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Setting the Record Straight on Contraceptives

Women exploring the use of contraceptives! are
often faced with misleading information about their
safety and effectiveness, as well as women’s right

to access them. This misinformation can prevent
women from realizing their reproductive rights,
including the right to decide freely and responsi-
bly the number and spacing of their children; the
right to receive and impart the information and
means to; the right to attain the highest standard

of sexual and reproductive health; and the right to
make decisions concerning reproduction free of dis-
crimination, coercion, and violence.2 This factsheet
sets the record straight on oral contraceptives and
governments' obligation to provide family planning
services.

True or False: Oral contraceptives do not effectively
reduce unwanted pregnancies.

False: Contraceptives are very effective as they signifi-
cantly decrease the number of unintended pregnan-
cies. The United Nations Population Fund (UNFPA)
estimates that 50 percent of all pregnancies are
unplanned and 25 percent are unwanted.3 Unwanted
pregnancies occur disproportionately among young,
unmarried girls who often lack access to contracep-
tion.# According to the World Health Organization
(WHO), for every 100 women using oral contracep-
tive pills,5 only 8 will become pregnant in the first
vear. If oral contraceptives are taken properly without
mistake, the rate is less than 1 pregnancy per 100
women over the first year (3 per 1,000 women).6
With progestin-only contraceptive pills,” the rate is
less than 1 pregnancy per 100 breastfeeding women
and 3 to 10 pregnancies per 100 non-breastfeeding
women over the first year.8 If pills are taken every day
at the same time, the rate is less than 1 pregnancy per
100 non-breastfeeding women over the first year.?

True or False: Contraceptives effectively reduce
induced abortions.

True: It is widely held that universal access to a wide
range of affordable contraceptive methods reduces
the rates of unwanted pregnancies and induced
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abortion.10 Worldwide, about one-fifth of all preg-
nancies end in induced abortion. Satisfying the
unmet need for contraception would further reduce
women's need to resort to abortion. The effect of
national contraception programs on reducing the
rate of abortion is well-documented. In seven coun-
tries (Bulgaria, Kazakhstan, Kyrgyzstan, Switzerland,
Tunisia, Turkey, and Uzbekistan), abortion rates fell
as use of modern contraceptives rose.!! Additionally,
contraceptive use contributes to lower rates of mater-
nal mortality and morbidity by reducing unintended
and unwanted pregnancies and unsafe abortions.
UNFPA estimates that “one in three deaths related
to pregnancy and childbirth could be avoided if all
women had access to contraceptive services.”12 This
would save the lives of 175,000 women annually, in
addition to preventing numerous childbirth-related
injuries.13

Nevertheless, while access to safe, effective contracep-
tion can substantially reduce the need for abortion, it
will never fully eliminate it.14 Even with widespread
contraceptive use, unintended pregnancies still occur.
No contraceptive method is 100 percent effective

and many people still confront significant obstacles

to obtaining contraception. Thus, the need for safe,
legal abortion will continue despite contraceptive use.
Moreover, access to safe, legal abortion is a funda-
mental right of women.

True or False: Oral contraceptives cause cancer
and have severe side effects.

False: The use of combined oral contraceptives is
actually proven to decrease the risk of two cancers
(ovarian and endometrial); this protection continues
for 15 or more years after stopping use.!> Studies
show that women who have used combined oral
contraceptives!é more than 10 years ago face the
same risk of breast cancer as women who have never
used combined oral contraceptives. Most side effects
experienced by women using oral contraceptives

are minor (such as headaches or changes in men-
struation patterns) and many will subside after a few
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months of use.1” There are, however, numerous known
health benefits related to combined oral contraceptive
use. In addition to reducing the risk of pregnancy and
protecting against certain cancers, oral contraceptives
can help protect against ovarian cysts and iron defi-
ciency anemia, as well as reduce menstrual cramps and
bleeding problems, ovulation pain, excess body hair,
and symptoms of other conditions affecting the ovaries
and uterus.!8

True or False: Oral contraceptives, including
emergency contraception, are abortifacients and
have severe side effects on women’s health and
well being.

False: Oral contraceptives do not cause abortion or
disrupt an existing pregnancy.!? Rather, oral contracep-
tives work by suppressing ovulation and thickening the
cervical mucus, thus blocking sperm penetration.?0 If a
woman becomes pregnant while taking oral contracep-
tives, evidence confirms that the contraceptives will not
cause birth defects or otherwise harm the fetus.2!

Similar to standard oral contraception, emergency
contraception does not cause abortion. Emergency
contraception prevents pregnancy and consists of the
same hormones found in ordinary oral contracep-

tive pills.22 Depending on when in a woman’s cycle
emergency contraception is taken, it may act by delay-
ing or inhibiting ovulation, inhibiting fertilization, or
inhibiting implantation of a fertilized egg, which in
medical terms is considered to mark the beginning of
pregnancy.23 Emergency contraception does not work if
a woman is already pregnant?4 and evidence shows that
it will not otherwise harm an existing fetus.25 Moreover,
emergency contraception does not make women infer-
tile and side effects are generally mild.26 Emergency
contraception is also safe for adolescents: The WHO
reports that contraception use among girls 13 to 16
years-old is safe and that adolescent girls are capable of
using emergency contraception correctly.2”

Emergency contraception has been estimated to have
an effectiveness rate of 75 percent when it is used within
72 hours of unprotected intercourse; thus, for each preg-
nancy that occurs after use of emergency contraception,
three are prevented.28 The WHO’s handbook for family
planning providers recommends giving all women who
want emergency contraception a supply in advance,
finding that women who have emergency contraception
on hand are more likely to use it when needed and to
take it as soon as possible after unprotected sex.29

True or False: Inaccessibility of contraception for

women is a form of discrimination.

True: According to the Convention on the Elimination
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of All Forms of Discrimination against Women
(CEDAW), discrimination against women is “any
distinction, exclusion or restriction made on the basis
of sex which has the effect or purpose of impairing or
nullifying the recognition, enjoyment or exercise by
women, irrespective of their marital status, on a basis of
equality of men and women, of human rights and fun-
damental freedoms in the political, economic, social,
cultural, civil or any other field.”30 Limited access to
and high costs of oral contraception disproportionately
affect women and girls, particularly those with fewer
financial resources, and thus constitute discrimina-
tion. Access to affordable contraceptives increases
reproductive autonomy and the ability of women to
enjoy equal social, economic, civil, and political rights.
The Committee on the Elimination of Discrimination
against Women (CEDAW Committee) has stated that
“[m]easures to eliminate discrimination against women
are considered to be inappropriate if a health care sys-
tem lacks services to prevent, detect and treat illnesses
specific to women.”3! The Human Rights Committee
has also noted that obstacles to women’s access to con-
traception — including high costs32 — are violations
of the Covenant on Civil and Political Rights’ Article

3 non-discrimination provisions, which guarantee the
equal right of men and women to the enjoyment of all
civil and political rights.33

True or False: The government has an obligation to
provide funding for contraceptives.

True: As a matter of international law, governments are
required to ensure women’s access to quality sexual and
reproductive health services, including family planning
services.34 In particular, access to contraception for
marginalized groups such as adolescents, rural women,
and low-income women is of great concern because
members of these groups face significant social and
economic barriers to accessing family planning services
and thus require greater government assistance to do

so. Several UN human rights bodies have addressed the
need for governments to improve access to contracep-
tion and address all obstacles, including high costs.35
The CEDAW Committee has called for special efforts
to accommodate vulnerable population groups and their
need for contraceptive and family planning services,
particularly women and girls in rural or resource-poor
areas.36 The CEDAW Committee has specifically rec-
ommended Slovakia to take measures to increase wom-
en’s and adolescent girls” access to affordable health care
services, including reproductive health care, and afford-
able means of family planning as a way of addressing
the country’s high abortion rate.3”

WHO has also called for government assistance to
improve affordability of contraception. For example,
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following a comprehensive assessment3® undertaken by
WHO and regional NGOs on abortion and contracep-
tion in Romania, a final report recommended offering
free or subsidized contraceptives along with reliable
information on the benefits of modern contraception.39
As a result, Romania’s Ministry of Health and Family
earmarked considerable funds to provide free contra-
ceptives to eligible women.#0 Oral contraceptives were
also included on the list of drugs subsidized (by 65 per-
cent) by the National Health Insurance House.4!

True or False: Adolescents do not have a right to
access contraception.

False: The Convention on the Rights of the Child
(Children’s Rights Convention), the main treaty grant-
ing special protections to minors, recognizes the impor-
tance of adolescent autonomy and acknowledges that
minors have “evolving capacities” to make decisions
affecting their lives.42 Adolescents’ rights to life, health,
and privacy entitle them to access sexual and reproduc-
tive health services,*3 including contraceptives and fam-
ily planning services. The Committee that monitors the
Children’s Rights Convention (CRC Committee) has
voiced concern regarding the lack of sufficient health
services for adolescents# and high rates of teenage
pregnancy,? as well as concern that “contraceptives
are not within financial reach of all, thus limiting their
use.”#6 In particular, the CRC Committee has recom-
mended that States Parties, including Slovakia, provide
family planning information, services, and contracep-
tion to address teen pregnancy.4/

True or False: If health care providers and pharma-
cists claim a “conscientious ohjection” to contracep-
tion and family planning, they have no obligation to
provide services.

False: The right to the highest attainable standard of
health is a fundamental human right and the govern-
ment should ensure that the practice of conscientious
objection does not impede the effective realization

of this right.48 Because a conflict of conscience can
only be experienced by human beings, conscientious
objection cannot be exercised on behalf of an institu-
tion.# With respect to individuals, the International
Federation of Gynecology and Obstetrics (FIGO)
(which includes a member organization from Slovakia)
acknowledges that practitioners have a right to respect
for their conscientious convictions, but that their duty is
to provide their patients with accurate information on
reproductive health services and not to “mischaracterize
them on the basis of personal beliefs.”®0 International
standards clearly establish that providers must give
notice of the services they decline to provide, appropri-
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ately refer patients who request such services, provide
timely care when referral is not possible and delay
would jeopardize patients” health and well-being, and
provide care regardless of personal objections in emer-
gency situations.5!

With respect to pharmacists, the European Court of
Human Rights established in the case of Pichon and
Sajous v France that the refusal to sell contracep-

tives by two pharmacists amounted to the imposition
of personal beliefs on the public. The Court held

that “as long as the sale of contraceptives is legal and
occurs on medical prescription nowhere other than in
a pharmacy, the applicants cannot give precedence to
their religious beliefs and impose them on others as
justification for their refusal to sell such products.”®2 At
a minimum, States should ensure that there are enough
non-objecting pharmacists that would ensure the provi-
sion of contraceptives for women, within a reasonable
distance from where they live.

Finally, the CEDAW Committee recently recom-
mended that Slovakia adequately regulate the exercise
of conscientious objection by health professionals so

as to ensure women’s access to sexual and reproduc-
tive health services.53 The CEDAW Committee noted
that state refusal to legalize the performance of certain
reproductive health services for women is discriminato-
ry and that if health service providers invoke “conscien-
tious objection” as grounds for refusal, measures should
be introduced to ensure that women are referred to
alternative health service providers.54
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