This project is sponsored by
Bayer Pharma AG, Berlin
as a contribution to public policy debate.

First printed in June 2013. Reprinted in August 2013 and April 2014.
To download this report, please go to: http://www.ippfen.org/resources/barometer-womens-access-modern-contraceptive-choice
Printed on 100% recycled paper

01

About
the partners
The International Planned Parenthood Federation European Network
(IPPF EN) represents one of the six regions of the International Planned
Parenthood Federation which was founded in 1952 and is the strongest
global voice safeguarding sexual and reproductive health and rights
(SRHR) for people everywhere. IPPF EN includes 40 membership-based
associations throughout Europe and Central Asia, as well as the Regional
Office in Brussels, Belgium. IPPF EN has a participative status with the
Council of Europe and a special consultative status with the Economic
and Social Council of the United Nations (ECOSOC). IPPF EN led the
development of this report by providing input and expertise, defining
the report structure and content, coordinating the involvement of
relevant member associations and the wider network of experts in the
countries covered in this report, and formulating the key findings and
policy recommendations.
For more information about IPPF EN, visit
www.ippfen.org/en
The data collection in the countries was led by the following:
IPPF member associations:
Bulgarian Family Planning and Sexual
Health Association (BFPA), Bulgaria
Czech Family Planning and Sexual
Health Association (SPRSV), Czech Republic
pro familia, Germany
Family Planning and Sexual
Health Association (FPSHA), Lithuania
Rutgers WPF, The Netherlands
Society for Family Development (TRR), Poland
National Federation for Family Planning
(FPFE), Spain
Lead experts or organisations:
Italian Medical Society for Contraception (SMIC), Italy
Dr. Elisabeth Aubény, France
Dr. Lena Marions, Sweden

Endorsed by:

The European Society of Contraception and Reproductive Health (ESC) was founded
on December 26, 1988 in Paris, France.
The aims of the Society are to provide information and improve access to
contraception and reproductive healthcare in European countries, to promote availability
of all established methods of contraception, to commission and carry out epidemiological and sociological studies and other types of research on contraception
and reproductive health care in European countries, and to co-operate with relevant
organisations and institutions sharing the Society's goals throughout the world.
In 2010, the General Assembly of the ESC adopted The Sexual Rights Declaration
as issued by the International Planned Parenthood Federation (IPPF, 2008) in the The
Hague Declaration on Sexual and Reproductive Health in Europe.
For more information about ESC, visit www.escrh.eu

The International Centre for Reproductive Health (ICRH) is a multidisciplinary
research institute within Ghent University. The Centre was established in 1994 in
response to the International Conference on Population and Development (ICPD,
Cairo, 1994).
ICRH conducts research and intervention projects in all areas of reproductive
health (HIV, STI, HPV, maternal health, family planning, gender based violence…),
implements capacity building, provides community education, prevention and
HIV testing services, and advocates for sexual and reproductive health and
rights. ICRH is active in Africa, Latin America, Asia and Europe.
For more information about ICHR, visit www.icrh.org
ESC and ICRH are not accountable for the quality of the data collection and analysis.
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Foreword

Katarína NEVEĎALOVÁ,

Member of the European Parliament

The public health, social and personal challenges linked to unintended
pregnancies continue to be an invisible, neglected problem in today’s
society, despite Europe’s promises to citizens for better health, wellbeing
and prosperity. Important barriers and stigma persist and prevent the
implementation of effective policies to guarantee citizens’ access to
contraceptive choice across Europe.
The European Union has rightly supported research on sexual and reproductive health and rights in the past. However, we have so far failed
to give this issue the attention it deserves. Sexual and reproductive
health and rights should feature more prominently on decision makers
policy agendas. The EU has a key role to play in developing adequate
and effective supporting policies that encourage and empower national
governments to undertake meaningful measures for improving access
to contraceptive choice. It is time to have a real, profound debate about
what the EU and national governments can effectively do in order to
support each other and deliver our wellbeing promises to citizens. There
is also an urgent need to analyse what crucial steps should be undertaken to ensure that the current economic climate and subsequent impact on health systems does not jeopardise progress in the area of
sexual and reproductive health policies. In this sense, I welcome the
on-going debate on sexual and reproductive health and rights, led by
my esteemed colleague Edite Estrela (S&D, PT) within the European
Parliament Committee for Women's Rights and Gender Equality, of
which I am a member.
Women’s access to modern contraceptive choice is a crucial component
of health, gender equality, employment and education, which are at the
same time the pillars and drivers of a prosperous and healthy society. I
am therefore honoured to present the work undertaken by the International Planned Parenthood Federation European Network (IPPF EN). I
strongly believe this report provides a valuable basis for the debate and
will contribute to a better understanding of the need and value of targeted policies. I encourage everyone to take part in this debate and contribute to shaping a comprehensive, integrated policy approach to
access to contraceptive choice.

Katarína NEVEĎALOVÁ
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Introduction
This Barometer aims to provide a policy and status overview on young women’s access to modern contraceptive
choice across ten EU member states: Bulgaria, Czech Republic, France, Germany, Italy, Lithuania, The Netherlands,
Poland, Spain and Sweden. The selection of countries aims to ensure a meaningful and balanced geographical
scope and analysis.
In the context of this Barometer, ‘modern contraceptive choice’ refers
to young people and young adults’ rights to receive information on and
access to the full range of modern contraceptive methods in order to
facilitate informed personal decisions on their sexual life, fertility control
and management of their health.
‘Modern contraceptives’ refers to all non-emergency, reversible
contraceptive methods enabling young people and young adults to
prevent unintended pregnancies. They include a range of different
methods, namely male and female condoms, diaphragms, oral
contraceptives, vaginal contraceptive rings, contraceptive patches,
depot injections, and long-acting reversible contraception (LARC), e.g.
intra-uterine systems (IUS), intra-uterine devices (IUD), sub dermal
implants (SDI).
In general terms, sexual and reproductive health and rights (SRHR)
issues cover a broad range of areas including healthy sexual development,
equitable and responsible relationships and sexual fulfilment, freedom
from fear for unintended pregnancy, disease or infections, freedom
from fear of violence and other harmful practices related to sexuality.
In this Barometer, the SRHR focus is on fertility control and access to
modern contraceptives. More importantly, it includes the right
to control fertility, to have access to quality reproductive healthcare,
and to receive information and education so that young people
and young adults can make an informed reproductive choice
and can access the most appropriate contraceptive method to
prevent unintended pregnancies.
The report serves as a comparable policy tool, which illustrates the
need and value of re-establishing reproductive health as a policy priority
on the EU and national agendas and to embed modern contraceptive
choice as key component of integrated policies in order to prevent
unintended pregnancies and to empower women in their personal, social
and professional lives.

Eight different policy areas and corresponding Policy Benchmarks
have been identified and used as a reference to evaluate and rate
the countries’ situation with regard to access to modern contraceptive choice:
1

Policy making and strategy

2

General awareness of SRHR and modern
contraceptive choice

3

Education on SRHR and modern contraceptive choice
for young people and young adults

4

Education and training of healthcare professionals
and service providers

5

Provision of individualised counselling and quality services

6

Reimbursement schemes

7

Prevention of discrimination

8

Empowering women through access to modern
contraceptive choice

The report is structured along these eight Policy Benchmarks, displaying
within each of these eight policy areas the general findings for the ten
countries examined. In addition, ten country chapters showcase the
status regarding these policies for each country individually.
The Barometer conclusions and policy recommendations aim to provide
the basis for a road map towards the development of policies addressing
the unmet need for improved, equitable access to modern contraceptive
methods. To achieve this, the recommendations call for a structured
dialogue involving all relevant stakeholders, in particular women,
healthcare professionals, public authorities and decision makers.

Barometer
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Methodology
In a joint effort to increase young women’s access to contraceptive choice, this report has been developed by the
International Planned Parenthood Federation European Network (IPPF EN) with the support of Burson-Marsteller
Brussels. The project is supported by a grant from Bayer Pharma AG, Berlin, as a contribution to public health policy
towards improved delivery of healthcare and related health services.

The report builds on the findings of the IPPF EN SAFE I1 and SAFE II2 reports,
the European Commission REPROSTAT 3 report3, the WHO selected practice
recommendations for contraceptive use4, and the European Parliament note
on policies for sexuality education in the EU5.

Phase I – Development of Barometer concept
paper, Policy Benchmarks, questionnaire and
scoring system (January – June 2012)
The scope of the Barometer aimed to be geographically balanced and provide
a representative and European-wide overview, while respecting the time and
resource constraints of the project. The following ten countries were selected
to be included: Bulgaria, Czech Republic, France, Germany, Italy, Lithuania,
The Netherlands, Poland, Spain and Sweden.
Eight Policy Benchmarks, related to access to contraceptive choice, were developed based on which the countries have been scored in order to assess
the degree to which policies exist and are implemented, monitored and
evaluated. The eight Policy Benchmarks are based on the policy areas
analysed in the IPPF EN SAFE reports and are considered key policy
components of an effective policy approach to ensure access to modern
contraceptives. Each Policy Benchmark is analysed in a dedicated chapter in
this Barometer report.

Phase II – Initial collection of information
(July – October 2012)
An online multiple choice questionnaire was developed with the aim of
obtaining an overview of each country’s performance in each of the eight
Policy Benchmarks, but also a comparison of the policy measures (or lack
thereof) between countries.
The project partners selected IPPF EN Member Associations and other
independent national experts to complete the questionnaire. Their input
was collected between July 2012 and October 2012. The information from
the national experts in France was collected between December 2012 and
February 2013.
The respondents were asked to select the multiple choice answer that best
described their country reality, based on desk research, professional and
personal expertise and experience, and consultation of experts from
their network. Comment boxes were included throughout the questionnaire
to allow respondents to include references and further clarifications where
deemed necessary in order to allow correct analysis and scoring of the country
situation.
This evidence-based approach facilitated the distinction of information
based on public domain resources and information based on respondents’
professional views. Respondents were asked to reference all the information
that was based on public resources.

Phase III – Analysis of the information
collected, clarification, rating and drafting
(November 2012 – February 2013)
Based on the multiple choice questionnaire, the partners jointly developed a
scoring system, which aimed to reflect the weight and importance of every
policy measure within each Policy Benchmark. Partners agreed upon a point
allocation for each multiple choice answer in order to enable consistent
cross-country comparison of results.

The Barometer rating process followed the predefined point allocation for
each possible answer and aimed to provide a comparative analysis of the
situation in the ten countries with regard to each of the Policy Benchmarks.
The points allocated to the multiple choice answers generally ranged
between 0-10 points, with 0 points representing a lack or policy gap and
10 points representing the best policy situation.
A number of guidance documents, such as a rating guide, which included
definitions for the Policy Benchmarks, and a glossary were developed in
order to support the national experts in answering the questionnaire,
facilitate the rating exercise and ensure consistency in the scoring
amongst different countries.
The cross-country comparison took place at two levels:
The sum of all of the points allocated to the answers chosen per country
resulted in the ‘Country Specific Total’ (CST) score, indicating the country’s
overall divergence from the eight Policy Benchmarks.
The breakdown sum per Policy Benchmark allowed for policy-specific
ranking between the countries and within countries for each of the eight
Policy Benchmarks.
The sums were then transformed from a point value between 0-10 to a
0-100% score to facilitate comparison.
Each of the eight Policy Benchmarks has been allocated an equal weight.
Although the maximum score can vary between Policy Benchmarks
depending on the number of questions, the total weight assigned to each
Policy Benchmark equals 100%.
The Barometer report content, illustrative graphs, key findings and policy
recommendations are based on the information gathered through the
Barometer survey and related scores.

Phase IV – Expert review
(February – March 2013)
The report was reviewed by IPPF EN and experts at national level.
Additional notes
New initiatives or developments may have occurred after the finalisation
of this report.
The information collected is based on the knowledge and professional
expertise of the respondents (see list of consulted organisations and
experts in Annex 1 of this report).
The online questionnaire was available in English. Where necessary, IPPF
EN provided clarifications and guidance to experts who were not native
English speakers.
The Barometer report, multiple choice questionnaire and
the scoring overview can be found at: http://www.ippfen.org/
resources/barometer-womens-access-modern-contraceptive-choice
If you wish to send us your feedback, comments or any questions you
may have regarding the methodology and this report, please do not
hesitate to contact IPPF EN at info@ippfen.org or IPPF Senior
Programme Advisor, Marieka Vandewiele at: mvandewiele@ippfen.org.
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Conclusions
The Barometer results demonstrate the unmet need for improved, equitable access to modern contraceptive methods,
through consistent, targeted policies in a wide range of often interconnected areas. For each of the ten European
countries examined, significant gaps and loopholes were revealed regarding the approach to sexual and reproductive
health and rights (SRHR) related policies.
The prevention of unintended pregnancies should be a priority in modern societies. Women empowerment, employment
and integration are crucial elements for the wellbeing of women and of society as a whole, particularly in the current
economic climate. It is therefore crucial that decision makers and competent authorities include modern contraceptive
choice as key component of integrated policies in the areas of sexual and reproductive health, gender equality,
women empowerment, family planning, employment and education.
Provide adequate funding for policy implementation, especially in times of
financial crisis to ensure a successful outcome of SRHR policies (e.g.
reducing the broader impact of unintended pregnancies on health
and social systems).
Develop efficient monitoring and evaluation systems with clear indicators
to measure the success of policy implementation and to inform policy
review.

Overview Country Specific Total
across all Policy Benchmarks
73.7%

69.6%

67.2%

62.8%

2 General Awareness through
Awareness Campaigns

42.5%
33.4% 32.8%
22.4%
12.2% 10.6%

DE

NL

FR

SE

ES

PL

BG

IT

CZ

LT

Policy Recommendations
In order to ensure appropriate policy focus and progress in both the
prevention of unintended pregnancies and the promotion of women’s
empowerment, we call upon policy makers at EU and national level to
embrace the following policy recommendations:
1

Policy Making and Strategy

Develop an integrated and comprehensive national SRHR policy framework,
which includes a specific focus and targeted measures on family planning,
fertility control and access to modern contraceptive choice.
Include the following components as part of an integrated, comprehensive
SRHR policy approach: raising public awareness of SRHR and modern contraceptive choice, sexuality education, education and training of healthcare
professionals and service providers, provision of individualised counselling,
reimbursement schemes, prevention of discrimination, and women
empowerment through access to modern contraceptive choice. (See below
for further recommendations for each policy component).
Create adequate platforms to involve stakeholders, including NGOs,
healthcare professionals and service providers, and family planning organisations, in the development, implementation and evaluation of SRHR
policies and strategies.
Include targeted provisions to address the specific needs of vulnerable
people at risk of social and economic exclusion, in particular young women
whose access to modern contraceptives may be hindered by financial and
social difficulties, even more so in the current economic context.

Implement regular, extensive awareness campaigns on SRHR and fertility
control, which are not solely dedicated to the prevention of sexually transmitted infections (STIs) but also aim to prevent unintended pregnancies
by disseminating information on the full range of modern contraceptive
methods, as well as their use and benefits. Provide adequate financial
support to ensure targeted outreach and nation-wide implementation.
Ensure appropriate involvement of all key stakeholders in the development,
implementation and evaluation of awareness campaigns (e.g. women’s
and youth interest groups and NGOs, healthcare professionals etc.).
Address fertility control in the framework of awareness campaigns
on gender equality and equal opportunities for women.
Implement adequate monitoring systems with targeted evaluation criteria
to measure the success of awareness campaigns and inform the review
of SRHR policies.
3

Sexuality Education at Schools

Ensure that sexuality education is mandatory at schools for all pupils.
Ensure that sufficient time is allocated to sexuality education at schools.
Develop content guidelines and general objectives for sexuality education
programmes at different school levels, adapted to pupils’ age and based
on up-to-date scientific information.
Ensure that sexuality education programmes are regularly reviewed and
updated.
Ensure involvement of relevant stakeholders, including parents, in
the provision of sexuality education.
Develop teachers’ guidelines and provide appropriate training on how to
provide sexuality education, including on how to address cultural diversity.
Develop relevant information materials to support quality teaching.
Ensure that sufficient resources are available to provide adequate sexuality
education across the country.

Barometer
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6 Reimbursement of
Contraceptive Methods

4 Education and Training of Healthcare
Professionals and Service Providers

Ensure equal access and availability of all modern contraceptive methods
across the country.
Develop adequate reimbursement schemes for modern contraceptive
methods that take into account financial barriers of young women and
vulnerable groups at risk of social and economic exclusion, bearing in mind
that adequate reimbursement leads to a reduced number of unintended
pregnancies and subsequently lower healthcare costs.
Ensure regular review of reimbursement schemes to include innovative
contraceptives and broaden access to contraceptive choice for all.

Develop and implement nation-wide, evidence-based guidelines for healthcare professionals on modern contraceptive service delivery, individualised
counselling, and the full range and use of modern contraceptives.
Define minimum quality standards and include provisions to inform
professionals based on the latest scientific evidence.
Support the development and implementation of mandatory education
programmes and postgraduate training on fertility control, family planning
and modern contraceptive choice targeted at medical students and
healthcare professionals in order to ensure quality counselling for women.

7

5

Provision of Individualised Counselling
and Quality Services on SRHR
Include individualised counselling as a key component of quality sexual and
reproductive health services.
Implement measures to ensure minimum quality standards and availability
of counselling services targeted at young women and couples.
Develop and regularly update guidance for healthcare professionals and
healthcare providers on individualised SRHR counselling, including
information on the full range of contraceptives and indications on how to
counsel women and couples, based on their personal health conditions and
needs, professional career, desired family size and lifestyle choices.
Include individualised counselling in postgraduate programmes and
as key objective of the medical curriculum and practicum for healthcare
professionals and service providers.
Develop and implement monitoring and evaluation systems for individualised counselling as part of the overall evaluation of healthcare service
delivery.

Prevention of Discrimination and SRHR

Develop targeted provisions to address social and health inequalities and
specific challenges of vulnerable groups in all SRHR policy measures aimed
to improve access to modern contraceptive choice.
Address stigmatisation as a barrier to seeking and providing SRHR and
counselling services.
8 Women Empowerment through Access
to Modern Contraceptive Choice

Develop specific measures aimed to improve access to contraceptive
choice and fertility control in the context of general policies on gender
equality, inclusion and equal opportunities. Recognise that unintended
pregnancies undermine women s integration into society, employment,
achievement of personal aspirations, and economic contribution to the
broader society.
Implement nation-wide evaluation and monitoring systems aimed to assess
the effectiveness of gender equality policies and their impact on women’s
wellbeing and personal development, including in the area of fertility control
and family planning.

Overall Scoring by Policy Area and Country

Bulgaria
Czech Republic
France
Germany
Italy
Lithuania
The Netherlands
Poland
Spain
Sweden

Policy
Making

Awareness
Raising

Sexuality
Education

24.0%
5.2%
57.3%
92.7%
5.2%
0%
64.6%
37.5%
49.0%
41.7%

35.7%
0.0%
63.1%
83.3%
11.9%
11.9%
60.7%
38.1%
25.0%
59.5%

24.4%
16.3%
67.4%
72.1%
41.9%
10.5%
62.8%
39.5%
25.6%
46.5%

HCP
Women
Prevention of
Education Individualised
and Training Counselling Reimbursement Discrimination Empowerment
56.8%
10.5%
77.9%
82.1%
27.4%
6.3%
87.4%
52.6%
57.9%
85.3%

28.7%
24.3%
72.2%
77.4%
20.0%
8.7%
77.4%
24.3%
53.0%
67.8%

14.3%
14.3%
60.0%
57.1%
28.6%
14.3%
71.4%
14.3%
57.1%
57.1%

45.5%
9.1%
54.5%
50.9%
36.4%
18.2%
90.9%
18.2%
45.5%
72.7%

22.0%
16.0%
80.0%
36.0%
16.0%
30.0%
30.0%
22.0%
22.0%
76.0%
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Overall Scoring by Policy Area and Country
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1

Barometer results
by Policy Area

Policy Making
and Strategy
Policy plays a crucial role in ensuring the organisation of and access to the necessary information and services, which
allow people to make informed choices about their fertility and to prevent unintended pregnancies. In order to be
effective, focus on the relevant objectives, and shape the best strategies, policies related to sexual and reproductive
health and rights (SRHR), including fertility control should be developed by governments, in close cooperation and with
the active engagement of relevant stakeholders. These stakeholders include civil society organisations, NGOs,
healthcare professionals, young adults, women, educational authorities etc. Monitoring systems are vital in order to
evaluate the impact and effectiveness of all policies and initiatives in place, and inform any necessary review.

Key findings
Only a few national governments, among the ten countries
examined, have shaped and implemented a comprehensive
SRHR strategy, with a specific focus on fertility control and
access to modern contraceptive choice. At the time of this
survey, there were ongoing plans in two countries to develop
their first SRHR strategy, with a focus on contraceptive choice.
Policy measures on SRHR are generally scattered and limited.
Poor or lack of political attention and financial support for
SRHR are common obstacles to the effective development
and implementation of comprehensive SRHR policies in the
countries examined.

General overview –
how do countries score?
Germany ranks considerably higher than the other countries examined
in this survey. It scores high in all aspects related to the establishment,
implementation, and evaluation of a national SRHR policy strategy.
Germany is followed by The Netherlands, which although not as highly
ranked, also scores above average amongst the ten countries examined,
both in terms of existence and implementation of a national SRHR strategy.

The level of stakeholder involvement in the development and
implementation of SRHR policies varies significantly across
countries, ranging from systematic involvement in a structured
manner, to occasional dialogue with stakeholders or even
no involvement at all.
Monitoring and evaluation systems of SRHR policies are
considered poorly developed in almost all countries examined.
Monitoring indicators are limited and vary across countries.

Other areas for improvement in the field of SRHR policies include
the involvement of stakeholders in the strategy development and
implementation and ensuring the quality of monitoring systems.
In Spain, Poland, Sweden and Bulgaria, governments are engaged in
SRHR related policies. However, plans are at an early stage or policies
are not being implemented effectively.
In Italy, the Czech Republic and Lithuania, SRHR policies are ranked very
low or are practically absent from the institutional agendas.

In France, although a comprehensive national policy framework on SRHR
exists, it does not address all modern contraceptive methods, as it only
focuses on oral contraceptives and long-acting reversible contraception
(LARC) and not on other methods, such as patches and depot injections.

Religious sensitivities are considered to play a major role in the lack and
poor implementation of SRHR policies in Italy, Lithuania and Poland.

Policy Making and Strategy

Germany, France and The Netherlands are the only countries examined in
this survey which have adopted and implemented a national strategy or
comprehensive policy framework on SRHR, financially supported by the
government, with a focus on access to modern contraceptive choice.

Policy Benchmark 1

92.7%

In France, the policy framework does not address all modern contraceptive
methods.

64.6%

In Poland and Spain, the national SRHR strategy currently lacks sufficient
political and financial support from the government and is not fully
implemented. In Spain, this is partly explained by the regionalisation
of relevant competences, which leads to significant regional disparities.

57.3%
49.0%
41.7%

37.5%
24.0%
5.2%

DE

NL

Existence and implementation of national
SRHR strategies or policy frameworks

FR

ES

SE

PL

BG

IT

5.2%
CZ

0.O%
LT

At the time of this survey, the development of a specific national SRHR
strategy, including a focus on contraceptive choice, was under discussion
in Bulgaria, prompted by stakeholders, and in Sweden.
The Czech Republic, Italy and Lithuania have no national SRHR strategy in
place. In these countries, stakeholders and experts have repeatedly called
for the adoption of a comprehensive policy framework to support family

11

Existence and implementation
of national SRHR strategies
or policy frameworks

other relevant organisations are closely involved in the development of
the national SRHR strategy and are also expected to play a significant
role in the implementation. In Germany, however, relevant stakeholders
are less involved in the implementation.
In Poland, France, The Netherlands and Spain, stakeholders are only
involved in policy development and implementation and not in a structured manner to a certain extent.
In Bulgaria, NGOs are driving the SRHR debate. Although their expertise
is recognised, the government only refers to these knowledgeable
partners on an ad hoc basis, when specific and technical questions
need to be addressed or when an emergency response is needed.
In the Czech Republic, Italy and Lithuania, dialogue between the
government and stakeholders is very limited or non-existing.

Yes

No

Strategy not fully
implemented

Strategy under
development

planning and ensure access to contraceptive choice. They consider that
specific measures in the area of fertility control are limited and are
undertaken only occasionally, following pressure from NGOs and the
medical community.
In the Czech Republic and Italy, SRHR are indirectly addressed through
other scattered policy initiatives. In Italy, regionalisation hinders the
development and implementation of a comprehensive country-wide SRHR
strategy. In the Czech Republic, this scattered approach is considered to
prevent continuity and consistency of policy action in SRHR.
Failed policy attempts to improve access to SRHR and contraceptive choice
have taken place in the Czech Republic and Poland (e.g. a recent policy
proposal to improve access to modern contraceptive choice was rejected
by the national Parliament in Poland).
At the time of the survey, Sweden and Bulgaria were waiting for the
formal adoption of a targeted SRHR strategy to replace the scattered
policy initiatives.

Stakeholder involvement in the
development and implementation
of national SRHR related policies
Germany and Sweden are the only countries examined in this survey
where stakeholders are systematically involved in the development of
SRHR related policies. In Sweden, NGOs, healthcare professionals and
Involvement of stakeholders
in policy development

Limited or
non-existing
involvement:

CZ
IT
LT

30%

BG
PL
FR
NL
ES

Germany is the only country among the ten countries examined which
has developed and implemented a systematic review process for SRHR
related policies to answer to shortcomings and gaps identified by policy
evaluations in a timely manner.
In Poland, France, The Netherlands and Spain, SRHR related policies
are also reviewed, but not systematically.
Germany, France and The Netherlands have monitoring and evaluation
systems in place, which aim to assess the impact of SRHR policies. In
France, however, these evaluation systems do not involve stakeholders.
A change in the number of unintended pregnancies is the most
common evaluation indicator used in monitoring systems, where these
exist. Other indicators that are often used by the examined countries
include shifts in people’s attitude, women’s access to education, and
women’s integration in the labour market. In The Netherlands,
the number of GP consultations, youth sexual health services on
contraception, unintended pregnancies, teenage pregnancies, and
abortions are used to monitor and evaluate SRHR policy.
In Poland, Spain and Italy, the monitoring and evaluation systems in
place are not properly implemented.

50%
Involved to
a certain
extent only:

Existence of monitoring and evaluation
systems and SRHR policy review

20%

In Bulgaria, there are plans to develop monitoring systems within the
new SRHR strategy, which were being discussed at the time of this
survey.
Systematically
involved in
SHRH policy
development:

SE
DE
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2

Barometer results
by Policy Area

General Awareness of Sexual
and Reproductive Health and Rights
and Modern Contraceptive Choice
Access to comprehensive information on sexual and reproductive health and rights (SRHR) as well as services and the
full choice of contraceptive methods is crucial to help prevent unintended pregnancies and promote informed choice
on fertility control, health management and lifestyle. Targeted communication tools (flyers, posters, brochures) and
communication channels (conferences, events, informative websites, (social) media coverage etc.) are all valuable to
reach the target audience and to provide comprehensive information on fertility control and modern contraceptives.
When developing SRHR awareness campaigns, the involvement of civil society organisations, NGOs, healthcare
professionals, women and young people is important to ensure that everyone’s needs are covered and effective
campaigns are put in place.

Key findings
In most countries examined, experts believe that general
public awareness of SRHR and contraceptive choice is low.
They consider this the result of a lack of government
support, lack of resources, and/or lack of a coordinated
governmental approach.
At the time of this survey, only three countries, amongst
the ten examined, had ongoing government funded SRHR
awareness campaigns in place, including comprehensive
information on contraceptive choice and how to prevent
unintended pregnancies.

General overview –
how do countries score?
Germany, France, The Netherlands and Sweden score above average in
this policy area.
In Poland and Bulgaria, governments have addressed the development
of SRHR awareness campaigns to a certain extent only. Experts consider
them insufficient.

In most countries examined, there are no, or only poorly
implemented, governmental monitoring and evaluation
systems in place for SRHR awareness campaigns.

Experts believe that the difficult economic situation in Spain may have
led to a dramatic decrease in government funding available for SRHR
related awareness campaigns.
In Italy, Lithuania and the Czech Republic, SRHR awareness initiatives,
which are supported by the government, are very limited or nonexistent.

Existence of government funded
awareness campaigns on SRHR
In more than half of the countries analysed, namely Germany, Bulgaria,
Sweden, Poland, The Netherlands and France, there are ongoing SRHR
awareness campaigns, led or funded by national governments.

General Awareness Campaigns on SRHR

Policy Benchmark 2

Only in The Netherlands, France and Germany, are there a number of
government funded SRHR campaigns, which also include comprehensive
targeted information on modern contraceptive choice and the full range
of contraceptives.

83.3%
63.1%

Only a few of the countries examined have government
funded information campaigns on equal opportunities for
women in place. Furthermore, no gender equality campaigns
refer to the role of fertility control and modern contraceptive
choice for women as methods to achieve their professional
and personal aspirations.

60.7% 59.5%

In Spain and Sweden, the campaigns usually provide only limited
information on fertility control and modern contraceptives. Their main
focus is on the prevention of sexually transmitted infections (STIs) and
condom use, as well as providing some information on unintended
pregnancies and emergency contraception. Experts consider the
economic situation in Spain a major threat to the provision of adequate
support for future SRHR awareness initiatives.

38.1% 35.7%
25.0%
11.9% 11.9%
0.O%
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In the Czech Republic, Lithuania and Italy, awareness initiatives on SRHR
led by public authorities are occasional and scattered across the country.
In Poland, awareness campaigns on contraception are generally run by
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NGO stakeholders and the medical community, without endorsement or
support from public authorities.

Existence and implementation of
monitoring and evaluation systems

In all countries examined, national governments develop SRHR
campaigns in consultation with stakeholders. With the exception
of Poland, all countries have SRHR campaigns targeted specifically at
young people and young adults.

Germany, France and Sweden are the only three countries examined
which have monitoring systems in place, run by their respective national governments that measure the impact of SRHR awareness
campaigns.

Bulgaria and The Netherlands have specific SRHR awareness campaigns
targeted at vulnerable people at risk of economic and social exclusion.
In Bulgaria and Spain, in particular, there are significant disparities in the
level of implementation of SRHR campaigns across the country.
Existence of government
funded SRHR awareness campaigns

In these three countries, the results of the evaluation are also taken
into consideration when developing future SRHR awareness campaigns.
In Poland, a monitoring system to measure the impact of SRHR
campaigns is foreseen, but not properly implemented.
No governmental monitoring systems are in place in the other
countries examined in this survey.

No campaign

CZ
IT
LT

30%

Curent
government
funded
campaigns

60%

BG

10%

DE

Past government
funded
campaigns

PL
FR

ES

NL
SE

Existence of government funded
awareness campaigns on equal
opportunities for women
At the time of this survey, in Germany, Italy, Lithuania and Poland, there
were ongoing or regular awareness campaigns funded by the government
that aimed to promote equal opportunities for women.

Effectiveness of SRHR awareness
campaigns in reaching the target audience
In Germany, The Netherlands and Sweden, experts generally consider
that government funded awareness campaigns reach the target audience
effectively.

Existence of government funded awareness
campaigns on equal opportunities for women

In Poland, experts do not believe that the existing SRHR awareness
campaigns are reaching the target audience effectively, as they only
reach people covered by health insurance.

Bulgaria

Italy

Spain

Czech Republic

Lithuania

Sweden

In Italy, Lithuania, Spain, Bulgaria, and the Czech Republic, there is
no public information available on the impact of awareness campaigns.

France

The Netherlands

Germany

Poland

Yes
No
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Barometer results
by Policy Area

Education on Sexual and Reproductive
Health and Rights and Modern Contraceptive
Choice for Young People and Young Adults
Education on sexual and reproductive health and rights (SRHR) throughout adolescence, including information on the
range of available modern contraceptives, is important to prevent unintended pregnancies, as well as to empower
young adults to make informed choices about their sexual health. Education can help them realise their social and
professional aspirations. Sexuality education may target both boys and girls and is mainly delivered at schools.6

Key findings
The extent to which sexuality education is provided at
schools and the content of sexuality education are largely
heterogeneous across the countries examined in this survey,
as both rely significantly on the personal knowledge and
views of individual teachers.
Sexuality education is mandatory in half of the countries
examined, but rarely covers complete, scientific information
on the full range and use of contraceptives. Generally, sexuality
education at schools is considered insufficient by experts to help
young adults prevent unintended pregnancies. Occasionally,
religious influence may hinder the provision of adequate
sexuality education to young adults according to experts.

General overview –
how do countries score?
Sexuality education is currently mandatory in the Czech Republic,
Germany, France, The Netherlands and Sweden. In Italy, Lithuania and
Spain, it is offered on a voluntary basis. In Bulgaria, there are currently
plans to make sexuality education mandatory.
In Poland, there is no mandatory attendance of pupils required and
parents can remove their children from the dedicated courses.
Germany and Sweden are the only countries where sexuality education
is provided to pupils of all ages, ranging from six to 18 year olds. Although
it is also a legal provision in France, this has not been fully implemented.
Education on SRHR and Modern Contraceptive
Choice for Young People and Young Adults

67.4%

62.8%
46.5%

41.9%

25.6% 24.4%
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In only a few of the countries examined, governments have
put in place targeted education measures for vulnerable
groups of people at risk of social and economic exclusion.

In The Netherlands, Germany, France and Italy, in particular, experts
consider sexuality education at school to provide credible and evidence-based information on modern methods of contraception.
In the Czech Republic, Sweden, The Netherlands, Germany and Italy,
teachers were considered to have certain skills necessary to provide
sexuality education, but in none of the countries examined, teachers
were considered to have all of the required skills and knowledge according
to experts.

Content of sexuality education
and teachers’ guidelines
In general, individual teachers play an important role in determining
the content of sexuality education, since they often have leeway in deciding
what they cover in sexuality education lessons.

In France, guidelines on the content of sexuality education are vague.
The government, however, does support training courses for teachers
and this is considered to contribute to ensuring that sexuality education
addresses the full range of contraceptives.

39.5%

16.3%

Outstanding areas to be addressed include the improvement
of skills and knowledge among teachers; through appropriate
training, supporting educational materials and comprehensive
guidance. The evaluation of the impact of sexuality education on the prevalence of unintended pregnancies remains limited.

In the Czech Republic, Sweden, Bulgaria, The Netherlands, Spain and
Italy, there are no content guidelines for teachers. In Lithuania and
Poland, guidelines are partially provided. In the 16 German federal
states, there are different guidelines on how to provide sexuality
education and they allow individual teachers to decide on the exact
content.

Policy Benchmark 3

72.1%

The need to guarantee and improve sexuality education as
a key means in order to prevent unintended pregnancies is
a high priority and called for urgently by stakeholders in
all countries.

10.5%
LT

In Poland, Bulgaria, Spain and Italy, sexuality education includes only
limited information on the range and use of contraceptives. In Sweden
and Lithuania, sexuality education focuses on raising awareness of
unintended pregnancies but does not offer information on the range
and use of contraceptives. In Lithuania, in particular, sexuality education
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Content sexuality education and teachers’
guidelines and training
Mandatory
sexuality education*

Content
guidelines**

Teachers
training***

Bulgaria
Czech Republic
France
Germany
Italy
Lithuania
The Netherlands
Poland
Spain

*

**

***

Sweden
Mandatory
Voluntary
N/A

Concrete guidelines
Vague guidelines
N/A

Yes
No

Based on Policy Benchmark 3 Question 1.1:
“Is the school-based sexuality education in your
country led or supported by the government?”
Based on Policy Benchmark 3 Question 1.1:
“Is the school-based sexuality education in your
country led or supported by the government?”
Based on Policy Benchmark 3 Question 1.10:
“Are there training courses for teachers on how
to provide appropriate sexuality education?”

mainly focuses on the promotion of abstinence and is often based
on unfounded information on health risks associated with contraceptives.
In the Czech Republic, The Netherlands and Germany, the content of
sexuality education at schools remains unclear as it is decided upon
by the different schools and individual teachers.
Training courses for teachers on how to provide sexuality education
are supported by educational authorities in Sweden, France, Poland
and Germany, while there is a distinct lack of such training courses
in the Czech Republic, Lithuania, Bulgaria, The Netherlands, Spain
and Italy.
Only in Sweden, The Netherlands and Germany, do experts consider
that teachers are provided with useful educational materials, issued
or funded by the government. In the other countries, there is a general
lack of useful materials to support sexuality education.

Existence and implementation
of governmental monitoring
and evaluation systems
Germany and The Netherlands are the only two countries examined
where educational authorities regularly review the impact and outcome
of sexuality education at schools, through monitoring and evaluation
systems, subsequently taking the results into account when developing
follow up programmes.

Existence of government funded sexuality
education for vulnerable people
Yes

DE
NL

None of the other countries examined have monitoring and evaluation
systems in place.

Government funding of targeted
sexuality education for vulnerable people
Only in Germany and The Netherlands are there targeted sexuality
education measures for people at risk of social and economic exclusion,
including information on the range and use of modern contraceptives.
To a certain extent, this is also the case in Spain, although the information
on modern contraceptives is considered limited.
In the other countries examined, there is no targeted support or
funding for sexuality education that targets population groups at risk
of exclusion.

No

CZ
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20%

70%
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10%

Limited
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Barometer results
by Policy Area

Education and Training of Healthcare
Professionals and Service Providers
Healthcare professionals and service providers need the right information, skills and attitudes to provide effective
counselling on fertility control and contraceptive use. Training and skills development, including communications skills,
are crucial in order to guarantee quality, trusted and friendly services to women and couples. This is particularly important for young people and young adults seeking advice on their sexual life. In addition to private practices, medical
institutes and pharmacies, other service providers need to be adequately educated and trained and include family
planning staff, peer educators, school nurses, social workers and midwives.

Key findings
In a number of the countries examined, there is a lack
of credible and qualitative guidelines for healthcare
professionals and service providers on modern
contraceptive service delivery.
Where such guidelines exist, they are often only partially
implemented.

General overview –
how do countries score?
The Netherlands, Sweden and Germany rank very highly compared to
the other countries examined in this survey. In these countries, there are
credible and evidence- based guidelines for healthcare professionals on
modern contraceptive service delivery and counselling, as well as
dedicated trainings on family planning and fertility control.
France also has evidence-based guidelines on contraceptive service
delivery that are consistently implemented across the country. The country
however lacks education and training programmes for healthcare
professionals, which explains its slightly lower ranking compared to the
top three countries.
In Spain, Bulgaria, Poland and Italy, healthcare professionals’ guidelines
and recommendations on family planning counselling and services exist.
However, their implementation is often inconsistent and they generally
fail to address the full range of modern contraceptive methods.

Policy Benchmark 4

82.1%

77.9%
57.9% 56.8%
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In Germany, Sweden, France and The Netherlands, high quality modern contraceptive services and counselling by healthcare professionals
is encouraged through the implementation of quality standards and
specific guidelines on individualised counselling.
The Netherlands is the only country examined where these guidelines
are systematically updated (every two years) in order to take account
of scientific developments and new evidence.

Existence and quality of guidelines on modern
contraceptive services and counselling
10.5%

SE

Existence and quality of healthcare
professionals’ guidelines and
recommendations on modern contraceptive
services and counselling

52.6%

27.4%

NL

In the Czech Republic and Lithuania, no educational programmes or
harmonised guidelines on the range and use of modern contraceptive
methods exist for healthcare professionals. In the case of Lithuania, this
is considered to be due to the influence of the Catholic Church which
results in greater stigmatisation of contraception related issues amongst
healthcare professionals.

In Spain, Poland, Bulgaria and Italy, recommendations on modern
contraceptive service delivery and counselling for healthcare professionals
are developed by the regional authorities, associations of healthcare
professionals, insurance funds and/or NGOs. They are however not
supported by the Ministry of Health. As a result, implementation is uneven and dependent on the regions, leading to differences in quality of
care and counselling across the country. The guidelines also only refer
to a limited range of contraceptives.

Education and Training of Healthcare
Professionals and Service Providers
87.4% 85.3%

In several countries examined, there is a lack of sufficient
support from the national authorities for the development
and implementation of systematically organised education
programmes and postgraduate trainings on fertility control,
family planning and contraceptive choice for healthcare
professionals and service providers.
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In Lithuania and the Czech Republic, there are no guidelines or
recommendations on modern contraceptive service delivery and
counselling.
France is the only country where the guidelines address specific
needs when providing information and counselling on contraceptive
choice targeting vulnerable people or people at risk of social and
economic exclusion.

In Lithuania, Spain and Italy, education programmes on family planning,
fertility control and modern contraceptive choice are not part of the
medical curriculum for all students. In all of the other countries with
these programmes in place, they are compulsory in all medical schools
and trainings.
In all countries examined, except for Italy, Lithuania and Poland, the
education programmes are regularly updated.

Existence of postgraduate training
programmes on modern contraception
The Czech Republic and Sweden are the only two countries examined
where specific postgraduate training programmes, recognised by the
public authorities, are organised on a regular basis.
In Bulgaria, some information on modern contraception is provided to
healthcare professionals through specific postgraduate trainings, targeted
at general practitioners (GPs) and specialised doctors. However, the
information is mainly disseminated at symposia and conferences.
In The Netherlands and Spain, training programmes on contraception
for GPs are organised by expert groups, but only every few years.
In Poland, postgraduate training programmes are often informal and
limited.
In Germany, postgraduate training programmes on modern contraception
are very limited or non-existing, as there is only one university identified
that organises them. In Italy, healthcare professionals can only rely
on information provided during congresses, mostly sponsored by
pharmaceutical companies or scientific societies.

Existence of education programmes
for medical students
In all countries examined, except the Czech Republic, there are education
programmes for medical students on family planning, fertility control
and modern contraceptive choice.
In The Netherlands, Germany and Poland, the education programmes
are supported by the government or competent authorities, while in
Spain, Sweden, Bulgaria, Italy, France and Lithuania, they are organised
informally by NGOs and/or pharmaceutical companies.
Education programmes
for medical students
DE
PL
NL

Government supported
Informal/NGO supported
No education
programmes

30%
FR
ES

60%

IT
SE
BG
LT

10%
CZ

In France, the government does not provide professionals with postgraduate training on contraception and modern contraceptive choice,
however, a shift has been noted in the recent months as healthcare
professionals are increasingly attending trainings organised by NGOs.
In Lithuania, training on family planning, fertility control and contraceptive
choice for healthcare professionals does not exist. Experts consider
this to be related to the strong influence of Catholic organisations on
academic and professional bodies, which favour a very conservative
approach to reproductive health.
Postgraduate training programmes
for healthcare professionals
Exist and organised
every year
Exist and organised
every few years
Exist but not
regularly organised
Do not exist
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Barometer results
by Policy Area

Provision of Individualised Counselling
and Quality Services
Personalised, targeted counselling is a crucial component of quality healthcare services. Healthcare professionals and
service providers need to provide women and couples with individualised advice, based on their personal situation,
needs and lifestyle choices. This includes youth-friendly services with adequate facilities that guarantee easy access
to counselling and confidentiality. It also involves promoting information and discussion about the available range
and use of contraceptive methods, in order to help people make informed choices and promote proper use of
fertility control methods.

Key findings
In most countries covered in this survey, there is a general
lack of awareness of individualised counselling as a key
component of quality sexual and reproductive health services.
In countries where individualised counselling exists,
stakeholders call for improved availability and quality of
counselling services.
In all countries examined, there is a general lack of
evaluation and monitoring systems to ensure proper
implementation of guidelines and quality standards of

General overview –
how do countries score?
Only The Netherlands, Germany, France and Sweden offer individualised
counselling as a clear objective under the current policy framework.
In The Netherlands and France, however, these provisions are not well
implemented by healthcare professionals and service providers, who
often lack time to provide individualised counselling. In Germany and
Sweden, the implementation varies across the country, sometimes due
to different clinic policies and/or lack of knowledge or information.
In Spain, individualised counselling also exists, as some specialised
services, under the responsibility of NGOs or local government, do provide
it, but it is not implemented equally across the country.

Provision of Individualised Counselling
and Quality Services

72.2%

28.7%

24.3% 24.3%

20.0%
8.7%
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In Bulgaria, Poland, the Czech Republic, Italy and Lithuania, individualised counselling is not required, nor recommended. It can be provided
by NGOs, but availability and quality are deficient.
In all countries, the confidentiality of counselling services is protected
by a legal framework. However, this provision in Lithuania is considered
to not always be respected by healthcare professionals.

Availability and quality of individualised
counselling and services
In general, in all countries examined, except the Czech Republic,
healthcare facilities are equipped to provide all modern contraceptive
methods. Experts do refer to regional disparities within several
countries regarding the general availability of contraceptive methods,
which may impact the availability and quality of individualised
counselling and services.

In Germany, Sweden, France, Spain, Italy, Bulgaria and Poland,
counselling services are also generally provided in easily accessible
locations, but differences are observed across the country.

67.8%
53.0%

NL

In most countries examined, healthcare professionals
and service providers do not receive satisfactory training
on individualised counselling as part of their medical
curriculum and practicum or postgraduate programmes.

In The Netherlands, counselling services are most available, when
compared to the other countries examined. They are generally provided
in easily accessible locations, with flexible opening hours across the
country.

Policy Benchmark 5

77.4% 77.4%

individualised counselling. In the very few countries
where monitoring systems exist, these are not properly
implemented and the evaluation results are not taken
into account to inform future reviews.
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Only Germany, France and The Netherlands have monitoring and
evaluation systems of minimum quality standards on individualised
counselling in place. However, in Germany and The Netherlands, they
are not fully implemented and results from evaluations are not properly
taken into account.
In Germany and Sweden, in particular, service providers publicise their
activities in the local community in order to raise awareness and facilitate access, which is not the case in France and is considered to
lead to a lack of general public awareness of these services.
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Best in class for quality of individualised
counselling and services
Accessibility

Publicity

Equipment

Bulgaria
Czech Republic
France
Germany
Italy
Lithuania
The Netherlands
Poland
Spain

High
Medium
Low

Sweden

In Lithuania and the Czech Republic, individualised counselling is very
poorly developed as it is rarely provided and no quality standards
exist.

Training on individualised counselling
for healthcare professionals and
service providers
Only in Germany, The Netherlands and Sweden do healthcare
professionals and service providers receive appropriate training for
counselling on the range and use of modern contraceptive methods as
part of the medical curriculum and practicum.
In these three countries, as well as in the Czech Republic, Bulgaria
and Spain, there are postgraduate programmes on individualised
counselling.

Training on individualised counselling
for healthcare professionals
Part of the medical curriculum and
postgraduate programmes
Only postgraduate programmes

DE

No training
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Confidentiality

40%
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Reimbursement Schemes
The costs of contraceptives and related medical services may pose a barrier to women and couples when choosing
their contraceptive method. This may undermine prevention of unintended pregnancies, due to a choice of method
based on cost rather than on the personal needs and lifestyle of women and couples. It may also challenge the right
to make a free choice of how to plan one’s sexual life and personal, social and professional development.

Key findings
Only half of the countries examined have some kind of
reimbursement scheme in place. Some of them provide certain
reimbursement arrangements aimed at addressing the social
and economic barriers faced by young people and young
adults and people at risk of social and economic exclusion.
They are insufficient, according to experts, to ensure full
access to contraception by these vulnerable groups.

In all countries examined in this report, stakeholders
regret the inequalities in accessing the full range of
contraceptive methods.
Divergences and differences in availability of
certain contraceptives within the countries are often
listed by experts as key challenges that need to
be addressed.

General overview –
how do countries score?

reimbursement schemes in place for younger women generally. They,
however, do not necessarily cover all contraceptive methods.

In The Netherlands, Germany, Spain, France, Sweden and Italy, all modern
contraceptive methods are equally available across the country, although
in The Netherlands and Germany, certain methods are not widely available
(female condoms and diaphragms in particular).

In the Czech Republic, Poland, Bulgaria, Lithuania and Italy, contraceptive
methods are not reimbursed.

In Spain generally, all contraceptive methods are available, with a
medical prescription. The level of accessibility, however, depends on
the contraceptive method.
In the other countries examined, some contraceptive methods are
not or rarely available and significant regional disparities may exist.
Generally, reimbursement of contraceptive methods is not high on the
political agenda.
The Netherlands ranks highest among the countries examined, as it is the
only country where schemes for partial reimbursement are not only in
place, but also regularly monitored and evaluated with the aim of ensuring
an appropriate response to women’s and couples’ needs.
In The Netherlands, Germany, Spain, France and Sweden, partial
reimbursement exists, often based on women’s age, with slightly better

Reimbursement Schemes
Policy Benchmark 6

In the Czech Republic, female condoms and diaphragms are not readily
available and sub-dermal implants are not available at all.
In Bulgaria, the wide range of contraceptive methods is considered to
be broadly available in bigger cities. In rural areas, however, only condoms,
some intra-uterine devices (IUDs) and a few brands of oral contraceptives
are offered in pharmacies. The use of vaginal rings and depot injections
is generally extremely limited, although these methods are available.
In Lithuania, a number of contraceptive methods, such as implants,
injectable contraceptives and surgical sterilisation, are not available.
In Poland, access to certain contraceptive methods, such as vaginal
contraceptive rings, contraceptive patches, and long-acting reversible
contraception (LARC) is limited in small pharmacies. Female condoms
and diaphragms are not available. Furthermore, experts believe that
the availability of contraceptives may sometimes be hindered by doctors’
personal and religious beliefs, as they may refuse to prescribe
contraceptives under the so-called Polish ‘conscience clause’.

Existence and evaluation of
reimbursement schemes

71.4%
60.0%

None of the examined countries ensure full reimbursement of
modern contraceptive methods and related health services.

57.1% 57.1% 57.1%

28.6%
14.3% 14.3% 14.3% 14.3%
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Availability of modern
contraceptive methods
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In Sweden, however, important differences exist between regions
in terms of the level of reimbursement, as some regions offer full
reimbursement of all contraceptive methods, while others provide
no reimbursement, especially for the newest methods. NGOs are
currently calling on decision makers to address regional disparities, as
they are unfair to women.
In Spain, certain brands of oral contraceptives are partially reimbursed
by the national health system, which covers a variable percentage
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of costs (maximum 60%) depending on the annual income of a
person. Regional differences in reimbursement schemes were
however observed. For example, some implants are available for
free in some autonomous regions but not in others.

Existence of reimbursement schemes
Full reimbursement of modern
contraceptive methods and related
health services
Partial reimbursement with
small to moderate co-payment
by women

ES
FR
DE

No reimbursement or
coverage of only a
small portion of costs
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BG

NL
SE

50%

50%

IT
CZ
LT

In Germany and The Netherlands, reimbursement of most contraceptives
is available only for women aged 21 years old or younger,
through mandatory health insurance, with a threshold of €350
in The Netherlands. Condoms and diaphragms are not reimbursed.
In The Netherlands, however, at the time of this survey, there was
a debate about whether to reimburse contraception at all, as it
is not considered a traditional medicine.
In France, some contraceptive methods are reimbursed up to
65%, including first and second generation pills, implants and
intra-uterine devices (IUDs). These contraceptives are free for
women aged 15 to 18 years old since 31 March 2013. At the time of
this survey, it was decided that the reimbursement of third and
fourth generation pills would be suspended from March 2013.
In Poland, only a few oral contraceptives are reimbursed and
these are mainly prescribed for medical reasons (hormonal disorders,
painful menstruation). Similarly, in Italy, only a few oral contraceptives
are reimbursed.
The Netherlands is the only country examined with monitoring and
evaluation systems in place to regularly revise reimbursement
schemes.

Reimbursement schemes tailored
to young people and young adults
In Germany, France, The Netherlands and Sweden, the economic
situation of young people between 15 and 30 is taken into account to
a certain extent, with regards to reimbursement of contraceptives.
In all countries examined, however, there are financial barriers amongst
young people and young adults to accessing contraceptives.
Stakeholders consider this a key health and social challenge, directly
linked to the lack of adequate reimbursement schemes.

Reimbursement according to age of
young people and young adults
Germany

Age
<18
18-20

The Netherlands
Sweden
France

<21
<23-25
15-18

Reimbursement
Full reimbursement of all contraceptives with
medical prescription
Partial reimbursement of all contraceptives with
medical prescription
Full reimbursement of all contraceptives through
compulsory insurance, with a treshold of €350
Depending on the regions
Emergency contraception, 1st and 2nd generation
pills, implants and certain IUDs are free
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Prevention of Discrimination
When looking at access to contraceptive choice, health and social inequalities are present amongst vulnerable
population groups such as ethnic and cultural minorities, people with disabilities and people with disadvantaged
socio-economic backgrounds. This is key to keep in mind when addressing the prevention of unintended pregnancies,
but also to effectively overcome socio-economic disadvantage and promote full integration into society and employment.
Governments and service providers need to take these inequalities into consideration when shaping and delivering
counselling and reproductive health services. Another crucial aspect to help prevent discrimination relates to the
attitude of both women/couples and service providers towards contraception, which might represent a barrier to access
comprehensive information on the wide range of contraceptive methods.

Key findings
Economic and social barriers are generally not fully taken
into consideration in policy measures aimed to ensure equal
access to modern contraceptive choice for all.
Only very few of the examined countries have policies
implemented that support access to public sexual and
reproductive health and rights (SRHR) services targeted
at vulnerable groups. However, stigmatisation remains

General overview –
how do countries score?
The Netherlands and Sweden are ‘best in class’ among the countries
examined, regarding the prevention of discrimination in the field of SRHR,
with The Netherlands almost reaching the highest score in this survey.

an important obstacle to the access to and provision of
SRHR and counselling services.
The financial crisis is an additional factor to take into
account in some countries as experts believe that budget
cuts in healthcare systems may seriously compromise
the quality of SRHR and family planning services and
reimbursement of contraceptives.

Existence and implementation of government
supported policies to promote access to
SRHR services for vulnerable groups
Only The Netherlands and Sweden have fully implemented policies
supporting access to public SRHR services for vulnerable groups.

The national governments in these two countries are considered to provide
healthcare professionals and service providers with ongoing support and
supervision in their daily activities to ensure professional, competent and
respectful behaviour with young people and young adults regarding
their SRHR.

In France, Germany, Bulgaria, Spain and Poland, experts consider such
policies to be scarcely implemented and generally not supported by the
authorities.

Furthermore, The Netherlands and France are the only countries examined
with comprehensive guidelines on how to reach out to and deliver quality
SRHR services to vulnerable groups. In Spain, Bulgaria and Italy, such
guidelines also exist but they are considered to be implemented only to a
certain extent by experts.

Existence and implementation of policies
supporting access to public SRHR services
for vulnerable groups

In Germany, the Czech Republic, Lithuania, Poland and Sweden, there are
no guidelines for healthcare professionals and service providers on how
to provide SRHR services for vulnerable groups.

Prevention of Discrimination
90.9%

50.9%

18.2% 18.2%
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Spain

Lithuania

Sweden

France

The Netherlands

Germany

Poland

Yes
No
Not fully implemented

In Spain, Bulgaria and Poland, the prevention of discrimination in SRHR
services is considered by experts to be ensured to a certain extent.

45.5% 45.5%
36.4%

SE

Italy

Czech Republic

In Germany, Sweden, Italy and The Netherlands, the prevention of
discrimination when delivering SRHR and counselling services is
standard practice for healthcare professionals and service providers.

72.7%

NL

Bulgaria

Prevention of discrimination in SRHR
services by healthcare professionals
and service providers

Policy Benchmark 7

54.5%

In the Czech Republic, Lithuania and Italy, there is a lack of such policies.

DE

ES

BG

IT

PL

LT

9.1%

CZ

In France, experts consider that the competent government authorities
do not provide healthcare professionals with enough support and
supervision in their daily activities to ensure that young people and
young adults receive quality SRHR services.
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In Lithuania and the Czech Republic, there is a clear policy gap as
there are currently no government plans to ensure the prevention of
discrimination by the medical community in SRHR services.
In the Czech Republic, as well as Bulgaria, stakeholders note the
discrimination towards the Roma community as a particular issue of
concern, with regards to access to health services, for example.

Addressing economic and social barriers
to ensure women’s and couples access
to modern contraceptive choice
None of the examined countries address financial and social barriers
sufficiently to ensure equal access of all to the full range of modern
contraceptives. Spain, France, The Netherlands and Sweden, however,
do have certain measures in place to try to address some economic
and social access barriers.
Generally, the cost of the most recent contraceptives is still an important
financial barrier in most countries.
In Spain in particular, the financial crisis has recently limited the
health coverage, especially amongst the immigrant and unemployed
population, which is considered, by experts, to have a negative impact
on access to SRHR and family planning services.

Prevention of discrimination throughout
the Policy Benchmarks
How is prevention of discrimination taken
into account in the other Policy Benchmarks
examined in this survey with regards to access
to contraceptive choice for vulnerable people?
Targeted SRHR
policies
Bulgaria
Czech Republic
Spain
France
Germany
Italy
Lithuania
The Netherlands
Poland
Sweden
Fully taken into account
Partly taken into account
Not at all taken into account

Targeted SRHR
Targeted sexuality Targeted healthcare
professional education
policies awareness
education
or training
initiatives

N/A
N/A

N/A

N/A
N/A

N/A
N/A

Targeted
counselling
services

Targeted
reimbursement
schemes
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8

Barometer results
by Policy Area

Empowering Women through Access
to Modern Contraceptive Choice
Sexual and reproductive health and rights (SRHR) education and information are key components to achieve gender
equality and women empowerment in the personal, social and professional arenas. Information on and access to
contraceptive choice will support women in their personal development by allowing them to plan if and when to have
a child, and achieve their aspirations in their personal, social and professional lives. Policy developments in the areas
of gender equality, education, and employment integration need to take the important role of SRHR education and
information and services into account to support equal opportunities and women’s empowerment objectives.

Key findings
All countries examined have developed national policies
supporting gender equality and women’s participation
in professional and social life. Only in very few countries
examined, however, do these policies include a component
of SRHR. Only one of the ten countries in this survey
refers to fertility control and access to modern
contraceptive choice as a component of gender equality
policies to help women realise their personal and
professional aspirations.

In most countries examined, the gender equality and women
empowerment policy measures mainly aim to improve
work-life balance for women with children, through family
friendly policies at work (e.g. parental leave, provision of
pre-kindergarten care etc.).
Monitoring and evaluation systems for gender equality
policies are generally considered poor or inexistent by
experts. Where they exist, the evaluation results are
generally not taken into account to inform policy review.

General overview –
how do countries score?

Implementation of national policies supporting gender equality and women empowerment

Although all countries examined in this survey have developed national policies on gender equality and women’s empowerment, the
content and implementation of these policies varies significantly
across the different countries.

In Sweden, Lithuania, The Netherlands, Germany and France, gender
equality and women empowerment policies are considered to be implemented throughout the entire country.

Sweden and France are the only countries examined with an integrated approach to gender equality policies, which includes a SRHR
component.

Implementation of national policies supporting
gender equality and women empowerment

The other countries examined in this survey score below average in
this field, mainly due to the fact that their gender equality policies
do not touch upon SRHR and fertility control issues.

ES
PL
CZ

Fully implemented
Implemented to a certain extend

BG
IT

Empowering Women through Access to Modern
Contraceptive Choice
Policy Benchmark 8

80.0%

FR
NL

76.0%

50%

50%

DE
SE
LT
36.0%

30.0% 30.0%
22.0% 22.0% 22.0%

FR

SE

DE

LT

NL

ES

BG

PL

16.0% 16.0%

IT

CZ

In the other half of the ten countries examined, namely the Czech Republic, Poland, Bulgaria, Italy and Spain, gender equality and women
empowerment policies are not fully implemented and often lack adequate financial support, according to experts.
In Spain, the adoption of a new gender equality law is being challenged by recent budget cuts and a shift in government priorities.

25

Content of gender equality policies
Sweden and France are the only countries examined in this survey which have a gender equality policy in place that includes a
component of SRHR.
Furthermore, the Swedish gender equality policy includes a particular reference to fertility control and access to modern contraceptive choice.
In France, on the other hand, the SRHR component focuses
mainly on the reimbursement of contraceptives, abortion,
parental allowances and accessible day care for children. Recently, communication campaigns on informed contraceptive
choice have also been launched in this framework.
Generally, gender equality policies do not address the need to
ensure comprehensive information on, and access to the full
range and use of modern contraceptives sufficiently.
In most of the countries examined, gender equality and women
empowerment issues are mainly addressed by measures aimed
at improving work-life balance, such as parental leave and family
friendly policies at work.

Existence and implementation
of monitoring and evaluation systems
Monitoring and evaluation systems for gender equality policies
exist partially in Bulgaria, Germany, Poland, Spain and Sweden.
According to experts, none of these systems are properly implemented
and evaluation results are not believed to be taken into account.
In The Netherlands, France, the Czech Republic, Italy and Lithuania,
no monitoring and evaluation systems are in place, nor expected
in this field.

Existence of monitoring and evaluation systems to
assess effectiveness of gender equality policies
Yes, they exist
Yes, they exist but are
not fully implemented
No, they do not

ES
PL
DE
BG
SE

FR
NL
IT
CZ
LT

50%

50%

Inclusion of SRHR component in
gender equality policies
Yes
No

20%

DE
ES
LT
NL
BG
PL
IT
CZ

80%

SE
FR
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Bulgaria
Overview
At the time of this survey, there were advanced plans
to adopt a national strategy on sexual and reproductive
health and rights (SRHR) in 2013, including a focus on access
to contraceptive choice.
So far, the government has only addressed SRHR
related issues through scattered measures, when
prompted by stakeholders.
Policy focus on health and sexuality education has increased
in the past decade. Effective implementation of new initiatives
in this area depends on the upcoming 2013 Parliamentary
election results.
Vulnerable groups have very limited access to SRHR
services and contraceptive methods.
Bulgaria received an overall average to low score (32.8%)
in relation to the other countries analysed in this
Barometer report.

1

Policy Making And Strategy

There is currently no national strategy on SRHR in place.
The government does not take the lead on SRHR policies; NGOs
drive the SRHR debates and activities.
In 2010, representatives from the Ministry of Health (MoH) together
with the Bulgarian Family Planning and Sexual Health Association
(BFPA – IPPF Member Association) and the United Nations Population
Fund (UNFPA), in consultation with scientific, medical and civil society
experts, proposed a draft SRHR strategy.
Despite initial support from the government, the strategy had not
been adopted at the time of this survey. BFPA tried without success
to call for an urgent adoption of the strategy, before the Bulgarian
Parliamentary elections, in May 2013.

“For the past 20 years, the need for
comprehensive health and sexuality
education to prevent unplanned
pregnancies in Bulgaria has been a major
concern of BFPA. Despite efforts and
initiatives from BFPA and other
stakeholders, there is still a lack of
political will from the Ministry of
Education to establish mandatory
sexuality education at schools.”
Dr. Radosveta Stamenkova
Executive Director, Bulgarian Family Planning and Sexual
Health Association (BFPA)

Country Results
by Policy Benchmark
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Access to contraceptive methods is identified as a main priority in
the proposed SRHR strategy.
There were discussions between NGOs and the past government
on using the upcoming Norwegian fund application7, to improve
health prevention and services in Bulgaria. However, discussions
are on hold due to the recent change in government.
In 2012, SRHR related issues were also addressed under the ‘National
Roma Integration Strategy (2012-2020)’8, developed by the national
‘Council on Ethnic and Integration Issues’9.
2 General Awareness of Sexual and
Reproductive Health and Rights (SRHR)
and Modern Contraceptive Choice

The government leads a number of information campaigns on SRHR
and also provides limited support to various SRHR campaigns run by
NGOs.
The campaigns, however, are not implemented comprehensively across
the entire country.
They do not address the range of modern contraceptive methods or
women’s contraceptive choice in relation to family and professional
life planning. The topics covered include the prevention of
teenage pregnancies and early marriage, Human papillomavirus (HPV)
vaccination and stigma reduction.
The evaluation of these campaigns is limited. The government considers
the impact difficult to measure.
3 Education on Sexual and Reproductive
Health and Modern Contraceptive Choice
for Young People and Young Adults

Currently, the content and methodology of sexuality education at
school varies greatly across the country and are ultimately shaped
by the individual teachers.
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The need for comprehensive health and sexuality education has been
called for urgently by a number of stakeholders over the last 20
years, including SRHR NGOs, such as BFPA and Global Fund Roma
Health (GFATM)10, together with UNFPA and the Joint United Nations
Programme on HIV/AIDS (UNAIDS)11.
In the last decade, the Ministry of Health has also supported the
establishment of mandatory health education at schools. Since
2011, a draft legislation on school education has been discussed,
which will aim, amongst other things, to set new standards for health
education, including sexuality education. The 2013 Parliamentary
election results will have a major impact on the future of this
legislative proposal.
4 Education and Training of Healthcare
Professionals and Service Providers

Recommendations to healthcare professionals on health and family
planning counselling are not comprehensive. A number of different
stakeholders have issued guidelines, including the World Health
Organization (WHO), BFPA, Bulgarian medical associations, Bulgarian
health insurance, etc. However, none are consistently implemented
across the country, especially in rural areas.
Post-graduate training programmes for healthcare professionals on
family planning and fertility control are organised by the government
every few years.
Informal ad hoc education programmes on family planning and
fertility control exist, e.g. medical conferences and pharmaceutical
company sponsored scientific symposia. These are considered to
provide information on the latest scientific developments in this area.
Medical curricula for all medical students include an overview of
contraceptive methods.
5

Provision of Individualised
Counselling and Quality Services
Health counselling is generally not part of medical professionals’
education. Individualised counselling is not required or recommended.
NGOs offer informal counselling training to specialists.
Service quality standards exist, namely covering issues related to
client rights and access to information, but they do not address
access to quality or individualised SRHR counselling.
Waiting lists are a major concern; women are generally not referred
to specialist services in a timely manner.

“A strategic approach is missing in the
Bulgarian healthcare system. There is
a need not only to improve knowledge
amongst healthcare professionals,
but also a need to ensure new graduates
remain in Bulgaria to ensure quality care
provision to individuals and couples.
Currently NGOs are trying to provide
some of the healthcare services that are
lacking in the country (e.g. provision of
contraceptives to vulnerable groups).”
Dr. Radosveta Stamenkova
Executive Director, Bulgarian Family Planning and Sexual
Health Association (BFPA)

6

Reimbursement Schemes

Not all contraceptive methods are available across the country.
BFPA is the only provider of female condoms and diaphragms.
A wider range of contraceptive methods is available in the larger
cities, while in rural areas there is only limited choice.
Contraceptives are not reimbursed. They are therefore unaffordable
for young, vulnerable, poor, underserved people.
In order to address this need and meet the existing demand, BFPA
is funding and providing intra-uterine devices (IUDs) and oral
contraceptives for women with low resources or at risk of social
exclusion.
7

Prevention of Discrimination

A considerable gap exists regarding access to SRHR services for
vulnerable groups. There is no comprehensive legal framework to
ensure or improve access to all contraceptive methods.
Vulnerable groups are often not covered by the health insurance
fund. Additionally, the lack of reimbursement of contraceptives
presents a major obstacle for them to access effective family
planning solutions.
The ‘2012-2020 Roma Integration Strategy’12 includes a health
section and certain provisions regarding SRHR related issues.
BFPA supports access to health services and family planning for
the Roma community through the so-called ’Roma Health mediators’.
8 Empowering Women Through Access to
Modern Contraceptive Choice

Issues related to SRHR, family and professional life planning are not
addressed under the 2006 Bulgarian legislative framework on the
protection against discrimination13. The focus is on general gender
equality topics and sexual minorities amongst others.
This framework, however, is not backed with sufficient resources to
provide effective financial and social support to empower women.
The Ministry of Social Welfare is responsible for monitoring the impact
of the legislation on discrimination and progress in this area.
Stakeholders, however, believe that there has been no improvement in
the area of gender equality since the EU accession in 2007.

Barometer
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Czech Republic
Overview
Sexual and reproductive health and rights (SRHR) are
not a political priority.
Public awareness on SRHR and modern contraceptive choice
is extremely limited, as the general public is considered to only
be well-informed about hormonal contraception.
There is sexuality education at school. The school
education curriculum is general, allowing teachers to decide
independently on the content of all courses, including
sexuality education.
There is no reimbursement for contraceptives.
The Czech Republic scores very low in all policy areas
compared to the other EU countries included in this report.
Within this Barometer, the Czech Republic’s total country
score ranks second last (12.2%); only Lithuania scored
lower (10.6%).

1

Policy Making And Strategy

No overarching strategy on SRHR exists at national level. No policy
initiative in this area is expected in the near future.

Country Results
by Policy Benchmark
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2 General Awareness of Sexual and
Reproductive Health and Rights (SRHR)
and Modern Contraceptive Choice

The Ministry of Health addresses contraception only occasionally,
following pressure from NGOs and healthcare professionals, but
initiatives are very limited in scope.

Public awareness of SRHR and modern contraceptive choice is
very limited. The only contraceptive method that is well known by the
general public is oral hormonal contraception.

A Decree from 2012 aims to ensure access to all hormonal
contraceptive methods and intra-uterine devices (IUDs)14. However,
there is no further mention of contraception or SRHR in the text.
The Decree provides for mandatory yearly cost-free gynaecological
check-ups for women.

There are no government supported information campaigns.

“The Ministry of Education and
the Ministry of Health regard the issue
of SRHR and contraception
as unimportant.”
Peter Koliba
Associate Professor, Clinic for gynaecology and obstetrics,
Gynartis, Ostrava

3 Education on Sexual and Reproductive
Health and Modern Contraceptive Choice
for Young People and Young Adults

In 2005, the Ministry of Education issued a framework educational
programme15, which sets a general programme for public education,
including sexuality education. It does not provide any guidelines
regarding the content of the courses.
Teachers therefore decide individually how to address sexuality
education and whether to include information on modern contraceptive
methods. Training courses for teachers are not required, nor provided.
No financial resources are allocated to sexuality education. Schools
and teachers can apply for governmental grants for training and
materials.
In 2004, the Společnost pro plánování rodiny a sexuální výchovu
(Society for Family Planning and Sexuality Education – IPPF Member
Association)16 launched a tailored programme for young people on
contraception and sexual health17. It consists of an informal network
of young people disseminating materials and information at schools.
Doctors have also started to provide targeted SRHR lectures for pupils
at schools (e.g. programme by Dr Petr Kovář)18.
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4 Education and Training of Healthcare
Professionals and Service Providers

There are no guidelines on modern contraceptive service delivery
and counselling.
No mandatory education programmes on family planning and modern
contraceptives exist for healthcare professionals and other service
providers.
Post-graduate training programmes are sometimes organised by
NGOs and other organisations and can be accredited by the national
authorities.

“The main problem is that there is no
interest or motivation amongst doctors
and university lecturers regarding sexuality
education and contraception. The lack of
interest can be explained by the lack of
government support and consequent lack
of funding for activities related to sexuality
education and awareness. In addition, the
lack of interest shown by the authorities
enables the growth of influence of religious
activists who are strongly against any
form of sexuality education.”
Peter Koliba
Associate Professor, Clinic for gynaecology and obstetrics,
Gynartis, Ostrava

5 Provision of Individualised
Counselling and Quality Services

Individualised counselling is not an objective of the Czech
healthcare system.
Quality standards exist for general health counselling.
Appropriate referral of women to specialist services is ensured.
Counselling on SRHR and contraception is limited and often focuses
on hormonal contraceptive methods.
Not all healthcare facilities are sufficiently equipped to ensure that
all modern contraceptive methods can be provided.
NGOs and educational authorities sometimes organise postgraduate training programmes on individualised counselling.
These programmes can be accredited by the national authorities.

6

Reimbursement Schemes

All modern contraceptive methods, except subdermal implants
(SDIs), are available. There is limited availability, however, of female
condoms and diaphragms (only e-shops).
There is no reimbursement of contraceptives. Some women
therefore face difficulties in affording certain modern contraceptive
methods, in particular some types of long-acting reversible
contraception (LARC) and oral contraceptives.
No political will exists at the moment to change the current reimbursement policy.
7

Prevention of Discrimination

There is no current policy framework, nor one expected in the
near future, to ensure access to SRHR services and contraceptive
choice for vulnerable groups.
Discrimination towards the Roma community is an issue of
particular concern, with regards to access to health services.
8

Empowering Women Through Access to
Modern Contraceptive Choice
The government ‘Council for Equal Opportunities for Women and Men’19
is in charge of outlining key priorities and defining policy actions in the
area of gender equality.
Policies aimed at improving gender equality and women empowerment
are limited and insufficiently implemented.
The gender equality and women empowerment campaigns do not
touch upon SRHR and fertility control.
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Results by Country

France
Overview
France scores highest in the areas of women empowerment
(80%) and healthcare professionals’ education (77.9%).
France scores lowest with regards to prevention of
discrimination (54.5%) and sexual and reproductive health
and rights (SRHR) policy making and strategy (57.3%).
Regarding strategy, the lower score can be partly explained
by insufficient stakeholders’ involvement in the development
and implementation of SRHR policies, as well as limited
evaluation criteria.
Specifically in France, the centralisation of the administrative
system allows for good implementation across the country
of SRHR related policies when they exist.
There is, however, a lack of government-led education and
training programmes on SRHR and modern contraceptive
choice for healthcare professionals and service providers.
There is also a significant lack of monitoring and evaluation
systems for SRHR policy implementation, in particular in
private practices.

1

Policy Making And Strategy

In France, the competent government authorities implemented a
comprehensive national policy framework on SRHR, focusing on
access to family planning and modern contraceptive choice20.
The policy framework, however, covers only a limited range of
contraceptives (oral contraceptives and long-acting reversible
contraception (LARC)). Specific recommendations on third and
fourth generation pills were issued in December 2012 and January
201321.
A wide variety of stakeholders are involved in the development of
national SRHR policies and strategies through specific consultative
commissions, within the French Haute Autorité de Santé22, (HAS –
High Authority of Health), l’Agence Nationale de Sécurité du Medicament
et des produits de santé23 (ANSM – National Agency for the Safety
of Medicines and Health Products) and the Agences Régionales de
Santé (Regional Health Agencies).
Stakeholders also receive funding from the government for SRHR
related activities. However, they are considered insufficiently involved
in the implementation of policies.

Country Results
by Policy Benchmark
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Although the French authorities developed monitoring systems to
inform the review of SRHR-related policies, in practice monitoring
and evaluation mainly consists of sociological and statistical studies
on abortion and the prevalence of contraceptive use. The main indicators
used are the number of unintended pregnancies and the general
awareness of contraceptive methods amongst the wider public.
SRHR-related policies and strategies are not renewed systematically or
in a timely manner.
2 General Awareness of Sexual and
Reproductive Health and Rights (SRHR)
and Modern Contraceptive Choice

In general, government-led awareness campaigns on SRHR provide
comprehensive information on all contraceptive methods. Such
campaigns ran regularly between 2007 and 2010. Currently, in
the context of the oral contraceptive debate, the Ministry of Women’s
Rights launched a campaign on contraceptive choice24. The Ministry of
Health also launched a new website25 to provide information on all contraceptive methods aiming to help women make an informed choice.
No campaigns have been developed to date to target vulnerable people
at risk of socio-economic exclusion.

“Policy evaluation and updates are
mainly triggered by scientific progress
and/or media and NGO pressure arising
from newly identified social and
medical needs.”

Governmental agencies, such as the Institut National de Prévention et
d'éducation pour la santé26, (INPES – National Institute for Prevention and
Health Education), regularly publish comprehensive information
materials for the general public and special categories of the population
on family planning and SRHR. There is, however, a lack of publicity
leading to a lack of public awareness, as these information materials are
not widely disseminated and people are not aware of how to access them.

Docteur E. Aubeny,
Medical Gynaecologist, President of the French Association
for Contraception, Honorary President of Fédération Internationale
des Associés et professionnels de la Contraception et de
l'Avortement (FIAPAC)

Although stakeholders are invited by the government to take part in the
development of information campaigns, stakeholder participation is
limited due to the reluctance of health authorities to involve them.
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3 Education on Sexual and Reproductive
Health and Modern Contraceptive Choice
for Young People and Young Adults

The law foresees two hours of compulsory sexuality education per
year for all pupils aged six years old and above.27
Although the Ministry of Education issued guidelines for sexuality
education28, there is a lack of concrete content.
There are two kinds of sexuality education at schools: information
as part of the Natural Science course, where the programme is
equally implemented across the country, and sexuality education
provided by external experts (family planning counsellors and doctors)
and teachers that completed government supported trainings.
In practice, sexuality education is generally provided for 12 to 18
year olds and is not implemented equally across the country, as
some schools lack the time and money to offer sexuality education
provided by external experts or trained teachers.
Where sexuality education exists and is provided by external experts
or trained teachers, the information provided is considered credible,
comprehensive and evidence-based, as well as covering the full
range of contraceptives.
4 Education and Training of Healthcare
Professionals and Service Providers

HAS and ANSM have developed guidelines and recommendations
on modern contraceptive service delivery and counselling. They
address the full range and use of modern contraceptives and
provide minimum quality standards, in consultation with healthcare
professionals and agreed upon by the Ministry of Health.29
The guidelines are implemented evenly across the country and are
updated when there is an obvious social need, highlighted by the
media or NGOs or in the case of new scientific developments.
In addition, the 2007 Strategy of Actions in the field of contraception30
recommends that educational authorities provide professionals with
education programmes and post-graduate training on family
planning. In practice, however, the recommendations are not fully
implemented, as medical students only benefit from a few courses
on SRHR. They also have the opportunity to follow practical
trainings in relevant services at university hospitals, but these
are not compulsory.
A slight shift has been noted in the past months as healthcare professionals are increasingly attending trainings organised by NGOs
and medical organisations. Although these trainings are generally
not recognised by the health authorities, the government is intending
to make postgraduate training mandatory in the future.
5 Provision of Individualised
Counselling and Quality Services

Individualised counselling is specifically mentioned in the guidelines
on abortion and contraceptive service delivery31 and is thus a clear
objective under the current policy framework.
As part of these guidelines, minimum quality standards on individualised counselling exist at national level, but no monitoring systems
are in place to ensure their proper implementation.
Guidelines on individualised counselling cover all contraceptive
methods and recommend professionals, in particular, to adapt
contraceptive counselling to respect the personal and professional
needs of women and couples.
Individualised counselling is either provided by trained counsellors
or by healthcare professionals. The latter, however, often lack time,
training and resources to provide individualised counselling.

Although generally well-equipped, the accessibility of counselling
structures varies across the country (inconvenient opening hours
and locations, lack of publicity).

“In France, the policy framework
on SRHR and a variety of guidelines
on contraceptive service delivery
ensures qualitative reproductive health
services. However, better information
and monitoring systems in private
practices in particular are still needed.”
Docteur E. Aubeny,
Medical Gynaecologist, President of the French Association
for Contraception, Honorary President of Fédération Internationale des
Associés Professionnels de la Contraception et de l'Avortement (FIAPAC)

6

Reimbursement Schemes

All modern contraceptive methods are equally available across
the country.
Vaginal contraceptive rings and contraceptive patches are not
reimbursed, except by certain private insurance schemes. Depot
injections, first and second generation pills, implants and intra-uterine
devices (IUDs) are reimbursed up to 65% for all women, and will
be completely free for young women aged 15 to 18 years old from
31 March 2013 onwards. At the time of this survey, it was decided
that the reimbursement of third and fourth generation pills would
be suspended from March 2013 onwards.
To facilitate access to contraceptives for young people and people
with economic difficulties, medical visits, emergency contraceptives,
oral contraceptives and LARC delivered in family planning centres
are free of charge. School nurses can also provide emergency
contraception and prescribe contraceptives for free to young people.
The results of reimbursement monitoring and evaluation systems
are not sufficiently taken into account to inform relevant policies,
in particular in relation to access to contraceptives by young
adults.
7

Prevention of Discrimination

The government issued guidelines and recommendations for
healthcare professionals and service providers on how to deliver
quality SRHR services to vulnerable groups.32 These groups benefit
from a special healthcare scheme, which ensures free access to
healthcare services and medicines.
However, competent government authorities do not provide
healthcare professionals and service providers with enough support
and supervision in their daily activities to ensure that young people
and young adults receive quality SRHR services.
8 Empowering Women Through Access to
Modern Contraceptive Choice

National policies supporting gender equality and women empowerment
exist and are financially supported by the government.33 They are
implemented equally across the country.
These policies include elements of SRHR and fertility control as they
introduce provisions on the reimbursement of contraception and
abortion, allowances for parents, and accessible day care for babies
and young children. Recently, they have also included communication
campaigns on informed contraceptive choice34.
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Results by Country

Germany
Overview
In Germany, young women’s access to modern contraceptive
choice rates the highest amongst the examined countries in this
report (73.7%).
Germany has a well implemented sexual and reproductive
health and rights (SRHR) strategy, with a specific focus on
access to family planning and contraceptive choice.
Germany scores particularly high regarding SRHR policies
(92.7%) and awareness (83.3%), as well as in the field of
healthcare professionals’ education (82.1%).
Germany scores considerably lower with regards to policies on
empowering women (36%) and prevention of discrimination
(50.9%). The latter issue has not been a political priority in the
past years.

Country Results
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Policy Making And Strategy

The federal Ministry for Families, Seniors, Women and Youth
(BMFSFJ)35 is the main body responsible for SRHR and family planning
policies in Germany.
The national SRHR strategy is mainly implemented by the Bundeszentrale für gesundheitliche Aufklärung (BZgA - German Federal Centre
of Health Education)36, as established in the Pregnancy and Family
Aid Act37. BZgA provides a wide range of information on SRHR,
including contraception, in all available media.
The SRHR strategy has a particular focus on access to family planning,
fertility control and modern contraceptive choice and is considered
properly implemented. Stakeholders are involved in the implementation
to a certain extent.
Stakeholders are invited to participate in the development, monitoring,
evaluation and review of SRHR policies.
Germany’s monitoring and evaluation systems and criteria in this
field are considered effective.
The Pregnancy and Family Aid Act provides for an obligation to
monitor and evaluate its impact.
2 General Awareness of Sexual and
Reproductive Health and Rights (SRHR)
and Modern Contraceptive Choice

Government supported awareness campaigns exist across the country
and focus mainly on condoms and sexually transmitted infections
(STIs). Some awareness campaigns target the wide range of modern
contraceptives.
There are SRHR campaigns targeted specifically at young people and
young adults.
BZgA publishes regular surveys38 on the sexual behaviour of young
people and young adults in order to monitor and analyse sexual behaviour
and use for policy development and review.

8

“The government should enable
access for young women with low
income to the full range of modern
contraceptive methods.”
Peggi Liebisch,
National Director, pro familia

Some government supported campaigns on equal opportunities
for young women, focusing on family planning/fertility control and
professional orientation, exist. According to pro familia (IPPF Member
Association), these campaigns could be improved.
Stakeholders are generally involved in the development of SRHR
campaigns; which stakeholders and their level of involvement
varies, however.
3 Education on Sexual and Reproductive
Health and Modern Contraceptive Choice
for Young People and Young Adults

Sexuality education at schools is compulsory but there are no
guidelines on the content and teachers decide individually.
The Bundesländer (German federal states) do set minimum standards.
The need for greater knowledge on SRHR and family planning
amongst teachers is considered a major obstacle to quality sexuality
education.
In general, sexuality education is provided throughout the school
curriculum (6-18 year olds).
The government monitors the impact and outcome of sexuality
education and takes the results into account.
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“Sexuality education often focuses
exclusively on knowledge of biology and
the human body. Emotional questions,
ethical issues, discussions with pupils,
gender aspects etc. are often neglected.”
Peggi Liebisch,
National Director, pro familia

4

Education and Training of Healthcare
Professionals and Service Providers
The Bundesministerium für Familie, Senioren, Frauen und Jugend
(BMFSFJ - The Federal Ministry of Family, Elderly, Women and Youth)
and the Bundesgesundheitsministerium (BMG - The Federal Ministry
for Health) are responsible for the education and training of
healthcare professionals, with the support of BZgA.
The national family planning recommendations include information
on modern contraceptive service delivery and counselling.
According to pro familia, greater professional consensus is needed
on the requirements and standards for effective and efficient health
promotion in order to improve healthcare professionals’ education.
All medical curricula include the topics of family planning, fertility
control and modern contraceptive choice, which are regularly updated.
There are only limited post-graduate training programmes on family
planning.
5 Provision of Individualised
Counselling and Quality Services

The Pregnancy and Family Aid Act provides for individualised
counselling for all contraceptive methods to prevent unintended
pregnancies.
Church clinics often restrain from counselling on the full range
of modern contraceptive methods and prescribing emergency
contraception for ideological reasons.

6

Reimbursement Schemes

All modern contraceptives are available across the country. Barrier
methods, however, are not often recommended and only partially
available.
There is a partial reimbursement scheme for contraceptives based
on age: under 18 years old - full reimbursement, 18-20 years old partial reimbursement, 20 years old and older - no reimbursement.
The reimbursement scheme leads to financial barriers for people
with low income and young adults in their twenties, limiting their
choice of contraceptives.
No monitoring and evaluations systems are available or foreseen
in the near future.
7

Prevention of Discrimination

General measures to fight discrimination are established under
the General Equal Treatment Act39. There is no focus on SRHR
related issues.
No guidelines exist for healthcare professionals on how to deliver
quality SRHR services to vulnerable people.
The prevention of discrimination is not high on the political
agenda.
Pro familia regrets that the government does not support healthcare
professionals sufficiently with regards to ensuring professional,
respectful behaviour towards young people and young adults’
SRHR.
8 Empowering Women Through Access
to Modern Contraceptive Choice

Gender equality and women empowerment are mainly addressed by
family policies aimed at improving work and family life balance, such
as parental leave and family friendly policies at work40,41,42. These fall
under the remit of the BMFSFJ.
Family policies mainly aim to improve the demographic situation, by
supporting the increase of birth rates.

There is a lack of proper implementation of the monitoring and
evaluation systems regarding quality individualised counselling.

These ‘family policies’ have no direct references to fertility control and
access to modern contraceptive choice. In general, policies related to
SRHR are delegated to the BZgA. Currently, however, there is an initiative
by the BMFSFJ in place that focuses on increasing birth rates by easing
requirements on medically assisted procreation.

Confidentiality is considered a key component in the Pregnancy and
Family Aid Act.

The recommendations on policy evaluation reports, developed by
independent scientific experts, are not systematically followed.

According to pro familia there is a gap in youth friendly counselling
services, as well as easily accessible counselling facilities in rural
regions.
Healthcare professionals can benefit from post-graduate trainings
and receive incentives for individualised counselling.

“Although there is professional consensus
that family planning counselling should
take into account different lifestyles,
relationships, personal and professional
aspirations, this is not yet implemented
across the country.”
Peggi Liebisch,
National Director, pro familia
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Italy
Overview
Italy generally scores quite low (22.4%) compared to the other
nine EU member states covered by this report.
Sexual and reproductive health and rights (SRHR) are not a
priority on the Italian political agenda, despite various attempts
by SRHR stakeholders to prompt a public debate.
The influence of the Catholic Church on the development
of policies is considered a major obstacle to achieving
progress in women’s access to contraceptive choice
and family planning.
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Policy Making And Strategy

There is no national strategy on SRHR in Italy.
A number of related issues have been addressed through scattered
measures over the last few decades:
1975 law on the ‘Establishment of family planning centres’43,
so-called consultori familiari, which aim to provide the “necessary
information and means to responsible procreation”44.
1978 ‘Law on social protection of maternity and abortion’45, which
includes a provision to allow contraception for minors.
2000 ‘Project Objective Maternal-Infant (POMI)’46, adopted as
part of the 1998-2000 National Health Plan, which aimed,
amongst other things, to address SRHR issues such as pregnancy, abortion and service provision. The project, however, was
only partially implemented in the past, in a few Regions.
Since the adoption of the afore mentioned laws, there have been
various attempts to revamp existing policies and allocate more
funding to SRHR. They have, however, not been successful to date.
Stakeholder involvement in the development and evaluation of policies
with an impact on SRHR has been very limited in the last 15 years.
Regions are responsible for the implementation of these policies.

“Evidence-based, transparent policy
making processes and increased
political commitment to progress in
this area are crucial.”
Emilio Arisi,
President of the Italian Medical Society for Contraception (SMIC)

8

2 General Awareness of Sexual and
Reproductive Health and Rights (SRHR)
and Modern Contraceptive Choice

General awareness on SRHR and modern contraceptive choice is limited.
There are no government supported information campaigns.
There are, however, a few short-term campaigns on equal opportunities,
sponsored by the government. These are, however, not related to SRHR
and family planning.
Local information initiatives exist on contraception. They are organised
very unevenly throughout the country.
The existing campaigns are not considered to reach the target audience
effectively.
3 Education on Sexual and Reproductive
Health and Modern Contraceptive Choice
for Young People and Young Adults

There is no legal framework tackling sexuality education at
schools, despite various attempts to put this issue on the political
agenda47.
There are no national curricula or guidelines available to teachers
on sexuality education. The content of lessons, where they exist,
and dedicated budget vary largely throughout the country.
Schools usually have dedicated programmes, run on a voluntary basis
by teachers, with the support of gynaecologists and psychologists.
In general, where it exists, sexuality education is provided to pupils
aged 12 years old and above.
Some Regions have specific initiatives in place to actively support
sexuality education at schools, (e.g. Trentino, Alto Adige and
Toscana).
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4 Education and Training of Healthcare
Professionals and Service Providers

Awareness about the full range of contraceptive methods amongst
healthcare professionals is generally poor.
Relevant international guidelines are disseminated by the Società
Medica Italiana per la Contraccezione (SMIC – Italian Medical Society
for Contraception) 48 and the Società Italiana di Ginecologia e
Ostetricia (SIGO – Italian Society of Gynaecology and Obstetrics)49.
These include:
2008 second edition of the ‘Medical eligibility criteria for contraceptive
use’50, by the World Health Organization (WHO).
2012 third edition of the ‘Emergency Contraceptive Pills, Medical
and Service Delivery Guidelines’51, by the International Consortium
for Emergency Contraception (ICEC) 52 and the International
Federation of Gynaecology and Obstetrics (FIGO)53.
The 2008 guidelines on the ‘Prevention of thrombosis complications
associated with the use of combined estrogen-progesterone in the
reproductive age’54 are the only guidelines on modern contraceptive
service delivery and counselling endorsed by the Italian government.
Although credible and evidence-based, the guidelines mentioned
above are not implemented consistently throughout the country and
do not refer to minimum quality standards for SRHR services.
These guidelines favour a few contraceptive methods only: oral
contraceptives, vaginal contraceptive ring, contraceptive patch
and depot injection, not taking into account the latest scientific
developments and other innovative contraceptive methods.
A limited number of universities provide education on SRHR for medical
students; these curricula are not regularly updated.
Few informal education programmes on family planning and fertility
control exist. They are organised by scientific societies or local health
authorities.

“Many gynaecologists prefer not
to insert IUDs for medical-legal reasons
and fear of complications leading to
health claims.”
Emilio Arisi,
President of the Italian Medical Society for Contraception (SMIC)

5 Provision of Individualised
Counselling and Quality Services

Individualised counselling is not required nor recommended in
Italy.
Family planning centres are often under-resourced and understaffed. Stakeholders have stressed the need for interdisciplinary
teams in family planning centres and sufficient resources, in order
to ensure the provision of quality individualised counselling.
These centres are not directly linked to hospitals or specialised
services, which results in women not always being referred to
specialists when appropriate.

“Measures such as developing
national guidelines, facilitating teamwork
in family planning centres, with
sufficient qualified staff, and funding
would represent a significant
step forward.”
Emilio Arisi,
President of the Italian Medical Society for Contraception (SMIC)

Outside the larger cities, family planning centres are neither easily
accessible nor adapted to adolescents’ needs.
Very few family planning centres consider the full range of available
modern contraceptives when providing counsel to women.
Healthcare professionals lack sufficient support from the government
in their daily activities in order to ensure quality care and counselling
on SRHR.
6

Reimbursement Schemes

Although all contraceptive methods are available in Italy, only a
few oral contraceptives are reimbursed. In some Regions, however,
IUDs can be inserted at a small cost in family planning centres.
There are no plans to reimburse any other contraceptives.
7

Prevention of Discrimination

The economic and social barriers to accessing contraceptives are
not taken into account by the current framework on immigration
and foreigners and policies to prevent discrimination.
In a limited number of cities, there are specific health services
supported by local health authorities (Regions) or NGOs for vulnerable
groups such as migrants, adolescents, women who have suffered
sexual abuse.
8 Empowering Women Through Access
to Modern Contraceptive Choice

The 2000 POMI project55 aimed to support women empowerment and
gender equality but was never implemented due to a lack of funding.
More recent legislative initiatives aiming to enhance women
empowerment, include ‘equal access to work and education’56,
‘equal opportunities between men and women’57, and ‘quotas for
women on management boards’58. However, they do not include any
provisions aimed to improve SRHR, family planning or fertility control.
In reality, however, gender equality policies are scarcely implemented
and no monitoring and evaluation systems are in place.

Barometer

36

of Women’s Access to
Modern Contraceptive Choice

Results by Country

Lithuania
Overview
Sexual and reproductive health and rights (SRHR) are
not a political priority.
Religious sensitivities have an impact on the way SRHR are
dealt with in Lithuania.
Sexuality education at schools is largely limited to promotion
of abstinence.
Overall, Lithuania scores very low in all policies compared to
the other 9 EU countries included in this Barometer report.
Its total country score is also the lowest of all countries
examined (10.6%).
Lithuania receives a slightly higher score for its equal
opportunity policies to empower women (30%), but these
are not linked to SRHR.

1

Policy Making And Strategy

The national government does not have any policies, programmes,
or strategies on SRHR in place that include family planning and
contraception.
The Catholic Church has a considerable influence on government
and policies, which is considered to result in poor or a complete
lack of policy focus on SRHR.
The Šeimos planavimo ir seksualinės sveikatos asociacija (National
Family Planning and Sexual Health Association – IPPF Member Association)59, in partnership with the women’s NGO network ‘ReGina’60,
have already been calling on policy makers to develop a national
SRHR strategy with a particular focus on support to women and
adolescents’ needs and rights.
2

General Awareness of Sexual and
Reproductive Health and Rights (SRHR)
and Modern Contraceptive Choice
Public awareness of SRHR and modern contraceptive choice is limited
due to a lack of government supported information campaigns.
Although the government does support some information campaigns on
equal opportunities for women, the information is not linked to SRHR or
fertility control.
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3 Education on Sexual and Reproductive
Health and Modern Contraceptive Choice
for Young People and Young Adults

In 2007, the Ministry of Science and Education adopted a nonbinding education programme entitled ‘Preparation for Family Life
and Sexuality Education’61, along with guidelines targeted at teachers
entitled ‘Training for Family and Sexuality Education’62.
Both documents were developed in close collaboration with a
selected group of catholic, conservative stakeholders.
They focus on the health risks of contraceptive methods and do
not include information on the use and value of contraceptive
methods to prevent unintended pregnancies.
Abstinence is largely promoted, in line with the view of catholic groups.
Pupils and students receive very limited to no education on SRHR
and contraceptive choice. This is due to the fact that the education
programme and guidelines are not mandatory and there are scarce
resources allocated to sexuality education.

“The use of contraceptives to reduce
teenage pregnancies and sexually
transmitted infections (STIs) falls under
‘selective secondary prevention’ and is
targeted at people from risk groups.
Information about contraception cannot
be presented as an acceptable
alternative to abstinence.” 63
Lithuanian Ministry of Science and Education, Preparation for Family
Life and Sexuality Education Programme, 2007
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“We call for an alternative, comprehensive
and evidence-based sexuality education
programme to empower young adults
to make informed choices about their
sexual development and health.”
Esmeralda Kuliesyte,
Executive Director of the Family Planning and Sexual Health Association

4

Education and Training of Healthcare
Professionals and Service Providers
Public and academic bodies follow the Catholic Church’s teachings
with regards to reproductive health education.
This is considered the main obstacle for the development of healthcare
professional recommendations or guidelines on modern contraceptive service delivery and counselling.
Few informal education programmes on family planning and fertility
control exist in the form of university lectures. Where they do exist,
they mainly focus on the advantages of ‘natural’ family planning.
Only a minority of doctors are considered willing to overcome
these myths and focus on women’s needs and access to choice.
Progress is, however, very difficult due to the lack of support from
policy makers.

Provision of Individualised
Counselling and Quality Services
5

Individualised counselling is not implemented nor recommended
in Lithuania.
Doctors and nurses lack appropriate training on individualised
counselling and on how to address young adults’ needs.
Women are referred to specialist services when appropriate. Waiting
lists may be up to 2-3 weeks.
Client confidentiality is guaranteed by specific legal measures64.
Adolescents up to 16 years old, however, are not allowed to receive
health services, including reproductive health services, without
parental consent 65.
6

Reimbursement Schemes

Certain contraceptive methods are not available, such as contraceptive
implants, injectable contraceptives, and surgical sterilisation.
Contraceptives are not reimbursed in Lithuania.
Young adults are therefore considered to face considerable financial
barriers in accessing contraceptives.

7

Prevention of Discrimination

Prevention of discrimination and support to vulnerable groups is
not on the political agenda.
8 Empowering Women Through Access
to Modern Contraceptive Choice

Gender equality and women empowerment are addressed by
nation-wide legislation, the 2003 ‘Equal Opportunities Law’66 and the
2010 ‘State Women and Men Equal Opportunities Programme’67, both
of which are implemented across the country.
SRHR are, however, not addressed within the equal opportunities and
employment integration policies.

“The government does not address
SRHR, family planning and access to
contraceptives, as these issues are
very sensitive because of the influence
of the Catholic Church. There is an urgent
need for a policy framework on SRHR to
overcome myths and misconceptions
regarding contraceptives and help
prevent unintented pregnancies.”
Esmeralda Kuliesyte,
Executive Director of the Family Planning and Sexual Health Association
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The Netherlands
Overview
The Netherlands has a very high score regarding the policy
measures aimed at preventing discrimination (90.9%) and
scores considerably higher in this field than the other
nine countries examined in this report.
In contrast, The Netherlands scores significantly lower in
the area of empowering women through access to modern
contraceptive choice (30%).
The Netherlands focuses its sexual and reproductive health and
rights (SRHR) policies and information campaigns mainly on the
prevention of unintended pregnancies.
There is an ongoing debate as to whether contraception
should continue to be reimbursed.
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Policy Making And Strategy

SRHR and family planning are addressed under both the general health
policy and the specific sexual health policy frameworks68,69 which fall
under the remit of the Ministry of Health. Both policies emphasize the
importance of youth empowerment as a priority objective.
There is a strong policy focus on the prevention of unintended
pregnancies.
Under these policy frameworks, the government takes responsibility
for providing information about the prevention of sexually transmitted
diseases and unintended pregnancies through contraception.
Stakeholders are involved in the shaping, implementation, monitoring
and evaluation of SRHR policies, particularly Rutgers WPF (IPPF
Member Association)70, Soa Aids Nederland (STI Aids Netherlands)71,
Centra voor Anticonceptie Seksualiteit en Abortus (CASA - Centres for
contraception, sexuality and abortion)72, Stichting Ambulante Fiom (FIOM
- Institute for social support in the case of unintended pregnancies
and abortion decision-making)73, Nederlands Huisartsen Genootschap
(NHG - Dutch Society for General Practitioners)74, and College Voor
Zorgverzekeringen (CVZ - Healthcare Insurance Board)75. However,
there is no systematic approach for stakeholder involvement and
beneficiaries are rarely consulted.
Policies are not regularly reviewed.

“For further progress in young women’s
access to modern contraceptive choice
in The Netherlands, there is a strong
need to maintain or improve the
reimbursement rules.”
Ciel Wijsen,
Research Manager, Rutgers WPF

8

2 General Awareness of Sexual and
Reproductive Health and Rights (SRHR)
and Modern Contraceptive Choice

Government funded information campaigns on SRHR include a focus on
the prevention of unintended pregnancies and contraceptive choice.
Examples include a website on contraceptive choice76, a small-scale
media campaign on youth empowerment and contraceptives77, and a
safe sex campaign on condom use and testing78.
The campaigns are targeted at young people and young adults and run
effectively across the country.
Specific campaigns targeted at vulnerable people at risk of economic
and social exclusion also exist.
Stakeholders are involved in the development of SRHR information
campaigns.
There is a lack of systematic monitoring and evaluation systems for
awareness campaigns, however. Government funding is considered
insufficient in this area.
3 Education on Sexual and Reproductive
Health and Modern Contraceptive Choice
for Young People and Young Adults

Sexuality education at schools is compulsory and taught generally
between the age of 6 and 15.
There are only voluntary guidelines on sexuality education requesting
teachers to cover at least the topics of safe sex, sexual diversity
and prevention of discrimination.
Sexuality education is rarely included in the training curriculum for
teachers and teachers therefore do not always have the required
skills to teach sexuality education.
The government also funds targeted sexuality education for vulnerable
people.

39

The Ministry for Education regularly revises the impact and
outcome of sexuality education at schools and takes the analysis
results into account.

6

Reimbursement Schemes

All modern contraceptives are available across the country. However,
female condoms and diaphragms are not widely available.
There is a partial reimbursement scheme, based on age:

“Although there are only voluntary
guidelines on sexuality education, most
school curricula are considered to include
complete information on SRHR and the
wide range of modern contraceptives.
However, a more regulated system in
the future would contribute to ensuring
that all pupils receive adequate and
complete information on SRHR and
contraceptives.”
Peter Leusink,
GP, Sexologist Nederlandse Vereniging voor Seksuologie NVVS (Dutch association of sexology)

4

Education and Training of Healthcare
Professionals and Service Providers
The NHG has developed guidelines on modern contraceptive service
delivery and counselling, including minimum quality standards79.
These guidelines have been endorsed by the government.
Although the NHG guidelines provide a balanced recommendation
on the different contraceptive methods available, according to
Rutgers-WPF, healthcare professionals tend to predominantly opt for
'safe' choices, i.e. contraceptives that they are most familiar with.
Healthcare professionals were debating the implementation of
specific consensus guidelines for non-compliance when taking oral
contraceptives at the time of this survey.
Recommendations on individualised counselling only focus on
women who have already given birth or perimenopausal women.
In general, professional guidelines are reviewed on a regular basis.
Fertility control and contraceptive choice for young people and young
adults is part of the medical curriculum, training courses and
post-graduate training programmes for healthcare professionals.
5 Provision of Individualised
Counselling and Quality Services

The national Society of General Practitioners’ guidelines include
a reference to individualised counselling. Implementation of the
guidelines and minimum standards could however be improved.
Individualised counselling on contraceptive choice is provided in
various settings: primarily general practitioner (GP) consultations
(low-threshold care), but also youth clinics and public centres
for sexual health. All these expert stakeholders are involved in
formulating the minimum standards.
There is no monitoring in place regarding the quality of counselling
services.
Individualised counselling is included in the medical curriculum
and some professional organisations provide specific trainings on
counselling (RINO group80, Nederlandse Organisatie voor
toegepast-natuurwetenschappelijk onderzoek (TNO - Netherlands
Institute for applied science)81, Netherlands School of Public &
Occupational Health (NSPOH)82).
General practitioners receive incentives for trainings on individualised
counselling through a point system for career progress.

For women under 21 years old, all contraceptives are reimbursed
through compulsory health insurance, with a yearly threshold of
€350.
For women over 21 years old, there is no reimbursement.
Condoms are not reimbursed, but they are provided for free by
some health insurance companies. Emergency contraception is
only reimbursed when prescribed by a doctor.
Financial barriers to access the full range of modern contraceptives
therefore exist.
The government takes the results of the monitoring and evaluation
system into account to revise the reimbursement scheme.
At the time of this survey, however, there was an ongoing debate on
whether contraception should be reimbursed at all as it is not strictly
considered as medication.
7

Prevention of Discrimination

There are guidelines for healthcare professionals and service
providers on how to reach out to and deliver quality SRHR services
to vulnerable groups83.
For young people, youth clinics are established as an additional
service to GP services. These are mainly meant to reach underserved
populations, which encounter difficulties in accessing GP consultations.
According to Rutgers-WPF, the costs of newly developed contraceptives
remain the main financial barrier to ensuring equal access to
contraceptive choice.
8 Empowering Women Through Access to
Modern Contraceptive Choice

Policy measures to address gender equality and women empowerment
are implemented across the country.
However, they do not tackle SRHR and family planning issues
as means to support equal opportunities and help women plan
their professional and personal life84.
No monitoring systems are expected in the near future to evaluate
the impact of these policies.

“Patients often indicate that their GPs
provide very limited information about
contraceptive methods other than oral
contraception and condoms.”
Ineke van der Vlugt,
Programme Manager, Rutgers WPF
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Poland
Overview
Access to contraceptive choice is limited in Poland, due to
the unavailability of some modern contraceptive methods,
restricted reimbursement schemes, religious sensitivities,
and the ‘conscience clause’ for healthcare professionals.
In the past few years, advocates have called upon
policymakers to update the ‘Act on Family Planning’,
without any success so far.
Poland received an overall average to low score (33.4%)
in relation to the other nine countries analysed in this
Barometer report.
Even though Poland fails to address the full range of modern
contraceptives in its national recommendations on contraceptive
methods, it does rank slightly higher in policies on education
and training of healthcare professionals than in other
policies (52.6%).
1

Policy Making And Strategy

The 1993 ‘Act on family planning, human foetus protection, and
conditions for abortion’85 includes general provisions regarding sexual
and reproductive health and rights (SRHR) related issues, such as
medical and social care for pregnant women, family planning,
contraceptive methods, sexuality education at school, and abortion.
The Act, however, is not fully implemented. According to the Towarzystwo
Rozwoju Rodziny (TRR – IPPF Member Association), the so called
‘conscience clause’, which serves to protect individual religious, moral
or ethical beliefs, which doctors may use to refuse to prescribe
contraceptive methods still plays a role in certain cases.
The Act establishes the government’s responsibility to “provide methods
for responsible procreation”86. However, the Act remains general
and there is no reference to ensuring women’s access to modern
contraceptive choice.
In October 2012, a legislative proposal to amend the Act was rejected
by a vast majority of Parliamentarians. The proposal87 had been
submitted by the parliamentary party ‘Ruch Palikota’ (Palikot’s
Movement) and was developed in cooperation with NGOs working
on women’s rights and SRHR. It aimed to improve policies on a
number of issues, such as the reimbursement of contraceptives
and enforcement of family planning rights.
The Ministry of Health publishes annual progress reports88 regarding
the implementation of the Act, including general statistical information,
such as prices of contraceptive methods, number of legal abortions,
budget allocations, list of medical programmes related to family planning
etc.
NGOs develop their own progress reports which analyse the gaps
in SRHR related policies, e.g. the lack of implementation of sexuality
education at schools and limited access to contraceptives.

“Despite existing regulations to ensure
access to all contraceptive methods, in
some cases, unfortunately, doctors
still refuse to prescribe anything.”
Anna Korzan,
Project coordinator at Society for Family Development
(Towarzystwo Rozwoju Rodziny - TRR)

Country Results
by Policy Benchmark
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2 General Awareness of Sexual and
Reproductive Health and Rights (SRHR)
and Modern Contraceptive Choice

The government organises SRHR information campaigns in cooperation
with external stakeholders, mainly tackling cervical and breast cancer
prevention, prostate examination and prevention of HIV/AIDS.
These campaigns are implemented across the country. However, they
often only reach out to people with health insurance and are not
considered to be reaching their target audience effectively.
Where they do exist, information campaigns on family planning and
contraceptive choice are not endorsed by the government or public
authorities. NGOs and healthcare professional organisations organise a
number of campaigns, e.g. the ‘1+1=3 Campaign for Responsible
Parenthood’89 aiming to promote responsible sexual behaviour and
knowledge of contraceptive methods, led by the Polish Gynaecological
Association and TRR90 with the support of the pharmaceutical industry,
and the ‘Condomisation’91 campaign focusing mainly on fertility control
and on the prevention of sexually transmitted infections (STIs), organised
by TRR.
The government organises information campaigns on equal opportunities. However, these do not include any focus on fertility control and
contraceptive choice.
3 Education on Sexual and Reproductive
Health and Modern Contraceptive Choice
for Young People and Young Adults

Sexuality education is addressed under the heading ‘education for
family life’ and regulated by two pieces of legislation in Poland:
1993 ‘Act on family planning, human foetus protection, and
conditions for abortion’, which introduces a non-mandatory sexuality
education programme, entitled ‘Knowledge of human sexual life’92.
2012 Ministry of Education Decree93 (first adopted in 1999 and
amended several times), which outlines the teaching methods
and content of the ’Knowledge of human sexual life’ programme. The
programme introduces a course entitled ‘Education for family life’.
Sexuality education is provided to pupils 11 years old and older.
In practice, parents have the possibility to remove their children
from sexuality education courses.
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The Ministry of Education Decree establishes that sexuality education
should be provided by qualified teachers. However, teachers generally
lack sufficient training and knowledge in the field of SRHR.
The above is considered to result in a lack of credible information
on SRHR, as well as ideologically marked content based on the
teachers’ personal moral points of view.
In practice, only limited information is provided to students on the
range and use of modern contraceptive methods.

“Curriculum guidelines on sexuality
education exist, but in practice individual
teachers can significantly influence
the content by choosing to avoid certain
topics or introducing religious and
moral considerations against the use
of contraception.”
Anna Korzan,
Project coordinator at Society for Family Development
(Towarzystwo Rozwoju Rodziny - TRR)

4

Education and Training of Healthcare
Professionals and Service Providers
In 2006, the Polish Gynaecology Association94 issued updated
general ‘Recommendations on Contraceptive Methods’95.
These recommendations cover general information on contraceptive
methods, including oral contraceptives, condoms, hormonal injections
and intra-uterine devices (IUDs). However, they fail to address the
full range of modern contraceptives.
The recommendations do not address the need to provide information
and counselling on the wide range of contraceptive choice nor quality
standards and objectives for SRHR services.
The Polish Gynaecology Association also developed specific recommendations for certain contraceptive methods: gestodene mini
contraceptive pills (2008)96, vaginal hormonal contraceptive systems
(2008)97, and skin hormonal contraceptives (2009)98.
Pharmaceutical companies and NGOs also issue informal recommendations on the use of different contraceptive methods99.
Gynaecology courses during medical studies are compulsory and
touch upon the topics of family planning, fertility control and
contraceptive methods. The content, however, is often very general
and limited.
Post-graduate trainings on SRHR exist, but they are informal and
very limited, and delivered in the form of conferences, seminars, and
short specialised courses.
5

Provision of Individualised
Counselling and Quality Services
Individualised counselling is not required, nor recommended.
Although women are always referred to specialist services when
appropriate, the SRHR service providers are usually located in bigger
cities only, making access more difficult for small towns and rural
communities.
Doctors and nurses have the right to refuse prescribing and fitting
contraceptive methods under the ‘conscience clause’.
Also, according to the ‘Act on the occupation of doctor and dentists’100,
in the case of minors, doctors require the parents’ consent for
medical examinations, which is necessary prior to prescribing
contraceptives and can therefore be seen as a considerable
obstacle to access.

Confidentiality is supported through a legal framework and respected
by healthcare professionals and service providers101. In smaller
communities, however, privacy is not fully ensured and this plays
an important role in dissuading women from seeking counselling
services and in hindering the quality of services.
6

Reimbursement Schemes

Female condoms and diaphragms are not available in Poland.
Access to less popular methods, such as vaginal contraceptive rings,
contraceptive patches, and long-acting reversible contraception
(LARC), might be limited in small pharmacies.
Nine types of older generation contraceptive pills are reimbursed, at
30%. These pills are prescribed for medical reasons.
The lack of reimbursement for other contraceptive methods may
represent a financial barrier to access modern contraception, in
particular for young adults.
7

Prevention of Discrimination

Equal treatment in the area of medical services and education
falls under a specific piece of legislation, adopted in 2012, aiming
to implement the ‘EU provisions on equal treatment’102.
People covered by health insurance, which includes all registered
unemployed people, benefit from easier access to public health
services.
A specific piece of legislation on publicly funded healthcare services103
aims to protect minors and pregnant women who do not have
health insurance.
Although some oral contraceptives cost less than €3 per month,
making them affordable to most people, they may not be appropriate
for every woman.

“The biggest barrier, especially for people
in difficult economic situations, is not
access to healthcare but access to a
choice of modern contraceptives tailored
to their needs, as reimbursement for the
wide range of modern contraceptives is
limited due to the government’s
financial constraints.”
Anna Korzan,
Project coordinator at Society for Family Development
(Towarzystwo Rozwoju Rodziny - TRR)

8 Empowering Women Through Access to
Modern Contraceptive Choice

The Constitution of the Republic of Poland104 and the national legislation
on equal treatment105 state equal rights and opportunities for men and
women as a national policy goal.
Women, however, are often discriminated against in the labour
market with regards to job offers, positions and salaries.
The legal framework on gender equality does not include a SRHR
component.
The government’s monitoring system is limited to responding to
complaints received. There is no consistent or regular evaluation of the
impact of the policies in place.
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Results by Country

Spain
Overview
Spain generally scores low in all policy areas, despite significant
progress at policy level with regards to sexual and reproductive
health and rights (SRHR).
Current austerity measures are perceived as major obstacles
to continuing progress in the area of SRHR, reducing unintended
pregnancies and ensuring women’s access to modern
contraceptive choice.
Young women’s access to modern contraceptive choice
varies significantly across the different regions.

1

Policy Making And Strategy

There is a national policy framework on SRHR:
2010 law on ‘Sexual and reproductive health and pregnancy
voluntary termination’ which focuses on guaranteeing access to
safe and efficient contraceptive methods for fertility control106.
2011 policy strategy on SRHR, which aims to offer high quality
SRHR care with a specific focus on access to family planning and
modern contraception and training of healthcare professionals107.
The SRHR policy framework only includes a general reference
to the range of modern contraceptives, without specifying any
methods.
The 2011 SRHR strategy was developed with the involvement of
stakeholders from both national and regional levels, e.g. regional
governments and administrations, scientific societies, medical
organisations etc.
However, since the change in government in November 2011, the
SRHR strategy is not a priority and its implementation has been put
on hold.
There are significant differences across the 17 autonomous regions
(Comunidades Autónomas) with regards to how policies are developed
and implemented, as well as stakeholder involvement. In some regions,
such as Catalonia, Comunidad Valenciana and Exrtemadura there
are specialised SRHR centres or family centres; whereas in others,
such as Murcia, Castilla La Mancha, Castilla León and Madrid, these
centres do not exist or are disappearing. In Andalusia, family planning
and SRHR issues are generally dealt with by general practitioners.
The SRHR strategy foresees a monitoring and evaluation system,
but this has not been implemented in practice.

“Budget cuts and austerity measures
should not affect young women’s access
to modern contraceptive choice in Spain.”
Justa Montero,
Responsible for the training and research area, Spanish Family Planning
Association (Federación de Planificación Familiar Estatal - FPFE)

Country Results by Policy Benchmark
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“The current budget cuts at national
and regional level represent a new major
obstacle for the effective implementation
of policy measures to prevent unintended
pregnancies under the SRHR strategy.
What is even more alarming is that
further budget cuts are expected. This
may lead to a decrease in reimbursement,
significantly reduced healthcare services,
closure of family planning centres and
clinics, poorer quality, understaffed
counselling, etc.”
Justa Montero,
Responsible for the training and research area, Spanish Family Planning
Association (Federación de Planificación Familiar Estatal - FPFE)

2 General Awareness of Sexual and
Reproductive Health and Rights (SRHR)
and Modern Contraceptive Choice

There are no current information campaigns on SRHR, but in the last
five years, certain regions have implemented SRHR awareness
campaigns focusing on, amongst others, emergency contraception, male
and female condoms, promotion of multiple contraceptive methods to
effectively prevent unintended pregnancies, prevention of sexually
transmitted infections (STIs) etc.
Some scientific and family planning associations are occasionally
consulted in the shaping of SRHR awareness campaigns.
Most SRHR campaigns receive some public funding, however, support
is considered insufficient to ensure proper implementation across the
country.
No SRHR campaigns targeted fertility control to promote equal
opportunities for women.
The evaluation of the campaigns’ impact is not carried out regularly or
comprehensively.
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3

Education on Sexual and Reproductive
Health and Modern Contraceptive Choice
for Young People and Young Adults
Sexuality education is suggested by the government in the 2010
law on SRHR, but not compulsory108. There is no reference to sexuality
education in the legislation outlining the school curricula.
There is no specific budget allocated to sexuality education.
Municipalities may provide specific budgets for their schools.
The age when sexuality education should start is not stipulated.
There is no information or guidelines on the content of sexuality
education for teachers. This leads to great differences in the
scope of information that is provided.
In practice, sexuality education is provided due to the initiative of
individual teachers, during time allocated to horizontal issues.
Sexuality education includes rarely information about local sexual
and reproductive health services.
At present, the training offered to teachers on SRHR education is
minimal as it is not mandatory. No useful education materials are
issued or funded by the government.
Teacher training initiatives usually stem from private entities like
NGOs and are not paid for by the government.
4

Education and Training of Healthcare
Professionals and Service Providers
Spanish national healthcare professional organisations have
developed certain nation-wide guidelines on family planning and
contraceptives targeted at healthcare professionals, for example:
2006 consensus document on contraception, by the Sociedad
Española de Ginecología y Obstetricia (SEGO - Spanish Society
of Gynaecology and Obstetrics), which only refers to a limited
choice of contraceptives109.
Consensus conferences on intra-uterine devices (IUDs) (2001)
and hormonal contraception (2011), by the Sociedad Española
de Contracepción (SEC - Spanish Society of Contraception)110.
Recommendations on the use of IUDs in adolescents and young
women and also on the use of hormonal contraceptive methods in
women above 40 years old, by the Fundació n Españ o la de
Contracepción (FEC - Spanish Foundation of Contraception)111.
Most recommendations are developed at regional level.
According to the national Federación de Planificación Familiar Estatal
(FPFE - Federation of Family Planning – IPPF Member Association)112,
this combination of regional and nation-wide recommendations
leads to a scattered and inconsistent approach as implementation
is not consistent across the regions.
Family planning, fertility control and modern contraceptive choice
are only included in the medical curriculum for students specialising
in gynaecology and in the training of midwives.
Healthcare professional organisations, in collaboration with universities, pharmaceutical companies or family planning NGOs,
offer informal education and training programmes to healthcare
professionals on contraception and SRHR.

“The quality of recommendations for
healthcare professionals is high.
However, there is a lack of support and
endorsement by the Ministry of Health,
which results in a lack of comprehensive
implementation across the country.”
Justa Montero,
Responsible for the training and research area, Spanish Family Planning
Association (Federación de Planificación Familiar Estatal - FPFE)

5 Provision of Individualised
Counselling and Quality Services

The implementation of individualised counselling varies between
regions and even among cities. It is up to healthcare professionals
to decide whether to provide individualised counselling.
Individualised counselling is generally limited by the lack of
awareness, among healthcare professionals, of the full range of
contraceptive methods.
The accessibility to counselling services is negatively impacted
because of budget cuts, as well as reduced numbers of centres,
opening hours and staff.
Midwives and nurses receive training on individualised counselling
during their school curriculum, general practitioners and gynaecologists generally do not.
6

Reimbursement Schemes

Generally, all contraceptive methods are available, with a medical
prescription.
The level of accessibility, however, depends on the contraceptive method.
Spain has a partial reimbursement scheme; in general 40% is covered
by the user and 60% by health insurance.
Intra-uterine devices (IUDs) are not reimbursed in any region. In some
regions, however, implants are given for free.
Condoms are often provided for free in most regions, depending on
the budget available. This is done in the context of youth and HIV/AIDS
prevention programmes.
Financial barriers prevent access to contraception as there are
no tailored reimbursement schemes for young people.
There are no monitoring systems foreseen to review the reimbursement schemes.
7

Prevention of Discrimination

The national SRHR strategy aims to provide for policy measures
to guarantee SRHR for vulnerable groups, including youth and elderly
people, people with disabilities, the gay community, HIV positive
people, immigrants, women victims of sexual violence etc.
Budget cuts however impede proper implementation and lead to
detrimental care and counselling, impacting vulnerable groups
first.
Experts believe that the government does not provide healthcare
professionals and service providers with the necessary support
and supervision to ensure professional, respectful behaviour towards
young people and young adults with regards to SRHR.
Recently, health coverage has been limited amongst the immigrant
and unemployed population, which is considered to have a negative
impact on SRHR and access to family planning services amongst
these groups.
Scientific societies, healthcare professional organisations and NGOs have
developed informal, limited guidelines focusing on vulnerable groups.
8 Empowering Women Through Access to
Modern Contraceptive Choice

The legislative framework for gender quality and women empowerment
is provided through the 2007 law on the equality of women and men113.
No specific reference is made to SRHR of women.
This law has been put on hold, however, and its further development
and implementation is being questioned by the current government in
the framework of the budget cut discussions.
Equality Plans114 are being developed by the national Women’s
Institutes. They generally incorporate a reference to fertility control and
access to modern contraceptive choice.
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Results by Country

Sweden
Overview
Sweden scores very highly in almost all policy areas, despite
the absence of a comprehensive sexual and reproductive
health and rights (SRHR) policy framework.
Knowledge of healthcare professionals on SRHR (85.3%),
access to individualised counselling (67.8%), and measures
to prevent discrimination (72.7%) and support women’s
empowerment (76%) rank particularly high.
Regional disparities exist with regards to reimbursement
schemes and implementation of policies and guidelines.
The Swedish government is planning to develop a specific
national strategy on SRHR in the near future.

Country Results by Policy Benchmark
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Policy Making And Strategy

SRHR has been one of the 11 public health objectives of Swedish
Public Health Policy since 2003115.
Stakeholders are systematically involved in the development and
implementation of SRHR policies. Significant regional differences
exist, however, with regards to their responsibilities.
The main SRHR priority areas are young people and young adults,
vulnerable people, prevention of sexually transmitted infections
(STIs), and prevention of unintended pregnancies.
In 2012, the Swedish government announced its plans to develop
a specific national strategy on SRHR. The strategy is being developed
with the involvement of the Swedish Board of Health and Welfare116,
the Institute for Communicable Disease Control117, Institute of Public
Health118, Riksförbundet för Sexuell Upplysning (RFSU- National
Association for Sexuality Education – IPPF Member Association)119,
Skolverket (National Agency for Education)120, Ungdomsstyrelsen
(National Board for Youth Affairs)121, Sveriges Kommuner och Landsting
(SKL - Associations of Local Authorities and Regions)122 and Enheten
för sexualitet och hälsa (LAFA –Unit for Sexuality and Health)123.

General Awareness of Sexual and
Reproductive Health and Rights (SRHR)
and Modern Contraceptive Choice
2

Government led information campaigns on SRHR mainly focus on
prevention of STIs. Klamydiamåndag (Chlamydia Monday)124 is an
example of an annual national awareness raising campaign, during which
young people and young adults are encouraged to perform tests and
discuss the prevention of STIs and unintended pregnancies with experts.

8

“Although Sweden does not have
a national strategy on sexual and
reproductive health yet, all women in
the country have access to free
contraceptive counselling.”
Lena Marions,
Obstetrics and Gynaecology Karolinska University Hospital Stockholm

The Swedish Institute for Communicable Disease Control monitors
attitudes and awareness amongst the general public and evaluates the
results of these campaigns. The results are taken into account by
the government.
3 Education on Sexual and Reproductive
Health and Modern Contraceptive Choice
for Young People and Young Adults

Sexuality education at school has been compulsory since 1955125
and is provided to pupils aged 10 years old and older.
The National Agency for Education provides a framework for sexuality
education126. The framework includes issues such as STIs, unintended
pregnancies, contraception, puberty, sexuality, gender, relationships,
identity and responsible behaviour.

Condoms are the only contraceptive method mentioned.

The framework lacks detail, however, and schools and teachers
decide individually on the timing and content. Courses therefore differ
greatly across the country and the range and use of contraceptives is
not always properly addressed.

Although the government develops the information campaigns in
consultation with relevant stakeholders, the involvement of healthcare
professionals could be improved, especially with regards to the prevention
of unintended pregnancies.

Since 2011, following the new Education Programme for Primary
School Grades 4-6 ‘Top of the class’127, training courses on sexuality
education for teachers of pupils aged ten-12 are compulsory and
recommended for teachers of pupils aged 13-19.

There are no information campaigns on SRHR and equal opportunities
and no specific campaigns target vulnerable people.

No monitoring and evaluation systems are in place.
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“All pupils in Sweden receive sexuality
education at school including information
on puberty and contraception. The
quality of sexuality education can differ
substantially from one school to another.”
Hans Olsson,
Advisor Manager Sexuality Education, Swedish Association for Sexuality
Education (Riksförbundet för sexuell upplysning - RFSU)

Free contraceptive counselling is provided by public youth clinics and
family planning clinics. Regional differences exist in the accessibility
of the clinics.
The Swedish government created a national web-based youth
clinic UMO133 for counselling services.
There are no minimum quality standards and no monitoring and
evaluation systems in place.
6

Existence of Reimbursement Schemes

Contraceptives are, in general, partially reimbursed, but there are
large regional disparities in reimbursement schemes; ranging
from no reimbursement to partial or full reimbursement for different
contraceptive methods.

4

Education and Training of Healthcare
Professionals and Service Providers
In 2005, the Läkemedelsverket (MPA - Medical Product Agency)
published recommendations on contraception129, including all
contraceptive methods, a focus on personalised counselling and
minimum standards.
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The recommendations were developed in collaboration with physicians
and midwives, based on the World Health Organization (WHO)
guidelines ‘Selected practice and Medical Eligibility Criteria’130.
Regional differences exist in the implementation of the recommendations as some regions have their own guidelines.
A group of gynaecologists and midwives are also developing a
contraceptive guide aimed to equip providers with adequate information on all contraceptive methods, including benefits, risks, barriers
etc. The guide is expected to be completed in the first half of 2013.
Educational programmes and post-graduate training on fertility control
and modern contraceptive choice are part of the medical curriculum
and regularly updated.
Non-recognised educational programmes are also organised, for example, by the Svensk Förening För Obstetrik & Gynekologi (SFOG Swedish Society of Gynaecology and Obstetrics) and the RFSU etc.

“There are still myths and a lack of
knowledge amongst healthcare
professionals with regards to some
modern contraceptive methods, such
as IUD/IUC and combined hormonal
contraception.”
Lena Marions,
Obstetrics and Gynaecology Karolinska University Hospital Stockholm

5 Provision of Individualised
Counselling and Quality Services

The 1982 Health and Welfare Act 131 states that all medical
consultations should be conducted with respect of the individuals
and individualised counselling is specifically addressed by the
2005 Läkemedelsverket recommendations on contraception132.
The provision of individualised counselling on SRHR and family
planning is a high healthcare priority and includes a special focus
on information on contraceptive choice to prevent unintended
pregnancies.
Individualised counselling is a part of medical curricula and postgraduate training.
Disparities are noted in the level of implementation of the recommendations across the regions, for example with regards to information
on risks, benefits and myths.

In general there is a lack of or reduced reimbursement for newer
contraceptives, due to their higher cost.
There are no monitoring and evaluation systems in place, or expected,
to revise the reimbursement schemes.

“The reimbursement system is considered
unfair. Stakeholders call on national
policymakers to improve reimbursement
schemes for contraceptive methods
across the country, in order to ensure
access to the broad range of modern
contraceptive methods as a crucial
means to support women prevent
unintended pregnancies.”
Lena Marions,
Obstetrics and Gynaecology Karolinska University Hospital Stockholm

7

Prevention of Discrimination

Access to public SRHR services for vulnerable groups is addressed
in the strategies for youth clinics.
The prevention of discrimination when delivering counselling services
is considered standard practice. However, there are no national
guidelines on how to reach out to and deliver quality SRHR services
to vulnerable groups.
Given the regional differences in reimbursement schemes, financial
barriers exist in certain regions.
8 Empowering Women Through Access to
Modern Contraceptive Choice

Measures to support gender equality and work life balance are provided
under the Act of Discrimination134. This includes support for family
planning (e.g. free contraceptive counselling), as well as initiatives to
encourage men to share the time and responsibility for childcare.
There are local and regional guidelines by health authorities and the
RFSU and national guidelines by the MPA that address the need to
ensure information on and access to the full range of modern
contraceptives and their usage.
The government is responsible for monitoring and evaluating existing
policies and their impact on women’s wellbeing and personal
development135. However, the identification and evaluation indicators
are not detailed enough and the results are therefore not used to further
analyse population trends or to support specific needs.
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Annex
List of consulted experts
Mariana Bancheva, Deputy Minister of education, former coordinator, Национална
мрежа за децата (National Network for children)

Dr. Elisabeth Paganelli, Medical Gynaecologist; President, Collège de Gynécologie
medicale du Val de Loire (College of Medical Gynaecology of Val de Loire); Secretary
General, Syndicat des Gynécologues et Obstetriciens Français SYNGOF (Union of French
Gynaecologists and Obstetricians)

Milena Damianova, former Deputy Minister of education, Министерство на
образованието, младежта и науката (Ministry of Education)

Germany

Bulgaria

Dessislava Dimirvoa, Deputy Health Minister, Министерство на Здравеопазването
(Ministry of Health)
Rossitsa Ivanova, Secretary, Национален съвет за сътрудничество по етнически и
интеграционни въпроси (National Council on ethnic and integration issues, Council of
ministers)
Dr. Angel Kunchev, Director, Министерство на Здравеопазването (Ministry of Health,
Directorate prevention and infectious diseases and chief sanitary inspector)
Dr. Nelia Mikushinska, Senior expert, Министерство на Здравеопазването (Ministry
of Health, in charge for the SRHR strategy)
Dr. Radosveta Stamenkova, Executive Director, Българска асоциация по семейно
планиране и сексуално здраве (БАСП) (BFPA – Bulgarian Family Planning and Sexual
Health Association, IPPF Member Association)
Dr. Ani Temelkova, Senior expert, Министерство на Здравеопазването (Ministry of
Health, International programmes and projects)
Prof. Ivailo Tournev, President, Фондация Здравни проблеми на малцинствата ФЗПМ
(Ethic Minorities Health Problems Foundation)
Antoaneta Vassileva, Secretary, Национална комисия за борба с трафика на хора
(National Commission against trafficking of human beings, Council of ministers)
Petar Zvetanov, President, Национална мрежа на здравните медиатори НМЗМ
(National Network of Health Mediators)

Czech Republic
Dr. Miroslav Havlín, Vice-President, České společnosti pro gynekologii dětí a dospívajících
ČLS JEP (Czech Society of Paediatric and Adolescent Gynaecology)
Prof. Dr. Peter Koliba, Gynaecologist; President, Sekce gynekologie dětí a dospívajících
České gynekologicko-porodnické společnosti České lékařské společnosti J. E. Purkyně (Czech
Paediatric and Adolescent Gynaecology Society, Czech Gynaecological and Obstetrical
Society of Czech Medical Society JEP); Vice president , České menopauzální a andopauzální
společnosti České lékařské společnosti J. E. Purkyně (Czech Menopause and Andropause
Society of Czech Medical Society JEP)
Prof. Dr. Jiří Šantavý, Chief physician, Ústav lékařské genetiky a fetální medicíny FN a LF
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Glossary
Campaign:
This is referring to public awareness raising campaigns funded (led or supported) by government authorities on sexual and reproductive health and rights (SRHR), e.g. billboard,
social media, television or newspaper campaigns. For the purpose of this Barometer, we
focus on awareness raising campaigns on SRHR issues linked to fertility control, access to
modern contraceptives and family planning to ensure better informed choices for young
people and young adults.
(Note that when referring to sexuality education at school we are referring to education
programmes, not campaigns.)
Government authorities:
For the purpose of the Barometer project, this refers to any public authority at national, regional or local level involved in the development and implementation of policies and initiatives with an impact on the issue of access to modern contraceptives and the policies
addressed in the Policy Benchmarks.
Guideline:
Document providing support and advice to health professionals and service providers (see
“service provider”) on how to conduct counselling and sexual health education.
Individualised counselling:
Professional advice to individual young people and young adults, conducted by trained
service providers and healthcare professionals, to help women/couples make informed
and voluntary decisions about their fertility. “Counselling is a key element in quality of care
and is also an important part of both initiation and follow-up visits and should respond to
clients needs.”136 Individualised counselling refers to advice that takes into account the individual circumstances, needs and wishes from women/couples (as opposed to general
advice or ‘one-fits-all’ recipes).
Modern contraceptives:
The term “Modern contraceptives” refers to all non-emergency, reversible contraceptive
methods, which enable young people and young adults to prevent unintended
pregnancies.
Modern contraceptive methods include the following:
Male condoms
Female condoms, diaphragms
Oral contraceptives
Vaginal contraceptive ring, contraceptive patch, depot injection
Long-acting reversible contraception (LARC), e.g. intra-uterine system (IUS), intra-uterine device (IUD) and sub dermal implants (SDI)
Modern contraceptive choice:
Young people and young adults should have information on and access to the full range of
modern contraceptive methods (see “Modern contraceptives”) in order to give them the
opportunity to make free decisions on their sexual life, fertility control and management
of their health.
Monitoring and evaluation systems:
Policy mechanisms implemented by public authorities, which aim to keep track of and
analyse the level of implementation and impact of policies, campaigns and government
initiatives. They can be carried out with varying levels of involvement from stakeholders
(e.g. consultations). The value of monitoring and evaluation systems is in providing relevant
input to inform any future policy changes or new initiatives, thus contributing to effective,
smart, evidence-based policies.

Policy:
A policy is a principle or rule to guide decisions and achieve objectives. Generally speaking,
policies can be guidelines, rules, regulations, laws, principles, statements of commitments
and political directions adopted or expressed by policymakers (see “policymaker”). Policies
should establish a clear objective to be achieved, actions foreseen, who will be impacted
and who is responsible for the foreseen actions, as well as the foreseen timeline. In the
context of young women’s access to modern contraceptive choice, relevant policies with
a direct impact on the issue include education, gender equality and equal opportunities,
health and employment policies, amongst others.
Policymaker:
A “Policymaker” is a person with power to influence or determine policies and practices
at an international, national, regional, or local level and include politicians or government
officials.
Policy development:
Generally speaking, the process to develop policies includes the following stages:
Identification and analysis of the issues and objectives
Analysis of policy options
Development of the chosen policy instrument
Consultation (which permeates the entire process)
Coordination
Decision (policy adoption)
Implementation
Evaluation
Policy effectiveness:
“Policy effectiveness” refers to the degree to which policies meet their intended impact
and objectives.
Policy implementation:
“Policy implementation”refers to the stage during which policies are actually applied and
have a real impact on society. Implementation involves translating the goals and objectives
of a policy into an operating, on-going programme. Policy implementation is what
happens after a bill becomes law.
Recommendation:
Recommendations refer to non-binding principles or advice. They can be issued by
international organisations, government or public authorities, healthcare professional
organisations, etc., e.g. the WHO recommendation on contraceptive use 137. They do
not have legal force but they do have weight and are valuable tools to influence
behaviours. Sometimes recommendations can precede future legislation. At EU level,
a Council Recommendation is a non-binding act by the EU Council of Ministers that
sets out the priorities for future legislation and for actions at national level. It gives
EU member states the responsibility to act, provides the basis for sharing best practices
among EU member states, and highlights the areas that require more concerted action
at EU level.
Service provider:
Public/private organisation or individual (non healthcare professionals) providing sexual
and reproductive health and rights (SRHR) services, ranging from information and
counselling to care services, which can be provided in a variety of settings (e.g. clinic,
emergency hotlines, schools, universities, work sites etc.)
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Sexual and Reproductive Health and Rights (SRHR):
In general, sexual and reproductive health includes healthy sexual development,
equitable and responsible relationships and sexual fulfilment, freedom from
disease/infections (HPV, HIV/AIDS etc.), disability, violence and other harmful practices
related to sexuality. Sexual rights entail free and responsible decisions on all aspects
of one’s sexuality, include protecting and promoting one’s sexual health, freedom from
discrimination, coercion or violence both during the sexual life and decisions,
expectation and demand for equality, full consent, mutual respect and shared
responsibility in sexual relationships.
In the context of this Barometer, we focus SRHR on fertility control, access to modern
contraceptives and family planning. SRHR includes the right to control your own
fertility, to access quality reproductive healthcare, and to receive education in order
to take informed reproductive decisions.
Sexuality education:
For the purpose of the Barometer project, sexuality education refers to rights-based and
gender-equitable education about sexuality, gender, sexual and reproductive health and
rights and sexual behaviour.
Stakeholder:
The term stakeholder refers to all actors involved in the area of SRHR, ranging from
key decision makers and interest group representatives, including health politicians,
government officials, women’s rights groups, health professional organisations and
medical associations (gynaecologists, nurses, midwives, etc.), churches and religious
groups and any other actors with an impact or influence on women/couple’s access
to modern contraceptive choices.
Vulnerable people:
People at risk of discrimination, embarrassment or stigma, social and/or economic exclusion,
such as young people and young adults, women, immigrants, migrants, etc.138
Women empowerment:
“Women empowerment” in the area of contraception refers to “the ability of women
to control their own fertility”. “When a woman can plan when to start a family, she
can plan the rest of her life. When she is healthy, she can be more productive.
And when her reproductive rights are promoted and protected, she has freedom
to participate more fully and equally in society. Reproductive rights are essential to
women's advancement.”139
Young people and young adults:
People aged up to 30 years old
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World Health Organization, Department of Reproductive Health and Research,
Selected practice recommendations for contraceptive use, 2nd ed. 2008.
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people’s Sexual and Reproductive Health and Rights in Europe: Summary report of qualitative research conducted
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Policies for Sexuality Education in the European Union, 2013.
http://www.europarl.europa.eu/committees/en/studiesdownload.html?languageDocument=EN&file=83610

02

Barometer

of Women’s Access to
Modern Contraceptive Choice

146, Rue Royale
1000 Brussels
Belgium
Tel: +32 (2) 250 09 50
Fax: +32 (2) 250 09 69
www.ippfen.org

