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relation to both pregnancy and infection, depend on each individual and should be evaluated 

based on individual needs and goals.

A cornerstone in the prevention of mother-to-child transmission of HIV (PMTCT), con-

traception reduces unintended pregnancy among women with HIV/AIDS. Many HIV-positive 

women (who know they have the virus) do not want to become pregnant, yet unintended 

pregnancies are high among these women.24 According to an expert review, ensuring access to 

family planning in PMTCT centers “can save the lives of thousands of women and children and 

significantly reduce the number of orphans.”25 

Another recent study suggests that women may be at increased risk of acquiring HIV during 

pregnancy.26 Thus, by averting unintended pregnancies, family planning can play a significant 

role in reducing the number of women and children infected with HIV. Family planning is also 

an effective approach to reducing costs associated with HIV/AIDS. Researchers found a poten-

tial savings of almost US$25 for every dollar spent on family planning at HIV/AIDS care and 

treatment facilities funded under the U.S. PEPFAR program.27 

Women can become better informed about contraception, HIV, and other STIs through 

integrated family planning and HIV/AIDS programs. These integrated programs can offer 

prevention education and counseling, condom promotion, STI screening, contraceptive sup-

plies, HIV/AIDS treatment, or referral to these services. Where appropriate, these programs can 

also provide voluntary and confidential HIV counseling and testing. Integrated HIV and family 

planning programs may have greater potential to meet women’s overall reproductive health 

needs than stand-alone programs (see Box 4).

The benefits of integrated family planning and HIV/
AIDS services include improved access to informa-
tion and services, enhanced quality of care, better use 
of resources, and reduced stigma. Family planning is 
currently being integrated into a variety of HIV/AIDS 
programs, including:

•	 Treatment programs.
•	Voluntary counseling and testing (VCT).

•	Prevention of mother-to-child transmission (PMTCT).

•	Home-based care.

•	PMTCT-Plus programs, which in addition to protect-
ing the infant from HIV transmission either during 
pregnancy and childbirth or through breastfeeding, 
also provide comprehensive and continuous care to 
HIV-positive mothers and their families.

Integrated programs generally offer counseling on the 
prevention of both unintended pregnancy and HIV, 
and either provide contraceptives or refer women 
to facilities where the products and services are 
available. 

In integrated programs, promoting condoms can 
have a beneficial effect, possibly lowering the stigma 
associated with condom use. Recent research indi-

cates that by strengthening counseling on the use of 
condoms to prevent HIV and pregnancy, use of con-
doms and use of condoms with another contraceptive 
method both increased significantly.1

There are many approaches to integrating family 
planning and HIV. In countries where the HIV epi-
demic has spread to the general population, integra-
tion efforts may occur across a range of interventions, 
with family planning integrated into HIV activities and 
vice versa. On the other hand, where both contracep-
tive use and HIV prevalence are low, stand-alone family 
planning programs might be most effective, alongside 
HIV activities that focus on higher-risk populations. 
Program managers should pay close attention to the 
country context and look for synergies among pro-
grams so that good opportunities are not missed.2
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Box 4: Integrating Family Planning and HIV/AIDS Services
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Special Focus:

Repositioning Family Planning in sub-Saharan Africa

Every hour of every day, at least 30 women die from 
complications of pregnancy and childbirth in sub-
Saharan Africa—about 270,000 deaths every year. 
Every minute of every day, nine children under age 5 
die in Africa—4.8 million children annually. Family 
planning could prevent many of these deaths by 
enabling women to bear children during the healthiest 
times for themselves and their children. 

Over the last decade, attention and resources for 
family planning programs have been diverted in many 
countries in sub-Saharan Africa, even though the need 
remains high. HIV/AIDS and poverty have become 
high priorities. Health sector reforms have created 
new management challenges, including the decen-
tralization of authority to lower administrative levels, 
where family planning may not be seen as a priority. 
New financial mechanisms from donors and lenders, 
such as sector-wide approaches (SWAps) and Poverty 
Reduction Strategy Papers (PRSPs), often omit family 
planning. These and other factors have given family 
planning a lower priority in recent years. 

To reinvigorate interest, countries throughout the 
region are engaging in an important initiative to repo-
sition family planning higher on national and local 
agendas. “Repositioning Family Planning” is a multi-
lateral initiative to ensure that access to quality family 
planning services remains a priority for policymakers 
and health providers. The goal is to mobilize political 
commitment and resources to strengthen family plan-
ning services, which will lead to expanded access to 
safe, effective contraceptive methods to help women 
and couples have the number of children they want, 
when they want them.

Why Focus on Africa?

Sub-Saharan Africa has the highest fertility of any 
world region—5.4 births per woman on average— 
double that of Asia (excluding China) and more than 
three times that of Europe.1 Birth rates in the region 
are so high that even in the face of high AIDS mortal-
ity in some countries, the region’s 2008 population 
of 809 million is projected to increase to 1.2 billion by 
2025.2 

A major factor underlying high birth rates is low 
family planning use: Only 18 percent of married 

women in sub-Saharan Africa use modern methods of 
family planning. This figure, however, masks impor-
tant sub-regional differences—modern contraceptive 
use is 58 percent in Southern Africa, 22 percent in 
Eastern Africa, and only 7 percent and 9 percent in 
Central and Western Africa, respectively.3 

An estimated 35 million women in sub-Saharan 
Africa have an unmet need for family planning—
they want to delay or stop childbearing but are not 
using any contraceptive method. In 28 of 31 countries 
where this indicator is measured, at least one-fifth of 
married women ages 15 to 49 have an unmet need. 
In six African countries (Comoros, Ethiopia, Ghana, 

Lesotho, Mauritania, and Senegal), about one-third 
of women have an unmet need for family planning. 
In three countries (Rwanda, Togo, and Uganda), an 
estimated 40 percent or more of women have an 
unmet need.4

The Costs of Unintended Pregnancies

As a consequence of unmet need, millions of unin-
tended pregnancies occur each year in sub-Saharan 
Africa. In three countries in the region with recent 
survey data available (Lesotho, Namibia, and 
Swaziland), 50 percent or more of pregnancies are 
unintended—either unplanned or mistimed. In other 
countries, from 45 percent (Kenya) and 46 percent 
(Uganda) to 40 percent of pregnancies (Ghana, 
Malawi, and Rwanda) are unintended. About one in 

A couple with their two children in Nairobi.
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every three births is unintended in Congo, Democratic 
Republic of Congo, Ethiopia, Senegal, and Zimbabwe.5 

These high levels of unintended pregnancies can 
pose serious health risks to mothers and their infants. 
About half of maternal deaths worldwide occur in 
sub-Saharan Africa, where one of every 22 women 
risks dying from complications of pregnancy and 
childbirth during her lifetime.6 Every pregnancy poses 
some health risk, but in particular, women who are 
young (under age 18), older (over age 35), have babies 
too close together, or who have had many births face 
greater risk of complications and death as well as 
higher risks for their babies. 

Another consequence of unintended pregnancies 
is abortions. In sub-Saharan Africa, an estimated 4.7 
million abortions occur each year.7 Of these abor-
tions, about 98 percent are performed either by 
persons lacking the necessary skills or in an environ-
ment lacking the minimal medical standards, or both, 
accounting for 17 percent of all maternal deaths in 
Eastern Africa, 13 percent in Western Africa, 10 percent 
in Central Africa, and 9 percent in Southern Africa.8 
Additionally, these unsafely performed abortions occur 
more frequently among poor, rural, and young women.

Reducing Unmet Need

Reducing unmet need would significantly reduce 
unintended pregnancies, abortions, and maternal 
and child deaths. For example, current projections for 
Ethiopia estimate 56 million pregnancies from 2005 to 
2015, of which nearly 24 million would be unintended. 
By meeting unmet need in Ethiopia, there would 
be almost 6 million fewer unintended pregnancies, 
which would lead to nearly 2 million fewer abortions 
(see table).9 In addition, more than 1 million infant 
and child deaths (under age 5) would be averted, and 

nearly 13,000 maternal deaths would be averted over 
the 10-year period.

HIV/AIDS

As of 2007, more than two-thirds of all people who are 
HIV positive live in sub-Saharan Africa—22 million. 
More than 5,200 adults and children become infected 
with HIV in the region every day.10 Throughout the 
region, HIV is mainly transmitted through hetero-
sexual contact, and women make up a higher share of 
new HIV cases than men because they are physically 
more susceptible to contracting the virus. In sub-
Saharan Africa, 59 percent of adults living with HIV 
or AIDS are women.11 In South Africa, young women 
ages 15 to 24 are four times more likely to be HIV-
infected than are young men.12 

At least 2 million children are living with HIV/AIDS 
in the region. Mother-to-child transmission of HIV 
during pregnancy, birth, or breastfeeding accounts for 
more than 90 percent of all infections in children. In 
the absence of any intervention, an estimated 15 per-
cent to 30 percent of HIV-positive mothers will trans-
mit HIV during pregnancy and delivery, and 10 percent 
to 20 percent through breast milk.13

Family planning may be one of the best-kept secrets 
in HIV prevention.14 Improving the availability of 
family planning could prevent tens of thousands of 
infections more reliably and less expensively than anti-
retroviral drugs. Use of contraception prevents more 
than 577,200 unintended pregnancies to HIV-infected 
women each year in sub-Saharan Africa. If all women 
in the region who did not wish to get pregnant used 
contraception, more than 533,000 (additional) unin-
tended pregnancies to HIV-positive women could be 
averted annually.15 In Rwanda, including family plan-
ning in a voluntary counseling and testing program 

Cumulative 
unintended 
pregnancies  
(2005-2015)

Unintended 
pregnancies 

averted if unmet 
need for contra-
ception were met

Abortions 
averted

Cumulative 
child deaths 
(under age 5) 

averted

Cumulative 
maternal deaths 

averted

Nigeria 29 million 3.5 million 1.2 million 1.0 million 18,849

Ethiopia 24 million 5.8 million 2 million 1.1 million 12,782

Kenya 15 million 3.9 million 1.2 million 0.4 million 14,040

Uganda 14 million 4.6 million 1.2 million 0.8 million 16,877

Tanzania 14 million 2.9 million 1.1 million 0.5 million 18,688

Ghana 8 million 1.4 million 0.4 million 0.2 million 3,962

Saving Lives by Meeting Unmet Need for Contraception, 2005 to 2015

Source: Scott Moreland and Sandra Talbird, Achieving the Millennium Development Goals: The Contribution of Fulfilling the Unmet Need for Family Planning (Washington, 
DC and Chapel Hill, NC: Constella Futures and RTI International, 2007).
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showed that pregnancies among women with HIV 
decreased dramatically, from 22 percent to 9 percent 
one year after hormonal contraceptives were added to 
the program.16 

Looking Ahead

Helping couples throughout sub-Saharan Africa 
choose the number and timing of their children would 
vastly improve the health and lives of millions of 
women, girls, infants, and families. The Repositioning 
Family Planning initiative hopes to raise awareness 
and educate new generations of policymakers, pro-
gram staff, and providers about the lifesaving benefits 
of family planning and its role in national develop-
ment. The success of this initiative—to make access 
to family planning a priority once again—depends 
on increased political commitment for financial and 
human resources for family planning; greater par-
ticipation and coordination among national leaders, 
donors, and other partners, including the private 
sector; and more effective allocation of resources 
toward technically sound programs. 
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Investing in the Health of Mothers and Children

The Cost of Family Planning Services

Each dollar invested in family planning brings multiple benefits in terms of births averted and lives 

saved, making family planning an extremely cost-effective health intervention.28 International 

studies have repeatedly confirmed that family planning ranks among the most cost-effective of all 

health services, along with other basic and preventive health measures such as vaccinating chil-

dren and preventing HIV/AIDS.29

The average cost per year for contraceptive supplies is estimated to be about US$1.55, based 

on the existing mix of contraceptive methods used in developing countries.30 Program costs are 

higher, however, because they include health personnel and the cost of running facilities and 

outreach programs. Program costs vary across regions and range on average from $2 to $35 per 

year of protection per person, depending on the mode of service delivery, such as social market-

ing, clinics, or community-based distribution.31 Costs in Africa tend to be higher, regardless of 

the service delivery mode. However, because many existing programs are underutilized, research-

ers believe that the average cost for an additional contraceptive user may be closer to the average 

cost of the commodity—an average of US$1.55 per new user. Dramatically reducing the cost per 

user over the long term requires that governments successfully boost clinic attendance, increase 

the availability of and information on long-acting contraceptive methods, and partner with the 

private sector to provide services.

Investing in family planning can result in large savings to the health and education sectors, and 

help countries achieve development goals. Simply stated, by averting unintended births, countries 

are better positioned to meet the Millennium Development Goals. They will reap health, educa-

tion, and economic advantages because there are fewer children to educate and immunize, fewer 

people in need of water and sanitation services, and fewer women in need of maternal health serv-

ices. Table 2 illustrates the savings that governments can reap from investing in family planning, 

and Box 5 (page 19) highlights broader benefits to individuals and societies. 

Table 2: Costs to Meet Family Planning Needs and Resulting Savings, Selected Countries

Cost to meet need 
for family planning 
(in US$ millions)

Savings incurred by category (in US$ millions)
Savings per 
$ invested in 

family planningEducation
Immuni- 
zation

Water & 
sanitation

Maternal 
health Malaria Total

Bolivia 5 21 0.1 10 14 	 — 45 9.0

Guatemala 19 73 1 25 29 	 — 128 6.7

Madagascar 26 20 13 11 29 3 76 2.9

Zambia 27 37 17 17 37 4 112 4.1

Bangladesh 50 153 4 68 102 	 — 327 6.5

Indonesia 67 338 5 78 125 9 555 8.3

Ethiopia 103 23 44 26 105 10 208 2.0

Source: Constella Futures, POLICY Project and Health Policy Initiative, 2005-2007.
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Family planning programs can be particularly cost-effective when offered in the following 

circumstances:

•	Providing family planning to HIV-positive women who use HIV services. One study 

investigated the costs of providing family planning to women in HIV care and treatment 

centers, and the savings that would accrue from not needing treatment for the prevention of 

mother-to-child transmission of HIV or support 

for orphans. Among 14 countries studied, the 

average cost of providing family planning was $4 

million, while the savings averaged $72 million 

(a savings to cost ratio of 18 to 1).32 

•	Providing family planning as part of maternity 
care. A study of 27 countries found that two-

thirds of women had an unmet need for contra-

ception within one year of their last childbirth.33 

This need could be satisfied by greater integra-

tion of family planning with maternal and child 

health services, particularly during prenatal visits, 

delivery care, and postpartum visits.

•	Incorporating family planning services into 
post-abortion care. Few clinics and hospitals that treat women with abortion complications 

offer contraceptive counseling and services as part of their post-abortion care, yet these services 

are effective in increasing contraceptive use.

•	Providing family planning along with child immunization services. Women who attend clinic 

services for their infants’ immunizations are also in the postpartum period, which is a critical 

time for providing family planning advice and services. Integrating family planning services 

within immunization programs, or just integrating counseling and referral services alone, has 

been shown to be an effective strategy, leading to increases in contraceptive users.34 

•	Offering long-acting and permanent methods (LAPMs) to women and couples who want to 
space or stop childbearing. These methods include IUDs, implants, and male and female steri-

lization; they are cost-effective choices because of the many years of protection they provide. 

They are also convenient because users do not need to make frequent return visits for their 

contraceptive supplies. In a recent study of 14 countries in sub-Saharan Africa, only 17 percent 

of contraceptive users who stated that they wanted to stop childbearing were using LAPMs.35

A young family in Cairo, Egypt.
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The Need to Reach the Poor

In most societies, the poorest women are least likely to use contraception (see Figure 4). These 

women are also the least likely to be able to pay for family planning services. Thus, public funds 

are most wisely spent on providing family planning to the poorest population groups. All too 

often, however, the subsidies that governments provide for family planning are “captured” by 

the wealthiest people, because wealthier couples typically want smaller families and seek out 

and use available services. 

In a study of 10 countries, 45 percent of oral pills and 56 percent of condoms that were 

either supplied directly or subsidized by the government were found to be distributed to 

individuals who lived above the poverty line and were financially able to buy contraceptives 

from a commercial source.36 The study suggested that the rising use of these methods in the 

future would lead to unsustainable resource requirements for governments and donor agencies. 

Thus, governments should target resources to the poor and near-poor groups who do not use 

commercial sources for contraceptive supplies, while encouraging the private sector to serve 

the demand of better-off people. Successful targeting of resources toward the poor is typically 

based on identifying specific individual characteristics or providing services to people living in 

a determined geographic area.

A variety of program strategies can be pursued to bring more program benefits to the needi-

est groups. Examples of strategies to reach the poor include: making family planning part of 

universal primary health care, bringing services closer to the community, and partnering with 

the private sector to make services more widely available.

Figure 4: Contraceptive Use Is Lowest Among the Poor and  
Highest Among the Rich

Note: Using the DHS survey data, researchers divided the population into five groups of equal size (or quintiles) based on an index of 
household assets. The first, third, and fifth quintiles are shown here. 
Source: Macro Inernational, Demographic and Health Surveys, 2003-2006.
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Box 5: Reasons to Invest in Family Planning: Benefits Beyond Health

Family planning contributes to individual, family, and social well-being and therefore 
multiplies the return on governments’ investments. Examples of nonmedical family 
planning benefits include:

For individuals:

•	 Less worry about unplanned pregnancies.

•	 Greater self-esteem and decisionmaking power, especially for women.

•	 More time with children.

•	 Greater educational and employment opportunities, especially for girls and women. 

•	 Greater ability to participate in civil society.

For families and households:

•	 More attention and parental care for each child.

•	 Higher health, nutrition, and educational expenditures per child.

•	 Fewer orphaned children.

For communities and societies:

•	 Higher productivity. 

•	 Less societal burden of caring for neglected children.

•	 Reduced public expenditures in education, health care, and other social services.

•	 Higher savings and investment.

Adapted from: Susheela Singh et al., Adding It Up: The Benefits of Investing in Sexual and Reproductive Health Care (New 
York: Guttmacher Institute and UNFPA, 2003): 26.
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Priority Actions

A couple in Solola, Guatemala, receives a family planning consult-    
consultation.

Today, increasing numbers of women and men want to decide the number and spacing of their 

children and adopt voluntary family planning. For policymakers and program planners who are 

trying to meet this growing demand, the current environment is challenging. Past experiences 

demonstrate, however, that successful family planning 

programs can be developed even under difficult circum-

stances. A recent study of Ghana, Malawi, and Zambia 

shows how steady increases in contraceptive use can occur 

despite weak infrastructure, limited resources, and a grow-

ing focus on HIV/AIDS.37 Staying the course—and recog-

nizing that change requires continuous support—makes a 

difference. 

Family planning efforts can be reinvigorated by advo-

cating for renewed commitments at the highest levels of 

government, increasing access to and quality of services, 

maintaining a steady supply of contraceptives, and encour-

aging people who need and want family planning to seek 

services. Implementing these actions and committing the necessary resources can save millions 

of lives and help people achieve their childbearing goals. 

Priority actions include the following: 

•	Advocate for family planning at all levels of government and with donor agencies to ensure 

that family planning is included in budgeting and planning. 

n	 Provide evidence to persuade decisionmakers to include family planning in poverty-reduc-

tion strategies, sector-wide approaches, country strategic plans, and national health budgets. 

n	 Work to ensure that family planning is included as an essential health service in national 

and district-level plans for primary health care.

n	 Identify and support champions for family planning among leaders who are willing to influ-

ence their peers. These champions include parliamentarians, and leaders in ministries of 

health, nongovernmental organizations, donor agencies, health facilities, and communities.

n	 Emphasize that family planning saves lives, helps in the fight against HIV/AIDS, and helps 

achieve many other development goals.
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•	Reform service delivery to ensure that the health systems supporting family planning func-

tion well and provide quality care:

n	 Ensure that sufficient contraceptive supplies are procured and delivered to service sites 

where and when they are needed.

n	 Integrate services in cost-effective ways to provide women and families with the care they 

need. Integrating family planning with postpartum care, post-abortion care, immunization 

services, and HIV/AIDS services is particularly critical.

n	 Improve contraceptive counseling to 

ensure that women, men, and young 

people are able to make informed, volun-

tary choices.

n	 Ensure adequate training and supervision 

of providers so that they provide techni-

cally correct information about contracep-

tion and are responsive to clients’ needs. 

n	 Eliminate barriers to contraceptive use, 

such as age, marital status requirements, 

and spousal consent, and ensure that those 

providing services understand and elimi-

nate these barriers.

n	 Make long-acting and permanent  

methods available to couples who wish to stop childbearing.

•	Create demand for family planning services through information, education, and behavior 

change communication programs. These programs increase the understanding and accept-

ability of family planning and dispel myths about contraceptive methods. Messages about the 

health benefits of pregnancy spacing are especially important in sub-Saharan Africa, where 

there is high unmet need for delaying, spacing, and limiting births. 

•	Involve communities and community leaders, particularly in rural areas where the major-

ity of the population lives. Use existing community structures to inform people about family 

planning and make services and supplies easily accessible, such as through community-based 

distribution and social marketing.

•	Reach out to underserved groups, especially adolescents, men, and the poorest segments of 

society. Governments should look beyond average contraceptive use and focus on reducing 

disparities in use among population sub-groups.

•	Partner with the private sector to increase the reach of family planning services and foster 

long-term sustainability. The for-profit and nonprofit sectors can reach important segments of 

the population and can sometimes deliver services more efficiently than governments.

•	Use evidence to replicate and scale up successful programs. There is a continuing need for 

rigorous evaluations and operations research on family planning programs to identify success-

ful approaches and how they can be applied elsewhere and expanded.

Women listen to a talk on contraception given by a counselor from a reproductive 
health NGO in Pakistan.
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