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Increasing contraceptive use in developing countries has cut the number of maternal deaths by 40% over the past
20 years, merely by reducing the number of unintended pregnancies. By preventing high-risk pregnancies, especially
in women of high parities, and those that would have ended in unsafe abortion, increased contraceptive use has
reduced the maternal mortality ratio—the risk of maternal death per 100 000 livebirths—by about 26% in little more
than a decade. A further 30% of maternal deaths could be avoided by fulfilment of unmet need for contraception. The
benefits of modern contraceptives to women’s health, including non-contraceptive benefits of specific methods,
outweigh the risks. Contraception can also improve perinatal outcomes and child survival, mainly by lengthening
interpregnancy intervals. In developing countries, the risk of prematurity and low birthweight doubles when
conception occurs within 6 months of a previous birth, and children born within 2 years of an elder sibling are 60%
more likely to die in infancy than are those born more than 2 years after their sibling.

Introduction

The most substantial benefits of contraceptive use for the
health and survival of women and children stem from
reductions in the number of pregnancies, especially those
that are a greater-than-average risk to maternal, perinatal,
and child survival. These risks are associated with
pregnancies at very young (<18 years) and old (>34 years)
maternal ages, at high parities, and with short inter-
pregnancy intervals, and with pregnancies that would have
ended in unsafe abortion. We assess the effect of
contraception on these demographic features of repro-
duction (appendix). We estimate that an increase in
contraceptive use of 10 percentage points reduces fertility
by 0-6 births per woman, decreases the proportion of all
births to women with four or more children by 5 percentage
points, reduces births to women aged 35 years or older by
1-5 percentage points, and lowers birth intervals of less
than 2 years by 3-5 percentage points. We consider the
effects of these factors on maternal, perinatal, and child
health. The emphasis throughout is on countries of low
and middle income. We summarise the evidence for the
well-established non-contraceptive benefits and risks of

Search strategy and selection criteria

We searched Medline, Embase, Popline, the Cumulative Index to
Nursing and Allied Health Literature (CINAHL), and Literatura
Latino-Americana e do Caribe em Ciéncias da Sadde (LILACS)
with a combination of words related to contraception or family
planning, birth or pregnancy spacing, fertility, unintended
pregnancy, adolescent pregnancy, high-risk pregnancy,
abortion, maternal health, maternal mortality, perinatal health,
infant health, infant mortality, child health, and child mortality,
without imposing any language restrictions. We also searched
proceedings of international meetings on family planning or
contraception, reference lists of identified studies, textbooks,
previously published systematic reviews, and review papers. We
also contacted experts in the specialty.
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specific contraceptive methods for women’s health. Where
appropriate, we have updated systematic reviews by doing
another search with the same terms used in those reviews,
with the addition of our own search terms, and analysed
secondary data.

Key messages

« Increases in contraceptive use account for about 75% of
fertility decline in developing countries in the past six
decades and have substantially reduced the proportion of
pregnancies in women of high parity, which pose a
greater-than-average risk to maternal survival

+ In2008, contraceptive use averted over 250 000 maternal
deaths worldwide by reducing unintended pregnancies,
which is equivalent to 40% of the 355000 maternal
deaths that occurred that year

« Ifallwomen in developing countries who want to avoid
pregnancy use an effective contraceptive method, the
number of maternal deaths would fall by a further 30%

+ Because of its effect on births to women of high parity
and on the need to resort to unsafe abortion,
contraception also reduces the risk of maternal death
per pregnancy; each 1 percentage point increase in
contraceptive use reduces the maternal mortality ratio
by 4-8 deaths per 100 000 livebirths

» Contraceptive use has the potential to improve perinatal
outcomes and child survival by widening the interval
between successive pregnancies; in rich and poor
countries the risks of prematurity and low birthweight are
substantially raised by short intervals, and in developing
countries, risk of death in infancy (ages <1 year) would fall
by 10%, and in ages 1-4 years by 21%, if all children were
spaced by a gap of 2 years

+ The health benefits of specific contraceptive methods far
outweigh the health risks, although minor side-effects
result in high probabilities of discontinuation, particularly
of hormonal methods
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Figure 1: Selected studies of the relation between parity and maternal mortality ratio
*Hospital-based or facility-based data.
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Maternal survival and health

Maternal mortality measures and fertility

Maternal mortality risk is affected by the number and
timing of pregnancies in a woman’s reproductive lifespan,
by the presence of comorbidities, and by obstetric care.
The effect of these factors is quantifiable by four measures:
the number of maternal deaths, the maternal mortality
rate (MMRate), the maternal mortality ratio (MMRatio),
and the lifetime risk of maternal death.

The MMRate is the yearly number of maternal deaths
per 1000 women of childbearing age (15-49 years). The
MMRatio has the same numerator, but is expressed per
100000 livebirths. Lifetime risk of maternal death is the
cumulative probability of a woman dying of maternal
causes during her reproductive life, and is a measure of
pregnancy-related female death. Both the MMRate and
lifetime risk of maternal death respond directly to
fertility rates and thus quantify the risk of maternal
death per woman, whereas the MMRatio is indicative of
risk per pregnancy due to poor access to and quality of
obstetric services. A fall in the number of pregnancies
lowers the number of maternal deaths because, self-
evidently, in the absence of pregnancy, the risk of
maternal death is non-existent.

Prevention of high-risk and unintended pregnancies
and maternal mortality
Although the MMRatio is linked directly to improvements
in maternity care, it also responds to fertility rates, which
can affect the proportion of births to women with greater-
than-average obstetric risk—ie, those who are younger
than 18 years or older than 34 years, those with only one
child or more than three children, and those whose
births are closely spaced.”® The extent to which these
factors affect obstetric risk has been debated.”

As shown in the appendix, increased contraceptive use
and subsequent fertility decline results in decreased

obstetric risk, mainly by reducing unwanted pregnancies
in women of high parity. The risks associated with high
parity are seen in parity-specific MMRatios, most of
which, in developing countries, are derived from hospital
delivery records (figure 1). MMRatios tend to be raised at
parity 1, then become lowered at parities 2-3, then raised
again at 4-5, and highest at parities greater than 6. Raised
maternal mortality risks at high parities have been seen
in Pakistan, Senegal, and west Africa, in addition to the
countries featured in figure 1.*

In terms of birth spacing, an analysis of more than
450000 births in Latin America and the Caribbean
between 1985 and 1997 identified an adjusted odds ratio
(OR) of 2-5 (95% CI 1-2-5-4) for maternal death when the
interpregnancy interval (the length of time between
pregnancies) was less than 6 months.” However, a
systematic review of 22 studies, a third of which were
done in developing countries, examined birth spacing and
maternal outcomes and showed inconsistent effects from
short interpregnancy intervals on maternal mortality.”
The investigators reported a strong relation between short
birth intervals and poor pregnancy outcomes and maternal
morbidity, but a weak relation with maternal mortality, a
paradoxical pattern warranting further research.

Another category of high-risk pregnancies are those that
end in unsafe abortion. Singh and colleagues” reported
that there were 2082 million pregnancies worldwide in
2008. 185-4 million of them occurred in developing
regions, of which two-fifths (40%) were unintended, with
16% ending in livebirth, 19% in abortion, and 5% in
miscarriage. Sedgh and colleagues” estimated that
42 million pregnancies were aborted worldwide in 2003,
of which 19-7 million (48%) took place in unsafe
conditions. 97% of unsafe abortions occur in developing
countries, and an updated estimate puts the number
in 2008 at 21-6 million, with increased rates in sub-
Saharan Africa and Latin America since 2003.” About
47000 maternal deaths (13% of all maternal deaths) in
developing countries are caused by complications of
unsafe abortions.” Contraceptive use can prevent recourse
to induced abortion and eliminate most of these deaths.

Estimation of the reduction in maternal deaths from
contraception-induced fertility reduction

Ross and Blanc” estimate that fertility decline between
1990 and 2008 in developing countries averted 1-7 million
maternal deaths, corresponding to a 54% reduction in the
MMRate. Because increased contraceptive use accounts
for 73% of fertility decline (appendix), a 40% reduction in
the MMRate during these 18 years can be attributed to
contraception. Darroch and Singh* estimate that
43-8 maternal deaths are averted per 100000 modern-
contraceptive users every year. This ratio implies that, in
the absence of contraception, the number of maternal
deaths in 2008 (about 355000”) would have been 74%
higher, at 619114. A subsequent analysis with a different
approach gave an almost identical estimate of the
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proportion of maternal deaths in 2008 in developing
regions averted by contraceptive use.”

The estimates by Ross and Blanc® and Darroch and
Singh* assume that the obstetric risk is the same
for averted and other births. To assess the additional
contribution of contraceptive use to reduced obstetric
risk (MMRatio), we examined their covariance over time
for 40 developing countries (figure 2). The simple
relation shows that each percentage point increase in
contraceptive use is associated with a reduction of
8-5 maternal deaths per 100000 births. To control for
confounders, we did a panel regression analysis of
change in MMRatio and contraceptive use for these
40 developing countries over 12 years (appendix). The
model shows that for each percentage point gain in
contraceptive use, the MMRatio decreased by 4-3 deaths
per 100000 births. We estimate that increased contra-
ception use resulted in a 26% overall decrease in
MMRatio over the 12 years studied. In terms of the
number of maternal deaths averted, contraceptive use
contributes to an additional 3-7% reduction per year.

By assessing the results of meeting unmet need for
family planning, investigators can gauge the potential of
contraception to further reduce maternal mortality.
With Demographic and Health Survey data (1985-2000),
Collumbien and colleagues” estimated that 90% of
abortion deaths and 23-6% of obstetric deaths per year
(32% of all maternal deaths) are preventable if all women
wanting to stop childbearing use effective contraception.
A subsequent analysis reached a similar conclusion—
ie, that maternal deaths could be reduced by 28% by the
fulfilment of unmet contraceptive need.”

Because contraceptive use is estimated to have averted
43-44% of maternal deaths in 2008,””* and to account for
an additional 3-7% reduction in maternal deaths due to
its indirect effect on obstetric risk, contraceptive use in
developing countries prevents 47-48% of maternal
deaths per year. Its effect is further amplified if near-miss
cases (severe but non-fatal maternal morbidity episodes)
are considered along with maternal deaths.

Perinatal health

Conde-Agudelo and colleagues™ reported the results of
a comprehensive systematic review and meta-analysis
of observational studies investigating the association
between interpregnancy interval and adverse perinatal
outcomes. 67 studies whose results were adjusted for at
least maternal age and socioeconomic status, including
more than 11 million pregnancies, met the strict
inclusion criteria. 26 of these studies provided data for
meta-analyses, 16 provided data for preterm birth, ten for
low birthweight, 13 for small for gestational age, seven
for fetal death, and four for early neonatal death.

The meta-regression curves showed a J-shaped relation
between risk of these five adverse perinatal outcomes and
interpregnancy interval (figure 3). For preterm birth, low
birthweight, and small for gestational age, the highest
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Figure 2: Maternal mortality ratio and contraceptive use in married women in 40 countries over time
Estimates of contraceptive use were obtained from Demographic and Health surveys, done between 1986 and
20009, in 40 developing countries (countries and dates listed in the appendix). The WHO time series of estimates?”

was used to obtain maternal mortality ratios that corresponded to the dates of each of the contraceptive use

estimates. The first datapoint corresponds to the earliest Demographic and Health survey data available for that
country, and the second datapoint corresponds to the most recent survey data. The average length of time

between surveys was 12 years (ranging from 4-21 years). Median slope -85 (IQR-22-2 to -2-3).
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Figure 3: Log odds ratio of adverse perinatal outcomes according to interpregnancy interval
Meta-regression curves of adverse perinatal outcomes according to interpregnancy interval, adapted from results

from Conde-Agudelo and colleagues’ meta-analysis.**

risk was for intervals shorter than 20 months and longer
than 60 months. For both fetal and early neonatal death,
the highest risk was for intervals shorter than 6 months
and longer than 50 months. Infants conceived
18-23 months after delivery of the previous child had the
lowest risks of adverse perinatal outcomes and were used
as the referent category. Infants born to women with
interpregnancy intervals shorter than 6 months had
pooled adjusted ORs of 1-4 (95% CI 1-2-1-6) for preterm
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Figure 4: Adjusted relative risks of infant mortality, child mortality, and stunting according to interval
between preceding birth and conception
Pooled data from 52 Demographic and Health Surveys, adapted from results from Rutstein’s analysis.*

birth, 1-6 (1-4-1-9) for low birthweight, and 1-3 (1-2-1-3)
for small for gestational age, compared with infants born
to women with intervals of 18-23 months. Likewise,
infants born after an interval of 6-17 months were 5-14%
more likely to have these adverse outcomes than were the
referent group. Intervals longer than 59 months were also
associated with a significantly greater risk for these three
adverse perinatal outcomes (OR 1-20 [95% CI 1-17-1-24]
for preterm birth; 1-43 [1-27-1-62] for low birthweight;
1-29 [1-20-1-39] for small for gestational age). Subgroup
analyses according to study setting revealed that the
negative effect of interpregnancy intervals shorter than
6 months on the risk of both preterm birth and low
birthweight was significantly greater in developing
countries (adjusted ORs 2-3 [95% CI 2:2-2-4] and 2-1
[2:0-2-3], respectively) than in developed countries
(adjusted ORs 1-3 [1-2-1-3] and 1-5 [1-4-1-6], respec-
tively). These results showed that interpregnancy intervals
shorter than 18 months and longer than 59 months were
significantly associated with increased risk of preterm
birth, low birthweight, and small size for gestational age.

Subsequent studies from both developed and develop-
ing countries have corroborated the results reported in
this systematic review.”* A nation-based cohort study
from Israel, of 440838 livebirths, reported that an inter-
pregnancy interval shorter than 6 months was associated
with a statistically significant increased risk for early
neonatal death (adjusted OR 1-64 [95% CI 1-22-2-19]).*
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The mechanisms by which short intervals between
pregnancies can affect perinatal health are widely
debated. The most important hypothesis is maternal
nutritional depletion caused by the close succession of
pregnancies and periods of lactation. Smits and Essed®
suggested that the excess risk of adverse perinatal
outcomes after short interpregnancy intervals could be
attributable to insufficient repletion of maternal folate
resources. In pregnant women not taking folic acid
supplements, maternal serum and erythrocyte concen-
trations of folate begin to decrease 5 months into
pregnancy and remain low for several months after
delivery. If a woman becomes pregnant before complete
folate has been restored, she will have a higher risk of
folate deficiency and a subsequent increased risk for
adverse perinatal outcomes. With respect to the adverse
effects of long intervals, Zhu and colleagues” suggest
that physiological reproductive capacities gained during
pregnancy begin to gradually decline after delivery, and
reported that perinatal outcomes after an interpregnancy
interval of 60 months or longer were similar to those of
primigravid women.”

Infant and child mortality and health

Of the possible demographic effects on child health,
birth spacing has been the main focus. A comprehensive
analysis by Rutstein” examined the effect of the length
of time from the birth of the preceding child to the
conception of the index child using pooled data for
more than 1 million births from 52 Demographic and
Health Surveys. A large number of demographic and
socioeconomic factors were controlled through regres-
sions. We show the key adjusted results in figure 4. For
infants (children younger than 1 year), the shorter the
interval (18 months or less), the greater the mortality
risk. Very long intervals of 60 months or more were
associated with higher risks. In the 52 surveys, about
50% of second births and 70% of third-order (or higher)
births were conceived after intervals of less than 24 and
36 months, respectively, and the population attributable
risk suggested that infant mortality would fall by 7-5%
if women avoided conceiving during the 24 months
after a preceding birth (equivalent to a birth interval
of less than 33 months). These results are broadly
similar to a systematic review® and earlier crossnational
studies.** Expressed in terms of interbirth intervals,
children born within 2 years of an elder sibling have a
60% increased risk of infant death, and those born
within 2-3 years a 10% increased risk, compared with
those born after an interval of 3 years or longer. We
discuss issues of measurement error, confounding, and
causation in the appendix.

In early childhood (ages 1-4 years), Rutstein’s analysis®
suggests that the risks associated with short intervals
are greater than are those in infancy, and decrease
consistently as the interval lengthens. However, most
other investigations have noted that the effects of short
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intervals on mortality in children older than 1 year are
smaller than are those in infants.*** A conservative
interpretation of all major studies suggests that a
preceding interval of less than 2 years raises risk of death
at ages 14 years by about 40%. Finally, Rutstein’s analysis
points to substantially raised risks of stunting in
surviving children born after a short preceding interval
(figure 4), a result consistent with a systematic review.”

Earlier crossnational studies reported that the birth of a
younger sibling within 2 years of the index child was
associated with a doubling of mortality at ages 1-2 years,
and smaller adverse effects at ages 2-4 years.®™*
Therefore, if all children were spaced by a gap of at least
2 years, estimates suggest that the infant mortality rate
would fall by about 10%, and mortality of children aged
1-4 years by 21%.*

Other avoidable demographic risk factors for child
survival include births to mothers at the limits of the
reproductive age range, and those of a high order.
Children born to women younger than 18 years have an
excess mortality risk of about 40%* and are more likely to
be stunted and anaemic than are those born to women
older than 18 years.” However, after adjustment for birth
spacing, children born to women aged 35 years or older
were not disadvantaged. Excess child mortality caused by
birth order is restricted to orders seven or higher and is
20%, relative to orders two to three.” Because births to
very young mothers and of very high order are
uncommon, their avoidance would do little to reduce
child mortality.

Non-contraceptive health benefits and risks of
specific methods

Compelling evidence exists for the overall health benefits
of modern contraceptives exceeding the health risks
for most women, and that the risks associated with use
are less than are those of non-use.”” Although the
contraceptive benefits of modern methods are broadly
the same, the non-contraceptive benefits and risks are
specific to each method.

The most prevalent method of contraception worldwide
is surgical sterilisation. Female sterilisation (tubal
sterilisation) and male sterilisation (vasectomy) have
immediate surgical risks, but the risks of death and
serious morbidity are very small with tubal sterilisation
and even lower with vasectomy.” Many studies have
shown that, in general, both tubal sterilisation and
vasectomy seem to have little long-term health effects—
either positive or negative—beyond the noted beneficial
effects on pregnancy prevention. Tubal sterilisation is
associated with a reduced risk of ovarian cancer.”
Although the risk of pregnancy is low after tubal
sterilisation, when pregnancy does occur, it is more likely
to be ectopic; however, the absolute risk of ectopic
gestation is lower than when no contraception is used.*

Worldwide, intrauterine devices (IUDs) are the most
widely used modern method of reversible contraception,

www.thelancet.com Vol 380 July 14,2012

and results of studies show overall health benefits and
few long-term risks for most women. The risk of pelvic
inflammatory disease is very low in women fitted with an
IUD who have a low risk for sexually transmitted
infections (about 1-6 per 1000 women), but women with
cervical chlamydial or gonococcal infections who have an
IUD are at increased risk.* IUDs have been associated
with a reduced risk of endometrial cancer,” and a pooled
analysis suggests a possible reduced risk of cervical
cancer.”® Levonorgestrel-releasing IUDs reduce men-
strual blood loss. As with tubal sterilisation, pregnancies
during use are very uncommon, but are more likely to be
ectopic when they occur, but the absolute risk is lower
than when no method is used.”

Combined oestrogen—progestogen oral contraceptive
pills (OCPs) are among the most widely used modern
contraceptive methods in many countries and are also
among the best studied drugs in history. An analysis of
data from a large UK cohort study with long-term
follow-up reported that use of OCPs slightly reduces all-
cause mortality.”® OCPs are associated with very low
relative and absolute risks of cardiovascular disease in
young healthy women who do not smoke, although
women aged 35 years or older who smoke are at
increased risk.” They reduce the prevalence of anaemia®
and decrease the risk of endometrial and ovarian cancer,
with this effect increasing with length of use and
persisting long after discontinuation of use.®¢" Whether
OCPs have any effect on the risk of breast cancer is
unclear. A pooled analysis of 54 studies reported a small
increase in risk of breast cancer in OCP users that was
not present in past users,” but a subsequent large US
study reported no such increase.® Studies suggest an
increased risk of cervical cancer in OCP users who are
positive for human papillomavirus (HPV) DNA, but not
in those negative for HPV DNA.® A pooled analysis
showed that OCP users had a raised risk of cervical
cancer that increased with duration of use and decreased
after cessation of use, with the risk returning to that for
never users after 10 years.*

Progestogen-only implants and injections are also
common in some countries. Depot medroxyproges-
terone acetate injections are associated with bone loss
during long-term use that seems to be largely, if not
fully, reversible with discontinued use. Whether use by
adolescents will affect their peak bone mass and risk of
fractures as they get older is unknown.*

Evidence for the safety of hormonal contraceptives and
IUDs in women with HIV/AIDS is scarce, but available
studies are generally reassuring about adverse health
effects, including disease progression in infected women
and HIV transmission to uninfected partners.® One
randomised trial,” however, reported increased risks of
disease progression and death in hormonal contraceptive
users compared with IUD users, and a prospective cohort
study of HIV-1 serodiscordant couples in seven African
countries® reported that use of hormonal contraception
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increased risk of both male-to-female and female-to-male
transmission of HIV to uninfected partners. Studies of
whether hormonal contraceptives increase the risk of
HIV infection have been difficult to interpret because of
challenges in controlling for several confounding factors.
A 2012 WHO technical consultation concluded that the
use of hormonal contraceptive methods by women with
HIV or at high risk for HIV should not be restricted, but
issued a detailed clarification for women receiving pro-
gestogen-only injections because of the inconclusive
evidence about risk of HIV infection.®

Although serious health risks associated with contra-
ception are uncommon, side-effects are common,
particularly with the most effective methods. For
example, menstrual bleeding abnormalities are a
frequent side-effect of hormonal contraceptives and
IUDs, and the loss of regular menses might affect the
acceptability of these methods in some regions.” In
general, although side-effects are minor, they can be
unacceptable and are the most frequently cited reason
for discontinuation. Typically, 30-50% of women discon-
tinue use of OCPs or contraceptive injections within
12 months because of side-effects or health concerns,
although most switch promptly to alternatives.”

Discussion

Contraception is unique among medical interventions
in the breadth of its positive outcomes. Reproductive
choice is one of the more fundamental human rights,
and by freeing women from an incessant cycle of
pregnancy, breastfeeding, and child care, contraception
represents a huge step towards greater gender equality.
The benefits to families of fewer children, in whom more
resources can be invested, and the benefits to societies of
reduced fertility and slowed population growth for social
and economic advance and preservation of local
environments are likewise important.

Evidence for the effect of contraceptive use on the health
and survival of women is particularly striking. We estimate
that increased contraceptive use has cut the number of
maternal deaths in developing countries by about 40%
over the past 20 years by reducing unintended pregnancies
and thus the number of times women face hazards of
pregnancy. Additional deaths have been prevented by a
reduction in births to women of high parities, who are at
greater obstetric risk than are those of low parities, and by
a reduction of recourse to unsafe abortion. Over an
average period of 12 years, we estimate that increases in
contraceptive use in developing countries reduced the risk
of death per 100000 livebirths by 28%.

The life-saving effect of contraception has largely run
its course in developed countries, and future major
contributions to reductions in maternal deaths, and
associated morbidity, are mainly restricted to countries
with high fertility, where unmet need for family planning
tends to be high and where abortion is typically illegal
and often unsafe. Most of these countries are located in

sub-Saharan Africa, and not surprisingly the proportion
of all maternal deaths worldwide occurring in this region
rose from 23% to 52% between 1980 and 2008.” Two
independent analyses®* using different methods came
to the same conclusion: elimination of the unmet need
for contraception in developing countries would reduce
maternal deaths by about 30%. This estimate overstates
the potential short-term contribution of contraception,
because unmet need can never be eliminated; however, it
understates the long-term contribution because need for
contraception in high-fertility countries will inevitably
increase over time. Especially in rural areas with poor
health infrastructure, family planning is the most cost-
effective and feasible way to reduce maternal deaths
because it does not rely on complex technology, unlike
some alternative interventions.”

Contraception is implicated in perinatal, infant, and
child health mainly through its potential to ensure
optimum spacing between successive pregnancies.
Evidence shows that, in developing countries, the risk of
prematurity and low birthweight doubles when
conception occurs within 6 months of a previous birth.
The importance of this link is magnified by the
association between fetal growth and the incidence of
coronary heart disease and stroke in adult life.”*

The relation between spacing and infant survival is
well known and frequently given as a compelling reason
for investments in family planning. Less well known is
the persistence of the effect of short preceding intervals
into early childhood (ages 1-4 years). Moreover, survival
chances in early childhood are seriously jeopardised
by the birth of a younger sibling within 2 years. This
double jeopardy is of huge importance for child health
programmes in high fertility countries of sub-Saharan
Africa where about 60% of children have older and
younger siblings and where deaths of children older than
1year comprise 30-50% of all deaths in children younger
than 5 years.

The main contribution of increases in contraceptive
use to perinatal, infant, and child health has been to
reduce the number of pregnancies and thereby increase
the proportion of children who are first born (and thus
have no preceding interval) and last born (and thus
have no succeeding interval). However, the effect of
contraceptive use on interbirth spacing has been
disappointingly small. One reason for this weak link is
the emphasis in some countries on sterilisation to restrict
family size, which has overshadowed promotion of
methods for birth spacing. A greater emphasis on post-
partum family planning services is needed and attempts
to re-invigorate the idea of birth spacing, spearheaded by
the US Agency for International Development and
WHO, are welcome.” This initiative holds particular
promise in Africa, where great value is attached to
adequate intervals between successive births.

The substantial effect of contraception on health is
often overlooked by medical specialists, perhaps because
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the evidence, with the exception of the important non-
contraceptive health benefits of specific methods, has
been generated largely by demographers and reported in
non-medical journals. Another reason for neglect might
be that contraceptive technology is well established and
perceived as unexciting. Additionally, emphatic advocacy
of family planning is linked to population control, which
has become deeply unfashionable. One result of the long
silence on these subjects has been the steep decrease in
international funding of, and vocal support for, family-
planning programmes. In terms of maternal and child
health, a heavy price has been paid for this neglect,
particularly in Africa. We believe that redress of this
imbalance is long overdue.
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