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Abstract :  The ‘unmet’ need for reproductive health care in India requires
a wide demand net.  Besides ‘supply’ of oral contraceptives,  condoms and
IUDs, the ‘non-supply’ approach for increasing contraceptive prevalence is
recommended through educat ion about  the  var ie ty  of  safe  contracept ives
and awareness in the use of  t radit ional  methods.  Expansion of  education
is partly responsible for the recent decline in fert i l i ty in India,  however,
gender inequali ty st i l l  prevails  with poor sex ratio in urban regions,  and
deficit of around 35 million girls and women from higher mortality compared
to males  t i l l  the  age of  30.  The community  can become a  key force in
knowledge sharing for greater contraceptive prevalence and also to support
its service sector. Practice of women’s reproductive  health involves complex
soc io -cu l tu ra l -b io log ica l  in te rac t ion  in  access ing  modern  con t racep t ive
technologies. A number of interactive factors have been suggested to operate
at  different  hierarchical  levels  to  provide homeodynamic s tabi l i ty  to  the
central event of reproductive health care under a central controller action,
the  government .  While  guidel ines  of  the  World  Heal th  Organizat ion for
quality care in family planning should be implemented in rural and urban
sec to r s ,  e f fo r t s  shou ld  a l so  be  made  to  t r ans la te  r ecen t  advances  in
contraceptive technology from laboratory to service sector  for  improving
women’s  reproduct ive  heal th .
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The  th i rd  decennia l  In te rna t iona l
Conference on Populat ion and Development
(ICPD) held in 1994 is a landmark in the history
of global population management. It resulted
in  a  parad igm sh i f t  in  concep tua l iz ing
population policy from a top-down bureaucratic,
t a rge t -dr iven  programme as  p rac t iced  in
many countries including India, to a bottom-
up  approach  tha t  t akes  in to  cognizance
i ssues  l ike  gender  equa l i ty  and  women
empowerment as key factors in implementing

the new population policy. It has also resulted
in addressing core issues related to education,
societal sanctities, economic and political will,
women’s  perspec t ive  and  awareness  about
her  reproduc t ive  and  sexua l  r igh t s  and
freedom. I t  also appears imperative that  an
opera t ive  v i s ion  fo r  enhanc ing  access  to
cont racep t ive  t echnolog ies ,  e spec ia l ly  the
improved, modern ones needs to be evolved
in  deve lop ing  count r ies  l ike  Ind ia .  A few
slices of facts shown in Box justify it.

* C o r r e s p o n d i n g A u t h o r : j s e n @ a i i m s m . a c . i n
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Box 1

1991 resulted from female fetocide, early
childhood mortality and malnutritionf.
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Φ1 76 million unintended pregnancies are
reported every year in the developing world
due to lack of family planning servicesa.

Φ2 One in ten pregnancies end in an unsafe
abortion, with Asia, Africa and Latin
America accounting for the highest
numbers. Each year, 19 million abortions
are carried out under unsanitary or
medically unfit conditions resulting in some
68,000 deathsb.

Φ3 Poverty and gender discrimination results
in poor reproductive health. Anaemia
which can lead to post-partum hemorrhage
affects 50–70 % of pregnant women in
developing countriesc.

Φ4 Maternal death is practically nonexistent
in developed nations. Primarily due to
poverty and gender inequity in
reproductive health matters there is death
of one woman every minute in developing
countries due to pregnancy related causesd.

Φ5 Two thirds of maternal deaths in 2000
occurred in 13 of the world’s poorest
countries, and one quarter of these were
in India alonee.

Φ6 Based on the 1991 Census Data of India, a
declining sex ratio from 934 to 929 females
to 1000 males observed between 1981 and

There is ‘unmet’ need in the reproductive
health care.  The ‘unmet’ need refers to the
need  of  women and  couples  who wish  to
control their ferti l i ty but use no method. It
inc ludes  ( i )  non-pregnant ,  non-amenorrheic
women who wish to limit their family size,
o r  wish  to  space  b i r ths  bu t  a re  no t  us ing
any  cont racep t ives ,  ( i i )  women who a re
pregnant  o r  amenor rhe ic ,  and  ( i i i )  women

who report  their  pregnancy as unwanted or
mistimed pregnancy (1). The United Nations’
1999  rev iew of  implementa t ion  progress
adopted benchmark indicators:  reduct ion of
unmet need to half  of  1990 levels  by 2005
and satisfaction of all stated fertility desires
by 2015  (2) .  The UNFPA est imated that  in
2004 some 137 million women had an ‘unmet’
need for  cont racept ion ,  another  64  mi l l ion
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were  us ing  t rad i t iona l  fami ly  p lann ing
methods that  are  less  re l iable  than modern
methods, and overall in developing countries,
29 per cent of women had an ‘unmet’ need
for modern contraception (3).  Clearly, there
are  mani fo ld  bar r ie r s  to  con t racep t ive  use
as  shown in  Box 2 .  We need  to  deve lop
s t ra teg ies  a imed  to  d i scourage  such
prac t ices ,  p romote  g rea te r  awareness  in

reproduct ive  hea l th  care  a long  wi th  be t te r
c l ient -provider  in terac t ion  to  minimize  the
‘unmet’  need.

In  deve lop ing  count r ies ,  many  couples
have little or no information of contraceptive
practices but wish to control  their  fert i l i ty.
Such underserved couples have only a limited
number of choices available to them or they
do  no t  p rac t ice  con t racep t ion .  A la rge
number  o f  s tud ies  have  proposed  tha t
education is a strong determinant of fertility;
a  s t rong  impac t  o f  educa t ion  on  fe r t i l i ty
decline has been reported and is considered
partly responsible for India’s recent fertility
decline (4) .  The 1991 census data of  India
revealed a  decl ining sex rat io  from 934 in
1981 to 929 females to 1000 males in 1991,
ear ly  ch i ldhood  mor ta l i ty ,  malnu t r i t ion ,
female  fe toc ide  may  a l l  be  con t r ibu t ing
factors (5) .  The West  Bengal  Health report
for 2001 reveals an alarming decline in this
ra t io  in  the  u rban  se t t ing .  Compar i son  of
vital  statist ics,  l i teracy rate,  family welfare
services in rural and urban settings of West
Benga l  in  2001  ( see  Box  3)  revea l s  an
alarming sex ratio of 893 in urban compared
to  950  in  ru ra l  se t t ings  a lbe i t  wi th  a
s ign i f ican t ly  h igher  l i t e racy  ra te  and  a
decreased  to ta l  fe r t i l i ty  ra te  in  the  u rban
popula t ion.  Incomplete  and poor  degree  of
value-added education may be responsible for
the gender inequity and decline in sex ratio
found in West Bengal.

Women’s autonomy that covers economic
autonomy,  phys ica l  au tonomy,  dec i s ion-
making autonomy,  emotional  autonomy and
knowledge  au tonomy are  cons idered  to  be
media t ing  fac tors  in  the  causa l  pa thways
l ink ing  educa t ion  and  fe r t i l i ty .  Bes ide  a

Box 2

Major barriers to contraceptive use

Lack of accessible services for modern
contraceptive techniques that include oral
contraceptives,  implants,  injections and
barrier methods (male and female condoms
and diaphragms),  and traditional methods
including periodic abstinence, withdrawal and
lactational amenorrhea (extended breast-
feeding) and male and female sterilizations.

Lack of method choices appropriate to the
situation of the woman and her family that
address cultural sensitivities of bleeding or
spotting side effects where blood taboos are
prevalent .

Lack of knowledge about the use, safety,
effectiveness and availability of contraceptive
choices to the woman.

Lack of efficacious client-provider interaction.

Lack of support from the spouse and/or
community.

Lack of financial support.
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woman’s  own educat ion  tha t  i s  cons idered
in most  s tudies  on fer t i l i ty ,  data  based on
Demographic  Heal th  Survey (DHS) reveals
that husband’s education was very important
for good reproductive health (6). The role of
soc ia l  learn ing  and the  educat ion  of  o ther
women res id ing  in  the  communi ty  and  i t s
impact on a woman’s birth rate has also been
wel l  documented,  substant ia t ing the  ear l ier
proposal of ‘mass education’ as a key force
behind fert i l i ty decline (7).  The probabil i ty
of adapting contraception is thus influenced
not  only  by a  woman’s  own educat ion but
a l so  by  tha t  o f  o thers  in  her  communi ty .
Community education operating through the
use  of  mate rn i ty  se rv ices  and  o ther
prevent ive  heal th  serv ices  has  been shown
to have a clear impact on child mortality in
India (8).

It is increasingly evident that a women’s
intent  to  pract ice  contracept ion in  addi t ion
to ,  assess ing the  unmet  need is  impor tant .
The  in ten t  to  p rac t ice  b i r th  spac ing  and
fer t i l i ty  regu la t ion  i s  l ike ly  to  res t  upon
dynamic  ra ther  than s ta t ic  component ,  and
is  indeed dependent  upon mul t ip le  factors .
I t  may be  associa ted wi th  socia l  pressures
both within and outside her  family,  by the
sudden  dea th  of  a  ch i ld ,  by  economic
pressures ,  l ack  of  good  fami ly  p lanning
services, and non-availability of contraceptive
a g e n t s .

Based  on  a  survey  conduc ted  in  ru ra l
Madhya Pradesh, a discrepancy was observed
between intent  and practice  of contraception
in  a  sub-sample  of  women who had
par t ic ipated  in  the  Nat ional  Family  Heal th
Survey-I (NHFS-I) in 1992–93 and again in
1999 (9). 51% women who were not practicing
contraception but planned to do so had acted
aga ins t  the i r  in ten t ion  by  1999 ,  as  d id
29% women who in tended  no t  to  use
contracept ion.  Women who intended to use
a method and not to have children were more
likely to use a method by 1999. The age and
dea th  of  ch i ld  were  repor ted  to  be  s t rong
factors associated with inconsistency between
a woman’s intention and behaviour.  In order
to reduce the ‘unmet’ needs a fair assessment
of contraceptive intentions is likely to help in
the development of family planning programmes
by giving due attention to the needs of women
who initially intended not to use contraception
but  do so af ter  a  gap of  6–7 years  mainly
due to attainment of family size (9).

Based on data from the NHFS-I and the
NHFS-II it is apparent that the Reproductive

Box 3

Comparison of vital statistics, literacy rate,
family welfare services in rural and urban

settings of West Bengal in 2001a

Rura l U r b a n

Percentage distribution of population 72.03 27.97

Sex ratio 950 893

Literacy rate 63.4 81.3

Birth rate 22.9 13.8

Death rate 7.2 6.4

Total fertility rate 2.7 1.6

Peri-natal fertility rate 32 17

Neo-natal fertility rate 34 19

Infant mortality rate 52 36

aData based on: Health Report ,  2003–04, State
Bureau of Health Intell igence Directorate of Health
Services,  Government of West Bengal.
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and Child Health Programmes conducted in
India in 1992–1993 and again in 1998–1999
were guided by the ‘unmet’ need.  While the
‘unmet ’  need  requ i res  a t t en t ion ,  the  a im
should  be  focused  towards  fu l f i l l ing  the
reproductive intentions of couples. Ravindran
and Mishra observed that  69 women out of
70 women in rural Tamil Nadu had failed to
achieve thei r  reproduct ive  in tent ions  based
on  the  HARI  index  (Help ing  Ind iv idua ls
Achieve their Reproductive Intentions) (10).
Lack of education,  and community support ,
improper  counsel ing by heal th  workers  are
the  l ike ly  causa t ive  fac tors  fo r  women to
resort  to abortion of unwanted pregnancies,
and use of herbal medicines advised by local
midwives that often lead to reproductive tract
in fec t ions  and  f ina l ly  they  undergo
s te r i l i za t ion  as  a  means  of  check ing  the i r
unplanned and  unwanted  pregnancies .

I t  i s  amply c lear  that  an unders tanding
of the ‘unmet’ need for contraceptive use is
critical towards developing a strategy towards
increas ing  con t racep t ive  p reva lence .
Contraceptive prevalence is a key to improved
reproduc t ive  hea l th  and  env i ronmenta l
health, and also to demographic and economic
deve lopment .  The  he igh tened  demand for
e f fec t ive  fami ly  p lanning  se rv ices  fo r
safeguarding reproduct ive heal th  of  women
and her children clearly asks for a multilevel
model approach so that available contraceptive
technology is disseminated to the ‘user’ in a
manner that it is understood and at the same
time i t  i s  a lso avai lable  to  the ‘user’  (see
Box 4).

There  i s  a  marked  increase  in  sexua l
ac t iv i ty  in  the  ado lescen t  popula t ion .

Adolescen ts  need  access  to  in format ion
about  sexua l  and  reproduc t ive  hea l th  and
contraceptive choices. They must be able to
make  the i r  cho ice  to  p reven t  unwanted
pregnancies based on informed knowledge of
the health concerns and side effects of such
contraceptives.  Very often adolescents have
wrong  percep t ions  o f  reproduc t ive  hea l th
matters and consider that there is little risk
of pregnancy following sexual activity,  and
exhib i t  a t  the  same t ime  an  apparen t
ambivalence towards contraceptive practices
tha t  resu l t  in  unplanned  pregnancy  ( see
Box 5) .  In  genera l ,  adolescents  have  very
l i t t l e ,  i f  a t  a l l ,  access  to  reproduc t ive
informat ion and counsel ing.

High teenage pregnancy rates reflect low
levels  of  contraceptive use due to negative
perceptions. A combination of sex education
a t  school  and  an  ou t reach  programme
render ing  con t racep t ive  se rv ice  p rov is ion
having close links involving the clinic, local

Box 4

Demand net for contraceptive services
should address a wide category of people

Sexually-active unmarried teenagers

Women using less effective contraceptive
method

Women using an effective contraceptive but
use it incorrectly or are dissatisfied

Women with unwanted pregnancies having
no access to safe and affordable abortive
services

Women who have related reproductive health
problems
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schools,  youth services,  social  services and
volun ta ry  se rv ices  in  the  UK resu l ted  in
signif icant  r ise  in  service access  by young
people (11). The ability of such clinic settings
in  prov id ing  ou t reach  programme for
counse l ing  and  qua l i ty  ca re  tha t  have
extended  hours  wi th  no  requ i rement  o f
pr io r  appoin tment  p rov ides  fo r  a  model
contracept ive service  in  urban set t ing.  The
out reach  programme of fe r ing  door - to -door

service that was found highly effective with
urban, low-income slum settlers was one in
which  ‘wel l  baby’  p r izes  were  d i s t r ibu ted
based  on  paren ts ’  age  a t  mar r iage  and
educa t iona l  s ta tus ,  mother ’ s  age  a t  f i r s t
birth, immunization status of living children,
birth interval,  contraceptive use and general
c r i t e r ia  o f  hea l th  and  hygiene .  In  th i s
manner  hea l th  workers  were  ab le  to
re in force  and  in tegra te  the  mate rna l  ch i ld
health care (MCH) programme, and it served
as a tool to monitor the efficacy of local MCH
services (12).

Longi tud ina l  da ta  ana lys i s  o f  10-year
community-based access to contraception in
Bangladesh has provided a statistical model
to  de te rmine  the  changes  in  reproduc t ive
behaviour  and  mot ives  o f  respondents
exposed  to  ou t reach  ac t iv i t i es  (13) .  The
strategy of doorstep distribution of maternal
and child health and family planning services
th rough  rou t ine  v i s i t s  by  t ra ined  workers
s ince  i t s  incep t ion  in  1978  has  been
instrumental  in increasing the contraceptive
prevalence rate (CPR), reducing fertility and
attaining a considerably higher immunization
coverage  in  ch i ld ren  and  women in
Bangladesh .  Economic  appra i sa l  o f  such
labour- and cost-intensive programme has led
to an al ternat ive s t ra tegy in  recommending
fixed-si te cl inics or  cl inics at  cluster  spots
for provision of health and family planning
services complemented with reduced system
of  ou t reach  workers  to  in form and  ta rge t
hard-to-reach clients as cost-effective service
delivery system (14).

According to recent estimates 46 million
women resor t  to  abor t ion  of  unplanned  or

Box 5

Reproductive health awareness of school-
going adolescents in rural Indiaa

Boys Girls
(%) (%)

Awareness in:
Immunizat ion 61.5 58.7
Contraceptive 17.9 11.8
STDs 14.7 11.3
AIDs 33.9 26.1

Number of children desired:
One child 5.7 17.6
Two child 70.6 72.9
Three children or more 23.7 9.4

Disadvantage of early marriage
may lead to :

Health problem to
mother & child 39.7 46.1
Early pregnancy 1.9 3.3
Rapid population growth 17.9 7.4
Early responsibilities 10.9 8.7
Loss of education 4.1 7.6
Less opportunities 2.2 0.7
Freedom restricted 0.7 0.9
Not known exactly 22.5 25.4

aData taken from: Gupta N, Mathur AK, Singh MP,
Saxena NC Reproductive health awareness of school-
going, unmarried, rural adolescents. Indian J
Pediatrics 2004; 71: 797–801.
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unwanted pregnancies every year; of this 27
mil l ion undergo this  t raumatic  event  safely
and around 19 mil l ion mostly belonging to
the  deve lop ing  count r ies  undergo  unsafe
abor t ion  (15) .  I t  i s  c ruc ia l  tha t  e f for t s  be
made to prevent unintended pregnancy,  and
to  prov ide  con t racep t ive  in format ion  and
services to women of all  ages.

What does contraceptive technology offer
today ?  The  in t roduc t ion  of  the  hormonal
contraceptive approach was one of the most
impor tan t  even ts  o f  the  twent ie th  cen tury
for women. Although the availability of oral
contracept ives  (OCs)  provided women with
greater control of her reproductive lifestyle,
long-term usage of OCs were associated with
a  few hea l th  concerns .  In  th i s  con tex t ,
while doctors,  health care professionals and
women should  be  kep t  in formed of  the
la tes t  r esearch  f ind ings  and  the i r  c l in ica l
implications,  open scientif ic  debates should
be encouraged amongst experts and then only
the  conc lus ions  p laced  before  the  publ ic .
Scient is ts  have now addressed these  issues
by developing lower dose formulat ions and
non-oral routes of hormone delivery systems.
Increasing range of such options of long-term
cont racept ive  sys tems  de l iver ing  hormones
v ia  subdermal  implan ts ,  vag ina l  r ing ,
in t rau te r ine  sys tem,  and  t ransdermal
pa tch  wi l l  a f ford  convenient  and  ef fec t ive
a l te rna t ives  to  o ra l  con t racep t ives  and
a lso  provide  grea te r  degree  of  compl iance
for  the  ind iv idua l  use r  (16) .  Nes torone
(R) /e th iny les t rad io l  (NES/EE)  based
cont racep t ive  vag ina l  r ing  i s  one  such
approach towards greater  user  acceptabi l i ty
s ince  the  vag ina l  rou te  o f  d rug
adminis t ra t ion  has  been  shown to  p rov ide
emergency contracept ion (17)  and found to

have  pos i t ive  e f fec t  on  the  psycholog ica l
aspect of both women and their partners (18).
The  use  o f  con t racep t ive  microb ic ides
de l ivered  v ia  the  vag ina l  rou te  a f fords  to
women discrete  protect ion against  sexual ly
t ransmi t ted  d i seases  inc lud ing  HIV and  a t
the same time provides to the user, freedom
to  exerc i se  her  reproduc t ive  r igh t s  in
her  own space  and  t ime  domains .  In  th i s
regard  a  number  o f  po ten t ia l  op t ions  a re
now ava i lab le  which  have  shown h igh
accep tab i l i ty  among women and  the i r
p a r t n e r s .

A sys temat ic  rev iew and  meta -ana lys i s
of  a l l  s tud ies  on  long- te rm use  of  OCs
published during 1980 to 2002 revealed that
third generation low dose OCs increases the
r i sk  o f  bo th  ca rd iac  and  vascu la r  a r te r ia l
events (19).  Androgenic and non-androgenic
OCs however  provide  s igni f icant  reduct ion
in ovarian cancer  r isk (20).  Combined oral
con t racep t ives  a l t e r  the  gen i ta l  t r ac t
microenvi ronment  wi th  upregula ted  CCR5
expression in cervical intraepithelial CD4+T
lymphocytes influencing users’ susceptibility
to HIV-1 transmission (21). HIV-1 seropositive
women on  hormonal  con t racep t ives  should
thus  be  counse led  for  condom use  due  to
their increased risk of cervicitis and cervical
chlamydia  infection (22). Differences in the
pharmacodynamics of  endogenous hormones
have been found in women residing in Bolivia
compared  to  women res id ing  in  USA
provid ing  thereby  a  b io log ica l  bas i s  o f
variations in women’s tolerance of hormonal
cont racep t ives  and  i t s  compl iance  (23) .
Clearly the choice for effective contraception
is  l imi ted  and  no t  suf f ic ien t  to  mee t  the
var ied  needs  of  women th roughout  the i r
reproduc t ive  l ives .  In  recogni t ion  of
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th i s  unmet  need  for  g rea te r  range  of
cont racep t ive  cho ices  the  Wor ld  Hea l th
Organization and the Rockefeller Foundation
under took  an  in i t i a t ive  to  deve lop  nove l
cont racep t ives  as  a  method  tha t  a  woman
can  take  on  on ly  one  occas ion  in  any
mens t rua l  cyc le  on  an  ‘as -needed’  bas i s
tha t  would  be  f ree  o f  the  log i s t i ca l
d i f f i cu l t i es  and  the  known s ide  e f fec t s
associated with exis t ing methods of  family
p lanning .

The physiological events associated with
vascu la r  func t ion ing ,  deve lopment  o f  new
blood vesse ls  (angiogenes is )  and increased
capillary permeability were identified as the
new ta rge t s  in  methods  to  d i s rup t  per i -
ovula tory  even ts  and  ovula t ion ,  u te r ine
receptivity and embryo implantation (24, 25).
S tud ies  have  iden t i f i ed  new se t s  o f
angiogenic  genes  as  nove l  t a rge t s  fo r
an t iang iogenic  therap ies  fo r  con t racep t ion
(26). The finding that progesterone, but not
estrogen is cri t ical  for embryo implantation
and pregnancy (27) led to the successful use
of an antiprogestin, mifepristone either as a
low-dose, once a month, post-coital agent or
as  low-dose  emergency  cont racep t ive  fo r
fe r t i l i ty  regu la t ion  (28 ,  29) .  Use  of
mifepristone as a once-a-month contraceptive
is  an  acceptable  cont racept ive  opt ion  wi th
minimal side effects  though high degree of
compliance is  necessary along with the use
of monitor to detect day of ovulation (30). In
a multicentre trial conducted in 10 countries
by the World Health Organization, low dose
mifepristone (10 mg), levonorgestrel  as two
table ts  (0 .75 mg a t  12 h  in terval )  or  as  a
single dose (1.5 mg) were very eff icacious

for  emergency  cont racep t ion  and  could
prevent  pregnancies  i f  taken within 5 days
of  unpro tec ted  in te rcourse  (31) .  A grea te r
awareness  o f  the  sa fe ty ,  e f f icacy  and
ava i lab i l i ty  o f  emergency  cont racep t ion
(EC)  i s  requ i red  to  p reven t  unp lanned
pregnancies and induced abortions in India.
Proges te rone- regu la ted  genes  invo lved  in
recep t iv i ty  and  vascu la r  in tegr i ty  may
become the future  targets  of  ta i lored post-
coital contraception to be used by women on
‘as needed basis’.

A summary  h igh l igh ts  the  improved
quality care in contraceptive choice (Box 6)
and  improved  method  choice  (Box  7)  in
modern  con t racep t ive  t echnology .  I t  i s
p red ic ted  tha t  ex i s t ing  and  new sc ien t i f i c
information in contraceptive and reproductive
hea l th  t echnology  may in f luence  s t ra teg ic
pol ic ies  and  g loba l  commitments  towards
improving  human hea l th  condi t ions  and
thereby  t rans la te  a  second  con t racep t ive
revo lu t ion .

F ina l ly ,  Box  8  p rov ides  a  s t ra teg ic
v i s ion  of  how reproduc t ive  hea l th  ca re
management  may be  employed towards  the
use of modern contraceptive technologies in
developing countr ies  l ike India.  The recent
launching of  the  Publ ic  Heal th  Foundat ion
in  Ind ia  by  the  Pr ime  Minis te r  o f  Ind ia
permi t  us  to  d ream a  new beginn ing  in
reproduc t ive  hea l th  ca re  management  in
India that can only be sustained by the ‘nine
pillars of human dignity’:  Food, Sanitation,
Educa t ion ,  Po tab le  wate r ,  Hea l th ,
Employment ,  She l te r ,  Envi ronment  and
Security (32).
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Low Dose Combined Oral Contraceptives
(COCs) inhibit ovulation. COCs can be used
by women until menopause with no restriction
based on parity; can be given immediately
pos t -abor t ion;  may a l lev ia te  symptoms of
endometr ios i s  and  dysmenorrhoea ;  reduce
risk of ovarian cancer. COCs should not be
used by women who breastfeed < 6 weeks
to 6 months postpartum; nonbreast feeding
women < 21 days postpartum; by smokers;
women wi th  mul t ip le  r i sk  fac tors  fo r
card iovascu la r  d i seases ;  hyper tens ion ;
women wi th  deep  venous  th rombos is /
pu lmonary  embol i sm;  i schaemic  hear t
d i sease ;  s t roke ;  hyper l ip idemias ;
compl ica ted  va lvu la r  hear t  d i sease ;
migra ine ;  neuro log ic  symptoms;  b reas t
cancer ;  d iabe tes  > 20  years ;  nephropa thy/
re t inopa thy /neuropa thy  assoc ia ted
wi th  d iabe tes ;  ga l lb ladder  d i sease ;
ac t ive  v i ra l  hepa t i t i s ;  mi ld  and  severe
c i r rhos i s ;  l ive r  tumours ;  on  drugs
such  as  an t ib io t ics ,  an t iconvulsan ts ,
ca rbamazepine ,  barb i tu ra tes  which  a f fec t
l iver  metabol ism.

Combined  In jec tab le  Contracep t ives
(CICs)  Cyclofem and Mesigyna provide for
the  re lease  o f  na tura l  es t rogen  p lus  a
proges te rone .  The  ac t ion  of  es t rogen  in
CICs  may be  more  phys io log ic  and  less
potent  than the synthet ic  estrogen present
in  COCs.  The  con t ra ind ica t ions  a re  the
same as for the use of COCs.

Proges terone  Only  Contracep t ives
(POCs)  include the  Progesterone-only-pi l l
(POP) ,  depomedroxyproges terone  ace ta te
(DMPA)/norethis terone enantate (NET-EN),
Norplant  and Norplant  I I  implants .  POCs
do not  cons is ten t ly  inh ib i t  ovula t ion ,  ac t
on  cerv ica l  mucus  and  tuba l  mot i l i ty  to
inhib i t  sperm t ranspor t .  POCs a lso  af fec t
endomet r ium and  in te r fe re  wi th  embryo

Box 6

Improving  access  to  qual i ty  care  in  fami ly  p lanning a

implantat ion.  POCs may be given to  non-
breas t feed ing  women immedia te ly
pos tpar tum and  a l so  to  b reas t feed ing
women though neonate  may be  a t  r i sk  of
exposure to steroid hormone; may be given
immediately post-abortion; weight-gain with
long-term POCs.  POCs should not be used
by women < 6 weeks post partum; in women
having deep venous thrombosis /pulmonary
embolism; ischaemic heart  disease;  stroke;
neuro log ic  symptoms;  b reas t  cancer ;
severe  c i r rhos i s ;  l ive r  tumours .  POP and
Norplant should not be used by women on
drugs such as  ant ibiot ics ,  ant iconvulsants ,
carbamazepine,  ba rb i tu ra tes  which
af fec t  l iver  metabol i sm.  Women showing
unexplained vaginal bleeding should not use
DMPA/NET-EN and  Norp lan t .  Women
having  neuropa thy / re t inopa thy /neuropa thy
and other vascular diseases associated with
diabetes should not  use DMPA/NET-EN.

In t rau ter ine  dev ices  ( IUDs)  inc lude
copper containing IUDs and levonorgestrel-
re leas ing  IUD  (20  µg/24  h)  a l te r  u te r ine
mi l ieu  to  p revent  embryo  implan ta t ion
in  the  u te rus .  IUDs  can  be  inse r ted
immedia te ly  a f te r  f i r s t  t r imes te r
spontaneous  or  induced  abor t ion .  IUDs
should  no t  be  inse r ted  dur ing  pregnancy
because of serious risk to pelvic infection
and  sep t ic  spontaneous  abor t ion .  IUDs
should  no t  be  inse r ted  be tween  48  h
and  4  weeks  pos t  par tum and  to  women
having  puerpera l  seps i s ;  in  women wi th
ana tomica l  abnormal i t i es  o f  u te rus ;
unexpla ined  vag ina l  b leed ing ;  cancer  o f
breas t ,  endomet r ium or  ovar ian ;  u te r ine
fibroids causing distortion of uterine cavity;
benign or  malignant  t rophoblast ic  disease;
pe lv ic  in f lammatory  d i sease ;  sexua l ly
t ransmi t ted  d i seases ;  HIV/AIDS;  and  in
pelvic tuberculosis .

aBased on data from: World Health Organization Improving Access to Quality Care in Family
Planning. Medical Eligibility Criteria For Contraceptive Use. Second Edition, 2000.
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( a ) <h t tp : / /mohfw.n ic . in / repor t s /1997–98> [Th i s
repor t  h igh l igh t s  the  Government  o f  Ind ia ’ s
s t r a t egy  towards  f ami ly  we l fa re  in  which  the re
a re  4  op t ions  in  con t racep t ion  se rv ices ,
s t e r i l i za t ion  as  a  t e rmina l  me thod ;  in t rau te r ine
dev ice ;  o ra l  con t racep t ive  p i l l -Sahe l i ,  a  non-

s te ro ida l  p i l l  o f  ind igenous  o r ig in  and  condom
for  bir th  spacing.  Reproduct ive and Chi ld  Heal th
Programme-Phase  I I  opera t ional  f rom Apr i l  2005
a ims  to  b r ing  abou t  in te r - sec to ra l  coord ina t ion
a t  g rass  roo t  l eve l  invo lv ing  NGOs,  C iv i l
Soc ie t i e s ,  Panchaya t i  Ra j  Ins t i tu t ions  and

State/District/
Panchayat Level

Operatorb

Government Programme and Policy for
Women’s Reproductive Health Care and 

Reproductive Rightsa

Non-Governmental 
Organization

operatorc

Education –
formal and / or 

non-formald

Women’s employment 
leading to autonomye

Formal and non-formal discourses in health 
care including reproductive choicesf

Community level interactions for improved status of maternal and
child health at the individual levelg,h

Service delivery of modern contraceptive choices with post-delivery follow-
up based on individual’s intent, need and biological requirementi-k

Box 8
A strategic vision to reproductive health care management 
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Box 8
A strategic vision to reproductive health care management 

A sys tem for  a  s t ra teg ic  v i s ion  of  reproduc t ive  hea l th  ca re
management  invo lves  severa l  h ie ra rch ica l  l eve l s  tha t  may  be
re inforced  by  pos i t ive  and  nega t ive  inputs  f rom each  leve l  o f
opera t ion  for  overa l l  implementa t ion  of  women’s  reproduc t ive
choice and reproduct ive heal th .

Notes to Box 8
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s t a t e s  in  Ind ia  invo lv ing  3  NGOs dur ing  1999–
2003 . ]

(g ) Geyoushi  BE,  Mat thews Z,  S tones  RW Pathways
to  ev idence-based  reproduc t ive  hea l th  ca re  in
developing countr ies .  BJOG 2003;  110:  500–507.
[Based  on  a  qua l i t a t ive  semi - s t ruc tu red
in te rv iew based  s tudy  in  Ind ia  and  Yemen  the
au thors  conc lude  tha t  c l in ica l  t eachers  were  the
noda l  g roup  hav ing  the  s t ronges t  incen t ive  to
ob ta in  and  use  new knowledge  in  r ep roduc t ive
heal th  care  and tha t  c l in ica l  prac t i t ioners  should
have  access  to  such  knowledge . ]

( h ) S tephenson  R ,  Tsu i  AO Contex tua l  in f luences
on  reproduc t ive  we l lness  in  Nor the rn  Ind ia
Am J  Pub l i c  Hea l th  2003 ;  93 :  1820–1829 .
[Mul t iva r i a te  mode l ing  employed  to  es t ima te
househo ld  and  communi ty - l eve l  e f fec t s  on
wel lness  wi th  h ierarchica l ly  organized  da ta  f rom
survey  o f  v i l l ages ,  u rban ,  b locks ,  househo lds ,
women ,  hea l th -p rov ide rs  and  s t a f f .  Communi t i e s
found to influence wellness through socioeconomic
env i ronment  and  charac te r i s t i c s  o f  hea l th
i n f r a s t r u c t u r e . ]

(i) Ornstein RM, Fisher MM Hormonal contraception
in  ado lescen t s :  Spec ia l  cons ide ra t ions .  Ped ia t r
Drugs 2006; 8:  25–45. [The contraception options
ava i l ab le  to  ado lescen t s  have  been  d i scussed  in
l igh t  o f  non-con t racep t ive  adverse  e f fec t s  tha t
were  ou twe ighed  by  the  s ign i f i can t  morb id i ty
assoc ia ted  wi th  t eenage  p regnanc ies .  Higher
accep tab i l i ty  found  wi th  p roges te rone-on ly
methods  such  as  in jec tab les  and  implan tab les  as
they  avo id  need  fo r  da i ly  compl iance ,  bu t
i r r egu la r  b leed ing  and  amenor rhea  was  no t
accep tab le  to  many  g i r l s .  Emergency
con t racep t ion  o r  copper - re leas ing  IUDs  may  be
use fu l ,  and  ado lescen t s  shou ld  be  made  aware
of  such  cho ices  and  have  easy  access . ]

(j) Henn ink  M,  S tephenson  R  Us ing  resea rch  to
in fo rm hea l th  po l i cy :  ba r r i e r s  and  s t r a t eg ies  in
deve lop ing  coun t r i e s .  J  Hea l th  Commun 2005 ;
10:  163–180.  [3  key par t ies  are  involved:  Donor
agency  fo r  funds ;  Resea rcher  fo r  deve lopment
of  innova t ive  con t racep t ive  s t r a t eg ies ;  Hea l th
Pol icy  Decis ionmaker .  A key  bar r ie r  i s  the  lack
of  appropr ia te  packaging of  research f indings  by
the  resea rcher  and  i t s  d i s semina t ion  to  wider
aud iences  to  inc lude  donor  agenc ies  and  hea l th
po l i cy  makers .  Inc reased  co l l abora t ion  be tween
the  3  pa r t i e s  e s sen t i a l  to  hea l th  p rogramme
de l ive ry . ]

( k ) S i t ruk-Ware  R  Cont racep t ion :  an  in te rna t iona l
pe r spec t ive .  Con t racep t ion  2006 ;  73 :  215–222 .

Women’s  Group  to  b r ing  down mate rna l
mor ta l i ty  r a t io  and  in fan t  mor ta l i ty  r a te . ]

(b ) Pe te r s  DH The  ro le  o f  overs igh t  in  the  hea l th
sec to r :  the  example  o f  sexua l  and  reproduc t ive
hea l th  se rv ices  in  Ind ia .  Reprod  Hea l th  Mat te r s
2002 ;  10 :  82–94 .  [The  au thor  s t r e s ses  the
need  to  use  3  main  overs igh t  func t ions :  ( a )
unders tand ing  hea l th  sys tem per fo rmance ;  (b )
deciding when to  intervene in  the  heal th  system;
(c )  s t r a t eg iz ing  and  implement ing  change ,  wi th
a  sound e thical  bas is  for  decis ions ,  Governments
can  p rov ide  equ i t ab le ,  accoun tab le  and
af fo rdab le  se rv ices . ]

(c) Barua  A,  Waghmare  R ,  Venk i t e swaran  S
Implement ing  reproduc t ive  and  ch i ld  hea l th
services  in  rura l  Maharashtra ,  India :  a  pragmat ic
approach.  Reprod Heal th  Mat ters  2003;  11:  140–
149 .  [ Inheren t  weaknesses  in  the  RCH I I
p rogramme h igh l igh ted  wi th  da ta  based  on  a  7
yea r  opera t ions  r e sea rch  p ro jec t  to  s t r eng then
the  p rogramme in :  ( a )  se rv ice  de l ive ry  f rom
househo ld  v i s i t  to  c l in ic  base ;  (b )  s t r ingen t
moni to r ing  mechan i sms ;  ( c )  in - se rv ice  t r a in ing
of  hea l th  workers ;  (d )  r ange  o f  se rv ices
i n c r e a s e d . ]

(d ) Kumar  PR,  Wal ia  I ,  Aggarwal  AK Reproduc t ive
hea l th  in te rven t ion  t r i a l .  Ind ian  J  Ped ia t r  2005 ;
72 :  27–291 .  [Based  on  a  s tudy  conduc ted  in
Chand iga rh ,  Ind ia ,  e f fec t iveness  o f  r ep roduc t ive
hea l th  educa t ion  in  ado lescen t  g i r l s  aged
be tween  15–19  yea r s  was  t e s t ed  us ing
conven t iona l  educa t ion  p rogramme and  pee r
educat ion.  Both were  effect ive ,  but  peer  s t ra tegy
was  l e s s  t ime  consuming . ]

( e ) Riyami  Al ,  Af i f i  M,  Mabry  RM Women’s
au tonomy,  educa t ion  and  employment  in  Oman
and thei r  inf luence  on contracept ive  use .  Reprod
Hea l th  Mat te r s  2004 ;  2 :  144–154 .  [Us ing
b iva r i a t e  ana lys i s  the  au thors  have  shown tha t
educa t ion  was  a  be t t e r  p red ic to r  o f  ‘me t
need’  than  au tonomy.  The  ‘unmet  need’  fo r
con t racep t ion  dec l ined  s ign i f i can t ly  wi th
educa t ion  and  pa id  employment . ]

( f ) Paxman  JM,  Sayeed  A,  Buxbaum A,  Huber  SC,
S tover  C  The  Ind ia  Loca l  In i t i a t ive  Program:  A
mode l  fo r  expand ing  reproduc t ive  and  ch i ld
health services.  Studies in Family Planning 2005;
36 :  203–220 .  [Mode l  adop ted  in  Indones ia  and
Bangladesh  us ing  communi ty  resources  a s  loca l
hea l th  pe r sonne l ;  communi ty  supp l i ed  c l in ic
s i t e s ;  communi ty  d rug  funds  wi th  match ing
donor  funds  implemented  in  4  nor the rn
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