Hans-Peter Kohler

Frederick J. Warren, Professor of Demagraphy,
Department of Sociology, and Research
Associate, Population Studies Center

University of Pennsylvania

Jean Patrick Alfred

Technical Advisor, Secretary of State for the Population
Ministry of Public Health and Population

Benefit-Cost Analysis

Costs and peneﬁts of .
Expanding Sexual Reproductive

Health Services
In Haiti

.w'/‘.
(C. COPENHAGEN

CONSENSUS
CENTER

IIHaiti_
Priorise

Un plan de développement alt







Costs and Benefits of Expanding Sexual
Reproductive Health Services in Haiti

Halti Priorise

Hans-Peter Kohler
Frederick J. Warren Professor of Demography, Department of Sociology, and Research Associate,

Population Studies Center
University of Pennsylvania

Working paper as of April 12, 2017.



© 2017 Copenhagen Consensus Center
info@copenhagenconsensus.com
Wwww.copenhagenconsensus.com

This work has been produced as a part of the Haiti Priorise project.

This project is undertaken with the financial support of the Government of Canada. The opinions and
interpretations in this publication are those of the author and do not necessarily reflect those of the
Government of Canada.

Canada

Some rights reserved

This work is available under the Creative Commons Attribution 4.0 International license (CC BY 4.0). Under
the Creative Commons Attribution license, you are free to copy, distribute, transmit, and adapt this work,
including for commercial purposes, under the following conditions:

Attribution
Please cite the work as follows: #AUTHOR NAME#, #PAPER TITLE#, Haiti Priorise, Copenhagen
Consensus Center, 2017. License: Creative Commons Attribution CC BY 4.0.

Third-party content

Copenhagen Consensus Center does not necessarily own each component of the content contained within
the work. If you wish to re-use a component of the work, it is your responsibility to determine whether
permission is needed for that re-use and to obtain permission from the copyright owner. Examples of
components can include, but are not limited to, tables, figures, or images.


mailto:info@copenhagenconsensus.com
http://www.copenhagenconsensus.com/
http://creativecommons.org/licenses/by/4.0/

POPULATION TRENDS IN HAITE ..ottt bbb e s bbb 3
MAKING FAMILY PLANNING AVAILABLE TO EVERYONE ..........o e 10
BENEFIT-COST CONSIDERATIONS FOR EXPANDING SEXUAL AND REPRODUCTIVE HEALTH SERVICES IN HAITI............... 15
O O 22



Background

Demographic trajectories are currently more diverse than in the middle and late 20th century.
Wealthy countries of Europe, Asia and the Americas face rapid population aging, while Africa and
some countries in Asia prepare for the largest cohort of young people the world has ever seen.
And many of the world’s poorest countries, particularly in sub-Saharan Africa, continue to face
premature mortality, high fertility and often unmet need for contraception.! In light of these de-
mographic transformations, the United Nations’ Report of the Global Thematic Consultation on
Population Dynamics (UNFPA, UNDESA, UN-HABITAT, IOM 2013) highlights three central aspects

of how population dynamics affect the Post-2015 Development Agenda:

1. Population dynamics are at the centre of the main development challenges of the 21st cen-
tury, and must therefore be addressed in the post-2015 development agenda.

2. Mega population trends -- population growth, population aging, migration and urbaniza-
tion -- present both important developmental challenges and opportunities that have direct
and indirect implications for social, economic and environmental development.

3. Demography is not destiny. Rights-based and gender-responsive policies can address and

harness population dynamics.

Agreeing with these broad implications of population change for human and economic develop-
ment, an earlier Copenhagen Consensus analysis for Population and Demography (Kohler and Beh-
rman 2014) highlighted the expansion of sexual and reproductive health services (“Make family
planning available to everyone”) as a high priority, including achieving universal access to sexual
and reproductive health (SRH) services by 2030, and eliminating unmet need for modern contra-
ception by 2040. Benefit-cost ratios for expanding sexual and reproductive services are likely to
very high, possibly larger than 90 in high-fertility countries in sub-Saharan Africa. In other contexts,
benefits-cost rations are likely to be lower because the demographic transition has already pro-
gressed further, but benefit-cost ratio are likely to remain very favorable. Estimates of the benefits
and costs of expanding sexual and reproductive health services in contemporary Haiti, discussed

in more detail below, suggest that the benefits substantially exceed the costs of investing in these



services (Table 1): benefit-cost ratios exceed 23 if the future is discounted at 3% p.a., and remain

above 17 if the future is discounted at 5% p.a.

Table 1: Benefit, costs and benefit-cost-ratios (BCRs) for expanding sexual reproductive health services in
Haiti

Quality of

Valuation of DALYs Intervention Discount Benefit Cost BCR )
Evidence

1 x GDP per capita Fully meet demand for 3% 543,593 23,638 23.00
modern contraceptive 5% 357,091 20,185 17.69 Moderate
methods 12% 105,585 12,905 8.18

3 x GDP per capita Fully meet demand for 3% 556,036 23,638 23.52
modern contraceptive 5% 364,157 20,185 18.04 Moderate
methods 12% 107,346 12,905 8.32

8 x GDP per capita Fully meet demand for 3% 587,145 23,638 24.84
modern contraceptive 5% 381,823 20,185 18.92 Moderate
methods 12% 111,747 12,905 8.66

Benefits and costs are in million Gourdes

While our analyses focuses on “population quantity,” we emphasize that that “population quality”
(or human capital), including aspects such as health and education, is an important further aspect
of population dynamics that is essential for addressing the challenges of future population
changes, for promoting gender equality and human rights, and for realizing the benefits of popu-
lation dynamics for social, economic and environmental development. Population quality there-
fore needs to be seen as an inherent component of population dynamics, and in some areas -- for
instance policies addressing population aging -- population quality-related policies to increase life-
long learning and adaptability and to mitigate impacts of chronic diseases are primary policies.
Because aspects of population quality are discussed in other Copenhagen Consensus papers, the
discussion here focuses primarily on population quantity, including specifically aspects such pop-

ulation growth and population age structure.



Population trends in Haiti

Haiti, with a current population of 10.8 million persons, is an important example for illustrating
the Copenhagen Consensus Center’s assessment of high-priority policy areas in the area of de-
mography and population dynamics.? Haiti is the poorest country in the Latin America and Carib-
bean (LAC) region, with nearly 80 percent of the population living on less than USS2 per day, and
54 percent living on less than USS1 per day. Population density is approximately 390 people per
square kilometer, and the population is concentrated most heavily in urban areas (52%) as well as

in coastal plains and valleys.

Haiti’s demographic, economic and social developments during the last 50 years have been af-
fected by extreme political instability, rampant violence, and high levels of gender-based discrim-
ination, all of which had important implications for the country’s ability to meet the health and
family planning needs of the population (Bertrand et al. 2015; Ward et al. 2015). Haiti has also
been immensely affected by ecological degradation in the countryside and vulnerability to national
disasters, including earthquakes, hurricanes and flooding. The devastating earthquake of 2010, for
example, killed approximately 250,000 people, injured 300,000 and left at least one million home-
less. This earthquake was a recent watershed event that has had a major effect on Haiti’s current
situation (Kent 2010), including for reproductive health. Analyses of the earthquakes conse-
guences, for instance, have shown that exposure to the earthquake reduced use of injectables --
the most widely used modern contraceptive method in Haiti -- and increased current pregnancy
and current unwanted pregnancy because the earthquake significantly increased women’s unmet
need for family planning, reduced their access to condoms, and possibly also affected their ability

to negotiate condom use in their partnerships (Behrman and Weitzman 2016).

A recent report reviewing the achievements of 50 years of family planning in Haiti (Ward
et al. 2015) outlines some of the enormous remaining challenges: Haiti’s total fertility rate (TFR)
remains the highest in the Latin America and Caribbean region, despite having decreased from 4.8
in 1994 to below 3 in 2015 (based on 2015 UN World Population Prospects; the 2012 DHS survey

estimated a TFR of 3.5). As in other contexts, there is a strong gradient by schooling: women with



higher education (secondary education and above) have an average of 2.6 children compared with
5.4 children for those who have less than a secondary education; a similar gradient exists with
respect to household wealth; women in the lowest wealth quintile have almost three times as
many children (5.7) as women in the highest wealth quintile (1.9). While Haiti’s modern contra-
ceptive prevalence rate (MCPR) has increased substantially from 13.2 percent in 1994 to 31.3 per-
centin 2012, it remains the lowest in the LAC region. Unmet need for family planning thus remains
at one of the highest levels in the world, with more than 35% being classified as having unmet
need for family planning: 20% have a need for limiting births, and 16% for spacing births. Supply
issues, socio-economic factors, and socio-cultural issues around fertility and childbearing have all
been shown to contribute to this persistent elevated levels of unmet need. These high levels of
unmet need, along with widespread poverty and continued lack of access to education and health
care, have contributed to a high infant mortality rate of 59 deaths/1,000 live births. While this IMR
reflects a significant improvement during the last decade, having declined from 79 per 1,000 births
in 2007, it is more than three times the level prevailing in the LAC area overall and closely resem-
bles the level prevailing in sub-Saharan Africa. Haiti’s under-5 mortality rate is 88 deaths per 1,000

live births, and the estimated maternal mortality ratio (MMR) is 380 deaths/100,000 live births.



Figure 1: Population pyramid for Haiti, 2015 and 2050
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Yet fertility and the demand for family planning are rapidly changing, especially among young
women. For example, adolescent fertility has declined from 86/1000 births in 2000 to 66/1000
births in 2012, along with a significant threefold increase in the utilization of modern contracep-
tion among women 15—19 in union, from 7.1 percent in 2000 to 24.0 percent in 2012. Because
of shifting fertility preferences, however, this increase in CPR has had little effect on unmet need
among this age group, which has remained unchanged at more than 55% between the 2000 and
2012 DHS surveys. This persistence of high unmet need despite large increases in contraceptive
use suggests that family-size desires have been shifting, while knowledge of methods and access

to contraceptive methods have not kept pace.

Figure 1 shows Haiti’s current and projected 2050 population pyramids, and Figure 2 shows the
total population growth compared to both the Caribbean and combined Caribbean and Latin
American regions global and South-Eastern Asia’s population growth,® and the trend in Haiti’s total
fertility rate (TFR, a measure of the total number of children born to a woman during her life-time).

Haiti’s total, young and old-age dependency ratios are plotted in Figure 3.



As many other countries in the region, the next decades will bring about a transformation of Haiti’s
population with important implications for human and economic development. Life expectancy is
likely to continue its fairly rapid increase: from 50.8 in 1980, to currently 63.1, and a predicted
71.3 by 2050. The population age structure will shift from a still relatively young population pyra-
mid to one that is characterized by moderate population aging, with the share of the population
above age 65 increasing from currently 4.6% to 10%, while the share of the population below age
15 will decrease from 34% to 23%. But clearly, even by 2050, Haiti will not yet have an “old” pop-
ulation age structure such as those that are expected by 2050 for many developed countries or
several Latin American countries that are predicted to age rapidly and significantly in the next

decades.



Figure 2: Population growth and total fertility rate (TFR) for Haiti 1980—2050
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Notes: Full lines: UN medium variant; dashed lines: UN constant fertility variant with Haiti’s TFR remaining at 3.13 until 2050



Figure 3: Total, old-age and young-age dependency ratio for Haiti, 1990-2050
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Population growth will slow; having peaked near 2.3—2.4% per year when Haiti’s population was
around 6 million in the late 1980s, it is currently estimated to be around 1.25% and it is projected
to decline to below 0.5% by 2050 when the population is expected to exceed 14 million. By then,
Haiti will have added an extra 30% to its current population, which, in relative terms, is about equal
to the world population growth between now and 2050, but significantly more than the popula-
tion growth in the Caribbean or LAC region in the same time period. An important factor contrib-
uting to this slowing of population growth is the decline in the TFR, which dropped from 5.5 in
1970 to about 3 in 2015, a drop of about 2.5 children per woman (based on 2015 UN World Pop-
ulation Prospects; the 2012 DHS survey estimated a TFR of 3.5). At the same time, investments in
children increased, as is illustrated by an increase in the literacy rate of young women (aged 15—
24) from about 50% in the early 1980s to 70—80% in recent years (World Bank 2017). While the
UN Population prospects predict a further decline of the TFR to below replacement level by 2050,

the current high levels of unmet need and poor reproductive health outcomes indicate that



achieving this trajectory of continued decline in the TFR continues to require significant invest-
ments in sexual and reproductive health services and family planning. If TFR were to stabilize at its
current level around 3 children per women, future population would be significantly more rapid
and the 2050 population would grow to more than 17 million, as compared to 14.1 million under

the assumption of continued TFR decline (Figure 2)

These broad trends in population dynamics place in the top-center cell of the taxonomy of popu-
lation quantity and quality in Figure 4: while Haiti has progressed substantially in the fertility tran-
sition, and population growth has thus peaked 2—3 decades ago, it still has relatively-high levels
of human capital and lacks behind other countries in Latin America and the Caribbean with regard

to fertility declines, health improvements and human capital increases.

Figure 4: Taxonomy of population quantity and quality: looking forward from 2016
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Adapted from: Behrman and Kohler (2014).

The current and future challenge for Haiti is to reap the benefits of the demographic dividend
(Bloom et al. 2002), that is, the process by which a favorable age structure with a large fraction of
the population in working ages can facilitate rapid economic development. Whether Haiti can do
so effectively will depend on both population dynamics and changes in population quality during

the next decades.



Making family planning available to everyone

Haiti’s experience is exemplary for understanding the importance of sustained investments in sex-
ual and reproductive health (SRH) services. On the one hand, Haiti is widely credited for having
had a successful family planning program that helped facilitate the decline of fertility during the
1970s and 1980s (Figure 2). This family program begun in the 1960s with strong private and public
sector support for a national family planning program that is integrated in the nations community
health program (Ward et al. 2015). How much of Haiti’s past fertility decline can be directly at-
tributed to this program remains controversial, as is the case on this topic in other countries as

well, but its key role in facilitating Haiti’s path towards lower fertility is widely acknowledged.

Yet, the political instability and violence in the 1980s brought about a reversal of this commitment
to family planning; the National Family Planning Council was dissolved, the public-section family
planning outreach project was terminated, and support for many sexual and reproductive health
services shifted to international organizations. In addition, in the early 1980s, the first cases of HIV
infection were diagnosed in Haiti, and by the late 1980s HIV/AIDS-related funding had outstripped
family planning funding as the government and its NGO partners struggled to contain the rapidly-
growing epidemic (Ward et al. 2015). While improvements have occurred more recently, Haiti’s
repeated political upheavals, continuing economic weakness in the decade of the 2000s continued
to affect efforts to improve the health and lives of the Haitian people in general and reproductive
health and family planning in particular. As a result, Haiti could not match the consolidation in
population health and progress in sexual and reproductive health services that occurred during

the 2000s in other LAC countries.

The 2010 earthquake and its aftermath provided a watershed moment, as Haiti’s already fragile
infrastructure and health system were severely impacted by the massive quake that struck in Jan-
uary 2010. More than 250,000 persons were killed, and more than 1 million were internally dis-
placed. Destruction included the Ministry of Health, the national midwife school and nursing col-

lege, and half of all public-sector health facilities, rending them severely and often completely
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unusable. In addition, many medical providers and health administrators were killed, including 14

percent of Ministry of Health employees (Roberts 2010).

In addition to the general challenges of maintaining the provision of health services after the dis-
aster, providing key sexual and reproductive health (SRH) and family planning services to displaced
people living in internally displaced persons (IDP) camps was a major challenge. While Family plan-
ning is frequently ignored during the aftermath of disasters, however, this was not the case Haiti;
USAID-supported organizations and the IPPF member associations were providing family planning
services within days of the quake, and a coordinated effort by international organizations worked
to ensure ongoing provision of family planning services despite the prevailing challenges (Ward

et al. 2015).

Yet, despite these efforts, there is evidence based on comparisons of the 2005 and 2012 DHS
surveys that the earthquake had significant direct and indirect negative consequences on repro-
ductive health. Specifically, Behrman and Weitzman (2016) show that exposure greater earth-
quake intensity had a negative effect on use of injectables, the most widely used modern contra-
ceptive method in Haiti, and a positive effect on current pregnancy and current unwanted preg-
nancy. While some aspects of reproductive health -- such as overall use of modern contraception
-- continued to improve during the broader period around the 2010 earthquake, this hides im-
portant heterogeneity. These increases in contraceptive use could reflect upward trends in mod-
ern contraceptive use that were occurring prior to the earthquake or they could be due to the

large presence of NGOs following the earthquake.

The pathways through which the earthquake affected reproductive health were often indirect.
Behrman and Weitzman (2016) show that reduced access to contraception and family planning
services likely played a role in the decreased use of injectables and other modern methods follow-
ing the earthquake. However, heightened exposure to the earthquake also increased unmet need
for contraception and significantly decreased knowledge about where to obtain condoms. The

earthquake also had negative effects on partnership dynamics related to women’s ability to nego-
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tiate condom use, highlighting the importance of promoting the use of long-acting reversible con-
traceptive methods that women can control independently of their partners. There is no evidence,
however, that the earthquake affected fertility preferences in a way that would be consistent with
observed pregnancy increases. Overall, the analyses in Behrman and Weitzman (2016) thus sug-
gest that the post-earthquake fertility increase and reduction in contraceptive use in Haiti was
more likely attributable to related decreases in contraceptive availability and in women’s ability to

negotiate condom use or contraceptive use.

In response to the above trends, Haiti is reviving its family planning program and is trying to lever-
age the cooperation of international organizations. The recent report on 50 years of family plan-
ning in Haiti summarizes the perspective for next decades as follows: “Much remains to be done
in reproductive health and family planning. The unmet need of 35.3 percent for all women and 56.6
percent for adolescents in union reported in the 2012 DHS is evidence of a profound need for ex-
panded [family planning] services. Qualitative studies with women indicate that accessing afford-
able contraceptives and general healthcare remain a major concern for many” (Ward et al. 2015).
Efforts towards alleviating these concerns for instance include a 2013 policy stating that the pro-
vision of free family planning services is required in all health institutions, including workplace
infirmaries. In addition, health providers are required to encourage women with more than two
or three children to consider a long-acting contraceptive method, and various family planning ed-
ucation and media programs have been devised and implemented. The National Strategic Plan for
Reproductive Health and Family Planning for 2013—16 has also integrated family planning as a

central component in achieving two objectives.

e Reduce, by 2016, the maternal mortality ratio (to 400 per 100,000 live births) and neonatal
mortality rate (to 20 per 1,000 live births) by offering basic obstetric and neonatal services
to approximately 2.6 million women of reproductive age, especially the 250,000 to 300,000
pregnant women of whom 30,000 suffer from obstetric complications and who would ben-

efit from appropriate care and supervision by qualified personnel.
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e Offer integrated reproductive health services provided by qualified personnel, including
information and advice on family planning issues, prevention of maternal-child HIV trans-
mission, treatment for gender-based violence against women and girls, all of which is to

be undertaken with gender and cultural sensitivity.

Haiti is thus hoping to revive some of its past success, both in terms of reducing fertility but also
in terms of creating the individual, social and economic benefits that would arguable stem from
improved sexual and reproductive health, including reductions in maternal mortality, infant and
child mortality and morbidity, increased levels of human capital, improved sexual health (particu-
larly also with respect to HIV), and possibly contributions towards broader economic development
aims. This paper provides some evidence as to whether such efforts are likely to be effective, and
what are the likely benefit-cost ratios one could possibly hope to attain with such investments in

family planning programs in Haiti.

It would be wrong to evaluate family planning programs primarily with respect to population
growth. Broader human-rights-based and gender-responsive perspectives are required. The UN
Secretary General, for example, highlighted that “protecting and fulfilling the human rights of
young people and investing in their quality education, effective livelihood skills, access to sexual
and reproductive health services and information, including comprehensive sexuality education, as
well as employment opportunities, are necessary for the development of their resilience and create
the conditions under which they can achieve their full potential” (UNFPA 2014). Expanding access
to family planning is an important component of such a broad human-rights-based and gender-
responsive policy agenda. Specifically, a recent literature emphasized that family planning pro-
grams -- besides reducing fertility and, related, maternal and child mortality -- are likely to result
in higher levels of female education, improvements in women’s general health, increases in female
labor force participation and earnings, increased child health (up and beyond the effect on reduc-
ing child mortality) and increased child human capital (Kohler 2013; Miller and Babiarz 2016). In
context like Haiti, where fertility has already declined substantially from its peak, these benefits in
terms of children’s and women’s well-being are likely to be dominant ones. Somewhat less im-

portant are the effect on population growth, but over the long term, the potential contributions
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towards a demographic dividend can nevertheless importantly contribute to the benefits from

continued investments in sexual and productive health services.

Our prior analyses for the Copenhagen Consensus project suggest benefit-cost ratios (BCRs) in
excess of 90 for family planning programs in high fertility countries, about one third of which can
be attributed to reduced infant and maternal mortality and two thirds to increased income growth
resulting from the demographic dividend. Most of these high-fertility countries to which this esti-
mate applies are located in sub-Saharan Africa, and while unmet need is not necessarily higher
than in Haiti, these countries often have higher levels of maternal and infant mortality and expe-

rience much more rapid population growth than Haiti.

In high fertility countries, these high BCRs occur because reduced population growth as a result of
expanded family planning programs can importantly help countries to benefit from the demo-
graphic dividend. But in terms of age structure, Haiti -- along with other countries in the region --
is already relatively well-positioned (Figures 1 and 3), and is poised to benefit further from a de-
clining total dependency ratio (and thus increasing the share of the population in working ages) if
its fertility trends follow the trajectory assumed under the UN median forecast (Figure 2). Yet, one
should not necessarily take the unfolding of the trajectory assumed under the UN medium fertility
projection for granted, and if fertility levels were to remain constant at around 3 children per
women, these potential benefits from a demographic dividend would be substantially reduced
(dotted lines in Figure 3). Sustained and possibly even expanded investments in sexual and repro-
ductive health services will be required, and family planning will have to be integrated as part of
the broader health and development agenda for Haiti. One should also not be mistaken about the
magnitude of these aggregate demographic dividend effects in terms of closing substantial the
income gap between the least developed countries and other developing or even developed coun-
tries. While these aggregate effects of family planning programs are likely to contribute substan-
tially and favorably to the benefit-cost ratio of family planning programs, the aggregate effects are
too small for these programs to significantly reduce global income inequalities or to provide a

substitute for other development policies. More likely, a convincing case can be made for integrat-
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ing family planning programs with other development policies, including those that target repro-
ductive-health concerns such as HIV/AIDS or other infectious diseases (including specifically also
those reducing infant/child mortality) and/or development policies that would help create the in-
stitutional environment to capture the demographic dividend from reduced population growth

and changes in the population age structure that are likely to occur in the next decades.

Benefit-cost considerations for expanding sexual and reproductive health
services in Haiti

Research in the last two decades has substantially strengthened the case for family planning pro-
grams -- documenting for example significant effects of these programs towards reducing fertility,
increasing female (mother’s) education, improving women’s general health and longer-term sur-
vival, increases in female labor force participation and earnings, increased child health and in-
creased child human capital (Bongaarts 2016; Ezeh et al. 2012; Kohler 2013; Miller and
Babiarz 2016). Nevertheless, the attempt to obtain reasonably reliable estimates of the benefits,
costs and benefit-cost ratios of these programs remains very challenging given a plethora of esti-
mation problems, a limited knowledge of program costs, and an even more difficult task of as-
sessing the micro- and macro-level benefits of these programs. And, of course, in the implemen-
tation of family planning programs many questions related the optimal design of such programs
are important (Mwaikambo et al. 2011; Population Council 2012; Prata 2009), including the ap-
propriate integration of family planning programs with other health interventions, the adjustment
to specific local contexts, the potential needs for health-systems strengthening, and the combina-
tion of family planning programs with information campaigns, behavioral change communication

and interpersonal counseling.

The benefits of expanded sexual and reproductive health services considered as part of our anal-

yses are based on the following considerations:

First, benefits that result from the fact that family planning programs may reduce expenditures on
social programs as a result of a less rapidly growing size of birth cohorts, with savings including a

reduced need for expanding the school system, providing education, implementing immunization
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programs or providing health care for children. However, these savings may potentially be mis-
leading as in terms of reductions in social costs if family planning programs also result -- as is sug-
gested by much of the recent literature -- in shifts in the demand for child quality (including for
instance child health and schooling) and increases in female education. Because the net effect is
unclear, we do not consider these benefits in our benefit-cost calculations. Expansions in sexual
reproductive health service are also likely to make important contributions towards reducing sex-
ual transmitted infections, and in particular, help stem the HIV/AIDS epidemic in countries like
Haiti. However, these benefits of family planning programs beyond the scope of these analyses,

and are considered as part of Copenhagen Consensus analyses that focus on HIV/AIDS.

Second, benefits of family planning programs occur because reduced fertility, increased child spac-
ing and possible reductions in unwanted fertility are likely to reduce both infant and maternal
mortality, importantly be increasing birth spacing and reducing births that are at high risks of ad-
verse child and/or maternal health outcomes (for a detailed review, see Kohler 2013). Some cau-
tion, however, is necessary in assessing these benefits as it is often difficult to disentangle the
extent these changes in child and maternal mortality and health reflect the causal impact of ex-

panding family planning programs on child/maternal mortality.

Third, our analyses have emphasized that family planning programs -- in addition to reducing fer-
tility and, related, maternal and child mortality -- are likely to result in higher levels of female ed-
ucation, improvements in women’s general health, increases in female labor force participation
and earnings, increased child health (up and beyond the effect on reducing child mortality) and
increased child human capital. Several of these factors will affect economic growth, and will there-
fore be considered as part of the benefits considered below. And while these consequences are
likely to be desirable from a policy perspective up and beyond their contributions to economic
growth, we will not consider these additional life-cycle, distributional and intergenerational bene-
fits of family planning program due to the difficulties in evaluating them within the framework of

this paper.
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Fourth, and finally, benefits of large-scale family planning programs may result from changes in
population dynamics, and in particular, from reductions in population growth rates, increases in
the proportion of the population at working ages, and increases in levels of human capital and
female labor force participation that result from reduced fertility over the next decades. It is im-
portant to emphasize that these aggregate effects of family planning programs -- as of many other
health interventions (Bleakley 2010) -- are likely to be small in light of the vast differences in in-
come levels among less developed countries, or between the least developed and more developed
countries. Several recent studies suggest that suggests that reductions in population growth rates
by 1 percentage point in current high fertility countries may result in increases of the growth rate
of per capita GDP by approximately 1 percentage point (Ashraf etal. 2013;Karra
et al. 2017; Kohler 2013). This effect of reduced population growth on economic development is
about twice as large as the effect that was suggested in the National Research Council (1986) re-
port on Population Growth and Economic Development. Given the uncertainty in the underlying
models, the still limited knowledge about population—development interactions, and the limita-
tions of existing empirical estimates, all of which have been subject to a long and at times heated
discussion, this finding is hardly more than a rule of thumb or back-of-the-envelope calculation.
Nevertheless, if this estimate that reductions in population growth rates by 1 percentage point in
current high fertility countries may result in increases of the growth rate of per capita GDP by
approximately 1 percentage point is broadly accurate, it would suggest substantial benefit-cost
ratios for family planning programs as this modest increases in economic growth are sustained
over long periods. A convincing case can thus be made for integrating family planning programs
with other development policies (Behrman and Kohler 2014), including those that target repro-
ductive-health concerns such as HIV/AIDS or other infectious diseases (specifically also those re-
ducing infant/child mortality) and/or development policies that would help create the institutional
environment to capture the demographic dividend from reduced population growth and changes

in the population age structure that are likely to occur in the next decades.

Specifically, our estimation of the benefit-cost ratios in Table 1 are based on the following assump-

tions:
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Unmet need for family planning in Haiti is estimated at 35% (Haiti DHS 2013)

In the absence of country-specific estimates, the costs of meeting current unmet need for
family planning are obtained from Table 2.1 in Singh et al. (2014) Adding It Up: The Costs
and Benefits of Investing in Family Planning and Maternal and Newborn Health, which pro-
vides a comprehensive model-based assessment of the total costs of expanding family
planning services. The analyses suggest that expanding sexual and reproductive health ser-
vices to meet 100% of unmet in developing countries need requires expenditures of
USS$9.1 billion per year, as compared to currently USS4.1 billion. This yields an annual cost
of US$23.60 per woman with an unmet family planning need.

Multiplying with the number of women with unmet need in Haiti provides an annual cost
of 1,543 million Gourdes for covering unmet family planning need in Haiti. Costs in future
years depend on changes in fertility desires and thus demand for family planning, changes
in the population size and age structure, and changes in marriage and human capital levels.
These factors interact, and in the absence of detailed estimates of unmet family planning
need in Haiti, we assume that the same expenditures are devoted for a 20-year period to
meet unmet family planning need during 2016—35.

The infant mortality and maternal mortality benefits from meeting the unmet need for
family planning were derived through two alternative calculations, both yielding relatively
similar BCRs. The first method is used for the calculations in Table 1.

1. Infant mortality and maternal mortality benefits from meeting the unmet need for
family planning are derived by assuming that expanded sexual and reproductive
health services primarily affect birth spacing, and through longer birth spacing, af-
fects under-five mortality. Maternal mortality is reduced because of fewer births
and abortions. The effect of increased birth spacing on under-5 mortality is ob-
tained via the observed gradient in under-5 mortality in the 2012 Haiti DHS (e.g.,
under-5 mortality is 145 per 1000 live births for children born within less than 2
years of the previous child, as compared to 102 per 1000 live births for children
born within 2 years of the prior birth). It is assumed that women who express a

need for family planning for birth-spacing reasons would delay fertility, thereby

18



benefiting from reduced under-5 mortality rates. Unmet need would also reduce
fertility because women who express a need for family planning to stop childbear-
ing would not have additional children. Reduced under-5 mortality among children
who are delayed is included in the benefits for the BCR calculations in Table 1, while
under-5 mortality that results from fewer births are not considered.
2. Asarobustness test for the above calculations, which are used for the BCRs in Table
1, we also obtained the infant mortality and maternal mortality benefits from meet-
ing the unmet need for family planning based on assessments in Singh et al. (2014)
about the benefits and costs of expanding sexual and reproductive health services.
These calculations are not specific to Haiti and pertain to less-developed countries
overall (UN Population Division 2015, as define by). The advantage of these calcu-
lations is that they are based on an integrated methodology that relates contracep-
tive use to both fertility and mortality outcomes, reflects the prevailing contracep-
tive method-mix, and uses cause-of-death information to estimate the effects of
expanding family planning on infant and maternal mortality. The analyses in Singh
et al. (2014) suggest that satisfying the family planning need for one woman with
unmet need averts 0.0022 child and 0.00031 maternal death, on average, in less-
developed countries. Assuming these rates pertain to Haiti, which is a plausible as-
sumption in light of the prevailing population and health trends in Haiti and less-
developed countries overall, the corresponding DALYs and monetary evaluation of
these benefits are calculated based on the Copenhagen Consensus guidelines. Ben-
efits are assumed to remain constant during 2016—35. The resulting BCRs are re-
ported in the Appendix Table A.1.
The demographic-dividend-related benefits from expanding sexual and reproductive
health services are inherently difficult to assess. Several recent analyses have investigated
the relationship between unmet need and the total fertility level (e.g., Casterline and El-
Zeini 2014; Garrido and Quiroga 2016), indicating a strong correlation between reducing

unmet need and declining fertility. Yet, these estimates are unlikely to reflect the causal
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relationship. In our analyses we make the somewhat conservative assumption that meet-
ing unmet family planning need in Haiti would reduce fertility (TFR) by about .5, that is, to
an extent reflecting the difference between the medium and low fertility forecast (or be-
tween the high and medium forecast) in the UN World Population Prospect projection for
Haiti. Under this assumption, population growth during the next 50 years in Haiti would be
reduced by .5 percentage points during the next 20 years. Because Haiti fertility has de-
clined significantly as compared to the countries for which detailed analyses of demo-
graphic dividends have been obtained (Ashraf et al. 2013; Karra et al. 2017), we assume
that the effect of reduced population growth on the demographic dividend will be less
prominent than in higher-fertility countries. Our analyses are based on the assumption that
satisfying unmet need for family planning in Haiti would increase per capita economic
growth by .25 percentage points as compared to the baseline assumption, with the addi-
tional growth being due to the acceleration of the change in the population age structure
and faster behavioral responses to reduced fertility that would otherwise occur.

Our estimates suggest that the benefits substantially of expanding sexual reproductive
health services in Haiti substantially exceed the costs of investing in these services (Table
1): benefit-cost ratios exceed 23 if the future is discounted at 3% p.a., and remain above
17 if the future is discounted at 5% p.a. These benefit-cost-ratios would be reduced, but
remain >> 1, even if the benefits operating through the demographic dividend mechanism
are ignored.

Some additional benefits not considered as part of our calculations, such as contributions
to reducing HIV infections, would tend to further increase the benefits and benefit-cost
ratios of investing in sexual and reproductive health.

While the evidence on the positive benefits through multiple pathways and mechanisms
resulting from the expansion of family planning and related sexual and reproductive health
services has significantly strengthened in recent vyears (Kohler 2013; Miller and
Babiarz 2016), the specific calculations underlying the BCRs in Table 1 rely on strong as-
sumptions as Haiti or related context-specific evidence is often absent. Also, while several

studies have documented causal contributions of improved sexual and reproductive health
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services on child and maternal health outcomes, the specific assumptions made in the cal-
culations above are based on observational studies and may not necessarily reflect causal
relationships. Overall, the evidence for the calculations in Table 1 should therefore be con-

sidered to be, at best, of moderate quality.
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Notes

1 Unmet need is a concept used by demographers to measure the number or proportion of women who are fecund
and sexually active, but are not using any method of contraception despite the fact that they report not wanting any

more children or wanting to delay the next child.

2 Population trends, fertility and family planning indicators reported in this section are obtained from UN Population

Division (2015) and Ward et al. (2015).

3 The Caribbean region includes Anguilla, Antigua and Barbuda, Aruba, Bahamas, Barbados, British Virgin Islands,
Caribbean Netherlands, Cayman Islands, Cuba, Curacao, Dominica Dominican Republic, Grenada, Guadeloupe, Haiti,
Jamaica, Martinique, Montserrat, Puerto Rico, Saint Kitts and Nevis, Saint Lucia, Saint Vincent and the Grenadines,
Sint Maarten (Dutch part), Trinidad and Tobago, Turks and Caicos Islands, and the United States Virgin Islands. Latin
America includes Belize, Costa Rica, El Salvador, Guatemala, Honduras, Mexico, Nicaragua, Panama, South America,
Argentina, Bolivia, Brazil, Chile, Colombia, Ecuador, Falkland Islands, French Guiana, Guyana, Paraguay, Peru, Suri-

name, Uruguay, and Venezuela.
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Introduction

Haiti currently has a population of 10.8 million people, 76% of which live on less than 2 US
dollars (USD) per day, and 54% of which live on less than 1 USD per day. The country’s
demographic, economic and social development in the last thirty years has been affected by
extreme political instability, which has allowed a diverse set of religious groups to step in.

The earthquake on January 12, 2010 caused more than 300,000 deaths, but it did not ease the
demographic weight of the country. Analyses on the aftermath of the earthquake, for example,
have shown that exposure to the earthquake caused a reduction in the use of injectables — the
most widespread contraception method in Haiti — and increased pregnancies as well as the
number of unwanted pregnancies. This is because the earthquake significantly increased the
unmet needs of women in terms of family planning, reduced access to condoms, and may have
also affected their ability to negotiate the use of condoms in their relationships (Behrman et
Weitzman, 2016). There was a recent report on the results of 50 years of family planning in Haiti
(Ward et al., 2015).

The problem

With the population explosion, family planning has been the ideal field in which to test, study
and evaluate social marketing. In the 2012 Haiti Mortality, Morbidity, and Service Utilization
Survey (EMMUS-V), the data reveals that a little less than one out of three women (35%)
reported using a contraception method. Of these, 31% reported using a modern method and 3%
reported using a traditional method. The female condom (82%), male sterilization (44%), the IUD
(35%) and especially the morning after pill (19%) are the least known.

In terms of traditional methods, a smaller proportion of women reported having heard about
them than modern methods (89% vs. 100%). The withdrawal method is the most well known
(83%), followed by the rhythm method (69%).

The modern methods most used by women in relationships are, in descending order: injectables,
condoms, the pill, female sterilization, and implants. Withdrawal is the most used traditional
method.

A brief analysis of the target demographic seems to indicate that taboos, religion, and the side
effects of modern methods would allow for the promotion of natural methods with proven
efficiency and which would meet the needs of the target group.

Despite the high level of knowledge about modern contraception in Haiti (99.8%), its use
remains relatively low. The prevalence of modern contraception use amongst women has only
increased from 22% in 2000 to 31% in 2012. This shows that Haiti is lagging in terms of average



rate of use of modern contraception in comparison to Latin America and the Caribbean (67%).
The theory is that for a large part of the population, this is because of their beliefs.

Thus it would be interesting, given the importance of churches in Haitian society, to launch a
social marketing campaign promoting « cycle beads », a natural family planning method. This
method would be in line with the churches” mission, and be useful to those of the targeted
group whose religious beliefs prevent from using modern family planning techniques and for
whom the fertility rate is quite high.

Thus we propose to increase the number of people in relationships that use the Standard Days
Method (SDS) for family planning. With the goal of arriving at a point where 15% of people in
relationships use the SDS, we propose to build awareness and train 80% of religious leaders on
the method, and to also ensure that 100% of contractors propose this method to their clients.

What factors explain the current situation? What are the facts?

The level of knowledge of users of contraceptive methods was very high (100%) no matter the
category of women. In terms of knowledge rates by specific method, we noticed that women
cited traditional methods less frequently than they did modern methods (83% vs. 100%). The
better known of the three traditional methods remains withdrawal (76%), followed by periodic
abstinence (64%). Popular methods were only cited by 16% of women. Regardless of
sociodemographic characteristics, over 99% of women in relationships know at least one modern
method of contraception (Source: EMMUS 4).

The finding is that, despite women’s high level of knowledge about contraception methods,
particularly traditional methods, their use remains relatively low — only 3% of women use a
traditional method.

Factors explaining the current situation

Men’s involvement in reproductive health is low in Haiti, which contributes to the limited use of
traditional contraceptive methods.

Religious beliefs, religious interdicts, prejudices and taboos linked to contraception methods
seem to be inescapable barriers to more widespread use. When religious leaders forbid family
planning, they often forget to say that they accept traditional methods or to promote these
methods. And so this is where the opportunity lays — by acting on this fact, we can increase the
number of women who use family planning and reduce fertility rates.

Existing national programs tend not to make traditional methods available and contractors
generally do not promote them.



But it’s important to understand that traditional methods are demanding and their improper use
is linked to high pregnancy rates. Opponents of traditional methods sometimes use this in order
to discourage their use. Natural methods require a learning period to plan your sex life around
your cycle and your desire for kids. This is why a social marketing campaign is really needed to
make this the method of choice for women.

In any society, accepted but perhaps not stated rules must be respected by all individuals. Haiti is
not an exception to this rule. And we must understand the weight of family especially in terms of
the saying « pitit se riches » which means that kids guarantee wealth. This sometimes
determines choices made.

Religion also dictates behavior. Religious leaders are seen are representatives of God and have a
significant amount of power. They can influence behaviors and decisions in one direction or
another. And they have no problem with the use of traditional contraception methods. In
contrast, managers of national programs barely use these methods.

The decision power is often in the hands of the man. This works against us because generally
periodic abstinence is not well perceived by Haitian men. The common perception is that «the
woman does not have the right to deny her husband her body unless she is sick or greatly
fatigued.» But there has been a lot of progress in the fight for women’s rights in Haiti, which
increases the chances of such a strategy working.

There is a possibility of reducing funding originally planned for modern contraception methods,
as natural methods, and particularly cycle beads, cost less. This will allows us to break the cycle
of poverty.

75% of the Haitian population lives on less than 2.5 USD per day, and women who use family
planning tools are of a high socio-economic background (between 29 and 30% in the last two
quintiles). Most women were excluded from being able to use modern methods, as opposed to
the cycle beads method.

There is a political will to control demographic growth in order to stimulate economic growth.
The Public Health and Population minister has taken steps to reposition family planning and has
even launched a family planning campaign. There is even a presidential order requiring all public
institutions to offer free family planning services to all women. Unfortunately this is only possible
when the necessary resources are available.

Lessons learned from current and previous campaigns

The country often organizes campaigns to promote family planning, but unfortunately these
have never produced the expected results. This is because they don’t consider natural methods,



which are not prohibited by churches. The other programs are often done with no context
analysis and simply to appease funding partners. Thus, in order to promote better reproductive
health, it is crucial that we are able to integrate natural methods, particularly the cycle beads
method.

In our country accurate information about natural birth control is not available or well
disseminated, especially by health professionals. Instead of encouraging the use of these
cheaper methods, health professionals discourage it, focusing on what they learned in their
training, which is that these methods are unreliable. This is what we want to change by
encouraging contractors to propose natural methods recognized by the WHO. We think that
educating teenagers on the physiology of the menstrual cycle, on how to identify the cervical
mucus or the sensation at the vulva and its characteristics, will allow them to better understand
their body and their sexuality. They will then be able to determine their fertile periods and
behave more responsibly. This will then allow us to increase the number of women who use the
cheapest family planning method and thus break the cycle of poverty.






Haiti faces some of the most acute social and economic development challenges in the world. Despite an
influx of aid in the aftermath of the 2010 earthquake, growth and progress continue to be minimal, at best.
With so many actors and the wide breadth of challenges from food security and clean water access to
health, education, environmental degradation, and infrastructure, what should the top priorities be for
policy makers, international donors, NGOs and businesses? With limited resources and time, it is crucial
that focus is informed by what will do the most good for each gourde spent. The Haiti Priorise project will
work with stakeholders across the country to find, analyze, rank and disseminate the best solutions for
the country. We engage Haitans from all parts of society, through readers of newspapers, along with
NGOs, decision makers, sector experts and businesses to propose the best solutions. We have
commissioned some of the best economists from Haiti and the world to calculate the social,
environmental and economic costs and benefits of these proposals. This research will help set priorities
for the country through a nationwide conversation about what the smart - and not-so-smart - solutions

Haiti
Priorise

Un plan de développement alternatif

For more information visit www.HaitiPriorise.com

COPENHAGEN CONSENSUS CENTER

Copenhagen Consensus Center is a think tank that investigates and publishes the best policies and
investment opportunities based on social good (measured in dollars, but also incorporating e.g. welfare,
health and environmental protection) for every dollar spent. The Copenhagen Consensus was conceived
to address a fundamental, but overlooked topic in international development: In a world with limited
budgets and attention spans, we need to find effective ways to do the most good for the most people. The
Copenhagen Consensus works with 300+ of the world's top economists including 7 Nobel Laureates to
prioritize solutions to the world's biggest problems, on the basis of data and cost-benefit analysis.

© Copenhagen Consensus Center 2017



	cover_adolescent_pregnant_EN.pdf (p.1)
	Full Family Planning Kholer English - NO COVER.pdf (p.2-32)
	Blank page.pdf (p.1)
	Family Planning Inside cover english.pdf (p.2)
	ALL PAPERS Copyright Page.pdf (p.3)
	cchaiti-paper W GRAPHS eng formatted.pdf (p.4-30)
	ALL PAPERS BackCover.pdf (p.31)


