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Executive Summary 

As the sexual and reproductive health and rights (SRHR) community faces the 
challenges of the global financial and economic crises, collaboration and partnership 
with NGOs around the world that share some of our aims and values is vital. This 
year’s EuroNGO’s annual meeting exemplified collaboration, with the largest number 
of representatives from the global ‘South’ ever. In all, nearly 100 individuals attended 
the conference, on 7 September 2009, in Riga, Latvia, with speakers from a variety 
of disciplines, including economics, research and advocacy, applying their expertise 
to the specific aims and challenges faced by the SRHR sector. 
 
The impact of the economic crisis on SRHR  
 
Sara Seims, Director of the Population Program at The William and Flora Hewlett 
Foundation, delivered the Keynote Address on ‘Reproductive Health and Poverty’, 
focusing on the need for funding to ensure access to good reproductive health 
services, especially for vulnerable populations. “The biggest pots of money are held 
by people who do not understand or care about [our] issues,” she explained. Most 
people working in SRHR do not know how to talk to development economists, and 
they do not know how to talk to us. She described Hewlett’s support for research on 
reproductive health and poverty, which is assessing SRHR ‘through an economist’s 
eyes’ and will be an important resource for SRHR NGOs in Europe and around the 
world. 
 
Gita Sen of the Centre for Public Policy, Indian Institute of Management and DAWN, 
addressed the crucial importance of health systems strengthening as a means to 
ensuring SRHR for all. She looked at ways the agenda of the International 
Conference on Population and Development (ICPD) has been fragmented, with the 
separation of SRHR from health systems strengthening; family planning from 
sexually transmitted infections (STIs) and maternal mortality; young people’s 
health/rights from adults’; HIV from the rest of SRHR; and health from 
rights/responsibilities. An important solution and example of reintegration is bringing 
together HIV and SRHR in terms of both financing and programming. Sen 
recommended a number of ways to make this happen. 
 
David McCoy from the Centre for International Health and Development (CIDH), 
University College London (UCL), also looked at health systems, asking: how can we 
strengthen health systems, while simultaneously working to create a more just and 
fair social, political and economic environment within which health systems can 
function more effectively? He urged a shift from the overwhelming focus on economic 
growth and neglect of distributional concerns, which, he said, can no longer be 
accepted by the international health community: we must become less tolerant of 
these injustices. The struggle for health, he explained, is a struggle for good 
governance and justice. 
 
Advocacy tools for addressing the economics of SRHR  
 
The economic costs and impact of abortion-related maternal death and ill-health was 
the focus of Hilary Standing of the Institute of Development Studies (IDS), University 
of Sussex, who provided a wealth of useful data for advocates. And Manuela Garza 
of the International Budget Partnership (IBP) explained civil society budget analysis 
as a powerful advocacy tool for SRHR organizations – a method for generating 
evidence-based advocacy to hold governments accountable for their commitments.  
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Another rich source of evidence for advocacy work related to SRHR and economic 
and financial concerns will come from the Guttmacher Institute later this year. Susan 
Cohen, Director of Government Affairs at Guttmacher, discussed the organization’s 
ongoing research, providing compelling examples of the costs of and benefits and 
challenges to achieving universal access to SRHR in the midst of the global 
recession. She emphasized the importance of staying the course despite the global 
recession, and showed how investing in SRHR services “makes sense and cents”!  
 
Regional views on the economic crisis and SRHR 
 
In addition to creating a global picture of SRHR and the financial and economic 
crises, three people provided regional views. Viviana Maldonado Posso from Acción 
Ciudadana por la Democracia y el Desarrollo (Citizens Action for Democracy and 
Development) in Ecuador explained that in Latin America and the Caribbean, 
problems related to contraception and abortion are more complex than we believe, 
because of the conditions in which women live. We cannot simply reduce the barriers 
to contraception services; we must also address power relationships and gender 
violence.  
 
Lamia Talebani from the Voice of Independent Women and University of Baghdad in 
Iraq focused on the need for a universal rights platform for all people working for the 
rights of women. This must go beyond reproductive rights and unify rights-related 
efforts around the world. We cannot work in isolation from men, nor can we shy away 
from confronting the radical politicians that seek to take us backwards in history. 
 
Irina Otmakhova from the Women’s Global Network for Reproductive Rights 
(WGNRR) discussed her organization’s recent relocation to the Philippines, after 
many years being based in the global ‘North’. By relocating, the network is better 
able to ground its strategies and analysis in the realities of the most under-
represented – women and girls in poor areas, indigenous communities, and conflict 
situations.  
 
A roadmap for universal access to SRHR: Berlin Glob al Partners in Action 
 
Finally, participants learned about the “Global Partners in Action: NGO Forum on 
Sexual and Reproductive Health and Development”, which took place in Berlin, 
Germany, the week before the EuroNGOs meeting. The forum’s aim was to make a 
Call to Action to governments and donors to fulfil their commitments to implementing 
the ICPD Programme of Action before the 2015 deadline. The forum was also used 
to begin drafting a roadmap for NGOs – called Strategic Options for NGOs (SONGS) 
– laying out priority actions for achieving the ICPD Programme of Action and making 
governments accountable.  
 
The Berlin Call to Action was drafted after a series of highly participatory and 
democratic processes, involving hundreds of representatives from NGOs, two-thirds 
of whom were from the global ‘South’. EuroNGOs members were also given a 
chance to make their own contribution to the Forum, by meeting in small groups to 
discuss specific topics related to SRHR and the Cairo agenda. The results of these 
meetings, which are outlined in this report, will feed into the SONGS document, 
which will be finalized later this year.
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1.   Introduction  
 
“The NGO sector was one of the most active change agents in Latvia in the 1990s,” 
according to Mr Andris Teikmanis, State Secretary of the Latvian Ministry of Foreign 
Affairs, and keynote speaker and honoured guest at the EuroNGOs 2009 annual 
conference in Riga. Mr Teikmanis’s comment was a fitting start to the meeting, which 
highlighted a range of issues related to SRHR, including the need for civil society and 
governments to work in partnership to achieve SRHR objectives.  
 
Dr. Dace Matule, a gynaecologist, and President of Papardes Zieds, Latvia’s 
Association for Family Planning and Sexual Health, which hosted the conference, 
explained that while few people had heard of Latvia before the recent global financial 
crisis, Latvia and Iceland are now on the front page, because of their important roles 
in the global financial landscape. All of the events surrounding the crisis affect health, 
family planning, fundraising for development and other issues that are at the heart of 
EuroNGO’s efforts. As such, Latvia was an opportune place to tackle the theme of 
this year’s conference – Investing in Sexual and Reproductive Health and Rights in 
Times of Economic Crisis.  
 
As the SRHR community faces the challenges of the global financial and economic 
crises – while also considering the opportunities they might present – it is understood 
that collaboration and partnership with NGOs around the world, who are working 
towards the same objectives, is vital. This year’s meeting exemplified collaboration, 
with the largest number of representatives from the global ‘South’ ever. For example, 
participants came from: Bangladesh, Ecuador, India, Iraq, Jamaica, Malaysia, 
Mauritius, Mexico, Nigeria, Puerto Rico, Thailand, Uganda and Zambia. There were 
also more attendees from the US, indicating increasing cooperation between 
European and US NGOs. 
 
In all, nearly 100 individuals attended the conference, on 7 September 2009, with 
speakers from a variety of disciplines, including economics, research and advocacy, 
applying their expertise to the specific aims and challenges faced by the SRHR 
sector. 
 
 
Keynote Address 
Reproductive Health and Poverty 
Sara Seims, Director, Population Program, The Willi am and Flora Hewlett 
Foundation, USA 
 
How can we protect reproductive health in times of economic crisis? The key is 
ensuring that the world's most vulnerable people, especially women, have access to 
good reproductive health services. For that we need money … and the biggest pots 
of money are held by powerful people who either do not understand or are indifferent 
about these issues. The people I am referring to are economists in the development 
banks (such as the World Bank) and Ministers of Finance in developing countries. 
 
There have been attempts by the reproductive health field to use research and 
evidence to convince development economists and ministers of finance to support 
our issues, but this has not been successful. People in our field do not know how to 
talk to development economists, and they do not know how to talk to us. 
 
A few years ago the Hewlett Foundation decided to try to help development 
economists to understand the relationship of reproductive health and population 
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dynamics to poverty and economic growth.  We asked them what questions they 
would want answered in order to understand these relationships. It took 18 months 
just for them to decide what the questions are! It was clear that we speak different 
languages. Development economists care about one thing: economic growth. What 
is economic growth? To be simple, it is an increase in per capita income and gross 
domestic product (GDP). They are primarily interested in causality – does ‘A’ cause 
‘B’. If ‘A’ is just associated with ‘B’, they are not interested; they have set the 
standards very high. Unless we can show development economists that reproductive 
health and population dynamics are critical to poverty reduction and economic 
growth, we are unlikely to interest them. 
 
However, there have been some changes within development economics that are 
good for the Reproductive Health field. Development economists became interested 
not only in GDP growth, but in how income is distributed. A country can have high 
economic growth and substantial income, but this can, and usually is, unequally 
distributed. They also became more interested in poverty, which is measured 
according to what happens at individual household level. Although it seems obvious 
to us that household poverty is strongly connected to country level economic growth, 
there actually is a lack of good evidence for this. So economists at the World Bank, 
for instance, dismissed micro-level studies on poverty at household level as being 
irrelevant for economic growth.  Since most of what we (in the reproductive health 
field) do is at household level, it is easier for us to demonstrate the impact of RH. 
Now that economists have become more interested in household levels this has 
made our job easier, and we are optimistic that it means economists will be more 
open to our issues. 
 
Hewlett’s support for research on reproductive heal th and poverty 
Hewlett launched a research programme and were fortunate to be joined by the 
governments of the United Kingdom, the Netherlands, Norway and France, and 
approached by the government of Ireland to take part. This research is now 
underway and will come to fruition starting next year and continuing over the next 
three to four years. It will provide evidence you can use for your advocacy, to show 
that what we do is essential to improving lives, health and economic growth. 
 
We all know that poverty affects reproductive health, but we know less about how 
reproductive health affects poverty … even though we know it does. This is the driver 
of the research that Hewlett and our partners have been funding. 
 
How poverty affects reproductive health 
To understand the different arguments involved, it is important to cover some familiar 
territory first. We know that poor women have less access to health systems, are less 
likely to seek care (e.g. because they are less educated about it, have less 
autonomy, control and freedom to seek it, etc.). This leads to poor reproductive 
health and fertility outcomes, such as unwanted pregnancy, which leads to unsafe 
abortion, mistimed or closely spaced births, early childbearing, and women who 
continue childbearing past the age when it is safe for them to do so. These poor 
health outcomes increase maternal and child mortality and morbidity, leading to poor 
fertility outcomes, which poverty promotes.  
 
Through an economist’s eyes: How reproductive healt h affects poverty 
Now we will look at it differently – through the eyes of an economist – and show how 
reproductive health affects poverty. Let's say you are a woman who has an unwanted 
pregnancy, HIV or another condition. Economists who care about what happens at 
household level will ask 'how does it affect the income of your household?' From an 
economist’s perspective, it will affect the savings and investments of the household. 
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Poor families do not have many resources, and if mother is sick – keeping in mind 
that peak economic age of women is also their peak reproductive age – morbidity in 
that age group affects the ability of the household to save and invest. Some of the 
money will go to treat the woman or tragically she might die. If she has died, a 
woman clearly cannot contribute to the income of the household, work in the fields, 
help kids get to school in the morning, etc. Through an economist’s eyes, higher 
health expenditures mean less investment in the home, farm, children, etc. Up until 
now, there is not a strong evidence base for this – a lot of this research being 
undertaken by our partners is looking at these issues closely, focusing particularly on 
sub-Saharan Africa. We are particularly interested in the contribution of RH in helping 
impoverished families breaking out of the 'poverty trap'. This occurs when the burden 
of poor RH keeps families mired in poverty. 
 
The impact of good reproductive health: An analysis  at household level 
What's the other side of this equation, in other words: what happens when good 
reproductive health happens? There is data from a randomized-control trial in the 
Matlab region of Bangladesh.  
 
In Matlab starting in the 1970s, women went door to door offering family planning, 
while in the rest of region women had access only to the regular government 
programme. After 20 years (1977-1996), families with easy access to a range of 
family planning methods reduced their fertility by an average of 1 child compared to 
the control group. In other words, they had at least one fewer child per family. 
Overall, fertility in the treatment group dropped from 4.5 in 1978 to 2.7 by 1996. 
Households with fewer children had 43% greater assets (primarily property/farmland, 
productive assets like aquaculture etc.) than those in villages without easy access to 
family planning. Women with easy access earned as much as 1.5 times more in 
wages for each year of schooling (an increase of 150%). Women and girls in the 
treatment area were healthier: they weighed one full kilogram more and had a body 
mass index (BMI) 0.6 higher. Child mortality decreased by 20% or more and 
educational attainment increased, and there was also improved access to safe water.  
 
The family planning intervention helped the region to break through the poverty trap. 
This evidence cost a lot of money to collect, but it is the most compelling evidence 
we have which meets the high standard of causality that development economists 
like. 
 
Country-level analysis of the impact of reproductiv e health 
The Bangladesh example was from household level; we can also look at country 
level and the impact of reproductive health on GDP. For this we will discuss the 
demographic dividend: with good reproductive health, fertility goes down as women 
avoid unwanted pregnancies. As fertility goes down, there are proportionally more 
people of working age in the population. If the right investments are made in a 
country, it experiences the demographic dividend. This was what happened among 
the East Asian ‘tigers’: Thailand, Taiwan, Korea and soon Vietnam. They had family 
planning and reproductive health care, as well as the right macro and micro 
economic policies. Thus money was freed up for other things, such as education. 
This also promoted gender equity (though more needs to be done on this count). 
One-third of GDP (economic growth) among the East Asian ‘tigers’ was attributable 
to the demographic dividend. 
 
Latin America is seen to have wasted its opportunity to capitalize on the demographic 
dividend, because as fertility went down in the region, the right economic policies 
were not put in place. All eyes are now on Africa: will they put the right policies in 
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place? Part of our research will look at how the demographic dividend works, and to 
try to extract lessons from sub-Saharan Africa. 
 
The costs of unsafe abortion  
Guttmacher estimates that there are around 20 million unsafe abortions every year 
globally, and five million result in long-term health disability. However, these may be 
gross underestimates. Recent research done by the IDS at the University of Sussex, 
led by Hilary Standing, estimates enormous costs associated with unsafely 
performed abortions, for example: costs to developing world health systems each 
year is at least US$ 500 million; another $375M is estimated to treat the serious 
complications for women who receive no care at all from the health system, were 
they to receive care.1  
 
There are few empirical studies to judge, but estimates of the long-term costs of 
unsafe abortion-related morbidity are probably in the billions of dollars in economic 
losses. The IDS research also suggests that lost productivity may cost another 
$400M to developing economies and out of pocket expenses for care after unsafe 
abortions may cost another $600M for women and their families.2 
 
Why do we care that reproductive health and populat ion dynamics impact 
economic development?   
We care because stress on public health systems due to broadly poor reproductive 
health outcomes crowds-out investment in other productive public sectors, such as 
roads, schools, hospitals etc. Populations with poor health outcomes have fewer 
incentives to make long-term investments in business and human capital 
development.  
 
We also care because we believe in reducing poverty and stimulating economic 
growth. We know this contributes to good reproductive health, and that is our goal as 
advocates. We also know that poverty is reduced and growth stimulated best when 
policies consider reproductive health and population issues. We believe the causality 
works both ways, so we want to promote both economic development and good 
reproductive health. People in ministries of finance and planning are concerned 
about reducing poverty and stimulating economic growth. So being able to talk with 
them in their language is important as advocates for reproductive health and 
population activities. 
 
Results of the research 
We have been working with four governments on this research. This will bring a huge 
influx of evidence, which can feed into the policy process. Planning for this is already 
underway. We will have a framework of a communications strategy, and we hope by 
next year's EuroNGOs meeting we can work with you to think about how best to 
communicate and disseminate the data. 
 
To learn more, go to Hewlett’s http://www.hewlett.org/programs/population-
program/training-research-and-advocacy-to-create-sound-policy/population-and-
poverty. You will find information about the studies, and a paper called the Gaps 
paper, looking at gaps in the research – research that still needs to be done.  
 

                                                           
1 M. Vlassoff,  J. Shearer, D. Walker, and H. Lucas, IDS Research Report 59: Economic Impact of 
Unsafe Abortion-Related Morbidity and Mortality: Evidence and Estimation Challenges (Brighton: IDS, 
2008)  
2 Ibid.  
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Discussion and comments 
 
Can we target Ministers of Finance? 
The Hewlett research is aimed at both Ministers of Finance and development 
economists. However, it is difficult to get access to Ministers of Finance. Hewlett and 
its partners work with Ministers of Health, but they do not have much power – in most 
countries, the people who run our economies have more power than those running 
health systems. Ministers of finance are either development economists or there staff 
members are, so we have been integrating development economists into this work. 
We are optimistic, because the work coming out of this will have credibility with 
senior advisers and Ministers of Finance. At the Marrakesh meeting, where we will 
map out our communications strategy, we thought we would have problems getting 
African Finance Ministers to come, but this was not the case. (Seims) 
 
Will the research be useful to governments? 
A participant asked if any of the Hewlett research was looking at how much 
governments will need to invest to close the funding gaps, and if there is a call for 
more resources. According to Seims, the results will be very academic, and while the 
partners want it to be published in peer-reviewed journals, they accept that some 
proportion of the work will be so academic that it will not have much practical 
relevance, for example, to governments. However, as much as 75% of the work will 
be practical and some actually looks at different ways donors can invest to get 
greater impact on investments in reproductive health. We are suffering from two 
problems, though: we do not have enough money, but the money we have is not 
spent most efficiently and effectively. We are reluctant to admit this in our advocacy 
programmes, because they will not give us money. Some of the study is looking at 
how to maximize the impact of funding. (Seims) 
 
Will more and better data make a difference? 
Another participant asked if the main reason for lack of support for SRHR is really 
lack of data – how confident are we that this research will lead to more support? 
Could it be that lack of data is not the issue, but that it is, for example, due to 
fundamentalist/religious issues? 
 
According to Seims, we all know that research often makes little different in 
ideological contexts; but the people we are targeting, such as economists, are 
indifferent to reproductive health. They do not see the relevance of it. Conversations I 
have had with macro economists do not care much about households; they care 
about GDP. For example, some African economists will say that the economy has 
been growing at 4% per year and population is growing at 3% per year, so ‘don't tell 
me there's a problem’. This sort of response can be addressed with evidence. 
Financial ministers and development economists at the World Bank are very 
supportive and not ideologically opposed to SRHR, but they do not understand the 
link and how it affects them. 
 
Is economic growth the only mantra in town? 
A participant asked if focusing on GDP and other measures of economic growth is 
the best approach: could issues of distributive justice, for example, be an approach? 
Is there any change from typical economic targets of growth? 
 
According to Seims, there has been movement, for example at the World Bank, to 
recognize that what happens at household level is important for what happens at 
country level. The World Bank is a grantee for some of this research, and they have 
undertaken their own sites to look at reproductive health and household poverty. The 
fact is: they only take seriously the work they do themselves. 
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2.   The Impact of the Economic Crisis on SRHR 

Turning the financial crisis into opportunity for S RHR 
Gita Sen, Centre for Public Policy, Indian Institut e of Management and DAWN 
 
Europe always has been one of the most important supporters of the SRHR agenda, 
since before Cairo, at Cairo and after. Although it is clear that Europe now has its 
own challenges, particularly in recent times. This is not just due to the financial crisis, 
but also because of the entry of states like Malta into the European Union, whose 
views on SRHR are somewhat different from most other Member States. Those 
challenges and Europe’s ability to handle and face them are problems not just for 
Europe, but for the whole world. Europe needs to speak with one voice, the same 
one it used in Cairo, if this agenda is to move forward.  
 
With that in mind, however, I'm going to focus on the potential impact of the financial 
crisis on the global SRHR agenda, because the links between it and its implications 
for SRHR have still not been strongly laid out. Hypothetical arguments exist at this 
point, and we can see which way the ‘wind is blowing’, but we also want to talk about 
the nature of programming and whether there is the possibility for turning the crisis 
into an opportunity. So this presentation will look both at finance and at programming. 
 
Health financing: Trends and needs  
In Cairo, advocates from the global North and South pointed out that well-functioning 
health systems are essential for fulfilling the SRHR agenda, and SRHR needs to be 
seen in this context. However, it has taken a very long time for this recognition to get 
on the agenda after Cairo – a lot of time was wasted.  
 
After adjusting for cost of living differences, high-income countries spend 30 times 
more per-capita on health than low- and middle-income countries. More than half of 
health spending in poor countries is out of pocket, which means that catastrophic 
illness, accidents, poor primary care and referral and inequitable private and public 
health insurance all hit poor people the hardest. You have enormous levels of 
untreated illness – far greater than in the US, where it has become worse in recent 
years.  
 
By the middle of this century, changes in population size and composition will raise 
health care spending needs by between 37% (in East Asia/Pacific) to as high as 62% 
(in the Middle East and North Africa region). This represents an enormous health 
burden; especially in light of the irony that public share of health expenditures is 
poorest in low-income countries. For those of you in this region who are annoyed 
with cutbacks in public spending on health, the following table may be salutary. 
 
 
 Public share of 

health spending 
Social health 
insurance 

Out of pocket 
health spending 

Low income 
countries 

29% 2% 93% 

Lower middle 
income countries 

42 15 85 

Upper middle 
income countries 

56 30 85 

High income 
countries 

65 30 56 
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Changes in external sources of health funding 
External sources of health expenditure, in the form of official development assistance 
(ODA), represent 8% of health spending in low-income countries on population-
weighted basis; and 20% on country-weighted basis. There are 12 sub-Saharan 
African countries where external sources account for more than 30% of health 
spending. Clearly, changes in ODA will have a substantial impact on countries which 
have greater dependence on external sources. 
 
Development aid for health was US$10 billion in 2003 (i.e. one-seventh of total ODA, 
which was 0.25% of gross national income (GNI) in 2003 against Monterrey goal of 
0.7% and Millennium Project goal of at least 0.54%.)  
 
World Bank econometrics suggest that health spending has a strong impact on 
maternal mortality and child mortality; that parallel investments in infrastructure and 
education also help; and that economic growth impacts are direct and lead to higher 
health spending generally. 
 
External sources of health financing represent 55% of all external flows to Africa and 
only 9% to other developing countries. Specific disease-focused global programmes 
account for 15–20% of health aid. A very high proportion of this is off-balance-of-
payments (BOP) and even off-budget. A study of 14 poverty reduction strategy 
papers (PRSPs) showed that 30% was off-BOP and 20% was off-budget, but in the 
BOP, which totally contradicts donors’ talk about country ownership.  
 
There is no question of accountability or civil society participation under these 
circumstances; because no one knows it exists since these expenditures are not in 
published budget documents. In short, the approach of the World Bank and 
International Monetary Fund (IMF) through PRSPs makes it very difficult to document 
expenditure figures. Therefore, there is no roadmap to integrate sectoral strategies 
into macroeconomic policies, no micro-macro links or medium-to long-term links, and 
no real improvement in predictability.  
 
Potential impacts of the financial crisis on health  financing: Three pathways 
Pathway 1: Via lower growth of gross national produ ct 
The strength of the Asian ‘tiger’ phenomenon is also its weakness in terms of the 
extent to which exports have dropped off in Asia. Trade protectionism (e.g. 
agricultural subsidies, ‘buy American’ pressures) has led to a decline in exports. 
When the money dried up, it dried up faster for trade than for production, so countries 
dependent on exports have been hit very hard.  
 
Countries that export goods and human beings, as well as those involved with 
outsourcing (for example, Bangalore) have seen huge job losses because of a drop 
in earnings from outsourcing. There has also been a fall in migrants’ remittances sent 
back to their home countries. 
 
Also, in developing countries with significant financial sectors, financial sector losses 
have spilled over into the real economy. This phenomenon is most important for 12 
countries in the G20, for example. When governments start tightening their belts in 
reaction to this, there are direct impacts on out-of-pocket spending by households, 
and gender effects soon surface in terms of who gets services, who has to wait 
longer periods of time before being taken to doctor. These impacts affect girls and 
women much more than boys and men. 
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Pathway 2: Growing dependence on IMF borrowing  
There has been a loss of fiscal policy space in many countries (e.g., Hungary, 
Iceland, Latvia, Honduras, Pakistan, Ukraine etc.) due to typical structural adjustment 
conditionalities. The US is pushing governments to raise stimulus spending to 2% of 
GDP, but the IMF requires low-income borrowers to stay below 1%. This double 
standard of fiscal stimulus for the rich and fiscal discipline for everyone else has 
remained virtually unchanged despite the crisis. Domestic companies have been 
replaced by foreign ownership, and large financial consultancy services, such as 
BCS, Deloitte and MCK, have declared losses in India! This ‘born-again’ structural 
adjustment phenomenon urgently needs tracking from Europe.  
 
Pathway 3: External assistance for health  
As mentioned previously, this is especially important for countries whose health 
systems are heavily dependent on external funding, including ODA the Global Fund, 
private funding sources etc. This needs tracking and advocacy to better understand 
what is taking place and the impact it is having. 
 
Programming challenges for SRHR  
 

SRH has been “utterly marginalised from the  
global discourse about health and well-being …” 

– Lancet 2006  
 
The ICPD agenda has been fragmented by a number of phenomena. For example, it 
has been fragmented by the separation of sexual and reproductive health from health 
systems strengthening (which is the basis for sustainability); by the continuing 
separation of family planning, including reproductive health supplies, from 
STIs/reproductive tract infections (RTIs)/maternal mortality – essentially separating 
MDG 5 from the reproductive health target. It has also been fragmented by the 
separation of young people’s health/rights from adults (including in sex education); by 
the separation of HIV from the rest of SRHR; and by the separation of health from 
rights/responsibilities, which has left safe abortion hanging and has slowed the 
transformation of gender relations.  
 
Turning crisis into opportunity: example of HIV and  SRHR  
 
“From the very beginning of the global response to the AIDS pandemic, prevention has 

been marginalised. Treatment has dominated. This sy stematic imbalance in clinical 
and public-health programmes is largely responsible  for the fact that around 2.5 million 

people become newly infected with HIV each year.” –  Richard Horton and Pam Das, 
Editors, The Lancet 3 

 
In terms of programming and finance, how can we bring HIV and SRHR back 
together? Before and after ICPD they ran as parallel streams. This was made clear, 
for example, by the UNAIDS’s Global Strategy Framework on HIV/AIDS (UNAIDS 
2001), which took an epidemiological approach with a focus on ‘high-risk’ groups 
such as sex workers, injecting drug users and men who have sex with men. It 
included nothing about strengthening primary health systems and incorporating HIV 
prevention, counselling, testing and treatment into the full array of community-based 
sexual and reproductive health services as agreed at ICPD. In fact, in a 290-page 
history of the first ten years of UNAIDS, ICPD is mentioned only once (in connection 
with the missed ICPD+5 targets relating to young people’s knowledge of HIV 
prevention methods), and the words ‘reproductive health’ do not appear in the index 
at all! (Knight 2007) 

                                                           
3 See:  www.lancet.com, 6 August 2008 
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Within the MDGs, HIV is positioned under MDG 6 with malaria and other infectious 
diseases, as if it is a vector-borne disease, while the rest of sexual and reproductive 
health has been placed under maternal mortality, as part of MDG 5. Funding through 
the Global Fund (from 2002) has gone largely to treatment rather than prevention, 
even in the face of rapid feminization of HIV infection.  

 
UNAIDS and WHO are working in parallel, and as useful as the Three Ones 
principles4 are, they offer very little to enable integration into national SRHR or MDG 
strategies.  
 
Can Humpty Dumpty be put back together again?  

 
“Condom use is a critical element in a comprehensiv e, effective and sustainable 

approach to HIV prevention and treatment. Preventio n is the mainstay of the response 
to AIDS.” 

– UNAIDS, March 2009 5 
 
The many interrelated issues – including violence, stigma etc. – must not sit 
separately, because they are all closely linked both with SRHR and HIV. 
 
To this end, I have five suggestions.  
 
1. Although every organization has its own mandate, leadership can assign key 

actions relating to SRHR, including HIV/AIDS, a higher priority. An example of 
this is the recent statement about prevention by the Executive Director of 
UNAIDS.6 This was a valuable move, although it is only a statement at this point 
and must be followed up with action. 

2. Invest in health systems with priority on SRHR. An example is the recent move 
by the Global Fund in this direction, and the move by the International Health 
Partnership (IHP) on SRHR outcome indicators.  

3. Prioritize prevention programmes in schools, communities, and health systems, 
including information and counselling on the positive aspects of sexual and 
reproductive health as well as on how to avoid STIs/HIV, unwanted pregnancies, 
sexual coercion and gender-based violence. There are examples of forward 
movement in this regard from Nigeria, Cameroon, Brazil, Peru, and Pakistan.  

4. Assist countries to incorporate SRHR fully into their national, district and local-
level HIV/AIDS control programmes, and, conversely, to incorporate HIV 
prevention and treatment into all aspects of sexual and reproductive health 
information and services. Harmonize this with planning for MDG goals.  

5. Bilateral and multilateral donors need to amend their HIV/AIDS policies and 
budgets to invest more systematically in SRHR. The challenge remains in 
implementation, namely fostering close working relationships and collaboration 
between what have been separate staffs and lines of work and achieving a better 
balance between budgets for HIV/AIDS and the other components of SRHR. This 
is where EuroNGOs and its members’ positioning in donor countries becomes 
extremely important – going beyond generalized calls for integration to look at 
specifics of budgets, staffing, lines of work, etc. 

                                                           
4 Principles for the coordination of national AIDS responses, calling for: one agreed HIV/AIDS Action 
Framework that provides the basis for coordinating the work of all partners; one National AIDS 
Coordinating Authority, with a broad-based multi-sectoral mandate; and one agreed country-level 
Monitoring and Evaluation System. 
5  See: Condoms and HIV prevention: Position statement by UNAIDS, UNFPA and WHO, 19 March 
2009 
6 Ibid. 
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Economic governance, globalization and climate chan ge: the bigger 
picture for SRH 
David McCoy, Centre for International Health and De velopment, University 
College London, UK  
 
It is important for the international health community – including the SRH community 
– to understand and engage with globalization, global economic governance and 
climate change. If we do not, we run the risk of becoming a ‘global ambulance’, 
rather than tackling the real and underlying causes of health inequality and failing 
health systems. The crucial question is: how can we strengthen health systems, 
while simultaneously working to create a more progressive social, political and 
economic context within which health systems can function more effectively? 
 
To begin to find an answer, we must look at four interconnected crises: those of 
under-development, ecological damage, inequality and governance. 
 
1. Crisis of Under-development 
In spite of decades of global economic growth and an explosion in scientific and 
technological advancement, the number of people living in poverty has grown. This 
runs contrary to frequent claims that global poverty levels have gone down. For 
example, in one recent publication, it was claimed that “global progress has been 
outstanding in terms of income poverty, thanks to the high performance of mostly 
Asian countries.” 
 
However, a more in-depth analysis of the figures on income poverty will show the 
opposite. When we define poverty in terms of those living below US$ 2/day, we find 
that the number of people living in poverty has grown. This does not even take into 
account the so-called ‘Ethical Poverty Line’, which is defined as the income level 
below which further income losses materially shorten life expectancy (which is 
estimated at between US$ 2.80 and US$ 3.90/day).  
 
Additionally, World Bank measures of poverty are methodologically faulty and 
systematically biased towards under-counting the poor, due to how purchasing power 
parity is calculated and how exchange-rate fluctuations are dealt with (see Thomas 
Pogge and Sanjay Reddy (2006): “Unknown: the Extent, Distribution, and Trend of 
Global Income Poverty” and Sanjay Reddy and Thomas Pogge (2005) “How Not to 
Count the Poor”, Version 6.2, UNDP Poverty Centre). 

  
2. Crisis of Ecological Damage  
Climate change will have a catastrophic effect on large parts of the world population. 
This can already be seen and felt in many places, particularly sub-Saharan Africa, as 
changes in weather patterns affect productivity, agriculture and other essential 
aspects of well-being. The Lancet has called climate change the biggest health threat 
faced by the world in the 21st century. We must tackle poverty reduction and find 
ways to limit growth in our own countries if we are to limit carbon emissions and 
control climate change. How to do this remains a big question.  
 
3. Crisis of Inequality  
In 2002, the richest 1% owned 40% of global assets; the richest 2% owned 51%; the 
richest 5% owned 71%; the richest 10% owned 85%; and the bottom half of people 
globally owned barely 1% of world wealth. From the wealthiest 1% of the world: 
·  37% are from the US, 
·  27% from Japan, 
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·  23% from Europe (with the UK leading, followed by France, Italy, Germany, the 
Netherlands, Spain and Switzerland), 

·  2% from Canada, 
·  1 % from Taiwan, and 
·  10% from the rest of the world. 
 
Talking about poverty is not enough – it must be seen in the context of inequality. 
What we have now is a global economic system that has contributed to the 
generation of large numbers of people living in poverty, and the accumulation of large 
amounts of wealth in a small number of hands.  
 
Moreover, the net financial outflow from poorer to richer countries is enormous, 
thanks, for example, to the increasing hyper-mobility of financial capital and the 
existence of tax havens. It is estimated that tax havens alone cost developing 
countries US$ 50 billion per year. Losses due to capital flight, money laundering, the 
illegal shifting of profits and falsely declared import and export prices are much 
higher. Capital flight losses from Africa have been estimated at between US$ 148 
and US$ 278 billion annually.  
  
4. Crisis of Governance  
The problems described above are not the result of unfortunate, accidental or natural 
events, but of political, social and economic failures. The WHO Commission on the 
Social Determinants of Health (CSDH) pointed out that unequal distribution of health-
damaging experiences ‘is not in any sense a ‘natural’ phenomenon but is the result of 
a toxic combination of poor social policies and programmes, unfair economic 
arrangements, and bad politics.7’ To understand the real damage of global economic 
governance on the life and health of poor people, it is essential to study, question 
and criticize the power and influence of trans-national institutions such as the World 
Bank, the IMF, and others. The final report of the CSDH highlights the influence of 
the World Bank and the IMF – not only through their direct financing relations with 
countries, but also indirectly through their influence over the dominant paradigm of 
development policy and practice. It also highlights and strongly questions their 
legitimacy. The CSDH, however, has minimal influence. 

  
What are the implications for the International Hea lth Community?  
What do we do as members of the international health community; as doctors, 
nurses, people working on health programmes, etc.?  
 
We need transformative change and a change in mindset. The overwhelming focus 
on economic growth and neglect of distributional concerns can no longer be 
accepted. Those of us in the international health community need to become less 
tolerant of these injustices. The social determinants of health matter and economic 
policies need to be subservient to social and environmental goals. In addition, 
markets need to be regulated by society. The struggle for health is a struggle for 
good governance and justice. 
 
There has been a sense of complacency in the health sector as we have seen our 
budgets rise in recent years. The rise in official development aid, particularly for the 
health sector, cannot excuse our anger for the much bigger insult being applied to 
the rest of the world population.  
 

                                                           
7 See CSDH: Closing the gap in a generation: health equity through action on the social determinants of 
health. Final report of the Commission on Social Determinants on Health (Geneva: WHO, 2008)  
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We can look at the financial crisis as an opportunity to push for substantial reforms to 
the way international financial institutions are governed. The IMF and World Bank are 
not governed in a democratic, just and transparent way. The IMF has been given 
huge amounts of money and expanded power, remit and mandate, without any 
changes to the way it is governed and structured. If we do not act quickly, we will 
miss the opportunity to reform the architecture of the institutions which govern the 
global economy.  
 
Another area to look at is how countries in the global “South” choose to integrate 
themselves into the global economy or, as alternative economists have discussed, 
how these countries can disengage from a global economic system that is essentially 
exploitative. This is just one example of the range of alternative development and 
economic policies being put forward to enable poor countries to stop subsidizing the 
countries in the global “North” and make better use of their resources to support 
human development. 
 
 
Discussion and comments 
 
Shifting funds from AIDS to SRHR 
A participant asked Gita Sen if she was suggesting that a useful approach is to get 
more funding for SRHR from AIDS funding sources. Sen explained that was not her 
intention. She used the lack of integration of HIV as an example, but there are a 
number of other examples of lack of integration which are also very important. HIV is 
the one are where funding questions always come up, but it is not about taking 
money from HIV. It has been increasingly realized that unless the world pays 
attention to the feminization of HIV, the fight against HIV is going to stay relatively 
limited and not work. The focus on treatment rather than prevention does have to 
change, which will bring the focus straight to the SRHR agenda. This is where HIV, 
SRHR, gender and other issues were placed 15 yars ago at the ICPD. It is not about 
taking money away from HIV; it is about making the money for HIV work better than it 
has up to this point.  
 
Is development aid the problem? 
David McCoy was asked if development aid itself is the key problem – is it the reason 
there is capital flight from Africa. Calling for the abolition of the IMF and the World 
Bank is one thing, but suggesting that development itself is the problem is a bit of a 
leap. 
 
McCoy explained that he is not calling for the abolition of the IMF and World Bank, 
and that aid is, in fact, not the problem. It is the way aid is currently being used that is 
the problem. For example, most aid flows through bilateral channels, which is 
something that could be reversed to reduce the impact of donor-driven agendas and 
the influence of foreign policy objectives on development funding. A global tax could 
be considered, so those countries in the global North that ‘borrow’ natural resources 
from those in developing countries can be accountable. We can then talk not about 
aid or charity, but about redistribution of wealth. In addition, aid plays a problematic 
role as a ‘smoke screen’. For example, are we doing anything to tackle corruption of 
oil industry in places like Nigeria, which has enormous wealth? Governments and 
other stakeholders are not doing anything in this regard. In short, I am for 
redistribution and using wealth to support developing countries, but I think we need to 
change the way aid is structured. 
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Religious opposition to HIV prevention 
In response to a comment from the audience about religious opposition to HIV 
prevention, particularly from the Vatican, Gita Sen argued that the ‘ABC’ strategy 
(abstinence, be faithful, condoms) has been characterized in many places by 
dropping off the ‘C’, emphasizing the ’A’ and ignoring the B because the real problem 
with the B is that many women are getting HIV through that route, and even the most 
faithful spouse is at risk, and the Church does not like to talk about that. I suggest 
that churches or governments that promote this flawed strategy need to be cut off 
and not on the receiving end of funds, as they have not been held accountable for 
the significant rise in HIV infection. 
 
More balanced aid 
With the greatest percentage of donor funding going to HIV, family planning and 
other SRHR components are left out. Even maternal health gets a large share of 
funding. How can we ensure that funding is provided to the areas with the biggest 
portion of health problems? And with Southern governments relying on donor 
assistance and committing less than 10% of their budgets to health, what do we do to 
ensure that they commit more than 15%? And how do reduce donor-driven agendas, 
and ensure that donors understand the need for governments to define the 
problems? 
 
In terms of aid to Africa, a large amount of the increase was used to finance debt 
cancellation – debt that should never have been there in the first place. A lot has also 
gone into repayment of interests paid on debt under the dictates of the IMF, part of 
the double standard for low- and high-income countries. (McCoy) 
 
How do we find ways to reduce the dependence of African governments? One way is 
to address outflow from low-income to high-income countries. Currently, we have a 
bucket with holes in it – we pour money in from above without plugging the holes. We 
also need to be thinking about tax systems and policies in low-income countries, 
which will enable them to become less dependent on aid. (McCoy) 
 
According to Sen, in the 1970s and 1980s there was a lot of discussion about 
financial flows between developed and developing countries, which we need to 
recapture. A recent article looked at the returns that some of the largest of 
international consultancy firms working in India were posting. These are firms with a 
major presence in countries where there is a lot of investment in infrastructure, such 
as India. Over last five years the turnover of these firms in the country increased, but 
almost none were posting profits; they were making losses. This is absurd and 
impossible when we know they must be making at least 25% return, based on what 
they charge. Most is called transfer pricing – you show as costs by paying off you 
people from outside what is actually a transfer of profits through this mechanism. If 
they were making those losses, why were they there for five years? This was 
completely an accidental thing that showed up in newspapers, then it was dropped 
like a stone. We need to recover the ways we look at the evidence and the data. 
 
 
Final thoughts: 
·  A participant suggested that, while we have come a long way since Cairo, there 

is still a huge gap in terms of implementation. A lot of people know the issues, go 
to their parliamentarians etc, but this may not be connecting with real life actions. 
In addition, we talk about the global “South”, but it is no longer an aggregate. We 
need to look at the underbelly of India and China, for example, because we are 
not all the same.  
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·  A comment was made about the demographic bonus or dividend, but there is 
actually a demographic time bomb. Either you take advantage of the bonus within 
that given period, or you do not. In countries where the bonus is there, there is no 
capacity to absorb it. Why not look at aging in Europe, Japan etc … we need to 
be bold about these things. We are missing out by not looking at this as a whole. 

·  Finally, people are looking for rosier pictures again without taking the lessons we 
have learned, I would not be surprised if in one year we are in the same place 
again. We need to learn from the lessons of the downturn. We also need to ask: 
who uses the data we produce? Do people use real-time data for major decisions 
in villages and regions? To the donors and other s that fund aid, I think we now 
need to be more careful about how we monitor. The log-frame may not be 
enough; we have to look at real measures of improvement, not lying to donors to 
get more money. 

 

3.   The Way Forward – Challenges and Opportunities  

The economic costs and impact of abortion-related m aternal death and 
ill-health 8 
Hilary Standing, Institute of Development Studies, University of Sussex 
Unsafe abortion is a powerful proxy for global inequality. WHO estimates that there 
are almost 20 million episodes of unsafe abortion annually, over 90% of which occur 
in low-income countries. There are up to 70,000 deaths of women and girls, and 
many more morbidities. And for every death, an estimated 20 to 30 women suffer 
permanent damage to the uterus, cervix, fallopian tubes, intestines or bladder. More 
than five million women require hospital admission for serious abortion-related 
conditions, with the highest rates in Africa and Latin America. All of these estimates, 
however, are probably on low side, because it is very hard to research, a subject I 
will cover later.  
 
Unsafe abortion is a major contributor to maternal deaths in developing countries, for 
instance, a UNFPA study indicates that in refugee settings, maternal deaths due to 
unsafe abortions are anywhere from 25% to 50%.  
 
A crucially important point is that, even where services are not restricted, studies 
show that women seek to end pregnancies that they find intolerable regardless of 
legal or other restrictions. Access to services is largely shaped by socio-economic 
inequality. And both where services are legally restricted and where they are 
available, the better-off are more likely to be able to find and afford safe, or safer, 
services.  
 
Reasons for resorting to unsafe abortion  
Highly restrictive laws and policies, which are particularly prevalent in poor countries, 
are a major reason given for seeking unsafe abortion. Inadequate and inaccessible 
contraceptive and safe abortion services are also among the common reasons. Even 
where safe abortion is available, access to is often restricted by lack of information, 

                                                           
8 This presentation draws a number of different sources, principally: Michael Vlassoff, Henry Lucas, 
Jessica Shearer and Damian Walker: Economic Impact of Unsafe Abortion-Related Morbidity and 
Mortality: Evidence and Estimation Challenges  (University of Sussex: Research Report 59, Institute of 
Development Studies, 2008); Haris Gazdar, Measuring the Economic Costs of Unsafe Abortion Related 
Morbidity and Mortality in Pakistan: A Review of Methodology and Approaches (Unpublished Paper, 
2008); WHO, Guide to Identifying the Economic Consequences of Disease and Injury (Geneva: WHO 
Department of Health Systems Financing, Health Systems and Services, 2009) 
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shame in coming forward, and reluctance of providers to support or advertise safe 
services where they exist.   
 
Research has also found that the groups most affected are adolescent girls and 
women under 25 years of age – particularly in Africa, Latin American and the 
Caribbean – and in Asia, married women over the age of 30 with existing children 
who have inadequate access to contraception. Links to girls’ difficulties in negotiating 
non-gender-equal sexual relationships are also a factor. There are also links with 
gender-based violence and sexually coercive relationships. And incidence is context 
specific, for example, in Pakistan 40% of seekers of induced abortion are married, 
there is frequent use of unsafe abortion after spontaneous abortion, and there are 
high levels of unsafe abortion by qualified medics.  
 
Why examine the economic impact/costs of unsafe abo rtion?  
There are three categories of arguments to consider.  
·  Impact-based arguments  are based on growing evidence of the impact of ill 

health at macro and micro levels; economy-level losses of human capital, 
production, costs of managing health and social consequences; and household 
shocks in terms of lost livelihoods and welfare.  

·  Cost-based arguments  are based on the fact that unsafe abortion is 
preventable through very cost-effective measures, such as improved access to 
contraceptive services to pre-empt need and availability of safe abortion services 
and/or post-abortion services.  

·  Strategic arguments build the case for policy change and for improved 
implementation, especially where rights-based arguments for safe abortion are 
less likely to make headway.   

 
Conceptualizing and measuring the economic impact o f unsafe abortion-
related mortality and morbidity  
This is a complex and under-researched issue. It is difficult to determine how to 
measure impact and cost and at what level (e.g. individual, household, services or 
economies?). It is also challenging to determine causality (what causes what?); this 
is a significant factor in establishing and using evidence effectively. For example, 
evidence might bring up questions such as ‘do poor people have more unsafe 
abortions? Does unsafe abortion make you poor?’  
 
Another complex issue in terms of measuring impact and cost is ‘What should count 
as a cost? First, there are direct costs and then indirect costs such as transport and 
work time foregone. Second, research finds that the better off tend to capture the 
largest share of public services and expenditure is skewed against poor people in 
many poor countries, so figures on costs to services are often notional (based on 
what it would cost if the service were accessible) rather than actual in terms of what 
people do pay.  
 
Finally, what is the comparator or counterfactual for measuring unsafe abortion? 
What is the timeframe for measuring impact/costs? Abortion carries stigma and is 
often hidden and underreported, and legal restrictions on abortion make it a ‘difficult 
to research’ issue.  
 
Some global and regional cost estimations  
The following cost estimations of unsafe abortion globally come from the work of 
Michael Vlassoff et.al. (see footnote 8). They are subject to the caveats noted above 
so must be seen as indicative only.  
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·  US$ 463–US$ 555 million – health-system costs for post-abortion care 
(depending on costing approach) 

·  US$ 373 million – notional health-system cost of meeting unmet need for post-
abortion care  

·  US$ 23 million – cost of treating minor complications of unsafe abortion  
·  US$ 6 billion – possible cost to treat all post-abortion infertility cases  
·  US$ 200 million – out-of-pocket expenses in sub-Saharan Africa for post-abortion 

care treatment  
·  US$ 400 million – out-of-pocket expenses for income lost before, during  
·  and after treatment  
·  US$ 9 million – economic cost, in lower productivity, from mortality due to  
·  unsafe abortion  
·  US$ 419 million – economic cost, in lost income, from long-term disability due to 

infertility caused by unsafe abortion  
·  US$ 503 million – economic cost, in lost income, from long-term disability due to 

pelvic inflammatory disease (PID) caused by unsafe abortion.  
 
These figures are substantial, yet they are probably on the low end of estimates. One 
exception may be the economic costs of women’s lost income: there is whole debate 
about how one measures women's income or women’s lost productivity, especially 
where it comes from non-cash remunerated work. 
 
Unsafe abortion and the economic crisis  
While the link between unsafe abortion and economic crisis is compelling, we don’t 
have systematic international evidence of it. However, there is a link that is largely 
intuitive – for the poorest people, you see an increase in unsafe abortion during 
economic crises. Some studies, for example, showed that this occurred in Argentina 
in 2000, and in Timor-Leste in 2009, where there was a lot of anecdotal or case study 
evidence.  
 
However, it is important to keep in mind that there can be uses and abuses of 
economic arguments. Just as rights arguments can be appropriated, so can 
economic arguments. In fact, economic cost arguments are just as prone to 
ideological appropriation. An internet search on abortion and economic crisis though 
Google revealed that the top entries were from neo-conservative sources arguing in 
reasonably respectable academic journals that abortion, whether safe or unsafe, is 
causing economic crisis. The authors of these documents may seem ‘way out’, but 
they are getting a publication platform journal. It is therefore vital to strengthen and 
‘proof’ methodologies that support informed debate. 
 
Evidence-to-policy dialogue  
One option that we can explore is using unsafe abortion as a potential barometer/ 
proxy for the impact of economic deterioration on SRHR. It is important to refine and 
systematize methodologies for assessing impact/costs but it could be a powerful 
indicator that could be tracked. The SRHR community has found it difficult to engage 
with other constituencies, including economists, and it will be interesting to explore 
this further. We need studies which dynamically look at the economic impact, poverty 
links, and livelihood shocks of issues such as unsafe abortion. ‘Safe’ comparators 
are needed to examine costs of unsafe abortion compared to costs and benefits of 
providing safe abortion in given environments as a basis for a policy case.  
 
From existing evidence, it is also important to protect and increase funding for those 
services which prevent or mitigate unsafe abortion, with specific attention to those 
most vulnerable and to equity of access to needed services.  
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Civil Society Budget Analysis and Advocacy as a Too l for Maternal 
Health Accountability  
Manuela Garza, International Budget Partnership (IB P),USA/Mexico 
 
It is clear that many of us in civil society do not speak the same language as 
Ministers of health, economists and others. Civil society budget analysis aims to 
close that language gap. The budget is the government’s single most important 
policy instrument. It shows the true priorities and values of government, and affects 
the lives of all citizens, especially those who are poor and marginalized. The budget 
process and budget system is critical in determining the openness and democratic 
and participatory nature of governance. 
 
Civil society’s engagement with budgets  
Civil society budget work helps to demystify the notion that ‘budgets are a 
government’s issue’, and brings citizens closer to the decisions that affect their 
everyday lives. It has the potential to shift the balance power between citizens and 
their governments, enabling people to understand themselves not as beneficiaries of 
government policies but rather as rights holders.  
 
Civil society budget work is an independent assessment of governments’ priorities 
and decision-making processes. It  contributes to push governments to understand 
budgets not only as   a tool for ‘growth’ but also as an instrument that will allow and 
contribute to the advancement of  human rights and the equitable distribution of 
resources. Civil society budget analysis and advocacy contributes to identifying 
leakages and waste in revenue collection and expenditure, it promotes and increases 
citizen participation in decision-making processes related to policies and budgets, 
and through this, promotes transparency and accountability.  
 
Reframing the fight against maternal mortality 
In some cases, governments have made maternal mortality a priority in policy terms, 
but not necessarily in budgetary and service delivery terms. Where there is political 
will, there is a lack of sufficient, efficient and sustained resources to address the 
causes of maternal mortality, which includes strengthening the overall health system. 
In addition, in most countries the budget process and decision –making about the 
budget are closed to citizen participation.   
 
We therefore need to reframe the struggle against maternal mortality and emphasize 
that it is not only a policy issue but first and foremost a budgetary issue as the public 
budget is one of the most important instruments for policy implementation.  
 
By this, we not only mean that we need more resources for maternal health. More 
resources is the first step, but it is not enough. Looking at maternal mortality as a 
budgetary issue entails ensuring that those increased resources are efficiently spent 
and allocated on the right priorities. Budgets for maternal mortality reduction need to 
be sustained, efficient, measurable and transparent. It is very important to 
underscore that when it comes to maternal mortality reduction we should not only ask 
for increased resources for maternal health, but very importantly, for strengthening 
the health system a as whole as maternal mortality is primarily a reflection of a poor 
health system.  To ensure this, governments need to open budget information and 
institutionalize mechanisms for accountability. This can be achieved by holding 
governments accountable, which is a job for citizens, civil society and other actors.  
 
Types of civil society budget work 
Analysis of policies and budget allocations  involves looking at trends in public 
spending on health against other policy areas, commitments and needs. It asks ‘how 
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much is the government spending on maternal health policies?’ and ‘Are funds 
targeting the real challenges of and gaps in reducing maternal mortality?’ Resource 
flow  analyses monitor leakages in the flow of resources from one level of 
government to the next. How much of the original allocations actually reach the 
intended targets ‘on the ground’? Expenditure tracking  looks at procurement of 
goods and provision of services against budget allocations, while social audits  
monitor whether health services on the ground reflect reported spending, as well as 
the quantity and quality of service delivery. Finally, costing  estimates the cost of 
specific services that are needed or that are inadequately budgeted for.  
 
Case study: Maternal health and budgets in Mexico ( Fundar)  
In 2003, Mexico’s government established the Seguro Popular, or ‘Popular Health 
Insurance’, to provide health services to the unemployed and those in the informal 
sector. This was a serious first attempt to deconstruct longstanding inequities 
between the employed and unemployed populations, but it had an immediate 
negative impact on transparency. Detailed budget information that had been 
previously available became hidden within huge budget categories. In addition, 
Seguro Popular did not initially include emergency obstetric care among the services 
available to pregnant women.  
 
Fundar, a research centre for public participation in Mexico, conducted budget 
research with three state-based partner organizations. It costed out the provision of 
basic and comprehensive emergency obstetric care, demonstrating its financial 
viability, and arguing for its lifesaving relevance. As a result, a series of services and 
interventions related to emergency obstetric care were ultimately included in the 
programme.  
 
Despite Fundar’s successful advocacy work, maternal mortality and the precarious 
character of health among poor communities have only changed marginally in the 
country.9 Undoubtedly, however, more money has been allocated to the health 
insurance scheme. But questions remain as to whether the scheme has really 
benefited the poorest population. This case perfectly exemplifies why more resources 
are a necessary but not sufficient condition for maternal mortality reduction.  
 
Tanzania: Costing delivery kits  
The NGO Women’s Dignity along with the Health Equity Group did budget analysis 
by tracking funds destined for ‘delivery kits’, which are essential for preventing some 
of the causes of maternal mortality and morbidity. According to the government’s own 
health policy, delivery kits should reach most, if not all, women free of charge. 
 
Women’s Dignity began by developing a basic costing exercise to assess how much 
the government would have to invest to provide free delivery kits to all women in 
vulnerable situations. Using the figures in the UN Millennium Declaration, the 
exercise determined that providing kits to 1.7 million women would cost the 
Tanzanian government only 0.55% of its total health budget. The same costing 
exercise was applied to a more comprehensive delivery kit, which would cost the 
government 1.7% of the total health budget to provide to all Tanzanian women. 
 
Through interviews, Women’s Dignity found that delivery kits are not available in all 
health facilities; and even when they are available, women are often charged for 
them or advised to bring their own delivery supplies. These findings led the 
organization to track the budget for the delivery kits within the national health budget 

                                                           
9 Based on Fundar’s work with the coalition against maternal mortality. 
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in an effort to determine where the supplies – and the money for the supplies – 
actually were. This proved very difficult, but was a critical step in beginning to 
measure the Tanzanian government’s commitment to women’s right to safe 
motherhood.  
 
Citizens rights and governments’ responsibilities 
Civil society engagement with budgets generates evidence-based advocacy and 
enhances citizens’ power to hold governments accountable for their commitments. 
Citizens have the RIGHT TO KNOW and to ENGAGE with policy and budget 
processes and decision-making, and governments have a responsibility to open 
budgets and make budget information easily available. Maternal health advocates 
and budget activists should develop a Global Standard for Transparency when it 
comes to maternal health strategies and budgets. The current economic crisis is a 
challenge and an opportunity to do this – when resources are scarce there are 
greater incentives for opacity! 
 
 
Achieving Universal Access to SRH: Cost, Benefits a nd Challenges 
Susan Cohen, Director of Government Affairs, Guttma cher Institute, USA 
 
The Guttmacher Institute has recently done an assessment of the costs, benefits and 
challenges to achieving universal access to SRHR in the midst of a growing global 
recession. What we know now is that the recession is affecting the ability, or at least 
the willingness, of governments to meet their commitments to both the MDGs and the 
ICPD Programme of Action.  
 
What about the impact of the recession on fertility at individual level? There have 
been some recent headlines in the United States – one of the world’s wealthiest 
countries – about the topic, for example: 
·  ‘Recession linked to more abortions, vasectomies’, Reuters 
·  ‘Abortions, vasectomies on increase in economic crisis’, Associated Press (AP) 
·  ‘Uptick in vasectomies seen as sign of recession’, New York Times 
 
However, at the moment, we do not have hard data on how the economic crisis is 
affecting the fertility intentions of American couples, how it is affecting their ability to 
pay for contraception or how both increased need and reduced buying power may be 
affecting their choice of birth control methods. We do know that every day fewer 
Americans have private health insurance to cover the rising cost of contraception, 
and more Americans each day are turning to government-funded family planning 
clinics for care – just at a time when those same clinics are struggling with the rising 
cost of drugs, diagnostics and medical devices. Five years ago, 20% of US women of 
childbearing age and 40% of low-income women were without health insurance, and 
the numbers are inevitably higher now. Even without new research findings, we can 
surmise that women without health insurance are foregoing some preventive health 
care, possibly including contraception, or at least the most effective but also more 
expensive methods of contraception. We can surmise that more and more women, 
faced with unintended pregnancy, perhaps because they switched to a less 
expensive over-the-counter method, or went without contraception entirely, are 
resorting to abortion. And we can surmise that more and more men who are worried 
about losing their jobs, along with in their health insurance (which, in the US, is 
usually provided through their employer), are turning to a permanent form of 
contraception, something that would explain the sudden 50% increase in 
vasectomies in some clinics. 
 



   

 26 

If this is happening in the US, we do not need to imagine what is happening in sub-
Saharan Africa or South Asia and other developing regions around the world. In a 
recession, more couples want to delay or limit childbearing. But growing poverty 
increases dependence on government-supported health services, at the same time 
that governments are disinvesting in preventive health care. Over the long term, 
economic development, including rising levels of education and economic 
opportunity, especially for women, increases the demand for smaller families and 
increases the demand better control over the timing of pregnancies. Yet the grinding, 
hopeless poverty that still afflicts a significant portion of the world’s population makes 
family planning, or planning of any kind life for that matter, seem fruitless. Not to 
mention the fact that families making less than US$ 2 a day can hardy cover the full 
cost of modern contraception. The UN estimates that 155 million more people have 
already been pushed into poverty by rising food and fuel costs, and 100 million more 
could be by 2015. 
 
Many donor governments cannot keep up, or simply do not prioritize global health 
and/or SRHR. Shortfalls in funding for contraceptive services are likely to have 
serious consequences. 
 
On the other hand, investing in SRH services not only saves money, it saves lives. 
Guttmacher made estimates in 2003 of the number of unwanted or mistimed 
pregnancies, abortions and maternal and infant deaths that could be averted by 
contraceptive use. Along with UNFPA, it will release a whole new set of global cost 
and benefit figures in early December 2009 – for the first time analyzing the 
combined impact of investing in pregnancy prevention and maternity care services – 
which we expect will be extremely useful for advocates in making the case.  
 
What we know from previous research is that in the US, the government saves $4.02 
for every $1 invested in contraceptive services to prevent a pregnancy the woman 
did not want or plan for. Because the poorest developing countries spend less per 
capita on maternal and newborn health care, their return on investments in family 
planning may be lower. But worldwide, governments save from $1.70 to $4.00 in the 
first year alone for every dollar invested in contraceptive services to prevent an 
unplanned pregnancy. If governments increased investments in HIV prevention, 
including wider availability of free or reduced-cost condoms, screening and treatment 
of other sexually transmitted infections, and public education, they would realize 
substantial savings over time in the cost of treating and caring for people living with 
AIDS, because preventing a new HIV infection is 27 times more cost effective than 
treating and caring for people living with AIDS. 
 
Costs and benefits of contraceptive services: A cas e study from the 
Philippines 
This spring, the Guttmacher Institute released a major new cost-benefit study of 
contraceptive services in the Philippines, a country where parliamentarians still are 
struggling to pass a ground-breaking new reproductive health bill against fierce 
opposition from the Conference of Catholic Bishops and more tempered opposition 
from the Arroyo government, which supports only family planning methods relying on 
periodic abstinence. It includes some important lessons for other countries.10 
 
Of the 10.2 million Filipino women at risk for unintended pregnancy, about 71% use 
some method of family planning, but less than half use a modern method. 
Guttmacher estimates that 3.4 million pregnancies occur in the Philippines annually, 

                                                           
10 J.E. Darroch et al., Meeting women’s contraceptive needs in the Philippines (New York: In Brief No. 1, 
The Guttmacher Institute, 2009) 
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resulting in 600,000 abortions a year (all illegal), 1.3 million births that were unwanted 
at the time of conception or mistimed by two or more years, and 1.5 million wanted 
births or miscarriages. 
 
We then modeled use by everyone at risk of unwanted pregnancy because they use 
natural family planning. While this scenario does reduce unintended pregnancy, 
natural family planning use by all women at risk did not reduce the abortion rate. On 
the other hand, simply meeting the unmet need for family planning with the current 
method mix would have a major impact on unintended pregnancy, abortion, 
miscarriages and unplanned childbearing. 
 
In the statistical modeling that was done, however, universal use of modern methods 
showed the very best outcomes: reducing abortion six-fold and unplanned births and 
miscarriages by more than six times.11 
  
Not surprisingly, this scenario also has the greatest impact on maternal mortality. 
Two-and-a-half thousand Filipino women die every year as a result of unsafe 
abortions (900) or medical complications from pregnancies they did not intend to 
have (1,600). More than twice as many would die if no one used family planning. 
With universal use of modern contraceptives, about 400 women would die 
unnecessarily from unsafe abortion and unintended pregnancies. 
 
Universal use of modern contraception also provides the best return on government 
investment. In 2008, medical costs for unintended pregnancy were at least 3.5 billion 
Philippine pesos, compared to only 1.9 billion spent on family planning services that 
might have prevented those pregnancies. Maternal and newborn care related to 
intended pregnancies cost an additional 3.9 billion pesos for total expenditures of 9.3 
billion. Just meeting unmet demand with the current mix of modern and traditional 
methods would save enough money on care for unsafe abortion and pregnancy 
complications that it would cover the increased cost of contraception. 
 
But the last scenario with slightly higher costs is best, because it saves more lives 
and provides women and families with better control over the timing and number of 
pregnancies. Providing modern contraceptive services to all women at risk would 
raise annual family planning spending from 1.9 billion pesos to 4 billion pesos; 
however, medical costs for unintended pregnancy and unsafe abortion would fall 
from 3.5 billion pesos to 600 million pesos, resulting in a reduction of 2.9 billion pesos 
in these costs and a net savings of 800 million pesos. This is important information in 
a time of economic recession. 
 
Global unmet need for contraception 
More than one-third of all pregnancies worldwide each year are unintended, and one 
in five end in abortion. Fewer than half of the 205 million pregnancies a year result in 
a wanted birth; one in five ends in abortion; and another 16% ends in an unwanted or 
mistimed birth. In other words, at least one-third of pregnancies a year are 
unintended.12 
 

                                                           
11 Ibid. 
12 Sources: G. Sedgh et al., Induced abortion: rates and trends worldwide (London/UK: The Lancet, 
2007) 370(9595), pp. 1338–1345; The Alan Guttmacher Institute (AGI), Sharing Responsibility: Women, 
Society and Abortion Worldwide (New York: AGI, 1999); Population Division, United Nations 
Department of Economic and Social Affairs, World Population Prospects: The 2004 Revision (New York: 
United Nations, 2005); and H. Leridon, Human Fertility: The Basic Components (Chicago: University of 
Chicago Press, 1977) 
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In developing countries, two-thirds of unintended pregnancies occur to women who 
were not using any family planning method at the time of conception. Another 14% 
occurred to the relatively small proportion of women using a traditional method.13 
 
Almost a third of women in the developing world – about 200 million – have an unmet 
need for effective contraception. The largest numbers of women with an unmet need 
live in South and Southeast Asia, but in terms of the proportion of women, unmet 
need is highest, and has declined the least, in Sub-Saharan Africa.  
 
Staying the course despite the global recession: In vesting in SRH services 
makes sense/cents  
Support for SRH services falls far short of commitments. Essentially, 2007 
expenditures for SRH were less than half of what UNFPA estimates is needed in this 
year! Developing countries are much closer to meeting their goal of one-third of the 
total than are donor countries.14 
 
At the April meeting of the UN Commission on Population and Development, UNFPA 
released new multi-year estimates for achieving the goals of the 1994 ICPD 
Programme of Action – estimates that include not only the costs of SRH but also, for 
the first time, maternal health and HIV and AIDS. This new, more comprehensive 
estimate is $64.7 billion for 2010, rising to 69.8 billion by 2015. Here is how the major 
costs break down for 2010 and 2015: 
·  Direct family planning costs would be 2.6 billion, rising to 4.1 billion by 2015. 
·  Maternal health costs would be 7.9 billion in 2010, rising to 18 billion. 
·  HIV/AIDS costs would be 32.4 billion in 2010, rising to 36.2 billion. 
 
We can and must continue to make the case for the value of investing in SRHR, and 
to keep the pressure on to protect and promote progressive policy changes to 
improve the way services are delivered. And we must seize the opportunity of these 
tough economic times to make the case that SRHR is not so much an end in and of 
itself, but a means to virtually all of the ends articulated in the MDGs.  
 
Later this year Guttmacher will publish updated and more comprehensive evidence 
to use with economists and finance ministers to make the case that investing in SRH 
services is a good deal for everyone.15  
 
 
 
 
 
 
 
 
 
 
 
 

                                                           
13 Source: G. Singh et al., Adding It Up: The Benefits of Investing in Sexual and Reproductive Health 
Care (New York: Alan Guttmacher Institute and United Nations Population Fund, 2003) 
14 Source: UNFPA Report of the Secretary General, The flow of financial resources for assisting in the 
implementation of the Programme of Action of the International Conference on Population and 
Development (New York, April 2009), http://daccess-ods.un.org/TMP/2647696.html  
15 Visit www.guttmacher.org for more details. 
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Regional View: Latin America and the Caribbean 
Viviana Maldonado Posso, Acción Ciudadana por la De mocracia y el 
Desarrollo, Ecuador 
 
First, I want to thank to all panellists for their important studies to develop specific 
data on the impact of the economic crisis on SRHR. When I go to the rural areas of 
my country, I ask myself how the economic crisis is affecting rural people, especially 
women and girls. However, from my point of view, I can see they are living in the 
same poverty now as in the past. So If I could ask them how the economic and 
financial crisis is affecting their lives, I am sure they would not understand my 
question, because they would ask me ‘what economic crisis? What are you talking 
about?’ People, particularly indigenous people, have been living in a continuous 
economic crisis since the Spanish colonization, so economic crisis is part of their 
daily lives. It is ironic that they live in and with crisis regardless of all world situations 
or whatever happens on Wall Street. Poor women, in particular, in Latin America and 
the Caribbean are always in financial crisis when it comes to access to sexual and 
reproductive health services and exercise of their sexual and reproductive rights. 
 
So, when the economic crisis affects the financial model in ‘developed’ countries, the 
crisis turns into a world crisis. In this context, Nirvana (my partner) and I believe we 
have to welcome the rich countries ‘to join us’. We are broke like you, but there are 
many differences in interpretations of this word and how we are feeling and living in 
the economic crisis. 
 
I would like to say that Hilary’s studies and results show us the real economic costs 
and impact of abortion-related maternal death and ill health in this context, and she 
shows that the lack of integrated policies will affect women and girls, especially from 
Latin America and the Caribbean, as well as Africa. 
 
Behind this data and the statistics gaps that Hilary Standing and Susan Cohen have 
shown us, I think we have to review and evaluate how the development models are 
being implemented in our countries. The main question we have to ask is: ‘what 
model of development would we like it to be?’ 
 
As Hilary said, the economic crisis results in losses of human capital – production 
brings high cost for managing health – and there are social consequences of the 
impact of ill health due to macro- and micro-level policy decisions. That is why she 
proposes to support building strategic policies to improve the exercise of sexual and 
reproductive rights in order to guarantee safe abortion. The economic costs of unsafe 
abortion on women’s lives and development are very expensive for all, as Susan 
demonstrated. 
 
We need to encourage our governments and international cooperation, as Hilary 
said, to be persuaded that unsafe abortion is preventable through very effective 
measures, and I would like to add that governments have to implement simple 
measures such as improving health services for sexual and reproductive rights and 
information from a gender perspective. Without a gender perspective, the policies 
and services will not end gender violence and the crisis of inequality, for example.    
 
Even though it was not the goal of Susan’s studies, I would like to see the 
intersections and relationship between gender and gender violence disaggregated by 
generational and ethnic data. 
 
Also I would like to say that women and the feminist movement on sexual and 
reproductive rights have been highlighting for more than 20 years the relationship 
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between poverty, improving access to contraception and reducing abortion and 
unplanned childbearing. In this sense these arguments are not new for many of us. 
The problems around contraception and abortion are more complex than we believe, 
because of the conditions in which women live.  
 
We cannot simply reduce the barriers to contraception services; women are 
submissive in power relationships and gender violence. And for indigenous, rural, 
black or lesbian women the situation will be worst because the decision to control 
their bodies and sexuality is not in their hands; they depend on their partners, the 
professional health care providers, and the state. 
 
 
Regional View: The global ‘South’ 
Irina Otmakhova, Women’s Global Network for Reprodu ctive Rights 
 
The Women’s Global Network for Reproductive Rights is a global network of organizations 
and individuals that connect members, build knowledge, organize campaigns and share 
resources. While based in the global North for 25 years, the Coordination Office recently 
made a strategic move to the global South, establishing itself in Manila, the capital of the 
Philippines, to be located in the heart of the struggle for reproductive justice.  
 
By relocating, the network is compelled to ground its strategies and analysis on the realities 
of the most under-represented – women and girls in poor areas, indigenous communities, 
and women and girls in conflict situations. For these women, the implications of the current 
financial crises are manifested in the following realities: 
·  they are the first to lose jobs or be compelled to accept cheaper, so-called ‘3D’ 

(i.e. dirty, demeaning and dangerous) jobs;  
·  many of them will be prostituted or illegally trafficked;  
·  former professionals and members of the middle class will join the growing ranks 

of the poor and unemployed; and 
·  more poverty will breed more domestic and social conflicts, and more of these 

conflicts will cause more women and girls to be raped, violated and disregarded. 
 
Women’s Global Network’s member organizations are the community-based feminist 
organizations that work courageously to provide basic health and legal services, or 
provide access to safe abortions where still illegal; they are daring leaders that 
mobilize local communities in awareness-raising efforts about the ingrained harmful 
cultural practices that make young girls victims of female genital mutilation, early 
marriages or family honour killings.  
 
They are small and often underfinanced, but they are the key change makers in the 
struggle for reproductive justice for women and girls. And today they are anxious 
about losing their funding from Northern donors and thus not being able to perform at 
least the minimum that makes a huge difference in the lives of women. Therefore, 
Women’s Global Network calls on major funders in the time of global economic crisis 
not to divert their funds from these organizations in favour of the well-established, 
international organizations only – not to play safe – but, on the contrary, to prioritize 
funding for those small community-based change-makers who are often considered 
‘high risk’ within the donor community.  
 
Women, who comprise the majority of the world's poor people, have been victims of 
rapid globalization. Their lack of food, clean water, shelter, education and livelihoods 
is not so much a result of the present crisis but merely exacerbated by it. The 
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Women’s Global Network reiterates that it is morally and practically wrong that the 
poor woman pays for the crises that she did not create.  
 
As respected speakers already made clear, developing states tend to drop spending 
on maternal and child health care services, gender mainstreaming programmes, and 
other basic social services, as they are considered less important than their biased 
priorities. The governments of the North would have us believe that this capitalist 
cycle can be brought back under control and, with greater regulation, be made to 
serve the peoples of the world. Yet bank bail-outs, lower interest rates, mortgage 
refinancing and economic stimulus packages do not answer the needs of the poor. 
They are directly beneficial to the banks, major corporations and those who head 
them. The logic remains the same – save the banks so that the benefits may trickle 
down to the poor. What poor women need is the bail-out of the entire social services 
including primary health care and reproductive health services. Indeed, we require a 
new consensus: not one that would ‘save the markets’ or even ‘allow the markets to 
correct themselves’, but one that would finally make the markets serve the majority of 
the world's population.  
 
The present situation offers the world’s people unprecedented opportunities for 
solidarity and cooperation. It calls on us to hold global institutions and governments 
accountable. It calls on the world’s people to tap into our immense creativity so that 
we may feed, educate, house and protect the health of all. 
 
 
Regional View: Middle East and North Africa 
Lamia Talebani, Voice of Independent Women and Univ ersity of Baghdad, Iraq 
 
The Voice of Independent Women Organization, of which I am the founder and 
President, is run under the leadership of women. We design our programmes to 
strengthen the capacity of disadvantaged groups – especially women in low-income 
areas and at grassroots level – to participate effectively in women’s rights debates 
(including on reproductive rights and family planning) and to enhance the protection 
of women’s rights in the constitution and legislation. 
 
During the ICPD 15 years ago, Iraqi women were prisoners in their own country; they 
were not allowed to see, talk or move. However, the Iraqi women’s movement started 
during Iraq’s independence in 1921. And in 1952 the first women’s democratic 
organization was established to defend women’s rights, which were enshrined in the 
Iraqi civil law in 1959 and which at the time was revolutionary for Middle Eastern 
countries. The laws that most directly affected women – such as those related to 
marriage, polygamy and divorce – were liberalized according to the modern concept 
of women’s rights.  
 
But men and women lost their rights when the Baathists first came to power in 1963. 
It is, however, important to note that the process of rolling back women’s rights 
began in earnest after the end of the Iran–Iraq war, which cost Iraq half a million 
young men. This left behind wives, mothers, sisters and orphaned daughters who 
had to fend for themselves. After the invasion of Kuwait, a new set of hardships was 
heaped on Iraqi women due to the tens of thousands killed in the war and the start of 
economic sanctions imposed by the United Nations on Iraq. The three wars in Iraq 
have had a profound long-term adverse effect on health and health services, 
especially for women and children. These effects are likely to remain for decades to 
come. So Iraq is suffering from the multiple impacts of war and the world economic 
crises. But it is equally important to talk about the unequal distribution of national 
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income in many countries around the world too, which makes the rich richer and the 
poor poorer. The rich will have more access to health care, and the poor have less or 
none.� 
 
The levels of violence unleashed in Iraq after the liberation affected all Iraqis, but the 
violence created by radical groups such as Al-Qaida affected women more. Women 
who have a mind of their own were systematically targeted and were kidnapped and 
slaughtered. (I was kidnapped myself on 27 October 2004, and if I had a choice 
between being killed and being kidnapped again, I would choose death.) Yet we the 
women of Iraq challenge the insecurity, and we struggle and fight for what we believe 
in, through workshops, conferences, roundtables and free debates. 
 
With all of this pressure and with the domination of Islamic political parties – both 
Shiite and Sunni – in the political process, the best that Iraqi women could hope for, 
through their grassroots organizations, was to turn back the clock to 1959 and the 
civil law that I mentioned earlier. NGOs and women activists are working on laws 
against honour killing, teenage marriage, polygamy and inheritance. 
 
Although Iraqi women have made great advances in the academic and professional 
fields during the last 40 years, they still face social discrimination and violence.�The 
phenomenon of killing women on the basis of family honour is considered one of the 
forms of discrimination against women and is a serious violation of their basic human 
rights. Abortions are allowed in Iraq to preserve the life and health of the pregnant 
woman and for reasons of foetal defect. Iraqi law also allows abortion for reasons of 
incest and rape. Spousal or family consent is required. Women and non-medical 
personnel who violate the law are subject to one year’s imprisonment. The approval 
of a committee of three physicians must be obtained and the abortion must be 
performed in a State hospital. 
 
The Berlin Call to Action and this conference are about sexual and reproductive 
rights, which is an important part of women’s rights. Women form more than half of 
the world’s population and number in the millions; they cannot be represented merely 
by NGOs. Those who are concerned with women’s rights must unify their efforts and 
address the rights of women as relevant to overall rights of every citizen to achieve 
their ambitions. They cannot work in isolation from men, who must understand 
women’s rights too. Women and men who are concerned with the political, social and 
economic rights of women must come up with and define a clear platform for all 
women activists and NGOs in the world and refuse to shy away from confronting the 
radical politicians that seek to take us backwards in history. Our unification must be 
our priority on the national and international levels, and this should be our message 
for the youth of the world. Without this we will continue to encounter extremists in 
many countries, and we will become weaker and move backwards. We need each 
other; let us work together to make our planet a place for women’s dignity for this and 
future generations.  
 
We, the women in NGOs and at grassroots level, may not be in power, we may not 
be in parliament, but we still have a lot of responsibilities. We as NGOs may invest 
our power in crafting ideas which others may choose to listen to and consider. Power 
may intoxicate women as well as men, and once they are intoxicated it is difficult to 
make them listen. Our role is to value our freedom and work for it. 
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4.   Global Partners in Action: NGO Forum on Sexual  and 
Reproductive Health and Development 

Ensuring funding and support for SRHR during these uncertain economic times 
requires a plan. Developing a plan and a list of priorities for ensuring the 
implementation of the ICPD Programme of Action was the aim of the Global Partners 
in Action Forum16, which took place in Berlin 2–4 September. In addition to sharing 
information about and outcomes of the Forum with EuroNGOs participants, 
representatives from Berlin also provided an opportunity for participants to contribute 
to the final outcome documents from the forum, through working group discussions. 
 
 
Background 
Catherina Hinz, German Foundation for World Populat ion (DSW) and Debra 
Jones, Family Care International 
 
Discussions started last summer on how to mark the 15th anniversary of the ICPD, 
with an initial meeting in August in Mexico City, during the XVII International AIDS 
Conference. There was a sense that the challenges we face today are perhaps 
greater than in 1994, when the ICPD took place. For example, we now face the 
global financial and economic crises, climate change, increasing religious 
fundamentalism and fragmented health systems. In light of these challenges, a group 
of NGOs agreed that we need to reassess the implementation of ICPD Programme 
of Action and to situate SRHR in a changing environment. In October 2008 the 
German Development Ministry and UNFPA agreed to fund and host an NGO Forum 
in Berlin to discuss these issues.  
 
Forum aims 
An international Steering Group was formed, with NGO participants from more than 
13 countries, representing all regions of the world. The event was to be called Global 
Partners in Action: NGO Forum on Sexual and Reproductive Health and 
Development. Its aim was to strengthen NGO’s work securing political and financial 
investment in SRHR, and to better situate our collective efforts to secure SRHR as 
central to broader population and development goals. We wanted this to be a 
forward-looking meeting – a conference with a difference – to reinvigorate the 
movement that began in Cairo. We chose the strapline ‘Invest in Health, Rights and 
the Future’, looking to ensure that SRHR is seen as an important element of global 
health, and making the link to the human rights agenda and the future of our planet. 
We wanted participants to exchange information, identify opportunities and 
challenges and share lessons learned, and we wanted to draft an NGO action plan – 
called SONGS – to ensure that the Forum charts a way forward for enhanced efforts 
towards the achievement of the ICPD Programme of Action. Finally, we wanted to 
draft a Berlin Call to Action as an advocacy tool to share with governments, 
parliamentarians and other stakeholders. 
 
The intention was to host a highly interactive working meeting, where participants 
were able to contribute in workshops and to share their work and experiences. To 
this end, there were 23 workshops organized under pre-defined tracks, which tackle 
topics as relevant and diverse as ‘Pleasure, Sexuality and Development’, ‘Climate 
Change and SRH’, ‘Abortion’ and ‘Can NGOs survive and thrive in the current donor 
environment?’ 
 

                                                           
16 For more information, see http://www.globalngoforum.org/.  
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Global participation 
The Forum was organized to ensure significant participation from the global ‘South’, 
with two-thirds of participants from developing countries. And it aimed to include 
young people as much as possible, with at least 25% of participants under the age of 
30. 
 
The application process started in late April 2009, with 2000 individuals applying by 
the end of May. The application forms asked questions about best practices and 
experiences in implementing the ICPD Programme of Action, as well as about the 
challenges NGOs have faced and their top priorities for making the Cairo consensus 
a reality.  
 
In reading their answers, we were deeply impressed and realized we had found a 
‘treasure’. There were so many experiences, as rich and diverse as one could expect 
from all different regions of the world and all of them thoughtful and forward-looking, 
with clear recommendations. Equally rich were national and regional discussions 
held last summer in all regions, which facilitated the participation of far more than just 
the 400 participants who could come to the Forum. What came out of these regional 
meetings was the ‘Synthesis of Civil Society Engagement in Achieving the ICPD 
Programme of Action’, a document that became the basis for the first drafts of the 
Berlin Call to Action and SONGS. 
 
Drafting the Call to Action through a participatory  process 
In addition to the regional meetings, which took place before the Forum, a youth 
symposium took place one day prior to the start of the Forum. The regional 
outcomes, discussion among the youth participants and discussions at 23 workshops 
during the Forum then fed into the Berlin Call to Action document. A drafting 
committee worked overnight to complete the Call to Action, which was then 
translated and presented to UNFPA, the German Development Ministry and 
parliamentarians representing the regions of the world at the Forum’s closing session 
in Berlin on Friday 4 September.  
 
The Berlin Call to Action sets out key arguments and priority issues for advocates to 
present to policymakers and donors in the next five years and beyond. There are 
plans to take the Call to Action to the 2009 International Parliamentarians' 
Conference on the Implementation of the ICPD Programme of Action (IPCI/ICPD) in 
Addis Ababa, Ethiopia, 27–28 October; the special commemorative session of the 
UN General Assembly; and the 5th Asia Pacific Conference on SRH and Rights in 
China in October; and to share it at the MDG at 10 events in 2010.  
 
Funding needed for follow up 
To maintain the momentum created in Berlin we are seeking funding for activities that 
will enable participants to stay in contact with and learn from each other, and to 
develop joint advocacy messages and activities around the ICPD. The 
implementation of the SONGS needs to be monitored, and the Berlin Call to Action 
must be disseminated to as many stakeholders as possible. Follow up in some 
selected countries could be facilitated through small grants, dependent on a 
successful funding search. 
 
Read and download the Berlin Call to Action at www.globalngoforum.org; the site 
also offers audio streams of presentations from the Forum and short interviews with 
participants which capture the diversity of ideas and recommendations. 
Documentation will also be available by the end of October, including a 
downloadable Policy Brief for NGOs to use in advocacy activities; a formal 
conference report; and a CD-ROM with all presentations, outcome documents and 
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other materials. A motivational poster featuring the SONGS roadmap and 
recommendations is also planned. 
 
 
Regional meeting outcomes 
Asia and the Pacific  
Presented by Joanna Spratt, Family Planning New Zealand17  
 
During discussions at the Global NGO Forum, we were challenged by the diversity of 
Asia and the Pacific: from massive China and India to the small island countries of 
the Marshall Islands or Tonga. Despite this, there was an agreement that there is an 
unfinished SRHR agenda across the region, with urgent issues to address, including 
high and persistent maternal deaths and poor health; low status of women and lack 
of gender equality; ongoing need for voluntary family planning; and other issues. 
 
As part of developing the SONGS, we had several recommendations for future 
action. The following are six of the many from the Satellite session hosted by regional 
representatives: 
·  Comprehensive and free SRH information and services, including family 

planning, must be integrated into health systems, and these systems must be 
strengthened. 

·  Take rights-based and gender-sensitive approaches. 
·  Harness the power of parliamentarians. 
·  Engage in long-term funding and relationships, because change takes time and 

sustained effort. 
·  Build and expand the ability of civil society to do advocacy. 
·  In the age of the new aid architecture, implement joint advocacy actions 

(‘harmonize’ around joint advocacy goals) between developed and developing 
country civil society organizations. 

 
 
Latin America and the Caribbean  
Presented by Nirvana González Rosa, Latin American and Caribbean Women’s 
Health Coordinator 
 
We identified three main problems threatening our region: 
·  Inequities/inequalities: we still are the most unequal region in the world. 
·  Authoritarianism (expressed in non-democratic regimes such as those in armed 

conflict, such as Colombia.) 
·  Fundamentalisms within state policies and political decisions, particularly those 

concerning sexual and reproductive rights. 
 
Our main proposals and or challenges to approach them are: 
·  To recognize sexual and reproductive health and rights issues as public policies 

that should be translated into services for all, especially for those marginalized 
sectors, such as youth, indigenous, afro-descendent, rural areas, HIV/AIDS, 
migrants, sexual diversity and others. 

                                                           
17 The following information cannot claim to be fully representative of the information exchanged at 
various consultations leading up to and during the Global NGO Forum. It is pulled from 
recommendations at the Asia Pacific Alliance/Advancing the ICPD Agenda satellite session and from my 
memory of the regional consultation during the forum. A regional summary has been prepared from the 
forum and is included with this document. 
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·  Governments should be accountable, not only with political will, but also with 
resources for the implementation of the Programme of Action, and should 
establish mechanisms that guarantee a continuous dialogue with civil society. 

·  UNFPA, as the United Nations main office to monitor governments in achieving 
the Cairo agenda, should also establish mechanisms and resources for 
governments and civil society. 

·  We demand that secular and democratic states do not allow the influence of 
groups that are opposed to sexual and reproductive rights public policies and 
services, specifically for women and young people. 

·  We reaffirm that the MDGs cannot be achieved without fully accomplishing the 
Cairo Programme of Action. There can be no eradication of poverty if there are 
no basic human conditions and rights for development. 

·  We all should reaffirm and take into account the whole XVth chapter of the 
Programme of Action, that describes the importance of full civil society 
participation to achieve the Cairo agenda. As we stated in the Berlin Call to 
Action, it is a matter of human rights, democracy and equality for all. 

 
 
Sub-Saharan Africa  
Presented by Gunston Chola, African Youth Adolescent Network on Population and 
Development 
 
·  National visions for development (i.e. PRSPs) must incorporate ICPD SRHR 

issues, including addressing high rates of maternal and child mortality. 
·  Gender inequity is related to all people in society and at many levels. The focus 

of SRHR should no longer be solely on women but rather women in relation to 
others (children, men, disabled people etc). In addition, these relationships are 
focused within both the family and the community (including the role of culture 
and religion), and addressing these dynamics is critical.  

·  Health facilities continue to be under-funded, which hampers any efforts towards 
ICPD goals of the past or present. Governments must be accountable to both 
citizens and donors on how funds are spent.  

·  Coordination of efforts on the ground with civil society, the government, the 
private sector and donors must be strengthened. Make no assumptions; the links 
between civil society and government are not strong enough. 

·  Terms of ownership need to be well defined nationally including: how decision-
making occurs, who generates evidence, how resource allocation is decided, and 
accountability. Coordinated efforts must relate to a country’s needs.  

·  We must track our governments as signatories to treaties, legislation and laws 
and ensure that there is full and fair implementation of the law.   

·  Governments must both express political will and then be accountable to the 
citizens and communities for whom the laws are designed. 

·  Results from reports must be articulated and implemented. Stop the insanity - do 
not repeat the same things without effective action. 

·  Sharing of best practices, South-to-South, must be encouraged. Seeing is 
believing.  

·  We need to promote more evidenced-based research (leading to advocacy) to 
determine if links between practice (i.e. service delivery) and policy are actually 
occurring. How are funds spent? Do they have an impact? We must track the 
implementation of programmes and policies and measure impacts.  
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North America 
Presented by Debra Jones, Family Care International 
 
The new Obama administration is seen as an opportunity for change regarding 
funding for SRHR. In addition, the G8 meeting that will take place in Canada in 2010 
will involve a lot of community meetings in the lead up, which is another opportunity. 
At the beginning of our discussion, we asked how we were focusing our discussion, 
for example, do we approach the discussion as donor countries? In the end, we only 
had time to talk about funding. We talked about the US being a unique centre-point of 
anti-choice presence, and also the context of the US government being very 
prominent at international meetings, with negative implications. 
 
Recommendations included significantly increasing financing from the US 
government to SRHR and ensure the money is better spent. The importance of 
funding civil society and programmes was also highlighted, as was the need to 
integrate evidence-based, rights-based, comprehensive approaches to SRHR. In 
addition, there is a need to reduce unsafe abortion and maternal mortality. 
 
 
Europe 
Presented by Hilkka Vuorenmaa, EuroNGOs 
 
The European regional meeting attracted 12 replies, which were mostly from 
Western European countries – Finland, Germany, the Netherlands, Poland, Spain, 
and Sweden – in their roles as donors. (However, a conference participant from the 
Central and Eastern Europe/Central Asia region noted that, although she was not 
prepared to speak in Riga, members from her region did meet and compiled 
feedback, which was provided to the Berlin Forum drafting committees, and therefore 
fed into the final Berlin documents.) 
 
There were three top priorities identified at the meeting: 
·  Ensure comprehensive sexuality education, which involves both the education 

sector and other sectors. This needs to be age-specific, start early enough and to 
include adolescents. 

·  Incorporate human rights into health system strengthening. 
·  Access to safe abortion, from a rights perspective and as a public health issue. 
 
Other issues included: 
·  Increasing the rights of migrant women and girls to SRHR services; 
·  Securing access to youth-friendly SRHR services; 
·  Working against gender-based and sexual violence;  
·  Increasing ODA for SRHR; 
·  Include civil society in policy formulation, as partners of government; and 
·  Work to reduce maternal morbidity and mortality. 
 
All of these issues were also identified as challenges, as they are not being 
implemented as they should. 
 
One specific suggestion during the regional meeting was to have an intergovernmen-
tal conference on ICPD or to create a new plan to take us beyond 2015.  
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Working Groups on themes related to the Berlin Foru m 
 
There were many opportunities for participants at the Berlin Forum and those who 
attended regional meetings to contribute their ideas and recommendations to the 
drafting committee for the Call to Action and SONGS.  
 
While the Call to Action document is in its final draft stage, SONGS was still being 
drafted. Therefore, an opportunity was provided to EuroNGOs participants to give 
feedback to the SONGS drafting committee. Meeting participants broke into three 
groups, focused on three specific areas for action: North–South collaboration, 
European collaboration, and SRHR and the economic crisis. Each group was tasked 
with making recommendations for how NGOs can ensure that the Berlin Call to 
Action gets taken forward by governments and others in the international community. 
The aim was to add their feedback to the SONGS – the roadmap for NGOs. The 
results of their discussions were provided to the SONGS drafting committee, to feed 
into the final draft of the SONGS document. 
 
Working Group 1: The Berlin Declaration and Strateg ic Options for NGOs to 
achieve the ICPD Programme of Action – focus on Nor th–South Collaboration  
Among the relevant topics that can be addressed through North-South partnership, 
our working group focused on three: accountability, influencing policy outcomes and 
communication.  
 
Accountability 
We agreed that there needs to be a global standard for transparency and 
accountability for donors and governments. Organizations in the North must focus on 
donor accountability and collaborating with those in the South, who are focusing on 
government accountability. We suggest creating a working group (N&S) bringing 
organizations working on budgets together with organizations doing public policy 
accountability on SRHR issues. We also agreed on the need to generate an 
implementation process for the previous recommendations, including specific 
mechanisms for convening agenda-setting and reporting. 
 
Influencing policy outcomes 
It is important to educate and train key policymakers and influential civil servants so 
SRHR becomes a policy issue. This could be achieved in part by developing a toolkit 
to serve both NGOs in the North and South in order to be able to do the training. We 
need to build and strengthen a vibrant southern NGO-led movement. We also 
recognize the huge information generated by NGOs and networks in the North and 
South, which should be harnessed. 
 
We need more North–South engagement through meetings, for example, an inter-
governmental meeting in 2014/15 to get heads of state together to make a new plan 
looking beyond 2015. We suggest that the next EuroNGOS meeting be held in the 
global South. 
 
Communication  
We need to improve documentation and sharing of experiences in the fields of 
reproductive health, population and development, and to establish/strengthen 
communication networks/channels for information sharing. It is important to devise 
channels of reaching out to parliamentarians and other policy makers. 
 
We must link education and communication strategies, especially informal education, 
and devise creative campaigns. We can target the media through capacity building 
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trainings; and develop clear, concise messages for different target audiences. One 
idea is to develop a campaign on ‘holding hands across the world’. We can learn 
from other movements, such as HIV and AIDS campaigning, and mobilize donor 
support for North–South advocacy. We also recommend synthesizing the Berlin Call 
to Action into one paragraph. 
 
Working Group 2: The Berlin Declaration and Strateg ic Options fro NGOs to 
achieve the ICPD Programme of Action – focus on Eur opean Collaboration  
Our group focused on three themes from the Programme of Action: communication, 
monitoring and evaluation and engaging the grassroots. 
 
EuroNGOs can be a conduit for sharing information, maybe via its website or an 
online forum. These could be communications tools for all our organizations. We see 
this as an important way for sharing information, with EuroNGOs as the main 
mechanism. 
 
We also discussed the need for a new language in advocacy. We can touch on new 
topics that are related to our work (e.g. climate change and environment) with SRHR 
as the focal point. When we do communicate, we need a clear message – a single, 
common message – that is adaptable to local settings.  
 
We need to be more 'commercial'. Are discussions of SRHR boring or inaccessible to 
a wider audience? How can we shift the public perceptions of sex—or at least what 
they read from the news—from the danger or sensational aspects to health, wellness 
and rights?  
 
It remains difficult to engage on the ICPD, so we need to make it ‘sexier’ and more 
fashionable. Most decision makers just think about sex as a danger, but not about 
everyday sex and how it affects people's lives. We also need to mobilize young 
people. 
 
Evidence is also key in our advocacy and communications, which is why monitoring 
and evaluation is needed. This is a way to ensure that governments follow through 
with their commitments. It strengthens our efforts.  
 
Finally we feel there is a need to engage the grassroots, and look at constituents, 
politicians and votes. Politicians do care about votes: if we can influence this 
constituency, would we be more effective in influencing politicians? This could be 
linked with communication. 
 
Three specific activities or areas we can work on: 

1. MDG+10 Joint Campaign – North–North and world wide 
2. Forming a working group on beyond 2015 
3. Involving the new Member States in our advocacy work and campaigns 

 
Working Group 3: SRHR and the Economic Crisis – Arg umentation and making 
the case  
This was a broad and unstructured conversation, with a focus on the challenges and 
potential opportunities presented by the economic crisis. First, we acknowledged the 
lack of research on the impact of the economic crisis, and the fact that it is a 
challenge to see it as an ‘opportunity’. Clearly, it is leading to more difficulties for poor 
people to access health services, and it can be used by donors, governments etc. to 
reduce financing for development. How, then, can we argue that the spending is still 
necessary? 
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Our group also discussed the fact that crises are occurring all the time, everywhere – 
this is not a new phenomenon. But when it hits Europe it is characterized as the 
crisis. 
 
We recognized that we need to focus on changing ourselves and our own language, 
so that we can move between the different actors and stakeholders with our 
messages. We need to use the language of other sectors and stakeholders to make 
ourselves understood, changing our language to appeal to policymakers, economists 
etc. The important thing is ensuring that SRHR stays on the international agenda. 
 
Another topic of our discussion was how climate change is affecting SRHR. We 
spoke about demographics and how there are different arguments for having more 
children, but in the context of climate change the message is ‘have fewer children’. 
The SRHR community must be part of the discussion about demographics, thus we 
need to make sure we have arguments – we cannot stand outside of it.  
 
Finally, we discussed women and vulnerability in the labour market, and how labour 
policies are made to suit men and not women. Along these same lines, there were 
points made about the importance of migration as a key issue and also the 
importance of cost effectiveness arguments.  
 
 
Discussion and comments 
 
The working group discussions led to a larger debate about next steps. There was a 
call to organize a big inter-governmental conference in 2014, to hold governments 
accountable. This would be an anchor point for the SRHR movement, without which 
we risk working in a dispersed way. We could also host regional meetings prior to the 
inter-governmental conference, which would help to build a new generation of 
political leaders, and a new, vibrant movement. Many of the recommendations made 
during the EuroNGOs conference and in Berlin could be the basis for strong 
advocacy messages to use at the 2014 conference.  
 
Another Working Group representative said it is essential for SRHR advocates to be 
at the upcoming MDG meetings, when the existing MDGs are reviewed and a new 
‘MDG’ framework is being decided. There is a risk that 2014 is too late, as 
governments will start thinking about post-MDG frameworks before 2014. We need a 
proposal on the table within two years. 
 
There was agreement among some participants, who said ‘the work starts now’. We 
need to be proactive. However, we must also keep in mind that the MDGs, the Paris 
Declaration (on aid effectiveness) and other agreements are North-led; the global 
South needs to be making the decisions with the support of the North. A participant 
from the global South said that inviting her and her colleagues from other Southern 
countries to the EuroNGOs meeting is part of enabling them to be part of the larger 
discourse. This was supported by a reminder that ‘we wouldn't be here today 
discussing the Programme of Action if it were not for the women in the South, who 
were very vocal, even during Cairo and Beijing – having those women at the table 
must be our first priority.’ 
 
There were also calls to get angrier: to make our messages more radical. We are 
being too polite, and need to be more confrontational with decision makers, because 
they are getting off too easily. 
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8.00-8.50  Registration 
 
 
9.00-9.15  Welcome 
 

Ms. Hilkka Vuorenmaa, EuroNGOs Chair, Senior Advocacy Officer, 
Väestöliitto, the Family Federation of Finland 
 
Dr. Dace Matule, Gynaecologist, President, “Papardes Zieds”, Latvia’s 
Association for Family Planning and Sexual Health 

 
 
09.15-10.00  Key Note Addresses 

 
Mr. Andris Teikmanis, State Secretary, Ministry of Foreign Affairs, Latvia   
 
Ms. Sara Seims, Director, Population Program, The William and Flora 
Hewlett Foundation, USA 

 
 
10.00-11.15  Session I – The Impact of the Economic  Crisis on SRHR 
 

Chair: Ms. Elfriede Harth, European Representative, Catholics for Choice 
 

The Impact of the Economic Crisis on the SRHR of Women in the “Global 
South” and Implications for our Advocacy Work 
Dr. Gita Sen, Professor, Centre for Public Policy, Indian Institute of 
Management, India 
 
Economic Governance, Globalization and Climate Change - the Bigger 
Picture for SRH 
Dr. David McCoy, Senior Clinical Associate, Centre for International Health 
and Development, University College London 
 
Q & A 

 
 
 
11.15-11.45  Coffee Break 
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11.45-13.15  Session II – The Way Forward – Challen ges and Opportunities 
 
Chair: Ms. Karen Hoehn, Vice Executive Director, Director, International 
Affairs 
German Foundation for World Population (DSW) 
 
The Economic Costs and Impact of Abortion-Related Maternal Death and Ill- 
Health 
Dr. Hilary Standing, Institute of Development Studies, University of Sussex 
 
Civil Society Budget Analysis and Advocacy as a Tool for Maternal Health 
Accountability 
Ms. Manuela Garza, International Budget Partnership, USA/Mexico 
 
Achieving Universal Access to SRH: Cost, Benefits and Challenges 
Ms. Susan A. Cohen, Director of Government Affairs, The Guttmacher 
Institute, USA 
 
Q & A 

 
 
13:15-14:15  Lunch 
 
 
14:15-15:15  Session III – The Global ICPD@15 NGO F orum in Berlin - Outcomes and 

Ways Forward 
 
Plenary and Open Discussion 
 
Chair: Ms. Debra Jones, Director of Global Advocacy, Family Care 
International, 
USA 

 
 
15:15-17:15  Session IV: Working Groups 

 
Working Groups on different Themes: 
 
Theme 1: The Berlin Declaration and Strategic Options for NGOs to achieve 
the 
ICPD Programme of Action – focus on North-South Collaboration 
 
Theme 2: The Berlin Declaration and Strategic Options for NGOs to achieve 
the 
ICPD Programme of Action – focus on European Collaboration 
 
Theme 3: SRHR and the Economic Crisis – Argumentation and Making the 
Case 
 
Coffee to be served during working groups 

 
 
17:15-18:00  Reporting back from Working Groups 
 
 
18:00   Closure, followed by Social Event with Dinn er in the City of Riga 
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  Surname First Name  Organisation Country 
Speakers  

1 Ms Cohen Susan The Guttmacher Institute USA 

2 Ms 
Garza 
Ascencio Manuela International Budget Partnership Mexico/USA 

3 Dr Matule Dace Papardes Zieds Latvia 

4 Dr McCoy David 

Senior Clinical Associate, 
Centre for International Health 
and Development, University 
College London UK 

5 Dr Standing Hilary Institute of Development Studies Bangladesh 

6 Dr Seims Sara 
The William and Flora Hewlett 
Foundation USA 

7 Dr Sen Gita 

Professor, Centre for Public 
Policy, Indian Institute of 
Management India 

Participants 

8 Ms Aibe Sono Pathfinder International USA 

9 Ms Apio Christine Care International Uganda 
10 Ms Armitage Alanna UNFPA Geneva 

11 Ms Audouze Dominique MFPF France 
12 Ms Bandere Ilze Papardes Zieds Latvia 

13 Mr Behan Niall 
Irish Family Planning 
Association Ireland 

14 Ms Bogaarts Yvonne WPF Netherlands 

15 Ms  Broomfield Jane 
Advocates for Action, Students 
Partnership Worldwide UK 

16 Ms Carter Anna 
Advocates for Action, Students 
Partnership Worldwide UK 

17 Ms Chimba Chinyanta 
Advocates for Action, Students 
Partnership Worldwide UK 

18 Mr Chola Gunston 

African Youth Adolescent 
Network on Population and 
Development Zambia 

19 Mr Christensen Bjarne Sex&Samfund Denmark 
20 Ms Claeys Vicky IPPF EN Belgium 
21 Mr Datta Neil EPF Belgium 

22 Ms Dethlefsen Tania Sex&Samfund Denmark 

23 Ms Doherty Meghan 
Irish Family Planning 
Association Ireland 
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  Surname First Name  Organisation Country 
24 Ms Duerr Eva OeGF Austria 

25 Mr Etim Emanuel  
Centre for Development Action 
Intl. Nigeria 

26 Ms Fenger Pernille UNFPA Denmark 

27 Ms Ferris Kristina Share-Net Netherlands 

28 Mr Fetai Arben Marie Stopes International Belgium 

29 Ms Gabrieliute Vilma 
Family Planning and Sexual 
Health Association Lithuania Lithuania 

30 Mr Gade Nils PSI Europe Netherlands 

31 Ms 
Gonzales 
Rosa Nirvana 

Latin American and Caribbean 
Women’s Health (LACWHN) Puerto Rico 

32 Ms Harth Elfriede Catholics for Choice USA 
33 Ms Haslegrave Marianne Commat UK 

34 Mrs Hinz Catherina DSW Germany 

35 Ms Hirao Denise 
International Women`s Health 
Coalition USA 

36 Ms Hoehn Karen DSW Belgium 

37 Ms Hurrynag 
Kulvashi 
Devi 

Development Indian Ocean 
Network (DION) Mauritius 

38 Ms Huybrechts An IPPF EN Belgium 

39 Ms 
Jamia 
Talebani Lamia 

Voice of Independent Women 
Organization Iraq 

40 Ms Jaquesson Kari NSRR Norwegian 
41 Ms Jones Debra Family Care International USA 

42 Ms Kanyoro Musimbi 
The David and Lucile Packard 
Foundation USA 

43 Ms Kelle Iveta Papardes Zieds Latvia 

44 Ms Kjaerby Ann Mette 

UK All Party Parliamentary 
Group on Population, 
Development and Reproductive 
Health UK 

45 Ms Knerr Wendy The Write Effect UK 

46 Ms Koenders Rose Asia Pacific Alliance for ICPD  Thailand 

47 Mr La Ramee Pierre M. 
International Planned 
Parenthood Federation USA 

48 Ms Leibnitz Mirja EuroNGOs Brussels 
49 Ms Leydorf Deborah WHO Geneva 
50 Ms L�daka L� sma Papardes Zieds Latvia 
51 Ms Lupi Natalia AIDOS Italy 

52 Ms  
Maldonado 
Posso Viviana ACDemocracia Ecuador 

53 Mr Martin 
Jacques 
Olivier Planes Switzerland 

54 Ms 
Mas de 
Xasas Mercedes Population Action International Spain 

55 Ms Mauget Christine MFPF France 

56 Ms Mawhood Kari 

APPG on Population, 
Development and Reproductive 
Health UK 

57 Ms Melne Solvita Papardes Zieds Latvia 
58 Ms Melo Pinzon Gladys CFC USA 
59 Ms M�lgr� ve Be� ta Papardes Zieds Latvia 
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  Surname First Name  Organisation Country 

60 Miss Murphy Fionnuala Interact Worldwide UK 
61 Mr Mwale Amos Youth Vision Zambia Zambia 

62 Ms Nambatya Diana 

Partners in Population and 
Development Africa Regional 
Office Uganda 

63 Ms Newman Karen 
Population and Sustainability 
Network UK 

64 Ms Nortvedt Lisbet NSRR Norwegian 
65 Ms O'Kelly Rasco Marta GIE Spain 
66 Ms Ose Liesma The Soros Foundation Latvia 

67 Ms Otmakhova Irina 
Women`s Global Network for 
Reproductive Rights Philippines 

68 Mr Pavao Andrew DSW Brussels 

69 Ms 
Pouppez de 
Kettenis Astrid Marie Stopes International Belgium 

70 Mr Pyck Dirk Sensoa Belgium 
71 Ms Quesney Anne MSI UK 
72 Mr Rabier Serge Equilibre & Populations France 

73 Ms Regner Asa 
Swedish Association for 
Sexuality Education Sweden 

74 Mr Rimon Oying 
The Bill & Melinda Gates 
Foundation USA 

75 Ms Rozent� ls Raitis Papardes Zieds Latvia 
76 Ms Ruggiero Filomena FPFE Spain 

77 Ms Ryngbeck Annica 
Swedish Association for 
Sexuality Education Sweden 

78 Ms Sakne Odrija Papardes Zieds Latvia 

79 Ms Sampaio Manuela 
Portuguese Family Planning 
Association Portugal 

80 Ms Samuels Paula 
Jamaican Network of 
Seropositive Jamaica 

81 Ms Schliebs Maike DSW German 

82 Ms 
Simkova-
Iskakova Jibek EuroNGOs Brussels 

83 Mr Simonyi Gyula BOCS Foundation Hungary 

84 Ms Sines Erin 
Population and Reproductive 
Health MacArthur Foundation USA 

85 Ms Singleton Jane 
Australian Reproductive Health 
Alliance Australia 

86 Ms Stamenkova Radosveta BFPA Bulgaria 
87 Ms Steneker Sietske UNFPA Brussels Belgium 

88 Ms Spratt Joanna Family Planning NZ 
New 
Zealand 

89 Ms Stratmann Johanna DSW  Belgium 

90 Ms Svensen Ann 
Swedish Association for 
Sexuality Education Sweden 

91 Ms Takahashi Nobuko UNFPA New York USA 

92 Ms 
Tapia 
Dominguez Emiliana GIE Spain 

93 Ms  Thoss Elke Pro Familia Germany 

94 Mr 
Van de 
Voorde Wim Sensoa Belgium 
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  Surname First Name  Organisation Country 
95 Ms Vaiš�a Anda Papardes Zieds Latvia 
96 Ms Varela Alba FPFE Spain 

97 Ms Veldman Dianda 

Rutgers Nisso Groep (as 
representative) and World 
Population Foundation 

The 
Netherlands 

98 Ms Vuorenmaa Hilkka EuroNGOs Finland 

99 Ms 
Wetzer-
Karlsson Marina Vaestoliitto Finland 

100 Ms Wuyts Eef IPPF EN Belgium 

101 Dr. Zaman Wasim 

International Council on 
Management of Population 
Programmes (ICOMP) Malaysia 

102 Ms Zald� te Dace Papardes Zieds Latvia 
 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



   

 47 

Annex 3 Presentations and Other Resources 

 
Presentations and other materials from the EuroNGOs meeting in Riga are available 
at EuroNGOs website: http://www.eurongos.org/Default.aspx?ID=18832 
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