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In 1996-2000, for the first time in Peru, surgical contraception was promoted among
indigenous women, and sometimes imposed upon them. As Marianna Battaglia and Nina
Pallarés show, its overall positive impacts on contraceptive use and child mortality conceal
substantial heterogeneity by ethnicity.

The PNSRPF (1996-2000)

Over the period 1996-2000, Peru carried out an unusual family planning program called
Programa de Salud Reproductiva y Planificacion Familiar (PNSRPF). At the time, infant and
child mortality rates were exceptionally high in the country (45.8 and 23.5 per thousand live
births in 1994, respectively) and there was a high prevalence of chronic malnutrition among
children under five years (25.8% in 1996; UNICEF 2008). The Peruvian Ministry of Health
promoted the PNSRPF with the stated purpose of addressing widespread poverty in the
country through the reduction of fertility and of maternal and perinatal mortality. Its
introduction was gradual, mainly through the celebration of health festivals that lasted about
two days (Aramburu 2002). During these festivals, mobile medical teams visited the villages to
provide information on family planning and contraception, and to offer health care services.
Depending on the village health infrastructure, interventions occurred in the local health
clinic or in the nearest hospital, or inside specially equipped ambulances (mobile sterilization
units). All health services were provided free of charge, including voluntary surgical
contraception, previously illegal.

However, several sources reported irregularities during the program implementation and
documented episodes of forced sterilization among indigenous women from rural areas
(Boesten 2007; Byker and Gutierrez 2012; Tamayo 1999). They were often pressured to have
surgery through harassment of the household, and/or were offered money or food in exchange.
The government administration refused to recognize such irregularities, never publicly stated
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guidelines about target populations, and did not officially report the existence of sterilization
quotas.

The peak years of the family planning campaign were 1996 and 1997. In 1998, the Committee
of Latin America and the Caribbean for the Defense of Women’s Rights (CLADEM) made a
public statement accusing the family planning program of forced sterilization, and a first
international investigation was launched. The Peruvian Ministry of Health replied to the
accusations and changed the way the program goals were stated (Aramburt, 2002). Figure 1
reports the annual percentage of sterilizations among nonindigenous and indigenous women
aged 15-49. DHS data show that indigenous women were less prone to choose sterilization
both before and after the family planning program, in contrast with nonindigenous women who
were already using permanent contraceptive methods even before it.

Figure 1: Percent of sterilizations per year for indigenous and
nonindigenous women aged 15-49. DHS data.
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Consequences of the policy on women’s use of contraceptive methods and
newborn child health care

In a recent paper (Battaglia and Pallarés (2020), we studied the effects of exposure to this
unusual family planning program on child mortality and child health care and document
differential child health care behaviors correlated with permanent or temporary interventions
to reduce fertility, especially for those women among whom permanent intervention was
aggressively promoted. To identify the areas of the country affected by the policy, we used the
incidence and timing of surgical contraception among indigenous women in each province
using data collected by the CLADEM (Tamayo 1999) and the Demographic and Health Surveys
(DHS). We compared provinces where it is more likely that mobile medical units arrived
earlier to celebrate health festivals (treated) with provinces where they arrived later (control),
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and observed the impact of the policy in the short term, i.e. in the year when the policy
reached the treated provinces.

As reported in Panel A of Table 1, due to the family planning program, women in treated areas
were more likely to use any method of contraception (almost 10 percentage points), than
women in control areas. The increase in sterilization was significantly higher (8.3 percentage
points) for indigenous than for nonindigenous women.

Furthermore, children in treated provinces, born or conceived before the policy, were less
likely to die within their first year of life compared to children in control provinces. Neonatal
and infant mortality decreased by 5 to 6 percentage points (Panel B).

These results can be partially explained by a longer duration of breastfeeding in treated
provinces (Panel C), where mothers were 18.5 percentage points more likely to breastfeed
their children for longer than expected, given their age. On average, duration of breastfeeding
increased by three weeks, from 10.2 to almost 11 months in this group. Breastmilk has
immunological benefits and breastfeeding protects against water- and food-borne disease.
Breastfeeding is also associated with lower rates of infant mortality from diarrheal disease
and acute respiratory infection (Jayachandran and Kuziemko 2011).



Table 1: Impacts of the PNSRPF

Treated Treated Indigenous Mean in Obs
(1) (2) control

Panel A: Contraceptive methods

Any 0.099"** 0.041 0.637 3434
(0.025) (0.046)

Temporary 0.049%** -0.041 0.310 3434
(0.018) (0.033)

Permanent 0.05]1%** 0.083%%* 0.053 3434
(0.016) (0.027)
Panel B: Mortality and delivery

Neonatal® -0.052"" -0.014 0.033 8688
(0.010) (0.017)

Infant® 0.061%*** -0.003 0.058 7556
(0.013) (0.024)

Home delivery 0.027 -0.052 0.588 2080
(0.030) (0.047)

Panel C: Breastfeeding and vaccines

Breastfeeding 0.185™ -0.131 0.791 1567
(0.060) (0.114)

Vaccines at birth -0.027 0.101 0.342 2477
(0.062) (0.133)

Vaccines by 1% year 0.021 0.021 0.246 1511
(0.063) (0.127)

Robust standard errors clustered at the province level in parentheses: * p < .10, ** p < .05, *** p < 01.

@ In the first 28 days of life. ® in the first year of life.

Column (1) reports the effect of treated areas versus control areas; column (2) of indigenous versus
nonindigenous in treated areas only. All the dependent variables are dummies and the corresponding
coefficients must be interpreted as relative variations from the baseline value of the control group (mean in
control).

Medical research also shows that childhood vaccination, in particular against measles and
tetanus, is associated with substantial reductions in child mortality (World Health
Organization 2017). However, children’s likelihood of receiving the appropriate vaccinations
at birth and by the first year of life was not significantly affected by the policy.

By comparing women in treated provinces who used a contraceptive method with those who
did not, we observe that nonindigenous children whose mothers used contraception benefited
from the policy whatever the method used (Table 2). The children of nonindigenous women
who adopted temporary methods were 17.6 percentage points less likely to die in their the
first year of life and 7.1 percentage points less likely to be delivered at home, compared to
children whose mothers did not use any contraceptive method. The children of sterilized
mothers were 23.1 percentage points more likely to be breastfed for longer.
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Table 2: Treated provinces: contraceptive methods on mortality, breastfeeding and vaccination

Indigenous Meanin Obs Nonindigenous Meanin  Obs
control control
Temporary Permanent Temporary  Permanent
(1) (2) (3) (4)
Panel A: Mortality and delivery

Neonatal 0.046 -0.019* 0.018 618 0.004 0.008 0.007 445
(0.057) (0.011) (0.003) (0.006)

Infant 0.030  -0.082*** 0074 906 -0.070% -0.026 0048 722
(0.046) (0.017) (0.035) (0.025)

Home delivery -0.003 -0.303** 0.884 233 -0.076** -0.239 0.503 159
(0.073) (0.132) (0.069) (0.200)

Panel B: Breastfeeding and vaccines

Breastfeeding 0.168"* 0.001 0.752 399 0.042 0.231* 0.173 300
(0.043) (0.221) (0.046) (0.123)

Vaccines 0.261** -0.055 0.330 312 0.168 -0.135 0.387 191
at birth (0.098) (0.170) (0.1116) (0.234)

Vaccines 0.143 -0.010 0.260 288 0.135 0.060 0310 184
by 1st year (0.092) (0.125) (0.097) (0.171)

Robust standard errors clustered at the province level in parentheses: * p <.10, ¥* p < .05, *** p < (1.
How to read the table: See note to Table (1)

Conversely, among indigenous mothers, the effects on their children’s health care were
positive if they used temporary methods but much less so if they were sterilized. Children
whose mothers used temporary contraception were both more likely to be breastfed for longer
(roughly one month more) and to receive the required vaccinations at birth (26.1 percentage
points), compared to children whose mothers did not use any contraception. Even though
mortality was lower among children born to mothers who were sterilized, this seems to be
mainly related to safer conditions of childbirth rather than better child care after delivery.

What did we learn?

DHS data do not tell us who freely decided to adopt a permanent contraceptive method and
who was forced to do so. Therefore, we cannot derive strong conclusions and claim any causal
interpretation of the impact of contraception on child health. Nevertheless, these results are
informative of differences by ethnicity in reactions to the policy and of the heterogeneous
impacts on child health care when a policy intervention is aggressively promoted. As Byker
and Gutierrez (2012) noted, when birth control is imposed, the benefits of making choices
about fertility are lost and having fewer children may not translate into substantial
improvements in the health care they receive.
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