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Voluntary family planning is one of themost efficacious and cost-effectivemeans of improving individual health,
gender equity, family well-being, and national development. Increasing contraceptive use and reducing unmet
need for family planning are central to improving maternal health (UN Millennium Development Goal 5). In
less-developed regions of the world, especially Sub-Saharan Africa and South Asia, human and financial re-
sources are limited, modern contraceptive use is relatively low, unmet need for modern contraception is high,
and consequently maternalmorbidity andmortality are high. However, the international community is showing
renewed commitment to family planning, a number of high impact programpractices have been identified, and a
number of Sub-Saharan African countries (e.g. Ethiopia, Malawi, and Rwanda) have successfully made family
planning muchmore widely and equitably available. The International Federation of Gynecology and Obstetrics
(FIGO) has joined with other international and donor organizations in calling for increased funding and more
effective programming to improve maternal health and family planning in low-resource countries. Continued
engagement by FIGO, its member societies, and its individual members will be helpful in addressing the numer-
ous barriers that impede universal access to modern contraception in low-resource countries.
© 2013 Published by Elsevier Ireland Ltd. on behalf of International Federation of Gynecology and Obstetrics.
1. Background

When made available and accessible, modern contraception is
widely used, even in many of the world's least-developed countries.
Increasing contraceptive use and reducing unmet need for family
planning are central to the achievement of United NationsMillennium
Development Goal 5 (MDG 5), improvingmaternal health [1], and can
be seen as essential contributors to achievement of all 8 MDGs [2].
Great progress has been made during the past 4 decades in meeting
the contraceptive needs of women and men. In low-resource coun-
tries, modern contraceptive use by women aged 15–49 years who
are married or in a union (referred to here as MWRA) has risen from
negligible levels in the early 1970s to plateau at 55%–57% during
2000–2012 [3,4]. Ninety-two percent of modern contraceptive use in
low-resource countries is among MWRA [3]. Fertility has dropped ac-
cordingly, from an average total fertility rate (TFR) of 4.7 lifetime
births per woman in the early 1970s to 2.6 births per woman in the
late 2000s [4]. Increases in contraceptive use account for 75% of the
fertility decline in low-resource countries and have substantially re-
duced high-risk pregnancy and thus maternal mortality [5]. Progress
has lagged, however, in Sub-Saharan Africa and South Asia [3–8],
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where investment in family planning by national governments and
donor agencies has been inadequate, failing to keep pacewith demand
[3]. In Sub-Saharan Africa, a woman's lifetime maternal mortality risk
is 1 in 31, compared with 1 in 4300 in high-resource regions [1].

2. Benefits of family planning

The health benefits of family planning include sizable reductions
in maternal morbidity, maternal mortality, infant and child mortality,
and abortion [3–5]. In 2008, 342 000 women died of maternal causes,
with 99% of maternal deaths occurring in low-resource countries [4].
However, without contraceptive use, maternal mortality would have
been 1.8 times higher: contraceptive use averted more than 272 000
maternal deaths, a 44% reduction. In addition, for every instance of ma-
ternal mortality, 20 instances of seriousmorbidity (e.g. obstetric fistula)
occur [9]. Use of modern contraception in low-resource countries in
2012 will avert 1.8 million neonatal and infant deaths and 138 million
abortions, 40 million of which are unsafe [3]. Complications of abortion
cause 13% of maternal deaths [10].

Family planning also confersmany social and economic benefits. The
ability to realize one's reproductive intentions via access to awide range
of contraceptive methods is a cornerstone of modern life, fundamental
to ensuring that women enjoy their full rights and opportunities.
At the household level, improved access to family planning services
leads to substantial improvements in women's earnings and children's
schooling [11]. At the national level, higher modern contraceptive use
national Federation of Gynecology and Obstetrics.
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correlates with lower fertility [12], which enhances economic growth
[11]. Conversely, high unwanted fertility (actual fertility in excess of de-
sired fertility) correlates with poverty and represents an inequity [13].
High fertility and poverty correlate with high levels of youth dependen-
cy, unemployment, political instability, gender inequality, poor health
indicators, and other markers of low socioeconomic development and
human misery. Thus, the world's governments have long affirmed the
rights of individuals and couples to sexual and reproductive health
(SRH), including the right to freely and responsibly choose the number,
spacing, and timing of their children, free of discrimination, coercion,
and violence [14–16].

3. Use of modern contraception

Worldwide, 56% ofMWRA—661 millionwomen—usemodern con-
traception [17]. Asia accounts for over two-thirds of modern contra-
ceptive use, with China and India alone accounting for half of
worldwide use. Female sterilization is the most widely used method
in the world, and the intrauterine device (IUD) is the most widely
used reversible method. Nineteen percent of MWRA (223 million)
rely on female sterilization, accounting for one-third (34%) of total
modern method use worldwide, and 14% of MWRA (169 million)
rely on the IUD, which accounts for 26% of total modern method use.
Thus, among women who are married or in union, use of the IUD
and female sterilization account together for 60% of the world's use
of modern contraception. The share of other modern methods’ use in-
cludes: the pill, 9% (104 million); the male condom, 8% (90 million);
the injectable, 4% (41 million); and male sterilization (vasectomy),
2% (28 million). Use of contraceptive implants has been below 1%
worldwide, but is increasing in low-resource countries, with prospects
of even greater usage in the next few years because of markedly re-
duced commodity prices [18].

There aremarked differences among regions inmodernmethod use,
as well as in the proportion of demand—the sum of modern contracep-
tive use plus unmet need for modern contraception—being met [8,17].
For example, 73% of MWRA in North America and 67% in Latin America
use modern contraception, but only 16% in Sub-Saharan Africa do so
[17]. Whereas 80% of demand for modern contraception is met world-
wide, including 86% in North America, 81% in Latin America, and 80%
in Asia (67% in Southern Asia), only 34% of demand for modern contra-
ception is met in Sub-Saharan Africa.

Variations are also found within Africa. The modern method con-
traceptive prevalence rate (CPR) is 58% in Southern Africa, 54% in
Northern Africa (excluding Sudan), and 23% in Eastern Africa, but is
less than 9% in Western Africa and less than 7% in Middle Africa
[17]. West and Middle African countries with a modern method CPR
of 8% or less include Chad (2%, 2004); Guinea (6%, 2005); Democratic
Republic of Congo (6%, 2007); Mali (7%, 2006); and Nigeria (8%,
2008) [19]. Southern and Eastern African countries with a modern
method CPR of 39% or higher include Kenya (39%, 2008–09); Malawi
(42%, 2010); Rwanda (45%, 2010); Swaziland (48%, 2006–07);
Namibia (53%, 2006–07); Zimbabwe (57%, 2010–11); and South Africa
(60%, 2003–04). Whereas total demand for modern contraception has
increased inmost countries of Southern and Eastern Africa-for example,
from 35% to 60% in Tanzania over 14 years and from 49% to 72% in
Rwanda over the past decade-there has been little to no increase in
West and Middle African countries [8]. In West and Middle Africa, 45%
of married women have never used modern contraception and do not
intend to use it, in contrast to 19% ofmarriedwomen in East and South-
ern Africa.

4. Effectiveness of modern contraception

Effectiveness is a key consideration for contraceptive users (who
are using contraception to avoid pregnancy). Effectiveness of a meth-
od is measured in terms of the number of unintended pregnancies per
Please cite this article as: Jacobstein R, et al, Meeting the need for modern
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1000 women during the first year of typical use (as opposed to “per-
fect” use) [20]. With no method use, there would be 850 unintended
pregnancies per 1000 women during 1 year. Effectiveness rates of
methods commonly used in low-resource countries are: withdrawal,
220 unintended pregnancies per 1000 women; (male) condom, 180
per 1000; pill, 90 per 1000; injectable (Depo-Provera), 60 per 1000;
copper-T IUD, 8 per 1000; female sterilization, 5 per 1000; male ster-
ilization (vasectomy), 1.5 per 1000; and implants, 0.5 per 1000 (i.e. 1
unintended pregnancy per 2000 women). In terms of contraceptive
failure, withdrawal is a substantial improvement over no method
use, but it is inferior to the “resupply” methods commonly used in
family planning programs (pills, condoms, and injectables). IUDs,
hormonal implants, female sterilization, and vasectomy—collectively
referred to as long-acting and permanent methods, or LAPMs—are
far more effective still, because they require fewer—often many
fewer—correct and consistent human actions. Thus, for example, the
copper-T IUD is 11 times more effective than the pill, and the implant
is 120 times more effective than the injectable. A recent modeling
study concluded that if (only) 20% of African women currently using
pills and injectables were to switch to using the more effective contra-
ceptive implant, 1.8 million unintended pregnancies, 576 000 abor-
tions (many of them unsafe), and 10 000 maternal deaths would be
averted over 5 years [21].

5. Unmet need for modern contraception

More than 1 in every 4 women (26%) in low-resource countries—
222 million overall—have an unmet need for modern contraception
[3]. (Withdrawal and periodic abstinence are classified as nonuse of
modern contraception and users of these methods are considered to
have unmet need for modern contraceptive methods [8,21]). Unmet
need in the world's 69 poorest countries increased from 153 million
women in 2008 to 162 million women in 2012. Unmet need varies
by region, and is generally higher where modern method use is
lower and among less educated and more rural populations [3,8,17].
Asia has the greatest number of womenwith an unmet need formodern
contraception, 119 million [17]. India alone has 45 millionwomenwith
an unmet need for modern contraception and Sub-Saharan Africa has
39 million women with an unmet need. However, Sub-Saharan Africa
has the highest proportion of married women with an unmet need, at
31%, compared with 12% in North America, 15% in Asia, and 16% in
Latin America. Unmet need for modern contraception exceeds use of
modern contraception in Western Africa, Middle Africa, Eastern Africa,
andWestern Asia. In Middle Africa, unmet need for modern contracep-
tion (37%) is 5 times greater thanmodernmethod use (7%), namely 84%
of total demand formodern contraception is not beingmet. Similarly, in
Western Africa, unmet need for modern contraception (30%) is more
than triple the level of modern method use (9%), with 77% of total
demand being unmet. Young, sexually active, never-married women
often face even greater difficulties than married women in accessing
contraception [3]. Forty-four percent of unmarried women who need
contraception in low-resource countries are not using a modern meth-
od. Unmet need among unmarried women aged 15–49 years in West
and Middle Africa is 51% [8]. Seventy-nine percent of unintended preg-
nancies in low-resource countries occur among women with an unmet
need for modern contraception [3]. Half of the estimated 80 million an-
nual unintended pregnancies in low-resource countries end in abortion.
If all unmet need for contraception were met, 104 000 maternal deaths
would be prevented each year, mainly in Sub-Saharan Africa and South
Asia [4].

6. Unmet need and reproductive intentions

Unmet need can be further subdivided according to a woman's or
couple's reproductive intentions either to postpone a first or subse-
quent birth for at least 2 years (unmet need for spacing) or to cease
contraception: Effective solutions to a pressing global challenge, Int J
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further childbearing (unmet need for limiting) [8,22]. More than one-
quarter (26%) of women in low-resource countries aged 15–49 years
are never-married, most of them adolescents and young adults
aged 15–24 years [3]. Sixty percent of the population in the world's
least developed countries is aged 0–24 years and in a number of
Sub-Saharan African countries almost half of the population is under
15 years. This young age structure implies a large and growing need
in the future for delaying and spacing births. The imperative to
meet the current and future family planning needs of this “youth
bulge” should not, however, obscure attention to the contraceptive
needs of those with a demand for limiting [23,24]. As desired family
size and fertility continue to fall in low-resource countries, women
there are spending a greater proportion of their reproductive lives
having a demand to limit (as women do in almost all countries of
Europe, Southeast Asia, and the Americas). Recent data from a number
of Eastern and Southern African countries (e.g. Kenya, Madagascar,
Malawi, Namibia, Rwanda, South Africa, and Swaziland) indicate that
the demand to limit births not only has risen among married women,
but now exceeds demand to space births [8,23,24]. Demand to limit
(a reproductive intention) does not equate to need for permanent
methods (a method choice), although users of permanent methods
have a demand to limit.

7. The purpose and function of family planning programs

The purpose of family planning programs is to providewide and eq-
uitable access to a broad range of modern contraceptive methods and
services, thereby enabling women and men to freely and responsibly
realize their reproductive intentions (to delay, space, or limit) across
their reproductive life cycle. Because family planning programs are
complex systems and are situated within broader and even more com-
plex health systems, it is helpful to simplify them conceptually to better
understand their structure, function, and dynamics. The following sub-
sections present two ways to conceptualize family planning programs.

7.1. A comprehensive and holistic program model for family planning
and sexual and reproductive health

A family planning (or other SRH) program can be usefully sub-
divided into 3 functional program components: supply, enabling envi-
ronment, and demand [25]. Supply elements include service providers
and sites, contraceptive supplies and equipment, and the training, su-
pervision, management, logistics, and referral subsystems needed for
regular and reliable provision of a wide range of modern methods in a
quality manner. Family planning service providers may be specialist
and generalist doctors, midwives, clinical officers, nurses, counselors,
peer educators, pharmacists, outreach workers, or community health
workers (CHWs). Service sites may be clinical facilities, health and
other outreach posts, pharmacies, drug shops, or CHW outlets. An
enabling environment for family planning requires up-to-date service
delivery policies, guidelines, and standards, which must be followed in
practice. Strong political commitment and leadership at all levels are
also critical, as are adequatefinancial and human resources, good gover-
nance andmanagement, supportive social and cultural norms, and gen-
der equity. On the demand side, family planning programs need to
present positive attitudes about all modern family planning methods,
to promote available family planning services, and to provide accurate
information to individuals and communities, counteracting myths and
misconceptionswhere necessary. This requires a range of social and be-
havioral change interventions: basic health education, counseling, in-
terpersonal communication, peer support, social marketing, and mass
media communication. It should also be kept in mind that these pro-
gram components do not operate in isolation but rather mutually inter-
act, and can be mutually reinforcing. Investments in one program area
can yield achievements in another; conversely, deficiencies in any one
program component can impede overall progress in achieving greater
Please cite this article as: Jacobstein R, et al, Meeting the need for modern
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and more equitable access to family planning. Thus, it is important
to “program holistically” in design and implementation of family plan-
ning and other SRH programs; EngenderHealth's “SEED Assessment
Guide for Family Planning Programming” may be a helpful tool in this
regard [25].

7.2. The who, what, where, when, and how of family planning

Another useful conceptual subdivision is into “the who, what,
where, when, and how of family planning.” Under the rubric of “who,”
the client being served is central. The perspectives and work situations
of providers are also very important, especially for LAPMs, which are
dependent upon the availability, actions, and motivation of skilled pro-
viders [26,27]. Besides direct service providers, other important and in-
fluential stakeholders in family planning programs are policymakers,
program leaders, program managers, supervisors, community leaders,
multilateral and bilateral donors, and other international partners [25].
Under the rubric of “what” are the categories of family planning
methods (e.g. barrier, hormonal, long-acting reversible, or permanent),
their characteristics (e.g. service requirements, parameters of use, length
of effectiveness, and common adverse effects), and related service poli-
cies, including which cadres can provide which methods. “Where”
includes the various sites for family planning service provision, as well
as the sectors providing the service (i.e. public, nonprofit private, and
commercial private sectors). “When” relates to the timing of method
provision with respect to pregnancy and/or delivery (i.e. postabortion,
postpartum, or interval). “How” the service will be delivered includes
such considerations as whether services entail client fees, whether ser-
vices are provided via socialmarketing or community-based distribution
(CBD), whether family planning services are integrated with other
health services, and whether services will be provided in static facilities
or via mobile outreach.

8. Barriers to contraceptive access and use

To provide modern contraception, family planning programs must
address the many client-, provider-, and health system-level barriers
that result in contraceptive nonuse and unmet need. Themost common
reasons for contraceptive nonuse cited by clients relate to health, expo-
sure, pregnancy, or opposition [8,28]. Among52 countries that have had
at least one Demographic and Health Survey (DHS) since 2001, the
most frequently cited reason for nonuse among women with demand
to space or limit is health concerns (29%), namely concern about
possible adverse effects or general health concerns about modern con-
traceptive use [8]. This is followed in frequency, at 18%–19% each, by
exposure reasons (i.e. not having sex or infrequent sex), pregnancy-
related reasons (e.g. postpartumamenorrhea or breastfeeding), and op-
position (e.g. husband is opposed, or religious reasons are cited). At the
provider level, long-recognized and often-persistent barriers include
lack of knowledge, skills, and motivation (or adequate reward), bias
for or against certainmethods (e.g. IUDs), poormanagement of adverse
effects, and unjustified limits on provision by certain provider cadres
[26–31]. Common health system barriers include inadequate human
and financial resources; competing healthcare demands; suboptimal
organization of work, for example, failing to integrate family planning
serviceswith safe delivery, postabortion care, maternal and child health
(MCH) or HIV/AIDS services, or failing to adjust for increasedworkloads
that ensue; geographic inaccessibility; service fees; and stockouts of
family planning commodities, equipment, and supplies.

9. Family planning programs: What has worked?

Ten essential elements that contribute to successful family plan-
ning programs have been identified by more than 700 international
family planning professionals from 98 countries: (1) supportive policies;
(2) evidence-based programming; (3) strong leadership and good
contraception: Effective solutions to a pressing global challenge, Int J
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management; (4) effective communication strategies; (5) contraceptive
security; (6) well-trained and high-performing staff; (7) client-centered
care; (8) easy access to services; (9) affordable services; and (10) appro-
priate integration of services [32]. A related set of “high-impact prac-
tices” (HIPs) have recently been identified to help focus resources and
program effort for the broadest reach and greatest impact [33]. The
HIPs apply either to the enabling environment or to the supply and de-
mand sides of family planning service delivery, and are subcategorized
as “proven” or “promising,” based on WHO criteria. Proven HIPs for
family planning service delivery (i.e. where evidence exists to recom-
mendwidespread implementation) include: providing family planning
counseling and services at the same time and location where women
receive treatment for abortion-related complications; supporting distri-
bution of awide range of contraceptivemethods through socialmarket-
ing; and training, equipping, and supporting CHWs to provide a wide
range of family planning methods. Promising practices, for which
good evidence exists that the intervention will lead to impact, include
offering a wide range of family planning methods through mobile out-
reach services and offering family planning services to postpartum
women during routine child immunization contacts. Most of these
topics are discussed in the following section.
10. Family planning programs: “No missed opportunities” to
expand access and equity

10.1. Postpartum family planning

The postpartum period, defined programmatically as the first
12 months after childbirth, is a time of high need for family planning.
An analysis of DHS data from 27 countries found that 95% of women
who were 12 or fewer months postpartum did not want another birth
within 2 years, yet 65% of them were not using contraception [34].
That is, almost two-thirds of postpartum women had an unmet need
for contraception—and nearly 40% of all unmet need for family planning
in these countries was in the first year postpartum. The prenatal and
postpartum periods offer many opportunities for, respectively, antici-
pating and responding to need for family planning, as women have rel-
atively frequent contact with the healthcare system for prenatal care,
delivery, postpartum/postnatal care, and infant/child care. For these
reasons, a number of international organizations including FIGO have
issued a call for collective action to prioritize programmatic attention
to postpartum family planning and to increase funding for it [35].

Various contraceptive methods are provided in family planning
programs during the immediate postpartum (from birth to 48 hours),
early postpartum (4–6 weeks), and/or extended postpartum (up to
12 months) periods. The lactational amenorrheamethod (LAM), initiat-
ed at birth with exclusive breastfeeding, is 98% effective for up to
6 months postpartum (in the absence of return to menses), and subse-
quent use of other modern methods is greater among LAM users than
among nonusers [36]. Provision of IUDs postpartum, either post-
placentally (within 10 minutes of delivery) or prior to discharge from
the facility (within 48 hours of delivery), or beginning at 4 weeks post-
partum and thereafter (“interval insertion”) has been shown to be safe
and acceptable, and has been a successful part of longstanding family
planning programs in Mexico, Egypt, Turkey, and China [36,37]. Female
sterilization, greatly underutilized in much of Africa, can be safely
provided following vaginal delivery or cesarean delivery, or 6 weeks
postpartum and thereafter, as is widely done in high-resource countries
[17]. Female sterilization prevalence (CPR) has recently risen to 5% or
higher in some Eastern and Southern African countries, including
Kenya, Malawi, Namibia, South Africa, and Swaziland [19,38]. Postpar-
tum vasectomy services are also feasible [39]. The required 3-month
period of reliance on another contraceptive method after a vasec-
tomy dovetails well with the period of postpartum abstinence and in-
fertility [36].
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Normative recommendations for use of implants and other
progestin-only methods by breastfeeding women prior to 6 weeks
postpartum vary considerably. WHO assigns such use a Category 3,
risks outweigh benefits [40]. However, the US Centers for Disease
Control and Prevention (CDC) assigns Category 2 (benefits outweigh
risks) for such use up to 4 weeks postpartum, and Category 1 (no re-
strictions on use) thereafter [41]; and theUK's Royal College of Obstetri-
cians and Gynaecologists (RCOG) and National Health Service assign
such use by breastfeeding (as well as non-breastfeeding) women at
any time a Category 1 [42]. Immediate postpartumprovisionof implants
would likely be relatively easy for family planning programs to imple-
ment, and increased availability would likely lead to increased use,
given the high interest of postpartum women in spacing or limiting
[24,34], as well as recent rises in implant use. The CPR for implants is
now greater than 6% in Rwanda (among unmarried as well as married
women), greater than 3% in Ethiopia, almost 2% in Kenya, and rising
elsewhere aswell [19]. Between 2004–05 and 2010–11, use of implants
has risen 17-fold in Ethiopia and Rwanda and 10-fold in Malawi [18]. In
Zambia, more than 22 000 implants (and 11 000 IUDs) were inserted
over 14 months by “dedicated providers,” all midwives [27]. In Mali,
18% of the 12 000women offered family planning on the day their chil-
dren received immunization chose an implant or an IUD [36].

Provision of postpartum family planning presents challenges as
well as opportunities [35,36]. For health systems, integrating family
planning into maternal, neonatal, and child health (MNCH) services
often requires restructuring and/or strengthening linkages between
services. Provision of integrated services may also entail increased
work for MNCH staff, who may also lack the requisite family planning
knowledge and skills. The presence of dedicated family planning pro-
viders or of MNCH providers trained in family planning counseling
and method provision facilitates the provision of client-centered inte-
grated services and helps women meet their reproductive intentions
to space or limit future pregnancies. In the Philippines, 1 year after
family planning and immunization services were integrated, family
planning service volume increased by 70%–80% and immunization
services increased by 80%–90% [36]. Secondary analysis of DHS sur-
veys from 27 countries found that unmet need for family planning
could be reduced by 50% if family planning were effectively integrat-
ed with childhood immunization programs [35].

10.2. Postabortion family planning

Althoughmost women being treated for complications of induced or
spontaneous abortion are good candidates for modern contraception,
research and situational analyses from 17 low-resource countries paint
a disappointing picture: 43% of women seeking postabortion care ser-
vices were not using a family planning method [43]; nearly 20% had a
previous induced abortion [44]; and only 1 in 4 postabortion care clients
(25%) leave the facility with family planning, although more than half
want it provided to them [45]. Providing family planning counseling
and services at the same time and location where women receive
treatment for complications related to abortion is a key component of
postabortion care [44] and a proven HIP in family planning [33]. How-
ever, the family planning component continues to receive less attention
than the treatment component of postabortion care [44,46,47]. Themost
successful models for providing family planning as part of postabortion
care entail reorganization of services to ensure that family planning is
provided prior to the client's discharge from the facility, rather than a re-
ferral being given for family planning services to be provided elsewhere.
Provision of family planning on-site typically requires training staff in
family planning counseling and service provision and otherwise ensur-
ing a supportive environment for the regular and routine delivery of
quality family planning (and other reproductive health care), free of
stigmatization or other barriers.

When postabortion care services are reorganized, increases in
family planning provision and use can be generated, replicated, and
contraception: Effective solutions to a pressing global challenge, Int J
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sustained within a short time. For example, in Turkey, a pilot program
initiated in a major maternity hospital in Ankara resulted in a first-
year increase in family planning provision from 65% to 97%, i.e. women
receiving no family planning dropped from 35% to 3% [48]. In addition,
the method mix shifted toward highly effective methods more in line
with fertility preferences, e.g. IUD use rose from 20% to 49%, and female
sterilization from negligible levels to 15%, with a concomitant reduction
in total abortions and repeat abortions. A subsequent nationwide rollout
to 24 public and private sector facilities also rapidly led to increased,
cost-saving, and sustainable postabortion care family planning services.
For example, within 2 years, postabortion care family planning rose in
14 hospitals in Istanbul (where up to one-third of all abortions in Turkey
are performed) from 37% to 72%, with the 3 public hospitals achieving
rates of more than 90%. High levels of postabortion care family planning
provision were sustained for more than 7 years.

Decentralization of postabortion care services to lower-level facili-
ties situated closer to women and their communities, with reorganiza-
tion to ensure on-site provision of family planning services prior to
discharge from the facility, has also been successful. For example, after
such decentralization in Tanzania, more than 17 000 postabortion
care clients were served from 2007–2010 at 193 facilities in 21 districts,
with 89% receiving family planning counseling and 83% leaving the
facility with a modern family planning method [49]. In Senegal, similar
decentralization to 323 facilities (23 health centers and 300 health
posts) in 23 districts led to a doubling of postabortion care services.
More than 6200 women received treatment of incomplete abortion,
the proportion of women being counseled about family planning rose
from 46% to 82%, and the proportion leaving the facility with a modern
contraceptive method rose almost four-fold, from 15% to 56% [50].
Ensuring the completion of the postabortion care model's family plan-
ning component (i.e. counseling and method provision) is a critical as-
pect of meeting overall unmet need for contraception. Meeting unmet
need for modern contraception in low-resource countries would pre-
vent 26 million abortions, 16 million of which are unsafe [4]. Unsafe
abortion accounts for 13% of the world's maternal deaths [10].

10.3. Task sharing and task shifting

Task sharing and task shifting for family planning service delivery
are practices recommended byWHO that entail the sharing or delegat-
ing of tasks from higher-level cadres of health workers to lower-level
cadres [51,52]. This terminology is relatively recent, but the practice
has been longstanding in family planning programs seeking to increase
access to modern contraception more widely and equitably despite
critical shortages and suboptimal distribution of health personnel
[29,53]. Safe and effective provision of hormonal and clinical methods
(LAPMs) has devolved progressively from obstetrician-gynecologists
to general doctors to “midlevel” provider cadres (clinical officers, mid-
wives, and nurses). The short-acting “resupply” methods—condoms,
pills, and, increasingly, injectables—have long been made available in
social marketing and community-based distribution (CBD) programs.

CHWs have provided injectable contraception in more than a dozen
counties, including Bangladesh, Bolivia, Ethiopia, Haiti, Madagascar,
Malawi, Nepal, Rwanda, Senegal, Uganda, and Zambia [51–55]. A recent
systematic review of evidence from 9 of these countries finds that the
provision of injectable contraception by appropriately trained and su-
pervised CHWs is safe, effective in reaching new users and underserved
populations, and acceptable to clients [54]. Based on this evidence,
WHO, FIGO, USAID, and 7 other signatory donor and service-providing
organizations recommend that provision of injectable contraception
by CHWs be a part of family planning programs in low-resource coun-
tries [56]. As well as providing injectable contraception, nurses and
midwives have long provided IUDs (and, more recently, implants) in
low-resource countries, which has also been endorsed by WHO [51,52].
As noted above, use of hormonal implants is rising in a number of
Sub-SaharanAfrican countries. Ethiopia has recently launched a program
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to train 15 000 rural community health extension workers (CHEWs) to
insert implants [55]. Clinical officers, who routinely perform minor ab-
dominal surgery, provide female sterilization services in a number of
Sub-Saharan African countries, including Kenya, Tanzania, and Malawi
(described in the following section).

10.4. Mobile outreach

Mobile outreach has attracted interest as a means to broaden access
and expand method choice, thereby increasing equity among rural and
other underserved populations and communities, to whom mobile
services are directed and provided [57]. There is no one model for
mobile service delivery, but mobile outreach generally entails teams
of family planning service providers making regular, periodic visits to
lower-level health facilities or to community facilities, or services are
provided in a mobile unit itself. Service providers either come from
the public sector or froma private sector partner via public–private part-
nerships; in either instance, such services are usually donor-funded and
are usually free of charge to clients. A range of modernmethods is made
available, including LAPMs, which typically are not easily provided
by resource-strapped family planning programs (compared with the
resupply methods). Greater availability of LAPMs is key to expanding
method choice and equity, because when they are made available
and affordable they are widely used [23,27], as illustrated in the follow-
ing paragraph.

Mobile services have been shown in a number of countries
(e.g. Ethiopia, Malawi, Nepal, Pakistan, Sierra Leone, Tanzania, and
Vietnam) to reach more clients, underserved communities, and new
users [38,58,59]. In some instances mobile services account for a sub-
stantial share of overall national provision of LAPMs. For example, in
Nepal, government-run mobile clinics account for 33% of vasectomy
prevalence and 20% of female sterilization prevalence [57]. In Tanzania,
more than half of all LAPM clients—580 000 women—received their
chosen method via mobile outreach services between 2007 and 2010,
and use of implants and IUDs tripled (and the modern method CPR in-
creased from 20% in 2004 to 27% in 2010) [59]. Generating demand
through community mobilization was an essential component of in-
creasing services, and districts increasingly included mobile outreach
in their plans and budgets. In Malawi, one nongovernmental organiza-
tion, Banja LoMtsogolo (BLM, the local affiliate of Marie Stopes Interna-
tional), is credited as the source of supply for one-third of all female
sterilizations provided in Malawi, and this may be a substantial under-
estimate [38]. From 2008 through 2011, BLM provided more than
170 000 female sterilization procedures, 90% of them via mobile out-
reach, and all procedures were performed by clinical officers, not doc-
tors (Malawi had fewer than 400 doctor-practitioners in 2010). The
prevalence of female sterilization in Malawi is now 10%, representing
almost 1 in every 4 married users of modern contraception, and equity
is high as well: rural use (9%) is close to urban use (12%), and women
with no education and those with secondary education have the same
level of substantial use (14%) [38].

11. Contraceptive use and method choice in a situation of
universal access

There is no “ideal”methodmix—choice from among a wide range of
contraceptive options has been and must always be the bedrock princi-
ple guiding family planning programs [14]. However, it is instructive to
consider patterns ofmethod use in countries that have achieved univer-
sal access to girls’ education, lowmaternal mortality, universal access to
a wide range of modern contraceptive methods, and low fertility. These
4 mutually reinforcing parameters are both major causes as well as
indicators of a country's being “developed.” In the UK, where sociocul-
tural, gender, and health system constraints to contraceptive use are
minimal and consequently use of modern contraception is very high,
81% of women who are married or in union use modern contraception,
contraception: Effective solutions to a pressing global challenge, Int J
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only 3% use traditional methods, unmet need is negligible, and the
method mix is “balanced” [60]. The most commonly used methods are
the pill (22%), condoms (18%), vasectomy (17%), and female steriliza-
tion (13%). The IUD is used by 6% of women, injectables by 3%, and
other methods (including implants) by 2%. The 4 highly effective
LAPMs together account for more than 44% of modern contraceptive
use.Widespread demand to limit future births can be inferred fromper-
manent contraception's 37% share of modern method use. The high use
of vasectomy and of condoms, together comprising over 43% of modern
method use, suggests a high degree of gender equity and male involve-
ment in the realization of reproductive intentions in the UK.

12. Three “African success stories”: Ethiopia, Malawi, and Rwanda

Despite human and financial resource constraints and competing
health burdens, Ethiopia, Malawi, and Rwanda have recently enjoyed
success in making modern contraception much more widely and
equitably available to their populace. In statements prepared for the
July 2012 London Summit on Family Planning, the prime ministers
of Ethiopia and Rwanda confirmed their countries’ commitment to
family planning as a national development priority [61]. The Govern-
ment of Malawi has also committed itself to improving access to SRH
services, including family planning [62]. Accordingly, contraceptive
use has risen notably in all 3 countries across wealth quintiles and ed-
ucation levels, demand for modern contraception has become an in-
dividual and societal norm (72% in Malawi, 72% in Rwanda, and 54%
in Ethiopia), and fertility has declined [19]. Ethiopia's modern method
CPR has quadrupled, from 6% in 2000 to 27% in 2011; Malawi's CPR
increased by 50% between 2004 and 2010 (from 28% to 42%); and
Rwanda's CPR has risen from 10% in 2005 to 45% in 2010—the fastest
rate of increase ever recorded (7% annually), with a concomitant fall
in fertility, from 6.1 to 4.6 lifetime births per woman. Unmet need
for modern contraception fell in all 3 countries, most substantially
in Rwanda, where it declined from 45% to 25% among married
women. However, unmet need remains high in all 3 countries (Malawi
at 30% and Ethiopia at 27%), and unwanted fertility is substantial. This
unmet need is thus an indicator both of family planning program “suc-
cess” (greater demand generated) and of remaining programmatic
challenge. Diversifying the method mix is an additional challenge in
all 3 countries. Use of injectables predominates (as it does in almost
all Sub-Saharan African countries), accounting for 76% of modern
method use in Ethiopia, 61% in Malawi, and 57% in Rwanda. However,
implants comprise 14% of use in Rwanda and Ethiopia and female
sterilization comprises 21% of use in Malawi. These relatively high
proportions of use confirm that despite their being more intrinsically
complex clinical methods, long-acting reversible and permanent con-
traceptive methods can be provided widely by Sub-Saharan African
family planning programs, and in that case will be popular with clients.

13. The role of FIGO and its members in helping family planning
programs meet unmet need

FIGO has recently joined a number of international and donor orga-
nizations in issuing calls to action for increased funding andmore effec-
tive programming to improve maternal health and family planning in
low-resource countries. Specific consensus statements call for: helping
women and men attain universal access to family planning [63] as ad-
vocated by the 2010 UNWorld Summit [64]; strengthening the role of
nurses and midwives [65]; providing modern contraception to 50 mil-
lion additional couples by 2015 [66]; giving greater priority to the fam-
ily planning/reproductive health needs of women in the (extended)
postpartum period [35] and those of adolescents as an underserved
and vulnerable group (including married adolescents) [66]; promoting
family planning service provision after the complications associated
with induced or spontaneous abortion as a standard of practice for doc-
tors, nurses, andmidwives (in both the public and private health sector)
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[44]; and permitting CHWs to provide injectable contraception, thereby
expanding access to an important and popular modern method [56].

Leadership by FIGO, its member societies, and its individual mem-
bers will continue to be valuable in addressing the numerous political,
provider-related, and health system barriers to wide and equitable pro-
vision of family planning. This will include helping to ensure that opti-
mal policies for family planning service delivery are not only in place
but being followed in practice; that appropriate task sharing/task
shifting takes place, including to the full range of CHWs; that family
planning-related knowledge, counseling, and skills are basic competen-
cies to be acquired in the pre-service, in-service, and postgraduate edu-
cation for each professional discipline (doctors, midwives, and nurses);
that client/user fees are removed at the point of care for women who
cannot afford them; and that family planning is promoted as an essen-
tial service in individual FIGOmembers’ clinical practices. Further, indi-
vidual obstetrician-gynecologists—in their positions of influence and
authority as heads of departments at local, district, regional, or national
health facilities or as faculty and deans in schools of medicine—can and
should champion these consensus approaches that FIGO has endorsed.
This will lead to greater and more equitable access to modern contra-
ceptive methods and services for women, men, and adolescents,
which thereby will improve the health and well-being of families, com-
munities, and the country as a whole.
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