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INTRODUCTION 

Background 
 
For the event, Meeting the Challenge: Contraceptives • Condoms for HIV/AIDS Prevention, held in 
Istanbul in 2001, the Futures Group prepared an analysis of the donor funding gap.1  This analysis served 
as a key advocacy tool to bring attention to family planning (FP) commodity supply issues at the global 
level. A follow-on meeting, Istanbul +10, is being held in Ethiopia in 2011—Access for All.  Supplying a 
New Decade for Reproductive Health. Advocates are now looking for one agreed-on number to support 
country-level advocacy for family planning and supplies.2 By reviewing country-level evidence, advocates 
hope to gain consensus on the financing gap for family planning, and in this way, present a single “ask” of 
governments and donors. 
 
During a meeting of the Reproductive Health Supplies Coalition (RHSC)3 in 2009, members of the 
Resource Mobilization and Awareness (RMA) working group expressed a need for a tool to estimate the 
contraceptive funding gap at the country level.  As a result, the FamPlan Model forecasting tool was 
adapted to create a simple, user-friendly GAP Tool to assist in the planning and strengthening of national 
FP programs. The two main outputs produced by the tool are the funding gaps for a national family 
planning program and for family planning commodities.  
 
The GAP Tool is a simple Excel-based tool to help policymakers, ministry officials, and health officials 
understand  and plan for the costs associated with expanding FP approaches in order to achieve their 
country’s contraceptive prevalence or total fertility rate goals. It is important to specify that the user need 
not be an expert in population studies or a demographer.  However, the user will need to have a 
background in family planning and a basic grasp of Microsoft Excel.4 

Purpose 
 
This manual provides step-by-step instructions on using the Excel-based GAP Tool. 

Data Inputs 
 
Distribution of FP users by method—method mix (all) and source (public, NGO, private). Base year 
data for these components are pre-loaded into the spreadsheet based on the most recent Demographic and 
Health Survey (DHS). 
 
Commodity costs—unit cost defaults are included, based on an average of USAID and United Nations 
Population Fund (UNFPA) prices.  Another good source for contraceptive commodities data is the RH 
Interchange website, which users can access at http://rhi.rhsupplies.org/rhi/index.do. This site provides the 
price of contraceptive commodities in more than 140 countries.   
 
                                                      
1 Ross, John, and Rudolfo Bulatao. (2001). Contraceptive Projections and the Donor Gap. Washington, DC: Futures Group for 
John Snow, Inc. 
2 Accessed on April 20, 2011, at: 
http://www.populationaction.org/Publications/Reports/Meeting_the_Challenge/Moving_Forward_Together_from_Istanbul_to_Sec
ure_Reproductive_Health_Supplies.shtml.   
3 For more information on the RHSC, visit http://www.rhsupplies.org.  
4 The GAP Tool will be periodically updated as new cost information and demographic and family planning data at the country 
level become available.  Users should check the Health Policy Project website for updates. 
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Labor (optional)—default values included are based on Vlassoff et al. (2004),5  inflated to 2009, and 
Weissman (2007).6 Please note that the values exclude commodity and overhead costs. 
 
Overhead (optional)—percent of total costs. Default values included based on Vlassoff et al. (2004). 
 
Program support—option to include it as a percentage add-on. Or can include annual costs by program 
area (policy, management, logistics, monitoring and evaluation, training, etc). 
 
Current and projected funding—add values by source (government, donor, and out-of-pocket).  
 
 
 

                                                      
5 Vlassoff, M., et al. (2004). “Assessing Costs and Benefits of Sexual and Reproductive Health Interventions.” Occasional Report, 
No. 11. New York: The Alan Guttmacher Institute. 
6 Weissman, E. (2007). Cost of Family Planning Literature Review. Washington, DC: Futures Group, USAID | Health Policy 
Initiative, Task Order 1. 
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USING THE MODEL: INPUTS 

Open the Excel File 
 

A. Click on the “Inputs” tab to enter the model. 

 
 
 A 
B. Compile data from your country to enter into the model.   

 
C. Begin to construct your model by entering data into the yellow cells.  

 

D 

E

F 

G 
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D. On the “Country name” line, click on the yellow box, and you will see a dropdown menu with all 
of the countries listed.  Find your country and select it.  The example used here is Mali. 
 

E. Select if you would like to use the country’s contraceptive prevalence rate (CPR) or the total 
fertility rate (TFR).  

 
F. Enter your country’s CPR or TFR goal, depending on what was selected in step E.  

 
G. Enter the “target year” by which you would like to reach your CPR or TFR goal. The database in 

this tool allows you to project as far as 2040. 
 
 

Note: The Millennium Development Goals-5b goal, Universal Access to Reproductive Health, 
explicitly includes the contraceptive prevalence rate as a measure for Goal 5.3 but without a 
quantitative target as done for some of the other goals. It is highly desirable to provide world leaders 
with a concrete objective that can command agreement on a focused action for donors and 
implementing agencies. 7 
 
Note: You will notice that your country’s current CPR and the unmet need for family planning have 
already been  by the model based on the most recent data from the DHS. However, the provided
user can also input the country’s current CPR by using data from other national surveys for CPR, 
TFR, and census data for number of women of reproductive age (WRA—all women ages 15–49). 
However, if the user inputs the WRA numbers, they should be put in the database itself and not in this 
section by clicking the database tab and entering the new data into the appropriate cells.  
 
Note: The number of women may be entered either as WRA or married women of reproductive age 
(MWRA). In Africa, it is generally preferred to use WRA since many women give birth who are not 
married. Consequently, if you use only MWRA, the unmet need for FP may be underestimated. In 
Asia, almost all births are among married women, and the surveys are usually only among married 
women, so MWRA would be preferred. Note that the database is for WRA. If you change it to 
MWRA, you will need to correct the number of women and the CPR in the database by clicking the 
database tab and entering the new data into the appropriate cells.  

 
 
 
 
 
 
 
 
 
 

                                                      
7 Stover, John, and John Ross. (2010). Developing a Family Planning Goal for 2015 that Supports MDG-5b. Washington, DC: 
USAID |Health Policy Initiative, Task Order 1. 
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H. As a result of entering all the information in the first section, you will see a contraceptive  
prevalence chart that plots your country’s CPR goal, projecting past the target year similar to the 
example below:  
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I. Enter the distribution percentages for each family planning method. 

I 

Distribution of FP users by method8 2006 2015
Condom 7.7% 7.7% 
Implants 1.5% 1.5% 
Injectables 33.8% 33.8% 
Intrauterine devices (IUDs) 1.5% 1.5% 
Pills 40.0% 40.0% 
Vasectomy 0.0% 0.0% 
Cycle beads 0.0% 0.0% 
Traditional 12.3% 12.3% 
Total 100.0% 100.0% 

 

 

  

 

Note: This section has been loaded with the percentages of family planning use by a country’s population 
and by method.  The current figures have been pre-loaded for each country based on the most recent DHS 
data. However, the user is able to change this data and input newer data if available (e.g., country survey 
data, etc.) The 2015 data can be changed based on the country’s CPR goal, and the user can also estimate 
the 2015 method mix by using data from government plans, forecasts, Centers for Disease Control 
reproductive health surveys, etc.  

                                                      

8 DHS 2006. 
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J. Once you have  input the data, the following chart will depict the changes in the distribution by 
FP method: 

 

 

 

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

100%

2006 2015

Traditional

Cycle beads

Vasectomy

Pills

IUDs

Injectables

Implants

J 

 
 

K. Enter the distribution percentages for each family planning method based on the CPR goal year 
for the public sector. 
 

 

K L 

 

L. Enter the distribution percentages for each family planning method based on the CPR goal year 
for the NGO sector. See the table above.  

Once you have input the data, the following chart will depict the source of services: public, NGO, 
and private (automatically calculated based on public and NGO shares).  
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M. Enter the average duration of use of non-coital dependent methods including implants, IUDs, and 
tubal ligation or sterilization.   

The duration entered for implants should match your country’s guidelines, usually 3, 4, or 5 
years. If more than one type of implant is offered, and they have different recommended 
durations, then use a weighted average of the two. The weighted average is calculated as follows: 

number or proportion of users of method 1 x duration for method 1 + number or 
proportion of users of method 2 /number or proportion of users of method 1 + number or 
proportion of users of method 2 

 

Note: Couple years of protection (CYP) is the estimated protection provided by family planning methods 
on an annual basis. This measurement depends on the volume of all contraceptives sold or distributed free 
of charge to clients during that one-year period.  Here, the CYP conversion factor inputs are based on DHS 
2006 data.  The user can also input data from the Center for Disease Control and Prevention’s reproductive 
health surveys, which may provide a historical calculation based on a specific country’s context.  9

 
Note: The data for the average duration of use (years) for non-coital dependent family planning methods 
comes from “Empirically-Based Conversion Factors for Calculating Couple Years of Protection” (see 
Stover et al., 2000).10  For long-acting methods, which are non-coital dependant, the average length of time 
that one unit, such as an implant, is used provides the conversion factor. For permanent methods, the 
length of protection that a procedure entails depends on the average age at which the procedure occurs. 
The conversion factor in this instance is the average number of years from the time of procedure to end of 
fertility.    
 

                                                      
9 Accessed on April 21, 2011, at http://www.usaid.gov/our_work/global_health/pop/techareas/cyp.html. 
10 Stover, J., J. Bertrand, and J. Shelton. (2000). “Empirically-Based Conversion Factors for Calculating Couple Years of 
Protection. Evaluation Review 24:1: 3–46. 
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Note: The CYP for implants can be 2 or 3.5, depending on which one (or both) is in the system. For 
example, in Ethiopia, there are two different types of implants available: Jadelle, which has a CYP of 3.5, 
and Implanon, which has a CYP of 2. Different types of implants are registered for different durations of 
use. Country guidelines may be different. 

  
 

Average duration of use (years)   
Female sterilization 8.0 
Vasectomy 8.0 
IUDs 3.5 
Implants 3.5 

M

 
N. Enter the CYP per method. 

Units per CYP  
Condom 120 
Injectables 4 
Cycle beads 1 
Pills 13 

 
O. Select if you want to use your country’s local currency (in this example, CFA or US dollars). 

 
P. Enter the conversion rate for the local currency to US dollars.  

 

Currency    
Use US$ or CFA CFA  
CFA per US$  2 

 
Q. Enter the 2015 commodity costs.   

 
 

  

Commodity Costs (CFA)11   2006 2015 
Condom 0.058 0.058
Female Sterilization 40.780 40.780 
Implants 49.280 10.000
Injectables 1.700 1.700 
IUDs 0.700 0.700
Pills 0.580 0.580 
Vasectomy 40.780 40.780
Cycle beads 3.000 1.500 

 

 

 

 

 

Note: The decrease in the implant prices is taking into account that the Sino-implant II (typically known 
as Zarin in Africa) will be widely available because it is so inexpensive.12 

                                                      
11 Vlassoff, M., et al. (2004). “Assessing Costs and Benefits of Sexual and Reproductive Health Interventions.” Occasional 
Report, No. 11. New York: Alan Guttmacher Institute. 

N

O P 

Q 
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R. Enter “Yes” or” No” from the pull down menu to show whether you would like to include 

commodity costs for the private sector. 
 
 

Include commodity costs for the private sector? Yes 
 

S. If you would like to include labor costs as part of the public sector costs, click on the yellow part 
and select yes from the pull down menu.   

 

 
Include labor costs for the private sector? Yes 

T. If you have more current data for your country, enter it in the public sector and/or NGO sector 
columns. 

 

Note: The analysis can be in constant currency (no inflation), or inflation can be added. If inflation is 
used, it is applied to labor and support costs but not to commodity costs, since commodity costs are usually 
stated in dollars and there has been little change in commodity costs over time.  

 
 
 
 

Labor costs for service delivery (CFA)13 
 (Excluding commodities and overhead) 

 Public 
Sector 

NGO 
Sector 

Condoms  8.98  8.98  
Female Sterilization  59.62  59.62  
Implants  7.37  7.37  
Injectables 4.27  4.27  
IUDs  7.37  7.37  
Pills  5.10  5.10  
Vasectomy  59.62  59.62  

Cycle beads  4.00  4.00  
 

T 

 

 
 

U. The percentage of overhead costs to supply each commodity have already been loaded into the 
model; however, if you have better figures for your country, go ahead and enter them. 

Note: Overhead costs are applied only to labor costs. 
 
Note: Overhead costs include facility costs, transportation, maintenance, supervision, training, 
administration, and slack time and may be the largest component of total program costs. Overhead costs 

                                                                                                                                                                             
12 Accessed on April 21, 2011, at http://www.usaid.gov/our_work/global_health/pop/news/sino_implant.pdf. 
13 Vlassoff, M., et al. (2004). “Assessing Costs and Benefits of Sexual and Reproductive Health Interventions.” Occasional 
Report, No. 11. New York: Alan Guttmacher Institute. Inflated to 2009 US$. 

R

S
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may account for the largest component of total costs. Therefore, it may be more important to average the 
cost, particularly for government services. 
 
 
 
 

Overhead costs (As percent of labor costs)14   
Condom 332% 
Female Sterilization 76% 
Implants 577% 
Injectables 1205% 
IUDs 577% 
Pills 1411% 
Vasectomy 76% 
Cycle beads 332% 

U 

 

 
V. Click on the yellow area and select from the pull down menu to indicate whether program support 

costs will be input directly or calculated as a percentage of all other costs. 
 

W. Enter the percentage of program costs that you would like to account for as a part of the total cost. 
 

X. The figures from the annual program costs have been uploaded into the model based on 
discussions with technical experts from organizations that implement programs specializing in the 
program areas mentioned above.  

 
 

Program Support Costs   
Enter support costs by component or percentage add-on?   
Enter costs by component   
    
Program support costs as % of other costs 40% 
    
Annual Program Support Costs  (CFA)   
Policy and enabling environment 500,000  
Training 800,000  
Management strengthening 700,000  
Communications 1,000,000  
Research 1,000,000  
Logistics 1,750,000  
Monitoring and evaluation 150,000  

V 
W

X

 

Note: The program support costs mentioned above are the costs of addressing barriers to family planning 
use such as stockouts, lack of funding, lack of trained staff, negative provider attitudes, lack of rural access 
to family planning services, lack of adequate information (including rumors and misconceptions), and 

                                                      
14 Vlassoff, M., et al. (2004). “Assessing Costs and Benefits of Sexual and Reproductive Health Interventions.” Occasional 
Report, No. 11. New York: Alan Guttmacher Institute. Inflated to 2009 US$. 
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discontinuation of family planning methods. Typically, program support costs represent substantial 
investments on the supply and demand side such as in logistics; in the policy environment; in information, 
education, and communication (IEC) campaigns; training etc., which once in place, are expected to 
diminish over time. Default values for annual program support costs and suggested percentage are based 
on technical discussions with experts at the global level who work on USAID-supported projects. It is 
recommended that data for program costs are collected at the country level.  A country estimate would 
require a similar process of collecting data from financial managers and heads of family planning 
programs who work specifically in the area of health policy, logistics, IEC, provider training, among 
others to obtain estimates of annual costs to develop and implement an optimal program in country.   

 

Y. Enter the amount of current and projected funding for family planning within your country. 
 

Note: This screen allows the user to enter the amount of family planning funding being invested in a 
country by the national government and international donors for the current through the CPR target year. 
This screen provides decisionmakers with a realistic picture regarding the funding resources for family 
planning in their country. These figures will help them advocate to donors and the national government 
about how much funding is realistically needed to address the funding gap and achieve the CPR target. 
Good data sources are national family planning technical working groups, interviews with individual 
donors, donor assistance groups, or the Ministry of Health’s resource mobilization unit. 

  
 
 
 

 
 

Current and projected funding for family planning (CFA)
Source 2010 2011 2012 2013 2014 2015

National government 38,629,392 38,629,392 38,629,392 38,629,392 38,629,392 38,629,392

USAID 0 0 0 0 0

UNFPA 0 0 0 0 0

KfW 0 0 0 0 0

DfID 0 0 0 0 0

EU 0 0 0 0 0

CIDA 0 0 0 0 0

PSI 0 0 0 0 0

DKT 0 0 0 0 0

MSI 0 0 0 0 0

Gates 0 0 0 0 0

Packard 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Total 38,629,392 38,629,392 38,629,392 38,629,392 38,629,392 38,629,392

Y 

 

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0
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Z. Enter the amount of current and projected funding for commodities within your country. 
 

Note: It is important to note that this tool provides the user with specific outputs regarding the FP gap and 
the contraceptive commodity gap. The family planning funding gap measures the total amount of resources 
available for a country’s national family planning program as compared with the program’s total cost. This 
estimate is different from the amount of donor resources committed for family planning commodities. For 
example, USAID has specific resources and commitments set aside specifically for commodities. 

 
 
 
 

 
 	

Current and projected funding for commodities (CFA)
Source 2010 2011 2012 2013 2014 2015

National government 5,806,970 5,806,970 5,806,970 5,806,970 5,806,970 5,806,970

USAID 0 0 0 0 0

UNFPA 0 0 0 0 0

KfW 0 0 0 0 0

DfID 0 0 0 0 0

EU 0 0 0 0 0

CIDA 0 0 0 0 0

PSI 0 0 0 0 0

DKT 0 0 0 0 0

MSI 0 0 0 0 0

Gates 0 ` 0 0 0

Packard 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Other 0 0 0 0 0

Total 5,806,970 5,806,970 5,806,970 5,806,970 5,806,970 5,806,970

Z

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0
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USING THE MODEL: OUTPUTS 

The Database Tab 
 

A. Click on the database table to see the screen below. 
 

Note: To change the data in the tool, you can just type over the data, but once you do that, you cannot 
then change the model to a different country. You should go back to a master copy of the model to use it 
for a different country.  

 

 
                        A 
 

The Results Tab 
 

A1. Click on the “Results” tab to view the screen below. Here, you will be able to see a complete 
breakdown of the costs by component (i.e., commodities, personnel, overhead, and support).  You 
can also see the various costs by sector (public, NGO, and private) needed to achieve success in 
reducing the FP gap. You will also get a summary of the FP and commodity resources available 
and the resource gap within your country. 

 

Note: There is an entry for buffer stock. This can adjust the commodity needs projections for the amount 
of buffer stock maintained. This is done by adding an amount to the commodity needs that is equal to the 
growth in needs from the previous year times the percentage of buffer stock maintained. The formula is 
NeedsWithBuffer[t] = Needs[t] + (Needs[t] – Needs[t-1]) * Buffer percent. We assume that there were 
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adequate buffer stocks in the first year, so we only need to increase the buffer stock for the growth in 
needs.  
 
WARNING: Even with the buffer stock in the calculations, this model does not indicate the amount of 
commodities that need to be purchased, since that depends on current stock levels and procurement delays. 
The model primarily estimates consumption. The amount that needs to be procured may be more or less 
than this figure.  

 
 

 
               A1 

 
The Charts Tab 
 

A2. Click on the “Charts” tab to view the following screen. Here, you will see two charts depicting the 
costs by component and sector. The first one shows the resources required for the national family 
planning program. The second shows the resources required for commodities only. There are also 
two gap charts: one for the total costs of the national program and one for commodities only.  
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                                         A2 

 
Interpreting Results 
 
The GAP Tool produces two key results: the funding gap for the entire family planning program and the 
financial gap for commodities. Behind these figures lie important information on the distribution of the 
costs to fully fund the program to meet national targets. The tool provides decisionmakers with 
information about the distribution of costs by type of cost—labor, overhead, program support, and 
commodities, as well by sector—by NGO, private, and public sectors. This level of disaggregation allows 
for discussion and planning on how new initiatives, such as increased community-based distribution of 
family planning, or provision of free commodities in the public sector, may impact future financing gaps 
for governments at the country level. Low program support costs, in the context of low family planning 
use, should raise questions about whether current investments are adequate to remove barriers to FP use. 
The tool provides charts on method mix and source mix—both of which have important implications for 
issues ranging from male involvement in family planning to discontinuation to costs. Similarly, 
information on the distribution of clients and costs across private and public sectors can enhance technical 
discussions on the current and future role of the public sector and on improved market segmentation to 
reduce inequities in family planning access and use. By linking strategic goals to costs, the GAP Tool 
provides important opportunities for scenario building and planning by stakeholders. 
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LIMITATIONS 

The GAP Tool represents a compromise between ease of use and comprehensiveness of data. When 
countries opt for greater ease of use, specificity in data quality is diminished. The default global values 
provide global averages for family planning program costs. There is a large variation in family planning 
costs at the country level, which means that complete reliance on global defaults may be misleading in a 
particular country context.  
 
A secondary issue is that family planning is increasingly delivered as a package of services and integrated 
in health service delivery. Disaggregated country-level data are difficult to obtain but must be sought so 
that stakeholders of family planning understand the extent and nature of the gap to advocate successfully 
for country ownership of the family planning agenda. 
 
This tool does not capture the capital investments necessary to make programs functional, such as health 
infrastructure for service. In addition, the tool does not explicitly include costs of pre-service training 
needed for skilled health personnel. These costs are typically borne by governments, and in this way, the 
tool may underestimate government contributions to family planning. 
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