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Executive Summary

S

exual and reproductive health care encompasses a broad range of services that ensure
people can decide whether and when to have children, experience safe pregnancy and delivery, have
healthy newborns, and have a safe and satisfying
sexual life. These services are important investments
both because they enhance individual well-being
and allow people to exercise their sexual and reproductive rights, and because they have far-reaching
benefits for societies and for future generations.

Approximately
218 million
women in
LMICs have an
unmet need
for modern
contraception.

This report examines core services that women
need and use during their reproductive years: contraceptive services, pregnancy-related care (including maternal health care and abortion services),
newborn care and treatment for STIs. It identifies
services that, if expanded and strengthened, could
improve the health of women, their partners and
their children. It focuses on low- and middleincome countries (LMICs) and, like prior Adding It
Up reports, presents the need for, impacts of and
costs associated with providing services at internationally defined standards of care. The report’s goal
is to illustrate for national and local governments,
the private sector and international development
partners the investments needed to expand and
improve sexual and reproductive health services,
which are essential components of health care.

Unmet needs for services
New estimates for 2019 show that sexual and
reproductive health services fall well short of needs
in LMICs. Approximately 218 million women of
reproductive age (15–49) in these countries have
an unmet need for modern contraception—that is,
they want to avoid a pregnancy but are not using a
modern method. About half (49%) of pregnancies
in LMICs—111 million annually—are unintended.
In addition, 127 million women give birth each year,
and tens of millions of them do not receive adequate pregnancy-related and newborn health care.
●
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50 million make fewer than four antenatal
care visits

●

●

●

31 million do not deliver in a health facility
16 million do not receive the care they need
following a major obstetric complication
13 million have newborns who do not receive
needed care for major complications

Many women whose pregnancies do not end in
a live birth also lack needed services.
●

●

●

2 million do not receive the care they need after
experiencing a miscarriage
35 million have abortions in unsafe conditions
9 million do not receive the necessary care for
complications after an unsafe abortion

Furthermore, an estimated 133 million women of
reproductive age in LMICs need but do not receive
treatment for one of the four major curable STIs—
chlamydia, gonorrhea, syphilis or trichomoniasis.
Adolescents, in particular, have substantial unmet
needs for sexual and reproductive health care. For
example, women aged 15–19 who want to avoid
a pregnancy have much higher unmet need for
modern contraception than do all women of reproductive age who want to avoid a pregnancy (43%
vs. 24%). Adolescent women face many barriers
to obtaining contraceptive care, including fear of
exposing that they are sexually active (if they are
unmarried) and social pressure to have a child (if
they are married). Adolescents in LMICs have an
estimated 21 million pregnancies each year, 50%
of which are unintended.

Impacts of expanded services
If all women in LMICs wanting to avoid a pregnancy
were to use modern contraceptives and all pregnant
women and their newborns were to receive care at
the standards recommended by the World Health
Organization, the impacts would be dramatic:
●

Unintended pregnancies would drop by 68%

●

Unsafe abortions would drop by 72%

●

Maternal deaths would drop by 62%

Providing the recommended maternal and newborn care would also vastly improve newborn
health. Newborn deaths would drop by 69%, and
new HIV infections among babies six weeks and
younger would drop by 88%.
In addition, if all women infected with chlamydia or
gonorrhea were given effective and timely treatment, cases of pelvic inflammatory disease and
infertility caused by these STIs would be eliminated.

Total cost of a package of care
A package of care that would meet all women’s
needs for modern contraception, pregnancyrelated and newborn care, and treatment for the
major curable STIs would cost $68.8 billion annually in 2019 U.S. dollars, or approximately $10.60
per capita (i.e., per total population in LMICs) per
year. This represents an increase over current costs
of about $4.80 per capita per year. This investment
would improve the quality of services women
currently receive and enable all women to receive
the care they need.
The total recommended investment represents a
$31 billion (83%) increase over current annual costs
for LMICs. Two subregions, Sub-Saharan Africa
and Southern Asia, account for more than threequarters ($24 billion) of the total increase. Lowincome countries, which are mostly concentrated
in Sub-Saharan Africa, require the largest boost in
resources—an increase from $3.40 to $15.80 per
capita annually—because these countries’ unmet
needs for services are the highest and the health
systems supporting these services require the most
expansion and improvement.
Importantly, fully investing in contraceptive services
would result in a substantial decrease in unintended
pregnancies, which would in turn reduce the need
for pregnancy-related and newborn care. Every
dollar spent on contraceptive services beyond the
current level would reduce the cost of pregnancyrelated and newborn care by three dollars. Thus,
investing in both sets of services would result in
cost savings of $11 billion compared with investing
in pregnancy-related and newborn care alone.

Expanding and improving care
For approximately $10.60 per capita annually in
LMICs, or about $4.80 more per capita than current
costs, all women of reproductive age would receive
the pregnancy-related and STI care that they need;
all newborns would receive essential, lifesaving
care during and just after birth; and women would

receive the contraceptive services they need to be
able to decide whether and when to have children.
These gains would address substantial health burdens in LMICs and provide good value for money.
In addition, the interventions that make up this
service package have proven feasible to implement
in diverse settings.
Investments are also critically needed to address
other sexual and reproductive health needs,
although they are not quantified in this report
because the necessary data are lacking. Cervical
cancer—which can be prevented with low-cost
interventions—accounts for more deaths in many
LMICs than do pregnancy-related complications.
Nearly one in three women experience intimate
partner violence, which has profound physical
and mental health consequences. Young women
continue to account for a disproportionate share of
new HIV infections. People in humanitarian crises
face heightened risks of STIs, unintended pregnancy and unsafe abortion, while services in these
settings are uneven and usually inadequate. And
infertility affects millions of couples worldwide, yet
treatment is out of reach for those with modest
incomes.

Every $1 spent
on contraceptive
services beyond
the current level
would reduce
the cost of
pregnancyrelated and
newborn care
by $3.

The funds for expanding and improving sexual and
reproductive health care will need to come from
a combination of sources that currently support
services: national governments, nongovernmental
organizations, international donor agencies and
the individuals receiving care. Although financing
models vary from one country to another, the
objective of universal health coverage—which is
now a widely accepted goal in the global health
community—is to ensure access to care for the
people most in need. In countries with high health
burdens and limited domestic budgets, external
donor funding and effective donor-recipient partnerships will continue to be necessary for expanding access to care.
The speed at which countries can expand provision
of high-quality sexual and reproductive health care
will vary greatly and will depend on their health
system’s starting point and capacity for making
needed improvements. Not acting at all would
result in high costs, financially, developmentally
and from a human rights perspective. By investing
in proven sexual and reproductive health interventions, countries can make greater progress toward
their national health and development goals, and
toward achieving the Sustainable Development
Goals by 2030.
ADDING IT UP 2019
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Purpose, Overview and Methods

S

exual and reproductive health and rights have
far-reaching implications for individuals,
families and society. Health and well-being depend
on people’s ability to plan pregnancies and births;
obtain high-quality care before, during and after
a pregnancy; and prevent and treat HIV and
other STIs. People who experience gender-based
violence, infertility and reproductive cancers also
rely on sexual and reproductive health care. A lack
of access to these essential services jeopardizes
individuals’ health and lives and, in turn, negatively
affects families and social and economic development more broadly.

elements, such as services for infertility and reproductive cancers. The commission also recognized
that sexual and reproductive rights are linked with
human rights, which countries have an obligation to
uphold and which include rights to privacy, bodily
autonomy and dignity, and to health care that is
free of stigma, discrimination and coercion. This
report builds on the commission’s evidence and recommendations by quantifying the need for specific
sexual and reproductive health services in low- and
middle-income countries (LMICs; Figure 1.1, page
7), and estimating the impacts and associated costs
of expanding and improving these services.

Recognizing the linkages between these fundamental aspects of individual health and broader
development efforts, several global initiatives of
the past decade have advanced parts of the sexual
and reproductive health and rights agenda. For
example, many of the 17 Sustainable Development
Goals (SDGs)1—especially Goals 3, 4 and 5, which
aim for improved health, education and gender
equality, respectively—depend on improvements
in sexual and reproductive health and rights.
The health-related SDG targets for 2030 include
satisfying people’s needs for modern contraception, reducing maternal and newborn deaths, and
ending the HIV epidemic. To achieve these targets
and reach the most disadvantaged populations,
the SDGs also call for countries to attain universal
health coverage, ensuring that quality services are
accessible and affordable to everyone. These calls
for improved sexual and reproductive health reflect
the aims of other global initiatives, such as Family
Planning 20202 and the UN’s Global Strategy for
Women’s, Children’s and Adolescents’ Health.3

The goal of this report is to guide decision makers,
at the global, regional, national and local levels, in
making investments in sexual and reproductive
health services that would result in large returns for
individuals and societies. Specifically, it examines
services that women need and use during their
reproductive years (15–49) and identifies services
that, if expanded and strengthened, could improve
women’s health, as well as that of their partners and
children. The report builds on prior Adding It Up
reports, which have provided periodic estimates
of the need for, costs of and impacts of sexual and
reproductive health services since 2003. Over time,
the estimation methods have been refined, the
package of care has expanded, and the countries
included in the analysis have shifted slightly, but the
purpose and approach have remained consistent.

In 2018, the Guttmacher-Lancet Commission on
Sexual and Reproductive Health and Rights outlined an essential package of sexual and reproductive health interventions to which all people should
have access.4 This proposed package includes the
key components of care promoted in the global initiatives described above, as well as often neglected
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The 2019 estimates
The 2019 estimates describe the need for and costs
and impacts of the following sexual and reproductive health services for women of reproductive age
in LMICs:
●

●

●

Contraceptive services
Pregnancy-related and newborn care, which
includes maternal and newborn health care, safe
abortion services and postabortion care
Treatment for major curable STIs

FIGURE

1.1 Adding It Up 2019 presents new estimates for low- and middle-income countries.

Low-income
countries

Afghanistan
Benin
Burkina Faso
Burundi
Central African Republic
Chad
Democratic People’s
Republic of Korea
Democratic Republic of
the Congo
Eritrea
Ethiopia
Gambia
Guinea
Guinea-Bissau
Haiti
Liberia
Madagascar
Malawi
Mali
Mozambique
Nepal
Niger
Rwanda
Sierra Leone
Somalia
South Sudan
Syrian Arab Republic
Tajikistan
Togo
Uganda
United Republic of
Tanzania
Yemen

Lower-middle–income countries
Angola
Bangladesh
Bhutan
Bolivia
Cabo Verde
Cambodia
Cameroon
Comoros
Congo
Côte d’Ivoire
Djibouti
Egypt
El Salvador
Eswatini
Ghana
Honduras
India
Indonesia
Kenya
Kiribati
Kyrgyzstan
Lao People’s
Democratic Republic
Lesotho

Mauritania
Micronesia
Mongolia
Morocco
Myanmar
Nicaragua
Nigeria
Pakistan
Papua New Guinea
Philippines
Republic of Moldova
Sao Tome and Principe
Senegal
Solomon Islands
State of Palestine
Sudan
Timor-Leste
Tunisia
Ukraine
Uzbekistan
Vanuatu
Viet Nam
Zambia
Zimbabwe

Upper-middle–income countries
Albania
Algeria
Argentina
Armenia
Azerbaijan
Belarus
Belize
Bosnia and Herzegovina
Botswana
Brazil
Bulgaria
China
Colombia
Costa Rica
Cuba
Dominican Republic
Ecuador
Equatorial Guinea
Fiji
Gabon
Georgia
Grenada
Guatemala
Guyana
Iran
Iraq
Jamaica
Jordan

Kazakhstan
Lebanon
Libya
Malaysia
Maldives
Mauritius
Mexico
Montenegro
Namibia
North Macedonia
Paraguay
Peru
Romania
Russian Federation
Saint Lucia
Saint Vincent and the
Grenadines
Samoa
Serbia
South Africa
Sri Lanka
Suriname
Thailand
Tonga
Turkey
Turkmenistan
Venezuela

Note: Per World Bank classifications, “low-income” corresponds to a 2018 gross national income per capita of $1,025 or less, “lower-middle–income”
to $1,026–3,995, and “upper-middle–income” to $3,996–12,375. Source: reference 5.
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For these core services, sufficient data are available
in LMICs to analyze unmet needs, service costs and
impact systematically across countries (Box 1.1,
page 9). For contraceptive care and pregnancyrelated and newborn care, we discuss critical gaps
in services and the improvements needed—in
terms of both access and quality—as well as the
specific needs of adolescents aged 15–19. In
addition, we include findings on other sexual and
reproductive health services that are not part of
the 2019 estimates but for which the GuttmacherLancet Commission found ample evidence of need
and effective interventions, and which should be
considered vital elements of a continuum of care
that supports people’s health throughout their
reproductive lives (Table 1.1). We also draw attention to wealth disparities in health care utilization
to help guide decision makers toward program
designs and resource management strategies that
support equitable access to services.
Although data on wealth disparities are widely
available, data that speak to other important types
of marginalization and discrimination are not.
The groups of people for whom information is
limited—and whose needs are often overlooked—
include adolescents younger than 15, adults older
than 49, sex workers, people who inject drugs,
people with disabilities, racial and ethnic
minorities, indigenous populations and LGBTQ
individuals.4
TABLE

1.1 Essential sexual and reproductive health services covered in this
report for women aged 15–49 in LMICs
Adding It Up 2019 estimates on
needs, costs and impacts
All women
aged 15–49

Adolescents
aged 15–19

Contraceptive services

●

●

Maternal and newborn health care*

●

●

Safe abortion and postabortion care

●

●

Prevention and treatment of the
major curable STIs†

●

Relevant
estimates
from other
studies

HIV prevention and treatment for
general population

●

Cervical cancer prevention and
treatment of precancer

●

Intimate partner violence prevention,
detection and management

●

Infertility services

●

*Includes HIV care for pregnant women and newborns, as well as care for all pregnancies, whether ending in live birth,
miscarriage, stillbirth or ectopic pregnancy. †Chlamydia, gonorrhea, syphilis and trichomoniasis. Note: LMICs=low- and
middle-income countries (see Figure 1.1).
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This report does not examine men’s sexual and
reproductive health needs independently from
those of women because of the focus of the analysis and the data sources available. However, we
identify the contexts in which women’s and men’s
service needs overlap, such as the use of some
contraceptive methods, prevention and treatment
of STIs, and infertility services. We use the terms
“women” and “men” to match the data available
in nationally representative household surveys,
although we recognize that not all people have
binary gender identities.
Guide to this report
The report presents the following estimates as
they relate to contraceptive services (in Chapter 2)
and pregnancy-related and newborn care (in
Chapter 3):
●

●

●

●

Magnitude of service needs among women of
reproductive age and their newborns
Level and adequacy of current services
Costs of current services and of full coverage of
recommended care
Impacts of current services and of meeting all
service needs

Estimates are presented for LMICs as a group
(132 countries) and, in some cases, by countryincome group (low income, lower-middle income
and upper-middle income)5 or by geographic
regions and subregions.6 For some services, the
report also examines disparities in care according
to household wealth, using data from countries
with recent national surveys. Appendix tables,
available online provide data for different country
groupings (https://www.guttmacher.org/report/
adding-it-up-investing-in-sexual-reproductivehealth-2019).
Chapter 4 presents estimates of the effects and
cost savings that would result from fully meeting
the needs for both contraceptive services and
pregnancy-related and newborn care. In addition,
beyond the direct, short-term impacts quantified
here, we draw on other published research to
describe the broad social and economic benefits
that result from people being enabled to delay
childbearing and have their desired number of
children.
Chapter 5 focuses on adolescents aged 15–19,
emphasizing that the foundation for good sexual
and reproductive health begins early in life and

exploring some of the long-term benefits that
accrue from investing in adolescents’ sexual and
reproductive health and rights.
Chapter 6 presents estimates on the need for and
cost of treatment for major curable STIs among
women of reproductive age. It also summarizes
what we currently know about the need for—and
in some cases, the costs associated with—other
sexual and reproductive health services. These

include the prevention and treatment of cervical
cancer, HIV and infertility; services that respond to
intimate partner violence; and sexual and reproductive health care in humanitarian crisis settings.
Chapter 7 summarizes the scope of need for sexual
and reproductive health services and the efforts
that will be required to make essential health service coverage a reality for everyone.

BOX

1.1 How are the Adding It Up estimates generated?
Adding It Up is an ongoing project by the Guttmacher Institute that
estimates the need for and the use, costs and impacts of sexual and
reproductive health services in low- and middle-income countries
(LMICs).7–12 The current study assesses the numbers of women of reproductive age (15–49) who need and receive contraceptive services,
pregnancy-related and newborn services (defined as maternal and
newborn care, including HIV-related services for pregnant women and
their newborns, safe abortion services and postabortion care), and
treatment for the most common curable STIs. It estimates the total
costs of current services and of satisfying service needs for all women
and newborns at internationally defined standards of care. This box
briefly explains the methodology and data sources used. Additional
details are available at https://www.guttmacher.org/report/addingit-up-investing-in-sexual-reproductive-health-2019-methodology.
To show the impacts of meeting women’s needs for contraceptive services and pregnancy-related and newborn care, this study compares
current levels of service provision with the following hypothetical
scenarios:
■ No care: This scenario is used to show the health impact of current
services by estimating outcomes if no contraceptive or pregnancyrelated and newborn care were provided.
■ Meeting the need for modern contraception and meeting the need
for pregnancy-related and newborn care: These two scenarios show
the costs and impacts of fully investing in just one set of services,
assuming the other set remains at current levels.
■ Fully meeting the need for both sets of services simultaneously: This
scenario demonstrates how full provision of contraceptive services
would reduce the need for pregnancy-related and newborn care,
which would in turn result in greater impact and cost savings than
investing in either set of services alone.
In addition, the study estimates the costs of current services for treating the four main curable STIs—chlamydia, gonorrhea, trichomoniasis
and syphilis—as well as the impact and costs if all need for such care
were fully met.
Costing
The analysis estimates the full cost to the health system of providing
services, whether in public or private health facilities and regardless
of who ultimately pays for the services. Both direct costs and indirect
costs are included. Direct costs are estimated using a bottom-up,

ingredients approach, meaning that the costs of resources required
to provide a given service are added together to produce a total cost.
These costs include personnel time; contraceptive commodities;
medications, diagnostic tests and consumable supplies (referred to as
drugs and supplies); and food costs during hospital stays. Personnel
time includes the provision of information and counseling.
Indirect costs, referred to as programs and systems costs, are estimated
by applying region-specific markup rates to direct costs. Programs
and systems costs cover 10 categories: program management, staff
supervision, monitoring and evaluation, human resources development, transport and telecommunications, health education and
outreach, advocacy, infrastructure and equipment, commodity supply
systems and health information systems. For scenarios in which needs
for contraceptive or pregnancy-related and newborn care are fully
met, we applied higher region-specific markup rates to reflect the
increased resource requirements associated with expanding capacity
and improving quality to meet international standards.
Estimates of the types and quantities of resources required to provide
contraceptive services, pregnancy-related and newborn health care,
and STI care are based on assumptions from the Lives Saved Tool
(Spectrum Version 5.73)13 and the OneHealth Tool,14 supplemented
by scientific literature, World Health Organization (WHO) policies
and general recommendations, and expert review. Country-specific
personnel salaries come from WHO-CHOICE personnel cost estimates
from 201015 and have been inflated to 2019 levels. Contraceptive
commodity costs are average prices for 2015–2018 and come from
the Reproductive Health Interchange database.16 Nearly all prices for
drugs and supplies are drawn from the United Nations Population
Fund (UNFPA),17 UNICEF,18 Management Sciences for Health19 and IDA
Foundation.20 The programs and systems costs are based on estimates
from UNFPA.21
We present the cost for all scenarios as annual costs in 2019 U.S. dollars.
Most of the sources we use to estimate direct costs for contraceptive
commodities, drugs and supplies reflect public-sector prices. These
may therefore underestimate costs somewhat, especially for countries
relying heavily on private-sector care. For simplicity, we assume that
the additional cost of meeting individuals’ needs is the same regardless
of the number of people served (i.e., marginal costs remain constant
and there are no economies of scale). Moreover, our estimates do not
continued

ADDING IT UP 2019

9

BOX

1.1 How are the Adding It Up estimates generated? (continued)
account for costs associated with addressing all barriers to the use of
health services (within or outside of the health system), nor the costs of
modifying services to meet certain groups’ specific needs. Finally, we
assume in scenarios of increased service provision that the required
investments and resulting gains are immediate—occurring in 2019.
Using the same reference year for all scenarios facilitates comparison
and makes it easier to illustrate the impacts of fully meeting all service
needs. In practice, meeting all service needs requires expanding or
improving health care infrastructure and training health care workers,
and these steps would take time to achieve.
Demographic and health data sources
The 2019 estimates draw on the most recent data sources; numbers
were adjusted to 2019 as needed. Nationally representative surveys of
women aged 15–49 are the principal source of information for measures of women’s fertility preferences, contraceptive use, and receipt
of pregnancy-related, newborn and STI care. These surveys include
Demographic and Health Surveys, UNICEF Multiple Indicator Cluster
Surveys, U.S. Centers for Disease Control Reproductive Health Surveys,
and Performance Monitoring for Action Surveys, among others. We
aligned the survey data on contraceptive use with the UN Population
Division’s annual model-based estimates of the proportions of married
and unmarried women using contraceptives and having unmet need
in 2019.22
Population projections of women aged 15–49 and of the annual
number of live births in 2019 are from the UN Population Division.6
Estimates of unintended pregnancy, abortion incidence and abortion
safety are from the Guttmacher Institute, WHO and other authors, and
are adjusted to 2019.23–29
Stillbirths are based on estimates by The Lancet Stillbirth Epidemiology
Investigator Group.30 Miscarriages are estimated as a proportion of live
births and abortions.31 Estimates of maternal deaths and their causes
are from the UN Maternal Mortality Estimation Inter-Agency Group32
and the Institute for Health Metrics and Evaluation, respectively,33 and
data for newborns are from WHO.34
Estimates of the number of unintended pregnancies averted as a result
of contraceptive use are based on age- and method-specific usefailure rates from a number of studies35–38 and a pregnancy rate for
women who want to avoid a pregnancy but are using no method.39
We applied country-specific adjustment ratios to our estimates of
unintended pregnancies to align them with a robust set of modeled

10

GUTTMACHER INSTITUTE

estimates.24 The impacts of maternal and newborn health care are
based on condition-specific effectiveness rates of components of
pregnancy-related and newborn care in reducing maternal and
newborn death, which come from the Lives Saved Tool.13
Estimates of new infection rates for the four main curable STIs in
women are from WHO.40 We multiply the rates by the population of
women aged 15–49 in each country to estimate the total annual
number of new infections for all four STIs combined.41
Presentation of results and missing data
The report shows cost and impact estimates for LMICs as a whole; by
income grouping, as defined by the World Bank;5 and by geographic
region and subregion, as defined by the UN Population Division.6
Totals reflect the sum of individual country estimates, and percentages represent weighted averages for countries in that grouping. For
most countries where health-related data are unavailable, we use the
subregional or regional weighted average. Five countries or territories classified as LMICs are excluded from the analysis because the
UN does not publish population or births data for them.a Estimates
for a number of country groupings, such as UNFPA regions, can be
found in the appendix tables at https://www.guttmacher.org/report/
adding-it-up-investing-in-sexual-reproductive-health-2019.
Comparability with prior reports
While the basic Adding It Up approach has remained consistent over
time, each update of the estimates involves adjusting the project’s
scope and methodology; therefore, estimates from different reports
should not be used as a time series. Whereas prior reports presented
totals for developing regions, which are defined geographically, this
report presents estimates for LMICs. In making this change, we exclude
the approximately 3% of women of reproductive age in developing
regions who live in high-income countries. In addition, we include
LMICs in Eastern and Southern Europe, which were excluded from
prior reports that focused on developing regions.
Several other changes also prevent comparisons with prior reports.
These include adjustments in our estimates of contraceptive needs
and use to align with those of the UN Population Division,22 new estimates of abortions and unintended pregnancies,24 and many updated
sources of information.
a) American Samoa, Dominica, Marshall Islands, Nauru and Tuvalu. Following UN Population
Division classifications, Kosovo is collapsed with Serbia for all calculations.

2

Contraceptive Services

C

ontraception has long been a cornerstone of
sexual and reproductive health care because
it enables people to choose whether and when
to have children. By doing so, it can save women’s
and children’s lives and enhance their health and
well-being. Because of its wide-ranging and longterm benefits for women, their families, their communities and their countries’ social and economic
development, contraception is one of the most
cost-effective investments in health.42–44
Contraceptive use has increased dramatically
worldwide over the last four decades,22 as couples
have increasingly chosen to have fewer children
and as modern contraceptive methods have
become widely available through public-sector
family planning programs, nongovernmental
organizations, and private-sector clinics and
pharmacies. However, a substantial proportion of
women who want to avoid a pregnancy—whether
to postpone, space or stop childbearing—are not
using a modern method. In some of the poorest
countries, the quality and accessibility of contraceptive services remain weak, even while the desire
for smaller families grows.4
This chapter presents estimates of the need for
and use of modern contraceptives in low- and
middle-income countries (LMICs) in 2019, defining
unmet need and describing the service improvements required to meet women’s needs. We show
the impacts of modern contraceptive use, both
at the current level and in a scenario in which all
women who need modern methods use them.
We then present cost estimates for both of these
contraceptive service scenarios. The costs and
impacts are presented as annual estimates for
2019, although, in reality, the necessary service
improvements would occur over time.
The need for contraception
Worldwide, women have an average of 2.5 children
(in 2015–2020), ranging from 1.7 in high-income
countries to 4.5 in low-income countries.6 Even

women on the upper end of this range spend most
of their reproductive years wanting to avoid a
pregnancy and therefore needing effective means
to prevent pregnancy.
As of 2019, more than half of the 1.6 billion women
of reproductive age living in LMICs want to avoid a
pregnancy (Figure 2.1).45 Among these 923 million
women who do not want to become pregnant,
about three-quarters (705 million) use modern
contraceptives and one-quarter (218 million) do
not. This last group is considered to have an unmet
need for modern contraception—that is, they
want to avoid a pregnancy but are either using a
traditional method or are using no contraceptive
method at all (Box 2.1, page 12). Another 718
million women do not currently need contraception because they are unmarried and not sexually
active, are not able to become pregnant, have
recently had a planned birth, currently have an
intended pregnancy or want to have a child in the
next two years.
Unmet need for modern contraception
Among women in LMICs who want to avoid a
pregnancy, 24% have an unmet need for modern
contraception (Figure 2.2, page 13).45 Unmet need
FIGURE

In LMICs, 218 million women are considered to have an unmet need
2.1 for modern contraception because they want to avoid a pregnancy
but are not using a modern method.
1,640 million women of reproductive age, 2019

218

Have unmet
need*

705

718

Have met
need

Do not need contraception

923 million want to avoid a pregnancy
*148 million using no method plus 70 million using a traditional method. Notes: Numbers may not add to totals
because of rounding. LMICs=low- and middle-income countries (see Figure 1.1). Source: reference 45.
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BOX

2.1 Defining the need for modern contraception
In this report, women wanting to avoid a pregnancy are those aged 15–49
who fall into any of the following categories:
■ Women using a contraceptive method, either traditional or modern
■ Women who are married or are unmarried and sexually active, are able to
become pregnant, and do not want a child in the next two years or at all
■ Women who are pregnant and identify their pregnancy as unintended
■ Women experiencing postpartum amenorrhea after an unintended pregnancy
In this definition, currently married women are assumed to be sexually active.
Unmarried women are considered sexually active if they have had sex in the 30
days prior to the survey. This represents a departure from prior Adding It Up
reports (which classified unmarried women as sexually active if they had had
sex in the three months prior to the survey) and aligns with the definition of
sexually active used by the United Nations Population Division.b,46 Women
whose current pregnancy was unintended and women with postpartum
amenorrhea after an unintended pregnancy are included in this definition
because their experience indicates that they wanted to avoid becoming pregnant at some point in the last year. These groups help to complete the picture
of the total number of women wanting to avoid pregnancy in a given year.
Women with unmet need for modern contraception are those who want to
avoid a pregnancy but are currently using a traditional contraceptive method
or are using no method. This analysis focuses on the need for modern methods
because traditional methods, although more effective than nonuse, are less
effective than modern methods and thus place users at an elevated risk of unintended pregnancy.35 (Note that some sources do not consider women using
traditional methods as having an unmet need for contraception.47) This report
expresses unmet need as a proportion of women wanting to avoid a pregnancy.
Modern contraceptive methods are defined in this analysis as any of
the following:
■ Permanent methods (female and male sterilization)
■ Long-acting reversible methods (implants and IUDs)
■ Short-acting methods (hormonal pills, injectables, male and female condoms,
emergency contraceptive pills, patches, rings, diaphragms, vaginal spermicides and other supply methods)
■ Lactational amenorrhea method, which involves exclusive breast-feeding for
up to six months postpartum
■ Two fertility awareness-based methods: Standard Days Method and
TwoDay Method
Traditional methods include periodic abstinence, withdrawal, abstinence and
breast-feeding.
Women whose need for modern contraception is met are those women
of reproductive age who want to avoid a pregnancy and are using a modern
method. The proportion of women whose need for contraception is satisfied
with modern methods is a Sustainable Development Goal indicator48 used to
measure progress toward the target of universal access to sexual and reproductive health services by 2030.1

b) Use of the 30-day cut-off produces minimum estimates of the number of women wanting to avoid pregnancy and the need for contraception. Other definitions of “current” sexual activity (e.g., sex in the last three
months, last year or ever) result in larger proportions of unmarried women classified as sexually active.
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is highest in low-income countries, where nearly
half (46%) of women who want to avoid a pregnancy are not using a modern method. Disparities
also exist by age-group, socioeconomic status
and urban-rural residence.49,50 For example, the
proportion of women wanting to avoid pregnancy
who have an unmet need is much higher among
adolescent women aged 15–19 (43%) than among
all women of reproductive age (see Chapter 5 for
more information on adolescents’ sexual and reproductive health needs).
Trend data from the United Nations Population
Division reveal that both the number of women
wanting to avoid a pregnancy and the number of
women using modern contraceptives has risen
substantially since 2000 (Figure 2.3, page 14).22
However, population growth and the increased
desire to avoid pregnancy have outpaced increases
in contraceptive use. As a result, the number of
women with an unmet need for modern methods
has also increased.

Understanding and addressing
unmet need
In LMICs as a whole, women with an unmet need
for modern contraception are divided nearly evenly
between women who want to postpone (or space)
births and those who want to stop having children
or avoid childbearing altogether.45 However, in
low-income countries, unmet need is twice as high
among women who want to space births as among
those who want to limit births—suggesting that
policies and programs should emphasize reaching
women who wish to prevent pregnancy in the near
term but who want to have a child in the future.
Whether women wish to postpone or stop childbearing may affect what contraceptive methods
they choose and what types of methods providers
make available to them. Women wishing to delay
a birth tend to rely on short-acting methods such
as condoms, pills and injectables, while those
wanting to have no more children tend to rely on
sterilization or a long-acting reversible method,
such as an implant or IUD. However, women who
want to postpone births can also use long-acting
reversible methods, which can be removed and are
among the most effective methods for preventing
unintended pregnancies.
Reports on family planning commonly say that
women have unmet need because they lack access
to contraceptive services, but that is only one of
many reasons for not using contraceptives.51 When
women who want to avoid a pregnancy are asked

why they do not use contraceptives, many have
concerns about their health or the side effects of
methods, believe that they are not likely to become
pregnant, or state that they or their family are
opposed to contraception.52 Provider bias, particularly unwillingness to supply methods to young,
unmarried or childless women, serves as a further
barrier to contraceptive use and to reproductive
autonomy more broadly.53

The motivations and circumstances that affect contraceptive use are wide-ranging and change over
the course of people’s reproductive lives. Service
providers should, therefore, offer all clients a range
of contraceptive options, offer counseling to help
them select the method or methods that best fit
their current situation, and support them in using
methods consistently and correctly. In addition,
helping people switch methods when they want, or
use methods that can prevent both pregnancy and
STIs, including HIV, are important ways of matching
contraceptive use to people’s specific needs and
situations.

Moreover, research has shown that many women
who use reversible modern methods do so inconsistently or discontinue use because they are not
satisfied with the method, are concerned about
the side effects or have trouble getting supplies.54
Data for 33 LMICs show that an average of 20% of
users of short-acting methods who want to avoid
pregnancy discontinue use within the first year.2 In
contrast, only 11% of IUD users and 8% of implant
users who want to avoid becoming pregnant
discontinue use in the first year; though, these
methods are harder to discontinue because they
require removal by a health professional. Women
who stop using contraceptives account for a significant proportion of overall unmet need for modern
methods. In a 2013 study of 34 LMICs, women who
discontinued method use and subsequently had
unmet need accounted for 38% of overall unmet
need. To reduce unmet need, offering high-quality
services, including counseling, to women with met
need is as important as serving new users.55

Over the long term, new developments in contraceptive technologies will expand contraceptive choices and the ways in which methods are
delivered, thereby addressing many concerns that
currently discourage people from using a method.4
Some of the new options under development
include hormonal and nonhormonal male contraceptive methods, which would give men more
options to control their own fertility and increase
protection against unintended pregnancy if both
partners are using a method.56 Currently, the
majority of women wanting to avoid a pregnancy
are using female-controlled modern contraceptive
methods, and only 17% are using a method that
requires their partner’s involvement (male condoms,
male sterilization or fertility awareness–based
methods).45 Evolving technology may facilitate a

FIGURE

About one-quarter of women in LMICs who want to avoid a pregnancy have an unmet need
2.2 for modern contraception.

Women with unmet need
% using no method
% using a
traditional method

All LMICs
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modern method

Low-income
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54

Notes: Estimates are for 2019. Percentages may not add to 100 because of rounding. LMICs=low- and middle-income countries (see Figure 1.1).
Source: reference 45.
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FIGURE

more active role for men in preventing pregnancy.

Modern contraceptive use has risen substantially in LMICs since
2.3 2000, but large numbers of women still have unmet need for
modern contraception.
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Note: LMICs=low- and middle-income countries (see Figure 1.1). Source: reference 22.

BOX

2.2 Critical elements of quality in contraceptive services
According to the World Health Organization (WHO), the following human rights
principles and standards apply to contraceptive services: nondiscrimination; availability, accessibility, acceptability and quality of information and care; informed
decision-making, privacy and confidentiality for clients; community participation
in program design, implementation and monitoring; and accountability in the
provision of information and services.59 The international sexual and reproductive
health community, including initiatives such as Family Planning 2020,60 has widely
agreed to these principles because they are consistent with the fundamental right
of individuals to decide freely whether and when to have children, and how many
children to have.
Quality of care is a crucial principle. In contraceptive services, it implies more than
skilled providers and adequate supplies of methods. It also includes focusing on
clients’ concerns and providing effective counseling, which can promote uptake
of services and help to ensure that people use their chosen method or methods
effectively. WHO guidance defines quality services as including the following:59
■ Choice among a wide range of contraceptive methods
■ Evidence-based information on the effectiveness, risks and benefits of methods
■ Technically competent health workers
■ Provider-user relationships based on respect for informed choice, privacy and
confidentiality
■ Provision of the appropriate array of services in one location (e.g., offering
long-acting reversible contraceptives, counseling on side effects, and services
for insertion and removal at the same facility)

Improved service provision and new methods,
although important and necessary, will not be
enough to address unmet need within many communities. Generating demand—that is, increasing
awareness of the benefits of contraceptive services
and motivating individuals to use them—is also
important, especially in areas where access to accurate information about contraception is limited.
Mass media campaigns, social and community
mobilization, and financial incentive schemes are
all effective approaches to increase the demand for
and use of modern contraceptive methods.57,58
Some barriers to contraceptive use originate
outside the health system, including women’s lack
of education or empowerment, which stem from
gender discrimination and inequity in society.
Fundamental changes in social structures and
norms are necessary to address these deep-seated
barriers. Improving the quality of sexual and reproductive health information and services can play
a vital role in helping women overcome some of
these barriers, by contributing to care that upholds
and protects women’s rights to voluntary and
informed contraceptive choice (see Box 2.2). These
improvements would be consistent with fulfilling
women’s human rights.

Unmet nee

Impacts of modern contraceptive use
Out of 228 million pregnancies occurring each
year in LMICs (as of 2019), an estimated 111 million
(49%) are unintended.45 Unintended pregnancies
occur when couples either do not use a contraceptive method or experience contraceptive
failure (due to inconsistent or incorrect use, or
due to failure of the method itself ). The chance of
unintended pregnancy is greatly elevated when
no modern method is used. Among women who
want to avoid a pregnancy, 24% have an unmet
need (because they are using either no method
or a traditional method); 35% rely on short-acting
methods such as pills, injectables and condoms;
17% use long-acting reversible contraceptives; and
24% rely on sterilization.

Modern me

Of the 111 million unintended pregnancies, the
majority (77%) occur among the 24% of women
who want to avoid a pregnancy but are not using
modern contraceptives (Figure 2.4, page 15).
Another 20% of unintended pregnancies occur
among those using short-acting contraceptives.
Only 3% occur among the women who rely on sterilization or long-acting reversible contraceptives.

yr_2004
02
2003
yr_2005
yr_2006
yr_2007
yr_2008
yr_2009
yr_2010
yr_2011
yr_2012
yr_2013
yr_2014
yr_2015
yr_2016
yr_2017
yr_2018
yr_2019
The guidance also recommends that contraceptive services incorporate qualityassurance processes, including medical standards of care and client feedback,
and that health care personnel receive ongoing training on the delivery of contraceptive information and services.
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These 111 million unintended pregnancies result in
the following estimated outcomes:
●

●

30 million unplanned births
69 million abortions, of which 35 million
are unsafec

●

12 million miscarriagesd

●

1 million stillbirthse

FIGURE

Women using no contraceptive method or a traditional method
account for the vast majority of unintended pregnancies in LMICs.

2.4

923 million women
wanting to
avoid a pregnancy

●

79 million unplanned births
256 million abortions, of which 100 million
would have been unsafe

●

39 million miscarriages

●

2 million stillbirths

If all 218 million women in LMICs with unmet need
for modern contraceptives were to adopt and
use them, unintended pregnancies would drop
dramatically, from 111 million to 35 million per
year (Figure 2.5).45 Unintended pregnancies would
not be eliminated completely because some users
would experience contraceptive failure—especially
those using methods such as condoms and pills
that rely on correct and consistent use. The drop
in unintended pregnancies would result in the
following outcomes:
●

20%

LARC or sterilization

60

Short-acting*
35%

None or traditional
method (unmet need)

77%

40

20
24%

0
*Pill, condom, injectable, patch/ring, emergency contraceptive pills and other supply methods; lactational
amenorrhea method; fertility-awareness–based methods. Notes: Estimates are for 2019. Percentages
may not add to 100 because of rounding. LMICs=low- and middle-income countries (see Figure 1.1).
LARC=long-acting reversible contraceptives (IUDs and implants). Source: reference 45.

FIGURE

Figure 2.5

2.5

Unintended pregnancies would drop by more than two-thirds if the
need for modern contraceptive care were fully met in LMICs.
Unintended pregnancies,
by outcome

111 million

Unplanned births

30

Safe abortions
Unsafe abortions
68% decrease

Miscarriages and stillbirths

33

35 million

21 million fewer unplanned births each year
35

●

8 million fewer miscarriages

13

●

0.7 million fewer stillbirths

The benefits of averting these unintended pregnancies would be substantial. Compared with the

80
Contraceptive method used

46 million fewer abortions, of which 26 million
would be unsafe

●

100

3%

41%

Current levels of contraceptive care are essential to
maintain, because unintended pregnancies would
be much higher in the absence of any modern contraceptive use. In 2019, 705 million women in LMICs
used modern methods, thus preventing 376 million
unintended pregnancies that would have occurred
if these women used no method.45 By preventing
these unintended pregnancies, current modern
method use averts the following outcomes (data
not shown):
●

111 million
unintended
pregnancies

9
13

Current
contraceptive
care

10
4
All needs
met for
contraceptive care

Notes: Estimates are for 2019. Definitions of abortion safety, miscarriage and stillbirth are in the footnotes to
the left of this figure. Numbers may not add to totals because of rounding. LMICs=low- and middle-income
countries (see Figure 1.1). Source: reference 45.

c) This report uses the revised 2017 WHO definition of abortion safety.25 Safe
abortions are those that use a WHO-recommended method appropriate to the
pregnancy duration and are done by a trained provider. Less safe abortions meet
only one of these criteria, and least safe abortions meet neither criterion. We use
“unsafe” to refer to both less safe and least safe abortions.
d) Defined as fetal deaths before 28 weeks’ gestation.30
e) Defined as babies born with no signs of life at or after 28 weeks’ gestation.30
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Unplanned birth
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TABLE

2.1 Annual costs of contraceptive services in LMICs, 2019
Current
contraceptive care

All needs met for
contraceptive care

Total cost

$7.1 billion

$12.6 billion

Direct costs

$3.5 billion

$4.8 billion

Programs and systems costs

$3.6 billion

$7.8 billion

Direct

$5.00

$5.16

Total

$10.10

$13.64

$1.10

$1.94

Low-income countries

$0.46

$2.23

Lower-middle–income countries

$0.73

$1.48

Upper-middle–income countries

$1.68

$2.38

705 million

923 million

Average cost per user of contraceptive services

Average cost per capita
All LMICs

No. of modern contraceptive users

Notes: Costs per user represent a weighted average for LMICs. Per capita costs are calculated as total costs divided by
total LMIC population of all ages. Estimates are in 2019 U.S. dollars. Calculations are made from unrounded data.
Numbers may not add to totals because of rounding. LMICs=low- and middle-income countries (see Figure 1.1). Source:
reference 45.

current situation, fulfilling all need for modern
contraception would result in 70,000 fewer maternal deaths each year—a 23% decline, even without
improvements in pregnancy-related care. The
additional reduction in maternal deaths that would
result from improving care for pregnant women is
discussed in Chapters 3 and 4.

f ) All cost estimates in this report
are one-year estimates in 2019 U.S.
dollars.
g) Oral contraceptive pill, injectable, patch, ring and emergency
contraception.
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Current cost of contraceptive services
Based on estimates for 2019, the direct cost of contraceptive services for 705 million users in LMICs
is $3.5 billion annually (Table 2.1).f,45 Direct costs
include contraceptive commodities, drugs, supplies and health worker salaries—all of which are
required to provide clients with information and
counseling, a range of methods, and removal services for implants and IUDs. In addition, the costs
of the health programs and systems that underpin
current contraceptive services are approximately
$3.6 billion per year. These programs and systems
costs include critical health systems elements, such
as program management, staff supervision and
training, infrastructure and equipment, and commodity and information management systems (see
Box 1.1, page 9, for a complete list of components).
The average annual direct cost per user of modern
contraceptives in LMICs is $5.00. This cost varies
by method: Long-acting and permanent methods,

such as IUDs and sterilization, cost more up front
than short-acting methods do, but their costs
are defrayed over a longer period of pregnancy
protection. Thus, average annual direct costs per
user are lowest for IUDs ($1.10), male sterilization
($1.33) and female sterilization ($2.10). Annual
costs per user are substantially higher for shortacting hormonal methodsg ($10.21) and male
condoms ($6.65).
Costs also vary widely by region because of variations in method and personnel costs and the mix of
methods used. The average cost per user is lowest
in Asia ($3.77), where nearly three-quarters of current users live. This is primarily because permanent
and long-acting methods are more commonly
used in this region than in other regions (e.g.,
female sterilization is prevalent in India and IUDs
are common in China). The average per-user cost
is higher—$7.75 in Africa, $9.08 in Latin America
and the Caribbean, $5.40 in Oceania and $6.48 in
Eastern and Southern Europe—where the costs of
the most-used contraceptives are higher.

The cost of meeting all women’s needs
for contraceptive services
If the 218 million women with unmet need for
modern contraceptives were to use the same mix
of methods as current users of modern methods,
direct costs would increase to $4.8 billion annually
(Table 2.1).45 Programs and systems costs would
increase to a greater extent, to $7.8 billion, bringing
the total to $12.6 billion (Figure 2.6, page 17).
The cost increase associated with moving from
current levels of contraceptive care to providing
quality services to all women who need them
mainly reflects the magnitude of the investments
needed to expand programs and systems capacity
and improve the quality of care. The improvements (and associated investments) needed are
largest in the poorest countries, where health care
systems are weakest and unmet need is highest.
Investments in programs and systems will be
essential for all women who need modern contraception, so they can make an informed choice
about which methods to use, obtain counseling on
how to use those methods effectively and receive
continuous supplies as needed. These investments
would also help remove barriers faced by economically disadvantaged communities and marginalized
groups, such as young people and people living
with disabilities or HIV/AIDS. Contraceptive services
should be available to all people and free from
discrimination and stigma.4

Areas in which improvements are needed include
the following:
●

Provision of accurate information and education

●

Provision of a range of modern methods

●

Logistics to ensure a continuous flow of supplies

●

Availability and adequacy of service sites

●

●

●

●

FIGURE

2.6

Providing full contraceptive care to all women in LMICs who want to
avoid a pregnancy will require a substantial increase in investment.

Figure 2.6

$12.6 billion

Trained health care workers, including
community-based workers

7.8

Availability and quality of counseling on methods
and side effects

$7.1 billion

Provision of follow-up services, including for
removal of long-acting reversible contraceptives

3.6

Outreach activities to increase awareness of the
benefits of contraceptive services and to motivate
individuals to use them.

If all unmet need were satisfied, the direct cost per
user would increase only slightly from $5.00 to
$5.16 annually.45 These estimates assume that all
women with unmet need would use modern contraceptives and that new users would use the same
mix of methods as current modern method users
in the same country of the same age, marital status
and childbearing preferences. These assumptions
are not meant to be prescriptive but rather to show
the potential impact of scaling up services. If fewer
women were to adopt a modern method, both
the costs and impacts of services would be lower.
If more women were to choose highly effective
methods and were supported in using their methods more consistently and correctly, the impacts
on unintended pregnancy would be greater than
those presented here.61
The total costs of providing modern contraceptives to all 923 million women in LMICs who want
to avoid a pregnancy amount to $1.94 per capita
(i.e., per total LMIC population of all ages). Greater
investment is needed in the poorest countries:
The total in low-income countries would increase
from $0.46 per capita for current care to $2.23
per capita to satisfy all needs. This investment to
expand a proven, cost-effective health intervention62 for all women who need it would benefit
women, their families and societies, and would
help fulfill women’s sexual and reproductive rights.

Programs and systems costs

2.5

Direct costs

1.9
1.6
Current
contraceptive
care

Health worker salaries
Drugs, supplies and hospital costs

2.2
All needs met for
contraceptive care

Notes: Estimates are for 2019. Numbers may not add to totals because of rounding. LMICs=low- and middle-income countries (see Figure 1.1). Source: reference 45.
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1
3

Pregnancy-Related and
Newborn Health Services

W

orldwide, maternal and newborn deaths
have declined dramatically over time, yet
mortality levels remain unacceptably high in many
low- and middle-income countries (LMICs).33,63,64
Because of stronger gains in the prevention of
mortality among older children, newborn deaths
account for an increasing share of all deaths among
children younger than five (47% in 2018).64 The vast
majority of maternal and newborn deaths occur
in Sub-Saharan Africa and Southern Asia, where
health systems are weak, too few health workers
are trained and equipped to provide lifesaving
care, and the quality of care provided is low.65–67
The impact of weak health care systems is compounded by broader factors such as poverty, poor
nutrition, poor sanitation and exposure to communicable diseases.
A range of essential services is necessary to protect
and enhance women’s health before, during and

FIGURE

3.1 In LMICs, 127 million pregnancies
result in live births each year.
228 million
pregnancies

after pregnancy, and to give newborns a healthy
start in life.68 All pregnancies and births pose some
health risks to the pregnant woman and newborn.
The World Health Organization (WHO) has established standards of care—during pregnancy, childbirth and after delivery—which this report uses to
gauge the adequacy of care women and newborns
receive and to estimate the costs of fulfilling unmet
need for pregnancy-related and newborn care.69–71
Out of 228 million pregnancies that occur in LMICs,
an estimated 127 million—or 56%—result in a live
birth each year (Figure 3.1).45 The other 101 million
pregnancies result in abortions, miscarriages and
stillbirths. All pregnant women should be able
to get the essential care they need, regardless of
the outcome of their pregnancy. Those who need
more specialized medical services because of their
individual risks or because of emergency situations
should receive these services without delay.
The following health services for pregnant women
and their newborns are covered in this chapter:
●

●

●

127

Live births
●

33

Safe abortions

35

Unsafe abortions

32

Miscarriages and stillbirths

Notes: Estimates are for 2019. See footnotes to page 15 for definitions of
abortion safety, miscarriage and stillbirth. Numbers may not add to totals
because of rounding. LMICs=low- and middle-income countries (see
Figure 1.1). Source: reference 45.
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Antenatal care with a skilled provider, including
diagnosis and treatment of ectopic pregnancies
Delivery in a health facility, including routine
250 care
for the mother and newborn
Postnatal care for the mother and newborn,
200
including routine checkups and support for
breast-feeding
150

Care for medical complications that arise during
pregnancy, childbirth and shortly after birth for
the woman and newborn
100

●

●

HIV-related care for pregnant women and newborns, including prevention of mother-to-child
50
transmission
Safe abortion care and care for women experiencing complications after an unsafe abortion 0

Many specific actions are recommended within
these categories, such as antenatal screening and

treatment for preeclampsia, anemia and malaria;
screening and treatment for infections such as
syphilis, tetanus and tuberculosis; delivery care
and active management of the third stage of labor;
counseling about breast-feeding; and vaccinations
and treatments for newborns.69,72,73 In total, our
estimates cover more than 80 pregnancy-related
and newborn health interventions (a complete list
can be found in the methodology report at
https://www.guttmacher.org/report/adding-itup-investing-in-sexual-reproductive-health-2019methodology).

Receipt of antenatal care
Good-quality antenatal care offers women the
information, counseling and services they need to
have a healthy pregnancy. Services include screening, preventive care and treatment for a range of
conditions, such as hypertension, malaria, syphilis
and anemia, that could jeopardize the health of the
woman or her child. In this analysis, we consider
women who have had four or more antenatal
visits—at least one of which was with a skilled
provider (midwife, nurse or doctor)—as having
received the standard level of care. In 2016, WHO
updated its minimum recommended level of care
from four antenatal visits to eight contacts with the
health system during pregnancy, including through
community outreach;70,74 however, the available
survey data are not sufficiently detailed to measure
this updated standard of care.
In LMICs, 61% of women giving birth make four or
more antenatal visits (Table 3.1).45 In upper-middle–
income countries, 78% receive this minimum level
of care, compared with 57% of those in lowermiddle–income countries and only 43% in lowincome countries. There are also wide disparities by
subregion: Fewer than half of women giving birth
in Eastern Africa, Western Africa and Southern Asia
make at least four antenatal visits, while more than
90% do in Central and South America and Eastern
and Southern Europe. Also, the proportion receiving four or more antenatal care visits is relatively
low among adolescents (56%; see Chapter 5 for
more information on adolescents).
Even when women receive antenatal care, they
do not necessarily receive all the essential components recommended by WHO. A recent study
showed that across 10 LMICs covering all geographic regions, fewer than three-fifths of women
making four or more antenatal care visits received
all six essential routine services: blood pressure
test, urine and blood tests, tetanus protection, iron

supplementation and information on potential
complications.75 Our analyses show that only 70%
of women who get antenatal care receive a urine
test as part of that care, with proportions ranging
from 46% in low-income countries to 92% in
upper-middle–income countries.45
Antenatal care should also provide pregnant
women with screening and treatment (or a referral
for treatment) for HIV and other STIs, but many
women who need these services are not receiving
TABLE

3.1 Receipt of specific types of maternal health care among women
giving birth in LMICs, 2019

Country groupings

No. of
women with
a live birth

% with ≥4
antenatal
care visits*

% delivering
in a health
facility

% with a
cesarean
delivery

All LMICs

127,362,000

61

76

20

Low-income countries

24,650,000

43

59

5

Lower-middle–income countries

65,560,000

57

70

17

Upper-middle–income countries

37,151,000

78

97

35

Africa

43,173,000

52

60

9

Sub-Saharan Africa

37,221,000

49

58

5

Eastern Africa

14,579,000

46

57

5

Middle Africa

6,846,000

51

66

4

Northern Africa

5,952,000

69

75

32

Southern Africa

1,390,000

78

95

24

Western Africa

14,407,000

49

51

4

Asia

71,081,000

60

82

24

Central Asia

1,634,000

88

97

11

Eastern Asia

16,970,000

70

100

34

Southeast Asia

11,314,000

82

76

17

Southern Asia

36,709,000

47

76

21

Western Asia

4,455,000

63

78

28

10,027,000

92

94

43

641,000

83

74

30

Latin America and the Caribbean
Caribbean
Central America

3,166,000

92

92

37

South America

6,219,000

93

97

47

2,784,000

97

99

17

Europe
Eastern Europe

2,613,000

98

99

16

Southern Europe

172,000

91

99

28

Oceania

297,000

64

60

8

Melanesia

284,000

63

58

8

Micronesia

6,000

77

75

10

Polynesia

7,000

80

87

9

*Including at least one with a skilled provider (midwife, nurse or doctor). Notes: Sub-Saharan Africa includes Eastern,
Middle, Southern and Western Africa. Numbers may not add to totals because of rounding. LMICs=low- and middleincome countries (see Figure 1.1). Source: reference 45.
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them. (Testing and treatment for HIV and other
STIs are essential services for all women of reproductive age and are discussed in Chapter 6.) If left
untreated in pregnant women, curable STIs such as
syphilis can lead to preterm labor, preterm delivery,
low birth weight, congenital infection, and even
stillbirth or newborn death.76 Untreated chlamydia
and gonorrhea can also lead to serious health
problems for women and newborns.41 Yet, antenatal screening practices for curable STIs vary around
the world, by country and by particular STI.77
WHO’s current global strategy on STIs places
priority on the elimination of congenital syphilis.78
The availability of a simple and rapid point-ofcare syphilis test has made it possible for pregnant women to be tested and receive necessary
treatment at the same visit.79,80 But greater efforts
are needed to ensure all pregnant women receive
this test as part of antenatal care. Currently, only
56% of women in LMICs receive the recommended
screening for syphilis during their first antenatal
care visit.45
Access to emergency medical care
at delivery
Because the vast majority of maternal and newborn
deaths occur around the time of delivery, skilled
care at birth and access to emergency obstetric
care are critical for saving women’s and newborns’
lives.81 While women and their babies benefit from
having skilled assistance if they deliver at home, they
FIGURE

3.2

Across LMICs, delivery in a health facility is the lowest among pregnant
women from the poorest households.

% of women delivering in a health facility
98

91

85

87

48

41

Low-income
countries

Lower-middle–
income countries

Poorest 20% of households

Upper-middle–
income countries

Richest 20% of households

Notes: Estimates are for 2019 and represent the 110 countries with data available by household wealth quintile.
Household wealth is measured using an asset index within each country and presented here as weighted
averages within the country income groups. LMICs=low-and middle-income countries (see Figure 1.1). Source:
reference 45.
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need immediate access to treatment for delivery
complications if they arise. Major complications
of pregnancy or delivery—such as hemorrhage
(severe bleeding), sepsis (infection), hypertensive
disease (preeclampsia and eclampsia), or prolonged
or obstructed labor—can lead to serious illness,
injury and even death if not promptly and effectively
managed. Women who deliver in a health facility
have a better chance than those delivering at home
to receive skilled care for routine deliveries and newborn care, as well as for obstetric complications, and
to receive urgent care for their newborns, should
such services be needed.
Across LMICs, about three-fourths of women
deliver their babies in a health facility.45 This
average masks large disparities across countries,
however. The proportion of women delivering in
a health facility ranges from 59% in low-income
countries to 70% in lower-middle–income countries and 97% in upper-middle–income countries.
Within countries, women’s receipt of maternal
health care is strongly correlated with household
wealth, and delivery in a health facility is lowest
among the women from the poorest households
(Figure 3.2).45 Inequalities are greatest in low- and
lower-middle–income countries; the poorest
women in the poorest countries face the greatest
unmet need. The proportion of women with skilled
assistance at birth—another indicator commonly
used to measure progress toward reducing
maternal deaths—follows a pattern similar to
delivery in a health facility in most of the world
(see the appendix tables to this report at https://
www.guttmacher.org/report/adding-it-up-investingin-sexual-reproductive-health-2019).
The proportion of women delivering in facilities has
increased in every world region and across diverse
settings in the last two decades.67 Yet, as of 2019,
many women still do not receive needed care for
major maternal complications. In LMICs, more than
one in four women (27%) experience major complications during pregnancy, delivery or the immediate postpartum period, and 48% of these women
do not receive the urgent medical care they need.45
Some women do not receive care because they
do not deliver in a health facility; others deliver in
a facility that does not provide the needed care.
Barriers to providing and receiving effective care
are described in more detail on page 23.
Access to facility-based care gives women a better
chance of receiving lifesaving procedures, such
as a cesarean delivery. However, although this

procedure can save the lives of women and their
newborns, cesarean rates higher than 10% are not
associated with reduced maternal and newborn
mortality.82 Cesarean deliveries tend to be overused in higher income countries and underused
in poorer countries.83 Cesarean rates are higher
than 20% in Latin America and the Caribbean;
Northern and Southern Africa; Eastern, Southern
and Western Asia; and Southern Europe (Table
3.1).45 They are well below estimated levels of need
in Eastern, Middle and Western Africa.

many of these deaths. Some interventions take
place during the mother’s antenatal care, such as
screening and treatment for malaria, syphilis or
hypertensive disease, and have a beneficial impact
on newborns. Other interventions are focused on
the newborn:71

Postnatal care
Mothers and newborns also need postnatal care
to address routine and emergency health needs in
the hours and days after a birth.69 Postnatal care—
measured here as a postnatal visit for the mother
within 24 hours of delivery (including care received
while still in the delivery facility)—is critical for
managing hemorrhage and sepsis, which are the
leading causes of maternal and newborn deaths,
respectively, in LMICs.33,34 However, of all the
interventions in the continuum of maternal and
newborn care, postnatal care has some of the
lowest coverage.45 As of 2019, an estimated 36% of
new mothers in LMICs receive postnatal care.

●

Postnatal care should include counseling on
birthspacing and contraception, and the provision
of contraceptive methods on request.69 Extensive
evidence from many years of surveys in LMICs
supports the case for spacing births by at least two
years. Overall, children born at shorter intervals
face a higher risk of death, and the risk is even
greater if the mother has had many children.84
Birthspacing is also good for mothers, as women
who become pregnant less than six months after
a birth are at increased risk of pregnancy complications and maternal death and disability.85
Postpartum contraceptive counseling and method
provision are high-impact, effective interventions that can raise awareness of the benefits of
birthspacing, reach women and their partners
while at a health facility, and offer a range of
contraceptives appropriate for postpartum women
(see Box 4.2, page 28).86

Newborn care
About three-quarters of newborn deaths occur in
the first week of life, and newborn deaths overall
can be attributed to three main causes: sepsis,
asphyxia (breathing difficulties) and complications
related to preterm birth.34,87 Interventions included
in a continuum of care that covers pregnancy, birth,
the postnatal period and infancy could prevent

●

●

●

●

●

Provision of a clean delivery surface and hygienic
cord care
Resuscitation with a bag and mask for babies
who are unable to breathe
Drying the baby and keeping it warm
Support for breast-feeding in the first hour
after birth
Special care for low-birth-weight and preterm
babies (such as skin-to-skin contact for warmth)
Treatment of local infections

Of all the
interventions in
the continuum
of maternal
and newborn
care, postnatal
care has some
of the lowest
coverage.

In LMICs, 31% of newborns experience major
complications, and among that group, 34% do not
obtain the medical care they need.45 The proportions of women and newborns with unmet need
for care for major complications are somewhat similar, since recognition and treatment of both sets
of conditions are likely to happen only if a skilled
professional is present.
Care for pregnant women living with HIV
and their newborns
Women living with HIV who become pregnant
need care, support and treatment for their own
health and well-being, as well as to reduce the
risk of transmitting the virus to their newborn.
Antiretroviral therapy has greatly reduced new HIV
infections among infants, although most countries with high levels of HIV infection fall short of
providing all pregnant women living with HIV with
lifelong antiretroviral therapy.88 Efforts must be
increased to eliminate new infections among newborns altogether. One of the three areas of action in
the Joint United Nations Programme on HIV/AIDS
(UNAIDS) strategy to eliminate new HIV infections
among infants and children is immediate treatment
for all pregnant women living with HIV.
Our analysis looks at the need, impact and cost
of HIV testing among pregnant women who do
not already know they are HIV-positive, providing
antiretroviral therapy for pregnant women living
with HIV who are not already on treatment, and
providing antiretroviral therapy to all newborns
born to HIV-positive mothers.h See Chapter 6 for a
broader discussion on HIV care.

h) Because this report focuses
on maternal and newborn health
during pregnancy and for approximately six weeks after birth, it
excludes the cost of antiretroviral
therapy for women who were
receiving it prior to pregnancy, even
if they continue to receive it while
pregnant and postpartum. This
report also excludes antiretroviral
therapy costs for women beyond six
weeks postpartum and for infants
older than six weeks.
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Of the 127 million women with a live birth in LMICs
as of 2019, an estimated 1.4 million are living with
HIV.45 Most of these women (1.2 million) live in
countries with generalized HIV epidemics (defined
as an HIV prevalence greater than 1% among
women with live births). Among these 1.2 million
women, an estimated 81% receive antiretroviral
therapy during pregnancy. In 2019, gaps in care—
in countries both with and without a generalized
HIV epidemic—resulted in an estimated 110,000
newborns in LMICs becoming infected with HIV
during pregnancy or delivery.

Care for women whose pregnancies do
not result in a live birth
In any given year, 101 million pregnancies in LMICs
do not end in a live birth.45 Some 69 million end
in abortions (35 million of which are unsafe), 30
million end in miscarriages and three million end
in stillbirths (Figure 3.1). This translates into 44% of
pregnant women annually who do not have a live
birth: 30% who have an abortion, 13% who experience a miscarriage and 1% who have a stillbirth.
These women have health care needs that existing
services could address more effectively.
WHO recommends that all pregnant women
receive antenatal care throughout the duration
of their pregnancy, regardless of the pregnancy
outcome.70 In addition, women with stillbirths
should receive postpartum care, and women who
decide to end their pregnancies should receive safe
abortion services.
Survey data on the care received by women whose
pregnancies do not result in a live birth are not
available. Our analysis assumes that women who
have stillbirths receive the same level of services as
women in the same country who have live births,
and that women who have miscarriages receive the
same level of antenatal care as those giving birth,
up to the time of pregnancy loss. Estimates of the
costs of care for these women are included in the
pregnancy-related care estimates presented in this
chapter.

i) Country-level data were used
for Bangladesh,26 Ethiopia,27 India28
and Nepal.29
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Abortion and postabortion care
For women undergoing an abortion, WHO generally recommends the least invasive abortion
method appropriate to the stage of pregnancy.89,90
For most abortions, the guidelines recommend the
use of vacuum aspiration or medication abortion
(using a combination of mifepristone and misoprostol, or using misoprostol alone where mifepristone is not available). Dilation and evacuation

is recommended in situations in which the other
methods are contraindicated (typically in the second trimester). Abortions are defined as safe if they
are offered by a trained provider using a recommended method.25
In this analysis, the proportion of abortions that
are unsafe in a given country is based on 2010–
2014 regional estimates (which have been adjusted
to 2019) from WHO, the Guttmacher Institute
and other authors, except where country-specific
information is available.i,25 The proportion of
abortions occuring in 2010–2014 estimated to have
been unsafe is extremely high (50% or more) in all
regions of Africa except Southern Africa, all regions
of Latin America and the Caribbean, and in a single
combined region of Southern and Central Asia.
WHO provides standards of care for addressing
postabortion complications,89 such as hemorrhage
or infection, which most often occur where abortion is heavily restricted and unsafe. Contraceptive
counseling and services are also recommended as
essential components of both abortion and postabortion care.

Unmet need for pregnancy-related and
newborn care
Despite progress in recent decades to make pregnancy and delivery safer, tens of millions of women
in LMICs have an unmet need for maternal health
care. Of the 127 million women who have a live
birth each year, the following numbers of women
experience gaps in essential services:45
●

●

●

●

50 million make fewer than four antenatal visits
31 million do not deliver their babies in a
health facility
16 million need but do not receive care for major
obstetric complications
13 million have newborns who need but do not
receive care for major complications

In addition, women whose pregnancies do not
result in a live birth also experience unmet needs
for care:
●

●

●

35 million have abortions in unsafe conditions
9 million do not receive the necessary care for
complications after an unsafe abortion
2 million do not receive needed treatment after
a miscarriage

Why do so many women lack essential care during
pregnancy and delivery? Much of the unmet
need reflects lack of access to and poor quality of
pregnancy-related and newborn care, which in
turn, is often due to weak and underfunded health
systems.67,91–94 Some facilities are not equipped to
provide the necessary care because they have too
few trained providers, or because the necessary
lifesaving drugs and supplies are not available.
Also, lower-level facilities may fail to transport
women promptly to higher-level facilities that
can provide the necessary care. In addition, some
women may not recognize they are experiencing
a complication that requires medical attention or
they may lack transport to a health facility.
Other evidence suggests that some providers’
discriminatory attitudes and abusive behaviors
may deter women from obtaining the care they
need.95–98 For example, women who go to facilities
to give birth may encounter disrespect or verbal
or physical abuse. They may also receive care that
lacks dignity, confidentiality or informed consent.
These problems are systemic and persist for many
reasons: Some providers may be overworked
and stressed or may believe they should be in
control of their patients, staff supervision may be
weak and accountability mechanisms lacking, and
the facilities may not have a culture of respecting
women.
Women seeking abortion services face particularly harsh conditions—the barriers mentioned
above, as well as legal restrictions and other
operational barriers, such as medical guidelines
that restrict access. In the large majority of LMICs,
most women, especially those who are poor, do
not have access to safe and affordable abortion
services. Even in countries where the procedure
is legally permitted under some circumstances,
women often face considerable obstacles to
obtaining legal and safe services, including lack of
information about the process for getting a safe
procedure, inability to pay, social stigma, a shortage of trained providers and providers’ unwillingness to offer the services.99
As is discussed in Box 2.2 (page 14) with regard to
contraceptive care, providing quality pregnancy
and delivery care in a way that protects people’s
human rights would address many of these
issues.100 Solutions include using evidence-based
approaches to care, improving training for health
professionals, and making greater use of midwives
and community health workers,101 who, with

the necessary training, can provide referrals and
effective services. Finally, moving toward universal
health coverage could help to improve access to
care where it is currently unaffordable.

Health impacts of pregnancy-related
and newborn care
The current level of pregnancy-related and newborn care—for women who have live births, as
well as those who have abortions, miscarriages
or stillbirths—prevents at least 126,000 maternal
deaths per year. Therefore, the total number of
deaths that would occur in the absence of such
services (at least 425,000) is reduced to 299,000 per
year (Figure 3.3).45

FIGURE

Expanding pregnancy-related and newborn care in LMICs
would prevent needless deaths.
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Notes: Estimates are for 2019. In all three scenarios, contraceptive coverage is at current levels. LMICs=low- and
middle-income countries (see Figure 1.1). Source: reference 45.
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TABLE

3.2 Annual costs of pregnancy-related and newborn care in LMICs, 2019
Current
pregnancy-related
and newborn care
(in billions)

All needs met for
pregnancy-related
and newborn care
(in billions)

$15.3

$24.9

Antenatal care*

$3.1

$7.8

Delivery and postnatal care

$8.6

$11.7

Newborn care

$1.9

$2.6

HIV care for pregnant women and newborns†

$0.3

$0.9

Abortion and postabortion care‡

$1.4

$2.0

Programs and systems costs

$15.0

$45.3

Total

$30.3

$70.2

Direct costs

*Includes care for all pregnancies, whether ending in live birth, miscarriage, stillbirth or ectopic pregnancy. †Includes HIV
testing, counseling and antiretroviral therapy (ART) for pregnant women not already on ART and HIV testing and ART for
newborns of mothers living with HIV. ‡Assumes no change in abortion laws or practice. Notes: In both scenarios, coverage
of contraceptive services is at the current level. Estimates are in 2019 U.S. dollars. Numbers may not add to totals because
of rounding. LMICs=low- and middle-income countries (see Figure 1.1). Source: reference 45.

FIGURE

Providing
3.4 the recommended care to all pregnant women and newborns
3.4Figure
in LMICs will require require a substantial increase in investment.
$70.2 billion

Providing all pregnant women and newborns with
the recommended care would reduce the burden
of death and disability even further. By lowering the
risk of complications and providing immediate care
for those who experience complications, expanded
care that meets WHO standards would have the
following impacts on maternal and newborn health:
●

●

●

A 51% decline in maternal deaths, from 299,000
to 148,000
A 69% decline in newborn deaths, from 2.5
million to 755,000
An 88% decline in new HIV infections among
newborns (within the first six weeks of life), from
110,000 to 14,000 (data not shown)

Costs of expanding and improving care
The direct cost of providing pregnancy-related
and newborn care at current levels of coverage
is estimated at $15.3 billion for 2019 (Table 3.2).45
Delivery and postnatal care account for the largest
share of the total direct cost (56%, or $8.6 billion),
followed by antenatal care and newborn care.
Abortion and postabortion care and HIV-related
care for newly diagnosed pregnant women and the
80
newborns of all women living with HIV account for
smaller shares of costs.

Programs a

70

To provide the recommended pregnancy-related
60
and newborn
care to all who need it, direct costs
would increase to $24.9 billion per year. This estimate is50
based on numbers of pregnancies at current
levels of contraceptive use.

45.3

Health wor

Contracept

40

Programs and
systems costs

$30.3 billion
15.0

Direct costs
17.6

10.8
4.4

7.3

Current
pregnancy-related
and newborn care

All needs met for
pregnancy-related
and newborn care

Health worker salaries
Drugs, supplies and
hospital costs

Notes: Estimates in 2019 U.S. dollars. Numbers may not add to totals because of rounding. LMICs=low- and
middle-income countries (see Figure 1.1). Source: reference 45.
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Personnel costs are the largest component of direct
costs. At
30current levels of coverage, health worker
salaries account for 71% of direct costs, while medications,20diagnostic tests, supplies and food costs
(for inpatient hospital stays) account for the other
29%. To attain full coverage of the recommended
10
pregnancy-related and newborn care, personnel
costs would increase from $10.8 billion to $17.6
0
billion
per
year, and
other
direct
costs wouldand newborn care
Current
pregnancy-related
All needs
andmet
newborn
for pregnancy-related
care
increase from $4.4 billion to $7.3 billion (Figure 3.4).
Programs and systems costs for the current level
of pregnancy-related and newborn care are an estimated $15.0 billion, bringing total current costs to
$30.3 billion. For the scenario in which all pregnant
women and newborns receive the recommended
care, programs and systems costs would increase
to $45.5 billion, and annual total costs would be
$70.4 billion.

4

Combined Investment in Contraceptive
Services and Essential Care for
Pregnant Women and Newborns

C

ontraception and pregnancy-related and newborn care are interconnected parts of a continuum of essential care that supports women’s health
throughout their reproductive lives and protects
their children’s health.4 Simultaneous investment
in both sets of services would generate greater
benefits than investing in either one alone—and it
would produce cost savings. By preventing unintended pregnancies, improved contraceptive care
would both avert maternal deaths and reduce costs
associated with providing pregnancy-related and
newborn care. Likewise, investment in safe abortion care would reduce the number of abortion
complications, saving lives and reducing the cost
of postabortion care.
Investing in contraceptive care alone would avert
70,000 maternal deaths each year (as shown in
Chapter 2), and investing in pregnancy-related

care alone would avert 151,000 maternal deaths
per year (Chapter 3).45 But by jointly investing in
contraceptive and pregnancy-related care, 186,000
maternal deaths would be averted. This represents
a decline of 62% (from 299,000 to 113,000 per
year), compared with smaller declines expected
from an investment in contraceptive or pregnancyrelated care alone (Figure 4.1). Moreover, the benefits of a joint investment extend well beyond health
(Box 4.1, page 26).
The additional investments would especially benefit
low- and lower-middle–income countries. Current
investments in contraceptive and pregnancyrelated care avert at least 387,000 maternal deaths
in LMICs, and most of these deaths are averted in
lower-middle–income countries (Figure 4.2, page
26). Fully meeting the needs for contraceptive and
pregnancy-related care would avert an additional

FIGURE

4.1 Meeting all needs for contraceptive services and pregnancy-related health care in LMICs would save women’s lives.
Maternal deaths (in 000s), 2019
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Notes: Pregnancy-related care includes recommended interventions for antenatal, delivery, postnatal, HIV-related, abortion and postabortion care. Numbers may not add to totals because of
rounding. LMICs=low- and middle-income countries (see Figure 1.1). Source: reference 45.
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FIGURE

4.2

Meeting women’s needs for contraceptive and pregnancy-related
4.2
care would reduce maternal deaths across country income levels.
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186,000 maternal deaths. Most of this benefit would
accrue in low-income and lower-middle–income
countries, where reductions in maternal deaths
would total 76,000 and 102,000, respectively.
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Source: reference 45.

The reduction in unintended pregnancies would
100 in pregnancy-related and
make improvements
newborn care more affordable. Providing health
50with unintended pregnancies
care for women
(whether the pregnancy ends in live birth, mis0 or abortion), as well as for their
carriage, stillbirth
Low-income
Lower-middle–incom
countries
Upp
newborns, currently costs $10.0 billion annually
(Figure 4.3, page 27). But some pregnant women
and newborns who need care do not receive it,

BOX

4.1 Broader benefits of sexual and reproductive health care
Improvements in the sexual and reproductive health services analyzed
in this report would result in many wide-reaching benefits beyond
the health impacts quantified here. These include improvements in
gender equality, economic well-being for women and households,
productivity, resources for children and gross domestic product (GDP),
as well as reduced harm to the environment. While these and other
broad benefits are harder than health outcomes to quantify, studies indicate that the gains for individuals, families and societies are
substantial.43,44,102,103
Social and economic benefits
Studies have drawn on various data and analytical approaches to show
the broad social and economic benefits from investments in contraceptive and pregnancy-related and newborn care. One study of 74
countries with high maternal and child mortality found that increasing
expenditures for reproductive, maternal, newborn and child health
services by just $5 per capita per year to the year 2035 could yield up to
nine times that value in economic and social benefits, including greater
GDP growth through increased productivity.42 Evidence from experimental studies in the resource-poor areas of Matlab, Bangladesh, and
Navrongo, Ghana, where community-based family planning and health
programs were introduced, showed that fertility declines were associated with improvements in women’s health, earnings and participation
in paid employment.43 In addition, the children of women in areas with
family planning outreach programs were healthier and better educated
than children in other areas.
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The demographic dividend
Some studies have shown that contraceptive use can contribute to a
“demographic dividend”—accelerated economic growth resulting, in
part, from a decline in a country’s fertility and the subsequent change
in the age structure of the population.104–106 With fewer births each
year, the size of a country’s dependent population grows smaller relative to the working-age population. In theory, with fewer younger and
older people for workers to support, a country has a window of opportunity for rapid economic growth and a boost in per capita income.
Thus, the dividend could be especially beneficial for emerging economies with younger populations. However, achieving the dividend is
not a given. The right social and economic policies must be in place to
provide education and employment opportunities for all people.
Benefits for the environment
Many experts view universal access to voluntary family planning as a
“climate-compatible” development strategy.107,108 Reductions in
unintended pregnancy through contraceptive use and women’s
empowerment can help slow population growth, which in turn
reduces demands on the environment. In addition, by influencing
both the size and overall health of future populations, improved sexual
and reproductive health care has a positive effect on households’,
communities’ and countries’ ability to adapt and respond to environmental change.109,110

and others receive inadequate care. If all women
with unintended pregnancies and their newborns
were to receive the recommended care, the cost of
care for unintended pregnancies would increase
to $22.9 billion. However, if all women wanting to
avoid a pregnancy used modern contraception,
the cost of pregnancy-related care for unintended
pregnancies would decline to $6.6 billion.
In other words, investments in contraceptive services help offset the cost of improving pregnancyrelated and newborn care for all women and their
newborns. Keeping contraceptive care at current
levels, while fully meeting the health care needs
of pregnant women and their newborns, would
cost $77.4 billion in LMICs. By comparison, fully
meeting the needs for both contraceptive care and
pregnancy-related and newborn care simultaneously would provide greater health benefits at a
lower cost of $66.6 billion.
The health impacts and costs of
abortion-related care
The current total cost of abortion-related care in
LMICs is an estimated $2.8 billion annually, which
includes $1.0 billion for abortions (provided under
both safe and unsafe conditions) and $1.7 billion
for postabortion care (Figure 4.4, page 28).45 These

totals are included in the costs for pregnancyrelated care shown in Figure 4.3.
Almost all postabortion care is for treating complications from unsafe abortion. Although abortion
complications in LMICs account for only 6% of the
current $30.3 billion cost of pregnancy and newborn care, they cause an estimated 8% of maternal
deaths.45 These deaths reflect the poor conditions
women face when obtaining unsafe abortions and
the lack of effective services for those who experience complications requiring medical care.99
If women’s contraceptive needs were fully met in
LMICs, the reduction in unintended pregnancies
would result in large declines in abortions, especially unsafe abortions.45 The health complications
resulting annually from unsafe abortions would
drop dramatically, even if there were no change in
the conditions under which abortions occur:
●

●

●

A 62% decline in safe abortions, from 33 million
to 13 million

Investments in
contraceptive
services help
offset the cost
of improving
pregnancyrelated and
newborn care.

A 72% decline in unsafe abortions, from 35
million to 10 million
A 74% decline in the number of women needing
medical care for complications from unsafe abortion, from 20 million to five million

FIGURE

4.3

Expanding contraceptive services would help offset the cost of improved pregnancy-related
and newborn care in LMICs.
Scenarios of increased care
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Notes: Estimates in 2019 U.S. dollars. Costs presented include both direct costs and programs and systems costs. Pregnancy-related and newborn care
includes recommended interventions for antenatal, delivery, postnatal, HIV-related, newborn, abortion and postabortion care. Numbers may not add to
totals because of rounding. LMICs=low- and middle-income countries (see Figure 1.1). Source: reference 45.

Current cont
ADDING IT UP 2019

27

FIGURE
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Figure 4.4

4.4 The cost of providing abortion-related care in LMICs would decline
substantially if all abortions were provided safely.

The declines in unintended pregnancies and unsafe
3.0
abortions would reduce the cost of abortionrelated care for all women needing abortion services from $2.8 billion to $1.5 billion.45

Scenarios of increased care
$2.8 billion

2.5

Even with full coverage of contraceptive and
abortion-related
care, 10 million unsafe abortions
2.0
would still occur—both because unintended
pregnancies would not be eliminated entirely
and because
1.5 restrictive laws and barriers mean
that many women in LMICs who want to terminate an unintended pregnancy must resort to
unsafe abortion.
These remaining unsafe abor1.0
tions would require $1.0 billion for postabortion
care. Postabortion care provides necessary, and
sometimes
0.5urgent, care for women experiencing
complications from unsafe abortions, as well as
contraceptive counseling and effective contraceptive methods
to prevent future unintended
0.0
Current
contraceptive
care
AllAll
+needs
current
abortions
met
abortion
for
provided
bothcare
types
safely
of+care
all ne
pregnancies
(Box 4.2).

1.0
78% decrease
$1.5 billion
0.4
1.7
1.0

$0.6 billion
0.5
0.1

Current
contraceptive care
+
Current
abortion care

A 78% decline in maternal deaths due to unsafe
abortion, from 23,000 to 5,000

All needs met
for contraceptive
and abortion care

All needs met
for contraceptive
and abortion care
+
All abortions
provided safely

Cost of abortion care
Cost of postabortion care
Notes: Estimates in 2019 U.S. dollars. Abortion care includes interventions for both safe and unsafe abortions.
The costs in the first two bars were included in Figure 4.3. Numbers may not add to totals because of rounding.
LMICs=low- and middle-income countries (see Figure 1.1). Source: reference 45.

Expanding women’s access to safe abortion
services would further reduce maternal deaths in
LMICs. In addition, these investments would dramatically reduce the cost of postabortion care. If all
abortions in LMICs that are currently unsafe were
provided safely, and if all needs for contraceptive
and abortion-related care were met, the total cost
of abortion-related care for women needing abortion services would decrease to $0.6 billion.

BOX

4.2 Integrating contraceptive services with postpartum and postabortion care
A key juncture for contraceptive counseling and provision of methods
is after a birth or an abortion. Studies have shown significant unmet
need for contraception among postpartum women. Meeting the need
is complicated, however, because many women worry that contraception will interfere with breast-feeding.111 Counseling—which
would include informing women that many modern methods can be
used safely and effectively while breast-feeding—can begin during
antenatal care to give adequate time for discussing women’s options
and preferences. But counseling only once during antenatal care has
not proven sufficient for increasing postpartum contraceptive use;
antenatal and postpartum counseling combined has shown better
results.111 Counseling women and providing them with a method after
they give birth but before they are discharged from a health facility
may be the optimal intervention in places where many women do not
return for postnatal health visits. Providers must ensure that women
understand their options, can make informed choices and choose a
method voluntarily.112 Contraceptive counseling and services can also
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be integrated into other types of health care visits, such as visits for
infant immunization.
For women who have had an abortion, the ability to conceive
usually returns within a few weeks,113 and according to World Health
Organization guidelines, women may initiate contraceptive use
immediately after surgical or medication abortion.90,114 The guidelines
recommend that postabortion care include offering the full range
of methods, including the most effective reversible methods (IUDs,
implants and injectables), which can be provided onsite before a
woman leaves a health facility.115 However, data from LMICs show
major weaknesses in postabortion contraceptive provision.111 In many
settings, women do not receive contraceptive counseling after an
abortion, and reasons include lack of trained staff, heavy workloads
among providers, stockouts of methods and providers’ lack of knowledge about how long it takes for fertility to return.93,99,116,117

5

Contraceptive, Pregnancy-Related
and Newborn Care for Adolescents

A

dolescence, the period in which young people
transition from childhood to adulthood, is a
critical time to invest in sexual and reproductive
health. In LMICs, many young women become sexually active, marry and start childbearing between
the ages of 15 and 19, often without the support of
policies and programs that would enable them to
make informed and voluntary decisions to protect
their health and exercise their sexual and reproductive rights.4,118
International commitments regarding adolescent
sexual and reproductive health emphasize both the
unique challenges that people face at this point in
the life course, as well as the longer-term benefits
of investing in effective services for adolescents.3,119
In addition, the 2030 Agenda for Sustainable
Development explicitly aims for a world in which
the voices of the most vulnerable are heard and the
needs of the most vulnerable are met.1 Adolescents
are among the most vulnerable groups with
respect to their sexual and reproductive health–
related needs and their ability to have their voices
heard on matters related to their sexuality.120
Contraceptive, pregnancy-related and newborn
health information and services are among a wide
range of interventions necessary to fully support
adolescents’ health and rights.121
An estimated 261 million women aged 15–19 live
in LMICs as of 2019.45 These adolescent women represent 16% of women of reproductive age (15–49)
in LMICs. They represent 22% of reproductive-age
women in low-income countries, where recent
high rates of population growth have meant that
adolescents make up a disproportionate share of
the population. By 2030, the number of adolescent
women aged 15–19 in LMICs overall will increase to
286 million.6
This chapter presents data on contraceptive and
pregnancy-related and newborn health services
for adolescent women in LMICs. We present the

need for and use of services for which we have
age-specific data, either from country surveys or
model-based estimates. For other estimates (e.g.,
the cost of services), the underlying data are not
age-specific but are based on rates or costs pertaining to all women of reproductive age. The need for
and cost of STI treatment (discussed in Chapter 6)
also pertains to all women of reproductive age.
The groups of adolescents for whom information
is limited, and whose needs are often overlooked,
include adolescents younger than 15,122,123 adolescents with disabilities, racial and ethnic minorities,
indigenous populations and LGBTQ adolescents.
We use the term “adolescent women” to match the
data available in nationally representative household surveys, although we recognize that not all
people have binary gender identities.
Context of sexual activity and
unintended pregnancy
Studies show that in all regions globally, the age
at which adolescents begin sexual activity has
changed little over time, while the ages of marriage
and first birth have risen substantially.121 Still, for
many adolescent women in LMICs, sexual activity
occurs within a marital or cohabiting union. About
one in five (21%) young women marry before
age 18,124 the internationally recognized age of
adulthood.125 Levels of child marriage are particularly high in Southern Asia (30%), Eastern and
Southern Africa (35%) and Western and Central
Africa (41%).124 This harmful practice often means
adolescent women and younger girls have little
say in choosing whom or when they will marry and
have little power within the marriage to protect
their sexual and reproductive health.118
In nearly every country with available data, some
adolescent women aged 15–19 are sexually active
outside of marriage. In general, levels of unmarried
adolescents’ sexual activity are higher in Africa and
Latin America and the Caribbean than in Asia, but
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FIGURE

In LMICs, 14 million adolescent women are considered to have an
5.1 unmet need for modern contraception because they want to avoid a
pregnancy but are not using modern methods.
261 million adolescent women aged 15–19, 2019

14 18

229

Have unmet Have met need
need*

Do not need contraception

32 million want to
avoid a pregnancy
*12 million using no method and two million using a traditional method. Notes: See Box 2.1 on page 12 for
definitions. Numbers may not add to totals because of rounding. LMICs=low- and middle-income countries (see
Figure 1.1). Source: reference 45.
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5.2150 In LMICs, unmet need for modern contraception is disproportionately
100 high among adolescents wanting to avoid a pregnancy.
200

50
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37

8

Women with unmet need
% using no method
% using a traditional method
Women with met need
% using a modern method

6
76
57

Adolescents
aged 15–19

All women
aged 15–49

Notes: Among women wanting to avoid pregnancy. Estimates are for 2019. LMICs=low- and middle-income
countries (see Figure 1.1). Source: reference 45.

j) Use of the 30-day cut-off
produces minimum estimates of
the number of women wanting to
avoid pregnancy and the need for
contraception. Other definitions of
“current” sexual activity (e.g., sex in
the last three months, last year or
ever) result in larger proportions
of unmarried women classified as
sexually active.
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the levels in Asia are likely to be underestimated.46
In Asia, as well as in Northern Africa, never-married
women are often excluded from fertility and health
surveys. Moreover, when people are asked about
sexual activity in a face-to-face survey interview (a
key source of data for these estimates), they tend to
underreport it.126
Regardless of their marital status, adolescents have
the right to decide whether to be sexually active, to
engage in consensual sexual relations and to have
their bodily integrity respected.4 Too often, though,

the context of adolescent sexuality violates these
rights. For example, the World Health Organization
(WHO) estimated in 2013 that 29% of ever-partnered
15–19-year-old women worldwide had experienced
intimate partner violence.127
As of 2019, adolescent women aged 15–19 in LMICs
have an estimated 21 million pregnancies each
year.45 One half of pregnancies are unintended, and
55% of unintended pregnancies end in abortions,
which are often unsafe. These numbers reveal this
age-group’s large unmet need for contraceptives
and safe abortion care.
Contraceptive use and unmet need
Of the 261 million adolescent women aged
15–19 in LMICs, 88% (229 million) are not at risk of
unintended pregnancy and do not currently need
contraceptives, mainly because they are unmarried
and report not having had sexual intercourse in
the last 30 days (Figure 5.1). j,45 Others do not need
contraceptives because they want a child in the
next two1.0
years, are pregnant or postpartum with
an intended pregnancy, or are not able to become
pregnant.
0.8

Twelve percent of women aged 15–19 in LMICs—
32 million adolescent women—need contracep0.6
tives because they are currently sexually active,
either within or outside of marriage, and do not
want a child
0.4 for at least two years. Of the adolescent women in need, 57% (18 million women)
are using a modern method. The other 43%, or 14
0.2
million women,
have an unmet need for modern
contraception. Adolescent women account for 6%
of all women
of reproductive age with an unmet
0.0
Adolescents
aged 15–19 All women aged 15–49
need for modern
methods.
Among women who want to avoid a pregnancy,
adolescents have a higher unmet need for modern
contraception than do all women of reproductive
age (43% versus 24%; Figure 5.2). The age disparity
in modern method use is larger than disparities by
rural-urban residence or socioeconomic status.49
In addition, adolescents living in low- and lowermiddle–income countries have proportionally
greater unmet need for modern methods, compared with adolescents living in upper-middle–
income countries (Figure 5.3, page 31).45
The large majority of adolescent women with
an unmet need for modern methods are using
no method at all (85%), while the rest rely on a
traditional method (15%). Among adolescents
using modern contraceptives, almost nine out of 10

Using no m

Using a tra

Using a mo

are using short-acting methods (most commonly
condoms, pills and injectables). Relatively few adolescent women use long-acting reversible methods
(implants and IUDs), and sterilization is rare.
Context of adolescents’ contraceptive
choices
Adolescents’ contraceptive use is uniquely shaped
by numerous social, cultural and economic circumstances.128 Among adolescents who use a method,
preventing unintended pregnancy is typically a
primary motivation, and some may also use contraceptives to prevent transmission of HIV and other
STIs, and to have control over their own body, more
generally. Other adolescents who want to avoid
becoming pregnant may be reluctant or unable
to obtain and use contraceptives—for instance,
because they are unmarried and fear exposing that
they are sexually active, because they are married
and feel social pressure to have a birth, or because
providers deny them appropriate care.
An analysis of unmet need in developing countries
found that women of all ages who are not using
contraceptives despite not wanting a pregnancy
generally cite similar reasons for nonuse.52 For
example, they often choose not to use a method
because they have concerns about side effects or
because they are postpartum and breast-feeding.
The reasons most commonly cited by unmarried
women are that they have sex infrequently and
that they are not married. They may be concerned

that seeking or using a contraceptive method
would call attention to behavior that is often
socially stigmatized, or they may underestimate
their likelihood of becoming pregnant if they
only occasionally have sex or if they have recently
given birth.
Therefore, increasing awareness of the benefits of
contraceptive services and building the capacity
of adolescents to make their own decisions about
using contraceptives is vital.128 Interventions with
supporting evidence include combining educational programs in schools and communities with
youth-friendly services, health center outreach
activities and media campaigns.129 Activities that
integrate improvements in service quality with
efforts to generate community support for adolescent sexual and reproductive health are effective
at increasing uptake of sexual and reproductive
health services.130
On the services side, numerous program reviews
have documented obstacles many adolescents
face, such as judgmental attitudes of providers,
lack of confidentiality, limited contraceptive
options, and insufficient policies and guidelines
for protecting adolescents’ rights to information
and services.128,131 In terms of formal policies, nearly
one in five countries worldwide have restrictions
on access to contraceptive services: Requirements
of parental consent for minors to receive services
are among the most common restrictions and are
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Unmet need among adolescent women is highest in low-income and
lower-middle–income countries.
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in effect in 9% of the 186 countries with available
data; restrictions based on a minimum age or marital status are in effect in 5% of countries.132 Even
when countries do not have formal restrictions,
however, adolescents100.0
face provider bias in various
forms. Providers may not recommend hormonal
87.5 because of unfounded
methods to young people
fears that the methods hamper a return to fertility,
75.0
or providers may discriminate
against unmarried
young people out of a62.5
belief that they should not
be sexually active.53 Recent recommendations on
self-care interventions,50.0
such as self-administered
injectables and over-the-counter oral contraceptive
37.5
pills,133 could help adolescents overcome some of
these systemic barriers.
25.0

FIGURE

Adolescent women in LMICs face large gaps in health care
5.4 during pregnancy, similar to those experienced by all women of
reproductive age.
% giving birth, 2019
100
80
76

60
61

56

40

67

20
20

14

0
Have ≥4 antenatal
care visits*

Deliver in
a health facility

Adolescents aged 15–19

Have a cesarean
delivery

All women aged 15–49

*Including at least one with a skilled provider (midwife, nurse or doctor). Note: LMICs=low- and middle-income
countries (see Figure 1.1). Source: reference 45.

FIGURE

5.5 Gaps in pregnancy-related care among adolescent women are most
severe in low-income and lower-middle–income countries.
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age-specific data are available.
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Antenatal care. On average in LMICs, barely more
than half (56%) of adolescents who give birth
receive four or more antenatal care visits; similarly
large gaps in this service are faced by pregnant
women of reproductive age overall (61%; Figure
5.4).45 Only 44% of adolescents who give birth in
low-income countries meet this standard, compared with 53% of those in lower-middle–income
countries and 81% in upper-middle–income
countries (Figure 5.5). Care also varies across subregions: No more than half of adolescents who give
birth in Eastern, Middle and Western Africa and in
Eastern and Southern Asia make the recommended
minimum number of visits, while 90% or more do
in Central America, South America and Eastern
Europe. (Subregional differences are shown
in the appendix tables found at https://www.
guttmacher.org/report/adding-it-up-investing-insexual-reproductive-health-2019.)
Delivery in a health facility. Two-thirds (67%) of
adolescents in LMICs deliver their babies in a health
Upper-middle–income countries
facility.45 This proportion
varies widely across countries, from 58% in lower-middle–income countries
Lower-middle–income countries
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to 95% in upper-middle–income countries. Other
research shows that in Sub-Saharan Africa, adolescent first-time mothers are less likely than older
first-time mothers to deliver at a health facility.134
Cesarean delivery. Cesarean deliveries represent
14% of all adolescent women’s deliveries, and
levels vary sharply by country income group.45
In low-income countries, only 4% of adolescents
have cesarean deliveries, compared with 33% in
upper-middle–income countries. Rates lower than
10% tend to represent underuse of this lifesaving
technique, while rates higher than 10% of deliveries are not associated with reductions in maternal
and newborn mortality.82
Impacts of meeting adolescents’ needs
Adolescents in LMICs have an estimated 21 million
pregnancies each year, 50% of which are unintended.45 Most of these unintended pregnancies
(77%) occur among the 14 million adolescents
who want to avoid a pregnancy but are not using
a modern method (i.e., those with an unmet
need for modern contraception). Another 22% of
unintended pregnancies occur among those using
short-acting methods, such as pills, condoms and
injectables. Almost no unintended pregnancies
occur among the relatively few adolescents who
use long-acting reversible contraceptives, which
have very low failure rates.35
At its current level, modern contraceptive use
among adolescents in LMICs has a substantial
positive impact. As of 2019, an estimated 18 million
women aged 15–19 use modern contraceptives,
thereby preventing 10 million unintended pregnancies that would occur if these adolescents used
no modern methods (see Box 1.1, page 9, for a
short description of how impact estimates were
generated).45
Providing modern contraception to a larger proportion of adolescents who want to avoid pregnancy
and improving the quality of contraceptive services
overall would prevent additional unintended
pregnancies, thereby improving young women’s
health and lives, as well as those of their children. If
adolescent women’s contraceptive needs were fully
met, unintended pregnancies among women aged
15–19 in LMICs would decrease by 60%, from 10
million to four million per year (Figure 5.6). (Some
contraceptive users—mostly those using condoms,
pills and other methods that depend on users’
actions—would still have unintended pregnancies
because of contraceptive failure.) Compared with

current levels of contraceptive use, unplanned
births would drop by 63%, from three million to
one million per year; and abortions, most of which
are likely to be unsafe, would drop by 58%, from
six million to two million per year. These dramatic
numbers represent gains forgone if inadequate
levels of contraceptive care are allowed to persist.
An estimated 27,000 adolescent women per year
in LMICs die from complications of pregnancy
(including unsafe abortion) or childbirth, according
to 2019 data.45 Current levels of pregnancy-related
care prevent 10,000 additional deaths that would
occur in the absence of such services.

Half of
adolescent
pregnancies
in LMICs are
unintended.

Providing all pregnant adolescents with the
recommended pregnancy-related care (for those
who have live births, as well as those having abortions, miscarriages and stillbirths) would reduce
deaths further, by reducing adolescent women’s
risk of life-threatening complications and providing immediate care for those who need it. If all
pregnant adolescents were to receive the recommended standards of care, adolescent maternal
deaths in LMICs would drop by 54%, from the
current level of 27,000 to 12,000 per year.45 If, in
addition, adolescents’ need for modern contraFIGURE

pregnancies would decrease by six million if adolescent
5.6 Unintended
Figure 5.6
women’s
needs for modern contraceptives were met in LMICs.
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Notes: Estimates are for 2019. See footnotes to page 15 for definitions of abortion safety, miscarriage and
stillbirth. Numbers may not add to totals because of rounding. LMICs=low- and middle-income countries (see
Figure 1.1). Source: reference 45.
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ceptives were fully met, the resulting drop in unintended pregnancies would reduce the need for
pregnancy-related care. Thus, investing simultaneously in contraceptive services and pregnancyrelated health care would have a greater health
impact than investing in pregnancy-related health
care alone: Adolescent maternal deaths would drop
by 63% from the current level to 10,000 per year.
Cost savings resulting from a combined
investment
Contraceptive services and pregnancy-related and
newborn care for adolescent women and their
newborns currently cost an estimated $0.42 per
capita (i.e., per total population) per year in LMICs
(Figure 5.7).45 If the recommended pregnancyrelated and newborn care were provided to all
pregnant adolescents and their newborns who
needed it but contraceptive care remained at the

current level, the combined cost of both sets of services would increase to $1.20 per capita. However,
if all adolescents wanting to avoid a pregnancy
were to use modern contraceptives, the cost of covering the two sets of services would be only $1.01
per capita. In a scenario in which investments are
made in both sets of services simultaneously, each
additional dollar spent on contraceptive services
above the current level would reduce the cost of
pregnancy-related and newborn care by $3.70.
Benefits beyond health
Investing in sexual and reproductive health services for adolescents, who are at a critical point in
their lives, has far-reaching effects.135,136 The 2016
Lancet Commission on Adolescent Health and
Wellbeing recommended increasing investments in
young people to yield a “triple dividend of benefits”:
for adolescents now, for their future adult lives and

FIGURE

5.7 Expanding modern contraceptive services would help offset the cost of improved pregnancyrelated and newborn care for all adolescent women in LMICs who need it.
Figure 5.7
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not add to totals because of rounding. LMICs=low- and middle-income countries (see Figure 1.1). Source: reference 45.
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for the next generation of children.121 A separate
study supported this recommendation; it examined the benefits and costs of progressively scaling
up interventions related to the health, education
and well-being of adolescents to high levels of
coverage by 2030.135 It found that a package of 66
health interventions—including services related to
contraception, safe abortion and postabortion care,
and HIV prevention and treatment—would cost
$4.50 per capita per year when averaged across
40 LMICs for the period 2015–2030. The value of
the economic and social benefits resulting from
this large-scale investment in adolescents was
estimated to be substantial, ranging from six to 17
times the costs of the interventions.

Along with interventions to end child marriage,
the health investments could transform the lives of
adolescent women by helping them avoid serious
illness and death, prevent unintended pregnancies
and unsafe abortion, reduce intimate partner violence, improve educational outcomes and provide
young people access to better jobs.135 These investments would also enhance adolescents’ rights to
bodily integrity and to pursue a satisfying, safe
and pleasurable sexual life, free from stigma and
discrimination. Although their benefits are difficult
to measure, such rights are essential to human
well-being and dignity.
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6

Additional Sexual and Reproductive
Health Services

A

Many women
with STIs
experience few
or no symptoms,
and the infections
can go undetected for years.

s noted at the outset of this report, sexual
and reproductive health services encompass
much more than contraceptive services and
pregnancy-related and newborn care. A quartercentury ago, the global community defined sexual
and reproductive health care to include services
addressing HIV and other STIs, gender-based
violence, harmful practices such as female genital
cutting, reproductive cancers and infertility, and
sexual health and well-being.137 However, availability of and access to these services for women of
reproductive age (15–49) in low- and middleincome countries (LMICs) have progressed in
an uneven manner.
This chapter examines several sexual and reproductive health issues that have not been covered
in previous chapters. We focus on those issues for
which data are available on the magnitude of need
and for which evidence-based interventions exist:
the four major curable STIs, cervical cancer, HIV,
intimate partner violence, infertility and the special
concerns of people living in humanitarian crisis
settings. Some important topics are excluded here,
such as menstruation, menopause, and the sexual
and reproductive health of people with disabilities
and LGBTQ individuals. There is a critical need for
additional documentation on these topics.
STIs
Globally, more than one million STIs are acquired
every day, caused by bacteria, parasites and
viruses.41 Each year, the four most common curable
STIs—chlamydia, gonorrhea, syphilis and trichomoniasis—account for an estimated 376 million
new infections among men and women worldwide.40 In addition, viral STIs, which are mostly
incurable, affect hundreds of millions of people:
More than 400 million people are living with genital herpes infection globally,138 and more than 290
million women have a human papillomavirus (HPV)
infection.139 As of 2018, nearly 38 million people
worldwide were living with HIV.140
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The situation is particularly difficult for women and
children. Many women with STIs experience few or
no symptoms, and the infections can go undetected for years. When women do have symptoms,
they may not seek care because of social stigma,
poor access to care or other reasons. Yet, STI
infections can compromise quality of life and lead
to serious health problems for those affected.78
An estimated 40% of women with untreated
gonorrhea or chlamydia infection develop pelvic
inflammatory disease, which if left untreated, will
lead to infertility in one in four cases.141 Mother-tochild transmission of syphilis can result in stillbirth,
newborn death, low birth weight, prematurity and
congenital deformities.142 Some STIs increase women’s risk of acquiring HIV threefold or more,41 and
two specific types of HPV are responsible for most
cervical cancer.143
This section focuses primarily on women’s need for
and use of services for four major curable STIs. HPV,
as it pertains to cervical cancer, is discussed in the
following section, and HIV among women of reproductive age—including women’s need for care and
treatment, and how living with HIV impacts other
aspects of their sexual and reproductive health—
is discussed later in this chapter.
New directions for STI testing and treatment in LMICs.
Screening for STIs requires diagnostic tests and
systems for case management. Historically, the
diagnostic tests most widely used in high-income
countries have been unavailable in many LMICs
because the tests and laboratory infrastructure
needed to process them are expensive. For lowresource settings, the World Health Organization
(WHO) has long had guidelines for treatment of
some STIs based on symptoms, but this approach,
called syndromic management, misses the infections that do not have symptoms—which are the
majority of STIs.41

In 2016, WHO released a strategy for a renewed
global focus on the control of STIs.78 It calls for 70%
of countries to have national surveillance systems
and STI services integrated into primary care,
maternal health and other sexual and reproductive
health care by 2021. Achieving these goals will
require scaling up existing screening programs and
focusing on the populations most at risk, including
individuals not experiencing symptoms, where
feasible.

TABLE

6.1 Incidence of the four major curable STIs
among women aged 15–49 in LMICs, 2019
STI
Chlamydia

Once diagnosed, the four major curable STIs can
be treated with single doses of low-cost antibiotics
(except in cases of drug-resistance, which has been
identified in a small number of people with gonorrhea).145,146 By contrast, most viral STIs have no cure,
though their symptoms can be managed. For some
viral STIs (hepatitis B and HPV), vaccines now offer
protection from infection.147
Curable STIs in women of reproductive age. In LMICs,
roughly one in 10 women of reproductive age—
an estimated 157 million women—contract one
of the four major curable STIs each year (Table
6.1).45 The majority of these women (72%) do not
have symptoms (Figure 6.1). Some asymptomatic
infections—particularly of syphilis—may be caught
by routine screening during pregnancy. However,
routine screening for chlamydia, gonorrhea and
trichomoniasis in pregnant women and other
high-risk groups is not standard; as a result, few
of these women will receive medical care for their
asymptomatic infections. Among the estimated
28% of infected women who do have symptoms,
about one-half (54%) receive medical care. Based
on these estimates, about 24 million women (15%
of those infected) obtain medical care, and approximately 133 million women (85% of those infected)
have an unmet need for STI services.

Rate (cases per
1,000 women)

53,371,000

33

Gonorrhea

33,822,000

21

Trichomoniasis

66,807,000

41

2,774,000

2

156,775,000

96

Syphilis
Total

Fortunately, technological advances may help
facilitate these ambitious improvements in care.
Inexpensive and rapid blood testing to detect
syphilis is already offered as part of antenatal care
in many settings,79 and rapid dual HIV/syphilis kits
allow for simultaneous testing.144 In recent years,
similar tests have become available for other STIs,
including chlamydia, gonorrhea, trichomoniasis,
herpes and HPV. Although still too costly for many
low-income countries, as uptake increases and the
technology advances further, point-of-care testing
will likely become more affordable.

No. of cases

Notes: Rates for women aged 15–49 for 2016 were applied to the 2019
population of women aged 15–49 to estimate the number of cases in 2019.
Numbers may not add to totals because of rounding. LMICs=low- and middleincome countries (see Figure 1.1). Source: reference 40.

depends on her economic status. In developing
countries in 2014, about half of women aged 15–49
with an STI or STI symptoms obtained medical care,
but the proportion obtaining care varied widely
between women living in the poorest households
(40%) and those living in the wealthiest households
(65%).11
The low costs and substantial benefits of STI treatment. In LMICs, the current cost of treatment for
women infected with any of the four curable STIs
is an estimated $257 million, as of 2019, and this
total includes both direct costs and programs
and systems costs (Table 6.2, page 38).45 Given
that very few asymptomatic women obtain care,
this total includes treatment for only symptomatic women who receive care within the health
system. The average cost per woman treated is $11,
ranging from $5 in low-income countries to $14 in
upper-middle–income countries (data not shown).
By contrast, treating all women in LMICs who
are infected with any of the four major curable

FIGURE

Figure 6.1

6.1

Of the 157 million women aged 15–49 in LMICs with a new curable STI,*
the large majority do not receive medical care.

72%

Have no
symptoms
85% receive no care

As with other types of reproductive health care,
whether a woman obtains care for an STI greatly

13%

15%

Have
Receive
symptoms care,
have
symptoms

*Chlamydia, gonorrhea, trichomoniasis or syphilis. Notes: Estimates are for 2019. LMICs=low- and middle-income
countries (see Figure 1.1). Source: reference 45.
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STIs—whether or not they have symptoms—would
cost an estimated $2.3 billion annually. Antenatal
care would cover a portion of this cost as part
of meeting all needs for pregnancy-related and
newborn health care. This is because WHO recommends screening and treating all pregnant women
for syphilis80 and for symptomatic chlamydia and
gonorrhea (to prevent newborn conjunctivitis).148
The total cost of treating these infections in pregnant women (all of which is included in the cost
estimate for pregnancy-related and newborn care
in Chapter 3) is $116 million.45
Treatment of chlamydia and gonorrhea among
women at current levels prevents three million
cases of pelvic inflammatory disease, which in
turn prevents one million women from developing infertility from these infections each year.45
However, an estimated 30 million cases of pelvic
inflammatory disease occur annually as a result of
untreated chlamydia and gonorrhea, and four
million women per year progress from pelvic
inflammatory disease to infertility. Treating all
women infected with chlamydia and gonorrhea
would eliminate all pelvic inflammatory disease
resulting from these infections, as well as the subsequent infertility; it would also avert the current
cost of treating chlamydia- and gonorrhea-related
pelvic inflammatory disease, which is an estimated
$255 million annually (data not shown).
TABLE

6.2 Annual costs of treating four major curable STIs among women
aged 15–49 in LMICs, 2019
Current STI
treatment

All needs met for
STI treatment

Total cost

$257 million

$2,324 million

Direct costs

$129 million

$835 million

Programs and systems costs

$128 million

$1,488 million

$17 million

$116 million

$241 million

$2,207 million

Components of total cost
Costs included in pregnancy-related care*
Costs not included in pregnancy-related care†
Average total cost per capita
All LMICs

$0.04

$0.36

Low-income countries

$0.03

$0.48

Lower-middle–income countries

$0.02

$0.25

Upper-middle–income countries

$0.06

$0.45

*Costs for the treatment of syphilis found during routine antenatal screening and of symptomatic chlamydia and gonorrhea in pregnant women. Costs are included in the pregnancy-related costs presented in Chapter 3 and Chapter 4.
†Costs for the treatment of asymptomatic chlamydia and gonorrhea in all women, symptomatic chlamydia and gonorrhea
in nonpregnant women, trichomoniasis in all women, and syphilis in nonpregnant women. Notes: Costs exclude screening/diagnostic costs. Per capita costs are calculated as total costs divided by total population of all ages. Estimates are
in 2019 U.S. dollars. Numbers may not add to totals because of rounding. LMICs=low- and middle-income countries (see
Figure 1.1). Source: reference 45.
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These cost estimates cover only treatment of the
four major curable STIs in women aged 15–49 in
LMICs. Costs associated with screening, diagnosis,
vaccination and other preventive measures for
these and other STIs are not included (except for
those included in contraceptive, pregnancy-related
and newborn care, which are costed separately).
Moreover, the critical needs of some groups are not
examined here, including populations at especially
high risk for STIs, such as sex workers, people living
in humanitarian crisis settings (see Box 6.1, page 40)
and women outside of the 15–49 age range. Men’s
needs for STI care are also excluded from this analysis, although there has been growing recognition in
recent years of the need for comprehensive care for
men and boys, as well as for women and girls.78
Women of reproductive age represent only part
of the global need for STI care. Yet, the benefits of
addressing STIs among these women are significant because prompt and effective treatment can
eliminate pelvic inflammatory disease and reduce
infertility. In addition, fully meeting women’s needs
for STI treatment would greatly reduce ill-health
resulting from STI infections among men, women
and children, and would prevent stillbirths and
fetal and newborn deaths caused by untreated
syphilis.149
Cervical cancer
Cancer is a growing concern in LMICs. For several
years now, throughout Asia and Latin America and
in some countries in Africa, deaths from breast and
cervical cancer have outnumbered deaths due
to complications from pregnancy.150 Deaths from
cervical cancer are almost entirely preventable. In
2018, about 570,000 women were diagnosed with
cervical cancer worldwide; 311,000 died, the vast
majority of whom lived in LMICs.151 Numbers of
deaths were highest in South-Central and Eastern
Asia, but the highest incidence rates were in SubSaharan Africa and parts of Oceania (Figure 6.2,
page 39).
Cervical cancer is mainly caused by persistent
infection with one or more of the high-risk genital
subtypes of HPV.152 Most HPV infections resolve on
their own, but some can lead to precancerous cervical lesions, which if not treated, can progress to
cancer in 10–20 years. Among women living with
HIV, the progression to cancer is often faster.153
Women diagnosed with cervical cancer need costly
care that is often out of reach in LMICs. Fortunately,
low-cost methods exist to prevent progression to

cancer.154 WHO recommends screening women
aged 30–49 for precancerous lesions at least
once.152 Women living with HIV should be screened
upon learning their HIV status and again every three
years. Precancerous cervical lesions can often be
treated through a low-cost, same-day procedure.154
Despite the availability of technologies for
detecting and treating precancerous lesions,
some of which are very low cost, access to these
technologies is limited in many areas of the
world, particularly where they are needed most.
Primary prevention of HPV offers an opportunity
to intervene earlier in women’s lives. Vaccination
against the major cancer-causing types of HPV
became possible more than a decade ago. WHO
recommends giving highest priority for vaccination
against HPV to girls aged 9–14;152 guidelines are
also evolving in some locations to include adolescent boys.155 As of March 2017, 71 countries worldwide had national HPV immunization programs for
girls; 11 countries also had programs for boys.143
However, programs are still notably absent in many
LMICs, particularly in Africa and Asia.147
In a 2017 study focused on 50 LMICs, HPV vaccination and the screening and treatment of
precancerous lesions were found to be very costeffective interventions, at roughly $11.50 per
woman reached (based on a three-dose vaccination regimen).156 These programs, when scaled up
to meet need, could avert millions of deaths annually. Yet, for many countries, the ability to provide
the necessary level of services is still several years
away. A key challenge has been getting the vaccine
at prices countries can afford, but as manufacturing
costs decline over time, the vaccine should become
more affordable everywhere.157 In the future, the
HPV vaccine will be by far the most important
intervention for reducing cervical cancer: WHO
estimates that vaccination of more than 80% of
girls aged 9–14, with no change in screening, could
eliminate cervical cancer in most countries.158
HIV
According to the Joint United Nations Programme
on HIV/AIDS, 38 million people in 2018 were living
with HIV worldwide, including two million who
were newly infected that year.140 Giant strides have
been made over the last decade in HIV care and
treatment; in particular, the expansion of access
to antiretroviral therapy worldwide has changed
the course of the HIV/AIDS epidemic. The therapy
typically consists of a combination of antiretroviral
medicines that suppress the virus, enabling people

with HIV to live longer and reducing rates of transmission. Nevertheless, gaps remain in access to this
lifesaving care, and the burden of disease is still
disproportionately borne by women, particularly
young women.
Women’s heightened vulnerability to infection. Due
to a host of biological, sociocultural and economic
reasons, young women and girls have much higher
HIV infection rates than do young men and boys.159
Globally in 2018, there were an estimated 310,000
new infections among young women aged 15–24,
compared with 200,000 among young men in the
same age-group.160 More than four in five newly
infected young women live in Sub-Saharan Africa.
In 2014, the global health community redoubled
its prevention and treatment efforts for men and
women by launching new targets. Referred to as
90-90-90, they call for ensuring that 90% of people
living with HIV know their status, 90% of those
individuals receive treatment and 90% of those
on treatment are virally suppressed by 2020.161

FIGURE

Cervical cancer incidence rates are particularly high in some
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African subregions.

New cases annually per 100,000 women of all ages, 2018
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Supporting these new targets, in 2015, WHO
revised its HIV treatment guidelines to recommend
immediate treatment with antiretroviral medicines
upon diagnosis.162 With the support of global leaders and significant efforts at the international and
country levels, at the end of 2018, the world had
achieved 79–78–86.140
The 90-90-90 goals and the revised treatment
guidelines do not specifically target women and
girls, and it is unclear whether these advances will
reduce women’s disproportionate share of HIV
infections. However, another recent shift in HIV care
and treatment may help to address this disparity. In

2015, alongside the revised treatment guidelines,
WHO released guidance on offering oral preexposure prophylaxis, or PrEP, which is a combination
of antiretroviral medicines shown to be effective
and safe for daily use to prevent HIV infection.163
WHO recommended PrEP for “priority populations,”
such as sex workers, men who have sex with men
and people who inject drugs. In settings with
generalized HIV epidemics, the priority populations
may also include young people, adolescents and
women.164
As of mid-2018, 47 countries had approved the
distribution of PrEP, and 39 countries had included

BOX

6.1 Sexual and reproductive health services in humanitarian settings

In 2018, there were roughly 71 million forcibly displaced people
worldwide, a record high; about half of these individuals were
women and girls.202 Providing humanitarian assistance where
needed—in areas affected by conflict, natural disasters or other
emergencies—is challenging, and lifesaving care must be prioritized. There is also growing recognition of the need to address the
sexual and reproductive health needs of individuals in these settings. Adolescent women, in particular, face increased risk of sexual
assault and other forms of gender-based violence, trafficking and
child marriage.203 The erosion of health care services (including
contraceptive care) during crises, combined with elevated levels of
sexual violence, can lead to increases in unintended pregnancies,
unsafe abortions, and transmission of HIV and other STIs.204,205
The Inter-Agency Field Manual on Reproductive Health in Humanitarian Settings, revised in 2018, provides comprehensive guidance on
sexual and reproductive health service provision.205 The manual
contains a Minimum Initial Service Package, which highlights
the most vital services for settings with minimal resources and
gives guidance to humanitarian workers and first responders on
transitioning from an initial response to providing comprehensive
care. The guidance calls for services to respect clients’ rights to
nondiscrimination and quality care.
The field manual also addresses a number of formidable service
weaknesses. Humanitarian aid programs rarely provide a full range
of contraceptive options, and the greatest gaps in availability are
for long-acting reversible contraceptives and sterilization.206
Condoms tend to be more widely available, partly due to the
success of past initiatives focused on HIV prevention in these
settings.207 The greatest progress has occurred in maternal and
newborn health care, but treatment gaps remain for emergency
obstetric care, newborn infection care and assisted vaginal delivery.206,207 Safe abortion services and postabortion care are largely
unavailable in humanitarian settings. Most humanitarian organizations and health facilities do not provide abortion for a variety of
reasons, including legal prohibitions, incorrect assumptions about
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abortion legality, misperceptions about the need for it, concerns
that abortion procedures are too complicated to be provided under
resource-limited conditions, and insufficient funding.204,206
Looking forward, improving training in sexual and reproductive
health for health workers in these settings is vital.206 The demand
for comprehensive clinical management of rape is particularly
high.207 Services are needed not only for women and girls but for
men and boys, who—because of stigma, shame and inadequate
health worker training—often receive insufficient and poor-quality
care after experiencing a sexual assault.208 Systems for ensuring
a consistent supply of contraceptive commodities, drugs and
supplies are also critical, as providers often cite shortages as key
barriers to service provision.206,209 Special considerations must be
made at the onset of a response to ensure the continuous availability of needed supplies.207
Questions about who is responsible for providing specific services
and who should pay are often unresolved in humanitarian settings.
The deterioration of health care infrastructure and weakening
or loss of the systems for managing care, particularly state-run
systems, are common in countries with many people living in
fragile settings.210 As camps for refugees and displaced persons
reach capacity, service quality within camps may erode over time,
and health worker shortages and poor coordination among state,
private and humanitarian service organizations may exacerbate
these issues.206,207,211 Better planning and coordination are needed,
yet the cost of providing quality, comprehensive care in these settings is not well understood.212 Much existing research has focused
on determining the most cost-effective interventions and efficient
modes of service delivery, rather than considering the total costs
and requirements for an integrated approach across the protection,
health and nutrition sectors. As countries progress toward universal
health coverage, more information is needed on the health system
costs and the roles and responsibilities of various entities in responding to service needs in humanitarian settings.

HIV’s impact on women’s health and lives. With
increasing access to and use of antiretroviral treatment, people with HIV are living longer, shifting
perceptions of HIV from an acute, life-threatening
infection to a chronic health condition requiring
management over time. This change toward
managing HIV as a chronic health condition is
particularly important for women because HIV
affects many aspects of their sexual and reproductive health. Recognizing this fact, in 2017, WHO
released guidelines on sexual and reproductive
health care for women living with HIV.166

Intimate partner violence
Worldwide, nearly one-third of women experience
intimate partner violence—defined as physical,
sexual or emotional abuse from an intimate
partner—in their lifetime.127 Often, it begins early
in life: Twenty-nine percent of adolescent women
aged 15–19 report having experienced violence
from an intimate partner. Women who have
experienced such violence are more likely than
other women to have physical and mental health
problems and to attempt suicide.127 Health consequences include depression, posttraumatic stress
disorder, anxiety, self-harm, sleep disorders, chronic
pain, gynecologic problems and increased risk of
HIV and other STIs.175 Intimate partner violence
affects every element of sexual and reproductive
health reviewed in this report. More broadly,
violence against women has profound impacts on
households and society.176 Stemming from deepseated gender inequality, it hinders social and
economic progress at all levels.4

Achieving desired fertility is a particularly fraught
issue for women living with HIV. They may experience reduced fertility,167 and they may require
special counseling or medical intervention to
achieve pregnancy safely. For women living with
HIV who want to delay a birth or stop having
children, health care providers must understand
the complex drug interactions between hormonal
contraceptives and antiretroviral regimens.168

Interventions exist to prevent and respond to intimate partner violence, but broad implementation
has been slow. Programs with proven effectiveness
include microfinance initiatives for women that
involve training aimed at transforming gender roles
and relationships, community interventions to
change social norms, and group education for men
and boys.177–179 Protective orders and shelters have
also been shown to be promising approaches.180

A growing body of work also highlights the
connections between the HIV epidemic and
gender-based violence. The factors associated with
women’s risk of experiencing violence perpetrated
by an intimate partner predispose them to HIV
infection.169 Many women who experience forced
sex report being unable to negotiate condom use.
Intimate partner violence, including emotional
abuse, is also associated with faster disease progression among women living with HIV.170

Addressing intimate partner violence and all forms
of violence against women requires a coordinated
multisectoral response.181 The main role of health
care systems is to provide supportive care for
women and their children facing the health effects
of violence. Yet the health system also has a role in
stopping and preventing violence, by documenting
its occurrence and health consequences and by
advocating coordinated action with other sectors.181 Responses to violence against women must
also directly address persistent, harmful gender
norms and attitudes.182

it in their national HIV policies.165 However, actual
availability and uptake of PrEP remains very low,
and programs vary depending on characteristics
of local epidemics. Countries in Sub-Saharan
Africa, for example, are aiming to increase PrEP use
among young women and girls, while programs in
Southeast Asia are mainly targeting men who have
sex with men.164

HIV infection can also affect other reproductive
health conditions. For example, as noted above,
HIV increases women’s risk of HPV infection;153
also, women living with HIV may experience
menopause earlier and have more symptoms.171–174
WHO emphasizes that women living with HIV have
special needs during antenatal and postnatal care,
and that they need access to safe abortion services,
as well as services for preventing and managing
other STIs.166

The costs of interventions to address violence
against women are hard to measure, however,
because existing approaches are often multisectoral, and most have been implemented on a
small scale, without formal costing studies. Only a
handful of studies from LMICs have determined the
cost or economic value of interventions in terms of
impacts, and because the costing approaches and
program outcomes differ, the relative efficiency
of the programs cannot be easily compared.183
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However, more rigorous, coordinated analysis of
the cost of interventions is underway in several
locations across a number of LMICs.177,184
The United Nations Population Fund has called
for an end to gender-based violence and recently
released an analysis of the magnitude of resources
needed to achieve that. They estimate that the
cost of implementing a range of prevention and
treatment programs to end gender-based violence
in 132 countries by 2030 would be $42 billion.185
Such investments must cover the full range of service needs. In 2015, a joint United Nations program
published the Essential Services Package for Women
and Girls Subject to Violence, outlining guidelines
for the core services to be provided by the health,
social services, police and justice sectors.186
Infertility
Infertility is a central issue in the lives of many who
experience it.187 Together with the relatively low
political priority afforded this issue in LMICs, the
high costs of diagnosis, treatment and assisted
reproductive technologies have resulted in a huge
divide between wealthy and poor countries in the
availability of fertility care. Much more could be
done, however, to raise awareness about and prevent infertility, to research low-cost solutions and
to make access to new technologies more equitable across the globe.4
In addition to supporting people’s reproductive
rights, which include the ability to choose whether
and when to have children, there is a strong public
health rationale for addressing infertility. Research
has shown that infertility is associated with psychological distress, intimate partner violence and risky
sexual behaviors, as well as social consequences
such as stigma and exclusion, marital instability
and economic hardship.188–191 While both men and
women can experience infertility, in relationships,
women are often blamed and bear the most severe
consequences.192
The need for infertility services. Infertility, defined
as the failure to achieve a pregnancy after 12
months or more of regular unprotected sexual
intercourse,193 affected an estimated 5–15% of
couples worldwide, as of 2006.194 Even higher prevalence rates are reported in parts of Sub-Saharan
Africa.192,195 In 2012, WHO analyzed 277 health surveys and estimated that 49 million couples worldwide were suffering from infertility, half of whom
were in Sub-Saharan Africa and Southern Asia.196
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Factors that contribute to infertility include age and
reproductive tract infections, as well as genetic,
lifestyle and environmental factors.197 In LMICs,
major causes include untreated gonorrhea and
chlamydia, postabortion infections (which mainly
result from unsafe abortions) and postpartum
infections. HIV infection may also reduce fertility.198
Secondary infertility, the inability to become pregnant after having had a birth, has largely preventable and treatable causes, and it is more common
worldwide than primary infertility, the inability to
conceive a child at all.196
Prevention and treatment options. Prevention of
infertility can begin by reducing risk factors for the
condition. Interventions include comprehensive
sexuality education; STI prevention, including
condom use, and treatment; and counseling on
fertility awareness to improve understanding of
the optimal timing of sexual intercourse to achieve
pregnancy.4 Health education programs can target
factors known to be associated with infertility, such
as tobacco and alcohol use, nutrition and occupational exposure to certain chemicals. Secondary
infertility can be reduced through access to safe
delivery and safe abortion care, and through
prevention, detection and treatment of STIs.
Primary health care providers can counsel clients
on infertility, especially to dispel some of the myths
and misperceptions about infertility197 and to refer
affected couples to more specialized care.
Treatment options for infertility, which depend on
resource availability, include drugs to induce ovulation, intrauterine insemination, surgery to address
abnormalities (such as blocked fallopian tubes) and
assisted reproductive technologies.199 Specific populations, including LGBTQ people and people living
with medical conditions such as HIV or cancer, may
especially need these types of care.
The availability and quality of interventions to
address infertility are extremely limited in LMICs.
Even basic interventions—counseling, medical
examinations and information on infertility and
treatment options—are often absent.197 Advanced
treatment of infertility using assisted reproductive
technologies requires highly skilled labor and
expensive equipment, which are often not available in LMICs, and such treatment is usually not
included as part of essential health care.
Lower cost fertility drugs and a simpler and less
expensive laboratory method for in vitro fertilization are starting to become available, which will

greatly increase access to assisted reproductive
technologies in LMICs.200 International partnerships, including South-South cooperation, can help
ensure that clinicians and laboratory scientists in
LMICs establish and maintain high-quality services.195 Launching and expanding these efforts
worldwide may require a global initiative, with
high-level support and international funding, to
transfer knowledge and affordable technologies to
LMICs. For now, the key starting points for helping
millions of couples affected by infertility are to
raise awareness about the issue, reduce the stigma
surrounding it, focus on prevention and counsel
couples about their options.201
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Conclusions

T
The magnitude
of needs is too
large to ignore.

his report shows why investing in sexual
and reproductive health care is essential for
people’s well-being and constitutes good public
policy. As cornerstones of a healthy and satisfying
life, sexual and reproductive health and rights are
intertwined with human rights.4 Moreover, many of
the services examined here are essential for achieving universal health coverage in that they address
a significant health burden, provide good value for
money and have proven feasible to implement.213
As with other types of health care, the greatest
unmet needs for sexual and reproductive health
care are concentrated in the poorest countries and
among the most marginalized people.

Gains from meeting sexual and
reproductive health needs
Fulfilling all unmet needs for modern contraception and providing essential health services for all
pregnant women and newborns would result in
substantial improvements in health in LMICs:
●

●

●

●

As of 2019, 705 million women in LMICs rely on
modern contraceptives, and 218 million more want
to avoid a pregnancy but are not using a modern
method.45 An estimated 111 million experience an
unintended pregnancy each year. Tens of millions
of women receive inadequate care during pregnancy and delivery, as well as after a birth, abortion,
miscarriage or stillbirth, resulting in needless death
and disability. An estimated 133 million women of
reproductive age do not receive the treatment they
need for the four major curable STIs. Contraceptive,
pregnancy-related and STI care must expand and
improve to fully meet women’s service needs
and avert the negative health consequences that
result from difficulties obtaining services and
low-quality care.
The data in this report illustrate the magnitude of
the impact that would result from fully investing in
meeting these needs immediately. Conversely, the
data reveal the cost of inaction, in terms of lives lost
and diminished human potential.
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Unintended pregnancies would drop by 68%,
from 111 million to 35 million
Unplanned births would drop by 71%, from
30 million to nine million
Unsafe abortions would drop by 72%, from
35 million to 10 million
Maternal deaths would drop by 62%, from
299,000 to 113,000

Providing the recommended maternal and newborn care would also vastly improve newborn
health. Newborn deaths would drop by 69%, from
2.5 million to 0.8 million, and new HIV infections
among babies six weeks and younger would drop
by 88%, from 110,000 to 14,000.
In addition, treating all women infected with chlamydia and gonorrhea would eliminate 30 million
cases of pelvic inflammatory disease and three
million cases of infertility caused by these STIs.
Evidence from other studies also shows that
beyond saving lives and improving people’s health
and well-being, sexual and reproductive health
care can boost productivity and income—for
individuals, families and countries (see Box 4.1 on
page 26). The benefits are multigenerational in
that these services also improve children’s health
and well-being. For adolescents, receiving the
sexual and reproductive health services they need
helps them have fewer unintended pregnancies,
unplanned births and unsafe abortions, and results
in healthier outcomes for adolescent mothers and
their children—all of which can affect the longterm trajectory of their lives. Investing in sexual and

reproductive health services pays dividends over
many years and makes it easier for countries to
achieve other development goals.
The investments needed to achieve
these gains
Meeting all needs in LMICs for modern contraception, pregnancy-related and newborn care, and STI
services would cost $68.9 billion annually, $31.2
billion more than the cost of current services (Table
7.1).45 The total investment needed, which includes
both direct costs and programs and systems costs,
translates to approximately $10.60 per capita per
year, or about $4.80 per capita more than current
costs. This investment would expand the provision
of services to all who need them and ensure that
all users receive services that meet World Health
Organization (WHO) standards for quality of care.
The total reflects the cost savings that would result
from investing simultaneously in contraceptive
services and pregnancy-related and newborn care,
rather than investing in pregnancy-related and
newborn care alone. Investing $5.5 billion annually
to provide modern contraceptives to all women who
need them would reduce the cost of pregnancyrelated and newborn care by $16.3 billion (as
described in Chapter 4). In other words, every dollar
spent on contraceptive services beyond the current
level would reduce the cost of pregnancy-related
and newborn care by three dollars.
In this combined package of care, the major components of maternal and newborn care together
amount to 76% (Figure 7.1, page 46). Contraception
accounts for about one-fifth of the total. Treatment
of the four major curable STIs not given during
pregnancy and abortion services account for only
3% and 2%, respectively.
To put the $10.60 per capita in context, a study
examining total per capita health expenditure
found that spending ranged from $40 per capita
in low-income countries to $491 per capita in
upper-middle–income countries—amounts that
were projected to rise substantially as countries
place greater priority on improving health care.214
In our analysis, the additional investment required
to move from current levels of care to immediate,
full coverage of sexual and reproductive health
care is about $4.80 per capita per year on average
across LMICs.45 This amount represents only a small
fraction of the additional health care spending
that will be required to meet the health-related
Sustainable Development Goals.62

Programs and systems costs account for the majority of total costs in this analysis (64% of the required
investment in LMICs as a whole; data not shown).45
Expanding service coverage and improving quality
of care requires functional health systems. The
programs and systems costs reflect the need for
additional resources for expanding infrastructure
and increasing numbers of trained staff, as well as
improving vital logistics and health information
systems. Strengthening the foundation of sexual
and reproductive health care in these ways would
also benefit the health system more broadly.
Although this analysis focuses on financial investments, money alone will not ensure all women’s
sexual and reproductive health care needs are met.
Other studies shed light on wide-ranging obstacles
to satisfying all needs for such care.4,42 For example,
in some countries, policies and regulations restrict
access to contraceptives, safe abortion services
and other sexual and reproductive health services.
Shortages of skilled health workers are also common in LMICs, and the current workforce may not
be deployed in the areas where it is most needed.
Moreover, biases among health providers can
prevent them from extending quality services to
all clients;53 for instance, unmarried young people,
TABLE

Annual costs of contraceptive services, pregnancy-related and
7.1 newborn care, and STI treatment for women aged 15–49 and their
newborns in LMICs, 2019

Total cost of all components of care
Modern contraception
Pregnancy-related and newborn care
Antenatal care*
Delivery and postnatal care

Current levels
of care

All needs met

$37.6 billion

$68.8 billion

$7.1 billion

$12.6 billion

$30.3 billion

$54.0 billion

$6.0 billion

$18.3 billion

$17.2 billion

$26.1 billion

Newborn care

$3.7 billion

$5.8 billion

HIV care for pregnant women and newborns†

$0.6 billion

$2.2 billion

Abortion and postabortion care‡

$2.8 billion

$1.5 billion

$0.2 billion

$2.2 billion

$5.79

$10.58

Low-income countries

$3.40

$15.80

Lower-middle–income countries

$4.79

$10.23

Upper-middle–income countries

$7.56

$9.59

STI treatment§
Average cost per capita
All LMICs

*Includes care for all pregnancies, whether ending in a live birth, miscarriage, stillbirth or ectopic pregnancy. †Includes HIV
testing, counseling and antiretroviral therapy (ART) for pregnant women not already on ART and HIV testing and ART
for newborns of mothers living with HIV. ‡Assumes no change in abortion laws or practice. §Includes treatment for chlamydia, gonorrhea, syphilis and trichomoniasis; excludes care received during pregnancy. Notes: Costs of pregnancy-related and newborn care assume that all needs are met for modern contraception. Per capita costs are calculated as total
costs divided by total population of all ages. Estimates are in 2019 U.S. dollars. Numbers may not add to totals because of
rounding. LMICs=low- and middle-income countries (see Figure 1.1). Source: reference 45.
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FIGURE

If all sexual and reproductive health care needs were met for women
Figure 7.1
7.1 and newborns in LMICs, maternal and newborn care would account for
more than three-quarters of that total cost.
% of total cost, 2019

27

Antenatal care*

38

Delivery and postnatal care

Maternal and
newborn care
76%

8

Newborn care

3

HIV care for pregnant women and newborns†

18

Modern contraception
Abortion and postabortion care‡ (2%)
STI care§ (3%)

*Includes care for all pregnancies, whether ending in a live birth, miscarriage, stillbirth or ectopic pregnancy.
†Includes HIV testing, counseling and antiretroviral therapy (ART) for pregnant women not already on ART and HIV
testing and ART for newborns of mothers living with HIV. ‡Assumes no change in abortion laws or practice. §Includes
treatment for chlamydia, gonorrhea, syphilis and trichomoniasis; excludes care received during pregnancy. Notes:
Numbers may not add to totals because of rounding. LMICs=low- and middle-income countries (see Figure 1.1).
Source: reference 45.

Meeting other sexual and reproductive
health needs
Increased investments in other areas of sexual
and reproductive health are not included in our
estimates of costs and benefits but would also
improve the health and well-being of women
and their families. Proven interventions exist to
prevent and treat cervical cancer, HIV and infertility,
and to respond to intimate partner violence, but
the degree to which they have been introduced
and scaled up varies greatly across countries. The
Guttmacher-Lancet Commission on Sexual and
Reproductive Health and Rights proposes offering
all people an essential package of interventions
that includes all of the components of sexual and
reproductive health care reviewed in this report, as
part of universal health coverage.4
The magnitude of needs is too large to ignore.
Cervical cancer, for example, kills 311,000 women
every year worldwide, the vast majority of whom
are in LMICs151—despite the fact that it can be
prevented with proven, low-cost interventions.
Ramped-up investments in HPV vaccination, and
screening and treatment of cervical precancer are
long overdue. Also, HIV remains a major cause of
disability and death worldwide, and young women
still account for a disproportionate share of new
HIV infections among young people.160 Although
progress has been made to curb the global pandemic, the job is not done.

1.0
STI care§

0.8

people living in poverty, people with disabilities,
members of minority ethnic groups and LGBTQ
people often experience discriminatory treatment.
More broadly, social and cultural attitudes that
reinforce gender inequality, limit women’s empowerment and mobility, and stigmatize HIV, abortion
and other sexual and reproductive health issues,
can reduce people’s demand for and access to
care.4
Abortion and postabortion care‡

HIV care for pregnant women and newborns†

0.6

Newborn care

0.4

Therefore, linking efforts to improve sexual and
reproductive health services with policies and
programs in other sectors, such as education, social
welfare and the justice system, could bring about
greater gains in health to women, their families
and societies. We have not estimated the costs of
these complementary investments in our analysis,
but we intend that financing decisions related to
sexual and reproductive health will occur as part of
a broader strategy to improve people’s health and
well-being.
Delivery and postnatal care

0.2

Antenatal care*

We have insufficient information to calculate the
costs of services to respond to intimate partner
violence and infertility, even though these concerns
are central to the well-being of those affected.
Intimate partner violence is widespread, affecting
nearly one in three women worldwide during their
lifetime,127 and access to services to address infertility, which affects 5–15% of couples worldwide,194
is vastly inequitable between the wealthy and the
poor.
Paying for improved services
The dollar amounts shown in Table 7.1 represent
the costs to the whole health system of providing
selected sexual and reproductive health services
to all women in LMICs who need them, regardless
of who pays. Where would the funds come from to
expand and improve services?

Modern contraception

0.0
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Globally, discussions about universal health coverage continue to grapple with questions about
the affordability of care and who should pay for it.
In wealthier countries, government revenues and

pooled contributions (insurance) cover most health
care expenses and thus help minimize financial
risks for individuals.214 However, out-of-pocket
spending tends to be proportionally highest in
the poorest countries: In 2017, it accounted for
an estimated 40% of current health expenditure
in low-income countries, compared with 22% in
high-income countries.215 As a result, people who
can least afford it pay for much of their care out of
pocket. Adolescents are particularly impacted by
out-of-pocket contributions to health care because
they often are not financially independent, and
confidentiality and other concerns may prevent
them from using their families’ resources.216

In fact, no single source of funding will fill the
existing gaps in care. Modes of financing may vary,
but a key objective of universal health coverage
is to ensure that essential health services are
accessible to everyone needing care and that their
use does not cause financial hardship.1,218 Attaining
universal access will entail increasing the share of
costs covered by pooled contributions, thereby
reducing reliance on out-of-pocket payments that
deter those most in need from receiving care.62 In
countries with high health burdens and limited
domestic budgets, external donor funding and
effective partnerships between donors and recipient countries will continue to be necessary for
expanding and improving services.

Development assistance for health makes up about
25% of health spending in low-income countries;
in some, it accounts for more than 50%.217 Middleincome countries have already increased their
domestic government and private-sector financing
of health, and similar increases will be critical over
the long term in low-income countries.214 For the
near future, however, increased domestic spending
alone is not likely to close the gaps in services.

Getting to full care
The speed at which countries can move toward
universal coverage of high-quality sexual and reproductive health care will vary greatly, depending on
their starting point and their capacity for making
needed improvements. For the package of care presented here, the additional investment over current
levels is largest in low-income countries because

FIGURE

7.2

The increased investment needed annually in sexual and reproductive health care totals
$31.1 billion across all LMICs and varies greatly by subregion.
$8.2 billion

Western Africa
$6.2 billion

Eastern Africa
Africa

$3.6 billion

Middle Africa
$1.9 billion

Northern Africa

$1.7 billion

Southern Africa

$4.4 billion

Southern Asia
$2.2 billion

Eastern Asia
Asia

Southeast Asia
Western Asia
Central Asia
South America

The Americas

Europe

Central America

$602 million
$139 million
$570 million
$212 million

Caribbean

$34 million

Eastern Europe

$93 million

Southern Europe

$20 million

Melanesia
Oceania

$1.2 billion

Polynesia
Micronesia

$30 million
$1 million
$1 million

Notes: Estimates are in 2019 U.S. dollars and represent the investment over current costs required to fully meet the needs for contraceptive services,
pregnancy-related and newborn care, and treatment for the four major curable STIs. LMICs=low- and middle-income countries (see Figure 1.1). Source:
reference 45.
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these countries have the highest unmet needs and
their health systems require the most strengthening to provide the recommended care.45

The need
for additional
funds is highest
in Western
and Eastern
Africa and
Southern Asia.

The need for additional funds is highest in Western
and Eastern Africa and Southern Asia, followed by
other parts of Africa and Asia (Figure 7.2, page 47).
Of the $31.1 billion increase required for all LMICs
to provide the full package of recommended care,
$24.1 billion (or 77%) is needed in Sub-Saharan
Africa and Southern Asia. At the other end of the
spectrum, LMICs in South America and Eastern
Europe require smaller increases because they have
lower unmet needs for services, and the savings
that accrue from reducing unintended pregnancies
offset the necessary improvements in the service
package.
The required increases highlight the size of current
gaps and the resources required to close them.
No country will attain full coverage immediately.
Rather, countries will likely need to work in a
stepwise fashion to assess high-priority needs
and allocate resources in ways that ensure access
to needed care for those least able to pay.4 In this
way, they can make substantial progress toward
realizing sexual and reproductive health and rights
as part of their efforts to achieve universal health
coverage and related SDG targets by 2030.62
Because these changes are not quick fixes,
sustained efforts are essential. The necessary
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commitments include long-term, predictable
funding; support for evidence-based programs
and services; and an emphasis on equity—that is,
devoting sufficient resources to increase access to
high-quality
care for those who have the greatest needs.62 A
human rights approach to health is essential for a
shift in focus toward poor and marginalized groups,
and it is also necessary for achieving universal
health coverage as envisioned in the SDGs. The
health-related SDGs and other global initiatives,
such as the Global Strategy on Women’s, Children’s
and Adolescents’ Health, have consistently emphasized universality and equity in health care.
Some of the changes called for in this report are
less measurable but no less important—namely,
fostering a health care culture that values individual choice and well-being and ends all forms of
discrimination against individuals who need sexual
and reproductive health services. The ability to
decide whether and when to have children, to have
a healthy pregnancy and newborn, and to have a
safe, healthy and pleasurable sexual life should
not be limited to privileged groups of individuals.
These are fundamental rights for all people.
Investments in sexual and reproductive health care
result in benefits that ripple across communities
and countries and multiply over generations—and
conversely, the failure to invest robs current and
future generations of the potential to thrive.
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