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Abstract

Population questions have always aroused controversy, but the International Conference on Population and
Development (ICPD) which took place in Cairo in September 1994 was particularly contentious. Yet a consensus
emerged among stakeholders previously holding quite divergent positions. A ``new paradigm'' in population policy
emerged from the conference which shifted emphasis from a macro concern with rapid population growth to

individual rights in sexuality and reproduction. This consensus has been widely praised, but was far from
predictable. It was arrived at through a complicated inter-weaving of interests, movements and intellectual trends, as
well as owing much to the particular nature of politics Ð both global and national Ð at the time. This paper is an

analysis of the policy and substantive signi®cance of the ICPD within the context of the history of UN-sponsored
population conferences. It explores how the outcome of the conference was perceived by the various interest groups
which played a major role in determining its policy directions, and enumerates some of the critiques of its

Programme of Action from di�erent perspectives. It reports on progress and obstacles to implementation of its
recommendations within a changed political and economic context than that prevailing in 1994. 7 2000 Elsevier
Science Ltd. All rights reserved.

Keywords: Population; Reproductive health; International conference; Non-governmental organisations; Population policies; Social

development

The ``Cairo Consensus''

The Programme of Action of the International Con-
ference on Population and Development (ICPD) that
took place in Cairo in September, 1994 (United
Nations, 1994), has been widely hailed as re¯ecting an

unprecedented consensus on the future directions of

population policy (Cohen & Richards, 1994; Germain

& Kyte, 1995). Clear agreement was reached through

the ICPD process among 180 countries including sta-

keholders previously holding widely divergent positions

on population and development: among them del-

egations from the North and South, `neo-

Malthusians'1 and feminists, population experts and

social development advocates (McIntosh & Finkle,

1995; Hodgson & Watkins, 1997). The ICPD is cor-

rectly credited with establishing a ``new paradigm'' in

population policy Ð shifting focus from a macro pre-
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occupation with the impact of rapid population growth

on economic development to a concern for individual

rights in sexuality and reproduction with the bene®t of

all necessary information, their full consent and free of

coercion. Three novel principles underlie all the major

recommendations of the ICPD Platform of Action.

First, the health consequences of reproduction Ð that

is, the burden of disease which women in particular

bear related to sexuality and reproduction Ð are given

a much more prominent place than in previous UN

population conferences (Zurayk, 1994). Secondly, the

ICPD brought an unprecedented emphasis on gender

relations as a critical determinant of reproductive de-

cision-making and sexual behaviour. Finally, in a man-

ner not seen earlier, discussion of population and

health are seen less as technical concerns, but are con-

sistently framed within a larger understanding of social

context and social justice.

In the heady and heated times of September, 1994,

however, the likelihood of such a consensus emerging

in Cairo seemed to ®rst-hand observers far from inevi-

table. The decision to open up the conference process

to include a range of non-state actors in unprecedented

numbers could have had unpredictable results. More-

over, preparations for the conference had become all

the more controversial with the entrance of organised

religion into the fray to a degree not witnessed in ear-

lier UN conferences. The fact that the ICPD draft Pro-

gramme of Action addressed issues of gender relations,

family formation, abortion and intimate questions of

sexual rights made it a target of criticism from reli-

gious bodies across the spectrum. In Egypt, the host

country for the conference, a call by radical Islamist

groups, who had been engaged in a battle against the

Egyptian government, to sabotage the conference seen

as representing the interests of secular neo-imperialism,

threatened to undermine attendance for security

reasons2. Many feared that a lower attendance than

expected would scuttle the half decade of careful pre-

paratory work by those involved in re®ning their lob-

bying positions and draft text of the Programme of

Action. Over the course of the o�cial preparations for

the conference, growing tensions between the US del-

egation and the Vatican threatened to portend a head-

on collision in Cairo. Finally the Vatican, seeking allies
in its opposition to the most ``immoral'' components

of the draft ICPD Programme of Action, forged an
alliance during the months preceding the conference
with Al Azhar in Cairo, the oldest and most presti-

gious centre of Islamic learning in the Muslim world3.
Further questions would surround the future

implementation4 of what emerged at the ICPD and the

consequences for the various vested interests involved
in the population question. Despite marked progress
since the ICPD in translating its concepts into policy,

there remain to this day, for example, major uncertain-
ties regarding implementation of the ICPD ``agenda''
and how its universalistic prescriptives might be
applied in starkly di�erent political and cultural con-

texts and in the often deteriorating economic con-
ditions of the South.
Thus the consensus that emerged at Cairo was

arrived at through a complicated inter-weaving of
interests, movements and intellectual trends, as well as
owing much to the particular nature of politics both

global and national at the time. This paper is an analy-
sis of the policy and substantive signi®cance of the
ICPD with the bene®t of 5 years' hindsight and within

the context of the history of UN±sponsored confer-
ences on population. It explores how the outcome of
the conference was perceived by the various interest
groups which had played a major role in determining

its policy directions, and enumerates some of the cri-
tiques of its Programme of Action from various di�er-
ent perspectives. It then reports on progress and

obstacles to implementation of the recommendations
of the conference within a changed political and econ-
omic context from that prevailing in 1994.

Earlier population debates and UN±sponsored

population conferences

The controversy surrounding debates on population

and development was not, of course, new to the ICPD.
Population has always been a contentious topic and an
inherently political one. Issues pertaining to the rate of

population growth, population composition and distri-
bution touch immediately on concerns of national
sovereignty, just as the determinants and consequences
of individual reproductive behaviour are inextricably

linked to cultural and social norms and values. Argu-
ments have been advanced at the international and
national levels concerning whether or not rapid popu-

lation growth is a central constraint on development
potential, and about the appropriate role of the state
in intervening in private reproductive decisions. Popu-

lation concerns are also often a highly charged dimen-
sion of relations between states. The role of foreign aid
to address the population question has been fraught

2 See ``Cairo: Facing the Security Issue'' in The Earth

Times, February 10, 1994, p. 1±5.
3 See ``Muslims Echo Pope's Rejection of UN Document'',

Washington Post, August 12, 1994.
4 Indeed, Na®s Sadik, Executive Director of UNFPA, pre-

dicted that questions of implementation would stimulate the

greatest debate at the ICPD Ð ``Na®s Sadik on the Inter-

national Conference on Population and Development'' Popu-

lation and Development Review, 20, No. 4, December 1994,

916.
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with acrimony. Population programmes around the

world have inspired widespread suspicion concerning

the desire of the richer world to curtail the population

of the poorer nations or of particular races under the

guise of ``development'', but with the underlying mo-

tivation related to concerns over migration, environ-

mental degradation or impoverishment (see, for

example, Hartmann, 1995). In recent decades, a grow-

ing and increasingly in¯uential women's movement has

criticised the manner in which many population pro-

grammes have been carried out in blatant disregard for

human rights and dignity, with women being the pri-

mary victims5. While examples abound, the sterilisa-

tion campaign carried out in India during the State of

Emergency in the 1970s which targeted particularly

women and the poor, is a notoriously cited instance of

the abuses brought by a coercive anti-natalist policy

with its associated targets of family planning ``accep-

tors'' and lack of informed consent. Romania during

the 1970s (even as it was hosting the 1974 population

conference) was also the site of human rights abuses

associated with a pro-natalist policy which denied

women the right to contraception as well as abortion,

resulting in exceptionally high levels of maternal mor-

tality (Boland, Rao & Zeidenstein, 1994). Others cite

the example of the coercive implementation of China's

one-child policy for the loss of freedom such popu-

lation policies may cause (e.g. Sen, 1994).

Already in the 1950s, the population question had

become contentious. In 1952, a third of member states

of the World Health Organization threatened to walk

out if the latter engaged itself in population activities

(Taylor, 1989). Yet at that time, the signi®cant inter-

national investment in population Ð often creating

vertical family planning programmes independent of

health services Ð was only beginning. From the 1950s

through the 1970s, there was a proliferation of

research on demography and an institutionalisation of

a concern for population, in large part with funding
from foreign aid, including the US government and
US foundations. The 1960s also witnessed increased

interest and involvement in population activities by in-
ternational organisations, and 1967 marked the estab-
lishment of the institution that was to become the

United Nations' Fund for Population Activities
(UNFPA) (Taylor, 1989).

A review of earlier UN Population Conferences il-
lustrates the long-standing controversies surrounding
the population question6. The ®rst UN sponsored con-

ference on population took place in Bucharest in 1974,
and as an intergovernmental conference, it was emi-

nently political rather than technical. On the agenda
for debate was the ®rst ``Draft World Population Plan
of Action'' drafted by the UN Secretary-General with

assistance from a team of advisors. The draft proved
to be highly controversial, and debate was heated
(Taylor, 1989). Developing country states questioned

the motivation behind ®rst world preoccupation with
controlling fertility (Hodgson & Watkins, 1997),

insisted on their national sovereignty in determining
population policies and resisted the imposition of
``population targets'' (Taylor, 1989). They also rejected

e�orts of developed country delegations to impose
their own model on the developing world7. Proposing

an alternative vision, developing country states rep-
resented in Bucharest framed their concern with popu-
lation in terms of the recently mooted ``new

international economic order'' and argued that addres-
sing the overarching objective of economic develop-
ment would inevitably reduce population growth rates.

Thus a statement of the Indian delegation has gone
down in history as the major descriptor of the confer-

ence: ``development is the best contraceptive''. In the
end, international support for family planning was
only granted with a rationale of individual rights to

reproductive autonomy (Hodgson & Watkins, 1997) Ð
a signi®cant precursor to the outcome of the ICPD.

Ironically, by the time of the next UN population
conference in Mexico in 1984, the countries of the
South had become increasingly persuaded of the need

to address population growth as an independent vari-
able in development, and many more had established
formal population policies. This time, it was the US

delegation which diverted the conference proceedings
for its own political ends (Camp, 1993). It adopted the

extreme position of ``let the market decide'' and argued
that population was a ``neutral'' factor in development.
Population problems were seen as the result of failures

in the development process, for which excessive gov-
ernment intervention was to blame (Hodgson & Wat-
kins, 1997, p. 493). Thus, while representing a right-

wing perspective on population, the position ironically
re¯ected ``the mirror image of that of the more radical

5 See Boland, Rao and Zeidenstein, 1994, and Sen, 1994

for a discussion of the coercive aspects of many popu-

lation policies and their neglect of human rights.
6 While the ®rst recorded international conferences on

population took place in Rome (1954) and Belgrade (1965),

these were largely viewed as ``technical'' conferences rather

than political and did not include o�cial government del-

egations. The United Nations was not yet immersed in popu-

lation issues, and these conferences were convened under the

auspices of the scienti®c organisation, the International Union

for the Scienti®c Study of Population.
7 ``Their resistance cannot but have been reinforced by evi-

dence of paternalism and an apparent but probably uncon-

scious, promotion of Western values and arrangements . . .

The developing countries seem to be resisting what they inter-

preted (rightly) as e�orts to use population policy as an

instrument for their social and political reform as judged

from a Western standpoint''. (Taylor, 1989, p. 160).
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of the redistributionists at Bucharest'' (Taylor, 1989, p.
167). In so doing, the US delegation was thus contra-

dicting the country's previous decades of investment in
the American ``population control'' establishment and
its work overseas. In a further twist of irony, the trans-

parently politically motivated recommendations of the
US prompted the formerly reluctant developing
countries to endorse the World Population Plan of

Action, and they pushed for a greatly expanded role of
UNFPA (Cassen, R., et al, 1994). Yet their proposals
were to be stymied further by a decision taken by the

US government later in 1984 to withdraw funding
from the International Planned Parenthood Federa-
tion, and then in 1986 to withdraw support for the
UNFPA (Camp, 1993). Both decisions were made on

the premise that they provided or supported abortion
services which were morally reprehensible to the con-
servative government of U.S. President Ronald Rea-

gan.
From the perspective of the analysis here, then,

these two early conferences were important in that

they had established some intellectual and political pre-
cedents for the ICPD. They demonstrated the signi®-
cance of such UN-sponsored population conferences

Ð even if non-binding on member states Ð in estab-
lishing priorities on the global policy agenda, in deter-
mining, and usually increasing, resource ¯ows devoted
to population and in lobbying for particular insti-

tutional arrangements dealing with population (Will-
etts, 1989). These conferences Ð and the evolutions
taking place between them Ð illustrated pointedly the

shifting positions and changing alliances which have
characterized debates on population questions. More-
over, many of the tensions which were rife in 1974 and

1984 were all to be echoed at the ICPD in Cairo, such
as struggles over national sovereignty in determining
population policies; the resistance to a ``Western''
imposed agenda; the singling out of fertility as opposed

to couching it within broader development concerns;
and the individual vs social rationale for population
policies and programmes.

How was the ICPD di�erent?

The nature of the UN population conference that

took place in Cairo two decades after Bucharest dif-
fered from earlier precedents both in process and con-
tent.

A new process

The ICPD was exceptional in view of this history of

population conferences for both its scale and the diver-
sity of participation in it. Following the trend estab-
lished at other UN conferences in the 1990s, such as

the UN Conference on the Environment in Rio in

1992, there was an unprecedented involvement of over
4000 non-governmental organisations (NGOs) in the
ICPD process both on o�cial delegations and in paral-

lel NGO activities from the preparatory stages to its
conclusion. UN population conferences, as inter-gov-
ernmental conferences, had previously not included

NGOs on o�cial delegations, although the 1974 con-
ference did include a `Population Tribune' of non-gov-

ernmental organisations parallel to the o�cial
proceedings. This trend re¯ected not only a deliberate
decision by the organisers of the ICPD to consult

widely with non-state actors, in recognition of the
increasingly critical role of NGOs in the social sectors,
but also a worldwide increase in the scope and activi-

ties of ``transnational advocacy'' organisations, or in-
ternational networks which see their mandate as

lobbying policy-making at the global level (Clark,
1995).
Foremost among the NGOs represented were

women's organisations from both North and South
who felt a strong stake in the outcome of the confer-

ence. Na®s Sadik, the Executive Director of the
UNFPA, made a deliberate point of recognising the
importance of involving women's groups in debates

concerning population policy (McIntosh & Finkle,
1995; Hempel, 1996). Through the experience of the
UN Decade for Women and involvement in previous

UN conferences (particularly Rio), the women's move-
ment had gained expertise in lobbying o�cial proceed-

ings, in accessing the media and forging transnational
alliances (Stephenson, 1995). Moreover, its insti-
tutional and funding base had been signi®cantly

expanded and American feminists were, in particular,
in a stronger negotiating position given the victory of
a Democratic president in the USA who promised to

be more sympathetic to gender concerns (McIntosh &
Finkle, 1985). Building on a precedent set in Rio,

women's groups rallied through the medium of the
daily ``Women's Caucus'' which served to inform its
constituents about developments relevant to gender

during the previous day's o�cial proceedings.
The ICPD also provided unprecedented opportunity

for increased interaction and solidarity among women

from the North and South. A meeting in Brazil in Feb-
ruary, 1994, for example, hosted by a Brazilian NGO,

CEPIA (Citizenship, Study, Research, Information and
Action) and entitled ``Women's Voices 1994'' was
attended by 200 women from 80 countries who dis-

cussed the position they would take in Cairo.
Despite the increased participation and involvement

of NGOs from North and South, however, it has been
noted that the more privileged position of the North-
ern organisations, in terms of their access to paid per-

sonnel, travel budgets, computers etc., a�ords them
disproportionate in¯uence over the o�cial proceedings
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in such inter-governmental fora (Bichsel, 1996). More-
over, Southern NGOs, having traditionally had fewer

opportunities to meet counterparts from other
countries, often place a greater priority on networking
than on lobbying (Clark, Friedman & Hochstetler,

1998, p. 12). Given the substantive outcomes of the
ICPD, discussed below, the apparent dominance of
Northern organisations, and particularly Northern

feminist organisations, in the proceedings have led
many to question whether the ®nal recommendations
of the conference were su�ciently sensitive to the

realities of the South (Petchesky, 1996; Zurayk, 1997;
Obermeyer, 1999). In the words of Huda Zurayk,
a Lebanese feminist and reproductive health
researcher: ``In fact, a large number of women from

third world countries were present in preparations
and in attendance at the Conference. Yet the strings
were de®nitely being pulled by the well-organised

Western feminist groups . . . '' (Zurayk, 1997, p. 389).
Indeed, the fact that many if not most of the
Southern women represented at the ICPD were invited

or selected by advocacy and funding organisations
based in the North would tend to support this
assertion.

A new substantive agenda

The ICPD Programme of Action constituted an in-
ternational endorsement of the concept of ``reproduc-
tive health'' which had been increasingly gaining

currency throughout the world. Conceptually, the term
has come to describe an approach which sees women's
health and well-being as important in their own right,

not as a means towards the ends of fertility reduction
or child health. In the interpretation of the ICPD, it
addresses the broad determinants of women's and

men's autonomy in making reproductive decisions and
engaging in sexual relations, and focuses on the legal
and ethical contexts in which these decisions are made.

Programmatically, the approach calls for both an

expansion of the scope (in terms of health problems

addressed) of reproductive health services, including

family planning, and broadening the constituencies to

which reproductive health services are addressed to

include women from adolescence to post-menopause,

and men. The ICPD de®nition of reproductive health

speci®cally includes sexual health as ``enhancement of

life and personal relations Ð not merely counseling

and care related to reproduction and sexually trans-

mitted diseases''8.

As revolutionary as such developments may appear,

and as surprising (to some) that the emergence of the

``Cairo Consensus'' seemed to be (e.g. McIntosh &

Finkle, 1995), the ideas and policy recommendations

advanced at the ICPD can be traced to the evolution

of several trends within the public health, development,

feminist and social science arenas over the previous

decades (Hempel, 1996). Within the public health ®eld,

for example, the 1980s had witnessed belated recog-

nition of the importance of maternal mortality as a

public health problem and an indicator exhibiting the

largest discrepancy between North and South. This

was followed by greater attention to concerns of adult

health as opposed to child health, and an interest in

morbidity and the quality of life in contrast to the tra-

ditional concerns of public health and demography in

mortality rates9. The emergence of new reproductive

technologies in the 1980s and the increasingly wide-

spread use of clinical trials in the developing world for

testing purposes also focused attention on their social

and ethical dimensions. A burgeoning and strengthen-

ing women's movement took such issues up, within the

context of a broader critique of existing population

policies which exclusively targeted women's fertility.

Long before the ICPD, countries such as Brazil, India,

the Philippines, Bolivia, Peru and others had experi-

enced signi®cant internal debate about the ethical and

human rights aspects of national population policies

and programmes (Correa, 1999). Increasingly, over the

1980s, feminists internationally began to see questions

of ``reproductive rights'' as a signi®cant rallying point,

although the pace of this trend varied considerably

across regions. They pointed to the negative side-e�ects

of many family planning methods and the need for the

provision of a method mix suitable to the life-circum-

stances of women, and demanded increasing account-

ability and gender sensitivity of their health care

systems. Particularly in the developed world, feminists

lobbied for a ``de-medicalisation'' of normal life±events

such as pregnancy and childbirth10. Programmatically,

innovative ``women-centred'' initiatives to provide

women's health services which did not merely see

women in their role as mothers emerged around the

world11 as well as research initiatives which sought to

provide a conceptual basis for reproductive health in

8 See UN 1994, Chapter VII entitled: ``Reproductive Rights

and Reproductive Health''.
9 The World Bank's annual World Development Report of

1993 entitled Investing in Health advanced the ``burden of dis-

ease'' model which explicitly addresses quality of life through

its focus on ``Disability-Adjusted Life-Years''.
10 Books such as the Boston's Women's Health Collective

Our Bodies, Ourselves, and the Hesperian Foundation's Where

Women Have No Doctor are examples of this trend, and are

there are e�orts underway around the world to adapt these to

di�erent cultural contexts and translate them into di�erent

languages.
11 Such as, for example, the Bangladesh Women's Health

Coalition, founded in 1980, and the Brazilian Feminist Health

Collective, founded in 1984 (Hempel, 1996).
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speci®c cultural contexts12. Indeed, by the late 1980s,
there was a signi®cant cumulation of social science

research on reproductive health which underscored the
social dimensions and the importance of a gender
analysis. This was further strengthened by the increas-

ing attention to the social construction of gender roles
within social science disciplines. Finally, the HIV-
AIDS pandemic inspired research into the conse-

quences and nature of sexual activity independent of
procreation and lent legitimacy to sexuality as a ®eld
of social science inquiry.

Within the development ®eld, the alarmist view of
population growth propagated particularly during the
1960s and 1970s with such works as Paul Ehrlich's The
Population Bomb (Ehrlich, 1968) had given way to

more nuanced perspectives on the inter-relatedness of
population and development (see, for example, Cassen
& contributors, 1994, and Sen, Germain & Chen,

1994). Development thinkers such as Amartya Sen,
winner of the 1999 Nobel Prize for Economics, argue
that alarmist perspectives on population growth are

not justi®ed on empirical grounds13 and pose serious
ethical problems in their programmatic consequences
lending themselves towards coercion. Moreover, echo-

ing a sentiment voiced at Bucharest, Sen argues that
the re-directing of resource ¯ows towards family plan-
ning Ð the logical extension of this alarmism Ð
detracts from encouraging broader social development

which is the most e�ective and ethical way of reducing
population growth14.

How was the outcome of the ICPD viewed by di�erent

interest groups?

The `Neo-Malthusians'

How did the primary and most historically invested
constituency behind such UN±sponsored population
conferences perceive the outcome of the ICPD? In
many ways, this group had both the most at stake and

on the face of things, lost a great deal through the

ICPD process. While the Programme of Action does

refer to the need to induce ``population stabilization'',
in reality the central concerns of the ``population con-
trol'' establishment receive short shrift in the ®nal

draft. But, as Hodgson and Watkins (1997) have
argued, they came to Cairo from a weakened position,
given the waning support for the crisis view of popu-

lation growth, and in search of alliances. Their per-
spective had become associated with the most coercive

of policies adopted in the developing world, and their
image was in need of a major public relations improve-
ment. The most propitious alliance Ð particularly in

view of the threat posed by the Vatican which rejected
all but ``natural'' family planning methods Ð proved

to be with the feminists who in many respects were
their traditional adversaries. Recognising the moral
high ground occupied by those arguing in favour of

the individual good and individual rights, as opposed
to the social good, the Neo-Malthusians attempted to
meld the concerns of the feminists to their traditional

concern about the negative social e�ects of rapid popu-
lation growth (Hodgson & Watkins, 1997). This evol-

ution was helped by the fact that its intellectual back-
bone, the ®eld of demography, which had really been
developed on the premise of the need to reduce popu-

lation growth and traditionally focused on the factors
conducive to ``fertility transition'', had increasingly in
recent years expanded its scope of inquiry to factors

beyond mortality, fertility and population growth, thus
laying the ground for an intellectual transition to

``reproductive health''. Nevertheless, some demogra-
phers have challenged the argument that women's
empowerment is a prerequisite to fertility reduction on

empirical grounds (Cleland, 1996).
Through the ICPD process, the UNFPA Ð tra-

ditionally dominated by the population control agenda
Ð gained a new legitimacy. It faced a need to
strengthen its mandate and resource base and this new

twist on population policy by and large achieved its
objectives (Finkle & McIntosh, 1995).

Nonetheless, the adoption of the reproductive health
approach of the ICPD agenda raised the possibility of
increased overlap with the mandates of other UN

agencies, particularly the WHO and UNICEF. As for
the pharmaceutical companies, while ostensibly losing
out in the shift away from an emphasis on reducing

population growth, their interests were served by refer-
ences in the Programme of Action to increased invol-

vement of the private sector in producing and
marketing contraceptives (UN, 1994, Article 15.16).
Nonetheless, many of the ``population controllers''

remain skeptical of the new approach (e.g. Harvey
1996; Potts, 1997), and the degree to which their voices
are becoming in¯uential points to the fragility of the

temporary alliance between such Neo-Malthusians and
feminists (Hodgson & Watkins, 1997). Foremost

12 Such as, for example, the Regional Reproductive Health

Working Group in the Middle East Ð see Zurayk et al.,

1996.
13 Sen (1994) argues for instance that the worldwide trend in

food output per person has been upward and that famines,

when they occur, tend to result less from population pressures

on food supply than the breakdown in access to resources, or

so-called ``entitlements''.
14 Amartya Sen's lecture during the Preparatory Committee

for the ICPD at the UN in New York, April 28, 1994 was

arranged by the ``Eminent Citizens' Committee for Cairo

'94'', and was later published as Sen, 1994.
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among their critiques of the ICPD Programme of
Action is the question of resources. Given the re-

duction of foreign aid generally, and for family plan-
ning in particular, the broadened reproductive health
concept, they argue, is likely to prove too costly and

to divert critical resources from family planning (Har-
vey, 1996). A second critique concerns the broad and
nebulous nature of ``reproductive health'' which, to

advocates and long-term experts in the implementation
of vertical family planning programmes, lacks pro-
grammatic tidiness or amenability to monitoring

(Potts, 1997). Finally, in defense of community-based
distribution of family planning, members of this group
have argued that reproductive health Ð by calling for
inclusion of services within primary health care sys-

tems Ð inevitably medicalises family planning and
con®nes its delivery to a network of health services
which is often weak in the developing world (Potts,

1997; Cleland, 1996).

The women's movement

For the international women's movement, the ICPD

was a great moment of victory in a long struggle to
have concerns of gender and women's empowerment
fully recognised within public policy and endorsed by

a UN document. Nowhere in the ®nal document does
the old and familiar Neo-Malthusian language under-
lining the necessity of women reducing their fertility

rates surface. For the ®rst time, a UN population con-
ference devoted a whole chapter to gender equality
and equity and acknowledged the similarities in the

conditions of women both in developing and developed
countries alike (Petchesky, 1995). Major attention was
paid to the power di�erentials between men and
women and how these have an impact on women's

reproductive health, and to the need for male responsi-
bility in reproductive health. A�rmation of women's
rights Ð to bodily integrity, security of person, to

informed consent within the health care system and to
sexual relations free of coercion Ð are deeply
embedded in the ®nal Programme of Action. After

extensive debate, the ICPD Programme of Action
(Article 8.25) recognises unsafe abortion as a public
health problem and calls for quality and respectful ser-
vices for women su�ering from the complications of

abortion (although falling short of calling for its legali-
sation).

Thus, while the ICPD provided a milestone for the
women's movement, it also ellicited concern and cri-

tique from feminists on a number of grounds. Some,
such as Betsy Hartmann (1995, 1997), for example,
question the motivation of the feminist alliance with

the Neo-Malthusians and interpret it as a co-optation
of the interests of women to the greater force of popu-
lation control. To Hartmann, the language of ``repro-

ductive health'' merely allows the Neo-Malthusians to
cloak their narrow objectives within a more palatable
guise. Without attention to the structural features

causing ineqality and poverty, class, or deteriorating
health care systems in the South, Hartmann argues,
reproductive health cannot be fully realised15.

Petchesky (1995), di�ering with writers such as Hart-

man who are dismissive of the signi®cance of the
change in language, notes the tremendous advances the
ICPD represented for women, but at the same time

describes a dangerous ``fault-line'' between Northern
feminists' emphasis on the politics of the body and
sexuality Ð which dominated the ICPD agenda Ð

and those of Southern feminists regarding the politics
of social development and global inequality. Northern
delegations in Cairo, she points out, were the most re-

sistant to strong criticisms of structural adjustment
programmes and privatisation and their consequences
for welfare, and thus the mainstream development
models were not challenged. Indeed, as feminists from

a variety of perspectives have argued, calls for addres-
sing reproductive health need to be grounded within a
wider engagement with and critique of prevailing

macro-economic models of development and global
inequality and their consequences for women (Balak-
rishnan, 1996; Klugman, 1998; Correa, 1999).

The ``South''

The short shift given to development questions in
the ICPD can no doubt in part be attributed to
the changes in the global con®guration of politics

which provided the backdrop to the conference. The
Group of 77, which had played such a major role
in Bucharest, no longer acted as a cohesive group,

particularly given the dominance of the US as a
major superpower (McIntosh & Finkle, 1995; Zur-
ayk, 1997). Another surprising omission, especially
in view of the debates at previous UN population

conferences, was the limited discussion of the role
of the state in determining population policy. This
was no doubt a re¯ection of the promotion of neo-

liberal macro-economic policies through structural
adjustment programmes in the 1980s and 1990s with
their concomitant emphasis on reducing the role of

the state in development. Indeed, rather than
exploring questions of state sovereignty, the debates
concerning the state at the ICPD tended to focus

15 Hartmann (1997) does not con®ne her analysis to the

developing world, however, but points to the contradiction

between the humanistic wording advanced by the US del-

egation in Cairo and the ``welfare reform'' e�orts within the

US whose premises, she argues, are directly based on neo-

Malthusian attribution of poverty to high fertility rates.
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on the relative roles of state vs non-state actors

such as NGOs.

Within the international literature on the ICPD,

there has been relatively little written on the reaction

of developing countries to the ICPD agenda. Nonethe-

less, questions have been raised by a number of

authors about how the universalistic proscriptions of

the ICPD agenda cross diverse cultures and political

contexts (e.g. Petchesky, 1996; Zurayk, 1997; Ober-

meyer, 1999). The term ``reproductive health'' is di�-

cult to translate into other languages, and as

Obermeyer points out, ®nding equivalent meanings for

such value-laden terms such as ``gender'', ``empower-

ment'' and ``sexual health'' is particularly challenging.

At issue is not only language, but the cultural and pol-

itical interpretations of the ICPD recommendations,

especially in view of the fact that the Programme of

Action makes explicit the need to address cultural

norms, values and ethical frameworks (Obermeyer,

1999). The ICPD was thus more directly tackling the

most ``private'' of reproductive decisions, and whereas

in earlier conferences states had resisted global popu-

lation prescriptives as a threat to their national sover-

eignty, the ICPD agenda was perceived as a threat to

cultural integrity and values. Yet this was occurring in

a context where scant attention was paid to economic

and political global inequalities, and the concerns of

developing countries about social development writ

large16. This situation created tensions not only
between North and South, but among representatives

of the South. Many Southern representatives recog-
nised the appeal of the universalistic approach, yet
often found it at the same time overly individualistic

and extracted from family and social contexts17. More-
over, feminists in particular risked confrontation with
the ``cultural relativists'' (particularly strongly rep-

resented by religiously-a�liated groupings) and opened
themselves to the risk of criticism for being too ``Wes-
tern'' and ignoring cultural values18. These tensions

have, if anything, intensi®ed since the ICPD in many
settings and there remains the risk of cultural/religious
backlash to the ICPD agenda in countries which: ``are
already having to cope with a wide range of ``Western-

oriented'' reform''. (Lancet Editorial, 1995, p. 875).

What e�ects did the ICPD have on implementation of

population policy?

Progress in implementing the ICPD

Since the ICPD, and particularly in preparation for

the 5-year review process of the impact of the ICPD,
the ICPD+519, a number of country case-studies have
been undertaken by di�erent organisations examining

both the progress and obstacles to implementing the
ICPD agenda20. While not comprehensive, the number
of countries covered by these national case-studies cov-

ers some 40 countries, thus providing together a fairly
representative picture. They share the consistent ®nd-
ing that the progress in implementing the far-reaching

reforms advanced by the ICPD has depended very
much on the political situation of the countries in
question. In some, such as Latin American and South
Africa, for example, implementation of the ICPD has

coincided with new political openings and greater
democratisation which has enhanced both the account-
ability of the public sector as well the ability of civil

society to engage the government on policy questions
(for example, Bissell, 1998). In other regions, such as
South East Asia, including China, and the Middle East

where less politically open systems prevail, while there
have been signi®cant inroads and some exemplary pro-
grammes, progress has been more challenging than
elsewhere (Abdullah, 1998; Khattab et al., 1998;

Hardee et al., 1998). Correa (1999), after coordinating
a number of country-studies in a review undertaken
for Development Alternatives for Women (DAWN),

concludes that progress has been generally greatest
where internal critique of existing population policies
had gathered pace before the ICPD and was then re-

inforced by international endorsement.
Even in the most di�cult political contexts, however,

the ICPD expanded the political space making it

16 As Hardee et al. (1998, p. S4) note from a case-study of

Nepal: ``Some respondents felt strongly that reproductive

health is an inappropriate focus for Nepal, given the govern-

ment's inability to provide even the most basic health care.

Most health facilities still lack basic amenities such as running

water and latrines.''
17 The Muslim delegations, for example, consistently insisted

that all population issues should be framed within consider-

ation of the family unit (Bowen, 1997).
18 See Zurayk, 1997, and, for example, Aida Seif al Dawla's

article: ``Not So Western'', Al Ahram Weekly, July 28, 1994.
19 The ICPD+5 process included a major forum in the

Hague, Netherlands in February, 1999, two preparatory meet-

ings in March and May 1999 in New York, and ®nally, the

United Nations General Assembly special session for the

review of the ICPD from June 30±July 3, 1999 in New York.
20 These include multi-country case-studies by: The Develop-

ment Alternatives for Women (see Correa, 1999); the USAID-

®nanced POLICY Project (see Hardee et al., 1998, 1999); the

Centre on International Cooperation, New York University

(see for example, Khattab et al., 1998); case-studies compiled

in preparation for the HERA meeting in Mexico in Novem-

ber, 1998 (see, for example, Abdullah, 1998; Bissell, 1998;

Noel-De Bique, 1998, and Health Watch, 1998); Family Care

International; and the Population Reference Bureau (see

Population Reference Bureau, 1999, Reproductive Health in

Policy and Practice: Case Studies from Brazil, India, Morocco

and Uganda. Washington, D.C.).
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easier, even where repressive NGO legislation prevails,

for NGOs and women's groups to enter into debates

on public policy and to work together. In many

countries, for example, NGO coalitions in preparation

for the ICPD were formed21, and many of these were
institutionalised after the ICPD. The impact of these

new alliances among NGOs and perhaps most novel,

between NGOs and government, while di�cult to

measure, proved invaluable in many contexts (such as

in Mexico, see Bisell, 1998, p. 3). They provided not

only mechanisms for accountability but also created
channels of exchange among all those with experience

in population and reproductive health, since in many

countries NGOs have a long history of providing

family planning and reproductive health services. As

Klugman (1996) has pointed out, the ICPD has inevi-

tably increased governments' sensitivity to gender
issues and the risk of ethical abuses within family plan-

ning programmes. With the strong endorsement of the

United Nations and particularly the organisers of the

ICPD, the signi®cant role of NGOs in population was

recognised, even if reluctantly by some governments.

Has the ICPD resulted in actual policy changes

regarding the design and implementation of population

policy? Comprehensive information on a country-by-

country basis is not available, but according to a sur-
vey of developing countries conducted by the New

York based Women's Environment and Development

Organization (WEDO), 28 out of 50 countries reported

that reproductive health is an explicit part of national

health policy (WEDO, 1999, p. 8). Certainly the

language of ``reproductive health'' has been widely
adopted by developing country governments, although

this varies from re¯ecting ®rm commitment to merely

representing a semantic change. In many cases, major

institutional changes have resulted from the ICPD, as

new directorates of reproductive health have been cre-

ated and formerly independent Population and Health
ministries have been merged (as in Egypt). In some

countries, such as Iran, the increased commitment to a

reproductive health approach is re¯ected in increased

allocation of budgets22. WEDO also reports that the
most signi®cant change in most countries has been the

increased scope of reproductive health services being
o�ered (WEDO, 1999, p. 8). Perhaps some of the most
profound policy changes have been witnessed in India,

where a long history of vertical family planning pro-
grammes with strong incentives to providers to
increase contraceptive prevalence rates has been aban-

doned in a bid to eliminate targets and quotas (Health
Watch, 1998).
Policy changes were certainly partly induced by the

increased debate Ð both positive and negative Ð at
national and international levels on reproductive
health issues. The World Conference on Women in
Beijing in 1995 sustained worldwide attention to gen-

der issues as well as reinforcing and even going beyond
the ICPD agenda. The intensi®ed debate and media
coverage have brought to light previously neglected or

taboo issues of reproductive health, such as, for
example, female genital mutilation, violence against
women and adolescent sexuality (WHO, 1999; Correa,

1999), rendering invisible problems seen as too sensi-
tive both visible and important. Concomitantly, and
largely as a result of non-governmental lobbying, in

many contexts there has been greater attention to the
need for legislative change underpinning reproductive
health; in Latin America, for example, Correa (1999)
notes improvement in the legislative context governing

rape and sexual abuse.
Within the donor community, the years since Cairo

have witnessed a major restructuring of foreign aid in

the population ®eld (see Conly & Shyami de Silva,
1998). Some organisations have re®ned their pre-exist-
ing programmes in reproductive health (e.g. the World

Health Organisation, the International Planned Parent-
hood Federation, UNFPA, and the Ford and
MacArthur Foundations) and new players have
entered the ®eld (such as the British Wellcome Trust

and the American Hewlett, Packard and Lily Foun-
dations). Both American and British population assist-
ance increasingly integrates reproductive health within

family planning programmes (WEDO, 1999, p. 8;
Conly & Shyami de Silva, 1998).

Constraints in implementing the ICPD

Much of the concern over the obstacles to the im-

plementation of the ICPD agenda has centred on the
question of resources. Just as was witnessed histori-
cally, when the comprehensive primary health care

approach elaborated in Alma Ata in 1978 foundered
as the adoption of monetarism and economic crisis
took hold in the 1980s, so too, the comprehensive

reproductive health approach has confronted the Asian
crisis, budget cuts to the social sectors induced by
structural adjustment programmes and decreased com-

21 Such as those in Brazil, China, Columbia, Egypt, India,

Mexico, Nigeria and the Philippines (Hempel, 1996, p. 77).

These coalitions tended to form in countries where there was

su�cient latitude for non-governmental organisations to act

and organise public activities. In Egypt, while NGO legis-

lation is highly restrictive, hosting the conference provided the

impetus for the coalition, and raised the bargaining power of

NGOs in relation to the government. In other countries, with

more repressive political environments, NGO activities were

much more di�cult. In Sudan, for instance, NGOs were heav-

ily discouraged by the government from participating in the

conference at all.
22 Iran, for example, has more than doubled expenditure on

reproductive health since 1994 (WEDO, 1999, p. 8).
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mitment by both developing countries and developed

countries alike to social development. Although it is

notoriously di�cult to cost reproductive health

services23, and estimates are inevitably imprecise, the

ICPD Programme of Action estimated that $17 billion

would be needed by the year 2000 to ®nance reproduc-

tive health services, of this, $5.7 billion (or approxi-

mately one third) would be covered by foreign aid and

the remaining two-thirds developing country govern-

ments would be expected to provide. Of the former,

the foreign aid commitment, only approximately $2

billion had been provided as of 1999, and eight

countries provided roughly 90% of donor assistance in

this area (Conly & Shyami de Silva, 1998, p. 37);

developing countries almost met their commitments as

a collectivity, but with major variations (WEDO, 1999,

p. 7).

As serious as this ®nancial shortfall appears, many

have argued that the focus on costs may be used by

opponents of the approach to discredit reproductive

health as not being feasible. Zurayk (1997), for

example, who with colleagues has been conducting a

pioneering pilot study on the improvement and broad-

ening of reproductive health services in two public sec-

tor clinics in Egypt, considers that the cost question is

often overemphasised: ``For one, cost estimates seem

to assume that elements of a comprehensive framework

of reproductive health will be implemented in all places

without taking into account the selectivity that will

inevitably occur according to speci®c needs and con-

texts. In addition, services being envisaged are overly

technological in their approach to diagnosis and treat-

ment, further in¯ating cost estimates''. Others note

that much can be done within existing resources in

terms of improving the management and human

resource systems to orient them to reproductive health,

or in improving existing services and creating linkages

among di�erent elements of reproductive health ser-

vices (see, for example, Hardee et al., 1999, p. S9).

Moreover, there exist examples of imaginative

approaches to the generation of resources which need

to be better publicised (e.g. Noel de-Bique, 1998).

It is indeed on the institutional and human resource

side that the implementation of reproductive health

faces perhaps its greatest challenges24. Confusion

within country contexts begin with the question of

which institutions have the mandate and responsibility

to implement the ICPD, with struggles evident not

only between government and NGOs but also among

government ministries. The novelty and breadth of the

concept of reproductive health Ð while useful in that
it is ¯exible and provides for di�erent interpretations
in di�erent contexts Ð has also made it vulnerable to

criticism. The lack of understanding of the concept,
particularly among lower echelons of sta� implement-
ing programmes, is a consistent theme across case-stu-

dies (Hardee et al., 1999; Health Watch, 1998). Those
promoting reproductive health have taken up the chal-

lenge of developing appropriate indicators for monitor-
ing programmes, given that the traditional indicators
(such as contraceptive prevalence rate) are no longer

appropriate, but these new criteria for monitoring pro-
gress have yet to be widely adopted. The process of

shifting attitudes and behaviour of traditional family
planning cadres to change course from their vertical
approach requires time and careful preparation, as

well as often improvement in management systems
(Health Watch, 1998). Such far-reaching transform-
ations ultimately depend on changes in the training

programmes and curricula of health care personnel to
incorporate non-traditional skills such as communi-

cation and management, as well interdisciplinary
approaches to health, so that health workers have a
better understanding of the social context of health

(WHO, 1999).
The extent to which donors appreciate the far-reach-

ing and time-consuming changes that full implemen-
tation of reproductive health requires is open to
question. Many still lack a real and comprehensive

commitment to the reproductive health approach, and
continue to ®nance traditional vertical family planning
programmes. The di�culties of donor coordination

continue to plague implementation e�orts. One area
which should provide promise is the relatively recent

phenomenon of sector-wide approaches Ð that is,
coordinated programmatic donor support to the over-
all sector rather than to individual projects. While in

principle, health sector reform should open the door to
more stakeholder involvement, increased accountabil-
ity, e�ciency and equity, reproductive health advocates

have become concerned over an almost exclusive focus
on cost-e�ectiveness and e�ciency in the actual im-

plementation of these programmes (Klugman, 1998;
CHANGE, 1999). They question whether the develop-
ment of ``basic packages of essential services'' allows

scope for incorporating the broad concept reproductive
health (CHANGE, 1999). Given the ``invisible'' nature

of many reproductive health problems (in that levels of
many reproductive health problems such as reproduc-
tive morbidity or prolapse have not been researched,

and women often do not necessarily present to health
services with these complaints for fear of stigmatis-
ation), the information base from which interventions

to address reproductive health would be designed is
weak (see, for example, Zurayk et al., 1996; Klugman,

23 Even family planning varies enormously in cost, although

within the ICPD document a blanket estimate of $18 per

couple±year protection is used (Potts, 1996).
24 See WHO, 1999 for an extensive discussion of these chal-

lenges.
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1998). Many have voiced fears that the curative aspects
of health care may be attributed more value than the

preventive, health education and counselling services
which are crucial to addressing reproductive health
(CHANGE, 1999). And ®nally, given the fact that

health sector reform is usually con®ned to the purviews
of Ministry of Health, the critical considerations dis-
cussed above relating to medical education, the regu-

latory and legislative contexts of reproductive health
and indeed broader development linkages are not
addressed. Although it may still be early days to judge

the impact of health sector reform on the implemen-
tation of the ICPD agenda, there is su�cient concern25

to warrant a concerted e�ort to encourage dialogue
(which to date has been limited) between reproductive

health advocates and those involved in designing
health sector reform programmes.

Conclusion: future challenges

The deliberations in Cairo, even more than their
precedents in Bucharest and Mexico, marked a major
shift in international population priorities with long-

term implications. At the same time, while population
has always been controversial, if anything, the ICPD
ellicited more controversy given its focus on repro-

ductive health and sexuality, cultural norms and ethi-
cal frameworks. While a consensus did indeed emerge
at the ICPD, even on the most controversial ques-
tions, as Hempel has noted: ``It was achieved less

through a change in perspective than through ®nding
language that was general enough to allow for
diverse interpretations.'' (Hempel, 1996, p. 82). Pre-

vious conferences had also witnessed cleavages
between North and South, and regions of the world,
but given the new global politics and the content of

the ICPD, there is all the greater need for sensitivity
to cultural and social context in applying its rec-
ommendations and measuring progress while still

holding governments accountable to commitments
made in Cairo.
In terms of implementation, progress has been sig-

ni®cant, particularly in the recognition of gender

inequities, of the importance of previously unrecog-
nised reproductive health problems and for the atten-
tion given to ethical abuses and the need for a broader

approach to services beyond the provision of family
planning alone. Nevertheless, on the programmatic

side, a preoccupation with services driven by the con-
cern over ®nancing and the new trend of ``health sector
reform'' has risked obscuring the basis of reproductive

health as an approach (WHO, 1999) with implications
far beyond the health and population sectors. The
reproductive rights aspects of the ICPD Programme of

Action, for example, have been given much less atten-
tion than the health and health service aspects (Hardee
et al., 1999). Above all, successful implementation will

ultimately depend on the degree of political space
available for su�cient dialogue among all stakeholders
about the implications of the new approach within
national contexts.

The ICPD was designed to set priorities for a global
population agenda for the next 20 years. Yet a number
of forces are pushing for short-term results; as aid

decreases, for example, donors are under greater press-
ure to show visible results in a short time-frame
(WEDO, 1999). As this paper has argued, the very

complexity and sensitivity of the issues addressed by
the ICPD call for time in which research can be con-
ducted to inform policy choices, programmatic exper-

imentation can be carried out in diverse settings and
perhaps most importantly, debate at the national and
international levels can re®ne the concepts and rec-
ommendations put forward in Cairo.

Cairo witnessed a pendulum-swing in terms of
belated recognition of women's rights to autonomy in
reproductive decisions and attention to the health

consequences of reproduction. Certainly many aspects
of population and development were not given su�-
cient emphasis in the ®nal Programme of Action26.

We await the next UN±sponsored conference on
population in 2004 to see if even more comprehensive
population policy recommendations with more
clearly articulated linkages to social development will

emerge.
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