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Despite the worldwide decrease in maternal deaths by 43% since 1990, most recent estimates suggest that, in 

2015, annual maternal deaths still total 303,000 worldwide.[1] One-sixth of maternal mortality is due to the 

complications of unsafe abortion3, with nearly 50,000 women dying each year.[2] Additionally, for every maternal 

death, about 20 women more suffer injury, infection, or disease related to pregnancy and childbirth.[3]  
 

Contraception is key to decreasing the risk of maternal death and morbidity by reducing the number of 

unintended and high-risk pregnancies. Evidence demonstrates that – overtime - increased use of modern 

contraception has been the major factor associated with reduced abortion rates.[4] 
 

Globally, contraceptive prevalence has substantially increased among women who are married or in union (for 

short married women): from 55% in 1990 to 63% in 2010. Concurrently, the unmet need for family planning – the 

percentage of women who want to stop or delay childbearing but are not using any method of contraception – 

among married women decreased from 15% in 1990 to 12% in 2010. Albeit these gains, still 146 million married 

women aged 15–49 years worldwide had an unmet need for family planning in 2010.[5] These statistics do not 

include unmarried women. In 2008, an estimated 3.2 million adolescent women in developing regions 

underwent unsafe abortions, which illustrates their need for contraceptives and safe abortion.[6] 
 

This policy brief explains why and how researchers, practitioners and policy makers can address the gap in 

women’s access to contraception and safe abortion. It discusses: i) the benefits of contraception and safe 

abortion; ii) the current state of use of, and need for, contraception and safe abortion; and iii) 

recommendations derived from the Share-Net thematic meeting ‘Contraception and Abortion’.   

The most important benefit of contraception and safe abortion is that they save women’s lives. It is estimated 

that 290.6 million women using modern methods of contraception in 2015 averted 80 million unintended 

pregnancies, 26.8 million unsafe abortions and 111,000 maternal deaths.[7] Further, evidence demonstrates that 

access to safe, legal abortion services saves lives and prevents women from suffering serious health 

complications from unsafe abortion, such as infertility.[8] Using the Lives Saved Tool (LiST)4, PSI showed that 

providing 100,000 misoprostol tablets (a safe medical abortion method) in Myanmar in 2015 would avert 6 

deaths and 366 DALYs from unsafe abortions.[9] 

 

Other benefits from contraception and safe abortions include: i) better child survival; ii) improved education for 

women; and iii) reduced public-sector spending on health services.[10] For example, public-sector spending on 

                                                                 
1 Disclaimer: The views and opinions expressed in this policy brief are based on the outcomes of the Share-Net thematic meeting 

Contraception and Abortion and do not necessarily reflect the official policy or position of Share-Net International and its members. 

2 We gratefully acknowledge Odette Hekster (PSI Europe) as lead author and Winny Koster (UvA/AIGHD, Korrie de Koning (independent) and 

Billie de Haas (independent) as editors of this policy brief.  
3 Unsafe abortion is a procedure for terminating an unwanted pregnancy either by persons lacking the necessary skills or in an environment 

lacking minimal medical standards or both http://www.who.int/reproductivehealth/topics/unsafe_abortion/hrpwork/en/ 
4 LiST is a modelling tool designed by John Hopkins Bloomberg School of Public Health. It is used to estimate the number of deaths and 

disability-adjusted life years (DALYs) averted as a result of health interventions. 
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health services will reduce when safe abortion services are provided, because such services will prevent the 

high costs of treating complications of unsafe abortion in already over-burdened hospital facilities.[11] 

 

UNFPA calculates that for every 1 US dollar spent on contraception for 14-to-19-year-olds, 17.23 US dollars will 

be saved in preventing unintended pregnancy among adolescent mothers.[12] Treatment costs per case of 

unsafe abortion complications are estimated at 114 US dollars for Africa and 130 US dollars for Latin 

America.[13]  

 

Increased contraceptive use has important implications for achieving the Sustainable Development Goals (SDGs) 

related to sexual and reproductive health and reproductive rights and for achieving the other goals, including 

eradicating poverty and hunger, reducing HIV transmission, and decreasing demands on ecological 

resources.[14]  

’

Disparities in use of and unmet need for contraception 

Between 1990 and 2015, contraceptive prevalence rates 

have increased in all regions of the world, and unmet need 

has reduced. However, there is tremendous variation 

between regions: in 2015, contraceptive prevalence rates 

ranged from a low of 28% in sub-Saharan Africa to a high of 

83% in East Asia; and the unmet need rates ranged from 

4% in East Asia to a high of 24% in sub-Saharan Africa 

(Figure 1). There is also wide variation across countries 

within the same regions: in sub-Saharan Africa, for 

instance, the contraceptive prevalence rate is only 1% in 

South Sudan and 60% in South Africa.[15] 
 

Levels of contraceptive use also vary widely according to 

women’s socio-economic backgrounds. A survey conducted 

in 24 sub-Saharan African countries echo these disparities: 

only 10% of women without education and 10% of those 

belonging to the poorest households use contraception. In 

contrast 42% of women with secondary or higher education 

and 38% of women belonging to the wealthiest households 

use contraception. Furthermore, the contraceptive 

prevalence of urban women is double that of their rural 

counterparts (34% versus 17%).[16] 

 

Most global and regional studies focus on trends for 

married women. Sexually active unmarried women often 

do not appear in the statistics. The contraceptive 

prevalence of single women who have started sexual 

relations is usually higher compared to those of married 

women of their age. However, the regional variations 

between sexually active unmarried women are great, with 

lower contraceptive prevalence rates in sub-Saharan Africa 

than in Latin America or Asia.[17] Moreover, the unmet need 

for contraception among unmarried women is higher than 

among married women. A recent study in 50 developing 

Figure 1 Contraceptive prevalence rates and unmet need 

for family planning by region. Source: The Millennium 

Development Goals Report 2015, p.41. [18] 

https://mcsummit.files.wordpress.com/2015/09/mdg-5_contraceptive-use.png
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countries indicates that in 35 of the 50 countries the unmet need for contraception among unmarried, sexually 

active adolescent women is at least 45%.[6] 

 

Unmet need for safe abortion  

Abortion is a contested issue on moral grounds. As a result, the need for safe first- and also second-trimester 

abortion is not often discussed in the broader public health arena. Opinions differ about up till which 

pregnancy month abortion should be allowed and about which methods of abortion should be allowed, such as 

the discussion whether women should be able to use the same pill for both contraception and medical 

abortion. Because of its sensitivity, abortion is not mentioned in the SDGs, neither was it in the millennium 

development goals. However, it has been explicitly addressed in a number of intergovernmental agreements 

concerning health, population, and women’s rights, such as the International Conference on Population and 

Development (ICPD) Programme of Action (1994), the Fourth World Conference on Women (1995), ICPD+5 

(1999) and ICPD+10 (2004). These agreements highlight the impact of unsafe abortion as a concern for 

population, human rights and public health, and urge all governments and relevant intergovernmental and 

non-governmental organizations to deal with it.[19] 
 

The fact that millions of women die or become disabled each year from unsafe abortion reveals that there is an 

unmet need for safe first and second-trimester abortions. Globally, 10-15% of all induced abortions occur 

during the second trimester, which is the period from 13 to 28 weeks. Overall, two thirds of all major 

complications from abortion are attributable to those performed in the second trimester.[20] 

 

The most unwanted pregnancies are experienced by adolescents. Among the 21.6 million women each year 

undergoing an unsafe abortion, adolescents also suffer the most from complications.[2]  Still, many countries do 

not consider adolescents eligible for “family planning”. At the Share-Net thematic meeting, Marge Berer, 

founding editor of Reproductive Health Matters and Coordinator of the International Campaign for Women’s 

Rights to Safe abortion, discussed how young people suffer from a lack of access to knowledge about sex, 

bodies and fertility; about how to negotiate safe, wanted sex and refuse unwanted sex; and about how to talk 

to partners about sex and using protection.[21] 
 

Widespread modern contraceptive use will not completely eliminate the need for abortion because method 

failure and incorrect use may still result in unwanted and mistimed pregnancies. Taking the typical failure rates 

of contraceptive methods into account, it is estimated that, annually, approximately 33 million women 

worldwide may experience an accidental pregnancy while using a method of contraception.[22] 
 

Access to emergency contraception can prevent the need for abortion but is still restricted in many countries of 

the world. As of 2016, 46 countries have no emergency contraceptive pill brands registered, and, even in 

countries where they are registered, regular supplies are not always available.[23] 

Ensuring the availability of contraceptive devices does not automatically increase their utilization. Research 

among married women in Africa, Asia, and Latin America & Caribbean shows that their two main reasons for 

non-use are infrequent sex and concerns regarding side effects or health risks, especially menstrual disruption 

and infertility. Lack of access and lack of knowledge play a smaller role.[24],[25] Studies among young unmarried 

women show that lack of access to information and contraceptive devices are their two main reasons for not 

using contraception. Additionally, young unmarried women are unwilling to risk the social disapproval 

associated with seeking services.[21],[24],[25]  
 

The type of contraceptive devices offered may play a role in these perceived barriers, with some methods being 

more associated with negative side-effects. Overall, the mix of contraceptive methods used has changed little 

over the past 20 years. Both in 1990 and 2011, the most common methods used were female sterilization and 

the intrauterine device (IUD). Method-specific prevalence varies widely across regions: whereas female 
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sterilization remains common in Asia, Latin 

America and the Caribbean and North 

America, the IUD continues to be important in 

Asia and Europe. Of all methods, the pill has 

the widest geographic distribution. Injectable 

contraceptive use has increased especially in 

Africa, where prevalence rose from 2% in 1990 

to 8% in 2011.[15] 

 

A narrow mix of contraceptive methods signals 

limited choice and possibly non-availability of 

the most appropriate method given the stage 

of a woman’s reproductive life. For instance, 

female sterilization, which has an estimated 

65% use in India, might not be the most 

appropriate method for young women. In all 

but 4 of 188 countries or areas, more than half 

of total contraceptive use among married 

women comprises only one or two methods.[15] 
 

At the Share-Net thematic meeting, Caron Kim from WHO discussed ongoing research efforts to enhance or 

alter existing contraceptive methods in order to improve acceptability by women (and men) and explore 

innovative technologies for new methods (Table 1).[26]  

At the Share-Net thematic meeting, three organisations - Simavi, Women on Web (WoW) and Ipas - presented 

field practices aimed at increasing access to contraceptives and safe abortion.[27],[28],[29] All three practices are 

promising because they showed how women took the improvement of their health status into their own hands. 

WoW and Ipas employ harm reduction strategies: safe abortion with use of Misoprostol is provided outside the 

health system, through community pharmacies and the internet, which enables women who face legal, 

economic, social or cultural barriers to access safe abortion services.[30] These practices can inspire policy 

makers and programme developers to better respond to women’s need to control their fertility and improve 

their reproductive health.  

 

 

Increased access to and uptake of contraception through social accountability in the community 

Simavi uses community scoring cards, which consist of a list of questions, to enhance social accountability 

to women’s access to contraceptives and their increased choice. In India, a women’s group used these 

scoring cards to map their needs for contraceptive availability and counselling in the community clinics. The 

needs identified by the scoring cards were presented to the village health committee. The project started in 

2011 and was monitored for 2 years in 16 clinics. The project showed that social accountability mechanisms 

have a positive effect on family planning uptake and contraceptive choice: 11 out of 16 clinics increased 

contraceptive choice and family planning counselling; Muslim women increased their demand for 

contraception; and it was realised that men should be included in family planning programmes. 

 Method Modification 

Oral 

contraception 

Alternative pill-taking regimens 

New molecules (estrogens, PA and PRM) 

Vaginal Ring  

Progesterone-only ring 

Combined hormonal ring for 1 year 

PRM (progesterone receptor modulators) 

Multi-purpose device (ARV + contraception) 

Transdermal 

New formulations of combined adhesive 

patch 

Alternative delivery systems (gels, liquids) 

Injectables 
New delivery systems (self-injectable) 

Additional progestins 

IUC, IUD and 

intrauterine 

systems 

Additional doses LNG  

Additional  progestogens (ENG) 

Other molecules (PRMs, indomethacin) 

Subdermal 

implants 
Additional progestins 

Table 1 Ongoing research on modification of and new contraceptive 

methods. Source: Presentation Caron Kim.[26] 
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Regardless of profound values and beliefs related to sexual relations, contraception and abortion, it is a fact 

that many women are sexually active, whether married or not, and that both pregnancy and abortion are part 

of women’s experiences. The prevention of unwanted pregnancy and the provision of safe abortions are 

equally important for meeting the reproductive health needs of women in the various stages of their 

reproductive life. 
 

A general recommendation for addressing women’s need for contraception and safe abortion is to 

acknowledge that not addressing these needs has negative impacts on the health and well-being of women and 

their families, economic productivity and public budgets. Donors and other policy makers should encourage 

holistic interventions that address both access to contraception and safe abortion. Not only should women be 

able to access contraception but also their contraceptive choice should be increased to prevent discontinuation 

of contraceptive use. Contraceptive choice should include male and female condoms, which are too often 

ignored as an effective family planning and STI/HIV prevention method. These holistic interventions should be 

part of integrated reproductive health service delivery, which requires skilled, equipped and incentivized public 

and private health care providers and well-functioning systems.[31] Such efforts to increase women’s 

reproductive health cannot succeed in the long term without addressing underlying causes as well, such as 

gender inequality and social vulnerability.[32]  
 

 

Increased access to medical abortion through telemedicine 

WoW is a digital community of women who have had an abortion and of individuals and organisations that 

support abortion rights. WoW facilitates task shifting in the provision of medical abortion: from physicians 

to other healthcare professionals or directly to women through telemedicine. The WoW website refers 

women to a licensed doctor for abortion pills. Women can receive a medical abortion, consisting of the pills 

mifepristone and misoprostol, after they have completed an online consultation and contraindications have 

been excluded. In this way, medical abortion – one of the safest medical procedures, with minimal 

morbidity and a negligible risk of death – can be performed at home, as long as women are well-informed 

and can access emergency medical care in the rare case of complications. This mode of telemedicine may 

increase access to and availability of medical abortion services. It may especially meet the unmet need of 

women who are otherwise faced with legal, financial, administrative and procedural, and logistical barriers.  

Access to medical abortion through rural pharmacies 

Ipas works with local women’s groups to set up pharmacies to stock and distribute misoprostol. In many 

countries, misoprostol is already registered, available and used for the prevention of post-partum 

haemorrhage or treating incomplete abortion, but abortion is legally restricted. For example, in Tanzania, 

where unsafe abortion is a significant contributor to the country’s high maternal death ratio, abortion is 

only permitted to save a woman’s life. In 2009, Women’s Promotion Centre (WPC) in Kigoma Region started 

an education and awareness-raising campaign to prevent unwanted pregnancy and unsafe abortion and to 

promote misoprostol as a method for safe abortion and treatment of postpartum haemorrhage. In 2010, 

WPC opened a local pharmacy that sells misoprostol, offers professional counselling on its safe use, and 

provides take-home information on its use and referrals to doctors who can help in case of complications. 

Since the pharmacy opened, women’s access to misoprostol and contraceptives has improved, and WPC 

has observed a decreasing number of women dying from unsafe abortion. In addition, the pharmacy’s sale 

of misoprostol has led to price reduction due to economic competition with private drug sellers in the area.  
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Specific recommendations that were derived from the Share-Net thematic meeting were:  
 

 Intensify scientific research to expand contraceptive and safe abortion options, such as:  

o Effective methods with few to no side effects;  

o Semi-long acting methods that are user-controlled;  

o Multi-purpose technologies that link both pregnancy and STI/HIV prevention; 

o Male hormonal contraception; 

o Combination of non-hormonal methods; 

o Methods that can be used both as contraception and for medical abortion; and 

o Early medical abortion methods that can be obtained from pharmacies or other providers for 

home use. 

 Conduct operational research on promising practices of enhancing contraception and safe abortion 

access, and how they can be taken to scale. 

 Design programmes that are needs-driven, rights-based, community-based, youth-friendly, and include 

both males and females.  

 Apply the core principles of harm reduction: 

o Neutrality: Health professionals and others should focus on people’s sexual and reproductive 

health needs and remain non-judgmental;  

o Humanism: Every woman, irrespective of age, religion, sexual orientation, race, socio-economic 

status, disability or HIV status, should be treated with dignity and respect regardless of her 

choice; and  

o Pragmatism: Accepting that women, young and old, will seek access to contraception or 

abortion regardless of laws, regulations or culture because women’s need to control their 

fertility is part of their life.  
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