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POLICY STATEMENT
Introduction:
Individuals' ability to control their family size and the timing and spacing of children has been shown to
significantly improve health, social and economic well-being. Yet, there is a high unmet need for family
planning services amongst individuals of reproductive age. This can be attributed to a lack of access to proper
education about family planning products and services, financial constraints and socio-cultural factors. Certain
strategies can be employed to secure the rights of individuals to family planning and they include proper
education and counseling about family planning services and universal access to reproductive health
services. Although these strategies will greatly improve the access to family planning for people around the
globe, certain barriers can also present to hinder the full implementation and success. Notwithstanding, these
barriers can be tackled by strong collaboration between international and local organizations, government,
civil society and also efforts at the individual level
IFMSA position:
The IFMSA affirms that the decision to choose the number, timing and spacing of children is a human right,
essential to the achievement of sustainable development. The realization of this right for all can be achieved
through universal health coverage and access to affordable, accessible and effective family planning services
such as contraception and infertility treatment. It is imperative that these services address the needs of all,
including young people, unmarried people, the LGBTQIA+ community, people with disabilities, people living in
rural and remote locations and people living in poverty. The IFMSA acknowledges the importance of access
to information in the achievement of access to family planning and therefore, emphasizes the role of
comprehensive sexuality education and counseling in health policies. Moreover, the IFMSA recognizes that
the realization of reproductive health and rights begins with respecting bodily autonomy and should aim to
empower and support autonomous decision-making over their own bodies and the formation of a family
through reproduction.
Call for action:
IFMSA calls for governments to:
● Adopt legislation to ensure equality of access to a broad range of contraception and other family
planning methods and services including fertility treatments, regardless of gender, age, sexual
orientation, ethnicity, level of ability and socioeconomic status.
● Ensure that resources and funding are allocated to the continuous training of healthcare workers who
provide family planning services.
● Integrate family planning into strategies and policies to achieve universal health coverage as well as
develop policies on sexual and reproductive health and rights, providing comprehensive and
evidence-based information concerning effective methods of family planning.
● Strengthen contraception supply systems and improve coordination of supply efforts to ensure universal
access, promote and support the community-based distribution of contraceptives.
● Provide adequate funding for domestic and international programs providing contraceptive methods
and access to emergency contraception.
● Promote comprehensive sexual education at schools to empower young people and adolescents to
make autonomous choices over their sexual and reproductive health.
● Address inequalities in access to family planning methods in national policies, ensuring equitable
services for left-behind populations, taking into account their diverse barriers.
IFMSA calls international agencies to:
● Collaborate with governments to promote access to family planning through implementing policies,
providing resources, support, and guidance, and increasing funding.

●
●
●
●
●

Involve youth in the development and implementation of family planning policies and activities.
Provide training for health professionals who can provide family planning services.
Establishing a comprehensive monitoring and evaluation system on access to family planning.
Conducting research and publicizing data on access to family planning, unmet needs, commonly used
methods, and left-behind populations.
Participate in and organize activities on numerous levels to raise awareness about different family
planning services and their importance, in order to reduce the fear and stigma surrounding them.

IFMSA calls for the healthcare sector to:
● Provide comprehensive and evidence-based information concerning effective methods of family
planning and continuously updated training of healthcare workers who provide family planning services
as well as improving their soft skills in providing family planning services.
● Provide services aiming for the reduction of unintended pregnancies, including the full provision of
contraceptive methods and access to emergency contraception.
● Educate their patients on family planning methods in a comprehensive and non-judgemental approach,
improving their access to health information and providing counseling services.
● Cooperate and work with governmental and non-governmental organizations to facilitate access to
family planning services through developing and implementing policies and providing well-established
resources.
● Encourage the presence of community-friendly clinics to support and provide family planning services
without stigma or discrimination.
● Ensure that sexual and reproductive health services including family planning services are accessible,
equitable and evidence-based as well as culturally sensitive and relevant.
● Provide equal access to family planning to all groups, especially young people and adolescents, sex
workers, people with disabilities, diverse sexual orientations and gender identities.
● Conduct ethical research on interventions and programs addressing barriers to accessing family
planning and contraceptives as well as their improvement and development.
● Improve provider training surrounding sexual and reproductive health for transgender, nonbinary and
gender-expansive individuals
IFMSA calls medical schools to:
● Ensure that medical students are well-educated about all the types of family planning methods and their
management available in their region as well as who, how and where to access these services.
● Educate medical students that the problems related to family planning have different origins, from
medical to social, which are often beyond the control of the individual and include the social
determinants of health and wellbeing.
● Include evidence-based information on modern family planning methods in medical school curricula.
● Conduct ethical research on interventions and programs addressing barriers to accessing family
planning and contraceptives as well as their improvement and development.
IFMSA calls National Member Organizations to:
● Develop projects targeting medical students and healthcare workers that increase awareness of
evidence-based family planning methods to minimize the use of outdated and ineffective methods.
● Advocate for increased and non-discriminatory accessibility to effective, affordable contraceptive
methods, and infertility treatments by engaging with key stakeholders such as governments and by
partnering with other civil society organizations.
● Promote gender equality for women and non-cisgender people in NMO activities and structures,
internally and externally, to encourage sexual and reproductive autonomy, especially for left-behind
populations.

POSITION PAPER
Background
According to the World Health Organization, family planning is “the ability of individuals and couples to
anticipate and attain their desired number of children and the spacing and timing of their births” [1]. It
encompasses services such as contraception, infertility treatment and information on how to get pregnant [2].
According to the World Health Organization, As of 2019, 1.1 billion women of reproductive age worldwide are
in critical need for family planning. 842 million of them use one or more contraceptive methods, and 270
million have an unmet need [3]. Ensuring access to family planning advances several health and non-health
causes, including good health, body autonomy, expanded education opportunities, and sustainable population
development.
There are multiple barriers to the implementation and availability of family planning services. They include
gender inequality, misconceptions about methods, affordability, and product and healthcare workforce
shortages. With national and international strategies and multi-stakeholder collaboration, these barriers can
be overcome [2].

Discussion
International recognition of family planning
Family planning itself is not a new practice. For many centuries, people have been managing their
reproductive health. Historical records show that women in West Africa were advised by physicians to space
their children from as early as the 16th century. [4] However, it wasn’t until the 1900s that governments and
organizations began to focus on family planning. In 1936, the Sex Hygiene and Birth Regulation Society
(renamed to New Zealand Family Planning Association) was established in New Zealand, as one of the
earliest non-governmental organizations (NGOs) advocating for and providing birth control [5]. In 1952, India
became the first country in the world to launch a national policy addressing this, known as the National
Programme for Family Planning.[6] Soon, many other countries followed with their own national policies, with
low- and middle-income countries receiving financial and technical aid. Along with that, the International
Planned Parenthood Foundation was established.
Today, reproductive rights, including the right to family planning, are well established under international laws.
Numerous major international committees and conventions have improved progress in family planning access
and they are outlined below.
Convention on the Elimination of All Forms of Discrimination against Women (CEDAW) (1979)
CEDAW was adopted by the United Nations General Assembly in 1979. Its 30 articles address women’s
rights in civil, political, economical, and social spheres [7]. CEDAW contains numerous articles pertaining to
family planning. Article 10 focuses on promoting gender equality in education, which includes “Access to
specific educational information to help to ensure the health and well-being of families, including information
and advice on family planning. Article 12 emphasizes on eliminating inequalities and discrimination against
women in healthcare, to promote “access to health care services, including those related to family planning.
Article 16 states that women are guaranteed equal rights in deciding “freely and responsibly on the number
and spacing of their children and to have access to the information, education and means to enable them to
exercise these rights.”[8] The CEDAW Committee also provides recommendations on implementing the
actions stated in the Articles of the original Convention, also within the scope of improving access to family
planning and reproductive health services and ensuring their unconditional access [9–12].

Convention on the Rights of the Child (1989)
Article 24.2 (f) states that parties should “develop preventive health care, guidance for parents and family
planning education and services” in order to realize the child’s right to quality healthcare. [13]
International Conference on Population and Development (1994)
The ICPD is a conference held by the United Nations. The 1994 conference saw the adoption of the
Programme of Action as a guide for the work of the United Nations Population Fund (UNFPA) over the next
20 years.[14]The PoA provided a definition for reproductive health. In addition, it listed objectives and actions
for improving access to family planning, applying a human rights-based, sex-positive approach. The PoA has
also determined that the aim of family planning programs is to enable people to decide if and when they want
children and to “have the information and means to do so and to ensure informed choices and make available
a full range of safe and effective methods.”[15] The main platform to follow up on the progress on access to
family planning is Commission on Population and Development held every year, evaluating national progress
and commitments.
In 2019, 25 years after the ICPD of 1994, the UNFPA and the governments of Denmark and Kenya
co-convened the Nairobi Summit on ICPD25. The summit centered around mobilizing political and financial
resources key to achieving many goals in the PoA, including universal coverage for sexual and reproductive
health services, ending gender-based violence, and preservation of health services in humanitarian
emergencies.[16,17]
The 4th World Conference on Women (1995)
The 1995 Fourth World Conference on Women in Beijing saw the adoption of the Beijing Declaration and the
Platform for Action. The document reaffirmed the concerns and actions stated in the ICPD PoA and CEDAW.
It called for the Member States to protect women and children from gender-based violence and harmful
traditional practices. In addition, the document emphasizes the right to have “access to safe, effective,
affordable and acceptable methods of family planning of their choice, as well as other methods of their choice
for regulation of fertility [...] It also includes sexual health..”, thereby recommending a sex-positive approach
[18,19].
A platform to follow up on the progress on the goals of the Beijing Platform of Action is the Commission on the
Status of Women held every year. The 66th Commission on the Status of Women highlights the impact
climate change has on access to family planning. Conclusion 46 reaffirms the importance of “ensuring
universal access to sexual and reproductive health-care services, including for family planning, information
and education.”[20] The 57th Commission also highlights the importance of family planning access in detail,
with Conclusion 22 recognizing that respecting and promoting sexual and reproductive health is key to
“achieving gender equality and the empowerment of women” [21].
Convention on the Rights of Persons with Disabilities (2006)
Article 23, which discusses family matters, states that people with disabilities have the right to “decide freely
and responsibly on the number and spacing of their children and to have access to age appropriate
information, reproductive and family planning education”, and have the right to “retain their fertility on an equal
basis with others.” In addition, Article 25, about health emphasizes the rights of people with disabilities to the
same range, standard, and quality of gender-sensitive healthcare, including in the area of sexual and
reproductive health [22].
Sustainable Development Goals (SDGs) (2016)
The SDGs refer specifically to family planning in Goal 3 (Health) and Goal 5 (Gender Equality) [23].
Goal 3: Good Health and Wellbeing
3.1 By 2030, reduce the global maternal mortality ratio to less than 70 per 100,000 live births

3.7 By 2030, ensure universal access to sexual and reproductive health-care services, including for family
planning, information and education, and the integration of reproductive health into national strategies and
programmes
3.8 Achieve universal health coverage, including financial risk protection, access to quality essential
healthcare services and access to safe, effective, quality and affordable essential medicines and vaccines for
all
Goal 5: Gender Equality
5.6 Ensure universal access to sexual and reproductive health and reproductive rights as agreed in
accordance with the Programme of Action of the International Conference on Population and Development
and the Beijing Platform for Action and the outcome documents of their review conferences[24,25]
Many of the goals are indirectly related to family planning. Ensuring people’s access to family planning can
lead to progress in providing quality education, ending poverty and hunger, combating climate change, and
supporting economic growth.
Overview of family planning services
There is a high unmet need for family planning services and products around the globe [3]. This need often
correlates with a lack of implementation of other tools to promote development, such as access to education,
highlighting the intersectional, multifactorial role that family planning plays with other sectors in sustainable
development [26].
Family planning allows people to attain their desired number of children, if any and determine spacing
between them. It reduces unintended pregnancies and sexually transmitted infections, lowers the prevalence
of pregnancy-related health conditions and deaths. Access to family planning also supports the continued
education of girls and creates opportunities for women to participate more fully in society, including paid
employment.
The right to family planning can be achieved through universal access to reproductive health services such as
contraceptive counseling and contraceptives and fertility treatments. There are multiple barriers to the
implementation and sustainability of these services [1]. However, with comprehensive international and local
strategy and collaboration between sectors and organizations, governments and NGOs, these barriers can be
overcome.
Nonetheless, reducing the vast unmet need for family planning remains a massive challenge to countries and
the global health community. Services are still poor-quality or unavailable in many settings, while service
delivery and social constraints persist [27].
Contraception is the act of intentionally preventing pregnancy, such as through the use of devices, practices,
medications or surgical procedures. Contraception can be considered modern or traditional. There are 172
million women who are using no method at all. A few of the reasons for not using modern contraception are
as present:
● fear and experience of side effects (26%)
● infrequent sexual encounters or none at all (24%)
● general negative attitudes toward contraception (23%)
● breastfeeding or postpartum period and no menstruation (20%) [28]
Contraceptive information and services are fundamental to health and human rights.
According to 2017 estimates, 270 million women of reproductive age in the Global South have an unmet need
for contraception. Reasons for this include:

●
●
●
●
●

limited access to contraception
insufficient choice of methods
fear or prior experience of side effects
cultural or religious opposition
poor quality of available family planning services [29]

Ensuring access to effective and suitable contraceptives for all people advances several human rights, such
as the right to life and liberty, freedom of opinion and expression and the right to work and education, and the
right to health. The use of contraception prevents pregnancy-related health risks, especially for adolescent
girls. It also helps to decrease infant mortality as it helps to decide on the spacing between children. When
births are spaced in less than 2 years, the infant mortality rate is 45% higher than it is when births are 2-3
years apart and 60% higher than it is when births are 4 or more years apart. Aside from health benefits, it also
increases expanded educational opportunities and empowerment, and thus, sustainable population growth
and economic development for countries [3].
Contraception delivery should be affordable for everyone, provided with dignity, autonomy and confidentiality
and the decision should be made by a fully-informed patient, meeting their needs and perspectives [30].
Types of Contraceptives
Currently, contraceptives can be reversible or permanent (sterilization). The reversible methods are divided
into three types based on their mode of action: barrier, hormonal and chemical.
Within barrier methods, we differentiate internal or external condoms, contraceptive sponges, diaphragms and
cervical caps. Their purpose is to prevent sperm from entering the uterus. It is worth mentioning that apart
from preventing pregnancy, both external and internal condoms, play a key role in reducing the risk of
sexually transmitted infections (STIs).
Hormonal methods are combined oral contraception, progestogen-only pill, implants, intrauterine devices
(IUDs), injections (progestogen-only or combined), patches and vaginal rings. Their main goal is to suppress
ovulation and thicken cervical mucus [3]. While the copper intrauterine devices operate by damaging sperm
due to a sterile inflammatory reaction [31].
Chemical methods are preparations with spermicides such as foams, creams and jellies, but also are
contained in contraceptive sponges. On account of their inefficient effectiveness, they always need to be used
along with other birth control methods [32].
For new mothers whose menstruation has not returned it is possible to use a temporary contraceptive method
called the lactational amenorrhea method, which is exclusive breastfeeding of an infant less than 6 months
old. There are also methods that are based on observation of the menstrual cycle and avoiding vaginal sex on
‘fertile’ days, however, these methods may not be as effective as a barrier or hormonal methods [3].
Emergency contraception refers to various methods of contraception that can be used to prevent pregnancy
after sexual intercourse. They are the most effective within 5 days after intercourse without contraception [33].
Infertility Treatment
According to WHO, infertility is a disease of the reproductive system which involves the inability to get
pregnant, after more than 12 months of having unprotected sexual intercourse. It is divided into primary and
secondary infertility. Primary infertility is when a couple has not previously conceived and given birth to a live
child, compared to secondary infertility when a couple is unable to have a child but has had previous
successful pregnancies [34].

If people wish to have biological children, infertility treatment can be proposed for them. The treatment
depends on the condition of' the reproductive system. Hormonal therapy, surgery and management of
delayed ejaculation are methods used to improvement of sperm delivery and quality. In case of ovulatory
disorders, changes in lifestyle, hormonal and pharmacological therapy or surgery can be offered. For tubal
and structural uterine disease, usually surgery is the management option. Other methods available that could
be considered are intrauterine insemination, in vitro fertilization (IVF), intracytoplasmic sperm injections, donor
insemination and oocyte donation [35].
The description of available options:
● Sperm donation: a procedure where a person donates semen to help another couple/individual get
pregnant using their sperm. Before sperm donation, the donor must be screened for medical
conditions or any risk factors [36].
● Intrauterine insemination (IUI): is a type of artificial insemination where sperm that have been washed
and concentrated are placed directly in the uterus around the time your ovary releases one or more
eggs to be fertilized [37].
● In Vitro Fertilization (IVF): an egg is removed from the person's ovaries and fertilized with sperm in a
laboratory. The fertilized egg, called an embryo, is then returned to a person's womb to grow and
develop. Also, there is a type called reciprocal IVF for lesbian couples where one partner donates
their eggs for fertilization and their partner carries the pregnancy [38] [39].
● Egg Donation: This is when a person donates their eggs to another couple/individual to make them
able to get pregnant. The donor must be given medications that will enable them to develop multiple
eggs over a single cycle. The eggs are then aspirated from the donor’s ovaries. After the eggs are
removed, they get evaluated by an embryologist[40].
● Surrogacy: involves a person agreeing to carry the pregnancy for someone else and giving
guardianship to the intended parents after childbirth. Surrogacy has complicated legal and medical
requirements that must be met [41].
Despite the fact that the majority of people affected by infertility lives in the Global South, there is a
geographical disparity in access to infertility treatment, particularly in differences between the Global South
and the Global North and the availability of IVF and intracytoplasmic sperm injections. In 2006, only 48
member states of WHO out of 191 had medical facilities offering IVF. Aside from the availability of facilities,
there is also a challenge of timely and affordable services that remain out of range for many people living in
low- and middle-income countries, while in some high-income countries IVF might be publicly funded [42].
Early detection and treatment of STIs, promoting healthy diets and exercise, avoiding smoking, regulation of
environmental and occupational exposure to chemicals in some cases might prevent infertility [43].
Assisted fertilization for LGBTQIA+ couples:
Options for Gay Men
They have the option of egg donation combined with surrogacy. It’s only possible to use the sperm from one
person to fertilize the donor egg. However, some gay couples choose to split insemination where half of the
eggs are put with one partner’s sperm and the other half are put with the other partner’s sperm.
Options for Lesbian Women
They have various fertilization options. For example, Intrauterine Insemination (IUI) either with an anonymous
or known sperm donor, In Vitro Fertilization (IVF) for women who may be experiencing problems conceiving
through insemination, and also they also can use co-IVF or reciprocal IVF.

Options for Transgender Individuals
They can freeze their eggs or sperm prior to hormone therapy or surgery. While some transgender individuals
may be able to conceive on their own, some may need the help of a specialist to become pregnant.
fertilization options also include: in vitro fertilization, intrauterine insemination, or gestational surrogacy. During
assisted fertilization process, transgender individuals may need to temporarily postpone hormone therapy
[44].
Emergency Contraception
Emergency contraception can be used after sexual intercourse without contraception to avoid pregnancy
(preferably 5 days after). This can be in situations of sexual assault and failed or improper use of
contraception. Although, the most effective emergency contraception method is the copper-bearing
intrauterine devices (IUDs) there are other convenient methods like the emergency contraception pills (ECPs)
containing either ulipristal acetate (UPA), or levonorgestrel (LNG), or combined oral contraceptives (COCs).
Emergency Contraception works to prevent ovulation in ECPs or creates an environment that hinders
fertilization in copper-bearing IUDs. It should be noted that these methods do not result in abortion or affect a
developing embryo [33].
Family planning counseling
Counseling is one of the important components when it comes to providing high-quality family planning
services. It helps people to make informed decisions regarding their reproductive health. Good counseling
leads to improved client satisfaction. A satisfied client promotes family planning, returns when they need to
and continues to use a chosen method [45].
Important definitions
Family planning counseling is defined as a continuous process that you as the counselor provide to help
clients make and arrive at informed choices about if they want to have children or not, the size of their family,
spacing, and the timing. Family planning counseling is not a type of lecture, it is a process of mutual
understanding. The provider should show respect to the client and deal with their problems and concerns
about contraception in a straightforward way.
Informed choice is when we give people all the information they need about a specific topic, then they make
their own choice based on the knowledge they have and their own preferences. In order to allow people to
make an informed choice about family planning, the provider must make them aware of all the available
methods, and the advantages and disadvantages of each.
Couple counseling is when the counselor gives a counseling service to a couple or partners together. This
happens mainly when they are thinking of using irreversible family planning services, such as sterilization.
Individual counseling, in most cases individuals prefer privacy and confidentiality during communication or
counseling with you. It is important to provide them with a safe space where they can feel comfortable
sharing.
Group information sharing is used when individual counseling is not possible, or if there are people in a village
who are more comfortable in a group. In this situation, the counselor would explain to them the benefits of
family planning, briefly discuss common myths and mistaken beliefs about family planning, and then inform
the group about how to obtain appropriate contraception. It is a cost-effective way of information sharing and
answering general questions, but people are not likely to share their more personal concerns with a provider
in this setting.
The counseling process includes:
1. Assess situation

2.
3.
4.
5.
6.

Define problems, needs, and information gaps
Generate alternatives
Prioritize solutions
Develop a plan
Review and evaluate [46]

Birth spacing and postpartum family planning
Family planning is about deciding how many children an individual chooses to have and when they want to
have them (timing of pregnancies and birth spacing). A person can become pregnant within several weeks
after birth if they are not breastfeeding exclusively. It is important that a healthcare worker discusses the topic
of family planning and birth spacing, and helps people in choosing the contraceptive method that is right for
them. During late pregnancy, after giving birth and after an abortion, it is important that they receive and
discuss correct and appropriate information so that they can choose a method that best meets their needs. If
a person is able to get pregnant, and if applicable their partner, is able to make an informed choice, they are
more likely to be satisfied with the method chosen and continue its use.
When to counsel on birth spacing
Discussing family planning then begins during pregnancy, particularly during the third trimester, after birth and
in the immediate postpartum period. Pregnant people need to know that if they are not exclusively
breastfeeding they can get pregnant as soon as four weeks after the birth, even if they have not yet started
their menstrual cycle. Several methods of family planning can be started immediately after birth, but others
may need to be delayed if the person is breastfeeding. If the individual wants female sterilization or an
Intrauterine Device (IUD) inserted immediately after childbirth, they should inform their birth attendant and
plan to give birth in a health facility. Clarifying for breastfeeding people the benefits of using breastfeeding as
a family planning choice, known as the Lactational Amenorrhoea Method (LAM), is important at this stage of
counseling [47].
Counseling a woman on family planning after an abortion
Abortion by definition is the unintended termination of a pregnancy or the elective abortion which refers to
intentional pregnancy termination by surgical, medical or other means. When advising a person on how to
care for themselves after an abortion, it is important to discuss the use of a family planning method to prevent
another unwanted pregnancy. Explaining that they can become pregnant as soon as two weeks after an
abortion. It is recommended for a person who has recently experienced an induced or spontaneous abortion
to wait at least six months before another pregnancy to reduce risks to their health and to the future
fetus/baby [47].
Partner involvement
The partner should be encouraged to take part in family planning counseling sessions, especially if the
chosen method involves their cooperation, for example, condoms. Research has shown that family planning
methods are more successful when partners choose them together. First, ask the person able to get pregnant
whether they would be happy for their partner to be involved. In some cases, individuals may feel more
comfortable if their partners are not present or if their partners are counseled on their own and/or by a male
counselor. Men are one of the important determinants when it comes to family planning and birth spacing.
Understanding their role in reproduction and sharing the responsibility will improve the impact of family
planning methods [47].
Transgender and gender-diverse (TGD) populations
No matter what is your sex or gender, everyone may have contraceptive needs. However, with no
professional society guidelines and scant data on contraceptive use for transgender and gender-diverse
populations, clinicians’ abilities to counsel patients on use, safety, side effects, and efficacy is severely limited.

We know very little about how hormonal contraceptives interact with gender-affirming testosterone therapy.
Consequently, providers must extrapolate from data on the use of hormonal contraceptive methods in
cisgender women and rely on clinical expertise.
There are specific conditions to be taken into consideration while providing counseling to TGD individuals
including side effects that the contraceptives may have on gender-affirming therapy, barriers to access due to
discrimination, and misconceptions regarding their reproductive capacity. Counselors should acknowledge the
spectrum of gender identities and sexual orientations within their communities, create an inclusive safe space,
and perform physical exams taking into consideration the potential physical and emotional discomforts
specific to these patients [48].
Statistics on access to family planning services
Unmet need for family planning is defined as the percentage of women who are married or partnered, do not
want any more children at all or within the next two years but are not using any contraceptive or method to
prevent pregnancy. This definition can be divided into the unmet need for limiting and the unmet need for
spacing of children [49].
However, both married and unmarried people have a need for contraception and family planning services
[3,50]. Globally, 1.1 billion women of reproductive age (15-49 years) have a need for family planning, but for
more than 270 million of them, these needs are unmet. Unmet needs for contraception are especially high
among adolescents, migrants, refugees, urban slum dwellers and women in the postpartum period [50].
The number of women with unmet needs in family planning isn’t close to the real number because they tend
to be based only on surveys of women who are married or in a recognized relationship and do not account for
variability between countries over time. Using data from 185 countries, the authors estimated contraceptive
prevalence from 1990 to 2019 and projected changes up to 2030. By 2030, this number is expected to rise to
272 million because family planning services are not keeping pace with the rapid population increase in lowand middle-income countries [51].
The global prevalence of modern contraception use has been in stagnation at around 77% from 2015 to 2020
but increased from 55% to 58% in the African region in the same period. However, there are still large
regional discrepancies in the unmet need for contraceptives [3,50]. In sub-Saharan Africa, only 22% of people
reported the use of a modern contraceptive in 2022 [52]. In comparison, in western Europe, 82% of people of
reproductive age use modern contraceptives [53]. Men account for only a small subset of these prevalence
rates with easily available contraceptive options limited to condoms and sterilization [3].
As a result of the inaccessibility of modern methods of family planning, roughly 121 million unintended
pregnancies occurred every year from 2015 to 2019 [2].
In Sub-Saharan Africa, there is a higher unmet need for modern contraception among older women compared
to younger women, as they either have few or no children [52]. This is due to an overall trend of a smaller
desired family size. Countries or areas with a rapidly decreasing desired family size may have an increasing
unmet need for contraception, without the supply and service systems to meet demand. More rigorous
research is required to understand regional and population discrepancies in unmet needs for family planning.
A study in 2014 showed that although 148 countries have access to hormonal Emergency contraception, only
56 of these countries have access without prescription and 17 countries with over-the-counter prescriptions
[54].

Infertility treatment
In 2010, among women who want to have children the prevalence of primary infertility was approximately 2%,
whereas the prevalence of secondary infertility is estimated at approximately 11%, with the lowest prevalence
of 7.2% in the North Africa and Middle East region and the highest (18%) in the Central and Eastern Europe
and Central Asia regions. In the case of men, the prevalence of infertility varies from 2.5% to 12% with the
highest rate in Africa and Central and Eastern Europe [34]. It is estimated that nowadays one in every four
couples in developing countries struggle with infertility [55].
Barriers to access to family planning
General Awareness
The importance of knowledge in all facets of human life is undeniable. Information about family planning is
critical to living a meaningful life, both for the individual family and for the nation[56].
Monitoring and evaluation of awareness and utilization of family planning methods in communities are
important to improve the quality and effectiveness of services, policies and planning with resulting beneficial
impacts on the health and quality of life of women, children, families, and communities[57]. Contraceptive use
is hampered by a lack of awareness, misperceptions, and exaggerated fears about the safety of contraceptive
methods. In some countries, schools' emphasis on abstinence-only education may have contributed to
widespread misunderstandings about contraceptive effectiveness, mechanisms of action, and safety, which
can influence contraceptive use and method selection. Many people, for example, have erroneous fears that
oral contraceptives cause serious health problems or that IUDs provide a high risk of infection [58].
WHO studies have shown that women in many countries in Global South do not have enough knowledge
about contraception. A comprehensive evaluation of qualitative data shows that in five developing countries,
young women's use of contemporary contraceptive techniques is limited by a number of issues, including a
lack of awareness, access barriers, and lack of control. The use of hormonal methods was limited because of
a lack of knowledge and access and concern over side effects, especially fear of infertility. Although often
more accessible, and sometimes more attractive than hormonal methods, the use of condoms was limited by
their association with disease and promiscuity and greater men’s control of this method [59]. Also, many
women and couples who have an unmet need for spacing or limiting births do not use contraception because
they are unaware of the social, economic, and health benefits of family planning, are unaware of which
methods are accessible or suited for them, or are unaware of where to obtain one. Others are put off from
taking contraception because they believe their partner, family, community, or religion opposes it [60].
Side effects and misconceptions
Myths and misconceptions regarding current techniques, such as exaggerated or false reports about side
effects, beliefs about short- or long-term health problems, and negative perceptions about people who use
contraception, are other significant obstacles to contraception usage.[61,62] Many women in high, middle and
low-income nations, for example, mistakenly believe that using oral contraceptives is riskier than
pregnancy.[63] In an eight-country survey, 50–70%of women believed that using the pill carried significant
health risks [64]. Many women in Mali thought that the pill and injection would result in irreversible infertility,
according to research. The possible unwanted side effects, for example, breast soreness, headaches, weight
gain, irregular menstrual bleeding, nausea, and/or loss of bone density may occur as a result of long-term
use, depending on the route utilized. These possible side effects are frequently the source of a variety of
misunderstandings. Where women's ability to bear children is important to their socioeconomic status, for
example, they frequently fear that using contraception to avoid pregnancy may lead to permanent infertility if
used long enough [59]. They may assume that not having a monthly period means they have a dangerous
blood buildup within their body. Some people feel that nausea produced by oral contraceptives is an indication
that the pill's acid is scorching their stomach or ovaries [65].

Fear of real or imagined negative effects is a key reason why women stop using contraception, which can
lead to unwanted births [59]. In a 36-country study, it was discovered that discontinuing use resulted in more
than a third of unwanted pregnancies. When asking women why they discontinue, many health surveys do
not differentiate between misperceptions and actual side effects, making it difficult to identify the exact impact
of each [62]. "People who use contraceptives end up with health problems," "contraceptives are detrimental to
women's health," and "contraceptives can injure your womb" were the most common family planning myths at
the individual and community levels [66]. To maintain autonomy in decision-making, all information and
counseling must be medically accurate, non-directive, and supportive. That means health-care providers and
other experts should give evidence-based counseling and information regarding contraceptive function,
benefits, and risks, and do so in a way that meets women (and, if appropriate, their partners) where they are.
This knowledge may and should debunk the misunderstandings, misperceptions, and fears that are frequently
the root causes of non-use. It should also clarify how emergency contraception works, differentiating it from
induced abortion; this is especially crucial among groups and individuals who are culturally opposed to
abortion [67].
Gender inequality and Sociocultural barriers
Gender equality has a variety of effects on contraceptive use. It can influence any power inequalities within
intimate interactions, from the personal and political degree to which women are free to choose their sexual
activities to access family planning options [68].
Access to high-quality reproductive health services is hampered by gender discrimination and inequity. They
also make it difficult to plan their families and utilize contraception properly. Men, too, experience
gender-related hurdles to reproductive health programming, despite the fact that traditional gender norms
place larger restrictions on women's access. Men may be hesitant to use family planning services that are
predominantly geared toward women, or they may regard family planning as a female concern. The paucity of
use and development of male contraceptive techniques is a result of these norms.[69] Also, Providers may
have preconceived notions or biases concerning male techniques or men's involvement in family planning, as
a result of which they may withhold information about male methods or presume that men are
uninterested.[70]
According to a study published in the Lancet Global Health, gender equality and education enhance access to
modern contraception. Trends in sexual activity, as well as demand for and usage of current contraceptive
procedures, were evaluated in 74 countries, involving 3 million women. Women's needs for modern
contraception are more likely to be realized over time in countries where gender equality and educational
opportunities are growing.[71] According to a retrospective examination of nationally representative surveys,
the availability of modern contraception is highly linked to beneficial changes in social structures. There was a
6.7% increase in women who were sexually active but did not desire to conceive for every 0.1 point
improvement in a country's gender development index. A further 13.5% of those women employed modern
measures to avoid pregnancy.
The expectation that every girl has the right to education made an impact as well. Each additional year of
education is associated with a 2.3% rise in demand and a 4.7% increase in the usage of current contraceptive
techniques [68]. Contraception decisions are also influenced by a variety of social, cultural, and economic
factors [72]. Sexual assault has been linked to harmful effects on women's reproductive health, including
unmet contraceptive needs [73]. Sexual violence has been on the rise in recent years, and it is described as
any sexual act, effort to get a sexual act, or any act directed against a person's sexuality through coercion,
committed by anyone, regardless of their relationship to the victim, in any context [74]. Rape by a spouse,
partner, stranger, or acquaintance, unwanted sexual approaches at school or work, and sexual abuse of
mentally or physically challenged individuals are all examples of sexual abuse [75]. Furthermore, in
communities where traditional medicine reigns supreme, culture takes precedence over medical advice due to

a lack of familiarity with the healthcare system. Fear of the unknown is rarely discussed, yet it is an important
component in a woman's decision to use family planning and contraception services.[76] While Many
transgender people expect the physician and/or the health care staff to treat them in an unprofessional or
unfriendly manner before they go to the doctor. Furthermore, if he is being seen at an Ob/Gyn practice, the
transgender man may feel uncomfortable and unsafe in a waiting room occupied solely by cisgender women
or pregnant women. Add to that the unease that frequently follows a discussion about sexual and
reproductive health issues. The social and political backdrop of being stigmatized in the majority of areas
where health care settings exist exacerbates this pain. Discrimination and inequity make it more difficult for a
transgender man in his forties to identify and address his sexual and contraceptive needs in a safe
environment [76,77].
Accessibility and Affordability
In low- and middle-income countries, an estimated 270 million women desire to avoid pregnancy but do not
use a contemporary form of contraception.[78] Women and girls, for example, frequently arrive at health
facilities to discover that their desired technique is not accessible or is too expensive for them to pay or
contraceptive supplies are frequently accessible at the central level but do not reach customers, particularly
those in rural regions.
In high-income nations, affordability is also a barrier, impacting the contraceptive method of choice and
compliance. The expense of consulting a doctor, purchasing a contraceptive, and, in certain situations, paying
for the contraceptive's insertion or delivery (medium or long-acting contraceptives) can be substantial and
vary greatly [79].
Legal, facility-based and provider-based barriers must be addressed to improve access. Formal regulations
and limitations prevent persons of reproductive age from easily accessing family planning services. Keeping
oral contraceptive pills on prescription, for example, prevents them from being socially marketed and used as
a vital distribution and funding method in low-resource countries. Other limits include who can/should give
specific contraceptive techniques and at what level of provider. Pre-service training for all levels of health
workers, not only those working in higher-level facilities, should include the provision of non-surgical long-term
contraceptive techniques[80]. Non-restrictive legislation must safeguard and assist the reproductive rights of
all persons of reproductive age, regardless of age, marital status, or location of residence.
It is estimated that Emergency contraception can prevent 95% of unwanted pregnancies. However,
Emergency contraception is affected by a number of factors including lack of information and misconceptions
in relation to regular contraception. In some cases when copper-bearing IUDs are to be used, a trained
healthcare practitioner is required which further affects the accessibility of the most effective method
(copper-bearing IUDs) when available. Despite not having an age restriction (except in a few regions with
age-discriminatory policies), it is advised that emergency contraception should not be used too frequently
[33].
Barriers to Infertility Treatment
Throughout 8–12% of couples around the world have trouble becoming pregnant, and this number climbs to 1
in 4 in low-income countries.[81] Some parts of Europe, Asia, and Africa, for example, have a very high rate
of infertility.[82]. Infertility is defined as the failure to obtain a clinical pregnancy after at least 12 months of
frequent, unprotected sexual intercourse.[82] Difficulties throughout the treatment process can arise from the
initial consultation to obtaining therapy. Perhaps the most well-known impediment to patients receiving
therapy is the cost of the procedure, which is especially problematic in low and middle-income countries.[82]
Wealthier individuals, particularly those with a household income of over $100,000, are more likely to seek
infertility treatment, according to studies[83]. Concerns about the mental and physical effects of therapy are
sometimes obstacles to continuing treatment [84]. Some of the negative ideas of infertile people include the

vision of a hazy future in life and the fear of treatment failure. These negative thoughts and feelings act as a
mental filter, providing a bad image of the future, therapy, and its process [85].
Family planning and left-behind populations
Studies looking at countries from the Global South have found that women in the poorest income categories
have higher rates of unintended pregnancies than women with higher family income levels [86,87]. In a broad
overview of DHS data from 29 countries in sub-Saharan Africa, spanning 2010–2016 researchers found that
the proportion of pregnancies considered unintended was highest among the poorest women. Similar findings
have been reflected in studies from the United States [88].
One explanation for this correlation is that poorer women are often less able to afford modern contraception
[89].
Lower-income women tend to have a lower educational status than their peers which may result in lesser
knowledge about contraception. They are additionally more likely to live in rural or underserved parts of urban
areas, and that impairs their access to family planning services [2].
The rural/urban divide
Many studies have shown that rural women are more likely than urban women to have unintended
pregnancies, in some cases more than twice as likely [87]. The simplest explanation for this difference would
be that rural women have less access to modern contraception, and this is true in many circumstances but it
is far from the complete story. By many measures, women living in rural communities may have greater
barriers to empowerment and autonomy overall. For instance, rural women in countries in Asia, Latin America
and Africa experience lower levels of autonomy when looking at healthcare decision-making, household
decision-making and contraceptive use [90–92]. Social and gender norms in rural areas may also tend to be
more conservative and patriarchal. Interviews with rural women in the Democratic Republic of the Congo
showed that socio-cultural norms and poor communication between spouses discouraged the use of
contraception, for instance [93]. Rural women in developing countries are also more likely to have lower
education levels and higher poverty, which, as we have seen, correlates with higher rates of unintended
pregnancies [94].
By looking at the 2019 Human Development Index (HDI) data and two of its core components — namely,
educational attainment and per capita gross national income (GNI) — against rates of unintended pregnancy.
Globally, higher levels of social and economic development, as measured by these indicators, were strongly
correlated with a lower incidence of unintended pregnancy in 2015–2019.
One explanation is that countries with higher development scores are likely to be those where contraceptive
services are more widely accessible and where women face fewer cultural barriers to managing their fertility
preferences. Pregnancy outcomes tended to differ between high-income countries and low- and
middle-income countries [2].
In low- and middle-income countries, higher levels of social and economic development were associated with
a higher proportion of unintended pregnancies being aborted (even after controlling for differences in the legal
status of abortion). This finding lends itself to the hypothesis that, as opportunity costs associated with
childbearing increase, women who experience an unintended pregnancy are more strongly motivated to avoid
having a child. The same pattern was true with respect to trends over the 30-year period between 1990 and
2019 in these countries: improvements in development scores at the country level were associated with
increases in the proportion of unintended pregnancies that were terminated [95].
One might assume that income and education levels among women and girls are more closely linked to lower
rates of unintended pregnancy than are the levels of income and education among men and boys, but that
was not the case. Per capita GNI scores and levels of educational attainment among females were not more

strongly correlated with the incidence of unintended pregnancy or the proportion aborted than were male
scores for per capita GNI and educational attainment. This indicates that overall country GNI and education
level are linked to lower unintended pregnancy, rather than exclusively per capita GNI and education among
women and girls. In other words, and importantly, overall development is a likely factor in lowering rates of
unintended pregnancy [2].
In this matter; the Gender Inequality Index (GII) is used as a measure of women’s and girls’ status. The GII
measures three aspects of gender equity — reproductive health, empowerment and economic status — with
higher GII scores indicating higher levels of gender inequality. Countries (and territories) with higher levels of
gender inequality, as measured by the GII, had higher rates of unintended pregnancy in 2015–2019, in both
low- and middle-income countries and in high-income countries. This correlation persisted even after
controlling for the role of the HDI [96].
LGBTQIA+ Community
The LGBTQIA+ rights movement emphasizes a person’s right to control their own reproductive destiny as well
as the freedom and legitimacy of sexual activity without reproduction as the desired outcome, supporting the
right of individuals to control their sexuality and build their families in the ways they choose. Encompassed in
this right is equal access to fertility services [97]. Some infertility centers deny LGBTQIA+ couples assistance
based on discrimination causes only. Insurance companies also deny lesbians access to fertility services
even when their plan covers advanced reproductive assistance. Even in states where insurance companies
are required to cover infertility services, women sometimes only qualify for these services if they use their
“spouse’s sperm” to fertilize their egg [98]. This requirement openly discriminates against same-sex couples.
These legal obstacles hurt LGBTQIA+ family formations and limit the ways LGBTQIA+ parents can protect
their families.
LGBTQIA+ people face unique barriers to accessing health care. People in the transgender community who
wish to build and protect their families face additional obstacles. Many transgender people lack access to
important reproductive information that would allow them to make informed decisions about their reproductive
choices. For example, transgender might rarely receive reproductive counseling on issues such as banking
sperm or eggs before beginning medical transitioning. According to the 2015 U.S. Transgender Survey, a third
of respondents could not afford healthcare services when needed. Trans people of color, including multiracial
(42%), American Indian (41%), Black (40%), and Latine (37%) respondents, were more likely to not have
seen a health care provider in the past year due to cost. When they can access health care spaces, they
often experience rampant discrimination, harassment, lack of provider knowledge, and even refusals of care
[99].
Regarding queer people - queer people able to get pregnant do not engage in only same-sex intercourse. For
example, recent studies show that LGBTQ youth may experience unplanned pregnancies at a higher rate
than heterosexual youth. Many queer-identified women also have sex with both men and women without
using contraception. Such voluntary encounters can and do lead to unintended pregnancies and the spread of
STIs. We seek to ensure that people facing an unintended pregnancy have the resources and support to
determine what is best for their lives; be it access to contraception (including emergency contraception), safe
and legal abortion, or prenatal care and the full range of birthing options should they choose to carry their
pregnancies to term [100].
People with disabilities (PWD)
Access to contraception is important for people with disabilities as they experience a wide range of
inequalities within healthcare systems leading them to negative health outcomes [101].

The biggest oppression that PWD experience within reproductive services is sterilization. Sterilization is the
surgical or non-surgical method of ceasing the individual’s reproductive ability. Consensual sterilization is a
permanent method of contraception. However, forced or non-consensual sterilization is a persisting practice
that PWD experience disproportionately more often [102].
In 2017 the UN Special Rapporteur on the Rights of Persons with Disabilities released the annual report to
the General Council, which focused thematically on the Sexual and Reproductive Rights of Women with
Disabilities (WWD). It highlights the forced sterilization experienced by WWD worldwide is a “widespread
human rights violation” that “disproportionately subjects WWD to forced and involuntary sterilization for
different reasons, including eugenics, menstrual management, and pregnancy prevention”. The report calls
for the global community to end the harmful practice of forced sterilization. As reflected in the report,
non-consensual sterilization of PWD is a form of discrimination, violence, torture, and other cruel and
inhuman or degrading treatment, it remains legal and practiced in many countries. These violations might be
the results of social misperceptions of PWD as unfit for parenthood [103].
WWD, in comparison to the general population, are sterilized 3 times more often. They are also misperceived
as asexual, leading to the assumption of having no sexual or reproductive needs. However, empirical studies
show that PWD have the same needs with regard to sexuality and relationships. The presumed asexuality of
WWD leads to the paternalistic rationalization of sterilization. There are even recent incidents of courts
justifying such practices as “to prevent” the birth of a child with a disability by a WWD—regardless of if the
condition is hereditary. In some states, there are negotiations to ease guardians of PWD to file for sterilization
in the courts [102].
Young people and Adolescents:
The Sustainable Development Goals prioritize the needs of those who are most vulnerable and underserved,
including young people. Their reproductive choices will have a huge impact on their lives. However, their
unmet need for reproductive health services is high. Although using contraception among adolescent girls has
increased, the consumption levels remain lower than in any other age group.
There are 13 million adolescent girls with an unmet need for contraception, about half live in Asia and the
Pacific and more than 30% live in sub-Saharan Africa. A substantial majority, 74%, are not sexually active.
Only about 15% of adolescent girls who are married or in union are using modern contraception. The unmet
need for family planning among adolescents is 23%, while among women ages 30-34 is 15%.
An unintended pregnancy at an early age hinders health, and education, and lowers the quality of their lives.
Studies show that individual, familial and community factors make some girls and adolescents even more
vulnerable to unintended pregnancy, including low educational attainment, substance abuse and intimate
partner violence [104]. There are many barriers that hinder their access to contraceptives:
- Laws and policies may restrict their access.
- Not feeling comfortable enough to visit family planning clinics
Adolescents’ lack of education or money reduces their access to concrete information and their
ability to make informed decisions.
Living in rural areas can limit their options.
Adolescent girls without schooling are three times more likely to get pregnant than their peers with
secondary education or higher.
In most countries, sex outside marriage is not socially accepted, so they don’t consider the contraceptive
needs of unmarried women, including adolescent girls. But a human rights perspective – and international
commitments – insists that the reproductive rights of unmarried girls be fulfilled. Human rights norms direct
States to ensure quality health-care services for adolescents that respect their rights to privacy and

confidentiality on the basis of non-discrimination [105]. These services should be available and accessible
without any complicated requirements. But these rights are not realized in many parts of the world, meaning
that adolescent girls and young women require special attention in reducing unintended pregnancies.
Unmarried girls aged 15-19 who are sexually active have the highest demand for contraception than any
other age group. They often face extra discrimination while trying to access contraception methods. In three
out of five developing regions (Asia and the Pacific, East and Southern Africa, and West and Central Africa),
the unmet need for sexually active unmarried girls is double that of married ones. Condoms account for nearly
70 % of their total usage [106].
Migrants and refugees
People on the move face many accessibility-related barriers to using family planning services such as long
distance to the facility and the associated costs of transportation, insufficient knowledge on different types of
methods, misinformation and misconceptions, cultural opposition or social stigma, language barrier and
xenophobic attitudes of providers.
Many interventions in the provision of family planning services in refugee situations primarily focus on
supplying the products as well as reshaping behaviors and attitudes. Some research that examined the
sexual and reproductive health (SRH) outcomes of refugees and internally displaced persons within camp
settings compared them to the host community and presented the diversity of superior and inferior health
outcomes. The most mentioned barriers were: the affordability of services and the ability to obtain them.
Research conducted in 6 refugee settings revealed that 6.7% of women have an unmet need for family
planning. They also reported not wanting more children and are currently not using any modern method. In
detail, 4% of adolescents and 7.1% of adults, 8.8% of married women and 1.5% of unmarried women, 7.7%
of women who never attended school and 5.8% of those who ever attended school reported the unmet need
[107].
Indigenous Peoples
Indigenous peoples are one of the most marginalized groups in most communities globally. Their settlements
are usually in geographically inaccessible locations which are generally not considered in political, social and
economic policies [108]. Hence, they largely depend on traditional medicine and the few able to visit health
facilities face several challenges in accessing family planning services and information. Indigenous peoples
face barriers such as poverty, cultural differences, Illiteracy, and discrimination from healthcare providers who
do not prescribe certain family planning methods thinking they won't be able to use them. Even in situations
where information on family planning methods is available to them, they face difficulty because of Illiteracy,
and no reservations are made for verbal communication specific to them [109].
These people have an increasingly large poverty gap compared with their non-indigenous counterparts,
making it difficult to afford certain family planning services. In addition, they are not usually under any health
insurance scheme that can cover their medical bills. However, family planning is not socially acceptable
among most indigenous people and their women have no autonomy in using any family planning methods
[109].
Men's involvement in family planning
Although there are contraceptive methods for men such as the use of condoms, vasectomy, withdrawal
method and standard days method(SDM), most family planning programs focus on women as users of
contraception and men as partners [110]. These have left women bearing the personal and social costs faced
with accessing family planning services. The available contraception methods for men are even cheaper
compared to that for women. For instance, vasectomy where the surgeon cuts off the sperm tube is simpler,

cheaper and even better than female sterilization. Although, some barriers such as access to a clinic where
vasectomy is required, financial constraints and information about contraception methods may sometimes
hinder access to male contraception services [111].
Despite the large use of condoms, their long-term use is very low. Studies indicate that over 57% stop the use
of condoms within the first year [112]. Similarly, Vasectomy which is an irreversible method involving a
surgical procedure is not usually a preferred method among men. This further shows that there is a desire
and need for the development of new and better forms of male contraception methods that are currently
available [111].
Unfortunately, even with the evidence suggesting men’s desire for contraception information and services,
there is still less attention given to the funding of male conception development [110]. Condoms, for example,
are more discussed in the prevention of STIs than as a method of contraception. Even the few novel
contraception methods discovered are no longer in use because of their side effects and only little effort is
given to their development [112].
Effect of crises on access to family planning
During the COVID-19 pandemic, health care has shifted its attention to the prevention of viral spreading,
emergent medicine, and the development of treatments and vaccines. The unfortunate effect of this change is
the neglect of other essential medical services such as access to family planning [55,113].
As a result of the COVID-19 pandemic, more than 47 million women globally could lose access to modern
contraception methods which could result in up to 7 million unintended and unwanted pregnancies. The
serious consequences of unintended pregnancy are an increase in maternal and neonatal morbidity and
mortality. Unavailability of family planning options also results in unsafe abortions, pregnancy complications
transmission of HIV and other STIs, as well as increased incidence of post-traumatic stress disorder,
depression, suicide, and intimate partner violence. These problems disproportionally affect marginalized
groups and low-income countries, especially in sub-Saharan Africa [113].
Economic crises and war are other aggravating factors that women must deal with globally while trying to gain
access to modern contraception. More than 20% of women refugees will experience some form of sexual
violence, but the main focus of international and local relief agencies during wars and conflicts has always
been the provision of food, water, shelter and basic health care, which unfortunately leaves access to
contraception as a very low priority [114]. As the war in Ukraine progresses, the supply chain of modern
contraception has been cut off and access to family planning has become completely dependent on
humanitarian aid which distributed more than 3000 morning-after pills in the first three weeks of the conflict
[114,115] [116]. Although there is limited conflict-period data, Yemen is another war-stricken country with
urgent and unmet access to modern contraception. An estimated 3 million Yemeni women of reproductive age
have an unmet need for family planning due to the ongoing conflict, 1.1 million of which are currently
pregnant. Only 29% of Yemeni women used modern contraception in 2013 and it is estimated that the
number halved because of the conflict [117] [118].
The second big barrier to access to modern contraception for refugees is the struggling health care
infrastructure of their new country. Before the civil war in Syria, more than 58% of Syrian women used free
contraception, but after leaving their home country that number dropped to 37% because of Lebanon's
struggle to medically accommodate its rapidly growing population [119].
Although the extensive documentation of sexual and gender-based violence and transmission of STIs during
conflicts in recent years has finally transmuted access to modern contraceptives as one the essential medical
services, there is still an enormous gap in the accessibility of those services that need to be filled [114,119].

Another important correlation we should take into consideration is the connection between climate change
and access to family planning. Many developing countries consider population growth as one of the biggest
challenges when it comes to climate change. Access to family planning allows fewer unintended pregnancies
and slower population growth which strengthens climate change-stricken communities’ ability to adapt by
reducing pressure on climate-sensitive resources. Family planning has such a crucial role in climate
adaptation that access to modern contraception is ranked 7th out of the 100 most substantive solutions to
global warming [114,119,120].
Health and social implications of family planning
Only 57% of women are able to make their own decisions over their sexual and reproductive health and rights
and this emphasizes that rates of unintended pregnancy are a reflection of overall social development and
that higher levels of informed choice in reproductive decision-making are part of a positive cycle fuelling other
development gains [121]. The most recent data on SDG 5.6.1, looking at partnered women of reproductive
age in 64 countries, show that 23% are unable to say no to sex, 24% are unable to make decisions about
their own health care and 8% are unable to make decisions specifically about contraception.
Globally, the latest data show that in 2015–2019, there were roughly 121 million unintended pregnancies each
year, with some 48% of all pregnancies being unintended [95]. 61% of these unintended pregnancies ended
in induced abortion.
The current rate of unintended pregnancies represents a decline from previous years — likely reflecting
development gains made during that period. Between 1990 and 2019, the annual unintended pregnancy rate
fell from 79 to 64 unintended pregnancies for every 1,000 women aged 15 to 49 years. While the falling rate
of unintended pregnancy offers some comfort, the absolute number of women who experience an unintended
pregnancy has actually increased by about 13%, because of population growth over this 30-year period. The
current rate of 64 unintended pregnancies per 1,000 women means that roughly 6% of the world’s women
experience an unintended pregnancy each year.
New, model-based estimates reinforce the fact that rates and incidence of unintended pregnancy vary widely
between countries [95].
This is the context in which we must understand the incidence of unintended pregnancy. After all, pregnancy
is typically described in terms of personal behavior and responsibility. Yet these trends show that national and
regional conditions can play a critical role in supporting or suppressing bodily autonomy, and that, conversely,
the loss or exercise of bodily autonomy can materially affect societal well-being. Both of these notions shift
some measure of accountability for these issues away from individuals and onto States.
Most maternal deaths globally are associated with childbirth and pregnancy-related causes such as
hemorrhage, high blood pressure and infection contributing to the death of over 810 women every day[122].
However, in some cases, these women had underlying health issues which were exacerbated by taking
pregnancy medications. Thus, family planning together with other relevant services, family planning centers
such as screening for cervical cancer, HIV, Gonorrhoea, and HPV as well as counseling [123] are vital in
mitigating maternal mortality and morbidity. The use of contraceptives has been shown to also reduce the risk
of some reproductive cancers (endometrial, and ovarian) pelvic inflammatory diseases, ectopic pregnancy
and treatment of menstrual disorders, despite being a risk factor for cardiovascular diseases as well as breast
and cervical cancers [124].
Studies have shown that $2.2 is saved from pregnancy-related healthcare for every dollar invested in
reproductive health[125]. We can see in the educational sector that unintended pregnancy delays or results in

dropping out of young women and girls from school. This significantly affects the economy as we continue to
have a high percentage of the population doing menial jobs with a wide gender gap in the labor force. Most of
these women don't obtain certain skills or reach their career goals with a higher earning power because of
drawbacks from their highest level of education. In the case of working mothers, they might have a gap in
their pay compared to their childless co-workers and have to rely on assistance from families or relatives.
Unintended pregnancy can also cause early marriage which usually fails and is not economically desirable.
With children, they would find it difficult to invest in their education and behavioral development and the circle
continues [124,126].
Therefore, reducing fertility for the attainment of a demographic dividend; a higher population of the
working-age or independent compared to the dependent would contribute tremendously to economic
development [125].
Pregnancy issues among adolescents
Unintended pregnancy is often conflated with the issue of teen pregnancy, but the relationship between these
two concerns is actually more complex. A majority of births among girls under the age of 18 take place within
a marriage or union which in turn is considered a child marriage, a finding reaffirmed by new research from
the United Nations Population Division [127]. Many of those pregnancies may well be classified as “intended”
by existing surveys, self-reports and other measurements. However, young girls’ ability to decide when and
with whom to have children is severely constrained if they have any choice at all, so their decision autonomy
regarding pregnancy and describing it as “intended” is questionable. A closer look at adolescent fertility,
particularly among the youngest adolescents, shows the limitations of looking only at current measures of
pregnancy intention when examining autonomy and Motherhood in childhood [127,128]
Looking at 96% of the world’s adolescent population, excluding China and high-income countries, it is
observed that across the developing world, nearly one in three young women aged 20 to 24 years gave birth
in adolescence, defined as ages 10 to 19. Nearly half of these adolescents were children (aged 17 years and
younger) and they commonly went on to experience additional births while still in childhood.
In other words, 13% of all young women in low- and middle-income countries begin childbearing while still
having children and these adolescents go on to account for a strikingly large portion of all adolescent births.
Three-quarters of girls with the first birth at age 14 and younger had a second birth before turning 20, and
40% of those with two births went on to have a third birth before turning 20. Half of the girls with a first birth
between ages 15 and 17 had a second birth before turning 20 [129].
The role of child marriage
In 54 Global South countries with data, the majority of first births to girls under the age of 18 occur within a
marriage or union, Countries in Central and Southern Asia and in Northern Africa and Western Asia most
consistently show high proportions of marital births [130].
The relationship between adolescent childbearing and marriage is that many young brides are expected to
bear children or demonstrate their fertility early in their marriage, in which case pregnancy occurs soon after
marriage. But we also know pregnancy can be a driver of child marriage, owing to cultural beliefs or
gender-stereotyped attitudes about childbearing and wedlock, premarital sex, family honor and lack of access
to sexual and reproductive health services including safe abortion [131].
In low- and middle-income countries they face particularly acute risk factors [132]. They are known to face
challenges in accessing contraceptive information and services and have their modern contraceptive
demands satisfied at lower levels than any other age group [132,133]. It is also worth noting adolescents bear
disproportionate costs as a result of unintended pregnancy.

Strategies to improve access to family planning
According to UNFPA, in developing regions, an estimated 218 million women who want to avoid pregnancy
are not using safe and effective family planning methods, which means they have an unmet need for family
planning. The reasons range from lack of access to information or services to lack of support from their
partners or communities. This limits their ability to properly plan and space their children [134]. Improving the
access to Family planning can greatly reduce the risk of maternal, newborn, infant, and child illness and death
by preventing a high-risk pregnancy in individuals with certain health conditions[135]. Good family Planning
services should offer education, counseling and birth control methods and support people’s decision of when
and if they should have children. Planning pregnancies result in healthier babies and help you avoid social,
health, and financial problems[136]. The need to close the gap in access to family planning and contraception
cannot be overemphasized. When people are given access to the proper knowledge about contraceptives,
they are able to make informed decisions, they are more empowered to live their lives as they choose and not
what others impose on them. It is important to make women and girls the key decision-makers on matters
concerning their own health as this is crucial to overcoming harmful gender norms [137].
The following strategies can be employed to improve access to family planning:
Improving person-centered care
For successful family planning services, person-centered care is essential. Person-centered care has gotten a
lot of attention in the last decade, especially in poor countries. Person-centered care includes specialized care
methods that may improve an individual’s experience of care and better represent their preferences and
beliefs connected to family planning. According to previous research, women around the world experience
poor treatment from their providers. They are ignored, screamed at, and discriminated against while receiving
care. In person-centered care, some cardinal characteristics of the interactions between providers and
patients include - receiving care in a respectful and tender setting, privacy and confidentiality and free
communication between providers and patients In the framework, there is a bidirectional relationship between
the provision of care and person-centered care. This will greatly improve the experience and satisfaction of
patients [138].
Increased education and awareness
Sexually active people's contraception needs are largely unmet. Young people, married and unmarried,
require reliable and user-friendly information and services, It has been discovered that, in addition to giving
knowledge and contraceptive methods, increasing education levels helps to improve the adoption of family
control devices. Better initiatives used to pass on information and education should be adopted to enable
customers to make educated decisions. By providing women and girls who are not ready to become pregnant
with evidence-based contraception, they are equipped with all the knowledge that will help them make an
informed decision [139]. Information on contraception alternatives should be made available as part of normal
counseling in primary healthcare clinics and other healthcare facilities [57].
Proper delegation of tasks among healthcare workers
The number of appropriately trained health care providers is insufficient to meet the demand for
contraception, and their distribution can leave women in distant or difficult-to-reach areas without access.
Human resource constraints in the health industry have long been recognized as a challenge to achieving
health-related Sustainable Development Goals[140]. Task shifting and task sharing are recognized by the
World Health Organization as viable techniques for solving the significant shortage of health care workers in
low-income countries who can offer reproductive, maternal, and newborn care. To increase access and
cost-effectiveness, task sharing is intended to produce a more reasonable distribution of jobs and
responsibilities among cadres of health workers.

Both task shifting and sharing aim to incorporate cadres who would not typically be qualified to perform
specific jobs in order to expand health care access. Both highlight the importance of training and ongoing
educational assistance for all cadres of health workers in order for them to accomplish their duties. When
implementing task shifting/sharing, it is critical to maintaining service quality and safety. The skill set for which
various cadres are trained and equipped differs by country, therefore the training and education required to
enable a cadre to provide an extra family planning service will also change. These modifications may be
minor in some circumstances, while more comprehensive training and support programs may be required in
others [140].
Access to free or affordable contraception through policies
The use of contraceptives provides significant health benefits by reducing unwanted high-risk pregnancies,
maternal and child morbidity and mortality, unsafe abortions, and medical treatment. These benefits are so
important that universal access to contraception is internationally recognized as essential to human rights
[141].
In some communities, the main barrier to family planning for some individuals is financial constraints. People
without insurance cannot access free or low-cost family planning products and services at community clinics.
Making available, free, or affordable family planning services in underserved communities will give individuals
living in such areas opportunities to access and benefit from them. Community-based financing is viewed as a
key effort in fulfilling unmet needs and improving financial access to family planning. Although, conditions
under which different community financing schemes for health are developed, implemented, and evaluated
vary considerably
Developing and implementing laws, policies and program designs that focus on enhancing the access to
family planning services and products and a periodic review of such policies will greatly improve the statistics
of people who have access to this.
More than 90 countries, donors, multilateral institutions, civil society, research, development, and private
sector organizations made formal commitments to family planning. Their commitments included measurable
financial, policy, and programmatic pledges that will contribute to achieving the FP2020 goal of expanding
access to contraception [142]. These countries include, but are not limited to, the following:
- France: a policy was introduced to give free birth control to all women under 25. This is a
government’s response to the decline in contraceptive usage among a certain group of young
women. Young women who are no longer covered under their parents’ healthcare plan are at risk of
giving up contraception because of the expense [143].
- Afghanistan: first commitments to FP2020 were made in 2016 by increasing the number of facilities
that offered family planning services and by expanding contraceptive options. Further, the country
worked toward strengthening public/private partnerships and engaging with religious leaders, youth,
and civil society [144].
- Egypt: social, cultural, and religious norms in Egypt have sometimes caused family planning to be
stigmatized. The Government of Egypt is committed to safeguarding the health of its women and girls
and mitigating the rate of its population growth by expanding its contraceptive programs and
improving the quality of services to attract new users while expanding contraceptive method choice
[145].
- Germany: the German government pledged donations of at least 514 million EUR to the rights-based
Family Planning and Maternal Health Initiative, which aims to provide information and access to
modern contraceptives [146].

IFMSA Contribution to Access to Family Planning
Access to family planning is mainly addressed through the IFMSA Program on Maternal Health and Access to
Safe Abortion. Most of the activities were conducted and enrolled as educational and took place on national
and local levels. In 3 previous terms, the number of reported activities focusing on family planning specifically
were as follows: 2 (2018/19), 3 (2019/20), 8 (2020/21).
In the international settings, the sessions on family planning took place in: EMR17 (educating advocates from
Eastern Mediterranean Region), August Meeting 2019 (that focused on adolescents’ access to contraception
and was delivered to advocates from around the globe). In General Assembly August Meetin 2019, for the
first time the policy document on “Family Planning and Access to Contraception” was adopted and was used
in internal and external advocacy efforts throughout the last terms.
Global Priorities of the term 2021/22 include “Women and Adolescents’ Health” which in many initiatives
emphasized the necessity of expanding access to family planning and outlined their situation of vulnerability.
The Commission on Population and Development that the IFMSA attends annually focuses on the global
access to family planning and calls member states to strengthen their policies. The IFMSA delivered oral and
written statements during the meeting and organized side events voicing the stances on the issue of 1.3
million medical students worldwide [147–149].
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