.953  
Less than BAC 4.992 3.845 2.09 0.037 ** 

BAC or higher 1.000 . . .  
Interviewer (ref:1)      

Interviewer 2 0.823 1.185 -0.14 0.893  
Interviewer 3 3.834 4.407 1.17 0.242  
Interviewer 4  4.422 5.641 1.17 0.244  

Interviewer 5 1.446 2.145 0.25 0.804  
Interviewer 6 3.552 4.525 1.00 0.320  
Interviewer 7 1.073 1.563 0.05 0.961  

Interviewer 8 2.697 3.928 0.68 0.496  
Interviewer 9 1.384 2.046 0.22 0.826  

Interviewer 10 2.296 2.907 0.66 0.512  
Interviewer 11 2.208 2.786 0.63 0.530  
Interviewer 12 1.749 2.572 0.38 0.704  

Interviewer 13 1.000 . . .  
Interviewer 14 3.594 4.557 1.01 0.313  

Interviewer 15 1.000 . . .  
Interviewer 16 1.874 2.738 0.43 0.667  

_cons 0.006 0.009 -3.65 0.000 *** 

 

Mean dependent var 0.033 SD dependent var  0.179 

Pseudo r-squared  0.089 Number of obs   664 
Chi-square   17.097 Prob > chi2  0.705 

Akaike crit. (AIC) 220.085 Bayesian crit. (BIC) 319.047 
 

*** p<0.01, ** p<0.05 
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The results in Tables 3.D1, 3.D2 and 3.D3 (using missingness re: ever-use of male condoms, 

knowledge of how to use the oral contraceptive pill and access to a method from each group as 

the dependent variables respectively) fail to find any significant associations between 

missingness and age, parity, marital status, education, or interviewer.  These results are 

suggestive of a random pattern of missingness regarding these variables.  Table 3.D4 shows a 

statistically significant relationship between missingness and having a secondary education, with 

having more than the BEPC but less than the BAC associated with nearly five times the odds of 

missingness.  Given the lack of a relationship with any other levels of education, this may be an 

artifact of the data.  Overall in these four regression models, there is no strong evidence of any 

type of systematic nature to the missingness, both in regards to the sociodemographic variables, 

and in regards to the interviewers.  This suggests that the missingness is likely random in nature, 

and that there are no significant interviewer effects on the data.   
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Conclusion: 

That family planning is contentious and complex should come as no surprise, since women’s 

bodies are often used as battlefields in ideological wars.   Anthropologists like Frances Mascia-

Lees and Nancy Johnson Black have explored the idea of women’s bodies as sites of contestation 

where larger social anxieties are projected and then policed248,249.  Dominant conceptions of sex 

focus primarily on biological roles in human reproduction, but the ways in which these 

biological roles take on social significance is through what sociologist Raewyn Connell calls the 

process of gendered social embodiment.  Here, Connell is worth quoting at length:  

Gendered social embodiment takes shape in a structured interplay that I call 

the reproductive arena. In this arena, the reproductive possibilities of human 

bodies are historicized, i.e. are given specific social forms, in a constantly 

changing, constantly contested process extending through historical time. At the 

core of patriarchal gender orders…is the institutionalized control of women’s 

reproductive capacities by men. Attempts by groups of women to break this 

control, i.e. to democratise relations in and around the reproductive arena, have 

led to some of the bitterest struggles in contemporary global development, over 

abortion rights, contraception, and technocratic policymaking… 

A relational approach to this question is proposed, seeing gendered embodiment 

as interwoven with the violent history of colonialism, the structural violence of 

contemporary globalization, and the making of gendered institutions on a world 

scale, including the corporations, professions and state agencies of the health 

sector. Gender is seen as the active social process that brings reproductive bodies 

into history, generating health consequences not as a side-effect but in the making 

of gender itself250. 

Any attempts, then, to address the politics of reproduction must certainly focus on gender as a 

key analytic factor, but also one that does not exist in isolation, but rather within and among 

other social and political structures.  The intersectional approach to reproductive health 

developed and put forth by reproductive justice advocates “represents a shift for women 

advocating for control of their bodies, from a narrower focus on legal access and individual 

choice (the focus of mainstream organizations) to a broader analysis of racial, economic, 
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cultural, and structural constraints on our power”251. Though heretofore mostly applied as a 

critique of White American feminism, the reproductive justice critiques and framework are just 

as apt internationally.  As poor women of color living in poor countries see their fertility blamed 

for everything from global warming14,165 to food scarcity37,252 to their own poverty74,253, and see 

their choices constrained by a range of structural forces254, it becomes clear that to focus simply 

on the individual choice to use contraception without looking critically at the structural 

environment is to fundamentally miss the point.   

This dissertation adds to our body of knowledge about family planning by conceptualizing 

contraceptive coercion and autonomy, and situating these phenomena not as something that 

happens in a vacuum between a woman and her health provider, but as part of a gendered and 

politically contested development initiative.  Using mixed research methods to explore how 

women may be experiencing contraceptive autonomy, this historically-grounded approach first 

traced the intellectual history of family planning from Malthus to the present day, and examined 

how this intellectual history has affected the predominant approaches to population-based 

measurement in global family planning.  The first paper was largely conceptual in nature, 

describing the conception and definition of contraceptive autonomy and proposing this concept 

as an alternative to contraceptive use and uptake as the primary goals of global family planning 

programs.  The paper explored the ways that some existing population-based family planning 

indicators create perverse incentives for contraceptive coercion and fail to integrate dimensions 

of women-centered or rights-based care into their measurement paradigms.  The paper then 

proposed an operational definition of contraceptive autonomy, as well as an algorithm for how 

this novel concept could be measured. Breaking down autonomy into the sub-domains of 

informed choice, full choice and free, choice, the resultant contraceptive autonomy score was 
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proposed as both a stand-alone indicator, as well as a possible adjustment to the contraceptive 

prevalence rate, to create the autonomy-adjusted CPR (aCPR).   

In the second paper, I showed the results of a qualitative exploration of women’s subjective 

experience with contraceptive autonomy in a country in sub-Saharan Africa.  The paper 

summarized the scant contemporary literature on contraceptive coercion, followed by a brief 

exploration of the current state of family planning programming and priority-setting in the 

Global South.  Using 49 in-depth interviews with a diverse array of women of reproductive age 

and 3 key-informant interviews with health system administrators, the paper explored the ways 

that national-level targets are transformed into quotas at the health center level, and how this 

pressure on providers may be translated into coercion for patients.  I developed theories positing 

coercion as a spectrum rather than a dichotomous outcome as well as a bi-directional force that 

can be exerted “upward” (to influence women to use methods they may not want) or 

“downward” (to keep women from accessing a wanted method).  Coercion is further 

conceptualized to be a force that largely results from structural causes.  A range of coercive 

actions is documented, from the subtle (directive counseling) to the overt (refusing to remove 

long-acting reversible contraception at the woman’s request).   

The final paper is a quantitative proof-of-concept analysis, testing out and applying the concepts 

and methods proposed in Paper 1 to a random sample of women of reproductive age (15-49) in 

rural Burkina Faso.  We find that overall knowledge of and access to methods is high, but that 

information about the benefits/advantages of contraception and access to method provison are 

consistently higher than information about the disadvantages/risks of contracpetion and access to 

method removal. This suggests ongoing barriers to complete and unbiased information about 

family planning in the region.  Results also show the importance of access to method removal  
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for LARCs, rather than access to method provision alone148.  An overall contraceptive autonomy 

score of 52% was calculated.  We found lower levels of informed choice to be correlated with 

lower levels of education, indicating that some drivers of contraceptive non-autonomy may lie 

outside the direct scope of the health system.  

There remains much research to be done on this topic.  The qualitative work in the Global South 

has provided the basis for new theories for conceptualizing and assessing a spectrum of coercive 

practices.  It would be fruitful to take these concepts and apply them in other settings to assess 

how applicable they may be, and to see if, as we hypothesize, these problems exist more broadly 

throughout the world and not just in this single setting.  Substantial work remains to be done, too, 

on the contraceptive autonomy indicator.  The proof-of-concept demonstrated here showed the 

ways in which this measure provides us new and useful information about family planning, but 

also showed us weaknesses in the measure.  Future steps for this indicator include additional 

refinement of the algorithm and survey items and additional testing in other contexts for 

adaptation.  Longer-term goals for this indicator include item reduction, rigorous testing of both 

validity and reliability, and finally, a wide-spread dissemination plan to raise the profile of this 

indicator among donors, governments, policy-makers and researchers and promote widespread 

adoption of this measurement approach.  

In the meantime, the results of this dissertation argue for a reappraisal of target-driven family 

planning and of any approaches that utilize women’s reproductive capacities as an instrument to 

achieve broader social or economic change.  In their place, these results argue for more patient-

centered approaches to family planning that promote women’s rights and autonomy as valid and, 

indeed, essential ends in and of themselves.  
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