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Introduction  

This report summarizes the results of a literature review and expert consultation conducted to 
contribute to the definition of essential family planning package(s) for inclusion in health 
benefit schemes oriented toward universal health coverage (UHC). The literature review draws 
on existing literature, including both peer-reviewed and “grey” literature produced by relevant 
organizations. The review period is 1990 through 2016. The review posed some challenges; 
much of the literature discusses family planning within the broader context of sexual and 
reproductive health (SRH), rather than as a discrete package of services. The literature also 
considers family planning service delivery modes―specifically, integration of family planning 
with other health services, including maternal and child health (MCH) interventions, HIV and 
AIDS testing and care, post-abortion care, and youth-friendly services. Despite the challenge of 
separating family planning from broader SRH services in the literature, evidence is presented 
for the inclusion of a broad contraceptive method mix, counseling services, and demand 
generation in family planning packages. Also presented is evidence on family planning service 
delivery modes, depending on a country’s priorities and needs. The literature review findings 
were presented and discussed at a meeting of family planning experts, at which experts 
participated in a Delphi process to capture their recommendations and inform the definition of 
essential family planning packages for inclusion in UHC-oriented health benefit schemes. 

Literature Review Methodology 

A literature search for resources published from 1990 to 2016 was conducted to inform the 
definition of a basic and/or comprehensive family planning package, using terms of reference 
developed jointly by the U.S. Agency for International Development (USAID) and the United 
Nations Population Fund (UNFPA). Table 1 lists the systematic searches conducted in each 
database and search terms used. Figure 1 is a flow diagram illustrating included and excluded 
references at each phase of the literature review.  

Table 1. Summary of Systematic Searches in Various Databases 

Database Search Terms 

PubMed and POPLINE “universal coverage,” “universal health coverage,” “universal access,” 

[“family planning” or “reproductive health” or “contraception”], 

“essential package(s),” “essential service(s) ,” “program effectiveness,” 

“contraceptive usage,” “service delivery,” “integrated programs,” and 

“scaling up” 

Database of Open Access Journals “universal” and “family planning” 

USAID Development Experience 

Clearing House 

“family planning” and “universal health coverage” 

ScienceDirect “family planning” and “universal health coverage” and “essential 

packages” 

2016 International Conference on 

Family Planning 

“scaling up” and “universal coverage” and “essential packages” 
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Figure 1. Literature Search Flow Diagram 

 

Records identified through database 

search (duplicates removed) (n = 792) 

Titles and abstracts screened for 

eligibility 

(n = 792) 

Abstracts removed 

(n = 533) 

Full papers screened for eligibility 

(n = 259) 

Final exclusion: full papers removed  

(n = 99) 

Papers included for synthesis 

(n = 160) 

A total of 792 references were collected from the literature search. First, a title and abstract 
review was conducted using the following inclusion criteria: (1) provides evidence for inclusion 
of a type of contraceptive into a family planning package (for example: short-acting methods, 
long-acting reversible methods, long-acting permanent methods) OR (2) provides evidence for 
the inclusion of services into a family planning package (for example: counseling, post-abortion 
care, adverse impact) OR (3) discusses the family planning package components of an existing 
family planning program OR (4) references family planning/reproductive health 
services/supplies within UHC schemes OR (5) provides guidelines for developing family 
planning programs. Blog posts, conference abstracts, and references that did not meet these 
inclusion criteria were excluded, for a total of 533 abstracts excluded.  

Next, the remaining 259 references were screened for full paper review; they included papers 
that provided evidence for the inclusion of a service into a family planning package OR papers 
that advocated for a certain composition of contraceptive methods to be included in the family 
planning package (for example: broad method mix, short-acting methods, long-acting reversible 
methods, or long-acting permanent methods). In total, 99 references were excluded from the 
full paper screening, thus identifying a total of 160 papers to be included in the final synthesis. 
From this total, evidence on the inclusion of specific services in a family planning package was 
extracted, including evidence for the following services: counseling; method-specific counseling; 
screenings (cervical cancer, breast cancer, other screenings); postpartum family planning; safe 
abortion; abortion complications; sex education; pregnancy testing; infertility; rape/sexual 
assault; demand generation; adverse impact; integration of family planning with other services; 
and integration of family planning with HIV services. Evidence on the provision of a broad mix 
of family planning methods (short-acting, long-acting reversible, and long-acting permanent 
methods) and evidence on the provision of one or two types of family planning methods was also 
extracted. 

The type of evidence available for each family planning package component was tabulated into 
three categories: peer-reviewed papers, technical assistance resources, and multi-country 
evidence/programs. A scale was created to measure the strength of evidence for each family 
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planning package component (see Table 2). This scale was loosely adapted from a review on 
reproductive, maternal, and newborn health conducted by Mulligan, et al. [1]. 

Table 2. Scale of Strength of Evidence 

Strength of Evidence 

Grade 
Specification 

Strong evidence Strong peer-reviewed paper evidence (>20 peer-reviewed papers) 

Strong technical assistance evidence (>25 technical assistance resources) 

Substantial multi-country evidence/program experience (four or more 

regions) 

Moderate evidence Moderate peer-reviewed paper evidence (15‒20 peer-reviewed papers) 

Moderate technical assistance evidence (20‒25 technical assistance 

resources) 

Some multi-country evidence/program experience (three regions) 

Other evidence Other peer-reviewed paper evidence (<15 peer-reviewed papers) 

Other technical assistance evidence (<20 technical assistance resources) 

Limited multi-country evidence/program experience (<three regions) 

 

Interventions for both basic and comprehensive family planning packages were defined on the 
basis of the evidence identified. Service delivery modes for these packages were defined on the 
same basis. For the purposes of this literature review, a basic family planning package is defined 
as a best practice, minimum package for a country to consider for inclusion in relevant national 
health insurance schemes. It should constitute cost-effective, well-established services that 
provide the population with at least one method from each method category (short-acting 
methods, long-acting reversible methods, and long-acting permanent methods) to serve users’ 
varying needs. For the basic package, service delivery integration should allow for broad access 
to interventions. This package should represent a baseline from which to build a more 
comprehensive package. 

A comprehensive family planning benefits package could expand access to interventions in two 
ways: (1) adding more methods from each method category to the package; or (2) adding more 
products within each method to allow for greater choice in administration form, dosage, price, 
efficacy, and side effects. This literature review focuses on the first approach; considering 
individual products within each method was not the focus of the literature search and sufficient 
evidence on individual products was not obtained. If a decision is made to expand the choice of 
products within each method, the costs of implementation related to new guidelines, supply, 
storage, and training should be considered. Additional service delivery integration opportunities 
as identified in the literature were summarized for consideration in developing a comprehensive 
family planning package. Not all of these service delivery modes would be suitable for all 
country contexts (for example, integration with HIV services would be relevant only for high-
burden countries). 

This literature review did not identify evidence for inclusion of care related to adverse effects as 
part of the definition of a family planning package of interventions. However, due to the 
extensive clinical evidence for specific methods leading to potential adverse effects, it is assumed 
that final decisions on the design of family planning packages will include care for adverse 
effects in their formulation. The current scope of this literature review does not include 
recommendations for purchasers on the full list of inputs to be costed (for example, 
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commodities, supply chain, training, human resources, surgical supplies, etc.). However, after a 
decision is made on inclusion of family planning interventions in a benefits package to be 
purchased, implementation arrangements driven by country context will inform the inputs to be 
reimbursed. This approach may include actuarial considerations. 

Results 

The final set of 160 papers consisted of 65 peer-reviewed papers, 92 technical assistance 
reports/resources, and three country policies. A total of 64 resources were country- or region-
specific, with 36 resources specific to Africa, nine to Europe and Central Asia, eight to South 
Asia, six to East Asia, and five to Latin America and the Caribbean.  

Although this review aimed to focus on evidence for the components of a family planning 
package, few publications specifically discussed such packages. Rather, most of the literature 
discussed family planning within the broader scope of SRH. For example, a seminal paper on 
essential packages for family planning proposed that these packages need to offer a wide 
selection of methods, reflect high standards of medical practice, be sensitive to cultural 
conditions, provide sufficient information about proper use or possible side effects, and address 
women's other reproductive health needs. However, this paper does not explicitly state the 
components of a family planning package [2]. Similarly, other technical assistance reports 
developed through comprehensive reviews of the published and unpublished literature 
emphasize the importance of providing a wide choice of methods and integrating family 
planning service delivery with other health interventions. 

Nevertheless, the evidence promotes a broad contraceptive method mix (51 resources), 
counseling services (70 resources), and demand generation (12 resources). In addition, many 
studies focused on family planning service delivery modes, such as the integration of family 
planning with maternal and child health services (56 resources); integration with HIV services 
(69 resources); integration with post-abortion care (31 resources); and the provision of youth-
friendly family planning services (35 resources).1 Each of these components and integrations 
were considered in defining the basic and comprehensive family planning packages outlined 
below.  

Essential Family Planning Package 

Interventions 

Broad Method Mix 

Strength of Evidence Grade: Strong 

The review found no “ideal mix” of family planning methods, as seen in both peer-reviewed and 
technical assistance resources [3-5]. There is, however, general consensus that a family planning 
package should include a broad mix of methods, consisting of a full range of short-acting 
methods, long-acting reversible methods, and long-acting permanent methods. Whereas long-
acting reversible and long-acting permanent methods require more intensive provider 
intervention and resources, most short-acting methods may be administered with minimal 
clinical interaction. Table 3 summarizes a list of common contraceptives within each type of 
method included in recommendations by the U.S. Centers for Disease Control and Prevention 
(CDC). This list is not exhaustive. As part of an essential or basic package, a country should 

                                                        
1 The references indicated for each category are not mutually exclusive.  
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create a broad method mix for its family planning program by selecting contraceptives from 
each type of method (short-acting, long-acting reversible, and long-acting permanent) based on 
the country’s priorities and needs. 

This review identified 23 peer-reviewed sources, 26 technical assistance reports, and two 
country policies supporting a broad method mix. These resources were represented by country-
level evidence across four regions: Africa, East Asia, Europe/Central Asia, and South Asia. The 
International Conference on Population and Development (ICPD) Programme of Action calls for 
“universal access to a full range of safe and reliable family planning methods…[recognizing] that 
appropriate methods for couples and individuals vary according to their age, parity, family-size 
preference, and other factors.” The ICPD is widely referenced in the literature in support of 
offering a wide range of family planning methods [4, 6-9].  

In much of the technical assistance literature reviewed, providing a wide range of methods is 
considered a necessary element in offering quality family planning services [5, 10-14]. 
EngenderHealth, for example, uses “broad method mix” as an evaluation criteria in its Supply–
Enabling Environment–Demand (SEED) Assessment Guide for Family Planning Services [5]. 
Please see Annex 2 for definitions of contraceptive methods [79]. 

Table 3. Summary of Food and Drug Administration-Approved Contraceptive Methods 

Included in CDC Recommendations 

Short-Acting Methods 
Long-Acting Reversible 

Methods 
Long-Acting Permanent Methods 

Barrier Methods:  

• Male condoms 

• Female condoms 

• Diaphragms 

• Sponges 

• Spermicides 

Hormonal Contraceptives:  

• Injectable contraceptives (< three 

months) 

• Combined oral contraceptive pills 

• Progestin-only oral pills 

• Emergency contraception 

• Vaginal ring 

• Patch  

• Contraceptive implants 

• Intrauterine 

contraceptive devices 

Voluntary surgical contraception:  

• Female sterilization (abdominal, 

laparoscopic, hysteroscopic) 

• Male sterilization (vasectomy) 

 

 

 

 

 

*The most recent World Health Organization Model List of Essential Medicines contains the following contraceptives: oral 

hormonal contraceptives, injectable hormonal contraceptives, intrauterine devices, barrier methods (condoms and 

diaphragms), implantable contraceptives, and intravaginal contraceptives (progesterone vaginal ring). 

 

A wide range of contraceptive options is critical to supporting informed choice. Human rights 
standards support the imperative to ensure equitable access to multiple family planning options 
[15, 16]. Implicit in the ICPD, men’s and women’s right to choose when and how to reproduce 
must be supported by the ability to choose a family planning method that works for them [9]. 
Both peer-reviewed and technical assistance literature echo that a wide range of methods is 
necessary for free and informed choice [3, 5, 6, 17, 18]. The literature also suggests that a broad 
method mix is associated with increased contraceptive uptake and continuation and, as a result, 
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improved health outcomes, such as fewer unwanted pregnancies and sexually transmitted 
infections (STIs) [4]. 

Counseling 

Strength of Evidence Grade: Strong 

The literature shows broad support for including counseling as an integral part of family 
planning. This review found 24 peer-reviewed sources, two country guidelines, and 44 technical 
assistance sources promoting counseling as an essential component of family planning services. 
Counseling resources were represented by country-level evidence across four regions worldwide: 
Africa, Europe/Central Asia, Latin America and the Caribbean, and South Asia. In the literature, 
many sources identified counseling as an integral part of family planning rather than just a 
complement to method provision [1, 5, 13, 14, 19-23]. Other sources, which do not treat 
counseling as necessarily inherent in family planning, clearly identify it as inherent in quality 
family planning [24-32].  

Similar to a broad method mix, much of the literature grounds the inclusion of counseling in 
family planning in the right to informed choice. Individuals and couples have the right to make 
free and fully informed decisions about use of contraceptives and their reproductive futures. 
Counseling enables this decision making [5, 9, 18, 21, 23, 33-36]. 

The literature also identifies the benefits of counseling. In a review of evidence on reducing 
unintended pregnancies, Mulligan et al. note that counseling is critical to improving quality of 
care and satisfaction with family planning services, which increases the acceptability and 
continuation of family planning [1]. This finding is echoed by other peer-reviewed and technical 
sources [5, 33]. The results suggest counseling increases uptake of contraceptives, reduces 
discontinuation and barriers to use, and encourages correct use [5, 18, 19, 21, 25, 32, 34, 37-39]. 

Although not exhaustive, the results of this review also include recommendations on what 
constitutes effective counseling. Common characteristics include the following [5, 17, 21, 22, 
40]:  

• Providers trained in appropriate counseling skills  

• Two-way interaction between client and provider 

• Counseling on a full range of methods, presenting all available choices 

• Directions on how to use a given method correctly, including what to do if the method is 
used incorrectly (e.g., missing a dose) 

• Potential risks or side effects and how to respond to them, including switching methods  

Family Planning Service Delivery Modes 

Integration with Maternal and Child Health and Primary Healthcare Services 

Strength of Evidence Grade: Moderate 

This review and consultations with family planning experts highlighted that, at a minimum, an 
essential family planning package should be integrated with MCH and primary healthcare 
(PHC) services. This finding supports broad access to family planning services across the 
population and also helps address the high unmet need for these services among women 
accessing MCH services. Unmet need refers to the percentage of women of reproductive age, 
either married or in a union, who want to stop or delay childbearing but are not using any form 
of contraception. Demographic and Health Survey (DHS) data from 55 countries found that 
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approximately one-third of women in the first year after a birth have unmet need; using a 
prospective definition, unmet need amounts to nearly two-thirds [41-43].  

A total of 56 resources were identified that supported integration of family planning with MCH, 
including 17 peer-reviewed papers, 36 technical assistance resources, and three country policies. 
These resources were represented by country-level evidence across five regions: Africa, East 
Asia, South Asia, Europe/Central Asia, and Latin America and the Caribbean. Although the 
evidence surrounding specific delivery points, such as antenatal family planning counseling, is 
not definitive, repetitive opportunities to access family planning services across points of contact 
within the health system offer a promising approach [34, 39, 41, 44-48]. Evidence suggests 
integrating delivery of services across the continuum of maternal and child healthcare to 
increase the reach and uptake of family planning services. 

Immunization services were also identified as a particularly promising avenue for integration 
with family planning [14]. They offer women repeated contact with the health system through an 
extended postpartum period, creating opportunities to provide family planning counseling and 
methods [46, 49-51]. 

Though few publications advocated for family planning integration within PHC, consultations 
with family planning experts highlighted the need to provide an alternative point of access for 
women not reached by MCH services. Integration of family planning within MCH and PHC 
takes advantage of the synergies that exist between both health areas to ensure that all women 
have access to family planning services. Specifically, a country’s basic family planning package 
should be provided within existing MCH and PHC infrastructure and services, such as health 
promotion activities; preventive and curative SRH services; pre-, post-, and antenatal care; and 
child wellness and immunization services. 

Comprehensive Family Planning Package 

Interventions 

Additional Contraceptive Methods Included in Broad Method Mix 

Strength of Evidence Grade: Other 

As part of a more comprehensive family planning package, countries must incorporate 
additional contraceptive methods from each method type not included in their initial essential 
family planning package.  

This review found evidence that increasing the range of methods included in a broad method 
mix is associated with higher contraceptive prevalence rates; one study of 44 DHS reports found 
that the addition of each widely available method was associated with a 3.3 percent increase in 
contraceptive prevalence rates [6, 8, 33, 37, 52, 53]. A wide range of methods ensures that 
individuals and couples can access their preferred methods, thus increasing uptake, reducing 
the likelihood of discontinuation due to method dissatisfaction, and overcoming some barriers 
to unmet need [19, 24, 54, 55].  

Family Planning Service Delivery Modes 

In addition to the integration of family planning counseling and services with MCH and PHC 
services, a comprehensive package should consider other service delivery modes to expand 
access to family planning services and reduce unmet need, such as integration with HIV 
services, post-abortion care, and youth services. These alternative service delivery modes need 
to be considered within the context of a country’s priorities and needs. 
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Integration with HIV Services 

Strength of Evidence Grade: Strong 

This review identified 69 resources that supported integration of family planning with HIV 
services, including 21 peer-reviewed papers, 45 technical assistance resources, and three country 
policies across four regions: Africa, Europe/Central Asia, South Asia, and Latin America and the 
Caribbean.  

The World Health Organization (WHO) recommends that family planning services be integrated 
in MCH or PHC throughout the continuum of care, including HIV and AIDS and STI services. 
Specifically, WHO recommends that family planning interventions include HIV testing and 
counseling in generalized epidemics, and screening for and possible management of STIs [20].  

One systematic review conducted by Kennedy et al. identified 58 studies that highlighted the 
rationale for strengthening linkages between HIV and AIDS and SRH services: both types of 
services serve the same target population of sexually active men, women, and youth [56]. 
Linking them has the potential to increase access and coverage of services; ensure efficient 
services as a result of improved coordination and decreased duplication; and promote universal 
access to both services by expanding existing programs, structures, and institutions [56]. The 
Kennedy et al. systematic review noted that the majority of studies showed increases in access 
and uptake of services such as HIV testing and condom use, improvements in health and 
behavioral outcomes, and improvements in overall service quality [56]. However, another 
systematic review conducted by Sweeney et al. found that, whereas the evidence broadly 
supports integration of family planning and HIV and AIDS services, key evidence gaps remain 
and further research is required [57]. 

Another literature review found that integration of HIV and AIDS prevention, care, and 
treatment into a family planning setting in developing countries is cost-effective [58]. In 
addition, a USAID report examining literature in sub-Saharan Africa found that clinical, service 
delivery, and right-based benefits accrue from integration [59].  

Integration with Post-Abortion Care 

Strength of Evidence Grade: Other 

This review identified 22 technical reports (grey literature) supporting provision of family 
planning as part of post-abortion care (PAC), as well as eight peer-reviewed sources and a 
national policy. These resources include country-level evidence across three regions: Africa, 
Eastern Europe/Central Asia, and Latin America and the Caribbean. Induced abortions are 
generally a good indicator of unmet need for family planning; offering family planning services 
as part of PAC is key to meeting this need and reducing unintended pregnancies and repeat 
abortions [18, 19, 46]. Providing family planning counseling and services at the same time and 
location where women receive services related to spontaneous or induced abortion is considered 
a proven, high-impact family planning service, and evidence suggests high acceptance post-
abortion [14, 18]. There is general consensus among both the peer-reviewed and grey literature 
reviewed that family planning is a necessary component of PAC [1, 5, 19, 25-29, 33, 38, 60-64]. 
However, it is not always offered [46]. A study in Haiti, for example, found that whereas 87 
percent of women post-abortion wanted to receive a contraceptive method, only nine percent 
did [65]. Successfully integrating family planning with PAC care is critical to meeting this need.  
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Integration with Youth Services 

Strength of Evidence Grade: Other 

This review identified 35 resources that supported the integration of family planning with youth 
services, including eight peer-reviewed papers, 24 technical assistance resources, and three 
country policies across five regions: Africa, East Asia, Europe/Central Asia, South Asia, and 
Latin America and the Caribbean. WHO and CDC recommendations underscored the 
importance of reaching adolescents and youth with tailored family planning counseling and 
services [11, 20, 66]. Specifically, services provided in a “youth-friendly” manner must be 
“accessible, equitable, acceptable, appropriate, comprehensive, effective, and efficient” for 
youth. 

The evidence from multiple publications, both peer-reviewed literature and reports, highlights 
that tailored services would increase the likelihood that adolescents use contraceptives [17, 34, 
49, 66-68]. Sexually active adolescents have a need for family planning services because they are 
more likely to have multiple short-term relationships, use contraceptives inconsistently, and 
lack adequate knowledge on how to protect themselves against pregnancy and STIs [34]. To 
ensure that adolescent rights are protected, contraceptive service providers must provide family 
planning services to adolescents confidentially and respectfully, and ensure that adolescents 
have access to a range of methods by supporting them in choosing a method and using it 
effectively. Provision of youth-friendly family planning services has been found cost-effective, 
estimated as an average cost of US$21 per user annually [17].  

Other Considerations 

The considerations listed below are relevant in defining a family planning package but did not 
provide sufficient evidence for inclusion in the basic or comprehensive family planning benefits 
packages or were not appropriate components of family planning for such packages. 

Cost-Effectiveness of Family Planning Packages 

The scope of this literature review was limited to identifying cost-effectiveness studies that 
compared the cost-effectiveness of packages relative to alternatives; however, no such studies 
were identified. One study investigated cost-effectiveness of a single package, with no 
comparators [69]. In total, 14 relevant cost-effectiveness studies were identified, consisting of 
the following topics: 

Cost-Effectiveness of a Family Planning Package (two papers) 

One study on the cost-effectiveness of a family planning package projected multiple scenario 
costs of a package that included pills, condoms, injectables, intrauterine devices (IUDs), 
implants, female sterilization, male sterilization, the lactational amenorrhea method (LAM), 
vaginal barrier methods, vaginal tablets, and other contraceptives [69]. The family planning 
package was costed in 74 lower-, lower-middle-, and upper-middle-income countries using two 
scenarios: a high-coverage (accelerated scale-up) scenario and a medium-coverage (continuing 
historical trends scale-up) scenario. The results showed that in the high-coverage scenario, the 
family planning package would cost a total of US$12.8 billion for the 74 countries; in the 
medium-coverage scenario, the package would cost US$8 billion for the same countries [69].  

A Department for International Development (DFID) review of the evidence cited estimates of 
the direct costs per couple years of protection across various countries, such as Ethiopia, Mali, 
Kenya, and Jordan, but did not discuss the services as part of a family planning package. This 
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report indicated that several factors influence costs, including different accounting methods, the 
method mix, level of unmet need, and quality of the existing supply [1].  

Cost-Effectiveness of Family Planning Integration with HIV and AIDS Services (six papers) 

and Cost-Effectiveness of Family Planning Integration with Youth-friendly Services (three 

papers) 

The cost-effectiveness of family planning integration with HIV and youth-friendly services is 
discussed in the integration sections above. 

Cost-Effectiveness of Modern Contraceptives (two papers) and Cost-Effectiveness of LARC 

Methods (one paper) 

One paper estimated the potential cost-effectiveness of achieving universal access to modern 
contraceptives in Uganda, which included access to male sterilization, female sterilization, pills, 
IUDs, injectables, implants, and male condoms. The study found that for a hypothetical cohort 
of 100,000 15-year-old women, access to modern contraceptives would result in savings of 
US$3.78 million in societal costs [70]. Another paper estimated the costs of providing modern 
contraceptive services to all women in the developing world―an estimated US$8.1 billion as of 
2012. At a cost of approximately US$30 to prevent each unintended pregnancy, the benefits 
include an estimated 272 million unintended pregnancies averted. The authors estimated that 
the total US$8.1 billion spent on modern contraceptives would save roughly US$11.3 billion [71].  

One paper examined the costs of providing long-acting reversible contraception (LARC); it 
found that LARC program costs in Zambia averaged US$13 per couple years of protection [72]. 

Demand Generation  

Strength of Evidence Grade: Other 

The literature review focused specifically on defining family planning benefits packages that can 
be purchased through a UHC-oriented scheme; however, it would be remiss not to discuss 
demand generation as a key component of family planning from a public financing perspective, 
as this issue arose several times in the review. 

The concept of demand generation is not nearly as prevalent in the literature as that of a broad 
method mix; however, the results suggest it may be valuable as an additional component in a 
more comprehensive family planning package. With one exception [73], support for the 
inclusion of demand generation comes entirely from grey literature, represented by country-
level evidence in two regions―Africa and Europe/Central Asia[74, 75]. It is primarily cited by a 
range of technical assistance organizations as a component of successful past family planning 
programs. It appears, for example, in project reports from EngenderHealth, Abt Associates, 
UNFPA, Management Sciences for Health, and USAID [13, 23, 34, 63, 76-80]. In another 
example of note, Indonesia’s national family planning board, Badan Kependudukan dan 
Keluarga Berencana Nasional (BKKBN), conducted large-scale behavior change and 
communication campaigns to generate demand for family planning [81].  
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Using Delphi Methods to Inform the Definition of 

Family Planning Benefits Packages 

The results of the literature review highlighted significant gaps in the peer-reviewed and grey 
literature on the essential components of a family planning package. Although there was strong 
evidence that countries should, at a minimum, adopt a basic family planning package that 
consists of two essential components of family planning: (1) a broad method mix of 
contraceptives, including short-acting, long-acting, and permanent methods; and (2) effective 
counseling—there was no consensus on which specific services should be included. As a result, a 
one-day meeting was convened with family planning expert participation from various 
organizations. The goal of this meeting was to review findings of the literature review and 
engage in a structured discussion to inform the definition of the essential components of two 
family planning package variants―a basic and comprehensive family planning package―for 
purchase by UHC-oriented schemes. 

The Delphi method was the structured technique used in working with a panel of experts to 
capture their recommendations; it is designed to reflect the best judgment of an overall group 
without requiring complete agreement of all individuals. The process was conducted in two 
sessions, with a maximum of three Delphi rounds for each session (see flowchart in Annex 1). 
The first session focused on the services to be included in each family planning package variant 
(basic and comprehensive); it required three rounds of voting and discussion. The second 
session focused on determining the relevant service modes to deliver the agreed-upon services 
in the basic and comprehensive package; this session required only two rounds of voting and 
discussion. The sessions were conducted in a single group to allow the group to deliberate on 
participants’ views as one.  

In guiding the group through each round, the moderator focused on the main points of 
disagreement rather than the outliers or those points on which almost all participants agreed. 
The moderator used the first-round results to guide the discussion around the points of 
disagreement and encouraged participants to provide viewpoints or evidence either for or 
against each point. Although the meeting participants interacted face to face to discuss the 
relative merits of including each service and delivery mode, each expert’s specific 
recommendations remained anonymous, even to the facilitators, and were expressed only in 
summary statistics presented by the moderator. 

During the first session, participants selected counseling services, short-acting methods, long-
acting reversible methods, and permanent methods for inclusion in basic and comprehensive 
family planning packages. They suggested that pre-acceptance and follow-up counseling should 
be included as services in both basic and comprehensive family planning packages. There were 
differences in the recommendations provided for short-acting methods within the two package 
variants: injectables, oral contraceptives, male condoms, and emergency contraceptives were 
included in the basic package, whereas the comprehensive package also included female 
condoms and vaginal rings. Participants questioned the relevance of diaphragm inclusion by 
highlighting low diaphragm availability and usage in developing country contexts. Regarding 
LARCs, participants agreed that IUDs and implants should be included in both basic and 
comprehensive packages due to their differences in cost and access. For example, participants 
advocated for the inclusion of IUDs by citing their cost-effectiveness and the option for 
hormonal and non-hormonal IUDs. Participants also discussed the growing popularity of 
implants in developing country settings, as well as increased access for women due to the less 
invasive nature of the procedure. Last, for permanent methods, participants recommended 
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including female sterilization in the basic package, though some initial disagreement occurred 
regarding male sterilization. Participants highlighted that a rights-based approach to 
sterilization is critical and discussed whether long-acting reversible methods could be used in 
lieu of any permanent methods in the basic package. In light of the literature review’s findings to 
include a broad method mix incorporating methods from all categories, the group concluded 
that the basic package should include female sterilization only and the comprehensive package 
include both of the permanent methods. 

During the second session and based on the results of the first, participants voted on the service 
delivery modes and integration with other health services for the family planning services 
included in each package. For service delivery modes, the group considered four options: low-
skilled community or outreach, high-skilled community or outreach, PHC facilities, and referral 
facilities. Low-skilled community or outreach referred to health workers in the community with 
limited training and resources, perhaps working at a health post. High-skilled community or 
outreach included skilled health workers from primary facilities conducting outreach, as well as 
pharmacies. PHC facilities referred to both public and private clinics in the community staffed 
by medically trained personnel (not necessarily a doctor), and referral facilities included 
district-level hospitals up to national-level tertiary hospitals. For potential integration with 
other health services, the group reviewed four options based on those that came up frequently in 
the literature search: MCH services, post-abortion care, youth-friendly services, and HIV 
services. 

The participants strongly recommended that within a basic package, counseling services and 
short-acting methods should be delivered in both low-skilled and high-skilled community and 
outreach settings, as well as in PHC facilities. For referral facilities, participants discussed at 
length the cost-effectiveness of delivering counseling services and short-acting methods. Within 
a comprehensive package, they agreed that counseling services and short-acting methods should 
be offered at all levels of the health system. For long-acting reversible methods, participants 
suggested service delivery through high-skilled community and outreach settings, PHC facilities, 
and referral facilities for both basic and comprehensive packages. They broadly acknowledged 
that low-skilled community or outreach settings were inappropriate for service delivery of long-
acting reversible methods, though such methods should be provided at all other levels of the 
health system to the extent that task shifting makes possible. For permanent methods, 
participants agreed that female sterilization should be provided at PHC and referral facilities 
within a basic family planning package. Participants noted that PHC facilities are becoming 
better equipped to perform female sterilization services. They repeated their views on female 
sterilization within the comprehensive package and felt that male sterilization should be offered 
in referral facilities only. 

The group discussed family planning integration with other health services at a package level 
rather than individual family planning services; through these discussions, participants 
acknowledged that not all services may be appropriate for integration. Whereas counseling and 
short-acting methods could be integrated easily with other health services, long-acting 
reversible and permanent methods might be appropriate for integration only in settings where 
staff are trained to apply these methods and supplies and equipment are available. The group 
recommended that a basic package of family planning services be integrated with MCH services, 
and suggested integration of family planning with youth-friendly services and post-abortion care 
but not HIV services, as integration with HIV services could be beyond the scope of a basic 
package in countries with low transmission rates. For a comprehensive package, the group 
recommended integration of family planning services across all four types (MCH services, 
youth-friendly services, post-abortion care, and HIV services). 
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Proposed Family Planning Benefits Packages 

Based on the findings from the literature and expert opinion as recorded through the structured 
Delphi discussion sessions, Tables 4 and 5 summarize the basic and comprehensive family 
planning packages, respectively. In the short term, these findings will be used to inform further 
analysis, which includes working with two countries with established health insurance schemes 
to explore the cost and feasibility of including the basic or comprehensive family planning 
benefits package into their existing packages. Though the packages may need to be tailored to 
each country’s context, this analysis will benefit from the definition of services to be covered, the 
suggested service delivery modes, and the suggested health service integrations defined through 
this meeting because all these aspects have cost and feasibility implications the payer must 
consider. In the longer term, these packages will hopefully serve as a starting point for 
discussions in countries outside the scope of this activity. 

Table 4. Basic Family Planning Package 

Intervention Specific Method 

Service Delivery Modes 
Integration 

with Other 

Health 

Services 

Low-Skilled 

Community 

/Outreach 

High-

Skilled 

Community 

/Outreach 

Primary 

Healthcare 

Facilities 

Referral 

Facilities 

Counseling 

Pre-acceptance 

counseling on a full 

range of methods ✓ ✓ ✓  

MCH 

services, 

youth-

friendly 

services, 

post-

abortion 

care 

Follow-up 

counseling 

Short-acting 

methods 

Injectable 

contraceptives  

✓ ✓ ✓  
Oral contraceptives 

Male condoms 

Emergency 

contraceptives 

Long-acting 

reversible 

methods 

Contraceptive 

implants  ✓ ✓ ✓ 

IUDs 

Long-acting 

permanent 

methods 

Female 

sterilization  
  ✓ ✓ 
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Table 5. Comprehensive Family Planning Package 

Intervention Specific Method 

Service Delivery Modes Integration 

with Other 

Health 

Services 
Low-Skilled 

Community 

/Outreach 

High-

Skilled 

Community 

/Outreach 

Primary 

Healthcare 

Facilities 

Referral 

Facilities 

Counseling 

Pre-acceptance 

counseling on a 

full range of 

methods ✓ ✓ ✓ ✓ 

MCH 

services, 

youth-

friendly 

services, 

post-

abortion 

care, HIV 

services 

Follow-up 

counseling 

Short-acting 

methods 

Injectable 

contraceptives  

✓ ✓ ✓ ✓ 

Oral contraceptives 

Male condoms 

Emergency 

contraceptives 

Vaginal rings 

Female condoms 

Long-acting 

reversible 

methods 

Contraceptive 

implants  ✓ ✓ ✓ 

IUDs 

Long-acting 

permanent 

methods 

Female 

sterilization  
  ✓ ✓ 

Male sterilization    ✓ 
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Conclusion 

The results of the literature review highlighted a gap in both the peer-reviewed and grey 
literature on the essential components of a family planning package, and presented strong 
evidence that countries should, at a minimum, adopt a basic family planning package that 
consists of two essential components: (1) a broad method mix of contraceptives, including short-
acting, long-acting reversible, and permanent methods; and (2) effective counseling. The review 
presented additional evidence on the value of developing a more comprehensive family planning 
package by increasing the number of methods included in the broad method mix and other 
evidence for including demand generation.  

Expert opinion from the Delphi sessions suggested the specific types of services to be included in 
both basic and comprehensive family planning packages. The suggested basic package included 
pre-acceptance counseling on a full range of methods, follow-up counseling, short-acting 
methods (injectables, male condoms, emergency contraception, and oral contraceptives), long-
acting reversible methods (IUDs and implants), and permanent methods (female sterilization). 
The suggested comprehensive benefits package included pre-acceptance counseling on a full 
range of methods, follow-up counseling, short-acting methods (injectables, male condoms, 
emergency contraception, oral contraceptives, vaginal rings, and female condoms), long-acting 
reversible methods (IUDs and implants), and permanent methods (female and male 
sterilization). 

Although the literature review did not focus on service delivery modes, some substantial 
evidence on health service integration was discussed. The literature indicated moderate 
evidence for the integration of an essential or basic family planning package within MCH and 
PHC services, as this approach supports broad access to family planning services across the 
population, especially at times when unmet need is elevated. In line with a country’s needs and 
priorities, different family planning service delivery modes should be considered, specifically 
through integration with HIV services, post-abortion care, and youth-friendly services.  

Expert opinion from the Delphi sessions provided suggestions on the health services integration 
and service delivery modes for basic and comprehensive family planning packages. Experts 
suggested that for a basic package, counseling services and short-acting methods should be 
offered at low- and high-skilled community or outreach and PHC facilities. For a comprehensive 
package, experts also recommended including referral facilities as a service delivery mode. For 
both basic and comprehensive packages, experts thought that long-acting reversible methods 
should be offered at high-skilled community or outreach, PHC, and referral facilities. The 
experts suggested that female sterilization should be offered at PHC and referral facilities, and 
male sterilization at referral facilities only. Regarding health service integration, they suggested 
that a basic package should be integrated with MCH services and a comprehensive package 
would ideally be integrated across all health service avenues.  
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Annex 1. Modified Delphi Process to Determine 

Essential Services and Service Delivery Modes for a 

Basic and a Comprehensive Family Planning Package 

for UHC-Oriented Schemes  

 

 

 

Definition of problem: Identify key services and service delivery 

modes for an essential family planning package suitable for 

purchasing 

Convene expert 

panel 

First round:  

Reveal 

1. Participants write their recommendations, including short comments, and 

submit anonymously. 

2. Facilitators summarize the results in Excel and touch base with moderator 

on main points of agreement, disagreement, and outliers. 

3. Moderator shares results and selected comments with participants. 

There is no discussion of the results of the first round. 

Second round: 

Discuss 

1. Participants write their recommendations with no comments and submit 

anonymously. 

2. Facilitators summarize the results in Excel and touch base with moderator 

on main points of agreement, disagreement, and outliers. 

3. Moderator shares results with participants. 

4. Focusing on main points of disagreement (excluding outliers) to reach 

agreement, the moderator guides a discussion in which participants can 

argue a position. 

Third round: 

Establish Agreement 

 

1. Participants write final recommendations with no comments and submit 

anonymously. 

2. Facilitators summarize the results in Excel and touch base with moderator 

on points of agreement, disagreement, and outliers. 

3. Moderator shares results with participants. 

4. Moderator attempts to reach broad agreement by focusing the discussion 

on any remaining points of disagreement. There may be brief discussion if a 

key dissenting position is taken. If clear recommendations cannot be distilled, 

a modified result of “agreement with caveats” can be recorded. 
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Annex 2. Definitions of Listed Contraceptive Methods 

Contraceptive 

Method 
Definition Typical Effectiveness1 

Short-Acting Methods 

Male condoms Male condoms are sheaths that fit over a 

man’s erect penis. Male condoms work by 

forming a barrier that keeps sperm out of the 

vagina. 

Effectiveness depends on 

the user. 

18% 

Female condoms Female condoms are sheaths made of thin 

plastic film that fit loosely inside a woman’s 

vagina. Female condoms work by forming a 

barrier that keeps sperm out of the vagina, 

preventing pregnancy.  

Effectiveness depends on 

the user. 

21% 

Diaphragms A diaphragm is a soft latex (or plastic or 

silicone) cup that covers the cervix. 

Diaphragms work by blocking sperm from 

entering the cervix, which keeps sperm from 

meeting an egg. 

Effectiveness depends on 

the user. 

12% 

Sponges A vaginal sponge is made of plastic and 

contains spermicides. It works to keep sperm 

out of the vagina, preventing pregnancy. 

Effectiveness depends on 

the user. 

24% (parous women) 

12% (nulliparous women) 

Spermicides 

 

Spermicides are sperm-killing substances 

inserted near the cervix before sex. 

Spermicides work by causing the membrane of 

sperm cells to break, killing them or slowing 

their movement, keeping them from meeting 

an egg. 

Effectiveness depends on 

the user. 

28% 

Injectable 

contraceptives 

Injectables that contain two hormones—a 

progestin and an estrogen—and work primarily 

by preventing ovulation. 

Effectiveness depends on 

returning on time for 

injections. 

6% 

Combined oral 

contraceptives 

(COCs) 

Pills that contain low doses of two hormones—a 

progestin and an estrogen. COCs work primarily 

by preventing the release of eggs from the 

ovaries (ovulation). 

Effectiveness depends on 

the user. 

8% 

Progestin-only pills 

(POPs) 

Pills that contain very low doses of a progestin. 

POPs work primarily by thickening cervical 

mucus and disrupting the menstrual cycle, 

including preventing ovulation. 

Effectiveness depends on 

the user. 

9% 

Emergency 

contraceptive pills 

(ECPs) 

Pills that contain a progestin alone or a 

progestin and an estrogen together. ECPs work 

primarily by preventing or delaying ovulation. 

Effectiveness depends on 

the user. 

1.5% 

Combined vaginal 

ring 

A vaginal ring is a flexible ring placed in the 

vagina that continuously releases a progestin 

and an estrogen, which then are absorbed 

through the wall of the vagina directly into the 

bloodstream. Vaginal rings work primarily by 

preventing ovulation. 

Effectiveness depends on 

the user. 

9% 



Essential Components of Family Planning Benefits Packages 

26 

Contraceptive 

Method 
Definition Typical Effectiveness1 

Combined patch A combined patch is a small, thin square of 

flexible plastic worn on the skin. It continuously 

releases a progestin and an estrogen directly 

through the skin into the bloodstream. It works 

primarily by preventing ovulation. 

Effectiveness depends on 

the user.  

9% 

Long-Acting Reversible Methods 

Contraceptive 

implants 

Implants are small plastic rods or capsules that 

release a progestin. They work primarily by 

thickening cervical mucus and disrupting the 

menstrual cycle, including preventing ovulation. 

A specifically trained provider performs a minor 

surgical procedure to place the implants under 

the skin on the inside of a woman’s upper arm. 

One of the most effective 

and long-lasting methods. 

<1% 

Copper-bearing 

intrauterine 

contraceptive device 

(IUD) 

The IUD is a small, flexible plastic frame with 

copper sleeves/wire around it. It must be 

inserted into a woman’s uterus through her 

vagina and cervix by a specifically trained 

healthcare provider. IUDs work primarily by 

causing a chemical change that damages the 

sperm and egg before they meet.  

One of the most effective 

and long-lasting methods. 

<1% 

Levonorgestrel 

intrauterine device 

(LNG-IUD) 

The LNG-IUD is a T-shaped plastic device that 

steadily releases small amounts of 

levonorgestrel (a progestin) each day. A 

specifically trained healthcare provider inserts 

the LNG-IUD into a woman’s uterus through her 

vagina and cervix. The LNG-IUD works primarily 

by suppressing the growth of the lining of the 

uterus. 

One of the most effective 

and long-lasting methods. 

<1% 

Long-Acting Permanent Methods 

Female sterilization Female sterilization is permanent 

contraception for women who do not want 

more children. The two surgical approaches 

used most often are minilaparotomy and 

laparoscopy. Female sterilization works to 

prevent pregnancy by blocking or cutting the 

fallopian tubes; eggs released from the ovaries 

then cannot move down the tubes and meet 

sperm. 

One of the most effective 

methods but carries a small 

risk of failure. 

<1% 

Male sterilization  Male sterilization is permanent contraception 

for men who do not want more children. The 

surgical procedure involves cutting or blocking 

the vas deferens from each testicle, which 

prevents sperm from mixing with the semen 

that ejaculates from the penis. 

One of the most effective 

methods but carries a small 

risk of failure. 

<1% 

1 Indicates the number out of every 100 women who experienced an unintended pregnancy within the first year of typical 

use of each contraceptive method. 
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