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Thirty years ago, governments around 
the world agreed that reproductive health 
and rights are foundation stones of 
global development – a groundbreaking 
consensus that paved the way for decades 
of progress. Since then, the global rate of 
unintended pregnancies has fallen by nearly 
20 per cent globally. The number of women 
using modern contraceptive methods has 
doubled. Today at least 162 countries have 
adopted laws against domestic violence, 
and maternal deaths have decreased by 
34 per cent since 2000.

Yet that progress has not been fast enough, 
nor far-reaching enough. Gender-based 
violence remains rampant in practically every 
country and community. There has been zero 
reduction in maternal mortality since 2016, 
and in an alarming number of countries the 
rates are rising. Nearly half of women still are 
unable to make decisions about their own 
bodies — unable to exercise their sexual and 
reproductive health and rights. 

One important reason is inequality. New 
evidence in this report shows that although 
women across socioeconomic classes and 
ethnicities say barriers to health care have 

come down over time, the women most 
marginalized have experienced the least 
improvement. In other words, while the 
world has focused on serving the easiest 
to reach, we have neglected to confront 
the inequalities and disparities within our 
systems and societies, which has allowed 
gaps to widen into chasms. 

Everywhere, people seeking essential sexual 
and reproductive health care are forced to 
navigate overlapping hurdles because of 
their gender, economic status, ethnicity, 
sexual orientation, disability and more. In 
the few places where data are collected, 
women of African descent are found to be 
more vulnerable to obstetric mistreatment 
and negative maternal health outcomes. 
Indigenous women are often denied 
culturally appropriate maternal health care, 
and their own childbirth practices may 
be criminalized, resulting in significantly 
higher risk of death in pregnancy and 
childbirth. Gender-unequal norms remain 
embedded in health-care infrastructure, 
including persistent underinvestment in the 
world’s largely female midwifery workforce. 
Women and girls with disabilities face up 
to 10 times more gender-based violence 
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while also facing higher barriers to sexual 
and reproductive information and care. 
LGBTQIA+ people face serious health 
disparities in addition to – and as a result 
of – discrimination and stigma. 

The path forward to fulfill the Cairo 
International Conference on Population and 
Development promise of universal sexual 
and reproductive health and rights is clear: 
To achieve it we must root out inequalities 
from our health systems and policies and 
focus as a priority on those women and 
young people who are most marginalized 
and excluded. 

We need comprehensive, universal and 
inclusive health care grounded in human 
rights and evidence of what works. This work 
is vitally important, it is just, and it is possible. 
This report contains many examples of 
programmes and efforts that have expanded 
access to, and uptake of, quality care, usually 
with interventions tailored by and for those 
most in need. To accelerate success, we will 
require more and better data, disaggregated 
to understand exactly who is being left 
behind, and collected with their input and 
safety assured. 

A diverse cross-section of people, from 
feminists to indigenous groups to climate 
and youth activists, are already pointing the 
way forward towards a fairer, shared future. 

In the end, ensuring equitable progress will 
benefit all of society. That is important in its 
own right, and the dividends of achieving a 
more just and gender-equal world could also 
add trillions of dollars to the global economy. 

The fabric of humanity is rich and beautiful, 
a tapestry composed of 8 billion threads 
and counting, each one of us unique. Our 
resilience comes not from any individual 
strand but emanates from the collective, 
interwoven whole. That is our strength, and 
it is how we will proceed and succeed — 
by working together.

Dr. Natalia Kanem 
Executive Director 
United Nations Population Fund
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A safe birth. A choice of contraceptives. 
Protection from gender-based violence. More 
people than ever before have realized these 
essential, life-sustaining rights. But the number 
of people denied these rights has not yet reached 
zero – as it can and as it must. 

Overall, people today live longer, healthier lives. 
Still, millions remain far behind on the trajectory 
of progress, trapped by multiple, compounding 
forms of marginalization and discrimination. 
In a world of tremendous wealth and proven 
solutions in sexual and reproductive health 
care, such disparity suggests a lack of will, not a 
shortfall of ideas or resources. This is important 
to keep in mind because it means that much 
faster progress in ending marginalization and 
discrimination is not just desirable but possible, 
starting right now. 

In 2024, the world marks the thirtieth 
anniversary of the 1994 International 
Conference on Population and Development 
(ICPD) in Cairo. That conference produced a 
watershed global agreement putting people at the 
centre of development, one that committed to 
realizing better health, rights and choices for all. 
It affirmed a vision of human potential that has 
inspired significant progress ever since, echoed 
and amplified by the global 2030 Agenda for 
Sustainable Development agreed in 2015. 

Yet the ICPD agenda remains only partially 
realized, for the most marginalized people most of 
all. Disparities cut through every society, depriving 
some human beings of fundamental sexual and 
reproductive health and rights. Differences in 
power and opportunity related to gender, race and 
ethnicity, among many other factors, both alone 
and in combination, still largely constrain people’s 

choices and access. These dynamics manifest when 
a woman with a disability is refused sexual health 
information or when a girl in an impoverished 
village is married as a child. They arise when 
a pregnant woman or person from an ethnic 
minority encounters abusive practices that go 
unquestioned in health systems.

Moving faster to bring the promise of ICPD 
alive for people who have been pushed behind 
is one of the world’s most urgent priorities. It’s 
a priority because, for each individual, bodily 
autonomy – the power and agency to make 
choices over one’s body and future, without 
violence or coercion (UNFPA, 2021) – depends 
on realizing sexual and reproductive health and 
rights. This determines the gains individuals 
can experience across their life course, in health 
but also in education, employment and political 
participation. In turn, peaceful, resilient and 
just societies depend on healthy and empowered 
people, without exclusions. 

A strong foundation is in place to realize 
ICPD commitments for everyone. The world’s 
understanding of how to dismantle remaining 
barriers and types of discrimination is greater 
than ever before. The international community 
has agreed for decades that people-centred 
development requires universal access to quality 
sexual and reproductive health care, and it is 
moving ever closer to the holistic goals of the 
reproductive justice movement (McGovern 
and others, 2022). This report argues that 
the thirtieth anniversary of the ICPD is an 
opportunity to pivot health and social systems 
towards providing services that empower all 
people, respect their diversity, uphold their 
dignity, and support them to realize their rights 
and bodily autonomy. It also calls for renewed 
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commitments to unwind the disparities 
and inequities that still divide societies. 
These inequities create and reinforce 
systemic, structural barriers that chronically 
marginalize women and other groups in nearly 
every aspect of life, from labour markets to 
education to political participation. Now is 
the moment to take decisive action towards 
dismantling these barriers.

Political and social polarization, often linked 
to economic disparities, is driving insecurity 
around the world (United Nations, 2018), 
with reproductive rights issues – including 
comprehensive sexuality education, 
LGBTQIA+ rights, access to contraception, 
abortion and gender equality – increasingly 
caught in the crossfire (Kanem, 2023). 
Yet reducing inequalities in sexual and 
reproductive health and rights could help 
lessen economic disparities (UNFPA, 2017), 
thereby contributing to stability, preventing 
conflict (Nyård, 2018) and accelerating 
development. And in many ways, the 
opportunity to mobilize support for gender 
equality and reproductive rights is at hand: 
This year could herald the largest cumulative 
act of participatory democracy in history, 
with more than 50 countries holding major 
elections that will affect the fates of billions 
of people (Harbath, 2023; IFES, n.d.) – 
among them billions of women and girls, and 
countless marginalized communities.

The opportunity to mobilize support for gender equality 

and reproductive rights is at hand.
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Progress – but not for all
Since the ICPD, remarkable progress has been 
made in core areas of sexual and reproductive 
health, driven by social mobilization, leadership, 
partnership and the commitment of people 
from remote health service delivery points to 
the highest echelons of government, business 
and philanthropy. The relentless advocacy of 
civil society and grass-roots movements has been 
instrumental in securing these impressive gains 
(see timeline on pages 34–39).

Between 2000 and 2020, global maternal 
mortality declined by 34 per cent (WHO and 
others, 2023), a success story that can be credited 
largely to better access to skilled and emergency 
obstetric care. From 1990 to 2021, the number 
of women using modern contraception doubled 
(UN DESA, 2022). There has been a 19 per cent 
decline in the unintended pregnancy rate 
between 1990–1994 and 2015–2019 (Bearak 
and others, 2018). Births among girls aged 15 
to 19 years have fallen by around one third 
since 2000 (UNFPA, 2023). HIV infection 
rates have dropped significantly. The number 
of new infections in 2021 was almost one third 
fewer than in 2010 (United Nations, 2023). The 
proportion of girls subjected to female genital 
mutilation has decreased significantly as well, 
due to shifting attitudes towards the practice 
(UNICEF, 2022). 

As women’s status has increased – evidenced, 
for example, by slow but steady gains in 
leadership roles (United Nations, 2023) – so 
has recognition of the importance of bodily 
autonomy as a human right (OHCHR, 2017). 
With the 2015 adoption of the Sustainable 
Development Goals (SDGs), the international 

community sought, through indicator 5.6.1, 
to measure women’s ability to exercise bodily 
autonomy, a groundbreaking global affirmation 
that bodily autonomy is a human rights 
imperative. Governments around the world 
have also sought to protect women and girls 
through legislation: A historic 162 countries 
have passed laws against domestic violence 
(World Bank, n.d.). As a further advancement 
of bodily autonomy, the world is increasingly 
rejecting the criminalization of LGBTQIA+ 
sexuality. At the start of the AIDS pandemic, 
most countries criminalized same-sex sexuality, 
while today two thirds of countries do not – and 
this progress may be accelerating, with more 
countries eliminating punitive laws in 2022 
than in any single year in the past 25 years 
(HIV Policy Lab and others, 2023).

Other hopeful signs come from new models 
of health care backed by sound evidence 
and recognition of human rights. These are 
reaching more people, and are more responsive 
to diverse contexts and human needs. For 
example, self-care models of health care have 
been endorsed by UNFPA, the World Health 
Organization (WHO) and other public health 
organizations, following rapid advancements 
in new technologies that enable users to 
promote and maintain their own health, and 
cope with illness and disability, without the 
direct intervention of a health worker. Such 
developments could greatly expand access to 
sexual and reproductive health (UNFPA, 2024). 
Also promising is the growing acknowledgement 
that health care delivered by skilled midwives – 
whose ancient profession has long been sidelined 
within modern medicine (see Chapter 2) – is 
both life-saving and cost-saving (UNFPA and 
others, 2021). 

CHAPTER 1: A work in progress10



Gender equality is increasingly understood as 
one of the smartest development investments, 
generating enormous social and economic gains 
(UNFPA, 2023a), while the economic returns 
on investment in sexual and reproductive health 
are compelling too. According to a UNFPA 
calculation, spending an additional US$79 
billion in low- and middle-income countries 
by 2030, for example, would avert 400 million 
unplanned pregnancies, save the lives of 
1 million mothers and 4 million newborns, 
and generate $660 billion in economic benefits 
(UNFPA, 2022). 

Yet with all that has been achieved, millions 
of people still see little difference in their 
daily lives and continue to struggle to realize 
their rights, largely because the roots of 
gender discrimination and other forms of 
marginalization run deep. 

The latest data show that, in 69 countries, one 
quarter of women still cannot make their own 
health care decisions. One quarter cannot say 
no to sex with their husband or partner. Nearly 
1 in 10 have no choice in using contraception 
(UNFPA, 2024a). But these data have yet to 
motivate significant improvements in women’s 
bodily autonomy. Only about a third of 
countries even report these data. And for the 
first time, trend data on SDG indicator 5.6.1 
are available for more than 30 countries, and 
while 19 countries have seen a positive trend 
in women’s ability to exercise decision-making 
over their own sexual and reproductive health, 
13 countries have seen a negative trend in this 
same measurement (UNFPA, n.d.).

Once promising progress in reducing preventable 
maternal deaths has largely stalled: Between 

2016 and 2020, the global annual reduction in 
maternal deaths was effectively zero (WHO and 
others, 2023). That means around 800 women 
still die every day while giving birth, and nearly 
every one of those deaths is preventable. As 
Dr. Mahmoud Fathalla, former Director of the 
United Nations Special Programme on Human 
Reproduction, powerfully stated, “Mothers are 
not dying because of diseases we cannot treat. 
They are dying because societies have yet to make 
the decision that their lives are worth saving” 
(Fathalla, 2012).

And maternal deaths are a telling microcosm of 
the inequalities that plague all aspects of sexual 
and reproductive health because of how blatant 
the disparities are – between countries and within 
them. The difference between living and dying 
can depend on where a woman gives birth, 
as the vast majority of maternal deaths, over 
70 per cent, take place in sub-Saharan Africa, 
home to many of the world’s least developed 
countries and most fragile health systems. A 
woman in this region who experiences pregnancy 
and childbirth complications is around 130 times 
more likely to die from them than a woman in 
Europe or North America. Inequities within 
regions and countries are also wide and deep. In 
Madagascar, for example, the richest women are 
five times more likely than the poorest to have 
skilled assistance when giving birth (UN Women 
and others, 2023); and across the Americas, 
people of African descent are more likely to 
experience obstetric mistreatment (UNFPA 
and others, 2023).

Inequities are also seen in access to modern 
contraceptives, including disparities based 
on race and ethnicity (Jackson and others, 
2017), refugee and migration status 
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(Raben and van den Muijsenbergh, 2018), 
education, socioeconomic status, and rural 
versus urban location (Makumbi and others, 
2023). And while gender-based violence is both 
pervasive and underreported, there are signs of 
inequities here, too – including disparities based 
on age (Decker and others, 2015) and sexuality 
(Evens and others, 2019), as well as racial, ethnic 
and gender-based disparities in years of life lost 
due to intimate partner violence (Graham and 
others, 2021).

Despite these inequalities – or perhaps because 
of them – too few countries are collecting data 
on sexual and reproductive health needs and 
barriers; fewer still are disaggregating these 
data by factors known to contribute to neglect, 
discrimination and marginalization, factors 
including culture, ethnicity, race, caste, language 
and religion, disability status, HIV/AIDS 

status, migration status, sexual orientation and 
gender identity. 

At the same time, new challenges are arriving 
quickly in the digital realm. Health-care 
technologies are evolving rapidly and offer 
tremendous promise in improving information, 
easing bureaucracy and extending access to care. 
Yet millions of people remain stranded on the 
wrong side of a digital divide. Technologies such 
as artificial intelligence can replicate existing 
biases and discriminatory norms, potentially 
worsening inequalities. Some computer-
assisted diagnostic systems, for instance, are 
shown to be more accurate for white men 
than people of other races and genders (Muro 
and Egbokhare, 2023). New research also 
highlights how technology offers a dangerous 
new avenue for gender-based exploitation and 
abuse (UNFPA, 2024b). Gender inequity can be 
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baked into the very design of technologies, with 
women underrepresented in training algorithm 
decisions. Gender-biased health technology 
can be especially problematic, leading to 
delayed or incorrect diagnoses and treatments. 
Women’s representation in early phase clinical 
trials is as low as 22 per cent, and pregnant and 
breastfeeding women continue to be excluded 
from even postmarket stage clinical trials 
(Ravindran, 2020; Shields and Lyerly, 2013).

Pushing back – and 
pushing forward
The ICPD agenda was born from the 
commitment of people from all walks of life to 
come together and find solutions to common 
concerns about population and development, 
reflecting “major shifts in attitude among 
the world’s people and their leaders in regard 
to reproductive health, family planning and 
population growth” (UNFPA, 1994). The 
powerful momentum it unleashed has since 
sustained and renewed progress on sexual and 
reproductive health and rights. Although no 
country can yet claim it has reached everyone, 
almost every country can celebrate significant 
advances. Many have committed to accelerating 
progress, recognizing it is integral to the 
2030 Agenda for Sustainable Development 
and its 17 SDGs. 

Multiple crises, however, including conflict, 
climate fallout and the COVID-19 pandemic, 
have put decades of gains at risk and threaten 
future progress. Further, a relentless, well-
organized effort to push back against human 
rights and gender equality is under way. While 
opposition to sexual and reproductive health 

and rights is often rationalized in the name of 
tradition and cloaked in nostalgia, it contradicts 
long-agreed consensus and core human rights 
agreements, denies well-established scientific 
and medical knowledge, and contributes to 
political division and instability (Kanem, 2023; 
Guttmacher Institute, 2017). 

Resistance to sexual and reproductive health and 
rights is resulting in greater marginalization for 
communities already left – or pushed – behind. 
Efforts to control fertility and restrict bodily 
autonomy disproportionately affect migrants, 
people with disabilities, and minority and 
indigenous communities, among many others. 
A lack of comprehensive sexuality education 
limits rights to information and education, 
and may be more likely to derail opportunities 
for young people with fewer resources to seek 
accurate answers to their questions. The stark 
denial of the rights of people with diverse sexual 
orientations and gender identities has escalated 
(El Chamaa, 2023). Amid the global trend 
towards decriminalizing LGBTQIA+ sexuality 
and identity, there has been an intensification of 
penalties within those countries that continue 
to criminalize LGBTQIA+ persons – including 
punishments as severe as the death penalty – 
despite clear evidence that criminalization not 
only increases HIV rates and leads to human 
rights violations, but also negatively impacts 
economies (HIV Policy Lab and others, 2023). 

Regression and polarization leave societies 
less stable and trusting than they otherwise 
might be, and more prone to disinformation 
and falsehoods (Gupta and others, 2023; 
Osmundsen and others, 2021). To move 
forward, we can start with what we agree upon: 
that no woman should die while giving life; that 

STATE OF WORLD POPULATION 2024 13



every individual has the right to decide when, 
whether and with whom to start a family; that 
every person should be able to make choices 
about their bodies without violence or coercion; 
that when women and girls can chart their 
own destiny, they and their societies prosper. 
Further, as the ICPD implicitly acknowledges, 
the rights and well-being of any one person are 
inextricably linked to the rights and well-being 
of others. Where rights are at risk for one person, 
they are effectively at risk for us all (United 
Nations, 2020). 

This principle was well understood by the 
feminist and other movements that came 
together with Member States to forge the ICPD 
agenda: In the lead-up to the September 1994 
conference in Cairo, a broad cross-section 
of women came together from around the 
world. They mobilized to make sexual and 
reproductive health and rights a cornerstone of 
women’s rights activism and central to poverty 
eradication, sustainable development and the 
realization of human rights as a whole (Corrêa 
and others, 2015). Nine months before the 
ICPD, women from 79 countries took part in a 
global preparatory conference in Rio de Janeiro, 
where they took a strong stand against coercive 
population policies and pointed to inherent 
structural inequities as the “underlying basis 
of increasing poverty and marginalization of 
women, environmental degradation, growing 
numbers of migrants and refugees, and the rise 
of fundamentalism everywhere” (Anon, 1994). 
Four months before the ICPD, a collective of 
Black feminists in the United States responded to 
international momentum by launching a call for 
reproductive justice – a concept that goes beyond 
access to reproductive health care to tackle 
multiple forms of economic, social, political and 

environmental injustice, all of which impact 
sexual and reproductive health and rights and 
must be addressed to yield holistic results for the 
most marginalized (Ross, 2017).

Today, a wide range of people’s movements 
is reiterating these ideas in a renewed call for 
justice and development. Diverse constituencies, 
often led by marginalized peoples, are coalescing 
and linking concerns that are converging around 
the world, from the right to bodily autonomy 
to the desire for a liveable planet. Their shared 
reach is powerful and promising, with research 
suggesting that large-scale social change can take 
off as soon as about 25 per cent of people stand 
in favour of it (Sloane, 2018). 

Many points of light include the increasing 
alignment of diverse grass-roots movements 
and civil society organizations with efforts to 
secure reproductive health and rights, and vice 
versa. Indigenous women are mobilizing to end 
the destruction of environmental resources, 
for example, because it threatens not just their 
culture and their sense of connection to the land 
but also their health and choices to bear children. 
Young activists are campaigning for climate 
justice with growing recognition that climate 
justice is also reproductive justice (McGovern 
and others, 2022). They have stressed that poor 
communities hardest hit by climate change are 
also those falsely blamed for worsening the crisis 
because of their  high fertility rates – even as 
most greenhouse gas emissions still emerge from 
wealthier, lower-fertility countries. 

In India, Dalit activists have argued for legal 
protections for women facing caste-based 
discrimination in workplaces and education. 
Many will otherwise remain too poor to support 
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their families and give their children a dignified 
life, contributing to a cycle that perpetuates poor 
sexual and reproductive health. Almost half of 
Dalit women, for instance, receive no antenatal 
care, and high rates of gender-based violence are 
considered a means of oppression and control 
(McGovern and others, 2022). 

Cases where women’s rights have been largely 
obliterated, as in Afghanistan, have unified 
women’s activists, human rights defenders, 
politicians and prominent jurists behind a move 
to define gender apartheid and make it a crime 
against humanity (Bahous, 2023; Nia, 2023). 

The Green Wave movement sweeping across 
Latin America, which emerged from protests 
against shockingly high rates of femicide, has 
transformed activism as well as abortion laws in 
a region once known for some of the strictest 
limitations (Carpenter, 2019). As one activist 
said, “The cries of anger, pain, joy and sisterhood 
on the streets have certainly placed the feminist 
movement at the centre of public attention 
as a strong and necessary movement that is 
requesting radical changes in life as we know it” 
(Kharas and others, 2019).

Rollback as a response to progress

After decades of progress, there has also been a recent rollback in sexual and reproductive health 
and rights. Comprehensive sexuality education, once the subject of near-universal agreement, has 
been increasingly contested in international negotiations, for example (United Nations, 2023a). 
Advocacy organizations are reporting that abortion restrictions in one country are having a ripple 
effect in others (Fòs Feminista, 2023), with medical professionals increasingly uncertain about the 
legality of basic sexual and reproductive health services (Kanem, 2023). 

But pushback can be a common response to progress. As the United 
Nations Office of the High Commissioner for Human Rights notes, 
“In several countries, the authorities have noted a dramatic spike in 
homophobic and transphobic violence in the immediate aftermath 
of high-profile legislative advances aimed at better protecting the 
rights of LGBT people. It is a phenomenon with historic parallels: 
past attempts to eradicate racial segregation and discrimination 
reportedly triggered a similar backlash directed at members of 
racial minorities” (OHCHR, n.d.). The challenge, therefore, is to 
sustain hope and momentum in the face of opposition. 
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FEATURE

Duha, a 28-year-old single mother, 
was already a refugee from the war 
in the Syrian Arab Republic, living 
in Türkiye’s Hatay Province, when 
two powerful earthquakes struck in 
February 2023. The disaster forced 
her and her three young children 
from their former precarious 
housing and into a makeshift tent. 

Duha became pregnant in the 
aftermath of the crisis, and 
suffered for months from a painful 
urinary tract infection; she says this 
is  common among the earthquake 
survivors, given the unsanitary 
washing facilities. “The lack of 
clean water has led to many kinds 
of infections.” 

One of her biggest concerns was 
the scarce access to health care: 
Regulations under Turkish law 
allow registered Syrian refugees 
with temporary protection status 
to visit family and migrant health 
centres without paying. But in 
Hatay, near the epicentre of the 
quakes, many services were 
incapacitated, and others were 
at risk of buckling under the 
increased demand. 

Fortunately, Duha was able to 
receive treatment from Dr. Eda 
Gülüm, a doctor working with 
HASUDER, the Turkish Association 
of Public Health Specialists, 
members of which have paid 
frequent visits to women and girls 
in the earthquake-affected areas.

Mobile units with HASUDER, 
supported by UNFPA, provide 
prenatal and postnatal 
consultations, as well as family 
planning advice and treatment for 
common conditions such as cystitis, 
vaginitis and urinary tract infections. 
They also deliver group information 
sessions on breast cancer 
awareness, personal hygiene, family 
planning and preventing sexually 
transmitted infections. 

“We performed an abdominal 
examination and checked her vital 
signs,” Dr. Gülüm says. “We also 
made sure she wouldn’t miss her 
routine prenatal visits and gave her 
a ‘maternity kit’, which includes baby 
clothes, a blanket and toiletries.”

Duha began organizing others to 
seek care. “Duha was fl uent in 

Turkish and very eager to help the 
health staff communicate with 
more women, contacting doctors 
and gynaecologists whenever 
a woman in her neighbourhood 
needed them,” Dr. Gülüm says.

Globally, the human right to 
health is articulated in many 
international agreements, but 
in displacement, confl ict and 
other crisis settings, this right 
is often threatened or violated. 
Existing health systems can be 
compromised, patient populations 
may be uprooted and emergency 
responses may fail to prioritize 
sexual and reproductive health 
services – with consequences 
falling disproportionately on 
women and girls. 

Dr. Gülüm and HASUDER are 
trying to bridge these gaps. 
Dr. Gülüm is fl uent in Arabic 
and English as well as Turkish. 
Since August 2023, she has 
been serving quake-affected 
communities, typically seeing 
10 to 30 women each day. When 
she’s with the mobile unit, she 
can visit up to 80. 

When crises cut off health care, 
community members fi ll the gaps
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“The nearest hospital is about 20 
minutes away by car,” she explains. 
“With no public transport in the 
area, the mobile unit also supports 
patients in urgent need.” 

It’s a situation 22-year-old Rama 
(name changed), from the Syrian 
Arab Republic, faced. She has 
also been living in a tent since the 
earthquake. She reached out to 
HASUDER when she discovered 
she had miscarried early in her 
pregnancy, putting her at risk of life-
threatening sepsis. The mobile team 
helped her gain access to a public 
hospital where she was treated. 
A few days later, she called the 
mobile team: “I just want to let you 
know I got through it,” she said. 

For those not intending to become 
pregnant, being displaced and 
losing access to basic health 
facilities also poses critical risks. 
“The most common conditions 
I see are sexually transmitted 
infections, urinary tract infections 
and unintended pregnancies,” 
says Ceylan Güzey, a nurse and 
health trainer with the UNFPA-
supported Youth Approaches to 
Health Association (Y-Peer Türkiye) 
in Hatay. “I also do training and 
awareness-raising on these, and 
on family planning.” 

Since May 2023, Ms. Güzey has 
been working chiefl y with people 
displaced by the disaster; she 
explains that the team often 
discovers other underlying issues. 

While distributing maternity kits, 
for example, staff may identify 
untreated sexually transmitted 
infections, or violence or coercion. 

“We’ve seen child and unintended 
pregnancies rise since the crisis, 
as well as reports of sexual abuse, 
coercion and traffi cking… there’s 
been a very visible increase.” 

To address the prevalence 
of unintended pregnancies, 
Ms. Güzey is liaising with men 
much more than before. “I work 
mainly with women, but we’ve 
seen more couples asking for 

advice together – it’s unusual, 
normally men don’t want to go 
and ask for contraceptives.”

Although the disruption in services 
is leading to harmful outcomes, 
Ms. Güzey has seen a surprising 
upside to bringing support directly 
to those displaced. “Before the 
earthquake, sexual and reproductive 
health work was more hidden, it 
was a kind of secret – now men are 
more understanding about these 
issues. They thought contraceptives 
were somehow against them, so it’s 
become less of a threat.” 

Nurse Ceylan Güzey says there’s been an increase in child and unintended pregnancies 
since the 2023 earthquakes, as well as reports of sexual abuse, coercion and traffi cking. 
© UNFPA Türkiye
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The language of inequality

The language we use to address inequality matters. It is crucial that we avoid depicting any individual 
or community as powerless or peripheral. While there has been a tendency to describe entire groups as 
marginalized or oppressed, efforts are increasingly being made to name the specific conditions that can 
impede access to rights and choices. For these reasons, UNFPA has shifted from a focus on furthest-behind 
groups to furthest-behind factors. Some experts and organizations now refer to those “pushed behind” 
(Kharas and others, 2019) rather than “left behind”, avoiding the implication that marginalization is the result 
of a community’s own failures or inadequacies. Many use the phrases “leave no one behind” and “reach the 
furthest behind first”; both principles are central to the 2030 Agenda for Sustainable Development (UNFPA, 
2021a). The report uses many of these terms, not to reflect a preference for one or another but to adhere to 
the source material and/or to bring research together into a cohesive and comprehensible text. The authors 
recognize that overall, the language of inequality is ever-changing. We must commit to listening to and learning 
from all members of our societies on a continuous basis.

This report uses the following terms with the following definitions:

Leave no one behind – from the 2030 Agenda for Sustainable Development (United Nations, 2015). 
Leaving no one behind represents the commitment of all United Nations Member States to eradicate poverty 
in all its forms, reduce inequalities, and end all types of discrimination and exclusion.

Left behind/pushed behind – individuals who, due to systemic inequalities, face barriers to accessing their 
rights and choices. Both “left behind” and “pushed behind” are used in this report.

Furthest behind – individuals who are the most excluded from access to their rights and choices. 
Those furthest behind often face intersecting disadvantages that combine to produce extreme hardship 
or ostracization. Importantly, this is context-specific; the circumstances that lead individuals to fall behind 
are determined by larger social, political and cultural factors, which can differ substantially from one place 
to another.

Equality – the state of being equal, particularly in value, status, rights or treatment under the law.

Equity – fairness; the term  “equity” is often used to highlight that an equal distribution of resources or 
opportunities can still result in unjust or unfair outcomes because of existing privileges and disadvantages.

Inequality – the state of lacking equality, particularly in status, rights or treatment under the law.

Inequity – the state of lacking equity.

Marginalized – a person or group treated as insignificant, lesser or peripheral by virtue of their identity. 
A person can be marginalized because of their sexual identity, race, ethnic identity, religious identity, class, 
caste, level of education or economic status, or disability, among other things.

Vulnerable – susceptible to exploitation, abuse or other forms of harm; this term is widely used but can be 
problematic if the factors that lead to vulnerability, such as denial of opportunities or barriers to services, are 
not acknowledged. 

CHAPTER 1: A work in progress18



Factors, in addition to gender, that push people behind

FIGURE 1

Source: Adapted from UNFPA, 2021a.

Young undocumented 
domestic worker at risk 
of sexual exploitation 
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Many factors interact with gender to marginalize people and communities. These include, but are not limited to, ethnicity, race, caste, language, 
religion, disability status, HIV/AIDS status, migration status, sexual orientation and gender identity. Gender (in the centre of the illustration) and 
these marginalizing factors (the middle ring) can find many different forms of expression (examples given in the outer ring). In the real world, 
individuals may experience many overlapping identities and circumstances (bottom of the illustration) that negatively impact their sexual and 
reproductive health and rights.
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We know more than ever 
about the levers of change
If some people are still pushed behind, there 
is scope – and hope – for rapid progress based 
on global agreements to achieve equity, notably 
a core theme of the 2030 Agenda (United 
Nations System Chief Executives Board for 
Coordination, 2017). Among the reasons for 
optimism is research showing that improvements 
in reproductive and maternal health coverage 
have advanced faster among the poorest 
populations in recent years (Ghebreyesus and 
others, 2020), though progress has been uneven, 
with well-off groups continuing to maintain 
substantially higher levels of health coverage 
(Amouzou and others, 2020). 

Also encouraging is the mounting body of 
knowledge about who remains pushed behind 
and why, and what to do about it. Poverty 
is increasingly seen as only one driver of 
inequalities. Progress also diverges significantly 
(Ghebreyesus and others, 2020) when 
considering other factors that create barriers 
to services, lead to poorer health outcomes 
or otherwise limit fulfilment of sexual and 
reproductive health and rights. These factors 
include gender as well as age; culture, ethnicity, 
race, language and religion; disability status; 
HIV/AIDS status; location of residence; 
migration, asylum and displacement status; 
and sexual orientation and gender identity. 
This list is not exhaustive – and even among 
people who share a disadvantage, complex and 
diverse circumstances can abrogate their right to 
sexual and reproductive health in varying ways 
(UNFPA, 2021a). In all cases, a core human 
rights principle remains: Wherever and however 

discrimination, bias, vulnerability and inequality 
arise, they always warrant corrective action. 

Since 1994, major international agreements have 
clearly defined responsibilities and obligations 
to close disparities in sexual and reproductive 
health and rights. They have codified the rights 
of people with disabilities and of indigenous 
peoples, adding to existing conventions on 
women’s rights and the elimination of racial 
discrimination. Forward-looking regional 
agreements include the Montevideo Consensus 
on Population and Development, with its 
commitment to promote and protect sexual and 
reproductive health and rights as essential to 
social justice and sustainable development. The 
groundbreaking Protocol to the African Charter 
on Human and Peoples’ Rights on the Rights of 
Women in Africa, better known as the Maputo 
Protocol, has led to the removal of abortion 
restrictions in over half a dozen countries, 
including colonial-era prohibitions linked 
directly to high levels of maternal mortality 
(see page 60 on colonial history) (McGovern 
and others, 2022). 

Understanding and agreeing to redress the 
factors that push people and communities 
behind can propel new choices – and with the 
right choices, the race to reach all people can 
begin, at the pace and scale required. Many 
levers of change are well known and well 
demonstrated. These start with redressing the 
power imbalances embedded in societies, laws, 
economies and health care, because it will be 
difficult if not impossible to achieve inclusion in 
systems that remain intrinsically discriminatory. 
A deliberate rebalancing of gendered power 
relations is required on all levels, for instance, 
from families to parliaments, alongside efforts 
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Humanitarian crises drive marginalization

Humanitarian emergencies disproportionately affect women and girls, persons with 
disabilities, indigenous persons, persons with diverse gender identity and sexual orientation, 
older persons and adolescents. Pre-existing gender inequalities and discrimination against 
marginalized groups are exacerbated during crises. Gender-based violence also spikes, yet 
the prevention, mitigation and response to gender-based violence remains one of the most 
underfunded and least prioritized humanitarian sectors (OCHA, n.d.). Insufficient funding in 
a crisis increases vulnerabilities for those at risk: Survivors can be left without access to vital 
care, for instance, and cuts to food aid and other assistance are closely linked with increases 
in gender-based violence. In Chad, when two new refugee sites could not be established, 
many displaced women and girls were left living in an overcrowded camp with insufficient 
protection from violence (OCHA, 2023).

Meagre resources also limit health-care access for people in hard-to-reach areas. In Ethiopia, 
this meant mobile health teams could reach only 36 per cent of targeted people, with many 
remote communities going underserved. And in Afghanistan, around 170 static and mobile 
health facilities had to be discontinued, limiting primary health care for 1 million people, 
including pregnant women, children and persons with disabilities (OCHA, 2023).

However vulnerability is only half the story. Local women and women-led organizations 
on the frontline of emergencies are key actors in ensuring the needs of marginalized 
communities are met. Their full, equal and meaningful participation must be ensured and 
their leadership strengthened. While these organizations continue to be underfunded and 
underrepresented, progress is taking place. In 2023, 10 humanitarian country teams had at 
least one local women-led organization as a member. In Yemen, the humanitarian country 
team included two local women-led organizations and a local organization for persons 
with disabilities. Thirteen of 19 advisory boards for country-based pooled funds, which 
allocate funding to humanitarian actors, had representation of at least one local women-led 
organization. These are promising steps, but many more are needed.

This text was contributed by the United Nations Office for the Coordination  
of Humanitarian Affairs. 
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FEATURE

Women garment workers organize 
against gender-based violence

“Garment workers can raise their 
voices against workplace violence 
without the threat of retribution,” 
says Thivya Rakini.

This represents a sea change for 
thousands of the garment industry’s 
predominantly young female 
workforce, explains Ms. Rakini, 
president of the Tamil Nadu Textile 
and Common Labour Union (TTCU). 
With over 2,000 mills employing 
280,000 workers, Tamil Nadu is 
India’s largest producer of cotton 
yarn, supplying both domestic and 
international markets, including 
well-known fashion brands. Most of 
these employees are young women, 
while management and supervisors 
are mostly male. This uneven power 
dynamic is exacerbated by the 
garment workers’ caste and migrant 
status, and by corporate efforts to 
avoid accountability for wrongdoing. 

Existing unions were reluctant to 
address issues such as gender-
based violence and harassment. “In 
Tamil Nadu, the garment industry 
is dominated by male-led trade 
unions, and the management and 
senior leadership are also men. 

Women’s issues never really had 
space,” says Nandita Shivakumar, an 
adviser with the TTCU. “What women 
workers wanted was for the labour 
movement to ensure gender-related 
issues are part of the core agenda; 
it’s not just about wages.”

“The workforce is 80 per cent 
women, 60 per cent of whom are 
from the Dalit community” – a 
marginalized caste in India, explains 
Ms. Rakini. “But the management 
and line leaders are men of the 
upper castes. It is not easy for them 
to listen when a Dalit worker says, 
‘You are doing this wrong.’ That is 
something they fi nd really hard.”

Frustrated, women garment 
workers made the decision to begin 
organizing themselves, and the 
TTCU was born. It is one of the 
fi rst women-led labour unions in 
Tamil Nadu, and it is also Dalit-
led. Membership grew quickly; 
it now represents more than 
11,000 workers. Trust between its 
leadership and members enabled the 
union to act decisively when tragedy 
struck: In January 2021, Jeyasre 
Kathiravel, a Dalit woman and 

member of the TTCU, was murdered 
by her supervisor at a Dindigul 
garment mill owned by Eastman 
Exports, following months of sexual 
harassment. Her death marked 
a breaking point; her colleagues 
wanted not just justice for Kathiravel 
but systemic change to protect all 
women garment workers. 

“What was different in Jeyasre’s 
case was that this was a village 
where the TTCU had a very 
strong union presence,” says Ms. 
Shivakumar. “The women had 
been in the union for a very long 
time. Jeyasre’s mother was in 
the union, and Jeyasre was in the 
union. So because it was such a 
village and such circumstances, 
there was strong solidarity and the 
general tendency to fall back to 
self-blame was not there[...] It was 
like whatever happens, we don’t 
care, we’re going to fi ght. It was 
that ‘Me Too’ moment, you know, 
for factory workers.”

Their grief and frustration fuelled 
a global campaign, “Justice for 
Jeyasre”. It culminated in the 
April 2022 signing of the Dindigul 
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Agreement to Eliminate Gender-
Based Violence and Harassment, 
a historic deal that enshrines 
multiple layers of protection in the 
workplace through a set of supply 
chain agreements with a system of 
checks and balances intended to 
ensure accountability for gender-
based violence and harassment at 
all levels. If management does not 
adhere to the stipulations of the 
agreement, brand signatories are 
legally required to impose business 
consequences on Eastman Exports 
to ensure compliance. Signatories 
include the supplier, the TTCU and 
the union’s allies, including the Asia 
Floor Wage Alliance and the Global 
Labor Justice — International Labor 
Rights Forum. The agreement was 
also signed by international fashion 
brands that purchase garments from 
the factories, including the H&M 
Group and Gap Inc.

Today, Ms. Shivakumar explains, 
“There are women leaders in each 
production line acting as shop fl oor 
monitors. They have a lot of power 
to raise issues and they will not 
face retaliation.”

And the impacts extend beyond 
the workplace, too. Many garment 
workers in Tamil Nadu are domestic 
migrants who stay in factory-
arranged hostels and use factory-
arranged buses; both were sites 
of exploitation. “Drivers harass 
women, saying ‘If you give me a 
sexual favour, even if you come late 
I’ll wait for fi ve minutes,’” says Ms. 
Shivakumar. Business owners used 
to shrug off any responsibility. “They 
used to say, ‘These are contracted 
services. It’s not our responsibility.’”

The Dindigul Agreement addresses 
this. “We’ve tried to cover not just the 
workplaces but buses that transport 
workers and hostels, because a lot 
of the issues happen on buses… Now 
we’ve got monitors on the buses.”

One year on, the results of the 
agreement have exceeded the 
expectations even of its founders. 
Ninety-eight per cent of total 
grievances have been resolved (Asia 
Floor Wage Alliance and others, 
2023), including 100 per cent of 
complaints related to gender-based 
violence and harassment. Over 2,000 
workers have received training on 
identifying and preventing abuse, 
including senior management, 
support staff and external 
contractors. The agreement has 
also had positive results for the 
manufacturer. In September 2022, 
the Dindigul garment factory was 
removed from a list of manufacturers 
banned by the United States for 
suspicion of forced labour; the 

Dindigul Agreement was credited in 
the decision.

“In one year, we have made the 
workers understand that we are for 
them,” says Ms. Rakini. “But now the 
top management also understands 
that we are not for the workers alone, 
just protesting against management. 
We are also for the business.”

Now, the TTCU is negotiating for 
these protections to be expanded to 
other suppliers – but it is determined 
that each new agreement must be 
tailored to the needs of the workers 
it covers. “Wherever it goes, the 
agreement should speak to the local 
issues of women workers. That’s the 
lesson that we learned,” says Ms. 
Shivakumar. “Now what we need is 
to expand the agreement to more 
places so that these protections are 
available in every factory and this 
becomes the norm. That’s what we 
need to do.”

Members of the TTCU celebrate the signing of the Dindigul Agreement. © TTCU
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to extend and improve the quality of services 
and to shift norms and behaviours (George and 
others, 2020; Herten-Crabb and Davies, 2020). 
Concepts such as sexual and reproductive justice 
have been developed to acknowledge and act 
on the multiple drivers of discrimination and 
inequity, including through a deliberate call for 
people themselves to define what equity looks 
like and requires (McGovern and others, 2022).

Examples of how structural shifts can happen 
include the decline in child marriage in 
South Asia, which has emerged through 
more education for girls as well as changes in 
economies that opened options for women’s 
employment (Herten-Crabb and Davies, 2020). 

A recent pledge to end child marriage by four 
countries that are home to one fifth of all 
child brides drew on emerging evidence of an 
integrated package of solutions that comprise 
gender-responsive social assistance, inclusive 
labour-market policies and universal secondary 
school education, among others (Indira and 
others, 2023). 

Much better data have been collected since the 
ICPD, helping to steer new programmes and 
investments. In 1994, we knew little about 
the scale of maternal mortality, for example; 
data were often unreliable or uncollected. 
Today, the figures are largely in place on an 
aggregate level. Further, population and health 
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data collected by international institutions 
and national governments are now commonly 
disaggregated by sex, income, location and 
age. Data are increasing rapidly on disability. 
More now remains to be done to capture a 
full picture of all forms of marginalization. 
Data on ethnicity, race, language, religion, 
indigeneity, migration status and LGBTQIA+ 
identity remain scarce. More is possible, with 
the right commitments, including through the 
continued harnessing of new technologies.

There is a nascent but growing understanding 
of how health services can help dismantle 
discrimination and structural barriers 
for those who have been pushed behind. 
Midwives have shown promise in both 
providing services and empowering women 
in marginalized communities. Growing 

evidence indicates that sex-positive sexual 
health interventions can reduce stigma; draw 
marginalized people to use services, including 
for sexually transmitted infections and HIV; 
and increase contraceptive use (Ford and 
others, 2022; Zaneva and others, 2022; Starrs 
and others, 2018). Women’s self-help groups 
in poor communities have demonstrated 
merit in providing both information on 
health care and microfinance to respond 
to economic needs, resulting in significant 
improvements in antenatal care and family 
planning indicators. A critical component 
of these groups is that women members 
determine, on a local level, the terms on 
which they operate – a lesson that should 
be applied broadly, ensuring participation 
in decision-making over one’s future is the 
norm, not the exception.

Population and health data collected by 
international institutions and national 
governments are now commonly disaggregated 
by sex, income, location and age.
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Our past, our present, 
our future
No one wants a world where half of all 
pregnancies are unintended, where women are 
battered in their homes or die from preventable 
causes in childbirth. We all want a future where 
girls and women know they can complete their 
schooling, pursue decent jobs, start families 
if they wish to do so and become part of and 
contribute meaningfully to a healthy, thriving 
society. This is people-centred development – 
robust, just and resilient to crisis. 

Original research in this report (page 28) will 
highlight how barriers to health-care access 
have fallen more quickly for women who are 
more socioeconomically privileged and for those 
belonging to ethnic groups that already had 
fewer barriers to care. This research also shows 
that disparities within countries are greater than 
disparities across countries – implicating every 
society in the perpetuation of these injustices and 
calling for redress at levels both low and high. 

Chapter 2 of the report highlights why this is 
so. Despite 30 years of consensus about the 
emancipatory power of sexual and reproductive 
health, the systems that deliver this health 
care remain contaminated by deep legacies of 
gender inequality, racial discrimination and 
misinformation. Yet the process of exposing these 
injustices offers opportunities to develop systems 
and practices rooted in the common dignity of 
all people. 

The third chapter explores the world’s data 
revolution – sparked in some ways by the ICPD 
itself, which called for disaggregating data to 

identify where, and for whom, unmet sexual and 
reproductive health needs are most dire. This 
directive has gone largely unfulfilled. If the world 
is to achieve universal sexual and reproductive 
health and rights, the data element of the ICPD 
cannot continue to go overlooked. 

Chapter 4 highlights the societal, health and 
productivity gains that still need to be made 
and the investments that can take gains to 
scale. The case for contraception is by now 
incontrovertible. Economists and advocates, 
and women themselves, have established that 
human capital development is greatly accelerated 
when individuals are able to plan their families. 
But investments in contraception alone are 
insufficient. This chapter elaborates on the 
benefits unleashed by reproductive autonomy 
more broadly.

The final chapter looks ahead, using analyses 
from a consortium of experts and thought 
leaders across the fields of demography, climate 
change, health and technology, to anticipate 
some of the greatest challenges to both the 
ICPD agenda and the world more generally. 
This chapter shows that, even amid the looming 
storm clouds of populism, disinformation, 
climate catastrophe and large-scale displacement, 
universal and inclusive sexual and reproductive 
health care and rights will remain as crucial, 
or indeed become more crucial, to securing a 
sustainable and rights-based future for all.

Each chapter begins with a reflection on the 
past 30 years of progress, a critical reminder 
that, despite current and imminent challenges, 
the broader trajectory is towards the fulfilment 
of human rights and gender equality. The 
chapters then aim to establish a basis of shared 
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understanding about the importance of 
addressing discrimination before pointing 
to paths forward. 

The struggle for health is a struggle for 
equality and bodily autonomy (Ghebreyesus 
and others, 2020), for justice and for people-
centred development. It should lift people 
and societies up, not push them behind, 
through choices that all people deserve to 
have about their bodies and their lives. To 
do this, we must grapple with complexity. 

We will have to move beyond measuring 
human experience in broad averages that 
obscure the experiences of marginalized 
groups. And we will have to advance beyond 
a zero-sum accounting, where some people 
always win and others always lose. We 
can look to the geometry of weaving as 
inspiration for an alternative vision of human 
potential. In weaving – which is inherent 
to cultures and communities everywhere 
– the strength of any single thread is vastly 
multiplied by braiding. Similarly, the 
education, autonomy, health and potential of 
every individual is tenuous alone but vastly 
strengthened when woven together with 
the rights, health and well-being of others. 
Indeed, 30 years ago, the ICPD Programme 
of Action affirmed by consensus that sexual 
and reproductive health and reproductive 
rights are enmeshed with, and inseparable 
from, the broader aims of sustainable 
development. This is both a new and an 
ancient way of understanding our world, 
in which diverse strands come together in 
a holistic tapestry, in which every life adds 
to the fabric of our collective humanity, 
beautifying and fortifying the whole. 

The Boruca are an indigenous people living in Costa Rica. They collect seeds, flowers, 
tree bark, sea snails and other items from the natural world to create the dyes for their 
fabric, but first ask permission from Mother Nature to ensure that their practices and 
traditions remain sustainable. © Christian Moon/UNFPA Costa Rica
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Recent years have brought a 
proliferation of ways to track and 
measure progress towards the 
global expansion of accessible and 
affordable health care (WHO and 
others, 2023). Notably, the reporting 
for SDG target 3.8.1, coverage of 
essential health services, gives 
critical insight into the percentage 
of individuals receiving essential 
care, the number of health facilities 
and personnel per capita, and 
other internationally comparable 
measures. Yet, as this report shows, 
it is also important to let people 
speak for themselves. The original 
analysis elaborated here highlights 
how change in health-care access 
has been experienced by women 
from different socioeconomic 
and ethnic backgrounds, as they 
themselves report.

In 69 countries around the world, 
Demographic and Health Surveys 
have done precisely that. The 
surveys ask women to report 
on whether they have serious 
problems in accessing health 
care for themselves when they 
are sick. Among a larger list of 
various types of problems, there 
are four specific issues that have 
been asked across all country 
contexts, namely, whether women 

have a serious problem: (1) with 
the distance to a health facility; 
(2) with getting money needed for 
treatment; (3) with not wanting 
to go alone; or (4) with getting 
permission to go. In only 25 of the 
69 countries – about one third of 
the total – have the questions been 
asked in more than one survey 
while also identifying a woman’s 
ethnicity. This data set offers an 
opportunity to examine women’s 
self-reported problems accessing 
health care, looking both across 
time, by socioeconomic factors 
(wealth quintile, level of schooling 
and urban or rural residence) and 
by ethnicity. Together, these 25 
countries represent about one third 
of the global female population, 
and identify nearly 300 different 
ethnic groups. 

It is worth emphasizing that these 
self-reported answers to health-
access questions are very different 
from measures of universal 
health coverage (WHO and others, 
2023a), and, importantly, the 
levels and trends of both can 
sometimes be in conflict with one 
another. Demographic and Health 
Surveys are among a variety of 
studies and surveys being used 
to evaluate health access, which 

can together bring nuance to this 
important topic.

Overall improvement, unequal pace
The findings show a promising 
overall trend of reduction in 
problems accessing health 
care. According to the most 
recent surveys (which took 
place between 2012 and 2022, 
depending on the country), 
61 per cent of women reported 
one or more serious problems 
in accessing health care for 
themselves when they were 
sick – improvement over the first 
survey period (2000–2018), when 
67 per cent of women reported 
serious problems accessing 
health care. 

Nevertheless, the analysis also 
finds considerable inequalities 
across countries. For example, 
in the most recent survey period, 
43 per cent of women in Gambia 
had serious problems obtaining 
health care while 95 per cent of 
women in Peru did. And while most 
countries have seen women report 
improved access between the first 
and second surveys, a handful of 
countries saw little change (Gabon, 
Gambia, Malawi, Nigeria, Peru and 
Sierra Leone) or showed evidence 

Self-reported problems in accessing health care, 
over time, by socioeconomic status and ethnicity

IN FOCUS
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Source: Demographic Health Survey

Note: There is an overall positive trend of reduction in problems accessing health 
care. (For the case of Malawi, which shows little change over time, the margins of 
error are large enough to make this uncertain.)

Proportion of women with serious problems in accessing 
health care for themselves when they are sick, by country
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FIGURE 2 of regression (Kenya, Pakistan and 
Senegal). 

Furthermore, inequalities within 
countries are often greater than the 
difference across countries. That is, 
the differences that appear across 
socioeconomic groups and ethnicities 
within the same country usually 
exceed the gap seen in the averages 
between countries (i.e., Gambia 
compared to Peru). For example, in 
2017 in Albania, 91 per cent of Roma 
women with the most marginalized 
socioeconomic status – urban 
women with no education and in the 
poorest wealth quintile – had serious 
problems in accessing health care 
while only 5 per cent of ethnic Albanian 
women from the most privileged 
socioeconomic status – rural women 
with higher education and in the richest 
wealth quintile – had serious problems. 
Likewise, while 18 per cent of urban 
Senoufo women with higher education 
and in the richest wealth quintile 
had serious problems in accessing 
health care in Burkina Faso in 2021, 
95 per cent of rural Touareg/Bella 
women with no education and in the 
poorest wealth quintile did so. 

Wealth, education, residence 
contribute to widening gaps 
Women with the most marginalized 
socioeconomic status, who started 
out in the first survey with a higher 
prevalence of serious problems 
accessing health care, saw the 
least change over time on average. 
Those with the least marginalized 
socioeconomic status, who reported 
the lowest prevalence of serious 
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problems with access, generally 
saw the most improvement over 
time, a finding highly reminiscent 
of other health research revealing 
similar patterns of inverse equity 
(Victora and others, 2018). These 
socioeconomic designations – 
which look at wealth, education and 
residence – are all country-specific, 
with some countries seeing more 
advantage among rural residents 
and others seeing more advantage 
among urban residents, for example,  
(see technical note 154).

On average, the most marginalized 
socioeconomic groups saw a 
5 percentage point decline in 
the proportion of women with 
serious problems in health-care 
access between the earlier and 
later surveys. By contrast, in 
the least socioeconomically 
marginalized group, the proportion 
of women with serious problems 
in health care access declined by 
8 percentage points.

Ethnicity plays a persistent role 
in inequality
Health disparities occur across 
a broad range of dimensions, 
including ethnicity. This research 
looked at how ethnic groups fared 
over time in access to health care; 
groups with higher proportions 
of women experiencing serious 
problems were considered to be 
more marginalized, and those with 
lower proportions facing access 
problems were considered less 
marginalized. Ethnicity-based 
differences persist even after 
accounting for different levels 

of education, wealth and urban/
rural residence. In plain language, 
women with the same levels of 
education, wealth and place of 
residence, but different ethnicities, 
often report vastly different realities 
when it comes to accessing 
health care. Across all countries, 
43 per cent of women from their 
country’s most disadvantaged 
socioeconomic profile and least 
marginalized ethnicity faced serious 
problems accessing health care; for 
women from their country’s most 
disadvantaged socioeconomic 
profile and most marginalized 
ethnicity this percentage was 83 – 
a 40 percentage point span among 
women who shared the same 
socioeconomic challenges and only 
differed by their ethnicity.

Furthermore, despite most countries 
seeing overall improvements in 
access, more than half of countries 
analysed saw ethnic disparities 
widen between the two survey 
periods. In the 14 countries 
with a widening ethnic gap, 
the earlier surveys showed a 
41 percentage point gap between 
socioeconomically disadvantaged 
women from the most versus 
the least marginalized ethnic 
groups, while in the more recent 
surveys, the gap increased to 
48 percentage points. 

The trends among all the ethnic 
groups identified across the 
25 countries are diverse, but the 
overarching tendency is clear: Ethnic 
disparities in self-reported problems 
accessing health care exist in 

almost every country and society 
where data are disaggregated for 
ethnicity. That is, when we listen 
to women’s own reports about 
problems accessing health care 
when they are sick – using surveys 
representing one third of the female 
population of the planet – we see 
that ethnic disparities in health-
care access are pervasive and, in a 
number of cases, widening. 

Narrowing the gap is possible
However, there is some good 
news. Ethnic differences are not 
extreme everywhere, and there are 
promising signs that narrowing 
the gap is possible. In Guinea, 
the poorest rural Guerzé women 
with no education saw the highest 
proportion with health-care access 
problems of any ethnic group, 
96 per cent, in the earlier survey, 
but by the most recent survey the 
proportion with serious problems 
had declined to 72 per cent – better 
than rural women from all other 
ethnic groups with similar levels of 
poverty and schooling. In the earlier 
Nigerian survey, among the poorest 
rural women with no education, 
87 per cent of Ekoi women reported 
serious problems in health-care 
access. By the most recent survey, 
that proportion had fallen to 
64 per cent, nearly the same as 
poor rural Hausa women, the ethnic 
group reporting the best access. 
(Still, these improvements were not 
shared universally among all ethnic 
groups within these countries.)

One particular bright spot was 
Ghana, where there was only a 
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3 percentage point difference in the 
proportion of Akan women with the 
most marginalized socioeconomic 
profile facing serious problems in 
accessing health care compared 
with Ga and Dangme women, 
whereas in the earlier survey it was 
a 16 percentage point difference. In 
fact, inequality across several other 
ethnic and socioeconomic groups in 
Ghana also diminished between the 
earlier and later surveys, a sign of 
not just improved access to health 
care but also improved equity.

Why was Ghana so successful 
in closing equity gaps compared 
to other countries? One possible 
explanation relates to the 
expansion of access to health 
care in Ghana over the period 
covered by these surveys, 
including the introduction of a 
free maternal health-care policy 
and the continued roll-out of 
a national health insurance 
scheme (Aikins and Koram, 2017; 
Blanchet and others, 2012). 
Many other countries have 
also adopted national health 
insurance schemes, but in Ghana 
equity seems to have been a 
deliberate tenet of health-care 
access efforts – not just in 
how initiatives were designed 
but also in the prioritization of 
evidence-driven evaluation and 
reform (Phillips and others, 
2020). For example, where other 
countries with national health 
insurance schemes might rely 
heavily on private out-of-pocket 
expenditures, Ghana dramatically 
increased the portion of health 

financing from public funds 
(Odeyemi and Nixon, 2013). 

Insisting upon progress for all 
Overall, the analysis from these 
25 countries offers important 
lessons to all nations and 
communities. Namely, global 
progress in improving access to 
health care has been uneven and, 
by many measures, those who are 
furthest behind remain among the 
last to be reached. 

Additionally, ethnic disparities are 
not limited to certain countries 
but rather are identifiable 
everywhere adequate ethnicity 
data are collected. Highlighting 
the existence of ethnic and 
socioeconomic disparities 

in health-care access should 
therefore not be regarded as an 
accusation of bias or an appeal 
to politics. Rather, ethnic and 
socioeconomic disparities are 
seemingly universal – while 
progress towards eliminating these 
disparities is not. But progress is 
possible. And it starts by giving 
people the opportunity to identify 
their experience of inequality in the 
first place. 

FIGURE 3

Source: UNFPA

Note: Only two ethnic groups (Ga/Dangme and Mole-Dagbani) were found to experience changes in health-care access 
different from the largest ethnic group (the Akan). For both of these groups, women reported health-care access improved 
over time, erasing gaps seen in the earlier survey.

Ghana. Proportion of women with one or more serious problems 
accessing health care: socioeconomic extremes, by ethnicity
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CHAPTER 2: 
Unravelling in-
equality
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THIRD WORLD 
POPULATION 
CONFERENCE, 
BUCHAREST

Following a decade 
of economic growth, 
population came 
to be seen as less 
of a ‘problem’. 
Governments here 
agreed on the need 
for a new paradigm 
around population 
and development.

1954 1974 1975

FIRST WORLD 
POPULATION 
CONFERENCE, 
ROME

This largely academic 
conference focused 
on demography in 
developing countries; 
conversations at the 
time were dominated 
by fears over 
population growth and 
resource scarcity.

THE UNITED 
NATIONS 
DECADE FOR 
WOMEN BEGINS

International 
women’s movements 
were growing and 
mobilizing around 
social, economic and 
political issues. 
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���������������������� to 
consolidate support for sexual 
and reproductive health and 
rights globally. 

Feminist researchers 
used human rights 
frameworks to carve a 
role for themselves.

The ICPD Programme of Action emerged in the 
aftermath of the Cold War, a time of upheaval 
and uncertainty. That year, 1994, saw both the 
end of apartheid in South Africa, which held its 
first multiracial democratic election in April, and 
the eruption of genocide in Rwanda that same 
month. Sweden legalized civil unions between 
same-sex partners – making it the third country 
ever to do so – as the global rate of new HIV 
infections was reaching its highest-ever peak 

(UNAIDS, n.d.). The promise of collective 
action, and the perils of failing to take such 
action, could not have been more prominent in 
the minds of ICPD attendees in Cairo.

And indeed a central achievement of the ICPD, 
the paradigm shift in the world’s understanding 
of population and development issues, did result 
from the collective efforts of the Member States 
and grass-roots movements. The Programme of 
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Action introduced the concepts of reproductive 
health and reproductive rights – both terms 
already in use by the women’s movement 
and public health advocates – to the broader 
international community (Berro Pizzarossa, 
2018), and situated these within “human rights 
that are already recognized in national laws, 
international human rights documents and 
other consensus documents” (UNFPA, 1994). 
By invoking the wisdom of grass-roots advocates 

and drawing on the existing human right to health, 
the Programme of Action was able to secure, by 
consensus, recognition that States and health 
systems are obligated to uphold the sexual and 
reproductive health and reproductive rights and 
well-being of all people. 

This role for health systems as an enabler of human 
rights – not only the right to the highest attainable 
standard of health but a suite of other rights – was 

1977 1979 19811976

FIRST 
INTERNATIONAL 
WOMEN AND 
HEALTH 
MEETING 
(IWHM), ROME

The international 
women’s health 
movement emerged. 

CEDAW 
ADOPTED BY 
THE GENERAL 
ASSEMBLY

CONVENTION 
ON THE 
ELIMINATION OF 
ALL FORMS OF 
DISCRIMINATION 
AGAINST WOMEN

(CEDAW) was drafted 
and approved by the 
Commission on the 
Status of Women. 

THIRD 
INTERNATIONAL 
WOMEN AND 
HEALTH 
MEETING, 
GENEVA 

Activists from the 
Global North and 
Global South united on 
reproductive rights and 
access to health care. 
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Preparatory committees 
and the ICPD Secretariat at 
UNFPA began working towards 
the 1994 ICPD in Cairo. 

Simultaneously, women’s 
organizations and networks 
mobilized to influence the 
existing population agenda.

1990 1992

WOMEN’S DECLARATION 
ON POPULATION 
POLICIES

Signed by 2,539 individuals and 
organizations from over 110 
countries, calling for population 
discussions to reorient around 
reproductive health and rights. 

1984

FOURTH 
INTERNATIONAL 
WOMEN AND HEALTH 
MEETING, AMSTERDAM

The term ‘reproductive rights’ 
was officially embraced by 
the international women’s 
health movement.  

INTERNATIONAL 
CONFERENCE ON 
POPULATION, MEXICO

Here discussions broadened 
to include both technical 
and political demands.

by this point well understood, but in the contested 
arena of sexual and reproductive health this 
recognition was groundbreaking. The Programme 
of Action even achieved agreement on the hotly 
disputed issue of abortion, determining that “in 
circumstances where abortion is not against the 
law, such abortion should be safe” and that “in all 
cases, women should have access to quality services 
for the management of complications arising from 
abortion”. The final text showed that a woman’s 

“health and personal development are crucially 
dependent on the quality of the services she 
is offered, and the choices available”, as then-
UNFPA Executive Director Nafis Sadik described 
the following year in Beijing, at the Fourth World 
Conference on Women, highlighting the role 
of health systems, doctors, contraception and 
information in “liberating women from a system 
of values which insists that reproduction is their 
only function”. 
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1999

ICPD+5

Youth movements 
were engaged to 
help advance the 
ICPD agenda among 
a new generation. 

INTERNATIONAL CONFERENCE 
ON POPULATION AND 
DEVELOPMENT (ICPD), CAIRO

This was a rare opportunity for political agreement 
among governments, held at a unique time in 
global politics: amid the end of the Cold War, on 
the heels of the Oslo Accords, and as views on 
population issues shifted at the highest levels. 
NGO representation was unmatched, with 4,000 
representatives from over 1,500 civil society 
organizations from 113 countries. Representatives 
of the women’s movement were also part of national 
delegations, advocating for their realities and rights 
to be included in the ICPD Programme of Action.

PREPARATORY CONFERENCE, 
RIO DE JANEIRO

Hundreds of women released a statement outlining 
principles and conditions needed to ensure a woman-
centred, rights-focused approach to population.  

FOURTH WORLD 
CONFERENCE ON 
WOMEN, BEIJING

This culminated in the 
Beijing Declaration and 
Platform for Action 
and is recognized 
alongside the 1994 
Cairo conference as 
a seminal moment 
in the international 
women’s movement. 

1994 1995

And in the 30 years since the Cairo conference, 
health systems, education systems and 
governments – and the civil society groups 
that hold them accountable – have delivered. 
When laws are assessed by whether they 
sufficiently guarantee full and equal access to 
sexual and reproductive health care, information 
and education — including maternity care, 
abortion, contraception, comprehensive sexuality 
education, HPV vaccination, and HIV testing, 

counselling and treatment — 76 per cent 
of such laws are found to be in place across 
115 countries, as measured in SDG indicator 
5.6.2 (UNFPA, 2024a). Additionally, since 
1994, abortion rights have been recognized for 
millions of people worldwide, as more than 
60 countries have revised their abortion laws to 
remove restrictions (Center for Reproductive 
Rights, n.d.), compared to just four that have 
rolled back the legality of abortion.
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The 2030 Agenda 
for Sustainable 
Development was 
adopted, leading 
to the Sustainable 
Development Goals. 
Thanks to advocacy, 
Goal 3 on health and 
Goal 5 on gender 
equality both included 
targets on sexual 
and reproductive 
health and rights. 

The #NiUnaMenos 
movement calling for 
an end to femicide 
emerged in Argentina, 
uniting women’s groups 
across Latin America 
and ultimately leading 
to the Green Wave. 

ICPD+20

Once more, experts, 
feminists, youth, NGOs 
and governments 
mobilized around 
the ICPD agenda, 
resulting in a bold 
Framework of Actions 
for the Follow-up to the 
ICPD Programme of 
Action Beyond 2014. 
The ICPD was also 
re-endorsed at the 
United Nations General 
Assembly Special 
Session on the ICPD. 

MDGS + 5

Advocates succeeded 
in having universal 
access to reproductive 
health included 
in the Millennium 
Development Goals.

The Millennium 
Declaration was 
adopted by the United 
Nations General 
Assembly, followed 
by the Millennium 
Development Goals. 
But civil society called 
for amendments: The 
initial goal on improving 
maternal health, for 
example, did not 
contain any targets on 
reproductive health. 

2014 201520052000

The SheDecides 
movement was 
launched in support 
of reproductive 
health and rights. The 
#MeToo movement 
also erupted, reviving 
a 2006 campaign, in 
response to millions of 
women decrying sexual 
abuse and harassment. 

NAIROBI 
SUMMIT ON 
ICPD25 

Civil society, 
youth leaders 
and government 
representatives turned 
out in force for sexual 
and reproductive health 
and rights. The Summit 
resulted in nearly 1,300 
commitments and 
the forward-looking 
Nairobi Statement. 

GENERATION 
EQUALITY 

Due to the global 
COVID-19 pandemic, the 
review took place a year 
late. The Generation 
Equality Forums 
saw an emboldened 
international women’s 
movement and 
reignited support from 
governments and 
partners; this included 
an action coalition 
dedicated to bodily 
autonomy and sexual 
and reproductive 
health and rights. 

2017 2021

ICPD30

The thirtieth anniversary of the 
groundbreaking Cairo conference.
Feminist and reproductive rights 
movements have grown in numbers 
and in strength and many gains 
have been made – but our work is 
far from over. New organizations 
and members have mobilized, 
including on intersectional 
issues such as caste, disability, 
indigeneity, sexual orientation 
and gender identity. These are 
creating space for multiple voices 
and stakeholders, and social 
media is drawing more people, 
and perspectives, to the cause.
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The ICPD also called for youth to have access 
to, and participate in the development of, 
“information, education and communication 
activities and services concerning reproductive 
and sexual health” – acknowledgement that 
this information would help to empower 
current and future generations to fulfil their 
potential. Since then, international standards 
have been developed and today two thirds 
of reporting countries state 76 per cent or 
more of their schools provide some form of 

sexuality education (UNESCO and others, 
2021). Assisted reproductive technologies 
have become almost ubiquitous, enabling 
more people to realize their fertility 
aspirations and expanding opportunities 
for more diverse families. 

But much more remains to be done.

Bodily autonomy is a reality for too few 
women globally. Today, just over half 
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The SheDecides 
movement was 
launched in support 
of reproductive 
health and rights. The 
#MeToo movement 
also erupted, reviving 
a 2006 campaign, in 
response to millions of 
women decrying sexual 
abuse and harassment. 

NAIROBI 
SUMMIT ON 
ICPD25 

Civil society, 
youth leaders 
and government 
representatives turned 
out in force for sexual 
and reproductive health 
and rights. The Summit 
resulted in nearly 1,300 
commitments and 
the forward-looking 
Nairobi Statement. 

GENERATION 
EQUALITY 

Due to the global 
COVID-19 pandemic, the 
review took place a year 
late. The Generation 
Equality Forums 
saw an emboldened 
international women’s 
movement and 
reignited support from 
governments and 
partners; this included 
an action coalition 
dedicated to bodily 
autonomy and sexual 
and reproductive 
health and rights. 

2017 2021

ICPD30

The thirtieth anniversary of the 
groundbreaking Cairo conference.
Feminist and reproductive rights 
movements have grown in numbers 
and in strength and many gains 
have been made – but our work is 
far from over. New organizations 
and members have mobilized, 
including on intersectional 
issues such as caste, disability, 
indigeneity, sexual orientation 
and gender identity. These are 
creating space for multiple voices 
and stakeholders, and social 
media is drawing more people, 
and perspectives, to the cause.
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(56 per cent) of the world’s women were able to 
make their own informed decisions about sex 
and reproduction.  This means the freedom to 
make choices about health care and the use of 
contraceptives as well as to say no to sex with 
a husband or partner, information collected in 
countries’ reporting for SDG indicator 5.6.1 
(UNFPA, 2024a). And while data are limited 
(explored further in Chapter 3), a growing body 
of evidence indicates that bodily autonomy and 
reproductive health are more frequently, and 

more severely, undermined among those facing 
one or more forms of oppression, such as 
those enduring ethnic or racial discrimination, 
persecution over HIV status or disability, or 
discrimination over their sexual orientation 
or gender identity. There is increasing 
recognition that the capacity to determine 
one’s reproductive future – including access 
to modern contraception, safe abortion where 
legal, prenatal medical care and childcare – 
is unequally distributed across race, sexual 
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orientation, gender identity, sex characteristics, 
class and socioeconomic status. 

In fact, the world is only just beginning to 
grapple with the legacy of multiple forms 
of discrimination in medicine and health 
systems. As this legacy is unearthed, questions 
are being asked about the people who have 
been marginalized, the mechanisms of that 

marginalization and the persistence of its 
consequences. Experts are drawing attention to 
the structures that perpetuate discrimination, 
sometimes invisibly – a contrast to earlier efforts 
that tended to focus on individual behaviours 
(OHCHR, 2021). As a result, discrimination is 
increasingly being identified through unequal 
outcomes rather than requiring proof that these 
outcomes were motivated by individual animus. 

The human right to sexual and 
reproductive health

Sexual and reproductive health and rights are now widely understood, and 
acknowledged in a number of human rights frameworks (Organization of 
African Unity, 1981; OHCHR, 1966), to be grounded in the right to life, to 
dignity, to education and information, to equality before the law and to 
non-discrimination; the right to decide on the number and spacing of 
children; the right to privacy; the right to health; the right to freedom 
of opinion and expression; the right to consent to marriage and to 
equality in marriage; and the right to be free from gender-based 
violence, harmful practices, torture and ill treatment, as well as 
the right to an effective remedy for violations of fundamental 
rights. 

It is also well accepted (OHCHR, 2019; UNFPA, 2019; 
Shalev, 1998) that the key principles that shape human 
rights – especially non-discrimination, equality and privacy, 
the right to information, as well as the integrity, autonomy, 
dignity and well-being of individuals, particularly in relation 
to sexual and reproductive health and rights – are integral to 
the realization of the right to health. 
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This reckoning has been most prominent 
in justice systems. The Ni Una Menos 
movement in Latin America, for example, 
highlighted the passivity of authorities 
in cases of femicide and other forms of 
gender-based violence. The Black Lives 
Matter movement brought attention to the 
disproportionate experience of police violence 
among Black people globally (OHCHR, 
2023). Other sectors have been affected as 
well: Within education, the Rhodes Must 
Fall protest movement drew attention to 
inequities in higher education, first in South 
Africa and then internationally (Knudsen and 
Andersen, 2019). 

This kind of reckoning is just as relevant for 
health systems, a fact deeply underscored 
during the COVID-19 pandemic. In many 
parts of the world, pandemic emergency 
measures were not in conformity with 
human rights law (OHCHR, 2020). Already 
marginalized populations experienced higher 
rates of COVID-19 pandemic-related 
illness and death and greater disruptions of 
other health services, including for sexual 
and reproductive health (WHO, 2020). 
Contemporary discourse around gender, 
social and racial justice movements might 
suggest these issues are controversial or 
political, but it is a mistake to see this process 
only through the lens of politics. We can 
recognize that the history of reproductive 
health includes regrettable tragedies and 
missteps without diminishing the many 
advances that have been made in science and 
technology. Rather, it allows us to learn from 
the past, creating opportunities for knowledge 
and progress – for all people. 

Health systems must be 
enablers of human rights
Reproductive health systems have not always 
been health- and rights-affirming. At least 
not for all women. “A major shortcoming in 
reproductive health care within the health-care 
system was the philosophy with which services 
were provided,” experts have commented. 
“Women were considered as means in the 
process of reproduction, and as targets in the 
process of fertility control. Services were not 
provided to women as ends in themselves. 
Women benefited from the process, but were not 
at its centre. They were objects, and not subjects” 
(Cook and others, 2003). 

Systems and structures to control sexuality, 
especially (but not exclusively) the sexuality 
of women, have been universal, permeating 
all societies around the globe. The bodies 
of women, girls and gender-diverse people 
were often subject to discrimination, harmful 
practices, control, exploitation, violence and 
oppression – human rights violations that 
historically have been abetted by health systems 
(OHCHR, 2021a). And these issues are all too 
persistent today. Many obstacles continue to 
stand between individuals and their enjoyment 
of sexual and reproductive health and rights, 
operating at different levels: in clinical care, at 
the level of health systems and in the context 
of the underlying determinants of health. And 
they operate differently for those experiencing 
different forms of marginalization. 

Health workers are, today, among those best 
placed to identify the transformative value of 
sexual and reproductive health and rights, as they 
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see first-hand how family planning, protection 
from violence, safety from disease and access 
to maternal health care result in healthier and 
better-educated families and communities. 
Many contemporary reproductive health workers 
embrace their role in upholding the rights of 
their patients (and the topic of patients’ rights 
is, in fact, a staple in the education of health 
professionals globally [Rostami-Moez and others, 
2021; Karakuş and others, 2015; Lewkonia, 
2011]). Through the provision of contraception, 
information and care, reproductive health 
practitioners often stand on the front lines of 
individuals’ efforts to secure bodily autonomy 
(see feature on page 16) (Kalra and others, 
2021). Yet they can be subjected to abuse for 
doing so. New research shows that, “as [sexual 
and reproductive health and rights] workers 

Health workers as champions of bodily autonomy 

A reciprocal relationship exists between the receipt of dignified, quality sexual and reproductive 
health care and the experience of economic, social and personal empowerment. Health workers, 
in particular, observe directly how reproductive autonomy – the ability to choose whether, when 
and with whom to have sex or become pregnant, the ability to live free of violence and preventable 
sexually transmitted infections, etc. – enables individuals to pursue their education, delay or start 
their family, build their career and/or contribute to their community. And they see first-hand how 
empowered individuals – those able to pursue education, careers and/or families – are better able 
to access reproductive health services. The virtuous cycle is an uncontested truth for those who 
witness it. “We teach them to expect respect,” says Víctor Cazorla, a male midwife working in the 
Andes mountains of Peru, who sensitizes his mostly indigenous patients about their rights (UNFPA, 
2021). “Nobody has a right to touch their bodies: not me, not their aunts, not their fathers, not their 
mothers, not staff, not police, nobody.”

seek to fulfil the human rights of others, their 
own human rights are put at risk”, as they face 
“ostracization and harassment in the workplace”, 
“verbal threats and physical violence” and 
hostilities in their personal lives (Boydell and 
others, 2023).

The following sections illustrate how sex 
discrimination, racial and ethnic discrimination, 
and misinformation continue to impact health 
services and information today, making the 
case that both human rights and public health 
require reconciliation with this history. In order 
for health workers to become enablers of human 
rights, the health systems that employ them 
– which have historically been so complicit in 
exploitation and abuse, and which today leave 
many sexual and reproductive health workers 
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vulnerable to mistreatment – can and should be 
reformed to realize their original and more noble 
purpose, for individuals, health professionals and 
society as a whole: healing. 

The legacy of sex 
discrimination in 
reproductive health care 
Understanding the legacy of sexism within 
sexual and reproductive health care can actually 
help to identify solutions – including cost-
effective and readily achievable solutions – to 
persistent problems. 

One important example is the history of 
childbirth care, which, for centuries, was largely 
considered the domain of women. Women 
midwives managed childbirth while physicians, a 
profession restricted to men, generally avoided it. 
Childbirth was long considered a female mystery, 
and women alone had special knowledge 
and understanding of it, including the use 
of herbs as drugs. Over time, male doctors 
did begin to assist birthing women, initially 
only in complicated and high-risk deliveries 
(Litoff, 1982). 

Eventually, doctors and other male-dominated 
institutions assumed authority over midwives. In 
precolonial Indonesia, for example, women relied 
on traditional midwives, or birth attendants, 
known as dukun, who provided contraception, 
delivery care and abortion. When Indonesia 
became a colony in the 1800s, authorities 
sought to replace dukun with midwives trained 
under the male leadership of the Dutch medical 
service (Adnani and others, 2023). Around the 

same time, male physicians in India proposed 
the provision of formal training to traditional 
midwives known as dai, efforts that ultimately 
led to dai being replaced by trained midwives 
and doctors working under the medical 
establishment (Samanta, 2016).

Midwives were also brought under the 
jurisdiction of male leaders in Europe in the 16th 
and 17th Centuries, when they were licensed by 
male-dominated church authorities and, in some 
cases, compelled to serve as expert witnesses in 
cases of “infanticide, contested virginity, abortion 
and sterility” (Sprecher and Karras, 2011). 
It was during this period that “accoucheurs” 
(male midwives) became fashionable in France, 
creating competition with the so-called “natural 
practising” female midwives and popularizing 
the use of instruments such as forceps. The 
gender and status of men established their 
authority in the field despite having little or no 
practical experience (Martucci, 2017). At the 
time, men training to be doctors were largely 
influenced by writings about birth, written by 
practitioners who may never have seen labour 
or birth (Hobby, 1999), rather than practical 
knowledge (Thomas, 2016). 

The emerging “science of nature” gave rise to a 
view of medicine as being objective, part of a 
universal system of knowledge, one from which 
female midwives were largely excluded (Shiva, 
1996). Unlike male doctors, they were neither 
educated nor involved in the investigative and 
experimental scientific methods. By the 18th 
Century, the medical profession mostly consisted 
of men, and midwives were accused of using 
ancient, dangerous and outdated practices. 
Research on colonial-era South Africa, for 
example, shows that the real-world experience 
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and knowledge of midwives – especially Black 
midwives – was largely omitted from the historical 
record (Deacon, 1998). Men’s contributions to 
the field, by contrast, were better documented, 
enabling male-dominated views of childbirth to 
prevail. New birthing theories likened the body 
to a machine and childbirth to a mechanical 
process, a view that further alienated midwives as 
practitioners, since women were seen as lacking 
the knowledge and ability to understand the 
mechanisms of birth (Murphy-Lawless, 1998). 
Birthing bodies were increasingly viewed as 
uncontrollable, uncontained, unbounded, unruly, 
leaky and wayward (Carter, 2010). In 1915, Dr. 
Joseph DeLee, author of the most important 
obstetric textbook of that period, described 
childbirth as a pathological process that damaged 
both mothers and babies. “If the profession 
(obstetrics) would realize that parturition viewed 
with modern eyes is no longer a normal function… 
the midwife would be impossible even of mention,” 
he wrote (DeLee, 1915). Dr. DeLee would later 
propose interventions, including routine use of 
sedatives, ether, episiotomies and forceps – all of 
which are now known to be harmful when used 
routinely – to save women from the “evils” natural 
to labour (Leavitt, 1988).

The sidelining of midwives within obstetric 
medicine was a global phenomenon, but today 
the consequences are most severe in low- and 
middle-income countries. WHO has identified 
Africa and South-east Asia as the regions with 
proportionally fewest countries recognizing 
midwifery as a distinct profession. Midwifery 
educators in these regions persistently report 
lacking access to toilet facilities, and in French-
speaking West Africa, three quarters of midwifery 
educators lack access to clean water at least some 
of the time. Furthermore, WHO’s Africa region 

accounts for 56 per cent of the global shortage 
in health professionals dedicated to providing 
sexual, reproductive, maternal, newborn and 
adolescent health care (UNFPA and others, 
2021). 

And although midwifery today is widely 
understood to be a modern, regulated, technical 
profession well integrated into the health-
care infrastructure, it remains predominantly 
female in most places. Research shows the 
midwifery workforce suffers under serious 
occupational segregation, gender pay gaps, lack 
of leadership opportunities and multiple forms 
of discrimination and harassment, including 
sexual harassment (UNFPA and others, 2021). 
A 2019 WHO report found the gender pay 
gap in health care was larger than that in other 
sectors, with female health workers earning, 
on average, 28 per cent less than male health 
workers – and an 11 per cent gender pay gap 
persisted among nurses and midwives even after 
adjusting for occupational segregation (Boniol 
and others, 2019).

The undervaluing of midwifery “results in 
restriction of choices and job opportunities 
for midwives and reinforces unequal power 
structures within society”, including a lack of 
professional autonomy (UNFPA and others, 
2021), which midwives themselves identify 
as a barrier to providing high-quality care 
(International Confederation of Midwives and 
others, 2016). The 2021 State of the World’s 
Midwifery report noted that, in low- and 
middle-income countries, many midwives 
struggle or fail to be reimbursed by government 
insurance programmes, leaving them to absorb 
financial losses or prioritize care for more 
affluent patients.
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Yet researchers have long noted that investments 
in midwifery training and care would yield 
significant dividends for maternal and neonatal 
health, with lower costs and better outcomes 
than more medicalized models of care (UNFPA 
and others, 2021). A 2021 Lancet Global 
Health study, supported by UNFPA, found that 
substantially increasing coverage of midwife-
delivered interventions could avert 41 per cent 
of maternal deaths, 39 per cent of neonatal 
deaths and 26 per cent of stillbirths – equalling 
2.2 million deaths averted annually by 2035, 
and most of them in low- and middle-income 
countries (Nove and others, 2021). 

In view of the historical marginalization of 
women within obstetrics and midwifery, 
it is worth examining the role of gender 
discrimination in the world’s continued 
underinvestment in midwifery. It is also worth 
examining the consequences of these gendered 
hierarchies in medicine, which affect not only 
health practitioners but also the people receiving 
health services (and, in the case of neglect and 
exclusion, those not receiving those services). 

Obstetric and gynaecological violence, broadly 
described as mistreatment and violence 

experienced during reproductive health care, 
including during childbirth, is a matter 
of growing concern to the international 
community (OHCHR, 2019a). The concept 
is expansive, including verbal and physical 
abuse – examples are mockery, threats, 
punching, kicking, gagging and physical 
restraint (Downe and others, 2023) – as 
well as over-intervention such as medically 
unnecessary episiotomy, lack of informed 
consent, denial of pain relief (UNFPA, 2019a) 
and forced sterilization. Research highlights 
that these forms of mistreatment tend to 
occur in “contexts where providers, primarily 
midwives, feel unsupported or even victimized 
within their professional hierarchies” 
(Schaaf and others, 2023). Mistreatment 
in reproductive health settings contributes 
significantly to maternal mortality and creates 
barriers to health services for marginalized 
women and girls (UNFPA and others, 2023). 
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FEATURE

Safe, culturally sensitive, 
empowering childbirth for 
Colombia’s Afrodescendent women

More than two decades ago, 18-year-
old Shirley Maturana Obregón visited 
a hospital in Chocó, in Colombia’s 
Pacifi c region, seeking care for a 
case of gastritis. Despite the fact 
that she was nine months pregnant 
at the time, Ms. Maturana Obregón 
never considered staying on and 
giving birth there. 

“It wasn’t the environment I wanted,” 
Ms. Maturana Obregón tells UNFPA. 
“I wanted my mum to be there, and 
what I heard [at the hospital] was 
that I was going to be alone.” 

So she returned home and soon 
went into labour. Her mother and 
sisters were there to support 
her throughout the delivery – as 
was a partera, a traditional birth 
attendant and practitioner of 
knowledge ancestral to Colombia’s 
Afrodescendent community. 
“It was beautiful and unforgettable,” 
she says. 

For Ms. Maturana Obregón, the 
decision to give birth with a 
partera refl ected her personal 
and cultural priorities. But 
home births also often refl ect a 

lack of other options. Chocó’s 
population – of which 80 per cent 
identifi es as Afrodescendent – 
is disproportionately poor and 
remains largely disconnected from 
Colombia’s formal health-care 
system. Getting to a doctor can 
require travel across hazardous, 
confl ict-affected terrain, or can 
simply cost too much. 

The consequences of not delivering 
safely can be deadly, particularly 
for Afrodescendent women and 
girls. In Colombia, they are at more 
than double the risk of dying due to 
pregnancy and childbirth than their 
non-Afrodescendent counterparts. 
Yet in seeking to improve maternal 
health outcomes, the Colombian 
health system has sometimes 
alienated parteras and the cultural 
values they represent. 

Parteras have been derided as 
witches and herbalists, or portrayed 
as unhygienic and unprofessional. 
Historically, Colombian laws 
required anyone attending childbirth 
to be offi cially licensed by a medical 
institution, rules that led to the 
erasure of the work parteras do, 

isolating them from the medical 
establishment. Yet along Colombia’s 
Pacifi c coast, parteras are often 
the only health provider on hand. In 
one town in Chocó in 2021, national 
statistics show every birth was 
supported by a traditional birth 
attendant (DANE and UNFPA, 2023).

“Doctors treat us like everything 
[we do] is fi lthy,” says partera 
Francisca Córdoba, better known 
as Pacha Pasmo. “As I have told 
several doctors, you may have fi ve 
years of experience, but you do 
not have the experience I have – 
I started attending births before 
you were born.” 

But a new initiative is knitting 
health workers and parteras more 
closely together. In 2020, the 
Partera Vital project was launched, 
aiming to validate parteras’ often 
invisible work in providing culturally 
affi rming care to pregnant and 
post-partum women, while also 
providing parteras with tools and 
skills to deliver their services 
safely to their communities and 
in conjunction with the formal 
medical system. 
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Through Partera Vital, Colombia’s 
national statistics agency worked 
together with UNFPA and local 
parteras associations to amend 
rules barring traditional birth 
attendants from registering 
newborns. Parteras received 
a mobile app allowing them to 
register births in the national birth 
registry; they also came together 
for training sessions aimed at 
improving risk identifi cation during 
pregnancy and childbirth. 

The project was fi rst rolled out 
to 30 traditional birth attendants 
in Chocó. The parteras also 
received scales for weighing 
newborns, safe delivery kits 
containing items like clean sheets 
and gloves, and blood pressure 
monitors, which can help them 
identify life-threatening pregnancy 
complications. “If a partera sees 

that a pregnant woman’s blood 
pressure is high, they run to refer 
her,” Ms. Pacha says. 

The project’s impact was 
immediately clear during the 
COVID-19 pandemic in 2020, when 
statistics showed 34 per cent of 
births in Chocó were supported 
by parteras – nearly 50 per cent 
more than had been recorded in the 
previous year. Parteras petitioned 
the Government to be recognized 
as essential workers amid the 
crisis, a change that led to parteras 
receiving resources and equipment 
to care for their communities. 
Most recently, UNESCO, the United 
Nations Educational, Scientifi c 
and Cultural Organization, 
designated midwifery in Colombia 
and other countries an integral 
part of humanity’s intangible 
cultural heritage.

Partera Vital’s introduction to 
Chocó has also corresponded with 
a major health advancement in the 
region: reduced maternal deaths. 
“We don’t know yet to what extent 
the empowerment of parteras has 
contributed to the national efforts 
to reduce maternal mortality in 
Chocó, but in 2023, maternal deaths 
dropped by nearly 40 per cent,” 
says UNFPA Colombia sexual and 
reproductive health adviser Jose 
Luis Wilches Gutiérrez.

Since delivering with a partera, Ms. 
Maturana Obregón has become one. 
“The people we serve – they want 
to experience having their children 
with a partera, because the partera 
puts her in the position she wants 
to give birth in,” she says. “We 
are there, making those women’s 
dreams come true.” 

UNFPA’s Partera Vital project seeks to empower traditional birth attendants like Shirley Maturana Obregón (left) and Pacha Pasmo 
(right) to support pregnant women across Chocó, Colombia. © UNFPA Colombia/Sara Chavarriaga
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The legacy of ethnic and 
racial discrimination
One of the consequences of the COVID-19 
pandemic has been a renewed awareness of 
the racial disparities that continue to persist 
within health systems, and a growing effort 
to understand these disparities within the 
context of historical inequities. While many 
conversations around racial inequity have been 
contentious, the advancement of equity and 
justice in health are in many cases yielding 
valuable and evidence-based solutions to these 
issues. In short, understanding the legacy 
of racial discrimination, and also the role of 
colonialism in exporting racial hierarchies, is 
revealing the many possibilities that exist for 
achieving equity and justice within medicine. 

Historically, many governments have seen 
reproduction primarily in instrumental 
terms. Childbearing has been promoted 
when it is deemed valuable for economic or 
political objectives (Juan Bautista Alberdi 
of Argentina famously said, “To govern is 
to populate”), and it has been discouraged 
(often selectively, among groups considered 
“inferior”) when deemed undesirable. 
During colonial regimes, and especially in 
the transatlantic slave trade, childbirth was 
seen both figuratively and literally as a form 
of asset production (UNFPA, 2023b). In 
Africa and the Caribbean in the early 20th 
Century, maternal health programmes were 
driven largely by a perceived shortage of 
labour needed to work on plantations and in 
export industries (De Barros, 2014; Thomas, 
2003). Perspective shifted to promoting 
family planning in the mid-20th Century, as 

smaller families were seen as more conducive 
to national economic development and global 
security, and also as leaders and international 
organizations reacted to fears of an impending 
“population bomb” exploding in developing 
countries (UNFPA, 2023b; Bourbonnais, 2016; 
Solinger and Nakachi, 2016; Ahluwalia, 2008; 
Connelly, 2008; Klausen, 2004; Briggs, 2003; 
Hartmann, 1995). Notably, instrumentalist 
rhetoric around childbearing persists today, 
both in fears of “overpopulation” in a context 
of climate change, which can attribute 
environmental destruction to fertility rates 
among people in the Global South, and in fears 
of “underpopulation” when it comes to ageing 
societies (UNFPA, 2023b). 

For these reasons, the field of reproductive 
health bears particularly deep scars from the 
world’s racialized colonial history. Slavery 
institutionalized Black women’s loss of bodily 
and reproductive autonomy and incentivized 
control over enslaved people’s ability to 
reproduce (Johnson and others, 1999). For 
many Black women, reproduction was an area 
of control and exploitation, including rape, 
forced sterilization, medical experimentation 
and non-consented medical research and 
training. One of the most well-known examples 
is the case of J. Marion Sims, a gynaecologist 
who performed experimental surgeries on 
enslaved Black women without anaesthesia or 
their informed consent (Owens, 2017) – but 
in fact this was far from an isolated incident. 
Slave hospitals of the era primarily facilitated 
the production of biomedical knowledge about 
Blackness and normalized the idea that Black 
bodies were physiologically distinct, inferior 
and impervious to pain (Hogarth, 2017). 
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In this way, advances in obstetric and 
gynaecological medicine have contained an 
inherent contradiction for some of the most 
marginalized women and girls – these fields 
of medicine are comprised, on the one hand, 
of knowledge and technologies that can save 
lives and alleviate suffering, while on the other 
hand emerging from, and even perpetuating, 
significant harms. This duality played out, as 
well, in the advent of modern contraception, 
which was revolutionary for women’s bodily and 

reproductive autonomy yet was also promoted 
as a tool for the application of eugenics 
theories. Modern fertility control was widely 
seen, including by its earliest proponents, as 
a means with which to curb the reproduction 
of “undesired” populations, particularly poor 
women, women with disabilities, Black women, 
women of marginalized ethnicities in the Global 
South, and indigenous people in the Global 
North (Ross and Solinger, 2017; Ginsburg and 
Rapp, 1995). The use of contraception as a tool 
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for reproductive control persisted for decades. 
In apartheid-era South Africa, for example, 
Black women were often subject to aggressive 
contraception programmes, which were carried 
out under the guise of population control 
(Klugman, 1993). 

Black women living under South Africa’s 
apartheid regime were also more likely to 
experience obstetric violence and mistreatment 
in the health-care system. Non-consented care 
and obstetric violence were particularly noted 
in public hospitals serving predominantly 
low-income communities, where multiple 
marginalizing factors – gender, poverty, race – 
coalesced. These populations endured lack of 
informed consent, lack of awareness of 
patients’ rights, and lack of training 
for health-care providers on how to 

obtain informed consent and provide respectful 
care (Jewkes and others, 2015). 

Subpar treatment of Black people and other 
disadvantaged persons within the medical field 
continues to this day (UNFPA and others, 
2023). For example, international human rights 
bodies have repeatedly expressed concern about 
the persistent discrimination and human rights 
violations facing Roma women, particularly in 
reproductive health care (Committee on the 
Elimination of Racial Discrimination, 2017; 
Human Rights Committee, 2016; Committee 
on the Elimination of Discrimination against 
Women, 2015). A 2020 report by the European 
Roma Rights Centre on reproductive rights 
of Roma women found that numerous 
interviewees had been immobilized during 
childbirth, subjected to physical abuse and 
denied anaesthesia (ERRC, 2020). This legacy 
also persists in ongoing health disparities among 
Black and ethnic minority women in the United 
Kingdom (MBRRACE-UK, 2020) and United 
States (Hoyert, 2023), and among migrants and 
members of certain castes in India (Allard and 
others, 2022) and other South Asian countries 
(Kapilashrami and John, 2023). 

But a positive development can be found in 
the increased attention, and growing body 
of evidence, on discrimination and harm in 
sexual and reproductive health settings (Downe 
and others, 2023). These findings note that 
discrimination is linked to the normalization 
of harm, and that it is often invisible to health 
practitioners, health systems and even patients 
themselves. “Where violence is an everyday, and 
even trivial, ‘fact of life’... it becomes expected, 
invisible, and, therefore, structurally embedded,” 
researchers note. Furthermore, efforts to 
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reduce or eliminate violence are ineffective when 
discrimination and stigma are not addressed 
(Bohren and others, 2022), an observation that 
can also be seen as a call to action to root out bias 
in health-care spaces. 

These findings can, and should, be applied in 
health systems writ large, where inequities in care 
are racialized or can be attributed to ethnicity, 

Forced sterilization – an ongoing violation

While quality sexual and reproductive health care contributes to – and is supported by – individual 
empowerment, the reverse is also true. Substandard or poorly tailored sexual and reproductive health care, 
denial of services and violations of reproductive rights can result in a cascade of harms across one’s life, 
and disadvantages reciprocally contribute to vulnerability to substandard care, denial of care and rights 
violations. Perhaps nowhere is this more pronounced than in the case of coerced sterilization, one of the 
most extreme forms of control over a person’s reproductive autonomy. By permanently denying women 
the right to have children, non-consensual sterilization enforces society’s view that certain women do not 
deserve to be mothers. Black women, indigenous women, women from religious minorities, women living 
with a disability, institutionalized women, migrant women and impoverished women in rural settings have 
all been subjected to sterilization abuse (Roberts, 1991), both historically and today. In 2015, for example, 
a complaint was lodged with the Commission for Gender Equality on behalf of 48 South African women 
who had experienced forced or coerced sterilization in public hospitals. All were pregnant Black women, 
and most were HIV-positive. They described being coerced or forced to sign consent forms that allegedly 
permitted sterilization while they were in extreme pain or active labour. The Commission found that the 
complainants’ rights to equality, freedom from discrimination, dignity, bodily integrity, freedom and security 
over their bodies, and the highest attainable standards of health, including sexual and reproductive health 
and rights, had been violated (Commission for Gender Equality, 2020). In another example, a 2022 report 
to the Human Rights Council highlighted that forced sterilization is a common practice around the globe 
(United Nations General Assembly, 2022).

cultural differences, migration status or forms 
of marginalization. To address disrespectful and 
abusive treatment of women during childbirth, 
for instance, WHO has called for action – 
including research, human rights alignment and 
greater participation by women from affected 
communities – to be taken by governments, 
health-care providers, professional associations 
and educational institutions (WHO, 2015).
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FEATURE

Grass-roots activists raise 
visibility for missing and murdered 
indigenous women

Although Carolyn DeFord’s mother 
disappeared in 1999, it wasn’t until 
2011 that she fi nally learned the 
term to describe the complicated 
grief she had felt since that day: 
ambiguous loss.

“You’re stuck, and you can’t move 
on, and there’s the constant wonder,” 
says Ms. DeFord, who is a member 
of the Puyallup Tribe in Washington 
State and board member of Missing 
and Murdered Indigenous Women 
USA (MMIWUSA). “I’ve imagined 
everything that could have happened 
to my mum, in every way, over and 
over again.”

This lack of closure is experienced 
by thousands of indigenous people 
across the United States whose 
relatives are reported missing 
every year. The murder rate for 
Native American women living on 
reservations can be up to 10 times 
the national average (Urban Indian 
Health Institute, 2018), making 
murder the third leading cause of 
death for Native women. Though 
the statistics are stark, there are 
huge gaps in data, meaning that 
the numbers affected are likely 

underestimated. In 2016, the 
National Crime Information Center 
reported 5,712 cases of missing 
American Indian and Alaska Native 
women and girls; in the same year, 
the US Department of Justice 
recorded just 116 cases in its 
missing persons database.

Underreporting of cases, 
racial misclassifi cation and 
poor relationships between 
law enforcement and Native 
communities all contribute to 
the lack of reliable data (Urban 
Indian Health Institute, 2018). A 
jurisdictional web exacerbates the 
problem. In 1978, the US Supreme 
Court ruled that tribal nations could 
no longer prosecute non-Natives 
who commit crimes against Native 
individuals on tribal lands. As a 
result, when an indigenous person 
is the victim of a violent crime, the 
Native or non-Native identities of 
the victim and perpetrator(s), the 
location of the crime either on or 
off the reservation, and the nature 
and severity of the act must all be 
established before it is even known 
which authorities should handle 
the case. 

Many believe perpetrators have 
been able to take advantage of 
the confusion to target indigenous 
women and girls. “We need to be 
able to have jurisdiction over crimes 
committed on our land. We’re 
nations within nations, sovereign 
nations within a nation, and we 
have the least ability to protect our 
people,” Ms. DeFord says.

Families of missing persons and 
Native advocates say even when 
investigations are conducted, they 
are not afforded the rigour they 
deserve. “It feels like everybody’s 
trying to pass the buck so that 
nobody has to get their hands 
dirty,” says Ms. DeFord. “That’s 
probably not the case, but it’s what 
it feels like.”

In 2013, the reauthorization of 
the Violence Against Women Act 
(VAWA) restored tribal criminal 
jurisdiction over non-Native 
individuals committing crimes of 
domestic violence on tribal lands. 
The most recent reauthorization, 
in 2022, expanded the list of crimes 
that could be prosecuted to include 
sexual violence, sex traffi cking 
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and stalking, among others. Luhui 
Whitebear, a professor of Indigenous 
Studies at Oregon State University 
and board member with MMIWUSA, 
says tribal nations now have access 
to a new range of tools to protect 
their communities from harm. Still, 
she says, legal reforms only go so 
far. “People think ‘Yes, we did it!’ 
But that’s not always the end of 
the story.”

Prof. Whitebear points out that 
the 2022 VAWA reauthorization 
doesn’t cover all tribal nations – 
only federally recognized ones. 
This means that nations like 
Prof. Whitebear’s own, the Coastal 
Band of the Chumash Nation, are 
not covered by the act. There is also 
the issue of resources, with tribes 
rarely having access to suffi cient 
funding or training to conduct 
thorough investigations.

Grass-roots organizations like 
MMIWUSA are stepping in to help. 
Often, what families need most 
when a loved one goes missing 
are basic things – a plane ticket, 
feet on the ground to conduct a 
search, or money to hire a babysitter 
for children whose parent has 
disappeared. “I’m really thankful that 
there are people who are dedicating 
so much time to doing ground 
searches for people and creating 
missing fl iers, because sometimes 
families have to choose, ‘Do I eat 
dinner, or do I look for my missing 
person? Because I don’t have 
support for a search.’ And so for 

organizations to be able to provide 
resources for those searches is 
critical,” says Prof. Whitebear.

Another crucial step is ending 
stereotypes of indigenous people 
and communities. “De-normalizing 
that exploitation of people’s 
bodies and the view of us as 
disposable would help immensely,” 
Prof. Whitebear says. “I would say 
that what helps to end violence 
against indigenous women is viewing 
it as not just an indigenous issue. 
This is everyone’s issue.”

For Ms. DeFord, in the years since 
her mother disappeared, she has 
learned to take her grief and use 
it to help other families struggling 
for answers: “It’s been very healing 
to share my story, to be able to use 

my experience to help other people, 
like these other advocates are 
helping me,” she says. “Being able 
to do some of that footwork so that 
families can take care of themselves 
and be where they feel the most 
useful – that’s been helpful, really 
being able to feel like this horrible, 
traumatizing experience hasn’t been 
in vain. If I can use that to help other 
people, then it makes me feel like at 
least there’s a purpose.”

Local advocates are also helping 
to reshape laws. “Some of the 
fi rst legislation in the country was 
passed here,” says Ms. DeFord, 
“and it was because of grass-roots 
voices, because of families going 
and testifying and sharing our 
stories and our frustrations and 
what we needed.”

Carolyn DeFord, whose mother disappeared in 1999, works with MMIWUSA to advocate 
for the rights and well-being of indigenous women and girls in the United States. Image 
courtesy of Carolyn DeFord
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The legacy of misinformation
Despite the progress seen within medical 
science and in international human rights 
agreements, falsehoods and assumptions 
remain widespread, permeating not only social 
norms and domestic laws but also health and 
education systems. As a result, these vestigial 
misconceptions continue to enact harm. 
Many of these misconceptions rely on an 
overly simple understanding of human sexual 
development. When sexual development, 
traits and identity are assumed to follow 
one standard pathway, natural variation in 
the human experience may seem wrong or 
disordered, and people who fail to conform to 
expectations may find themselves unserved or 
even harmed by policies and practices. 

As one example, menarche – the onset of 
menstruation – was once widely believed to 
be a biologically incontrovertible sign of a 
girl’s readiness for pregnancy. The ability to 
menstruate was assumed to indicate fertility 
and the ability to bear children. A girl’s 
marriageability could be socially or legally 
determined by whether or not she had 
menstruated. As recently as the 1970s, one 
internationally used gynaecology textbook 
taught that menstruation was “the weeping 
of a disappointed uterus” (Jeffcoate, 1975), 
implying that menstruation signals the failure 
of a female body to become pregnant. 

Perspectives about menarche have evolved over 
time, and contemporary views recognize a 
more comprehensive understanding of physical 
and emotional maturity. Today it is known 
that many early menstrual cycles are not 
accompanied by the release of an ovum, and 

therefore menarche does not necessarily signal 
that pregnancy is possible (Carlson and Shaw, 
2019). Age of menarche also changes based 
on factors such as genetics, nutritional status 
and exposure to environmental pollutants 
(Forman and others, 2013), and mental and 
psychological maturity are now understood 
to take place years – even a decade – after the 
average age of menarche (Arain and others, 
2013). Pregnancy and motherhood in early 
adolescence are now understood to pose 
life-threatening physiological and mental 
health risks. 

Yet rather than teach that menarche is 
one factor among many in the process of 
developing fertility, it continues to be taught 
as signifying one’s body is “prepared” for 
pregnancy. This oversimplification can be 
used to support incorrect beliefs, such as 
the notion that younger adolescents do not 
require education about menstruation or the 
presumption that pregnant adolescents are 
physiologically equipped for childbirth. 

Another oversimplification involves gender 
essentialism – the outdated idea that men and 
women are distinct biologically, physiologically 
and in their innate capacities, and that these 
differences are unchangeable (Meyer and 
Gelman, 2016). Researchers across multiple 
disciplines have discredited this notion: 
“[E]vidence include[s] neuroscience findings 
that refute sexual dimorphism”, i.e., the 
existence of two distinct and fixed categories, 
“suggesting that the tendency to view 
gender/sex as a meaningful, binary category 
is culturally determined and malleable” 
(Hyde and others, 2019). 
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The reality is much more complicated, for both 
sex and gender, terms that are often conflated 
but that carry different meanings. Sex, referring 
to the biological and physiological characteristics 
of females and males, such as chromosomes, 
hormones and reproductive organs, is often seen 
as falling into only two categories. Yet studies 
estimate that roughly 2 per cent of people 
actually have intersex variations (with some 
figures as high as 4 per cent [Jones, 2018]), 
meaning they have anatomy, chromosomes, 
hormones or other physical traits that do not 
fall perfectly within the male-female dichotomy. 

Gender, on the other hand, can be described 
as the socially constructed characteristics of 
women, men, girls and boys, and the process 
of conforming to these social expectations 
through norms, behaviours, roles and other 
means (WHO, n.d.). Gender, too, defies 
duality – communities from countries around 
the globe (including Argentina, Australia, 
Bangladesh, Canada, Fiji, India, Mexico, Nepal, 
New Zealand, Pakistan, the Philippines, Samoa, 
Thailand, Tonga and the United States) recognize 
identities that do not correspond with the male/
female binary (OHCHR, 2023a).

When gender expectations are a moving target 

While many people born with non-dimorphic sex traits are forced by legal, social and health systems to fit 
within the gender binary, those who do live within the gender binary often face scrutiny, stigma and exclusion 
for failing to embody those gender norms enough. 

Elite South African runner Caster Semenya was both assigned female at birth and has continuously 
identified as female, but her femaleness has been repeatedly questioned by athletic competitors and 
institutions, a situation common to women and girl athletes perceived to be too masculine. Ms. Semenya 
was coerced into undertaking hormone treatments to “correct” her natural body. She continued to win 
races during hormone treatment, but felt tired, nauseous and as though, she said, “I had been running in a 
body that wasn’t my own” (Semenya, 2023). She has also been subjected to repeated invasive sex testing, 
a violation of a range of internationally protected fundamental rights. The human rights court of Europe 
recently ruled that her right to freedom from discrimination and private life had been violated (European 
Court of Human Rights, 2023), yet she remains barred from participating in athletic events by the World 
Athletics governing body (Reid and Worden, 2023). And she is just one of a number of world-class women 
runners (many from developing countries) who have been banned from competition, pressured into 
surgeries and/or subjected to genital examinations, all because their naturally occurring sex traits are 
considered unacceptable by athletics authorities (Longman, 2024).
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human development – while others represented 
an “arrest in evolution from the ape form”. 
Today, researchers note, “There is good evidence 
that the shape of the birth canal is highly 
variable and tends to differ both within and 
among human populations, and that using the 
gynaecoid shape as a model for all women is 
empirically unsupported, factually inaccurate 
and potentially dangerous, especially for women 
of non-European ancestry” (Betti, 2021).

Similar misconceptions affect access to pain 
relief and other care. One study from 2016 
in the United States found that about half of 
participating medical students and medical 
residents endorsed at least one false belief about 
biological differences between Black and white 
people, such as that Black people have less 
sensitive nerve endings, thicker skin or higher 
fertility (Hoffman and others, 2016). 

As a final example, misconceptions about 
history are also pervasive, with ongoing 
consequences for access to services that should 
enable bodily autonomy and sexual and 
reproductive health. For instance, many popular 
narratives suggest that the advancement of 
sexual rights and abortion rights internationally 
are forms of Western influence (OHCHR, 
2023a). In fact, a great deal of evidence points 
to colonial regimes enacting and enforcing 
homophobic norms and laws and restrictions 
on women’s bodily autonomy (see spread on 
page 60). Often, these norms and laws remain 
in force after countries achieve independence 
from colonial control, even in cases where 
precolonial cultures were comparatively 
open to diversity in gender expression and 
sexual orientation.

There is nothing inherently political or 
ideological in acknowledging the existence of 
gender diversity, or in noting the prevalence of 
non-dimorphic sex traits. This complexity does 
not require eliminating the categories “men” 
and “women”. Indeed, the global consensus on 
achieving gender equality requires that harms 
overwhelmingly associated with men and boys or 
with women and girls be identified as such. But 
harms overwhelmingly associated with people 
who do not conform to sex or gender binaries 
must also be identified accurately, or else these 
harms will persist – and they are significant. The 
Office of the High Commissioner for Human 
Rights notes that intersex people are subjected 
to infanticide; forced and coercive medical 
interventions; discrimination in education, sport, 
employment and other services; and lack of 
access to justice and legal recognition (OHCHR, 
n.d.a). People of diverse sexual orientations 
and gender expressions, including lesbian, 
gay, bisexual and transgender people, also face 
rampant discrimination and violence, including 
violence both legalized and enforced by States 
(OHCHR, n.d.b). The non-recognition of sexual 
diversity – such as denials that sexual diversity 
exists and refusal to collect data on sexual 
minorities – does not, and cannot, eliminate this 
brutality and exclusion. 

Misinformation about anatomical differences 
based on race also remains deeply rooted in 
education systems, including medical education 
systems. For example, many contemporary 
midwifery and obstetrics textbooks continue 
to use the pelvic-shape classification proposed 
in 1938 by W.E. Caldwell and H.C. Moloy, 
doctors who believed certain pelvic shapes 
were “ultrahuman” – the perceived standard for 
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New understandings embraced in health systems

Health experts now widely accept that menarche is not the defining marker of womanhood, and that 
racial assumptions about pain and pelvises can cause harm. Health systems are also increasingly 
recognizing diverse gender identities, sexual orientations and sex characteristics as being within 
the spectrum of normal human development. For example, over the past three decades, many traits 
of sexual minorities once believed to be pathological have been recategorized as non-pathological 
or otherwise removed from diagnostic codes. This is not simply an effort to better realize human 
rights; it is also a reflection of the “poor-quality evidence and social rationales that justified” 
these diagnoses to begin with (Carpenter, 2018). This move is also coherent with global efforts 
to improve public health overall through destigmatization (UNAIDS, 2021) and through growing 
awareness that health services must be tailored to populations that are far more diverse than 
previously acknowledged. 

Still, some States are considering measures that entrench 
pathologization and intervene in rights-affirming health care. In 2021 
in Guatemala, draft legislation, which ultimately did not pass, sought 
to protect children from the “disorder” and “trauma” of transgender 
identity, and policymakers in Ghana are considering drafting 
legislation that promotes practices of so-called “conversion therapy” 
by offering incentives to transgender persons who “recant” (OHCHR, 
2022). In the United States, in 2023, 87 anti-trans bills were passed, 
out of some 600 proposed at the local, state and federal levels, 

including bills that penalize 
health-care workers for referring 
or providing gender-affirming 
care to transgender people 
(Trans Legislation Tracker, n.d.). 
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A bridge to a better future
Reconciling modern health systems with these 
legacies need not be painful or punitive. As the 
history of the ICPD shows, there is a globally 
agreed common agenda to secure gender equality 
and sexual and reproductive health and rights for 
all people. The benefits of this common agenda 
are felt individually, in human rights realized, 
higher standards of health attained and human 
potential expanded, and they are felt across 
communities, societies, nations and regions. To 
reach these agreed goals, a concerted and well-
funded effort must be made, not to push down 
those who have already felt the gains of progress 
but to raise up those who have yet to access 
those gains.

It should not be controversial to note that many 
medical and societal advances have been enabled 
by a long history of health-system mistreatment, 
from the invention of tools like the Sims 
speculum to eugenics motives that ultimately 
played a role in expanding access to family 
planning. And it should not be controversial to 
recognize that the descendents of those who were 
mistreated continue to endure some of the most 
attenuated access to these services, technologies 
and rights. 

Indeed, it is urgent that we learn from past 
mistakes. Reproductive health technologies 
continue to advance rapidly, creating 
opportunities both to benefit individuals and to 
perpetuate abuses (UNFPA, 2024b). Valuable 
diagnostic tools like prenatal testing are already 
commonly misused for gender-biased sex 
selection, for example. Users of powerful new 
digital technologies are already giving away 
access to deeply private data, often without 

knowing it. And on the horizon are artificial 
intelligence-boosted diagnostics, cytoplasmic 
transfers that could produce embryos with three 
parents, in-vitro gametogenesis that can produce 
sperm or egg cells from non-reproductive cells 
– innovations that could change the nature of 
reproduction, sex and family configuration – 
and many more advancements. The potential 
for serious harm, including issues of patient 
safety and privacy as well as “ethical and human 
rights concerns about the commodification of 
human reproduction”, exists, as always, alongside 
significant positive gains (UNFPA, 2024). As 
much as these technologies could be used to 
mistreat or exclude marginalized groups, they 
can also be tools of inclusion and empowerment, 
for example by expanding quality sexual and 
reproductive health services to those who are 
currently beyond reach, and by enabling gender-
diverse individuals and people excluded from 
infertility treatment services (Perritt and Eugene, 
2022) to create the families of their choosing.

Movements around the world are helping us 
reconcile with the ills of the past, efforts that can 
– and should – inform our vision of the future. 
Global donors are targeting some of the most 
severely left-behind communities for investment 
in midwifery, gender equality and comprehensive 
sexuality education initiatives (see page 108). 
Increasing inclusivity in medicine and research 
is improving the quality of human knowledge. 
We have a much better understanding today 
of diversity in gender expression, how gender 
norms vary within and between countries and 
how complex and diverse sex traits are. We have 
a much better understanding of how women of 
colour, indigenous women and women in the 
Global South have been excluded from much 
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of the progress seen in sexual and reproductive 
health and rights. 

This report’s analysis of barriers to health care, 
as reported by women themselves (page 28), 
finds that progress is indeed possible, and that 
while, in general, those groups of women who 
faced the highest prevalence of barriers to health 
care have experienced the least progress, they 
did experience progress. And in some countries, 
the strongest improvements in health-care access 

were among ethnic groups that had previously 
experienced the worst levels of self-reported 
barriers to care – heartening indications that 
progress can indeed be accelerated. And while 
much more evidence is needed to design policies 
and programmes that reach all people (see 
Chapter 3), the clarity of insight into inequity 
and, therefore, the possibility of achieving real 
justice has never been greater.

Bilums are tote bags used in Papua New Guinea. People use them as baby carriers – “bilum” translates to “womb” in the Tok Pisin 
language – and for transporting goods to market, as well as in the funeral ceremonies of prominent community members. In this way, 
bilums accompany many Papua New Guineans throughout life. This pattern, the skin pig design, represents the struggle of women to 
be seen, heard and respected. © UNFPA Papua New Guinea/PidginProductions
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Decolonizing sexual and gender norms

In July 2023, the United Nations 
Secretary-General released a 
report drawing attention to the 
role of colonialism in perpetuating 
violence and discrimination 
against gender-diverse populations 
(OHCHR, 2023a). The report, by the 
Independent Expert on Protection 
from violence and discrimination 
based on sexual orientation and 
gender identity, drew from hundreds 
of meetings, visits and exchanges 
with State and non-State actors from 
around the world. The cumulative 
evidence found that specific 
strategies to exercise control over 
colonized persons – employed by 
diverse colonial powers – resulted 
in the stigmatization, criminalization 
and pathologization of same-sex 
attraction, transgender identities 
and other forms of diverse 
gender expression.

Precolonial diversity
From the Filipino indigenous 
community’s babaylan spiritual 
protectors to ogbanje individuals 
in Nigeria, diversity in sexual 
orientations and gender identities 
has existed everywhere throughout 
recorded history. Individuals 
embodying gender-variant identities 
have been cherished and respected 
in many societies, such as the “two-
spirit persons” in North America, 
the bonju in Europe, the muxes 

in Mexico, the hijra in India and 
Bangladesh, the takatāpui in New 
Zealand and the “sistergirls” of the 
Aboriginal and Torres Strait Islander 
peoples in Australia. 

Indeed, the social meaning attached 
to sex characteristics is as varied 
as cultures around the world. 
Patriarchal and heteronormative 
social structures certainly existed 
in many precolonial societies, but 
there is also ample evidence of 
normalized gender variation in 
others. Some communities even 
had dedicated roles for people 
with diverse sex and gender 
characteristics, including positions 
as advisers, military commanders, 
royal court members, healers and 
keepers of traditional practices. 

Colonial control strategies
While recent colonial projects 
did not invent gender-binary 
norms, they did result in the 
systematic imposition of a 
gender binary through laws and 
practices that affected colonized 
people over centuries of control. 
Colonial strategies included 
the conversion of colonized 
people to religious institutions, 
the criminalization of gender 
and sexual nonconformity 
and the enforcement of rigid 
social hierarchies. 

Both religious and secular 
justifications were given for the 
moral codes enforced by colonial 
powers. Examples include “pecado 
nefando”, or the crime of “nefarious 
sin”, applied by Portuguese and 
Spanish inquisitorial courts; French 
laws criminalizing “lewd or unnatural 
acts”, which were intended to 
inculcate colonized people with 
Christian morals; and British 
colonial laws punishing “gross 
indecency” between two men. Other 
laws included “sodomy”, “buggery”, 
“carnal knowledge against the order 
of nature”, as well as offences 
such as “public indecency” and 
“encouraging debauchery”. There 
were also “vagrancy laws” that 
did not directly restrict sexual or 
gender-divergent conduct, but which 
had a disproportionate impact on 
people living in poverty, gender 
and sexual minorities and persons 
with disabilities. 

Notably, the same, or similar, 
laws were applied within the 
societies of colonial powers. 
Moments of “sex panic” or “moral 
panic” took place within European 
countries, for example, during 
which governments, medical 
authorities and the mainstream 
media identified groups who did 
not follow dominant “correct” 
sexual practices as deviants; the 

 IN FOCUS
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enforcement of these laws within 
colonies was linked to policymakers’ 
perceptions – often based upon 
reports of explorers – that same-sex 
relations were pervasive across the 
colonized world (HRW, 2008). 

While the law was a principal means 
of enforcement, it also formed 
the basis for complex systems of 
socialization that included policing, 
medicine, literature and education. 
Black sexuality, for example, was 
regarded as “rampant and insatiable, 
and thus in need of regulation” 
(Westman, 2023). Indeed, in colonial 
settings the ability to thrive was 
heavily dependent on a person’s 
ability to assimilate to white, 
patriarchal and heteronormative 
customs.

Lasting impact
Colonial laws and norms have had 
an impact well beyond current and 
former colonies. In 1908, Thailand – 
which was never a European colony 
– adopted language from the Indian 
penal code to ban acts “against 
human nature”. In some cases, 
colonial dynamics have influenced 
law and policy reform processes 
even in post-colonial settings. For 
example, Cameroon and Senegal, 
both former French colonies, 
criminalized same-sex relations 
after gaining independence in 1960. 

Today, 64 countries still criminalize 
same-sex consensual acts, often 
referring explicitly to sexual 
intimacy between men; 41 countries 

criminalize sexual intimacy between 
women; and 20 countries explicitly 
criminalize and/or persecute 
transgender persons through 
laws targeting “cross-dressing”, 
“impersonation” and “disguise”. 
And although many of the world’s 
anti-LGBTQIA+ legal frameworks 
originate from colonial legislation 
and social mores, today it is 
advocacy of the human rights of 
LGBTQIA+ persons that is often 
portrayed as colonial or as a 
Western agenda (OHCHR, 2023a).

One important step towards 
realizing the rights of all people, 
in all their diversities, is to reject 
the view that the Global West or 
North are archetypes of inevitable 
progress, while framing the Global 
South or East as backward. If 
anything, it is the persistence of 
colonial-era legal frameworks 
and social norms, inherited 
from the Global West and North, 
that continue to constrain the 
internationally agreed human rights 
of LGBTQIA+ persons, particularly 
those living in the Global South 
or East.

Further avenues for research
The above summary of the 
Independent Expert’s report 
necessarily excludes the impact 
of colonial laws and norms on 
aspects of sexual and reproductive 
health beyond gender and sexual 
diversity. However, the findings raise 
important related questions about 
the legacy of colonialism on gender 

equality and sexual and reproductive 
health and rights.

For example, there is evidence 
that abortion was practised in 
many precolonial communities, 
but banned by colonial-era laws 
(OHCHR, 2021b; Malvern and 
Macleod, 2018). In fact, European 
colonial powers have been called 
“the most important sources” of 
laws restricting abortion; such 
laws were in place in almost every 
country in the world by the end 
of the 19th Century (Berer, 2017). 
Similarly, obscenity, vice and 
indecency laws – many dating from 
European colonial rule – were widely 
used to prohibit information about 
family planning from the start to the 
middle of the 20th Century (Stepan 
and Kellogg, 1974). These and other 
consequences of colonialism on 
women’s reproductive health and 
rights merit further exploration, 
especially given the persistence 
of reproductive health and rights 
violations around the world. 

This text was contributed by Victor 
Madrigal-Borloz, who from 2018 to 
2023 served as the United Nations 
Independent Expert on Protection 
from violence and discrimination 
based on sexual orientation and 
gender identity. 
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The 1994 ICPD, and its resulting Programme 
of Action, not only represented a moment 
of remarkable consensus around the value of 
universal sexual and reproductive health and 
reproductive rights (Brown and others, 2019; 
Sen and others, 2019; Corrêa and others, 2015), 
it also represented a powerful call for better and 
more transparent data – a contribution to global 
standards that has seldom been recognized. 
In fact, an entire chapter of the Programme 
of Action, Chapter XII (UNFPA, 1994), is 
devoted to the need for “valid, reliable, timely, 
culturally relevant, internationally comparable 
data”, including “gender and ethnicity-specific 
information”. It also called for research into the 
views of less-empowered groups of people and 
those in different cultural settings. 

This appeal for data took place at a time when 
little was actually known about men’s and 
women’s sexual and reproductive health or 
the realization of their rights. For example, 
reliable data – and in most cases any data – 
on maternal mortality for the vast majority 
of countries were non-existent in the 1990s 
(WHO and others, 2001). At the time of the 
ICPD, WHO’s most recent maternal mortality 
estimates (already more than half a decade 
old) were rough given that many country-
level data were thorny with non-representative 
samples and problems of under-recording 
(WHO, 1991). Even without a globally 
agreed maternal mortality estimate for 1990, 
the ICPD Programme of Action called 
for a cumulative 75 per cent reduction in 
maternal deaths between 1990 and 2015, and 
committed to narrowing maternal mortality 
disparities “within countries and between 
geographical regions, socio-economic and 
ethnic groups” (UNFPA, 1994). 

These goals gave rise to a follow-up process that 
saw routine collaboration between population 
and health ministers, demographers, statisticians, 
epidemiologists and human rights experts, as well 
as the establishment of measurable health and 
rights indicators and subsequent collection of 
rigorous data to track progress towards achieving 
the goals of the Programme of Action (Snow and 
others, 2015; United Nations, 2014; UNFPA, 
1998). Since 1994, the quality and quantity of 
maternal mortality data have vastly improved, as 
have the statistical methods used to estimate these 
data. By 2014, missing data had gone from being 
the norm to being the exception, even as the bar 
for what constitutes reliable data had been raised. 

Thirty years after the ICPD, the world is at 
another inflection point, with a similar goal 
required, one which again recognizes vast and 
unacceptable unmet needs, even as we lack the 
data to precisely define the scope of the problem: 
the ambition to meet the sexual and reproductive 
health and rights of those individuals who 
have been left – and pushed – behind, not 
only by advances in health and the expansion 
of health infrastructure, but also by the data 
revolution itself. 

This chapter explores most closely the issue 
of maternal mortality, for which numerous 
unanswered questions about levels and trends 
globally, regionally, nationally and subnationally 
remain, despite the steady advances in statistical 
prowess and data availability. But maternal death 
rates and ratios are only a starting point; beyond 
the issue of maternal mortality are many further, 
still unanswered, questions about the health and 
rights of women and girls who continue to see 
little of the progress experienced by their more 
privileged sisters. 
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A new inflection point
Part of the story, and one that has been apparent 
for some time, are the vast and – in many cases 
– growing inequalities in sexual and reproductive 
health and rights. An expanding body of 
evidence makes clear that some individuals are 
pushed to the margins of societies and health 
systems – those facing discrimination in health 
systems, those with language barriers in clinical 
settings, those stigmatized for their HIV status, 
or unreachable because they lack the privileges of 
citizenship, as only a few examples.

The available data strongly indicate these 
individuals are suffering and dying in far greater 
proportions than previously imagined (Khalil 
and others, 2023; Geller and others, 2018; 
Gon and others, 2018). Yet their deaths – and 
the morbidities and indignities that precede 
these deaths – are largely invisible (Creanga 
and others, 2014). Why? Deaths and injuries 
remain uncounted because of deficient data 
systems, infrequent surveys and other studies 
that are limited in scope or comparability. 
When their deaths and morbidities are 
counted, the underlying inequalities are often 
invisible because few efforts have been made to 
disaggregate data by the particularities of their 
exclusion. Their disproportionate experience of 
injury and death is absorbed into the vastness of 
statistical averages. 

When this veil is lifted, we see gaping 
inequalities both between and within countries. 
One common public health explanation is the 
inverse equity hypothesis, in which new health 
interventions are most immediately adopted 
by wealthier populations that have the lowest 
levels of need (Victora and others, 2018). 

Crying Women by Bayombe Endani, Democratic Republic of the Congo, 2010. 
Artwork contributed by the Advocacy Project, which helps marginalized 
communities use embroidery as a tool for therapy and advocacy.
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Health advancements can therefore give rise 
to an initial increase in overall inequality – 
with inequality declining if and when those 
advancements become accessible to those with 
greater needs. Yet by some measures, inequalities 
both between and within countries are growing. 

In 1990, for instance, a 15-year-old girl had on 
average a 1 in 12 chance of eventually dying 
from pregnancy or childbirth in the 10 per cent 
of countries with the highest risk, while a 
15-year-old girl in the 10 per cent of countries 
with the lowest risk had a 1 in nearly 7,000 
chance (see technical note). By 2020, girls in 
the countries with the highest risk had a 1 in 
34 chance of dying, while girls in the countries 
with the lowest risk had a 1 in nearly 23,000 
chance. This is a 2.8-fold change in the highest-
risk countries, compared to a 3.3-fold change in 
the lowest-risk countries – a widening inequality. 
In other words, at the global extremes, progress 
was greater where maternal mortality was rarest 
and more limited where maternal mortality 
was highest. 

Such inequalities between countries are often 
attributed to disparities in resources – but 
this explanation falters when looking at the 
inequalities that exist within countries. These 
intranational discrepancies make clear that 
persistent forms of discrimination and exclusion, 
not just limited resources, play a significant role 
in many of the global inequalities in sexual and 
reproductive health and rights that we see today 
(UNSDG, n.d.).

This is true both in countries where maternal 
mortality remains painfully high (Patel and 
others, 2018; Acharya and Patra, 2017) (see 
technical note on page 155) and also in high-

income countries where maternal mortality 
is dramatically lower. Take the United States 
and the United Kingdom, for example – 2 of 
only 19 countries estimated to have a higher 
maternal mortality ratio in 2020 than in 1990. 
In both countries, the incidence of maternal 
death is multiple times higher for Black 
women than white women. The latest United 
Nations estimates, which differ slightly from 
each country’s national estimates, indicate the 
United States had a maternal mortality ratio of 
21 per 100,000 live births in 2020 (WHO and 
others, 2023). According to official national 
statistics in the United States, in 2021, Black 
women faced a mortality ratio more than 
double the national average (Hoyert, 2023). 
Maternal mortality risk is also higher than the 
national average for the country’s Hispanic 
women (Hoyert, 2023).

Still, these trends in the United States 
are part of a broader increase in maternal 
mortality across the board – meaning it has 
been increasing for most groups of women 
in the country, including high, middle and 
low socioeconomic classes; women of all age 
groups; and women of all races (Hoyert, 2023; 
Singh, 2021) (see technical note on page 154). 
By contrast, in the United Kingdom, where the 
United Nations estimates maternal mortality 
stood at 9.8 deaths per 100,000 live births in 
2020 (WHO and others, 2023), researchers 
have shown that the rising maternal mortality 
ratio is largely attributable to increased death 
rates among certain ethnic minorities and 
socioeconomic classes. The highest levels of 
maternal death, and highest increases, have 
been among Black women as well as women 
who are the most socioeconomically deprived 
(Knight and others, 2022).
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It would be all too easy to dismiss these findings 
as stand-alone results from just two countries. 
Yet these are among a very small number of 
nations worldwide that even have data systems 
in place to identify such differences (Small 
and others, 2017)  – meaning they are among 
some of the only places in the world where 
such disparities are being made visible. In fact, 
the United States’ efforts to identify racial 
disadvantage in maternal mortality date back 
to the earliest WHO tabulations where it was 
the only country to have any type of racial 
or ethnic disaggregation (WHO, 1991). The 
United Kingdom has an impressive maternal 
mortality surveillance system, dating back to 
1952 (making it the world’s oldest), but it only 
started identifying ethnicity in 1995 (Small and 
others, 2017).

A UNFPA report released in 2023 examined, 
for the first time, indicators of maternal health 
among women and girls of African descent 
and those with other heritages across the small 

number of countries in the Americas where data 
make this possible. Only 4 of the 35 countries 
identify the race or ethnicity of the women 
who die in childbirth, and only 11 collect 
other maternal health data broken down by 
race (UNFPA and others, 2023). Canada, for 
example, joins the United States  and United 
Kingdom as one of the few countries with 
worse maternal mortality ratios in 2020 than 
in 1990 (11 per 100,000 live births compared 
with 6.9) (WHO and others, 2023), but it does 
not collect racial data in maternal surveillance 
despite evidence of race-based barriers to access 
and utilization of maternal health care. It is 
therefore impossible to know whether increases 
in the country’s maternal mortality over time 
have been universal or concentrated among select 
subpopulations (Dayo and others, 2022).

Where data do exist, they point squarely at 
persistent inequalities facing marginalized 
groups, not just among Black people and people 
of African descent but also among indigenous 
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Confronting the confounders 

Evidence of racial inequities in health outcomes is often met with questions about possible 
confounding factors: Could these disparities be the result of levels of education? Income differences? 
What about employment factors or genetic predispositions towards ill health? The available research 
on indigenous women and women of African descent shows that, while these characteristics do 
matter for health outcomes, they do not explain all of the disparities observed, meaning some or 
many of these disparities are indeed linked to ethnicity (Australian Institute of Health and Welfare, 
2023). “Maternal deaths persist regardless of income and education levels, with maternal deaths 
among African American college graduates still 1.6 times higher than among white women with less 
than a high school diploma,” recent UNFPA analysis found, as just one example (UNFPA and others, 
2023). Indeed, a growing body of research explores how chronic exposure to systemic injustice is 
linked to accelerated declines in physical health – often called weathering – that underpin many racial 
disparities in maternal health (Geronimus, 2023; Forde and others, 2019). The analysis in this report 
(page 28) also supports this point: While there are significant socioeconomic factors contributing 
to self-reported disparities in health-care access, there are also considerable ethnic differences in 
the proportion of women who have serious problems accessing care when sick, even controlling for 
wealth, income, and urban or rural residence. 

antenatal care, less likely to give birth under 
the care of a skilled birth attendant, more 
likely to give birth as an adolescent, and 
significantly more likely to die of causes related 
to pregnancy and childbirth (UNFPA and 
others, 2018). Research from other countries 
– looking at indigenous women in Australia 
(Australian Indigenous HealthInfoNet, n.d.), 
India (Government of India, Ministry of 
Health and Family Welfare, 2016), Guatemala 
(ENSMI, 2015), Panama and Russia (Anderson 
and others, 2016) – shows the same disparities.

people (Paradies, 2016). A 2018 paper by 
UNFPA, UNICEF and UN Women examined 
the limited data available on the maternal 
health of indigenous women and girls. Out of 
80 countries examined, 16 had data, and across 
these 16 low- and middle-income countries 
(Belize, Costa Rica, Ethiopia, Gambia, Guyana, 
Indonesia, Kenya, Lao People’s Democratic 
Republic, Mexico, Namibia, Nepal, Pakistan, 
Senegal, Sierra Leone, Suriname and Viet 
Nam), women from indigenous ethnic groups 
were significantly less likely to benefit from 
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Serious inequities are also apparent when 
considering persons with disabilities. Women 
with disabilities are up to 10 times more likely 
to experience gender-based violence, including 
sexual violence. And though young persons 
with disabilities are just as likely to be sexually 
active as their peers without disabilities, this 
population faces significant barriers to accessing 
sexual and reproductive health information 
and services, including lack of accommodating 
services and discriminatory attitudes among 
health-care providers (UNFPA, 2018). Yet data 
collection about the needs of this community 
is also hindered by the stigma attached to 
disability, and by the lack of agreed definitions 
when it comes to identifying persons with 
disabilities and measuring their needs.

These issues are particularly troublesome given 
that roughly 1 billion people, 15 per cent 
of the global population, are estimated to 
experience a disability within their lifetime. 
But important progress is taking place. In 
2021, UNFPA found that the proportion 
of countries adopting standardized census 
questions from the international Washington 
Group on Disability Statistics “has increased 
from 33 per cent in 2018 to 73 per cent in 
2020” (UNFPA, 2021b). 

Similarly, sexual and gender minorities also 
face serious health disparities, not just in 
issues of access to and quality of health care, 
but in both psychological and physical health 
outcomes (Tabaac and others, 2020; Matsick 
and others, 2020; Caceres and others, 2019; 
Gibson and others, 2018; Müller, 2016), yet 
data remain limited. There are positive signs 
that data collection on sexual and gender 
minorities is expanding, but where data do 

exist, they remain largely the product of ad 
hoc efforts rather than arising from regular, 
standardized national data systems such as 
censuses or large-scale social surveys (European 
Commission, Directorate-General for Justice 
and Consumers, 2017). Furthermore, data 
collection is hindered not just by stigma but by 
the criminalization of same-sex sexual activity 
and transgender identity and expression in 
dozens of countries around the world (Human 
Dignity Trust, n.d.). Finally, compounding 
factors of exclusion, such as age, can create 
extreme marginalization. For instance, recent 
research points to how hostile laws and social 
attitudes – including taboos against teenage 
sexuality – mean that sexual and reproductive 
health services and information (including 
from LGBTQIA+ organizations) are all but 
completely closed off to sexual- and gender-
minority adolescents in southern Africa 
(Müller and others, 2018).
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Women with disabilities in 
Turkmenistan claim their rights

Years ago, at a gynaecologist’s offi ce 
in Ashgabat, Turkmenistan, Alia 
(name changed) and her husband 
were advised that it was “undesirable” 
for them to have a child because they 
were both blind. “How will you be able 
to take care of a child? How will you 
raise them, watch them?” she recalls 
being asked.

“They thought we wouldn’t be able 
to cope at all and suggested having 
an abortion,” Alia tells UNFPA. “But 
I disagreed. My mother is blind, too, 
and she raised all seven of us.”

Alia’s experience is tragically familiar 
among the one in fi ve women 
globally living with a disability. 
Despite international agreements 
guaranteeing people the world over 
the freedom to make reproductive 
choices free from discrimination and 
coercion, women with disabilities 
often face a different reality, one 
in which prejudices drive health 
professionals, intimate partners and 
the public to question their capacity 
to make sexual and reproductive 
health decisions.

Research shows women and girls 
with disabilities are frequently 
confronted with discrimination 
around reproductive choices, barred 
from health services by accessibility 
issues and excluded from 
comprehensive sexuality education, 
especially in special education 
settings. And for some, that 
discrimination can even translate 
into forced sterilizations.

Like Alia, many have been judged 
as ill equipped for pregnancy 
and parenthood.

UNFPA research in 2021 found 
that many people with disabilities 
in Turkmenistan were not able to 
access sexual and reproductive health 
services and information. To meet 
their needs, UNFPA and the Society of 
the Blind and Deaf of Turkmenistan 
created sexual and reproductive 
health videos accompanied by sign 
language interpretation. The videos, 
available online and via fl ash drives, 
cover topics such as puberty, family 
planning and safe motherhood. Plans 
for a mobile app are in the works.

Women reported the resources 
taught them they could access 
contraceptives and pregnancy 
care free of charge. They also 
appreciated the materials’ 
inclusion of contact information 
for different clinics and service 
providers. These steps and others 
are making the country a more 
inclusive and just place to be 
a pregnant woman living with 
a disability. 

Still, Alia says more must be done: 
“It is necessary to increase the 
knowledge of medical staff so 
that we are accepted and treated 
like everyone else.”

Meanwhile, she has embraced 
parenthood while living with a 
visual impairment, like her mother 
before her. “I knew I could do it,” 
she says.
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Adopting a lens of equality
One of the great developments to take place 
within the last 30 years has been an emerging 
consensus that factors like gender, race, 
ethnicity, disability status, sexual orientation 
and migration are not perks and penalties to 
be tallied with a simple score. Rather, they are 
dynamic factors at play within a complex web 
of advantages and disadvantages. 

The last 15 years alone have seen a significant 
shift in the world’s understanding of how 
structural and intersectional barriers are 
preventing certain people from realizing 
their health and rights. For example, where 
previous research might have focused 
solely on individual behaviours – such as 
delaying seeking treatment for an illness 
– that negatively affect health, researchers 
today more readily acknowledge that these 
behaviours are shaped by broader norms, 
systems and institutions, and also that multiple 
intersecting factors can intensify the challenges 
individuals face. 

One groundbreaking study from 2009, 
for example, compares the health-seeking 
behaviours of poor women, non-poor women, 
poor men and non-poor men in India. The 
study reveals that traditional methodologies 
would mistakenly conclude that poor men and 
poor women are equally disadvantaged, while 
a methodology specifically designed to identify 
the compounding influence of intersecting 
factors of disadvantage reveals that poor men 
were actually better off than all women – both 
poor and non-poor women. In essence, both 
gender and class mattered for health outcomes, 

but, in this case at least, men were able to 
leverage their gender advantage to such a 
degree that even poor men were actually better 
off than non-poor women (Sen and Iyer, 2012; 
Sen and others, 2009).

The interplay between forms of advantage 
and forms of disadvantage greatly complicates 
the design of effective responses. A one-size-
fits-all approach to policymaking simply 
does not work. The past 30 years have seen 
remarkable progress in part because policies 
and interventions have elevated the welfare 
of the people most easily reached, those with 
the least-complicated disadvantages, those 
best positioned to benefit. Reaching those 
who remain in need, those with intersecting 
vulnerabilities, will necessarily be harder 
and require more thoughtful interventions. 
To continue apace with current approaches 
creates the risks not only of inefficiency 
but also of waste and harm. Information 
circulated in languages that an intended 
target does not understand, campaigns 
that fail to account for cultural or religious 
requirements of intended users, or clinics 
inaccessible to people living with disabilities, 
as just a handful of examples, result in lost 
investments, continued exclusion and an 
erosion of trust between health providers and 
the populations they exist to serve. 

But these findings are not cause for despair. 
This new lens for understanding is something 
to commend, even as it draws our attention 
to uncomfortable facts about privilege and 
prejudice. Through this lens, we see more 
clearly where efforts and resources are needed 
in order to achieve our global goals. 
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Inequalities between and within countries:  
the cases of India and Nigeria

For as long as measurements have existed, India and 
Nigeria have been the two countries with the largest 
absolute numbers of maternal deaths. Both in 1990 
and in 2020, the countries together accounted for 
more than one third of all global maternal mortality. 
India started the journey with many more deaths, 
accounting for 26 per cent of all maternal deaths 
in 1990, compared to Nigeria, which accounted for 
10 per cent. But by 2020, the countries had switched 
places, with Nigeria accounting for 29 per cent of 
all estimated global maternal deaths, while deaths 
in India had fallen considerably – accounting 
for 8 per cent of all worldwide maternal deaths 
(WHO, n.d.a).

While the pace of population growth plays a role 
in these trends (Nigeria’s population more than 
doubled between 1990 and 2020, while India’s 
grew by a factor of 1.6), the core issue is that 
maternal mortality ratios have declined steeply 
in India, but less so in Nigeria. India’s success is 
often attributed to improved access to affordable, 
quality maternal health services (Exemplars in 
Global Health, 2023; Singh, 2018), as well as efforts 
to address the impact of gender discrimination on 
health outcomes. For example, one study found that 
policies designed to address gender equality – such 
as increasing the number of female physicians, 
increasing institutional support and respect for 
nurses, and promoting women’s empowerment 
collectives — were associated with better health 
outcomes and increased health-care access for 
women (Hay and others, 2019). Another study points 
to how increases in the share of women in politics 
were linked to increased numbers of primary and 
community health centres, government dispensaries 
and hospitals (Heymann and others, 2019). Other 
effective programmes have promoted respectful 
care before, during and after delivery, and provided 
free antenatal care.

But this case study – of widening maternal health 
inequalities between two countries – becomes 
much more complicated when looking at inequities 
within these same countries. In both places, certain 
groups of women are receiving the care they 
need while others are not. Dramatic differences in 
maternal mortality are linked to locality in Nigeria, 
for example, with significantly higher death rates 
among women in urban slums and rural locales, and 
higher maternal death ratios in the north compared 
to the south (Babajide and others, 2021; Gulumbe 
and others, 2018; Anastasi and others, 2017). When 
related vulnerabilities, such as child marriage and 
skilled birth attendance, are examined by ethnicity, 
location and income, even more inequities are 
revealed (UN Women, 2018). India, too, continues 
to see dramatic inequities in maternal death risk. 
Recent research into India’s 640 districts reveals that 
while nearly one third of districts have achieved the 
SDG goal of reducing maternal mortality ratio below 
70 per 100,000 live births, 114 districts still have 
ratios of 210 or more deaths per 100,000 live births 
(Goli and others, 2022). The highest – 1,671 per 
100,000 births – is seen in Tirap District of Arunachal 
Pradesh, a rural area with a high proportion of 
indigenous peoples. While disaggregating these 
figures by socioeconomic group, ethnicity, caste or 
religion is challenging, these factors clearly play a 
role in health outcomes. For example, despite the 
entitlement of all women to free maternal health care 
(Beckingham and others, 2022), women from the 
most disadvantaged castes and indigenous groups 
receive less antenatal, postnatal and obstetric care, 
or none at all (Raghavendra, 2020; Yadav and Jena, 
2020; Saroha and others, 2008). A central lesson in 
these case studies is that all inequalities – including 
those across countries and within countries – 
require urgent attention, and that no one society or 
region has yet achieved the goals towards which we 
collectively aspire.
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Acceleration needed
The most recent 2023 estimates, using the best 
available data and practices, hold that the global 
maternal mortality ratio, as of 2020, had changed 
little over the preceding five years – and was 
tragically far from the goal set in 1994 (UNFPA, 
1994). Critics might suggest this means the 
1994 goal was simply unachievable, but evidence 
from a handful of countries today indicates that 
maternal mortality ratios of 1 or 2 deaths per 
100,000 births are indeed reachable (WHO and 
others, 2023). What does this mean for the state 
of maternal mortality today? Unfortunately, a 
real-time view of progress in reducing maternal 
death is currently impossible – not only because 
of limited data but also because official updates 
only happen several years after the fact. As a 
result, there is considerable uncertainty about the 
current state of progress, especially in the wake 
of the global COVID-19 pandemic. The most 
recent estimates contain data inclusive of only the 
first year of the pandemic, a time in which experts 
struggled to understand what proportion of total 
COVID-19 deaths were also indirect obstetric 
deaths (WHO and others, 2023). At present, 
the full scale of the effects of the pandemic on 
maternal outcomes remains unknown. 

However, there are indications of distressing 
increases in maternal mortality ratios in parts of 
Europe, North America and Latin America and 
the Caribbean. These increases are substantial and 
widespread enough that they have offset declines 
elsewhere, leading to stagnation in global maternal 
mortality ratios since 2016. Without more recent 
data, it is not clear whether maternal deaths will 
rise further due to the impacts of the pandemic, 
or if the recent increases have abated (WHO and 
others, 2023).

Despite these mixed signals, there is hope in the 
progress that has been achieved. First, the total 
number of annual maternal deaths has fallen 
considerably since 1994 – encouraging given that 
the global population has grown dramatically 
from 5.7 billion in 1994 to 8.1 billion in 2024 
(UN DESA, 2022a). And second, the data are 
themselves a sign of progress as well. With each 
iterative improvement in data collection and 
analysis, solutions present themselves – and 
sometimes in unlikely places. 

For example, some estimates suggest that about 
one third of the total reduction in maternal 
mortality is attributable to declining fertility, 
with the greater uptake of contraception 
resulting in fewer pregnancies and safer spacing 
between pregnancies (Snow and others, 2015). 
Other research suggests that meeting the unmet 
need for contraception can avert more than half 
of maternal deaths simply because it will reduce 
pregnancies at old and young ages when risk 
is higher, increase the spacing between births 
and decrease the likelihood of unsafe abortions 
(Utomo and others, 2021; Chola and others, 
2015; Ahmed and others, 2012). Meanwhile, 
the prevalence of unintended pregnancies and 
unmet need for contraception is plagued by 
inequalities across many factors, including age, 
socioeconomic status, race and ethnicity (Anik 
and others, 2022; Sully and others, 2020; Kim 
and others, 2016), pointing the world to the 
communities that need to be reached.

Decades of data also underline the role of unsafe 
abortion in contributing to maternal mortality. 
This link was known as far back as 1987, when 
the Safe Motherhood Conference highlighted 
a finding from a study in Ethiopia where 
more than half of maternal deaths in Addis 
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Measuring discrimination

With the Sustainable Development Goals, the 
international community has sought to measure the 
proportion of people who have reported experiencing 
discrimination or harassment in the previous 
12 months, looking at forms of discrimination 
prohibited under international human rights law. These 
data reveal that almost one in six individuals have 
encountered discrimination within the past 12 months 
– and in certain settings, the number is as high as 
one in three. The global prevalence of discrimination 
is typically higher for women, and in certain societal 
contexts women report discrimination up to three 
times more often than men. Similarly, individuals 
with disabilities face discrimination nearly twice as 
frequently as those without disabilities, with ratios as 
high as 6 to 1 in certain contexts.

Forms of discrimination
Racial discrimination*, rooted in factors such as 
ethnicity, colour or language, is the most common 
type of discrimination or harassment reported, with 
a median of 6 per cent of the global population 
reporting discrimination on these grounds within the 
past year. In extreme circumstances, this proportion 
can reach nearly 24 per cent. 

Intersectional discrimination compounds the 
challenges faced by vulnerable groups, notably 
women and persons with disabilities, who report 
heightened discrimination based on their ethnic 
origins, skin colour and linguistic affiliations. In some 
national contexts, up to four times as many women 
or six times as many individuals with disabilities 
experience discrimination compared to men or 
individuals without disabilities.

Discrimination based on age and sex each affects 
a median of 4 per cent of the global population. In 
certain regions, discrimination based on sex impacts 
almost 19 per cent of the population, with significant 
disparities between men and women. For every man 

facing sex-based discrimination, four women are 
affected, and in specific country settings, this ratio 
can escalate to as high as 1 to 20.

Age-related discrimination exhibits the highest 
inter-country variation, with rates reaching slightly 
above 34 per cent in some places. Limited 
evidence suggests that younger populations report 
disproportionately more age discrimination.

Progress and room to improve
Since 2023, there has been a 25 per cent increase in 
the number of countries measuring discrimination – a 
significant achievement. Still, there is much room to 
improve: fewer than half of all nations systematically 
capture and report the voices of those marginalized 
by discrimination. Current data collection practices 
also lack the granularity necessary for comprehensive, 
disaggregated analysis of discrimination. 

To address this challenge, the Praia Group is working 
to develop governance statistics, including statistics 
on non-discrimination and equality, and to promote a 
human rights-based approach to data.

This text was contributed by UN Human Rights.
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Proportion of people experiencing discrimination, by 
selected grounds, 2015‑2023 (percentage)

FIGURE 4

Source: UN Human Rights, 2024

* The use of the term “race” here is consistent with international human rights treaties. It does not imply the acceptance of theories which attempt 
to determine the existence of separate human races.
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Ababa were from infections following unsafe 
abortions (Cohen, 1987). Now, the association 
is well established: Unsafe abortion remains a 
leading cause of maternal death, accounting 
for an estimated 1 in 13 of all maternal deaths 
worldwide (Say and others, 2014). A growing 
body of evidence shows that legal restrictions 
do not lower the incidence of abortion and 
that legal access to safe abortion indeed reduces 
maternal mortality (Bearak and others, 2020; 
Latt and others, 2019; Haddad and Nour, 
2009). Evidence also shows that restrictions 

in abortion access are likely to deepen existing 
inequalities in sexual and reproductive health 
and rights (Fuentes, 2023; Harned and Fuentes, 
2023). The growing weight of these data may 
contribute to the fact that more than 60 countries 
have removed restrictions from their abortion 
laws in the last 30 years. Still, today, about one 
quarter of all women of reproductive age are 
living in places where abortion is fully prohibited 
or permitted only to save a woman’s life or under 
specific circumstances such as pregnancy resulting 
from rape (Center for Reproductive Rights, n.d.).

Inclusive Data Charter 

In 2018, UNFPA joined a global network of governments, businesses, philanthropists and non-governmental 
organizations in launching the Inclusive Data Charter, a commitment to improve the quality, quantity, 
financing and availability of inclusive and disaggregated data. The charter is guided by five principles 
(Inclusive Data Charter and Global Partnership for Sustainable Development Data, 2018):

All populations must be included in the data. We can only achieve the “leave no one behind” goal by 
empowering the furthest behind. This means ensuring their voices are heard and their experiences are 
represented through data and analytics. 

All data should, wherever possible, be disaggregated in order to accurately describe all populations. Data 
should be disaggregated by sex, age, geographical location and disability status and, where possible, by 
income, race, ethnicity, migratory status and other relevant characteristics. 

Data should be drawn from all available sources. High-quality, timely data from official and non-official 
sources should be accessible, and these should include new data sources, where consistent with 
internationally accepted statistical standards. 

Those responsible for the collection of data and production of statistics must be accountable. The 
principles of transparency, confidentiality and privacy must be balanced to ensure personal data are not 
abused or misused, in accordance with national laws and the Fundamental Principles of Official Statistics 
(United Nations Statistics Division, 2014).

Human and technical capacity to collect, analyse and use disaggregated data must be improved, 
including through adequate and sustainable financing. Collecting and analysing disaggregated data 
requires specific skills and support.
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FEATURE

African censuses strive 
to count everyone

After starting his career as a 
schoolteacher in the United Republic 
of Tanzania, Jonas Lubago went to 
his local bank to open an account 
but was refused. The reason: He 
was blind. The bank had a policy of 
requiring any person with blindness 
or vision impairment to bring a 
designated proxy to sign for even 
the most basic transactions. That 
was neither practical nor fair, says 
Mr. Lubago.

Becoming a schoolteacher was 
Mr. Lubago’s second choice. He 
entered university with the intention 
of studying law, but his academic 
adviser discouraged him from 
trying because none of the required 
reading existed in braille. “He told 
me I would fail,” Mr. Lubago says.

That was two decades ago. While 
the situation has improved over 
the years, people with disabilities 
in the United Republic of Tanzania 
still face an array of obstacles when 
they go about their daily lives or 
need public services, such as health 
care and education. A clinic may 
be right around the corner from the 

home of someone in a wheelchair, 
but if it is accessible only by stairs, 
or if the consultation rooms are too 
small to allow the door to close for 
privacy, or if the washrooms are not 
properly equipped, that service is out 
of reach. “And that’s discrimination,” 
says Mr. Lubago, who is today the 
secretary-general of the Tanzanian 
Federation of Disabled Peoples’ 
Organizations. 

In 2012, the country began 
identifying people with disabilities 
in its census. Still, the exercise 
did not count a wide range of 
disability categories nor did it 
consider severity. “There was a 
demand for better data – both from 
the disabled community and from 
the Government,” says Principal 
Statistician and National Census 
Coordinator Seif Kuchengo. 

The information gathered through 
the census is critically important. 
As a State Party to the Convention 
on the Rights of Persons with 
Disabilities, the United Republic of 
Tanzania committed to ensuring 
and promoting “the full realization 

of all human rights and fundamental 
freedoms for all persons with 
disabilities”. Yet institutions require 
data in order to make services not 
only available, but also accessible. 

Mr. Kuchengo says offi cials sought 
early involvement of representatives 
from the disability community 
in the design of the most recent 
census, including in the planning 
and in the training of enumerators. 
Mr. Lubago, who left his teaching 
job, joined forces with government 
offi ces to have the census adopt 
a more expansive and diverse set 
of internationally standardized 
disability questions. In all, about 
400 people with disabilities and 
impairments were involved. Some 
17 different categories of disability 
or impairment were included, 
and levels of severity could also 
be specifi ed.

Preliminary fi ndings from a 2022 
national census show that about 
11 per cent of the population 
has at least one type of physical 
or developmental disability 
or impairment, according to 
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Mr. Kuchengo. That level is about 
2 percentage points higher than 
in 2012, but the increase is the 
result of the recent census’s more 
comprehensive approach to counting 
people with disabilities. Mr. Lubago 
hopes that new census data will 
show just how large and important 
the disabilities community is, and 
result in persons with disabilities 
participating in local and national 
decision-making. 

In addition to generating better 
data on persons with disabilities, 
the 2022 census also included 
an innovative and more complete 
count of nomads. Because these 
communities are constantly on 
the move in search of food, the 
government had to reach out to 
them well in advance to ensure they 
remained in one place while the 
census was under way. This meant 
making sure families had enough 
food to carry them through the two-
day nationwide count.

The United Republic of Tanzania 
is not the only country generating 
better data on disabilities. Malawi’s 
2018 census, for example, also 
included albinism among its 
disability parameters. People with 
albinism experience multiple forms 
of discrimination and frequently face 
risk of violence or death. Since 2006, 
the United Nations Independent 
Expert on the enjoyment of human 
rights by persons with albinism 
received close to 800 reports from 
28 countries of ritual attacks and 

witchcraft accusations against 
people with this genetically inherited 
lack of melanin in the hair, skin or 
eyes (OHCHR, n.d.c). 

Deputy Director of Malawi’s 
Demographic and Social Statistics 
Department Isaac Chirwa says, 
“Many people have problems 
walking around their communities 
or even going to school because 
they fear being attacked.” Before 
the 2018 census, there were limited 

data about how many people with 
albinism there were or where they 
lived, Mr. Chirwa explains, and 
without this information, it was 
diffi cult for policymakers to take 
action to make it safe for people to 
go about their lives and enjoy their 
rights. 

Anastazia Gerald, a 23-year-old resident of Kahama, United Republic of Tanzania, is a trained 
Champion living with disability with the My Choice My Rights programme, funded by the 
Government of Finland. The programme aims to accelerate progress towards fulfi llment of 
the rights of women and girls, particularly those with disabilities, and aims to contribute to 
ending gender-based violence, female genital mutilation and child marriage. Photo © UNFPA 
Tanzania/Ayubu Lulesu
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Data as a human right
Data are not just for governments, for 
policies or for budgets. Data are for all 
of us, everywhere, to support our efforts 
to understand, participate, make choices 
and assert rights. Yet in many ways a data 
lottery exists. The existence of the data 
we need depends upon where we live. 

While some factors – like gender, wealth 
or income, geography and age – are 
routinely considered in surveys and analyses, 
disaggregation by ethnicity, race, language, 
religion or indigeneity remains quite rare. 
Disaggregated data showing access to 
services by HIV status, migration status or 
LGBTQIA+ identity are even rarer. 
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Disability was once rarely addressed, but the 
availability of data in this area is increasing 
rapidly. There are still gaps, however. For 
example, monitoring of visible disabilities is 
ahead of sensory disabilities, which are in turn 
ahead of mental and intellectual disabilities. 

Furthermore, there are individuals that the 
United Nations and major regional systems 
almost never cover in data, such as people at risk 
of statelessness, internally displaced persons and 
prison populations. Sometimes their exclusion 
is made explicit (for example, a population 
survey might note that displaced people living 
in camps or people detained in prisons have 
been excluded), but most often, their exclusion 
remains invisible and unidentified. 

Access to public information is a human 
right, well established under international 
law and many regional systems such as the 
African Union, the Council of Europe and the 
Organisation of American States (Article 19, 
2012). It is considered an enabling right, one 

that allows other human rights to be fulfilled. 
Furthermore, the right to information is 
essential to upholding rights to equality and to 
life without discrimination. While some rights 
violations can be established through a single 
data point – the right to freedom from torture, 
for example, requires only one established case 
of torture to show the right has been breached 
– identifying systemic discrimination requires 
the collection and use of representative and 
disaggregated data. Without these data, it is 
impossible to determine whether laws, policies 
and programmes, however ostensibly neutral, 
result in discrimination.

This chapter’s focus on the insufficiency of data 
on maternal mortality does not mean this is the 
sole need or focus. Rather it is one of many – 
too many – cases in which the absence of data 
means the perpetuation of terrible inequalities. 
For example, United Nations agreements have, 
since the 1990s, acknowledged the serious lack 
of data on gender-based violence, as well as 
of agreed measures of gender-based violence, 
making monitoring impossible. It was not until 

Data are for all of us, everywhere, to support 
our efforts to understand, participate, make 
choices and assert rights.
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Why are disaggregated data not collected?

Historically, many countries have claimed that 
certain population subgroups simply do not 
exist within their borders – and there may be 
good reasons for such claims, as stigma and 
discrimination often force people to hide their 
identities, making data collection extremely 
challenging. But there are other reasons that 
disaggregated data are not collected and 
published. Challenges include cost (Avendano 
and others, 2018) and capacity, as well as 
political sensitivity and risks (Backman and 
others, 2008).

Disaggregating data indeed comes with a 
cost. Achieving adequate sample sizes can be 
expensive, for example. A survey that supplies 
disaggregated data across many characteristics 
may be very large or have elements that are 
statistically less reliable. But there are ways 
to keep expenses down. For example, Multiple 
Indicator Cluster Surveys (MICS) are usually 
carried out for an entire country, but special 
surveys have been carried out exclusively among 
Roma communities in a range of European 
countries (e.g., North Macedonia and Serbia). 
Such special surveys can reveal stark inequities. 
For instance, a MICS in Kenya’s Turkana County 
revealed that only about 26 per cent of Turkana 
women gave birth assisted by a skilled attendant 
while 84 per cent of women from other ethnic 
groups did so (Kenya National Bureau of 
Statistics, Population Studies and Research 
Institute and UNICEF, 2016). 

It is also true that certain kinds of data collection 
can lead to abuse and misuse. For example, 
the tracking of Jewish and Roma communities 
facilitated genocide in many European countries 
during World War II, and as a result many of 
these countries avoid ethnic identification 
today (Al-Zubaidi, 2022). Similarly, following 
the genocide in Rwanda, the country has not 
identified ethnicity in its Demographic and Health 
Surveys, even though there are concerns about 

the persistent marginalization of populations 
of indigenous forest dwellers (Ndikubwimana 
and others, 2023; Collins and others, 2021). In 
recent years, the use of religion and ethnicity 
information on identity paperwork has been 
linked to discrimination. In response to these 
concerns, the Office of the High Commissioner 
on Human Rights has published a guidance 
note on a human rights-based approach to 
the collection and analysis of data (OHCHR, 
2018), recommending that data be gathered 
with the active participation of disadvantaged 
groups, that it be disaggregated to allow for 
the understanding of differences between 
groups, that members of groups be allowed 
to self-identify, that data-collection processes 
be transparent, that those responsible be 
accountable, and that all data be confidential, 
with the privacy of individuals respected.

Finally, some governments and institutions avoid 
disaggregation because of fears that the data 
will create or exacerbate political and social 
tensions. They worry that data can be leveraged 
by political opponents or critics of the current 
authorities. However, avoiding collecting the data 
does not make the inequalities less apparent in 
the lives of those who are marginalized. In effect, 
this calculus places political advantage above 
the long-term development and inclusion of 
disadvantaged groups. 

Not all risks will be present in all cases, and any 
risks and costs should be carefully weighed 
against the potential benefits in each case. 
Choosing to not collect data can reflect a 
lack of commitment to understanding and 
reaching the most marginalized and excluded, 
or can suggest that leaders are putting short-
term political advantage above long-term 
development and inclusion. As the Minority 
Rights Group has asserted, “no data is data” 
(Thomas, 2023). 
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2013 that WHO first published global and 
regional estimates for intimate partner violence 
and non-partner sexual violence against women. 
At the time, 79 countries had data. By 2019, 
153 countries had data (García-Moreno and 
Amin, 2019).

And in many cases, data still do not exist, or 
exist in early form. SDG target 5.6.1 tracks the 
proportion of women aged 15 to 49 years who 
make their own informed decisions regarding 
reproductive health care, contraceptive use 
and sexual relations. This indicator is hugely 
important – a first global attempt to measure 
and monitor bodily autonomy – but only about 
one third of countries have official SDG data. 
Analyses, based on data from 69 countries 
for 2007 to 2022, suggest that just over half 
(56 per cent) of married or in-union women 
aged 15 to 49 years make their own decisions 
regarding sexual and reproductive health and 
rights (UNFPA, 2024a). The existence of 
this indicator highlights growing recognition 
that restrictions on women’s autonomy yield 
consequences for all of society (Menendez 
and others, 2023; UN Women, 2018). Yet 
more remains to be done, with experts calling 
for further measures to understand women’s 
experience of reproductive agency more broadly.

Still, there has been tremendous progress over 
the past 30 years. The ICPD Programme of 
Action called for governments and institutions 
to “strengthen national data systems” (UNFPA, 
1994), which are essential for producing the 
high-quality, disaggregated data required to 
identify and locate vulnerable groups, intervene 
to support their development, and track progress 
across relevant indicators each and every 
year. Since 1994, there have been remarkable 

transformations in population data systems 
– not least of which has been the digitization 
of the world’s information. Data systems for 
censuses, surveys and civil registration and vital 
statistics, as well as routine health sector data, 
have accelerated the speed of data processing, 
broadened the types of data available and 
offered cost-cutting opportunities. Geospatial 
information and satellite imagery have brought 
invaluable possibilities for more granular 
targeting. Even so, underdevelopment and 
insufficient financing mean that many national 
data systems remain deficient (UNFPA, 2024c). 
Furthermore, while new data systems are on the 
horizon, and innovation within existing systems 
continues, protections must be put in place to 
guard against the risks to human rights found 
in the world’s new digital and technological 
frontiers (UNFPA, 2024b).

Thirty years after its genesis, the ICPD 
Programme of Action endures as a compelling 
road map to a better world. The path to progress 
is neither predictable nor linear, and despite 
the crises and setbacks of the intervening 
decades, there is reason to hope. We can create 
a world where every pregnancy is wanted, every 
childbirth is safe and every young person’s 
potential is fulfilled. We can. We must. And 
together, we will.
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There is an often unspoken 
assumption in policymaking and 
data collection that the things which 
matter are measured, and that those 
who are measured matter. As this 
report shows, that assumption does 
not bear out. 

One powerful example can be 
found in the data collection around 
adolescent fertility (i.e., the fertility 
of girls and young women aged 10 to 
14 and 15 to 19 years). Adolescent 
childbearing is widespread, with an 
estimated half a million births to 
girls between the ages of 10 and 
14 years, and 12.8 million births to 
adolescents aged between 15 and 
19 years taking place every year 
(UN DESA, 2022b). Early motherhood, 
particularly for the youngest 
adolescents, is “a form of gender-
based violence. It is violence to force 
somebody to go through pregnancy 
or do something with her body that 
she doesn’t want to do”, says Carmen 
Barroso, co-chair of the Independent 
Accountability Panel appointed by the 
UN Secretary-General. Complications 
from pregnancy and childbirth 
are the leading cause of death 

among adolescent girls and affect 
social and economic outcomes for 
women, girls and their families. Yet 
in many countries, the policies and 
programmes needed to reduce early 
childbearing are based on incomplete 
data, which often lack disaggregation 
by single age and other important 
characteristics. 

The good news is that more data 
have become available to provide 
insight into the scope and complexity 
of adolescent childbearing globally. 
This is particularly true following 
the 2030 Agenda for Sustainable 
Development, which called for 
reporting on adolescent birth 
rates as an indicator of progress 
towards achieving universal sexual 
and reproductive health care. Still, 
the basic criterion for reporting 
on this indicator, SDG 3.7.2, and 
also for estimating fertility rates 
and age-specific fertility in the 
United Nations World Population 
Prospects (UN DESA, 2022b), is 
the availability and quality of data 
from different sources – and there 
remain consequential gaps in 
our knowledge. 

Unequal data quality 
across countries
Figure 5 shows an assessment 
of the availability of data on 
adolescent fertility worldwide 
since 2015, representing a wide 
range of sources of variable 
completeness and reliability. 
This assessment finds the most 
concerning lack of data – only 
sporadically available data or 
none at all – in 67 countries, 
home to 20 per cent of all girls 
aged 15 to 19 years. All 67 
countries are in sub-Saharan 
Africa, Asia, the Caribbean and 
Oceania. 

By contrast, the best available 
data are in Europe and North 
America and selected countries 
from other regions, representing 
78 countries accounting for 
16 per cent of girls and young 
women worldwide. 

In very broad terms, the poorest 
data quality and availability 
are seen in regions where the 
information available suggests 
higher adolescent fertility rates, 

Who matters enough to measure?  
The case of adolescent mothers

 IN FOCUS
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Births per 1,000 girls aged 15–19

Note: The Population Division of the United Nations Department of Economic and Social Affairs has established five categories of data 
availability. Group 1 countries have the best estimates of births by age of the mother, reported in civil registration and vital statistics (CRVS) 
systems, with complete coverage. Group 2 countries have data from incomplete birth registration from CRVS systems or a combination of 
incomplete registration data and data derived from nationally representative surveys, such as Demographic and Health Surveys or Multiple 
Indicator Cluster Surveys. Group 3 countries have heavily deficient CRVS data and use data from surveys as the main source of information. 
Group 4 consists of countries with only sporadically available survey and/or census data. Group 5 consists of countries with no data available 
on adolescent fertility since 2015.

which in some countries is 
connected to high child marriage 
rates (Molitoris, 2023). By 
contrast, the best data quality 
and availability are, generally 
speaking, in countries with very 
low incidences of child marriage 
and adolescent pregnancy.

Unequal data quality 
within countries
Disparities in data quality exist 
not just across countries but 
within them as well. In Brazil 
– a country in a category (see 
Figure 6) considered to have the 
best estimates of births by age 

of mother – birth registration has 
consistently improved, increasing 
from about 80 per cent in the 
1990s to over 96 per cent in recent 
decades (UNICEF, 2023; Hunter 
and Sugiyama, 2018). However, 
the lowest-income group registers 
around 88 per cent of its births, 

Source: UN DESA Population Division, 2024

Births per 1,000 girls aged 15 to 19 years, data available from 2015 onward

 Good vital registration data

  Vital registration only (incomplete) or combination of 
vital registration and survey

  Survey – high availability

  Survey – few data, or census  only

  No data

FIGURE 5
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while the highest-income group 
surpasses 98 per cent. 

Figure 6 shows how, despite the 
challenges, continuous improvement 
has been seen in the quality of 
adolescent birth rate estimates. 

In Bangladesh – a country with 
incomplete vital registration data 
– only 56 per cent of births were 
registered in 2019 (UNICEF, 2023) 
and estimates of adolescent birth 
rates need to be derived from 

other sources of data, such as 
nationally representative surveys. 
Figure 7 shows significant 
variation in adolescent birth 
estimates from 2000 to 2014. Still, 
there is notable alignment taking 
place over time.

Better data, disaggregated data, 
still needed
Even in countries that fall into 
the category considered to have 
complete civil registration and 
vital statistics data, information 

about ethnicity or race is rarely 
available. These types of data 
are not routinely collected at 
birth registration and therefore 
must be complemented by 
sample surveys among selected 
subpopulations. 

One such example is Slovakia, where 
no information on the ethnicity of 
the mother is collected when a child 
is registered. Data from surveys 
among the Roma population found 
that its teenage fertility rate has 

Comparison of birth rates among girls aged 15 to 19 years from different sources for Brazil, 
2000–2021

Source: UN DESA Population Division, 2024 

Note: The red line represents the 2022 World Population Prospects (WPP) estimate of the birth rate among girls aged 15 to 19 years in Brazil for 
the last 20 years. The blue dots show the adolescent births identified in the civil registration and vital statistics system, and the pink and green 
dots show estimates from the 2000 and 2010 censuses. Multiple dots in the same colour in the same year show the wide range of values derived 
from the different sources, which narrow over time, indicating a general improvement in data quality.
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Comparison of birth rates among girls aged 15 to 19 years from different sources for 
Bangladesh, 2000–2021

Source: UN DESA Population Division, 2024 

Note: The red line represents estimates of the birth rate among girls aged 15 to 19 years, derived from the 2022 World Population Prospects 
(WPP) and a wide range of sources, such as Demographic and Health Surveys (DHS), Multiple Indicator Cluster Surveys (MICS) and sample 
registration systems. The dots, representing different data sources, show values from a wide range of sources that varied widely but narrowed 
over time (Kisambira and Schmid, 2021). Particularly noteworthy is that birth rates obtained from the sample vital registration system (SVRS) 
were notably lower compared to those from alternative sources until 2013.

been consistently higher than that 
of the Slovak population as a whole. 
Comparing available survey data 
since 1996 with civil registration 
and vital statistics data on the 
entire Slovak population shows that 
adolescent fertility was, on average, 
more than seven times higher among 
the Roma than among the entire 
Slovak population. The most recent 
rates, from 2016 to 2018, show only 
slightly narrowed disparities, with 
adolescent birth rates for Roma 
girls still more than six times higher 

than for all Slovak adolescents 
(Nestorová Dická, 2021).

Overall, these findings show that 
the empirical knowledge base on 
adolescent fertility has improved 
greatly over the past decade. 
But they have also made clear 
that many countries and regions 
continue to lack the coherent and 
timely high-quality data necessary 
for the development of policies 
and programmes in support of 
adolescent girls, young mothers, their 

children and families. The findings 
also highlight the importance of 
collecting additional information – 
beyond the standard socioeconomic 
dimensions – relevant to each 
national context. Only then can 
meaningful and efficient solutions be 
designed to protect the health and 
rights of every girl.

This text was contributed by the 
Population Division of the United 
Nations Department of Economic 
and Social Affairs.
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CHAPTER 4: 
Women are the 
thread

CHAPTER 4STATE OF WORLD POPULATION 2024

A Chadian proverb holds that a woman is the 
thread that weaves and strengthens family ties 
in her household. By building peaceful families, 
women can in turn build peaceful societies. 87



In an ideal world, the advancement of women’s 
reproductive rights and the promotion of 
equitable access to sexual and reproductive 
health and rights would be inherently motivated 
by the principles of human rights and social 
justice. But real-world sociopolitical contexts 
often demand quantifiable arguments on 
the short-term and long-term returns on 
investments in such programmes. Indeed, this 
was understood to be the case in 1994. Though 
the ICPD Programme of Action represented 
a monumental pivot away from population 
control policies and towards prioritizing the 
rights of all individuals, the economic rationale 
nevertheless remained critical for justifying 
investments in these rights.

In fact, the economic and social gains associated 
with sexual and reproductive health and 
reproductive rights were listed as the first 
objective of the ICPD Programme of Action: 
“Among these objectives and goals are: sustained 
economic growth in the context of sustainable 
development; education, especially for girls; 
gender equity and equality; infant, child and 
maternal mortality reduction; and the provision 
of universal access to reproductive health 
services, including family planning and sexual 
health” (UNFPA, 1994).

This affirmation – that sexual and reproductive 
health and rights are necessary enablers for the 
large-scale emancipation of women and girls as 
empowered economic actors – has been borne 
out again and again in both the research and the 
accounting that has taken place in the past 30 
years. Significant social and economic gains are 
unlocked at the individual, societal and national 
levels when sexual and reproductive health 
programmes receive investment. 

But there is even more of a case still to be 
made. Certainly, the costs associated with 
unintended pregnancy, maternal death and 
disability (UNFPA, 2022a), sexually transmitted 
infections (Owusu-Edusei and others, 2013) 
and gender inequality have been well studied 
(Wodon and de la Briere, 2018). What has been 
less well understood is the scale of economic 
returns that programmes advancing sexual and 
reproductive health and rights can yield. There 
have been many challenges to studying these 
returns on investment. For one, comprehensive 
sexual and reproductive health and rights refers 
to, and encompasses, a wide range of issues 
(Starrs and others, 2018): contraceptive services; 
access to safe abortion where legal; access to 
post-abortion care; maternal and newborn care; 
prevention and treatment of HIV and other 

The economic and social gains associated with sexual 
and reproductive health and rights were listed as 
the first objective of the ICPD Programme of Action.
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sexually transmitted infections; comprehensive 
sexuality education; prevention, counselling and 
treatment for gender-based violence; prevention, 
detection and management of reproductive 
cancers; information, counselling and services 
for subfertility and infertility; information, 
counselling and services for sexual health and 
well-being; and more. 

An additional challenge to measuring return 
on investment is that investments in one area 
can result in cost savings in other programmes; 
investments in contraceptive care can reduce 
the need for abortion care and maternal health 
services, for example (Sully and others, 2020). 
An exceptionally large body of research would 
be necessary to fully understand returns on 
investments across all the components of sexual 
and reproductive health and rights. The situation 
is further complicated by the possibility that the 
cause-and-effect relationship between factors can 
work in both directions. For example, utilization 
of sexual and reproductive health and rights 
programmes can lead to economic empowerment 
of women, but empowerment can also lead to 
utilization of sexual and reproductive health and 
rights programmes. 

Yet another challenge is measuring how much 
investment is being made in the first place. 
Investments across a variety of interventions can 
be seen as supporting sexual and reproductive 
health and rights, but there is no comprehensive 
accounting of the expenditures on these 
interventions. A look at official development 
assistance and private sector donations over the 
last three decades can offer some insights into 
investment trends. Reporting by the United 
Nations finds that, between 1990 and 1999, 
official and private contributions to population 

issues stayed below $2 billion per year, but 
that contributions markedly increased with 
the start of the Millennium Development 
Goals. Annual aid increased steadily from 2000 
until 2011, when it reached $12.3 billion. 
Since 2011, contributions have vacillated 
between $9 billion and $13 billion per year, 
and aid spent on population issues declined 
as a percentage of overall global assistance. 
Notably, the great majority of this spending has 
gone to sexual and reproductive health, while 
population data collection and policy analysis 
has comprised a diminishing share of these 
expenditures (UN ECOSOC, 2024). Even so, 
these figures represent a limited view into overall 
global investments in sexual and reproductive 
health and other areas, since they exclude 
domestic spending.

The design of this bilum bag from Papua New Guinea is 
inspired by the shape of a woman's ovaries and fallopian tubes. 
© Papua New Guinea
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Still, there has been progress in calculating 
some returns on investment. In particular, 
there have been efforts to look at the costs and 
gains associated with investments in specific 
components of sexual and reproductive health 
and rights. In 2022, UNFPA, together with 
Avenir Health, Johns Hopkins University and 
others, released estimates of the returns from 
investing in ending unmet need for family 
planning and ending preventable maternal 
deaths (UNFPA, 2022). These UNFPA estimates 
found that spending an additional $79 billion 
to scale up coverage of 29 essential family 
planning and maternal health interventions by 
2030 would yield $660 billion in economic 
benefits between 2022 and 2050. The spending 
was estimated to avert 400 million unplanned 
pregnancies, 1 million maternal deaths, 6 million 
stillbirths and 4 million newborn deaths, with 
overall economic benefits in the form of years 
of life gained, workforce participation, labour 
productivity and more (UNFPA, 2022).

The Guttmacher Institute similarly quantified 
the impacts of investing in sexual and 
reproductive health services, with a focus on 
more than 100 core interventions covering 
contraceptive services, maternal and newborn 
care, abortion services and treatment for the 
major curable sexually transmitted infections in 
low- and middle-income countries (Sully and 
others, 2020).These estimates take into account 
the fact that investments in some services can 
yield crossover benefits to other health outcomes. 
According to these estimates, providing this 
care would cost $68.8 billion annually, or 
$31.2 billion over current investments – an 

increase of only $4.80 per capita per year over 
current expenditures. In return, they projected 
unintended pregnancies would drop by 
68 per cent, unsafe abortions would drop by 
72 per cent and maternal deaths would drop by 
62 per cent. In addition, newborn deaths would 
drop by 69 per cent, and new HIV infections 
among babies six weeks and younger would drop 
by 88 per cent. 

The Guttmacher Institute also singled out the 
expenditures needed to satisfy all of the unmet 
need for modern contraception, and the costs 
would be modest: To get from current levels of 
contraceptive use to levels that would satisfy all 
of the unmet need for modern contraception 
in low- and middle-income countries, the 
cost would increase from $1.10 to $1.94 per 
capita. The short-term benefits of investments 
in contraceptive care would more than cover 
those costs: Every additional $1 spent on 
contraceptive services would reduce the cost 
of pregnancy-related and newborn care by 
$3. Each dollar above the current level spent 
on contraceptive services for adolescents, in 
particular, alongside recommended investments 
in pregnancy-related and newborn care, is 
estimated to reduce the cost of pregnancy-
related and newborn care by $3.70.

While these, and other, methodologies have 
differed significantly – varying in their models, 
scope of estimation, timelines and baseline 
assumptions – the findings have consistently 
agreed that enormous value for money can be 
realized with increased investments in sexual 
and reproductive health. 
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People left behind 
by the estimates
The estimates clearly demonstrate that 
investments are most needed in the countries 
and regions that have been left behind by 
advancements in economic growth and 
development. Unmet need, for instance, is 
highest in low-income countries, where nearly 
half (46 per cent) of women who want to 
avoid a pregnancy are not using a modern 
method. Sub-Saharan Africa and southern Asia 
account for more than three quarters of the 
total increase in investment needed to provide 
the full package of reproductive health services, 
including contraception but also maternal health 
and disease prevention services, for all in need, 
according to the Guttmacher Institute. Many of 
the countries with the highest levels of unmet 
need are also among those with the largest 
proportion of women reporting they are unable 
to make their own choices about contraception, 
and among those with the highest fertility rates 
(Sully and others, 2020). 

Unsurprisingly, but no less tragically, return-
on-investment estimates are unable to factor in 
the costs and returns of reaching those most left 
behind within countries and communities. The 
factors that marginalize people and communities 
are so numerous and overlapping, and the 
barriers so towering, that sexual and reproductive 
health programmes must often be tailored and 
targeted. One systematic review of adolescent 
pregnancy found that, among other factors, 
“belonging to an ethnic and religious minority 
group also increased the risk” of becoming 
pregnant in adolescence, noting: “it is unlikely 
that strategies to reduce pregnancy among 

women aged less than 20 years will be effective” 
unless context-specific risks are addressed directly 
(Pradhan and others, 2015). In the best cases, 
messages and interventions could, or even 
should, be co-created with these communities to 
ensure accessibility and acceptability.

Such efforts could entail additional costs, or 
could represent lower-cost interventions – the 
data simply are not available to know. Yet there 
is often resistance to investing the resources 
needed to reach those who are furthest behind. 
This resistance can be attributed to the sparsity 
of actionable data, but bias, negligence and 
discrimination likely also play a role.

All of this helps to explain why evidence suggests 
the bulk of the gains seen over the past 30 years 
have primarily reached those who are, and 
were, well within reach of large-scale sexual and 
reproductive health programmes. As the inverse 
equity hypothesis holds (page 65), progress 
often comes at the cost of widening inequities 
for the most marginalized, at least initially. But 
continuing to reach only the “low-hanging fruit” 
is likely to further exacerbate these inequities 
and leave the ultimate goals of the ICPD 
agenda unfulfilled. Furthermore, while initial 
costs might be high, the tremendous levels of 
need among these left-behind individuals and 
communities could even mean that effective 
investments yield significantly greater returns 
than might be realized by programmes that 
target “low-hanging fruit”.

The analysis in this chapter looks at the long-
term social and, especially, economic benefits of 
investing in sexual and reproductive health and 
rights and women’s reproductive agency. Because 
the returns on investment across the components 
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FEATURE

Syphilis highlights threat to health 
and human rights: stigma

Syphilis and other sexually 
transmitted infections are “secret 
diseases,” says Dr. Adel Botros, 
a specialist of dermatology and 
venereology in Egypt, recalling a 
phone call he received more than 10 
years ago. A hospital reached out to 
report a case of congenital syphilis 
in a newborn. Dr. Botros rushed to 
the hospital and asked the father for 
permission to see the patient – no 
fee would be charged. Rather than 
agree, the father left the room; Dr. 
Botros never saw him again. 

Stigma around sexually transmitted 
infections has long been used to 
divide communities and reinforce 
hierarchies – even as it drives 
people away from health services, 
perpetuating illness. Syphilis is 
perhaps the most notorious example 
of this, having been variously 
described as “the French disease”, 
“the Neapolitan disease”, “the Polish 
disease”, “the German disease”, “the 
Spanish disease” and “the Christian 
disease”, among many other names, 
typically by communities seeking to 
blame outsiders or enemies for the 
illness (Tampa and others, 2014). 

Today, syphilis – a bacterial 
infection health offi cials long 
hoped would be eliminated by 
antibiotics – is on the rise around 
the world. Cases increased from 
8.8 million in 1990 to 14 million 
in 2019, and incidence rose from 
160 to 178 per 100,000 people 
over the same period (Tao and 
others, 2023).

Yet available data indicate that 
North Africa and the Middle East 
have bucked this trend. While rates 
of babies born with congenital 
syphilis have more than tripled 
in the United States since 2016, 
for instance, congenital syphilis 
incidence in Morocco has plunged 
(WHO, n.d.b). In 2022, the World 
Health Organization announced that 
Oman had eliminated mother-to-
child transmission of the disease 
(WHO, 2022).

These data defy age-old stereotypes 
about syphilis in the Arab States 
region, a history that holds important 
lessons about disease, gender 
and power for the modern world, 
says Ellen Amster, a public health 

professor at McMaster University 
in Canada. 

“Syphilis was really important in 
eugenics,” she explains. “Syphilis 
was considered one of these 
degenerate things that would 
destroy a population.” Western 
colonial authorities described Arabs 
as inherently vulnerable to it. They 
even invented a new term – “the 
degenerate and diseased ‘syphilitic 
Arab’” – to demonize and diminish 
Muslims and Arabs, Prof. Amster’s 
research has shown (Amster, 2016). 

“Syphilis was tied to gender 
disempowerment, to shame around 
sexuality – which always becomes a 
gendered shame,” she tells UNFPA. 
“What the French did to protect their 
troops from these ‘syphilitic’ native 
women – in Morocco and throughout 
the empire – was to create closed 
brothels that were basically a prison 
for young women.” 

Those efforts were driven by 
“claims throughout the [Moroccan] 
protectorate period that syphilis 
prevalence was like 80 per cent, 
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100 per cent,” Prof. Amster notes, 
the result of false positive tests 
and misdiagnoses of tuberculosis, 
malaria and other diseases. “They 
found that when they actually tested 
women systematically, that syphilis 
prevalence was 0.5 per cent or less 
than one half of 1 per cent.”

Modern society has yet to shake off 
the shame – and power dynamics 
– attached to contagious disease. 
In 2022, as global health authorities 
worked to contain the spread of 
Mpox (also known as monkeypox), 
they tried, simultaneously, to 
contain the stigma swirling around 
it. Reporting on Mpox “has used 
language and imagery, particularly 
portrayals of LGBTI and African 
people, that reinforce homophobic 
and racist stereotypes and 
exacerbate stigma”, UNAIDS warned 
(UNAIDS, 2022). And illnesses 
need not be sexually transmitted to 
provoke intolerance; the COVID-19 
pandemic saw waves of anti-Asian 
xenophobia unleashed around the 
world (HRW, 2020).  

In designing programmes to address 
contagious disease, issues of power 
and prejudice must be closely 
considered. Despite the lessons 
of history, this remains true for 
syphilis as well, which is found to 
disproportionately affect men who 
have sex with men (WHO, n.d.c.). 
Communities affected by illness 
must be engaged, not stigmatized, 
experts say. 

Even in the Arab States region, 
where comparatively low rates of 
syphilis are seen today, vigilance is 
required, both against the disease 
and against discrimination. In fact, 
says Dr. Botros in Egypt, the true 
incidence of sexually transmitted 
infections like syphilis cannot be 
known because fear and shame — 
once weaponized so effectively 
against the Arab world — persist 
even now.  

“Sometimes we discover a case by 
coincidence,” Dr. Botros says. “Some 
patients also don’t come in unless 
they have no other way to get rid of 
the problem.” 

Bousibir was a walled-off brothel in Casablanca, created by colonial authorities as an 
STI-prevention measure. Historical photograph in public domain.
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of sexual and reproductive health and rights are 
too vast to summarize, this chapter focuses on 
three essential elements: reproductive autonomy 
(represented here by contraceptive use among 
women who wish to avoid pregnancy, with the 
caveat that additional measurements are needed), 
preventing gender-based violence and providing 
comprehensive sexuality education. Each of these 
elements is known to increase people’s ability 
to realize many other dimensions of sexual and 
reproductive health and rights. Finally, this 
chapter examines the returns on investments that 
are produced through the promotion of gender 
equality, which is a similarly critical enabler 
of many rights and choices. But in reflecting 
on the possible returns on investment that can 
be produced for each of these components, 
it is important to note that these investment 
estimates are blunt instruments looking at broad 
impacts over large populations. Effectively 
targeted programmes are likely to have different 
costs, and potentially much larger impacts in 
the form of human capital development, in 
communities that have so far remained beyond 
the reach of global progress. 

The long‑term value of 
reproductive autonomy
The world is only beginning to measure 
reproductive agency, a concept that is critically 
important yet not yet well defined. The 
Sustainable Development Goal indicators 
on bodily autonomy (5.6.1) and enabling 
environments (5.6.2) have been groundbreaking, 
exposing the vast numbers of people whose basic 
rights are insufficiently realized. Yet only 115 
countries or territories provide data on 5.6.2, 
and only 69 provide data for 5.6.1, and these 
indicators are only a starting point. Much more 
information is needed to fully understand the 
state of women’s reproductive agency.

Today, perhaps the best, though limited, measure 
available to estimate investment returns on 
reproductive autonomy is contraceptive use 
among women who wish to avoid pregnancy. 
This is because the scope and impact of 
unintended pregnancy has been well researched. 

About half of pregnancies in low- and middle-
income countries – 112 million annually – are 
unintended (Bearak and others, 2020). The 
majority, 77 per cent, are experienced by the 218 
million women of reproductive age in low- and 
middle-income countries who want to avoid a 
pregnancy but are not using a modern method of 
contraception (Sully and others, 2020). 

There are significant inequities within and 
between countries in the level of unsatisfied 
demand for contraception. Not only is unmet 
need highest in low-income countries, but 
disparities also exist by age group: Among 
women who want to avoid pregnancy, the 

The world is only 
beginning to measure 
reproductive agency.
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proportion who have an unmet need for a modern 
method is much higher among adolescent women 
aged 15 to 19 years (43 per cent) than among 
all women of reproductive age (24 per cent) 
in low- and middle-income countries (Sully 
and others, 2020). Women from the wealthiest 
households, living in urban areas and with higher 
levels of education, also tend to experience lower 
levels of unmet need than their counterparts. As 
of 2015, about half of women in a union who 
want to avoid pregnancy and who are living in 
humanitarian crisis-affected countries are not 
using any form of contraception, modern or 
traditional – a rate much higher than the global 
average (Loaiza and Liang, 2016) (see technical 
note on page 155).

The Family Planning Impact Consortium – a 
collaboration between the Guttmacher Institute, 
African Institute for Development Policy, Harvard 
University, Institute for Disease Modeling and 
Avenir Health – recently reviewed evidence 
on the value of investing in family planning to 
enable women to reliably decide on the timing, 
spacing and number of their children (Family 
Planning Impact Consortium, 2023). The review 
highlighted that having control over these core 
elements of fertility allows women to attain a 
higher level of education and affords them a wider 
range of career choices than they would otherwise 
have. Family planning also enables women to 
advance further in their career paths. The benefits 
in terms of educational opportunities also yield a 
wide array of other benefits for girls and women: 
For example, they are more likely to access health 
care, and to understand their rights and have the 
self-confidence to act on them. 

Higher levels of female education are also 
associated with women’s higher earnings (Grown 

and others, 2005). Women with at least some 
primary education earn 14 to 19 per cent more 
than those with no education; women with 
secondary education make almost twice as much 
as women with no education; and women with 
tertiary education about three times as much as 
those with no education, according to data from 
up to 96 countries (Wodon and others, 2018).

Family planning also makes it possible for 
women who want to become mothers to 
determine, at least to some extent, the spacing 
between the births of their children and the 
total number of children they have – which 
enables women to plan time away from work. 
The costs of childbearing while in the workforce 
include lost earnings due to a temporary exit 
from the workforce and a reduction in work 
hours, which can both contribute to the atrophy 
of skills and act as disincentives for employers 
to invest in skills building, ultimately leading 
to compromised career trajectories (Adda and 
others, 2017).

Women’s expectations regarding their ability 
to control their childbearing can also influence 
their choices at the beginning of their 
productive years. According to evidence from 
Europe, a substantial portion of the career and 
income costs of childbearing is determined by 
the career paths that women pursue when they 
are entering the workforce, based on expected 
fertility patterns (Adda and others, 2017). In 
Germany, it was estimated that occupational 
choices at the beginning of the career represent 
19 per cent of the lost wages associated with 
having children.

There is a reciprocal relationship between 
contraception and education, in that more 
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education can increase the knowledge and 
agency that women need to access and use 
contraception (Blackstone and others, 2017). 
In effect, contraceptive care unlocks a virtuous 
cycle of empowerment and opportunity for 
women. There are also multigenerational benefits 
to satisfying the demand for contraceptive 
services and thereby creating other opportunities 
for women: Women who participate in the 
workforce are more likely to expect the same for 
their daughters (UNFPA, 2023). This paves the 
way to more life choices for children, including 
the opportunity to delay marriage in order to 
complete their schooling and gain the long-term 
benefits that education confers in the forms of 
economic, social and personal empowerment. 

It’s not just individuals who benefit from girls’ 
education. Employers are increasingly aware 
that supporting sexual and reproductive health 
and rights yields gains for their own bottom 
lines. Companies in Asia can use a return-
on-investment tool developed by UNFPA to 
estimate the productivity benefits of supporting 
employee reproductive health, for example 
(UNFPA Asia and the Pacific, n.d.).

Countries benefit as well, because reproductive 
autonomy enhances women’s contributions to 
the national economy. According to a modelling 
study in Kenya, Nigeria and Senegal, per capita 
income would increase by 31 to 65 per cent 
between 2005 and 2030 if all of the current 
unmet need for modern contraception were 
met in these countries (Bloom and others, 
2014). In Kenya, if two thirds of the unmet 
need for modern contraception were met, the 
country would experience a 51 per cent per 
capita gross domestic product (GDP) increase 
by 2050, through effects on the relative size of 

the working-age population (see technical note 
on page 155). The relationship between women’s 
ability to control their fertility and economic 
gains to individuals, families and societies has 
held up in several studies across a range of 
settings (Family Planning Impact Consortium, 
2023).

The Family Planning Impact Consortium review 
also brings together evidence of the global 
returns on investments in family planning. 
For example, it has been estimated that a $1 
investment in family planning would result in 
a $60 to $100 return, over time, in the form 
of economic growth (Kohler and Behrman, 
2018). The World Bank estimates that, globally, 
the limited educational opportunities for girls 
cost $15 trillion to $30 trillion in lost lifetime 
productivity and earnings (Wodon and others, 
2018). It has also been estimated that, globally, 
female labour-force participation decreases by 
10 to 15 percentage points, or close to two years, 
with each additional child among women aged 
25 to 39 years (Grepin and Klugman, 2013; 
Bloom and others, 2009).

It should be noted that, while most studies of 
the longer-term economic benefits of helping 
women control their fertility focus on satisfying 
unmet demand for contraception, no method 
of contraception is foolproof and, despite the 
persistence of restriction on abortions in many 
countries globally, some 6 in 10 unintended 
pregnancies are estimated to end in abortion 
every year (Bearak and others, 2020). Demand 
for abortion – safe or unsafe – is therefore 
unlikely to disappear.

Unsafe abortions are associated with a significant 
percentage of maternal deaths and widespread 
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illness and disability. It is estimated that 
between 5 and 13 per cent of all maternal deaths 
worldwide, as well as widespread illness and 
disability, are attributed to unsafe abortions 
(Say and others, 2014). One estimated total cost 
of abortion-related care in low- and middle-
income countries is $2.8 billion annually, which 
includes $1 billion for abortions (provided under 
both safe and unsafe conditions) and $1.7 billion 
for post-abortion care (Sully and others, 2020). 
It has been estimated that, if all abortions in low- 
and middle-income countries that are currently 
unsafe were provided safely, and if all needs for 
contraceptive and abortion-related care were 
met, the total cost of abortion-related care would 
decrease to $600 million. 

The long‑term value of ending 
gender‑based violence
Securing the reproductive autonomy of all 
people will be impossible without securing 
freedom from gender-based violence, including 
intimate partner violence. Worldwide, more than 
one in four women aged 15 to 49 years who have 
been in a relationship report that they have been 
subjected to gender-based violence in the form 
of physical or sexual violence by an intimate 
partner in their lifetime, and 13 per cent have 
been subjected to physical or sexual intimate 
partner violence at some point in the prior year 
(WHO, 2021).

The prevalence of intimate partner violence 
is exceptionally high in southern Asia and 
sub-Saharan Africa, where 19 to 20 per cent 
of women are estimated to have experienced 
intimate partner violence in the past 12 
months. According to a review of evidence from 

46 countries, poorer and younger women and 
those living in rural areas tend to be particularly 
vulnerable to intimate partner violence (Coll and 
others, 2020). Violence against women is also 
typically higher among people who are forcibly 
displaced and those living in conflict-affected 
settings (Hadush and others, 2023; Horn and 
others, 2021; Delkhosh and others, 2019). The 
destabilizing effects of these conditions and the 
erosion of social networks and social protections 
contribute to the greater risk of intimate partner 
violence in these settings, where prevention and 
response efforts are also extremely challenging. 

Disentangling the relationship between 
violence and lack of reproductive autonomy 
is challenging, not simply because sexual 
violence and coercion directly undermine 
bodily autonomy but also because reproductive 
coercion is itself a form of violence. Still, there 
are ways to understand some of the causal links, 
for example through studies of intimate partner 
violence and contraceptive use. Longitudinal 
studies have demonstrated that women who 
experience intimate partner violence are 
significantly less likely to subsequently use 
contraception, and they are especially unlikely 
to rely on partner-dependent methods such as 
condoms (Maxwell and others, 2015). Intimate 
partner violence has also been linked with 
increased incidence of unwanted pregnancies 
(WHO, 2013). Violence, then, is a driver of 
the individual and societal costs associated with 
loss of reproductive autonomy noted in the 
section above.

But violence also levies a considerable 
economic toll in the form of other adverse 
reproductive health outcomes, including 
sexually transmitted infections (Bacchus and 
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others, 2018; WHO, 2013) and inadequate 
antenatal and skilled delivery care (Musa and 
others, 2019). Costs can be intergenerational, 
as women experiencing violence during 
pregnancy are more likely to have miscarriages, 
stillbirths and babies with low birth weight 
(Silverman and others, 2007; Boy and Salihu, 
2004). Intimate partner violence and other 
forms of gender-based violence can also result 
in psychological trauma and stress, minor to 
severe physical injuries, and death (WHO, 
2013). Women who experience non-partner 
sexual violence are also at greater risk of alcohol 
and drug abuse and mental health disorders. 
Health systems also bear significant direct costs 
related to treating survivors of violence.

There are also workforce, productivity and wage 
impacts. The erosion of women’s autonomy 
brought on through gender-based violence 
compromises women’s ability to make their own 
decisions, pursue an education and contribute 
fully in the labour force. Violence can result in 
reduced employment opportunities due to fear 
of harassment or violence; limited occupational 
choices, when women seek job options they 
perceive as safer or more acceptable by an abuser; 
lower productivity due to psychological distress 
and physical health consequences; and absences 
to deal with the aftermath of gender-based 
violence incidents (Vyas, 2013). A 2016 report 
offered a formula to help employers calculate the 
impact of gender-based violence on operating 
costs, including days lost, staff turnover and 
recruitment costs (Walker and Duvvury, 2016).

What is the overall bill? Tallies differ, but every 
finding is steep: The International Monetary 
Fund estimated that every 1 percentage 
point increase in the share of women subject 

to gender-based violence reduces economic 
activity by up to 8 per cent in sub-Saharan 
Africa – a decline attributed predominantly to 
a drop in female employment (Ouedraogo and 
Stenzel, 2021). Research in 2022 estimated 
a global cost of intimate partner violence at 
5 per cent of worldwide GDP and nearly 
15 per cent of GDP in sub-Saharan Africa 
(Yount and others, 2022). One review of 
evidence from 13 countries found the costs of 
violence against women to national economies 
ranged from 0.35 to 6.6 per cent of GDP 
(Ibrahim and others, 2018). The elimination of 
gender-based violence would not simply remove 
these costs, it would result in immediate and 
long-term benefits for individual productivity 
and earning potential with impacts cascading 
across generations. 

Immediate economic gains can also be unlocked 
when women are helped to escape violent 
relationships. One small study of women in the 
United States found that civil legal aid services 
for survivors of intimate partner violence 
resulted in an average of $5,500 net income 
gains within one year of receiving assistance, a 
return of $2.41 in personal income for every 
$1 spent on legal assistance (Teufel and others, 
2021). Women who received these services were 
also less likely to be in poverty one year later. 
Investing in the prevention of violence might 
yield similarly strong returns.

And the benefits persist across populations and 
generations. Strong evidence shows gender-
based violence prevention interventions 
improve population health writ large (Ferrari 
and others, 2022; Musa and others, 2019; 
Bacchus and others, 2018). While some 
programmes are more expensive than others, 
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a variety of them have been found to be 
cost-effective, with effectiveness measured 
as programme costs per disability-adjusted 
life year averted through these interventions 
(Ferrari and others, 2022).

It is important to reflect on the importance 
of tailoring to the specific contexts of those 
in need. 

The tailoring of interventions is particularly 
important for reaching marginalized 

populations, who experience gender-based 
violence differently due to intersecting factors 
such as ethnicity, gender identity, sexual 
orientation, disability and economic status. 
Adapting prevention efforts to address the 
root causes of gender-based violence within 
these communities can increase the chances of 
widespread and lasting impact (Capasso and 
others, 2022).

While tailoring is often assumed to be costly, 
there are some indications that responding to 

The economic case for inclusion

For reasons ranging from local circumstances to discriminatory norms, it can be more difficult and costly to 
reach the most marginalized people. At the same time, “one-size-fits-all” approaches can often be wasteful 
when applied to diverse groups; tailoring to women’s and girls’ language, religion, culture and contextual 
factors, such as conflicts and level of infrastructure, can avoid waste and make better use of available 
resources. Greater levels of need for sexual and reproductive health care to realize bodily autonomy and 
reduce marginalization can mean greater returns on investment and a stronger boost to development. 
Tailoring can also limit longer-term costs from the social fragmentation that arises from worsening inequities 
as services benefit some people but stop at the barriers to reaching others. 

Normalizing exclusion also comes with serious costs, which are impossible to fully account for because 
exclusion renders people invisible. But one telling sign of these costs can be found in the economic gains 
unlocked when exclusionary laws, policies and norms are eliminated. This case was made recently in a 
report on the decriminalization of same-sex activity, which found both micro- and macroeconomic gains 
(HIV Policy Lab and others, 2023). At the individual level, the removal of homophobic laws was found 
to eliminate the labour and productivity costs of arrests, prosecutions and detentions, as well as the 
associated physical and psychological trauma. At a larger level, at least one study holds that homophobia 
costs the world $126 billion per year; improving the legal environment for LGBTQIA+ people, on the other 
hand, was associated with a $2,000 increase in GDP per capita (Badgett and others, 2019).
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the needs of people with multiple intersecting 
vulnerabilities can increase effectiveness and 
therefore value for money. For instance, some 
community advocates caution that interventions 
to reduce gender-based violence can result in 
the mass allocation of resources to policing 
and incarceration without addressing the 
stigmas and inequalities that lead to women’s 
vulnerability to violence in the first place. It can 
even result in the “unintended consequences of 
criminalization for women, which include not 
only arrest but also intervention by the child 
welfare system” (Goodmark, 2022), experts 
note (a phenomenon also known as the “abuse-
to-prison pipeline” in which reporting violence 
to a disbelieving authority, running away from 
an abuser or being trafficked can all eventually 
lead to arrest). In these contexts, investments 
in community services, survivor support and 
educational interventions may produce more 
value for money. 

It is also important to note that while studies 
have identified risk factors that increase 
vulnerability to intimate partner violence, a 
large proportion of survivors do not experience 
these risk factors, and that, in effect, “no safe 
group of women was identified” (Coll and 
others, 2021). Furthermore, men and boys 
also experience gender-based violence at 
rates believed to be seriously underreported 
(Wörman and others, 2021). So while 
interventions should be targeted to reduce 
intimate partner violence, these tailored 
approaches will not be sufficient in themselves. 
Population-wide laws, policies and social 
norms must also be enacted to support gender 
equality, which in turn supports reductions 
in violence and generates positive benefits for 

community welfare, as well as the mental and 
physical health of all people.

Long‑term gains 
from comprehensive 
sexuality education 
As is the case with ending gender-based violence, 
access to comprehensive sexuality education 
is a precondition to enabling reproductive 
autonomy for all (Starrs and others, 2018) – 
and to unlocking all the attendant social and 
economic benefits. 

Comprehensive sexuality education equips 
people with the knowledge and skills they need 
to make informed, healthy and responsible 
choices related to their sexual and reproductive 
health throughout their lives. It covers a range 
of topics, including contraception, sexually 
transmitted infections, consent and healthy 
communication in relationships – with benefits 
spanning individual and public health, economic 
empowerment and physical and psychological 
well-being. Young people who are able to protect 
themselves from disease, prevent unintended 
pregnancies and prevent (or recognize and 
escape) violence are better able to pursue their 
education and participate and advance in the 
formal workforce.

While costs relative to impact have not been 
fully assessed, it has been demonstrated that 
comprehensive sexuality education is associated 
with delays in the age of first sexual intercourse, 
an increase in the utilization of contraceptive 
methods (Kirby, 2008), and a reduction in 
adolescent pregnancy rates (Aguirre and Carrión-
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Yaguana, 2023; Kohler and others, 2008). 
Programmes that link comprehensive sexuality 
education with accessible, youth-friendly sexual 
and reproductive health services have been 
shown to be particularly impactful in reducing 
unintended pregnancy (Mbizvo and others, 
2023). The returns on investment associated 
with these results have been elaborated in the 
reproductive autonomy section above (see “The 
long-term value of reproductive autonomy” on 
page 94).

The integration of internationally agreed human 
rights and gender equality standards into 
comprehensive sexuality education programmes 
has demonstrated short-term effectiveness in 
increasing knowledge, improving attitudes, and 
increasing communication with parents about 
sex and relationships. It also has longer-term 
positive impacts on outcomes such as partner 
communication, sexual health knowledge 
and awareness of services (UNESCO, 2016; 
Constantine and others, 2015; Rohrbach and 
others, 2015). Additionally, “gender-focused 
programmes are substantially more effective than 
‘gender-blind’ programmes at achieving health 
outcomes such as reducing rates of unintended 
pregnancy or [sexually transmitted infections],” 
evidence reviews find (UNFPA, 2018a).

The cultural and social aspects of comprehensive 
sexuality education are just as critical as the 
health aspects, though these are sometimes 
derided as unnecessary or ideological (United 
Nations, 2023a). Yet comprehensive sexuality 
education, when delivered to international 

standards (UNFPA, 2018a), is age appropriate, 
culturally relevant and context appropriate. 
In fact, adapting comprehensive sexuality 
curricula to local needs is an important element 
of effective programming, as is ensuring 
their acceptability to parents, families and 
local communities (including faith-based 
organizations). This point may be particularly 
relevant when it comes to marginalized 
communities. Education or curricula that do 
not respond to community needs will likely fail 
to mitigate harm and promote positive health 
outcomes. For example, some countries include 
messages about the risks associated with “sugar 
daddies”, or older men who offer to pay girls’ 
school fees or provide gifts in return for sexual 
activity, due to the prevalence of this form of 
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exploitation. Others may include more emphasis 
on normalizing menstruation due to prevailing 
menstruation-related taboos (UNFPA, 2018a).

The evidence base on the impacts of 
comprehensive sexuality education beyond 
health outcomes – for example on attitudes 
and skills related to sexuality among 
adolescents, the incidence of gender-based and 
intimate partner violence, and the prevalence 
of gender-equitable norms and strong, healthy 
relationships – is more limited (UNFPA, 
2018a). Still, there is a growing consensus 
that sexuality education programmes that 
seek explicitly to empower girls and other 
marginalized young people to see themselves 
as equal members in their relationships are 
particularly effective at equipping them to 
protect their health and to engage as active 
participants in society (Haberland and 
Rogow, 2015). In fact, researchers proposed 

comprehensive sexuality education as one way 
to help address and alleviate the rise in gender-
based violence in the COVID-19 pandemic 
(Rollston and others, 2020), which speaks to 
its broader potential as a means to influence 
norms and behaviours. 

Unfortunately, the full impact of rights-
based comprehensive sexuality education has 
yet to be realized, in part because educators 
often minimize aspects of the curriculum 
they are uncomfortable teaching (UNFPA, 
2018a) and in part because the inclusion of 
gender and social norms is often insufficient. 
One review of national sexuality education 
programmes in 13 countries in Africa, for 
example, found that the weakest content 
was related to gender and social norms 
(UNESCO, 2016).

Longitudinal studies of the longer-term 
returns on investment are challenging 
because of this inconsistency in programme 
application, among other factors. But it 
is also the case that returns on investment 
greatly increase when comprehensive sexuality 
education is delivered at scale and sustained 
over time. Examples from a number of 
countries illustrate why: An analysis of 
school-based sexuality education programmes 
in six countries found programme costs 
ranged from $7 to $33 per student reached 
in countries with fully scaled-up programmes 

The Suffragette Handkerchief is embroidered with 
66 signatures, all of women imprisoned for their part 
in the Women’s Social and Political Union Suffragette 
demonstrations of March 1912 in London. Image 
courtesy of the Sussex Archaeological Society.
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(Estonia, Nigeria and the Netherlands), 
while those costs were $50 and $160 
per student reached in countries where 
programmes were still in the pilot stages 
(Kenya and Indonesia, respectively) (Kivela 
and others, 2013). According to a separate 
costing study in Indonesia, by the time an 
in-school comprehensive sexuality education 
programme has been running for three years, 
the programme costs drop by 90 per cent 
(El Halabi and Annerstedt, 2021). Moreover, 
the biggest share of programme costs, teacher 
salaries, is already embedded in educational 
expenses; if these are excluded, the outlays for 
sexuality education programming are only 
about 25 per cent of the full costs of scaled-
up programmes as estimated above (Kivela 
and others, 2013).

Experts note that cost savings and investment 
returns are likely even higher when the 
provision of comprehensive sexuality 
education is integrated into teacher-training 
programmes, as this demystifies the topic 
and enables effective delivery of the curricula 
for a growing workforce of educators. The 
investment also mitigates costs related to in-
service teacher training (UNFPA, 2018a).

Finally, the costs and returns for providing 
comprehensive sexuality education to out-of-
school learners are likely to be quite different 
compared with in-school delivery. Out-of-
school learners are often the most vulnerable 
to misinformation, coercion and exploitation, 
but they are also often the hardest to reach. 
Noting that some 263 million youth were out 
of school as of 2018, UNFPA and partners 
have developed evidence-based guidance 
for out-of-school comprehensive sexuality 

education, offering recommendations for 
curricula that are age appropriate as well as 
tailored to the needs of specific groups of 
people (UNFPA, 2020), such as young people 
with disabilities; in humanitarian settings; 
who are lesbian, gay, bisexual or gender non-
binary/nonconforming; living with HIV; 
using drugs; or selling sex. 

Implementing programmes for out-of-
school learners carries numerous challenges, 
including issues around the mobility of 
young people as well as the lack of resources 
available to tailor programmes to the needs 
of these varied groups (Australian Aid and 
UNFPA, 2023; Fijian Ministry of Health 
and Medical Services and others, 2023). 
These programmes require not only monetary 
investments but also the right people to 
design and carry them out. Even though 
the body of evidence on their impact is 
limited, comprehensive sexuality education 
programmes for out-of-school youth hold 
potential for substantial returns, considering 
the size of this population and the heightened 
vulnerabilities they face (Anderson and 
Pörtner, 2014). These programmes also 
have the potential to yield cost savings over 
time, particularly when accounting for 
the higher risks to sexual and reproductive 
health (Anderson and Pörtner, 2014), 
and health overall, associated with lower 
educational attainment.

Further research on the impacts and potential 
long-term cost savings of both in-school 
and out-of-school comprehensive sexuality 
education programmes, and on programmes 
targeting marginalized communities, 
is warranted. 
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FEATURE

Local leadership reaches girls 
most in need

Maïmouna Déné is all too familiar 
with beliefs and assumptions that 
undermine equality for women and 
girls in her community in Burkina 
Faso. Literacy and labour-force 
participation are lower for women 
than men, and gender-based 
violence and harmful practices 
are tragically commonplace. But 
Ms. Déné, 43, has insight into 
another form of discrimination, one 
that overlaps with gender: It is, as 
she says, the “ignorance, social 
burdens and myths” that affect 
people with albinism. 

Around the world, people with 
albinism face stigma, exclusion and 
violence, and in the worst cases can 
be subject to traffi cking, mutilation 
and murder. Many people with 
albinism have vision challenges that 
are not accommodated in school 
or work settings, leading to high 
rates of school discontinuation and 
poverty. The impact on girls with 
albinism is particularly striking: 
In Burkina Faso, one third of girls 
with albinism do not fi nish primary 
school (Ero and others, 2021).

The Sahel Women’s Empowerment 
and Demographic Dividend Project 
(SWEDD) Project is bringing 
hundreds of millions of dollars of 
investment into gender equality 
initiatives throughout West and 
Central Africa. But to make the most 
impact, the programme is engaging 
closely with local leaders like 
Ms. Déné, who are able to identify 
the specifi c needs of girls and 
women and how those unique needs 
can best be addressed. 

As the president of the Association 
of Albino Women of Burkina Faso, 
she became an ambassador for the 
“Stronger Together” campaign, a 
SWEDD Project initiative performing 
outreach in communities at a local 
level. Through these efforts, she 
has been able to secure social 
inclusion for young girls and 
women with albinism, in schools 
and through access to economic 
opportunities and health care, 
including sexual and reproductive 
health and information services. Her 
association has signed agreements 
with the health ministry, hospitals, 

NGOs and other civil society 
groups, and offers economic 
training to support young people 
with albinism and their families. 
Since it was established in 2008, 
some 450 women with albinism 
and the parents of people with 
albinism have benefi ted from this 
training, including 280 who have 
learned skills in soap making to gain 
fi nancial independence and help 
support their families. 

Her role as a community leader 
means she is able to provide 
support and guidance where it is 
most needed. That work is intended 
to help not only people living 
with albinism today but the next 
generation as well: “Albinism being 
a genetic phenomenon, I also fi ght 
for my children,” she says.

Syrah Sy Savané, in Côte d’Ivoire, 
is also acutely aware of the needs 
within her community. But she is 
concerned with a very different 
group of vulnerable girls: those at 
risk of abduction, forced marriage 
and female genital mutilation. 

CHAPTER 4: Women are the thread104



Ms. Savané, 50, has seen the ill 
effects of these practices in her own 
family: “I was raised by my paternal 
grandmother in Diokoué, a village 
in the north-west of Côte d’Ivoire. 
All my aunts suffered early and 
forced marriage. I was entrusted 
to them when they were married, 
I kept them company and saw them 
very unhappy. I also lost a cousin 
after she was subjected to female 
genital mutilation.”

Ms. Savané was fortunate to have 
an ally in the form of her father, who 
strongly opposed female genital 
mutilation. “My aunts wanted to have 
it done to me too, but my father, who 
was a teacher, always refused.”

Her experience drove her to become 
a social worker, before assuming 
a post in the ministry for women, 
families and children where, as a 
child protection expert, she saw how 
girls were being pulled from school 
to be married off. The problem, 
it became clear, was much larger 
than reaching individual girls. “It 
was necessary to target not the 
students, but the parents, who were 
seeking marriage for their daughters, 
as well as community leaders and 
religious guides.” 

Today she is applying these lessons 
in her work with the SWEDD Project. 
The project plans were written by 
technicians working in the very 
communities they were trying to 
reach, she says. This has proved 
essential in meeting the specifi c 

needs of the girls and their families. 
Safe spaces, husbands’ clubs and 
other interventions are making a real 
difference and, Ms. Savané says, 
“shining a light where young girls 
thought they had no rights”.

Maïmouna Déné is ensuring that girls with albinism in her community have the education, 
skills and empowerment they need. Image courtesy of Maïmouna Déné.
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Dividends of a 
gender‑equal world 
All of these elements of sexual and reproductive 
health – promoting individuals’ rights and 
ability to decide whether and when to have 
children, ending gender-based violence and 
providing comprehensive sexuality education 
to international standards – are well rooted in 
human rights priorities, including the imperative 
to achieve gender equality. Gender equality and 
sexual and reproductive health have a powerful 
mutually reinforcing relationship. Progress on 
both fronts – advancing gender equality and 
sexual and reproductive health and rights – in 
tandem can be expected to maximize the social 
and economic benefits for societies as a whole. 

Perhaps the most powerful illustration of this is 
the essential role of both sexual and reproductive 
health and rights and gender equality in the 
demographic dividend. When women use 
contraception to avoid unplanned births, the 
subsequent decline in fertility eventually leads 
to a smaller proportion of dependent children 
in the population relative to the size of the 
working-age population. This demographic 
shift can lead to what is commonly referred to 
as the demographic dividend: increased rates of 
productivity and economic growth. The concept 
of the demographic dividend was inspired by 
observations of economic growth following 
fertility decline in East Asian countries from the 
1960s to the 1990s (Bloom and others, 2003).

But the demographic dividend does not 
automatically follow a fertility decline. In Asia, 
economic growth during the demographic 
transition was attributed, in part, to women’s 
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participation in the workforce (Bloom and 
others, 2009). Some evidence and policy 
analyses have concluded that the demographic 
dividend will not be replicated in the absence 
of some measure of gender equality alongside 
fertility declines (Marone, 2016). Indeed, fully 
one third of the economic growth experienced 
in Asia during the demographic dividend 
years has been attributed to improvements in 
women’s empowerment and participation in the 
labour force alongside rapid fertility transition 
(Cardona and others, 2020). 

In recognition of this, the United Nations and 
the World Bank Group launched the Sahel 
Women’s Empowerment and Demographic 
Dividend (SWEDD) Project, a regional 
initiative to simultaneously reduce gender 
inequality and increase access to reproductive 
health services, in order to yield the benefits of 
a demographic dividend in the participating 
countries – those with some of the globally 
most left behind women and girls when 
considering indicators such as maternal 
mortality ratio, child marriage prevalence and 
adolescent birth rate.

The SWEDD Project is structured around 
three components: gender-transformative 
interventions that promote girls’ and women’s 
social and economic autonomy; programmes 
to strengthen reproductive, maternal, 
newborn, child and adolescent health and 
nutrition services, including by increasing the 
numbers of qualified health workers at the 
community level; and fostering regional and 
national commitments to gender equality and 
project implementation, as well as capacity 
for policymaking. Since it began in 2015, the 
project has reached nine countries (Benin, 
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Reaching those most globally left behind

The SWEDD Project targets girls most left behind 
by global progress, seeking to reach districts and 
communities affected by some of the world’s 
highest rates of female genital mutilation, child 
marriage, unmet need for contraception, lower 
education attainment levels and poverty, as well as 
factors such as limited access to mass media or 
telephone (Camber, 2020). One important element 
of the SWEDD Project is life skills education (a 
culturally appropriate term for comprehensive 
sexuality education) provided through safe spaces 
located both in schools and within the community. 
The locations and constituents of the safe spaces 
are selected based on vulnerability criteria, 
ensuring the most disadvantaged adolescents and 
young women, including those out of school, are 
reached. The curricula are intended to enhance 
girls’ knowledge and skills, with a specific focus 
on reproductive health, gender and human rights 
as well as financial capacity and economic 
empowerment – an acknowledgement of the 
deep connection between sexual and reproductive 
health and rights and human capital development. 
Importantly, the life skills curricula are developed 
through a participatory process designed to 
consider the sociocultural realities of each country, 
and are delivered by community mentors, ensuring 
the implementation is locally relevant. 

The ability to tailor programming to local needs 
has been instrumental in the success of the 
work of Senami Mariette Atolou, a mentor at a 
safe space in Benin. Ms. Atolou experienced 
an adolescent pregnancy and subsequent 
abandonment; now 46, she is able to share 
insights from her life with girls facing similar 
challenges: “My relationship with young people, 
girls, allows me to guide them,” she says.

As the SWEDD Project’s name suggests, 
the investments are designed to unlock a 
demographic dividend, meaning economic and 

development results on a generational scale. 
The multifaceted initiative – which includes not 
only life skills but also midwifery training, efforts 
to end gender-based violence and improved 
access to contraceptive care and economic 
opportunities – is intended to create positive 
ripple effects that contribute to the broader 
transformation of societies in Sahelian countries. 
Measuring return on investment – which stands 
at around $850 million – will necessarily take 
time, but baseline data for all countries have 
been collected, enabling consistent and thorough 
monitoring of results.

And early results are promising. As of December 
2023, the programme component aimed at 
empowering women and girls saw a 96 per cent 
school retention rate for adolescent girls in 
secondary schools receiving interventions, 
up from 75 per cent at baseline. In addition, 
96 per cent of adolescent girls and women in 
life skills training clubs demonstrated good 
knowledge on the harms of child marriage and 
early pregnancy and on the benefits of birth 
spacing, compared to 74 per cent at baseline; 
and 21,087 cases of gender-based violence and 
harmful practice were referred to health, social, 
legal and security services, up from 5,415 at 
baseline. New users of modern contraceptives 
numbered around 903,000, up from 24,000 
at baseline; and an estimated 8,790 maternal 
deaths, 2,422,000 unintended pregnancies and 
830,000 unsafe abortions were averted (UNFPA, 
2024d; UNFPA, n.d.a.).

Other outcomes, such as wide-reaching 
awareness campaigns and the establishment of 
a network of national observatories to monitor 
the implementation of public policies to support 
the demographic dividend, show promise that 
more change is on the horizon.
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Burkina Faso, Cameroon, Chad, Côte d’Ivoire, 
Guinea, Mali, Mauritania and Niger), and three 
more (Gambia, Senegal and Togo) have been 
approved for further expansion.

Key to this effort has been participation 
and partnership by civil society, women’s 
organizations and other stakeholders in a 
holistic and integrated way. For example, 
more than 20,000 community and religious 
leaders have been engaged in promoting 
girls’ education and adolescent sexual and 
reproductive health, and ending gender-based 
violence during the course of the programme 
(UNFPA, 2024d). The participation of 
community and faith leaders offers both a 
sign of local-level investment and also a strong 
indication that the programme is positively 
influencing social and gender norms at the 
ground level. The coordinated participation of 
stakeholders at all levels also enables the sharing 
of lessons across countries, opportunities for 
productive South-South cooperation and 
possibilities for the scaling-up of interventions.

Programmes like this can have powerful positive 
impacts on countries, and even on the national 
economy. It has been estimated that closing 
the global gender gap and advancing women’s 
equality in the public, private and social sectors, 
even in the absence of further investments 
in sexual and reproductive health and rights 
programmes, could double the contribution of 
women to global GDP growth, and could add 

$12 trillion to global GDP in the course of 
10 years (McKinsey Global Institute, 2015).

As the SWEDD Project’s early achievements 
show, integrated action to empower women 
and girls through mutually reinforcing 
interventions can unleash a virtuous and 
sustainable cycle of human development – 
making the demographic dividend a reality for 
those not yet reached by the arc of progress, 
and lifting up the potential, rights and well-
being of every girl. And these early results are 
just the beginning – the full impact will only 
be seen when the women and girls of today 
complete their educations, embark on their 
careers and plan the families of their choosing.

In all, the economic case for investing in 
programmes that advance reproductive 
autonomy and other aspects of sexual and 
reproductive health is strong – and the returns 
are even greater, perhaps synergistically 
increased, when these happen alongside 
improvements in gender equality. The 
world can and should work towards further 
strengthening the economic case for investing 
in programmes to serve the most marginalized, 
the most pushed behind. More data and 
analysis are needed to understand the full range 
of returns unlocked when we target investment 
towards those who need it most. But even with 
the evidence base we have now – coupled with 
common sense and a sense of what is right – 
the case is clear. The next step must be action. 
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“If you have come here to help me, you are 
wasting your time. But if you have come because 
your liberation is bound up with mine, then let 
us work together.” These were the words of Lilla 
Watson, an indigenous activist from Australia, 
at the 1985 United Nations Decade for Women 
Conference in Nairobi. 

Today, perhaps more than ever, this notion 
is gaining momentum. Advocates, justice 
organizations and leaders are embracing a vision 
in which strengthening the rights and welfare of 
individuals reinforces those of the collective, and 
vice versa (see timeline on pages 34–39). It is 
increasingly clear that collective action offers the 
only path forward when it comes to many of the 
world’s largest concerns, from climate change to 
increasing demographic diversity to the digital 
revolution. Collective efforts that reinforce 
individual rights are essential, too, when it comes 
to sexual and reproductive health. As this chapter 
elaborates, humanity will be ill equipped to 
address the challenges ahead unless we embrace 
an approach that is grounded in human rights as 
well as scientific and historical fact.

Three decades of progress: 
a promising start
History shows us that solidarity works. The 
power of collective action – by individuals, 
advocates, civil society, institutions and Member 
States – should not be in doubt, but it is 
nonetheless worth reflecting on the power and 
promise of such efforts, which have shaped the 
past 30 years. 

Indeed, since the ICPD, women’s ability 
to use modern contraceptives has increased 
significantly: Between 1990 and 2022, the 
percentage of women married or in a union 
using modern contraceptive methods rose 
from 11.5 to 33.5 per cent. In middle-income 
countries, this percentage increased from 52.9 
to 61 per cent (UN DESA, 2022c). In the 
period between 1990–1994 and 2015–2019, 
there has been a 19 per cent decline in the 
unintended pregnancy rate (Bearak and others, 
2018), a major achievement in women’s ability 
to exercise decision-making power over their 
bodies and futures. Relatedly, the global maternal 
mortality ratio fell by more than one third 
between 2000 and 2020 (WHO and others, 
2023). Advances in medicine and health systems 
played a considerable role in both of these 
milestones. Contraceptive technology allows a 
wide choice of safe, reliable methods. Skilled 
health workers, available essential medicines and 
quality reproductive health services provided to 
international standards can also be credited for 
these gains in maternal survival. 

It is no coincidence that this progress followed 
the watershed consensus reached at the ICPD in 
Cairo. The underlying agreement of the ICPD – 

“If you have come here to 
help me, you are wasting 
your time. But if you 
have come because your 
liberation is bound up 
with mine, then let us 
work together.”

— LILLA WATSON
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that sexual and reproductive health and rights 
are inextricable from broader sustainable 
development and, therefore, the welfare of all 
people – was carried forward in many of the 
international, regional and global initiatives 
undertaken since 1994. 

One important example is the Millennium 
Development Goals (MDGs), globally agreed 
goals promoted between 2000 and 2015, 
that saw significant improvements in human 
health and well-being. The contribution 
of global solidarity and investment to 
achieving those results has been much 
debated, but recent research finds Africa 
experienced “a significant increase in 
progress for both maternal and under-
five mortality reduction… Among 
the progress achieved during the 
MDG campaign period, 81 and 
68 per cent were attributed 
to the worldwide MDG 
campaign for the 

maternal and under-five mortality reduction” 
(Cha, 2017). The researchers call for more 
attention to be paid to these positive results, 
noting “dominant pessimism about the sub-
Saharan African countries, which showed the 
best performance among all the regions, can 
overshadow their substantial achievement”.

A similar point must be made about the present 
day. Last year, 2023, marked the midpoint 
of global efforts to achieve the SDGs, which 
build upon the MDGs. Progress in achieving 
the SDGs has been greatly hampered by the 
COVID-19 pandemic as well as the grievous 

STATE OF WORLD POPULATION 2024 113



impacts of conflict, climate change, biodiversity 
loss and pollution. Despite these challenges, 
there have been signs of success, including on the 
targets linked to the ICPD agenda. For instance, 
the proportion of women in lower and single 
chambers of national legislatures grew by 4.2 
percentage points between 2015 and 2023. The 
proportion of women whose need for modern 
family planning was satisfied increased modestly, 
from 76.5 to 77.6 per cent, even as the global 
population grew – and the proportionately 
largest increase was seen in sub-Saharan Africa, 
the area with the greatest need. The global 
adolescent birth rate fell even more significantly, 
from 47.2 births per 1,000 girls in 2015 to 

41.3 in 2023 (UN DESA, 2023). These gains, 
made even amid the extraordinary disruptions 
of the pandemic, demonstrate that the SDGs 
are achievable – if we follow the evidence 
and reject the pessimism that all too easily 
overshadows progress. 

Undeniably, the pace of progress must be 
accelerated. Success has stagnated on many 
counts, most notably in the failure to improve 
maternal mortality rates between 2016 and 
2020 (WHO and others, 2023). Adolescent 
pregnancy rates remain high across the 
developing world, with nearly one in three 
young women aged 20 to 24 years having given 
birth in adolescence (UNFPA, 2024a). Global 
abortion rates have been steady for decades, 
with declines observed only in countries where 
it is broadly legal (here, the abortion rate fell 
from 46 per 1,000 women in 1990–1994 to 26 
in 2015–2019) (Bearak and others, 2018). And 
for the first time ever, the world has trend data 
on women’s ability to exercise bodily autonomy 
(as measured by SDG 5.6.1) from 32 countries. 
A forthcoming analysis of these data shows a 
positive trend in 19 countries and a negative 
trend in 13 (UNFPA, n.d.).

It must also be acknowledged that reversals in 
progress are taking place. Rates of gender-based 
violence skyrocketed in many countries during 
COVID-19 lockdowns, and new technologies 
are enabling this abuse to be perpetrated in 
virtual environments (University of Melbourne 
and UNFPA, 2023). And in some countries, 
the very heart of the ICPD – the consensus on 
reproductive health and gender equality – is 
being undermined, with backtracking often 
directed at the most vulnerable. In one country, 
migrants are denied health care (MTI-Hungary 
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Today, 2019); in another, enactment of 
restrictive abortion laws is expected to exacerbate 
health inequities for people with chronic 
health conditions, especially people from racial 
minorities (Hassan and others, 2023). In yet 
another, a military takeover means that women 
have largely been confined to their homes and 
denied education and employment (United 
Nations, 2023b). Elsewhere, discriminatory laws 
have been expanded to call for the death penalty 
for LGBTQIA+ persons (United Nations, 
2023c).

But we cannot allow these obstacles to derail 
our demonstrated trajectory of progress. As 
this report notes, the world is at an inflection 
point, a moment where the weight of evidence 
points towards inclusive solutions even as the 
storm clouds of uncertainty, polarization and 
disinformation gather on the horizon.

A vision of the world to come 
The changes of the past 30 years represent 
tectonic shifts in how the world works, in our 
health systems, political institutions and social 
norms, and in our expectations for our bodies, 
families and futures. These changes are only 
going to accelerate in the coming decades. At 
the end of 2023, UNFPA brought together a 
consortium of experts in human rights, sexual 
and reproductive health, demography, gender-
based violence, technology and climate change, 
seeking to forecast the biggest challenges and 
opportunities for humanity looming just over the 
horizon. Many of the projections are disquieting 
– warranting not pessimism but vigilance.
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The ongoing climate catastrophe is expected 
to greatly exacerbate global inequalities. 
Low-income populations who have 
contributed least to climate change are most 
likely to suffer from climate-related cyclones, 
droughts, flooding, heatwaves and other 
consequences. Additionally, climate change 
is expected to trigger increased national and 
international migration, which – as this report 
has highlighted – is a significant, and growing, 
cause of marginalization, with particularly 
deleterious impacts on sexual and reproductive 
health and rights. Crisis conditions and 
service disruptions are likely to place greatest 
stress on already marginalized groups, for 
example leading to greater incidence of 
gender-based violence and harmful practices 
like child marriage. Potential threats to 
reproductive health include greater difficulty 
conceiving, greater risks of miscarriage and 
risks to both maternal and newborn health 
(UNFPA, 2024e). 

Demographic trends are also projected to 
greatly reshape the world as we know it, 
with many countries experiencing significant 
population ageing and others experiencing a 
boom in young people – a divergence likely 
to grow more extreme over time. While 
migration trends are difficult to predict, 
disparities in population growth rates, as well 
as uneven economic development and other 
factors, could potentially amplify the pace of 
global migration and related concerns over 
the health and rights of migrants. Anxiety 
over demographic changes, including the 
perceived threat of population decline and very 
low fertility in certain places, is leading some 
policymakers to push back against the values 
of the ICPD (UNFPA, 2024f ).

The many successes that have been achieved in 
the area of sexual and reproductive health and 
rights could well be put in jeopardy as the world 
grapples with these and other megatrends. In 
anticipation of these changes, countries must 
reaffirm the basic principles of the ICPD to 
ensure that the rights and services guaranteed 
by the Programme of Action are available to 
everyone – including migrants and refugees. 

Governments and societies can also address 
the rising challenges by harnessing new 
technologies. Such advances can, for example, 
go further towards ending the world’s unmet 
need for contraception and address the growing 
issue of infertility. Health systems also require 
strengthening, and opportunities are emerging 
in the form of digital health records and 
identification, and increasing access to digital 
health tools (UNFPA, 2024). Such digital 
tools offer great potential but only if the digital 
divide – the gap between those who benefit 
from information technology and those who 
do not – is eliminated or greatly reduced. The 
downsides of the digital revolution, including the 
rise in disinformation campaigns, must also be 
addressed. Digital tools and information can be 
weaponized against vulnerable groups based on 
ethnicity, sexuality or gender. And technology-
facilitated gender-based violence is taking a 
significant toll on the health, safety, and political 
and economic well-being of women and girls  – 
and society as a whole (UNFPA, 2024b). 

Finally, as Chapter 3 of this report emphasizes, 
advancing the ICPD Programme of Action and 
addressing emergent challenges require data 
systems that provide insight into demographic 
and social realities while enabling policymakers 
to anticipate the impact of megatrends. Since 
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1994, global data systems have grown stronger, 
but many national data ecosystems remain 
under-resourced. Without reliable data, none 
of the world’s challenges can be confronted 
successfully. At the same time, we must face up 
to the growing risks related to data privacy and 
misuse that accompany rapid advancements in 
data technology. And, of course, data systems 
must generate and analyse disaggregated data 
so that existing inequalities can be addressed 
(UNFPA, 2024c). As this report has shown, 
the will and capacity of governments to collect 
and analyse these data will be essential to 

addressing the inequalities that hinder full 
achievement of the ICPD and SDG agendas.

The range of possible global futures, both 
positive and negative, is vast. Indeed, while 
global challenges are growing, so too is the 
unpredictability of their possible outcomes. 
In this time of uncertainty, one fact is inescapable: 
Our fates are interwoven. Amid the most 
intractable disputes and existential concerns, 
the only way forward is through collaboration, 
solidarity, shared values, narrowed inequities 
and the assurance of hope and dignity for all.
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FEATURE

Sexual health of older adults 
emerging from the shadows

Some women arrived alone. Some 
came with friends. Some were as 
old as 70. All came for the Age of 
Love “café” at a community centre in 
Northampton, England, one Saturday 
afternoon in August 2023.

Inside, organizers played upbeat 
music while the women waited for 
the day’s programme to begin. The 
curtains were drawn for privacy. 
Some women chatted with friends 
while others sat silently.

“At fi rst, everyone was a little 
nervous, given that for the next three 
hours, the conversations would be 
about sex and health,” says Audrey 
Tang, a psychologist, educator 
and co-organizer of the event. “But 
almost immediately, people started 
opening up – and having fun,” 
Ms. Tang adds.

The event was one of a series 
in which older adults have an 
opportunity to learn in a “convivial 
and confi dential” environment about 
sexual health and get answers to 
questions about their bodies and 
sexuality as they age, according to 
University of Sheffi eld psychology 
professor Sharron Hinchliff, who 
created the Age of Love series 
in 2019.

She says the events help fi ll the 
information void often encountered 
by older adults when they want 
to fi nd out about matters such as 
menopause, erectile dysfunction, 
or the impacts of illness and 
medications on libidos.

“We keep hearing from older 
adults that there is no easy way 
to fi nd trustworthy information,” 
Prof. Hinchliff says. Part of 
the problem is that there’s an 
assumption that older adults aren’t 
sexual and therefore don’t need 
information, she explains.

 “But we know that many older adults 
are sexually active,” she adds. Many 
others would like to be but are not: 
One study in the United Kingdom in 
2019 found that about one in four 
men and one in six women between 
the ages of 55 and 74 have a health 
condition or take a medication 
affecting their sex lives (Erens and 
others, 2019). According to the 
Healthy Lifespan Institute at the 
University of Sheffi eld, the problem 
is even worse for the one in two 
people aged 65 or older living with 
two or more chronic diseases. 

“There is a large unmet need” for 
information and services among the 

United Kingdom’s older adults, Prof.
Hinchliff says. And that need is likely 
to grow as people are living longer. 
Life expectancy in the country is 
about 80 years, and today about one 
in four people is aged 60 or older 
(UN DESA, 2022a).

Older adults tell Prof. Hinchliff their 
sexual health needs and concerns 
are often neglected or ignored 
by doctors because of their age. 
“This ranged from not being told 
when it was safe to resume sexual 
intercourse after a hysterectomy 
to being advised that painful sex 
was ‘due to age’ but without being 
offered any help or advice,” Prof. 
Hinchliff says.

Anecdotal and scientifi c evidence 
show that the sexual rights of 
older adults are rarely met. In 
response, Prof. Hinchliff, along with 
University of Sheffi eld research 
associate Stephanie Ejegi-Memeh 
and Age-Friendly Sheffi eld learning 
offi cer Gilli Cliff, devised the United 
Kingdom’s fi rst Sexual Rights 
Charter for Older Adults, which aims 
“to ensure that people are treated 
with dignity and respect, and without 
discrimination, as they age when it 
comes to their sexuality”. 

Denying the sexual rights of older 
people can take many forms, 
ranging from being prevented from 
forming intimate relationships 
in care homes to being excluded 
from sexual health and education 
campaigns, including ones aimed at 
prevention and treatment of sexually 
transmitted infections.

In 2019, Age UK showed that 
between 2014 and 2018 new 
diagnoses of sexually transmitted 
infections fell by more than 7 per 
cent among men aged 20 to 24, 
yet they rose by nearly 14 per cent 
among men aged 45 to 64, and by 
23 per cent among men and women 
aged 65 or older during that same 
period (Age UK, 2019). The trend 
refl ects age-related inequalities 
in sexual health services and 
information in the United Kingdom, 
Prof. Hinchliff says.

Meanwhile, older adults are less 
likely than younger people to report 
sexual assault because of concerns 
about not being believed because 
they do not fi t the “image of the 
rape victim”, she says. And they 
may delay or avoid seeking help for 
sexual matters because they are 
painfully aware of the prevailing view 
that older people should not or do 
not have sex.

All these challenges are 
compounded for older adults who 
are gay, lesbian or transgender, are 
from racial or ethnic minorities, 
come from more conservative 
backgrounds or are from poorer 
households, Prof. Hinchliff says.

The Sexual Rights Charter is meant 
to help health-care providers, 
social workers, community groups, 
the volunteer workforce and 
policymakers better understand and 
respond to the needs of older adults. 
It is meant to “underpin” every 
initiative aimed at making Sheffi eld a 
great place for people to grow old. 

“The idea for the Charter was born 
out of frustration” because many 
issues can be easily addressed by 
asking patients simple questions 
about, for example, how a 
medication might be affecting their 
sex lives, Prof. Hinchliff explains. 
The ideas within the charter are 
now being translated into action: 
With colleagues at the University 
of Sheffi eld, Prof. Hinchliff created 
AgeSexandYou.com, a website with 
straightforward information about 

sexual health and sexuality for older 
women and men.

In 2018, the World Health 
Organization welcomed Age-
Friendly Sheffi eld, a partnership of 
organizations and individuals, into 
the global Age-friendly Cities and 
Communities network. As part of 
this network, Age-Friendly Sheffi eld 
is striving to create age-friendly 
physical and social environments. 
The café events are part of this 
effort. The fi rst events were aimed at 
women, but one in December 2023, 
“Breaking the Silence,” targeted men 
and focused on their mental health 
and well-being, including sexual 
well-being. “Men want to talk about 
these things as well,” Prof. Hinchliff 
says, “but we often don’t give them 
the chance or the right environment 
to do so.”

At the Age of Love café in Northampton, England, older adults can learn about sexual 
health in a safe and confi dential environment. © Sharron Hinchliff
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Friendly Sheffi eld, a partnership of 
organizations and individuals, into 
the global Age-friendly Cities and 
Communities network. As part of 
this network, Age-Friendly Sheffi eld 
is striving to create age-friendly 
physical and social environments. 
The café events are part of this 
effort. The fi rst events were aimed at 
women, but one in December 2023, 
“Breaking the Silence,” targeted men 
and focused on their mental health 
and well-being, including sexual 
well-being. “Men want to talk about 
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says, “but we often don’t give them 
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existing service delivery points. For example, 
integrating sexual and reproductive health 
services within HIV services has been shown 
to improve access, quality of care and health 
worker productivity, while also reducing stigma 
(Ford and others, 2021). But tailoring and 
integration need not be antonyms, and in fact 
they can be complementary. Complex care 
management programmes, for example, have 
been recommended to use the data and tools 
of existing health systems (including medical 
records analysis and patient classification 
systems) while also emphasizing the individual 
circumstances that impact service uptake and 
effectiveness, factors like precarious housing, 
transportation and social conditions (Williams 
and Fendrick, 2022). Tailored approaches, then, 
need not supplant integrated health systems. 

Tailoring and targeted approaches can take 
many forms, but key to the effort is the 
meaningful participation of members of the 
affected community. These communities can, 
for example, identify approaches that are as 
simple as translation services or targeted outreach 
efforts, or they may call for more complex and 
expensive efforts, including specially designed 
or implemented stand-alone programmes. 
These latter programmes can provoke particular 
resistance, with some critics arguing that they 
actually reinforce stigma and exclusion by 
treating certain populations as the “other”. 
Evidence, however, shows that the opposite 
can be true, with tailored programme designs 
actually granting people a space that ensures 
dignity and safety and reflects their specific 
needs, which may be different from others. 

Perhaps the most salient example of this is the 
case of HIV, which disproportionately affects 

The journey ahead
As this report acknowledges, there is no one-
size-fits-all solution. But there are approaches, 
rooted in both ample evidence and international 
agreement, that can and will advance our 
shared goals. They include intensifying our 
already agreed-upon efforts to meet the needs 
of those most left behind, ensure inclusivity 
in decision-making and leadership, advance 
both comprehensiveness and universality in 
health care and increase access to quality, 
unbiased, medically accurate reproductive health 
knowledge for all. 

Tailoring 
The needs and perspectives of people who 
are subjected to the forces of marginalization 
must be proactively incorporated into sexual 
and reproductive health care and efforts to 
secure their reproductive rights. As WHO 
acknowledged in 2009, “although poverty 
and gender signficantly influence health and 
socioeconomic development, health professionals 
are not always adequately prepared to address 
such issues in their work” (WHO, 2009). 
The research summarized throughout this 
report highlights how poverty and gender 
are just two of many factors that overlap to 
contribute to many people’s lack of access to 
and use of reproductive health care services 
and the realization of their reproductive rights. 
Addressing those gaps means looking at issues of 
inclusion, tailoring and targeting. 

One concern is that tailoring to specific groups 
seems, on a superficial level, to contradict 
efforts to implement integrated models of 
care, wherein sexual and reproductive health 
information and care are provided through 
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stigmatized communities, including sex workers, 
gay men and other men who have sex with 
men, transgender people, people who inject 
drugs and people in prisons and other enclosed 
settings. In 2021, these populations and their 
sexual partners accounted for 70 per cent of new 
HIV infections, and each of these populations 
experienced inequitable access to safe, effective 
and quality HIV services. Furthermore, the 
resulting association between these groups and 
HIV transmission contributes to a cascade of 
further rights abuses, including discrimination, 
violence and criminalization (USAID, 2022). 
One study of successful HIV prevention and 
treatment programmes in Asia highlighted 
the importance of meaningfully engaging 
with key populations in services, research 
and programming, citing as an example the 
transgender-designed and -led “Tangerine” 
community health centre in Thailand (Yang 
and others, 2020). The availability of such 
community-led services has been shown to 
result in a much greater usage of HIV diagnostic 
and treatment programmes among targeted 
groups (Nugroh and others, 2017). A meta-
analysis of HIV programmes for female sex 
workers in Africa, for instance, found that the 
key to reducing the transmission of HIV was 
consulting with the communities and targeting 
their specific needs in HIV prevention (Atuhaire 
and others, 2021).

Community inclusion, participation of the most 
left behind, bringing everyone to the table – 
these are lofty goals, but the obstacles are real 
and plentiful. One major barrier is the question 
of financial resources – a refrain that is likely 
to become even more frequent in constrained 
funding environments. But costs may not be 
the biggest barrier – indeed, Chapter 4 of this 

report highlights the extraordinary economic 
potential that can be unlocked when the sexual 
and reproductive health and rights of all people 
are realized. Instead, the attitudes, assumptions 
and divides that contribute to marginalization 
may actually be greater challenges to progress. 
From hostility towards LGBTQIA+ people, to 
poor (or even non-existent) communication with 
ethnic minorities, to neglect in implementing 
even simple measures that would improve service 
accessibility for disabled persons – the list of 
barriers is long, and while overcoming each of 
these examples would likely incur a cost, the 
arguably taller hurdle is in encouraging the 
normative and structural shifts that are required 
to effectively include marginalized people in the 
first place. 

Meanwhile, failing to listen to, and tailor to, 
the needs of these groups can incur a significant 
cost – not only in the worsened health outcomes 
of marginalized groups but also in the form of 
expenses borne by health systems. For example, 
many indigenous women in northern Canada 
have historically preferred to give birth at home 
with a midwife or other female caregiver – a 
practice that was restricted by health authorities 
concerned about the safety of midwifery 
practices. As a result, at 36 weeks of gestation, 
pregnant women and adolescents in northern 
areas often had to be flown to urban facilities 
with advanced services, incurring significant 
costs. Today, midwifery is being reintroduced 
in the north, ensuring both modern obstetrical 
quality care and preservation of traditional 
birthing preferences. Women who give birth 
under the care of a midwife in Nunavut birthing 
centres, for example, report lower stress levels, 
greater involvement in decision-making and 
better psychosocial support compared to mothers 
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who had to give birth in urban centres (Mikhail 
and others, 2021). The best-intentioned 
interventions, even those backed by abundant 
resources, do not, and cannot, achieve optimal 
results unless they involve the individuals and 
communities affected. 

Inclusivity
Key to tailoring, as the previous several examples 
highlight, is inclusive participation of the 
communities affected. But inclusivity is critical 
beyond the work of targeting communities and 
populations, and, for several reasons, it bears 
consideration as a broader approach to sexual 
and reproductive health care. 

Foremost among these reasons is that a 
community can appear collectively, to 
policymakers and programme designers, as a 
monolith when nothing could be further from 
the case. Indigenous populations in countries 
in every region of the world suffer from poorer 
health outcomes, for example (Akter and others, 
2018). Yet these groups are extraordinarily 
diverse, both within and between countries. They 
often face intersecting forms of marginalization 
– including remote locations, poverty, challenges 
communicating in national languages, 
deprivation of education and discrimination 
often linked to historical traumas. Despite such 
similarities, each is unique, and the differences 
matter when it comes to health service uptake 
and acceptability. 

Within a single indigenous group, 
socioeconomic differences can influence health 
outcomes, for example. In one study, indigenous 
women with more education were 11 times 
more likely to use maternal health services and 
23 times more likely to access antenatal care 

services during pregnancy compared with those 
who had not been to school (Islam, 2017). 
Likewise, income status was a determinant of 
whether indigenous women accessed maternal 
health services, as was exposure to mass media 
and their relationship with health workers (Akter 
and others, 2018).

The needs of indigenous communities can 
be highly variable when it comes to sexual 
and reproductive health – a topic that is both 
sensitive and deeply rooted in cultural norms. 
Preferences for giving birth at home, with 
one’s partner or with family members, can be 
powerfully influenced by culture. Preference 
for birthing positions can be cultural as well. 
Some Quechua indigenous women in Peru, 
for example, prefer vertical delivery using a 
rope suspended from a ceiling, a practice non-
standard to medical practitioners in the country 
(Gabrysch and others, 2009). And, of course, 
indigeneity is simply one example of how 
inclusive design and community participation 
are essential in creating sexual and reproductive 
health system interventions – others’ needs 
might vary based on migration status, caste, 
disability, age or other factors. 

Even more powerful than community 
participation is community leadership. 
Programmes, funding mechanisms and other 
efforts to support community leadership are 
growing, as is endorsement of this approach at 
the highest levels. In the closing weeks of 2023, 
for example, UNAIDS called for increasing 
community leadership in disaggregated data 
collection and in the provision of services for 
HIV prevention, testing and treatment. This 
announcement drew particular attention to the 
need to reach transgender people, both with 
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data-collection efforts and with HIV services 
tailored to needs as determined by transgender 
communities themselves. It was also notable for 
being the first time a Member State-led body 
adopted a consensus decision with references and 
commitments to transgender people (UNAIDS, 
2023) – thereby affirming the necessity of 
engaging with, and directing funding towards, 
a community that remains among the most 
stigmatized and marginalized in the world.

The power of representation in decision-making 
is well elaborated in studies of leadership quotas 
for women, which show positive effects for 
gender equality broadly (O’Brien and Rickne, 
2016). An example in Chapter 3 further 
illustrates the value of representation for health 
outcomes specifically: Increasing the numbers 
of female physicians and improving support 
and respect for nurses and midwives has been 
associated with improved health-care access 
and health outcomes for women (see page 72). 
Likewise, representation may be especially 
critical in the area of sexual and reproductive 
health, where stigma is a frequent barrier to care 
(Bohren and others, 2022).

More to the point, inclusion in decision-making 
means redressing power imbalances – imbalances 
that may be invisible even to those who wield 
power. Efforts to acknowledge and address 
inequities and increase inclusion are often met 
with counterclaims that they are discriminatory 

Assuit is an ancient, intricate form of metal thread embroidery 
traditionally practiced by women in northern Egypt. The Tally 
Assuit Women's Collective (TAWC) is an intergenerational 
group of artisans dedicated to keeping the craft alive. The 
TAWC are a regular participant of the International Folk Art 
Market. © Tally Assuit Women's Collective 

123



FEATURE

Ngäbe women spark a revolution 
in women’s health and equality

“It’s three hours walking,” 25-year-
old Eneida says, offering a casual 
description of the arduous mountain 
hike she had completed well into her 
ninth month of pregnancy to reach 
the maternity waiting facility, or 
casa materna. 

Eneida lives in the remote Comarca 
Ngäbe Buglé, a region inhabited by 
the Ngäbe and Buglé indigenous 
groups, located high in the 
mountains of western Panama. 
There are only a few paved roads 
in the comarca, and they are pitted 
with holes. Some residents travel by 
horse. Most walk. Many pregnant 
women give birth at home for 
this reason. It is no coincidence 
that the comarca has the highest 
maternal death rate of any region in 
the country. 

Eneida chose to wait out the fi nal 
days of her pregnancy at the Casa 
Materna de San Félix, a maternity 
waiting home that provides food, 
health care and transport to safe 
delivery services. “I like it. This place 
is very nice,” she says.

The maternity waiting home is only 
one of many sexual and reproductive 
health services introduced to the 
comarca thanks to the organized 
efforts of the Ngäbe Women’s 

Association – a group that fi rst 
convened 30 years ago with a very 
different goal. Back then, in the 
1990s, the women of the community 
were seeking something else 
entirely: a market for their crafts. 

“We began meeting and identifying 
our problems and our needs,” says 
Gertrudis Sire, president of the 
Ngäbe Women’s Association. It 
quickly became clear some of the 
biggest barriers to escaping poverty 
were not economic – they were 
reproductive. “The women in the 
community raised the problem that 
they had many children,” Ms. Sire 
recalls. She explains that whenever 
a woman was unable to feed her 
children, she referred to the problem 
as “July”, a refl ection of how routine 
it was. “‘I have a lot of July in my 
house,’ people used to say. What 
is July? It was a way to identify the 
famine that was in the community. 
They said how can we avoid that 
situation? Have fewer children.”

Other sexual and reproductive 
health needs also came to light. 
“We noticed that women were dying 
in their houses when giving birth. 
There was no plan to transport them 
because within the region there was 
no maternal and child hospital.” The 
association approached the Ministry 

of Health and UNFPA, and together 
they established a network of health 
workers to provide care and raise 
awareness about maternal health, 
contraception and child nutrition. 
Ms. Sire says, “We gave talks on 
these topics, and they felt it, they 
lived it.”

The mutually reinforcing relationship 
between gender equality, sexual and 
reproductive health, and economic 
empowerment was perhaps most 
notably recognized at the ICPD in 
1994. But the experience of the 
Ngäbe Women’s Association shows 
that this realization was also taking 
place in the most remote corners of 
the world, as women began to plan 
their families and invest in a better 
future for themselves and their 
communities. The Ngäbe Women’s 
Association worked independently 
to unleash a virtuous cycle of 
reproductive autonomy, improved 
health and reduced poverty.

Eira Carrera, an intercultural 
interpreter at the José Domingo 
De Obaldía Maternal and Infant 
Hospital, began her career as a health 
promoter in the comarca. “That was 
in ’96, ’98,” she recalls. “The topics 
we covered as health promoters 
were sexual and reproductive 
health, which involves sexually 
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transmitted infections, Pap smears, 
everything related to sexual and 
reproductive health, family planning… 
domestic violence, even responsible 
fatherhood.” The messages were 
better received among women than 
among men. While the women were 
generally eager to benefi t from family 
planning – “because that was their 
need,” Ms. Carrera says – men were 
less receptive. “Men did not want this 
resource.”

There has been progress in the 
three decades since. Asked if Ngäbe 
women would say they make their 
own decisions about contraception, 
Ms. Carrerra says, “Out of 10 women, 
roughly 8 can say yes.” But there is 
still a long way to go. The issue of 
machismo is greatly compounded 
by persistent ethnic discrimination 
facing the community. Not long ago, 
Ngäbe community members were 
expected to sit at the back of the bus 
when travelling outside the comarca. 
Even today, job opportunities are 
scarce, and many Ngäbe men 
survive as migrant labour for 
coffee plantations.

For women, this overlap between 
ethnic marginalization and gender 
inequality continues to be deadly. 
“The majority of maternal deaths are 
specifi cally because the husband 
has not been able to take his wife to 
get care,” says Humberto Rodríguez, 
a nurse in charge of the Nole Duima 
District, describing deaths among 
women whose husbands were 
travelling when they went into labour. 
“The husband is not at home at 
that moment, and the decision is 
not hers.”

Ngäbe women used to be 
disempowered by health systems as 
well, Ms. Carrera says. “Doctors took 
the fi le, treated the woman and if she 
refused, the woman did not receive 
the care she needed or she received 
it in a forced, obligatory manner that 
would violate her rights… Today, that 
has totally changed.” Ms. Carrera 
now interprets between the health 
staff, who speak Spanish, and the 
patients, who speak Ngäbe. She also 
trains hospital personnel to engage 
in a culturally sensitive way. Women 
treated with dignity and information 
will often consent to care, Ms. 
Carrera says. “If she does not accept, 
that is respected.”

She wants women to understand 
bodily autonomy extends to their 
relationships, as well. “I give a talk 
here to mothers, saying you are not 
obliged to have sexual relations with 
your husband against your will. This 
is called sexual abuse,” Ms. Carrera 

explains. “We still have to work a lot 
on that.”

But these issues are not unique 
to the Ngäbe community, Ms. Sire 
emphasizes. “The problem is 
everywhere,” she says. “There will 
always be this machismo thing… 
and discrimination will never end, 
because that is everywhere… But 
people like us in the Association, we 
have been trained by it. We already 
have an armour.” 

Eneida, the woman awaiting the 
birth of her third child, has such an 
armour – though she is open and 
smiling rather than defensive. Her 
armour is her confi dence. Asked 
whether her partner would support 
her decision about family planning, 
there is no question: “Yes. Yes. I will 
be supported. Yes,” Eneida says. 
“With whatever I want.”

Eira Carrera ensures Ngäbe women are heard and respected in the health system. 
She also teaches them about their rights. © UNFPA/Rebecca Zerzan
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to those with institutional and historical 
advantages (Pierce, 2013). This adversarial 
framing of inclusivity is counterproductive – 
not only for the disadvantaged but often for 
society as a whole. After all, gender equality 
benefits not only women and girls but men 
and boys as well, on measures ranging from 
financial stability (Ozili, 2024) to better health 
and life satisfaction (Wells and others, 2024). 
The Lancet Commission on Peaceful Societies 
through Health Equity and Gender Equality 
notes that “improvements in health equity and 
gender equality [can] strengthen human capital, 
the inclusiveness of economies, social capital, 
and governance" (Lancet Commission on 
Peaceful Societies Through Health Equity and 
Gender Equality, 2023). Efforts to achieve equity 
through inclusion can also be expected to benefit 
society more broadly. 

Comprehensive and universal
Building upon previous decades of research 
and agreement, the SDGs call for sexual 
and reproductive health services to be both 
comprehensive and universal. These are not novel 
concepts – but what is new, or newer, is growing 
optimism that both are readily achievable.

Comprehensiveness has been well elaborated 
by WHO in its guidance note on reproductive 
health, which defines a comprehensive package 
of reproductive health care as one including 
a wide range of services for contraception; 
antenatal, childbirth and postnatal care; safe 
abortion services and treatment of complications 
of unsafe abortion; prevention and treatment of 
HIV and other sexually transmitted infections; 
and services to address gender-based violence. 
In addition, health promotion is essential, 
including through provision of information and 

counselling for everyone on sexual health and 
well-being and, for young people, comprehensive 
sexuality education (WHO, 2023). 

Universal health coverage, too, has been well 
articulated within the international community. 
SDG 3.8 calls for achieving “universal health 
coverage, including financial risk protection, 
access to quality essential health-care services and 
access to safe, effective, quality and affordable 
essential medicines and vaccines for all” 
(UN DESA, 2023).

Still, both comprehensiveness and universality 
have been elusive, with persistent gaps in 
coverage negatively impacting the marginalized 
most of all. But where comprehensiveness 
or universality have been achieved, or nearly 
achieved, the contributions to equity have been 
notable. One report to the Human Rights 
Council, for instance, noted that universal health 
care is likely to have mitigated racial disparities 
in some countries (Human Rights Council, 
2020). (In fact, one of the central aims of 
universal health coverage is equity in access.)

Further, significant progress has been seen 
in many countries, underlining how readily 
achievable this goal truly is. Peru, for example, 
experienced a decade of extraordinary growth 
in reproductive health coverage starting in 
2007, when the country launched a results-
based budget initiative that allocated funds to 
maternal and neonatal health and child nutrition 
(Huicho and others, 2018). The programme 
relied primarily on domestic expenditures, with 
development assistance as a minor component 
of the financial support, and the results 
included major reductions in under-five and 
neonatal mortality.
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Advances are possible even if countries are 
unable to adopt a full package of universal and 
comprehensive sexual and reproductive health 

interventions at the same time. In 2020, for 
example, Zambia adopted a universal health 
coverage plan that includes contraceptive 

supplies and services – a 
plan that is universal if not 
yet comprehensive for all 
reproductive health services 
(PAI, 2020).

Importantly, universality must 
mean everyone. This may 
seem self-evident, but most 
countries persist in viewing 
universal health coverage as the 
goal of providing health care 
to all citizens. This excludes 
some of those most in need: 
undocumented migrants, 
temporary migrant workers, 
stateless persons and refugees, 
among others. As one study 
of the conundrum puts it, the 
world’s health experts have 
“declared that ‘all roads lead to 
universal health coverage’ yet 
undocumented migrants do not 
travel those roads” (Onarheim 
and others, 2018). Considering 
that a mass movement of people 
across borders is possible in the 
coming years, this could lead to 
an ever-expanding population 
of people excluded from health 
care. In addition to supporting 
the fundamental human right 
to health, extending health care 

In KwaZulu-Natal, South Africa, a 
yarn-bombed tree raises awareness 
for communities affected by HIV/AIDS. 
© Paula Thompson/Woza Moya
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of the International Monetary Fund Kristalina 
Georgieva said in December 2020, “One thing 
is clear: We will not go back to where we were. 
If we are to overcome the crisis and shape the 
recovery, we must move forward with a renewed 
sense of purpose and solidarity – with all people” 
(Georgieva, 2020).

Expanding accurate reproductive 
health knowledge
Empowering people to take charge of their own 
health through information and knowledge 
is as critically important as universal and 
comprehensive health care. This is especially 
true for marginalized groups, including young 
people. It will only become more important as 
technologies advance, countries’ demographic 
profiles change and health systems evolve. 

One of the main tools for expanding 
reproductive health knowledge is comprehensive 
sexuality education, the efficacy and benefits of 
which are elaborated in Chapter 4. In addition 
to generating individual and societal returns on 
investment in terms of health, education and 
productivity, comprehensive sexuality education 
can also strengthen the agency and capacity 
of marginalized youth. For example, research 
indicates quality, age-appropriate, rights-based 
comprehensive sexuality education can foster a 
young person’s sense of power, autonomy and 
belief in their own equality, as it “seeks explicitly 
to empower young people – especially girls 
and other marginalized young people – to see 
themselves and others as equal members in their 
relationships, able to protect their own health, 
and as individuals capable of engaging as active 
participants in society” (Haberland and Rogow, 
2015). In other words, effective comprehensive 
sexuality education can help young people reflect 

to all people within a country’s borders can 
have public health and economic benefits. One 
study compared two high-income countries, 
Norway and the United States, that do not 
provide coverage for undocumented migrants, 
and one middle-income country, Thailand, 
which does; it concluded that Thailand’s 
health approach is less “problematic” and more 
likely to achieve the SDG goal on universal 
health coverage (Onarheim and others, 2018). 
Other research suggests that providing health 
insurance for undocumented migrants could 
lead to lower health-care costs as a result of 
overall improvements in population health 
(Gostin, 2019).

And the issue of costs is, indeed, a central 
consideration for all countries. Today, developing 
countries are grappling with unprecedented 
levels of international debt, due to factors 
ranging from “the pandemic, a situation 
compounded by inflation, rising interest rates, 
trade tensions and constrained fiscal capacity” 
(UN DESA, 2023). Large interest payments 
are already affecting health-care spending in 48 
developing countries that are home to 3.3 billion 
people. The average low-income country now 
spends 1.4 times more on net interest payments 
than on domestic health expenditures. High-
income countries, by contrast, spend almost 
four times more on health care than on net 
interest payments (UNDP, 2023). There are, 
however, highly promising and innovative forms 
of health finance emerging that could bring 
quality, universal health coverage within reach, 
such as sovereign bonds tied to achieving specific 
health outcomes. Equally important is agreement 
(reinforced during the pandemic) that universal 
health coverage is both a moral and public 
health imperative. As the Managing Director 
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inclusive health information and interventions. 
Health-care research continues to treat men, 
and especially men in high-income countries, as 
default patients and research subjects. Research 
and development funding for maternal health 
concerns fell by 15 per cent between 2018 and 
2021, for example, a fact researchers attribute 
to the disproportionate concentration of these 
issues in low- and middle-income countries 
(Policy Cures Research, 2023). Women are 
estimated to spend 25 per cent more time in 
debilitating health than men, yet they remain 
underrepresented or inaccurately represented 
within medicine: “To understand basic female 
biology better, fundamentally new research 
tools should be developed (for example, animal 
models, computational models, patient avatars 
and humanized models) that better classify 
women’s symptoms and manifestations of 
disease (as opposed to calling those ‘atypical’),” 
a recent paper asserts (World Economic 
Forum, 2024). Investments that close the 
women’s health gap “would potentially boost 
the economy by at least $1 trillion annually 
by 2040”.

Solutions will also be required to resolve 
questions over ethically thorny advances in 
reproductive medicine and digital tools that 
are both promising and also, at the same 
time, potential threats to privacy and safety. 
Humanity’s ability to rise to these challenges 
is greatly undermined when we cannot 
agree on the facts of human development, 
reproduction, anatomy, sexuality and diversity. 
All people have the right to up-to-date, 
scientifically accurate, culturally sensitive, 
age-appropriate sexual and reproductive health 
knowledge – there should be nothing political 
or controversial about it.

critically about inequalities, including gender 
inequality, leading to more equitable decisions 
and behaviours. Despite this, support for 
comprehensive sexuality education has faltered 
in recent years (United Nations, 2023a).

And comprehensive sexuality education is only 
one way to expand access to accurate, quality 
reproductive health knowledge. Another 
requires removing outdated, biased, inaccurate 
or overly simplified information from not only 
textbooks but also medical education curricula, 
health systems and reproductive health policies. 
As Chapter 2 highlights, misinformation, 
partial information and oversimplification 
have had adverse impacts on marginalized 
people throughout history and continue to 
do so today. 

Failure to equip people – adolescents, health 
professionals, policymakers and everyone in 
between – with factual, unbiased information 
can only lead to societies that are ill equipped 
to address the concerns of the future. Global 
health systems are embracing self-care 
interventions as an increasingly critical tool 
“for every country and economic setting, as a 
critical path to reach universal health coverage, 
promote health, keep the world safe, and 
serve the vulnerable” (WHO, n.d.d). Self-
care interventions are particularly critical for 
sexual and reproductive health, where barriers 
to services include not only access to health 
facilities but also stigma and patriarchal norms. 
But for those most left behind to effectively 
benefit from self-care, they require accurate 
health information (UNFPA, 2018a).

Expanding reproductive health knowledge 
also means investing in the development of 
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Celebrate the gains, 
and commit to more
The evidence brought to light shows that the 
achievements since 1994 have been many but 
they must go further. Time and again, the world 
has seen that efforts to eliminate poor health 
outcomes and end preventable maternal deaths 
are simply not enough to overcome the barriers 
posed by inequality, discrimination, bias and 
stigma. Yet this fact offers us perhaps the best 
chance of achieving our agreed goals – those 
from both the ICPD and the 2030 Agenda – to 
realize the rights and choices of all people. 

The recent past has been one of historic 
disruptions, disruptions that triggered calls for 
justice, inspired new thinking about systemic 
inequities, and mobilized advocacy around the 
world. Indeed, when we widen the lens, zooming 
out from the recent past to the last 30 years, we 
see far more reasons for hope than despair. 

Lack of data, and especially disaggregated data, is 
an enormous hindrance, as detailed throughout 
this report – but the data we do have today, and 
the methods available to analyse them, are better 
than ever before. We must build on these gains. 
Milestone achievements – like SDG indicators 
5.6.1 and 5.6.2, which stand as some of the 
world’s first-ever measures of bodily autonomy 
and enabling legal environments – are just the 
first steps towards measuring and understanding 
the state of women’s reproductive agency.

Systems must be reformed to eliminate 
embedded and invisible forms of discrimination, 
a process that is likely to cause debate and 
discontent – yet the process has already begun, 

with the Ni Una Menos and MeToo movements 
exposing gendered power imbalances and 
movements such as Rhodes Must Fall and Black 
Lives Matter highlighting racial inequities. 

Political will is needed to direct more resources 
towards the sexual and reproductive health and 
rights of marginalized groups, seemingly a tall 
order in an increasingly polarized, politicized 
world – yet there are encouraging signs that 
policymakers are willing to address many of these 
issues head-on. In the 2023 voluntary national 
reviews (a process in which Member States 
voluntarily identify sustainable development 
priorities and efforts on the ground as part of the 
2030 Agenda for Sustainable Development), all 
of the 39 participating Member States addressed 
groups affected by marginalizing factors such as 
gender and disability, people in rural or remote 
areas and ethnic minorities. Just under half, 
49 per cent, addressed the needs of LGBTQIA+ 
persons (UNFPA, 2024g). While the reviews do 
not necessarily reflect on-the-ground change, 
they are a critical step towards transparency in 
States’ policy positions and priorities (Fukuda-
Parr and others, 2018). Strong advocacy, 
and follow-up, could therefore go a long way 
towards putting the sexual and reproductive 
health of marginalized people high on the 
development agenda. 

The issue of power must also be addressed. 
Policies, attitudes and norms around the world 
perpetuate inequities at levels both high and 
low – but change is possible, and imminent. 
In fact, this year will represent a milestone for 
elections, with more than 2 billion voters set 
to go to the polls in more than 50 countries 
(World Economic Forum, 2023). Voting matters 
because, as this report highlights, representation 
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does. This is why the world agreed 
to SDG 5.5.1, which measures the 
proportion of seats held by women 
in national parliaments and local 
governments. Voting can help lift 
up the voices of other vulnerable 
and marginalized people, as well. 

And while elections and public 
advocacy are necessary tools for 
ending marginalization, it must 
also be acknowledged that these 
tools simply do not exist in too 
many countries. In these cases, 
international standards bodies 
such as those of the United 
Nations must speak up and 
emphasize that the adoption of 
the SDG targets and the many 
human rights instruments that 
reinforce them are obligations 
of all Member States, produced 
with the agreement of those 
very governments, that must 
be implemented.

Finally, the voices of the marginalized grow 
louder every day. Rather than respond with 
alarm, we can meet their appeals with openness 
and collaboration. Impatience with what we 
have yet to achieve is justifiable and can even 
be welcomed. It is a mark of progress that 
we can identify and grapple with the forces 
that continue to push people behind. There is 
progress, too, in the fact that our expectations of 
health, rights and fairness have shifted in the past 
three decades. The world has changed; standards 
are higher. So, too, is our ability to deliver.

In the end, achievement of the world’s most 
lofty goals will mean little if we insist upon 
the simplest ways of tallying progress, with 
whole countries, communities and identities 
swallowed into a global average. We are 
capable of a more sophisticated vision, one that 
acknowledges the dignity and value of every 
individual, one which recognizes that assuring 
the rights of all people means securing the 
rights of each person. After all, the fabric of 
humanity is vast and beautiful, but it is only as 
strong as its most fragile thread. 
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Pankaja Sethi’s artwork "The Flaming Womb" examines the gap between the symbolic attributes of womanhood and the role and 
conditions of women as dictated by a patriarchal society. The piece was included as part of the Fabric of Being exhibition curated 
by SEA Junction for the Nairobi Summit on ICPD25, in 2019. © Pankaja Sethi 
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Maternal 
mortality 

ratio (MMR) 
(deaths per 
100,000 live 

births)a

Range 
of MMR 

uncertainty 
(UI 80%), 

lower 
estimatea

Range 
of MMR 

uncertainty 
(UI 80%), 

upper 
estimatea

Births attended 
by skilled health 

personnel, 
per cent

Number of 
new HIV 

infections,  
all ages,  
per 1,000 

uninfected 
population

Contraceptive prevalence rate, 
women aged 15–49, per cent

Unmet need for 
family planning, 

women aged 
15–49, per cent

Proportion 
of demand 
satisfied 

with modern 
methods, all 
women aged 

15–49

Laws and regulations 
that guarantee 

access to sexual and 
reproductive health 

care, information and 
education, per cent

Universal 
health 

coverage 
(UHC)  
service 

coverage 
index

Any method Modern method
All Married 

or in 
union

All Married 
or in 
union

All Married 
or in 
union

Countries, territories, other areas 2020 2020 2020 2004–2022 2022 2024 2024 2024 2024 2022 2021

World 223 202 255 86 0.17 50 65 46 59 9 11 78 76 68

More developed regions 12 10 14 99 0.15 58 70 52 62 7 8 80 87 84

Less developed regions 244 221 279 81 0.17 49 65 45 59 9 11 77 72 64

Least developed countries 377 338 431 65 0.34 33 43 29 38 15 20 61 71 44

UNFPA regions

Arab States 145 110 194 83 0.04 34 53 29 45 10 15 66 65 61

Asia and the Pacific 113 101 128 87 0.07 54 71 50 65 6 8 82 74 68

Eastern Europe and Central Asia 21 19 25 98 0.15 46 64 36 49 8 11 67 84 74

Latin America and the Caribbean 88 79 99 95 0.19 59 75 56 71 8 9 83 75 76

East and Southern Africa 360 313 441 70 0.83 36 45 33 42 15 20 65 72 46

West and Central Africa 750 625 986 61 0.30 21 23 18 20 17 22 47 70 40

Countries, territories, other areas 2020 2020 2020 2004–2022 2022 2024 2024 2024 2024 2022 2021

Afghanistan 620 406 1050 62 0.03 21 29 19 26 17 23 50 56 41

Albania 8 4 16 100 0.02 33 45 6 6 12 16 12 79 64

Algeria 78 41 164 99 0.05 35 60 30 52 7 11 72 – 74

Angola 222 148 330 50 0.44 17 18 16 17 26 35 37 62 37

Antigua and Barbuda 21 11 36 99 – 42 63 40 61 10 13 77 – 76

Argentina 45 38 53 99 0.09 59 71 57 68 10 11 83 92 79

Armenia 27 19 42 100 0.19 39 60 22 33 8 12 46 87 68

Aruba – – – – – – – – – – – – – –

Australia 3 2 4 96 – 59 67 57 64 8 10 85 – 87

Austria 5 4 8 98 – 66 73 64 71 5 7 89 – 85

Azerbaijan 41 22 69 100 0.05 37 58 16 24 9 13 35 – 66

Bahamas 77 51 128 99 0.15 46 66 44 65 10 12 79 – 77

Bahrain 16 13 19 100 – 29 63 20 44 5 12 59 73 76

Bangladesh 123 89 174 59 0.01 52 64 45 56 9 11 74 – 52

Barbados 39 22 61 98 0.21 51 63 47 60 12 14 75 44 77

Belarus 1 1 2 100 0.11 54 63 47 53 11 11 72 83 79

Belgium 5 4 6 – 0.04 59 67 58 67 6 8 91 – 86

Belize 130 105 161 95 0.35 46 58 43 54 14 17 72 43 68

Benin 523 397 768 78 0.11 18 20 15 16 24 30 36 91 38

Bhutan 60 40 82 99 0.08 40 62 39 60 8 12 81 83 60

Bolivia (Plurinational State of) 161 103 272 81 0.16 49 68 37 51 11 15 61 94 65

Bosnia and Herzegovina 6 4 8 100 – 39 51 20 22 9 13 42 70 66

Botswana 186 151 230 100 1.92 59 70 58 70 8 10 87 64 55

Brazil 72 57 93 98 0.24 67 80 65 78 6 7 90 – 80

Brunei Darussalam 44 30 61 100 – – – – – – – – 41 78

Bulgaria 7 5 10 95 0.03 66 81 52 60 5 6 73 62 73

Burkina Faso 264 169 394 96 0.08 30 34 29 33 19 23 60 81 40

Burundi 494 353 694 77 0.10 21 34 18 31 16 27 51 65 41

Cabo Verde 42 26 65 97 0.34 45 59 44 58 12 15 77 84 71

Cambodia 218 156 326 99 0.08 43 65 33 49 7 10 65 98 58

Cameroon 438 332 605 69 0.36 24 24 20 19 16 21 51 – 44

Tracking�progress�towards�ICPD�goals

Sexual and reproductive health

World and regional areas 2020 2020 2020 2022 2022 2024 2024 2024 2024 2022 2021
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Tracking�progress�towards�ICPD�goals

Sexual and reproductive health
Maternal 
mortality 

ratio (MMR) 
(deaths per 
100,000 live 

births)a

Range 
of MMR 

uncertainty 
(UI 80%), 

lower 
estimatea

Range 
of MMR 

uncertainty 
(UI 80%), 

upper 
estimatea

Births attended 
by skilled health 

personnel, 
per cent

Number of 
new HIV 

infections,  
all ages,  
per 1,000 

uninfected 
population

Contraceptive prevalence rate, 
women aged 15–49, per cent

Unmet need for 
family planning, 

women aged 
15–49, per cent

Proportion 
of demand 
satisfied 

with modern 
methods, all 
women aged 

15–49

Laws and regulations 
that guarantee 

access to sexual and 
reproductive health 

care, information and 
education, per cent

Universal 
health 

coverage 
(UHC)  
service 

coverage 
index

Any method Modern method
All Married 

or in 
union

All Married 
or in 
union

All Married 
or in 
union

Countries, territories, other areas 2020 2020 2020 2004–2022 2022 2024 2024 2024 2024 2022 2021

Canada 11 9 15 98 – 73 82 71 80 3 4 92 – 91

Central African Republic 835 407 1519 40 1.57 22 24 17 19 21 25 40 77 32

Chad 1063 772 1586 47 0.22 8 9 7 8 19 25 27 59 29

Chile 15 13 17 100 0.25 65 78 60 72 6 8 85 – 82

China 23 19 27 100 – 71 85 69 83 4 3 92 – 81

China, Hong Kong Special 
Administrative Region

– – – – – 49 71 46 68 8 9 81 – –

China, Macao Special 
Administrative Region

– – – – – – – – – – – – – –

Colombia 75 65 86 99 0.16 65 82 61 77 5 6 87 96 80

Comoros 217 131 367 82 0.00 21 29 17 24 19 29 44 – 48

Congo 282 194 429 91 2.89 43 46 31 30 14 18 54 55 41

Costa Rica 22 18 26 99 0.14 57 74 56 72 9 10 84 84 81

Côte d'Ivoire 480 318 730 84 0.31 27 26 23 23 21 26 49 64 43

Croatia 5 3 7 100 0.02 50 71 36 47 5 8 65 98 80

Cuba 39 35 44 100 0.18 69 72 68 71 8 9 88 – 83

Curaçao – – – – – – – – – – – – – –

Cyprus 68 47 99 99 – – – – – – – – 72 81

Czechia 3 2 5 100 0.02 62 85 55 76 4 4 84 79 84

Democratic People's Republic of Korea 107 46 249 100 – 61 75 58 72 8 8 85 83 68

Democratic Republic of the Congo 547 377 907 85 0.13 27 31 17 17 20 25 36 – 42

Denmark 5 4 6 95 0.01 64 77 61 73 5 6 88 87 82

Djibouti 234 105 530 87 – 17 32 17 31 14 25 54 – 44

Dominica – – – 100 – 46 64 44 62 10 13 78 – 49

Dominican Republic 107 87 133 99 0.37 55 68 53 66 10 13 82 – 77

Ecuador 66 52 86 99 0.11 59 80 54 73 7 6 82 92 77

Egypt 17 13 22 97 0.05 45 62 43 60 9 12 81 – 70

El Salvador 43 31 61 100 0.13 53 74 50 69 8 10 82 92 78

Equatorial Guinea 212 122 374 68 2.94 19 19 16 16 22 31 39 – 46

Eritrea 322 207 508 34 0.06 9 15 9 14 15 28 35 – 45

Estonia 5 3 9 100 0.10 58 71 50 60 5 7 78 98 79

Eswatini 240 147 417 88 4.10 53 69 52 68 9 12 84 98 56

Ethiopia 267 189 427 50 0.08 31 42 30 41 15 20 67 73 35

Fiji 38 28 55 100 0.33 35 51 30 44 12 16 65 – 58

Finland 8 6 13 100 – 79 82 74 77 3 4 91 98 86

France 8 6 10 98 0.09 66 78 64 76 4 4 91 – 85

French Guiana – – – – – – – – – – – – – –

French Polynesia – – – – – – – – – – – – – –

Gabon 227 141 383 89 0.83 39 39 31 29 18 23 55 58 49

Gambia 458 333 620 84 0.60 15 21 14 20 16 24 46 – 46

Georgia 28 22 33 100 0.14 33 48 24 35 13 18 53 94 68

Germany 4 4 5 96 – 55 68 54 67 7 9 88 87 88

Ghana 263 180 376 79 0.53 27 36 24 32 19 26 52 66 48

Greece 8 5 12 100 0.08 53 75 39 52 5 7 68 72 77

Grenada 21 12 34 100 – 47 65 44 61 10 12 77 – 70
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Maternal 
mortality 

ratio (MMR) 
(deaths per 
100,000 live 

births)a

Range 
of MMR 

uncertainty 
(UI 80%), 

lower 
estimatea

Range 
of MMR 

uncertainty 
(UI 80%), 

upper 
estimatea

Births attended 
by skilled health 

personnel, 
per cent

Number of 
new HIV 

infections,  
all ages,  
per 1,000 

uninfected 
population

Contraceptive prevalence rate, 
women aged 15–49, per cent

Unmet need for 
family planning, 

women aged 
15–49, per cent

Proportion 
of demand 
satisfied 

with modern 
methods, all 
women aged 

15–49

Laws and regulations 
that guarantee 

access to sexual and 
reproductive health 

care, information and 
education, per cent

Universal 
health 

coverage 
(UHC)  
service 

coverage 
index

Any method Modern method
All Married 

or in 
union

All Married 
or in 
union

All Married 
or in 
union

Countries, territories, other areas 2020 2020 2020 2004–2022 2022 2024 2024 2024 2024 2022 2021

Guadeloupe – – – – – 40 59 37 53 10 15 73 – –

Guam – – – – – 37 66 32 56 7 10 74 – –

Guatemala 96 85 106 70 0.07 43 65 37 55 9 12 72 – 59

Guinea 553 404 808 55 0.43 15 15 14 14 18 23 43 79 40

Guinea-Bissau 725 475 1135 54 0.59 32 24 31 24 16 19 63 80 37

Guyana 112 83 144 98 0.62 30 39 29 38 20 28 57 87 76

Haiti 350 239 550 42 0.58 29 40 27 37 23 33 52 65 54

Honduras 72 58 91 94 0.05 51 73 47 67 8 10 80 80 64

Hungary 15 11 21 100 – 50 70 45 63 7 9 80 93 79

Iceland 3 1 4 97 0.04 – – – – – – – – 89

India 103 93 110 89 0.05 51 68 45 60 6 9 78 74 63

Indonesia 173 121 271 95 0.09 44 63 42 60 8 11 82 77 55

Iran (Islamic Republic of) 22 14 32 99 0.03 58 82 47 66 3 4 77 63 74

Iraq 76 50 121 96 0.01 38 57 27 41 8 12 59 59 59

Ireland 5 4 7 100 – 65 70 63 66 6 9 89 – 83

Israel 3 2 4 – – 41 73 32 56 5 8 69 – 85

Italy 5 4 6 100 0.04 60 67 49 52 6 9 75 – 84

Jamaica 99 80 122 100 0.50 44 73 42 70 9 9 79 76 74

Japan 4 3 6 100 – 47 53 41 42 12 17 69 85 83

Jordan 41 26 62 100 0.00 31 55 23 40 8 14 58 56 65

Kazakhstan 13 10 18 100 – 43 54 40 51 10 14 76 65 80

Kenya 530 382 750 70 0.46 49 65 47 63 11 14 78 48 53

Kiribati 76 33 146 92 – 24 32 20 27 17 23 49 – 48

Kuwait 7 5 11 100 – 36 60 30 50 8 13 68 – 78

Kyrgyzstan 50 37 70 100 0.11 29 43 28 40 12 17 68 73 69

Lao People's Democratic Republic 126 92 185 64 0.14 39 62 35 55 9 13 72 96 52

Latvia 18 14 25 100 0.19 59 72 52 62 6 8 81 70 75

Lebanon 21 18 24 98 – 33 62 25 47 7 12 63 – 73

Lesotho 566 385 876 87 3.03 52 67 51 67 9 13 84 – 53

Liberia 652 499 900 84 0.24 28 28 27 27 25 31 51 – 45

Libya 72 31 165 100 – 25 41 17 27 15 25 41 – 62

Lithuania 9 5 14 100 0.06 48 72 40 58 6 8 74 87 75

Luxembourg 6 4 12 100 0.06 – – – – – – – – 83

Madagascar 392 311 517 46 0.30 42 53 38 47 13 14 69 – 35

Malawi 381 269 543 96 0.81 50 67 49 66 12 14 79 79 48

Malaysia 21 18 29 100 0.09 36 58 26 42 9 14 59 83 76

Maldives 57 40 83 100 0.01 18 24 14 19 22 29 36 93 61

Mali 440 335 581 67 0.28 19 21 19 21 21 24 47 – 41

Malta 3 2 5 100 0.09 61 79 50 63 4 5 76 – 85

Martinique – – – – – 41 61 38 56 10 14 74 – –

Mauritania 464 337 655 70 0.12 10 14 9 13 22 32 30 65 40

Mauritius 84 62 115 100 – 44 67 30 46 7 9 59 75 66

Mexico 59 46 74 97 0.16 55 74 53 71 9 10 82 86 75

Micronesia (Federated States of) 74 32 169 100 – – – – – – – – – 48
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Maternal 
mortality 

ratio (MMR) 
(deaths per 
100,000 live 

births)a

Range 
of MMR 

uncertainty 
(UI 80%), 

lower 
estimatea

Range 
of MMR 

uncertainty 
(UI 80%), 

upper 
estimatea

Births attended 
by skilled health 

personnel, 
per cent

Number of 
new HIV 

infections,  
all ages,  
per 1,000 

uninfected 
population

Contraceptive prevalence rate, 
women aged 15–49, per cent

Unmet need for 
family planning, 

women aged 
15–49, per cent

Proportion 
of demand 
satisfied 

with modern 
methods, all 
women aged 

15–49

Laws and regulations 
that guarantee 

access to sexual and 
reproductive health 

care, information and 
education, per cent

Universal 
health 

coverage 
(UHC)  
service 

coverage 
index

Any method Modern method
All Married 

or in 
union

All Married 
or in 
union

All Married 
or in 
union

Countries, territories, other areas 2020 2020 2020 2004–2022 2022 2024 2024 2024 2024 2022 2021

Mongolia 39 28 55 99 0.01 42 58 38 53 12 15 71 – 65

Montenegro 6 3 11 99 0.02 23 27 16 17 15 21 43 52 72

Morocco 72 51 96 87 0.02 43 71 37 62 7 10 75 – 69

Mozambique 127 99 157 73 3.20 29 33 28 31 18 21 60 – 44

Myanmar 179 125 292 60 0.21 35 59 34 58 8 13 80 91 52

Namibia 215 154 335 88 2.39 53 62 53 61 10 14 84 88 63

Nepal 174 125 276 77 0.02 42 55 37 49 15 21 65 48 54

Netherlands (Kingdom of the) 4 3 6 – – 63 72 61 70 5 7 89 100 85

New Caledonia – – – – – – – – – – – – – –

New Zealand 7 5 9 97 0.01 65 81 61 75 5 5 88 95 85

Nicaragua 78 54 109 94 0.08 59 82 57 79 6 6 88 75 70

Niger 441 305 655 44 0.06 12 15 12 14 16 20 41 – 35

Nigeria 1047 793 1565 51 – 18 21 14 16 15 19 43 – 38

North Macedonia 3 1 6 100 0.03 44 54 21 21 9 13 40 – 74

Norway 2 1 3 99 – 66 85 61 79 3 3 89 100 87

Oman 17 12 25 100 0.03 22 37 16 26 14 25 43 70 70

Pakistan 154 109 226 68 – 27 40 20 31 11 17 54 69 45

Panama 50 46 54 95 0.32 49 61 46 57 14 17 74 72 78

Papua New Guinea 192 126 293 56 0.65 28 39 24 33 17 24 52 – 30

Paraguay 71 60 82 92 – 60 73 56 68 8 8 83 76 72

Peru 69 59 80 95 0.17 51 77 40 58 5 6 71 85 71

Philippines 78 67 96 84 0.21 36 58 27 44 10 15 60 80 58

Poland 2 1 3 100 – 54 74 44 59 6 7 73 89 82

Portugal 12 8 18 99 0.06 59 74 51 63 5 7 79 95 88

Puerto Rico 34 25 54 – – 51 82 47 74 7 5 81 – –

Qatar 8 5 11 100 0.04 33 50 28 42 10 15 65 71 76

Republic of Korea 8 7 9 100 – 56 81 51 74 6 5 82 – 89

Republic of Moldova 12 9 17 100 0.34 49 59 40 47 12 15 65 – 71

Réunion – – – – – 52 72 50 71 8 9 84 – –

Romania 10 7 14 93 0.03 54 71 46 59 6 8 76 98 78

Russian Federation 14 9 20 100 – 49 68 42 58 7 9 75 70 79

Rwanda 259 184 383 94 0.24 40 67 37 61 9 12 76 82 49

Saint Kitts and Nevis – – – 100 – 49 61 46 57 12 14 76 – 79

Saint Lucia 73 44 127 100 – 49 61 46 58 12 14 76 33 77

Saint Vincent and the Grenadines 62 40 92 99 – 51 67 49 64 10 12 80 81 69

Samoa 59 26 137 89 – 14 22 13 20 28 42 32 22 55

San Marino – – – – – – – – – – – – – 77

Sao Tome and Principe 146 74 253 97 0.06 38 51 36 48 20 24 61 46 59

Saudi Arabia 16 11 22 95 0.04 21 33 18 27 15 24 49 – 74

Senegal 261 197 376 75 0.09 22 31 21 30 14 21 58 75 50

Serbia 10 8 14 100 0.02 49 59 29 29 7 11 51 99 72

Seychelles 3 3 4 100 – – – – – – – – – 75

Sierra Leone 443 344 587 87 0.44 28 27 28 26 19 24 58 65 41

Singapore 7 5 11 100 – 40 69 36 61 6 10 78 46 89
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Maternal 
mortality 

ratio (MMR) 
(deaths per 
100,000 live 

births)a

Range 
of MMR 

uncertainty 
(UI 80%), 

lower 
estimatea

Range 
of MMR 

uncertainty 
(UI 80%), 

upper 
estimatea

Births attended 
by skilled health 

personnel, 
per cent

Number of 
new HIV 

infections,  
all ages,  
per 1,000 

uninfected 
population

Contraceptive prevalence rate, 
women aged 15–49, per cent

Unmet need for 
family planning, 

women aged 
15–49, per cent

Proportion 
of demand 
satisfied 

with modern 
methods, all 
women aged 

15–49

Laws and regulations 
that guarantee 

access to sexual and 
reproductive health 

care, information and 
education, per cent

Universal 
health 

coverage 
(UHC)  
service 

coverage 
index

Any method Modern method
All Married 

or in 
union

All Married 
or in 
union

All Married 
or in 
union

Countries, territories, other areas 2020 2020 2020 2004–2022 2022 2024 2024 2024 2024 2022 2021

Sint Maarten (Dutch part) – – – – – – – – – – – – – –

Slovakia 5 3 6 98 0.02 55 79 47 67 5 6 79 86 82

Slovenia 5 3 7 100 – 52 79 44 67 4 5 79 – 84

Solomon Islands 122 75 197 86 – 24 33 20 27 13 18 54 – 47

Somalia 621 283 1184 32 – 8 10 2 2 17 26 9 – 27

South Africa 127 99 154 97 3.15 52 59 51 59 11 14 82 95 71

South Sudan 1223 746 2009 40 0.79 7 9 6 8 21 29 23 16 34

Spain 3 3 4 100 – 62 64 60 62 7 12 87 – 85

Sri Lanka 29 24 38 100 0.01 45 68 37 56 5 7 74 86 67

State of Palestine1 20 15 26 100 – 40 62 30 47 7 10 64 68 –

Sudan 270 174 420 78 0.09 12 17 11 16 17 27 37 57 44

Suriname 96 70 128 98 0.76 35 49 35 48 14 21 70 – 63

Sweden 5 3 6 – – 59 71 56 68 6 8 87 100 85

Switzerland 7 5 11 – – 73 73 68 68 4 7 89 94 86

Syrian Arab Republic 30 19 47 96 0.00 34 63 26 47 7 12 63 81 64

Tajikistan 17 9 31 95 0.10 25 34 23 31 16 21 57 – 67

Thailand 29 24 34 99 0.13 49 77 48 75 4 6 90 – 82

Timor-Leste 204 147 283 57 0.07 20 34 18 31 13 22 55 – 52

Togo 399 253 576 69 0.28 25 28 23 26 22 30 49 – 44

Tonga 126 55 289 98 – 20 34 17 29 14 25 50 – 57

Trinidad and Tobago 27 19 36 100 – 41 50 37 46 14 19 66 27 75

Tunisia 37 24 49 100 – 33 60 29 51 8 12 70 – 67

Türkiye 17 13 23 97 – 48 72 33 50 6 9 62 78 76

Turkmenistan 5 3 9 100 – 36 54 33 50 8 12 77 94 75

Turks and Caicos Islands – – – 100 – 37 39 36 38 19 23 64 – –

Tuvalu – – – 100 – 20 27 18 24 20 28 46 – 52

Uganda 284 191 471 74 1.21 38 51 34 45 15 20 64 – 49

Ukraine 17 13 22 100 – 54 68 45 56 6 9 75 95 76

United Arab Emirates 9 5 17 99 – 38 53 31 42 12 16 62 – 82

United Kingdom of Great Britain and 
Northern Ireland

10 8 12 – – 72 76 65 69 4 6 86 96 88

United Republic of Tanzania 238 174 381 64 0.54 38 47 34 42 15 19 64 – 43

United States of America 21 16 27 99 – 61 76 54 67 5 5 81 – 86

United States Virgin Islands – – – – – 45 75 42 70 8 8 79 – –

Uruguay 19 15 23 100 0.24 59 79 57 77 6 7 87 97 82

Uzbekistan 30 23 40 99 – 49 70 46 66 6 8 84 92 75

Vanuatu 94 43 211 89 – 38 49 33 42 15 19 62 – 47

Venezuela (Bolivarian Republic of) 259 191 381 99 – 56 76 53 72 8 9 83 – 75

Viet Nam 46 33 60 96 0.06 58 79 48 66 4 5 78 54 68

Western Sahara – – – – – – – – – – – – – –

Yemen 183 120 271 45 0.03 29 46 21 34 14 22 51 65 42

Zambia 135 100 201 80 1.86 38 54 37 52 15 17 70 91 56

Zimbabwe 357 255 456 86 1.12 51 70 50 69 8 9 86 73 55
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NOTES
– Data not available.
a The MMR has been rounded according to the following scheme: <100, rounded to 

nearest 1; 100-999, rounded to nearest 1; and ≥1000, rounded to nearest 10.
¹  On 29 November 2012, the United Nations General Assembly passed Resolution 

67/19, which accorded Palestine “non-member observer State status in the 
United Nations...”

DEFINITIONS OF THE INDICATORS
Maternal mortality ratio: Number of maternal deaths during a given 
time period per 100,000 live births during the same time period (SDG 
indicator 3.1.1). 

Births attended by skilled health personnel: Percentage of births attended 
by skilled health personnel (doctor, nurse or midwife) (SDG indicator 3.1.2). 

Number of new HIV infections, all ages, per 1,000 uninfected population: 
Number of new HIV infections per 1,000 person-years among the uninfected 
population (SDG indicator 3.3.1). 

Contraceptive prevalence rate: Percentage of women aged 15 to 49 years 
who are currently using any method of contraception.

Contraceptive prevalence rate, modern method: Percentage of women aged 
15 to 49 years who are currently using any modern method of contraception.

Unmet need for family planning: Percentage of women aged 15 to 
49 years who want to stop or delay childbearing but are not using a method 
of contraception.

Proportion of demand satisfied with modern methods: Percentage of 
total demand for family planning among women aged 15 to 49 years that is 
satisfied by the use of modern contraception (SDG indicator 3.7.1). 

Laws and regulations that guarantee access to sexual and reproductive 
health care, information and education: The extent to which countries have 
national laws and regulations that guarantee full and equal access to women 
and men aged 15 years and older to sexual and reproductive health care, 
information and education (SDG indicator 5.6.2). 

Universal health coverage (UHC) service coverage index: Average coverage 
of essential services based on tracer interventions that include reproductive, 
maternal, newborn and child health, infectious diseases, non-communicable 
diseases and service capacity and access, among the general and the most 
disadvantaged population (SDG indicator 3.8.1).

MAIN DATA SOURCES
Maternal mortality ratio: United Nations Maternal Mortality Estimation  
Inter-agency Group (WHO, UNICEF, UNFPA, The World Bank and United 
Nations Population Division), 2023.

Births attended by skilled health personnel: Joint global database on skilled 
attendance at birth. UNICEF and WHO, 2023. Regional aggregates calculated 
by UNFPA based on data from the joint global database.

Number of new HIV infections, all ages, per 1,000 uninfected population: 
HIV Estimates. UNAIDS, 2023.

Contraceptive prevalence rate: United Nations Population Division, 2022. 

Contraceptive prevalence rate, modern method: United Nations Population 
Division, 2022.

Unmet need for family planning: United Nations Population Division, 2022. 

Proportion of demand satisfied with modern methods: United Nations 
Population Division, 2022.

Laws and regulations that guarantee access to sexual and reproductive 
health care, information and education: UNFPA, 2022.

Universal health coverage (UHC) service coverage index: WHO, 2023.
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Adolescent 
birth rate  
per 1,000 
girls aged 

15–19

Child 
marriage 

by age 18, 
per cent

Female genital 
mutilation 
prevalence 

among women 
aged 15–49, 

per cent

Intimate 
partner 

violence, past 
12 months, 

per cent

Decision-making 
on sexual and 
reproductive 
health and 

reproductive 
rights, per cent

Decision-
making on 

women’s own 
health care, 

per cent

Decision-
making on 

contraceptive 
use, per cent

Decision-
making 

on sexual 
intercourse, 

per cent

Total net 
enrolment 
rate, lower 
secondary 
education, 
per cent

Gender parity 
index, total 

net enrolment 
rate, lower 
secondary 
education

Total net 
enrolment 
rate, upper 
secondary 
education, 
per cent

Gender parity 
index, total 

net enrolment 
rate, upper 
secondary 
education

Countries, territories, other areas 2000–2023 2006–2023 2004–2022 2018 2007–2022 2007–2022 2007–2022 2007–2022 2017–2023 2017–2023 2017–2023 2017–2023

World 41 19 – 13 56 75 89 76 85 1.00 67 1.01

More developed regions 10 4 – – 82 97 95 87 99 1.00 95 1.01

Less developed regions 45 22 – – 56 75 89 75 83 1.00 63 1.01

Least developed countries 90 38 – 22 47 68 88 69 – – 44 0.90

UNFPA regions

Arab States 42 17 54 15 58 92 91 67 82 0.95 60 0.92

Asia and the Pacific 24 18 – 13 63 79 91 81 87 1.02 66 1.06

Eastern Europe and Central Asia 18 10 – 9 70 89 91 81 98 1.00 84 0.99

Latin America and the Caribbean 51 21 – 8 72 86 91 90 94 1.02 79 1.03

East and Southern Africa 92 30 – 24 48 76 88 67 – – – –

West and Central Africa 101 33 18 15 26 44 80 55 61 0.97 41 0.87

Countries, territories, other areas 2000–2023 2006–2023 2004–2022 2018 2007–2022 2007–2022 2007–2022 2007–2022 2017–2023 2017–2023 2017–2023 2017–2023

Afghanistan 62 29 – 35 – – – – – – 45 0.56

Albania 12 12 – 6 62 92 83 77 96 0.94 85 0.96

Algeria 11 4 – – – – – – 97 0.99 83 1.11

Angola 163 30 – 25 39 75 74 62 – – – –

Antigua and Barbuda 33 – – – – – – – 100 – 95 0.99

Argentina 28 16 – 5 – – – – 99 – 96 1.10

Armenia 13 5 – 5 62 96 83 75 100 0.99 97 1.06

Aruba 13 – – – – – – – – – – –

Australia 7 – – 3 – – – – 98 1.01 94 1.05

Austria 4 – – 4 – – – – 98 1.00 89 1.00

Azerbaijan 37 11 – 5 – – – – 87 0.99 80 0.96

Bahamas 26 – – – – – – – 86 0.99 63 1.01

Bahrain 9 – – – 87 93 92 79 97 1.00 98 0.98

Bangladesh 68 51 – 23 64 77 94 86 82 1.15 79 0.91

Barbados 48 29 – – – – – – 99 1.00 93 1.01

Belarus 12 5 – 6 – – – – 94 0.97 88 1.01

Belgium 4 0 – 5 – – – – 99 1.00 99 1.00

Belize 51 34 – 8 – – – – 94 0.99 71 1.11

Benin 84 28 9 15 32 52 66 58 55 0.91 31 0.78

Bhutan 10 26 – 9 – – – – 85 1.15 67 1.15

Bolivia (Plurinational State of) 71 20 – 18 – – – – 89 1.01 80 1.01

Bosnia and Herzegovina 10 4 – 3 – – – – 94 0.97 79 1.03

Botswana 50 – – 17 – – – – 86 1.08 57 0.98

Brazil 43 26 – 7 – – – – 96 1.01 89 1.05

Brunei Darussalam 9 – – – – – – – 99 1.01 68 1.06

Bulgaria 39 – – 6 – – – – 90 1.00 82 0.95

Burkina Faso 93 51 56 11 20 32 91 62 46 1.14 27 1.16

Burundi 58 19 – 22 40 72 88 60 59 1.06 42 1.17

Cabo Verde 40 8 – 11 – – – – 83 0.99 74 1.07

Cambodia 48 18 – 9 80 92 93 91 95 1.09 57 1.12

Cameroon 105 30 1 22 35 55 74 67 53 0.93 35 0.86
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Adolescent 
birth rate  
per 1,000 
girls aged 

15–19

Child 
marriage 

by age 18, 
per cent

Female genital 
mutilation 
prevalence 

among women 
aged 15–49, 

per cent

Intimate 
partner 

violence, past 
12 months, 

per cent

Decision-making 
on sexual and 
reproductive 
health and 

reproductive 
rights, per cent

Decision-
making on 

women’s own 
health care, 

per cent

Decision-
making on 

contraceptive 
use, per cent

Decision-
making 

on sexual 
intercourse, 

per cent

Total net 
enrolment 
rate, lower 
secondary 
education, 
per cent

Gender parity 
index, total 

net enrolment 
rate, lower 
secondary 
education

Total net 
enrolment 
rate, upper 
secondary 
education, 
per cent

Gender parity 
index, total 

net enrolment 
rate, upper 
secondary 
education

Countries, territories, other areas 2000–2023 2006–2023 2004–2022 2018 2007–2022 2007–2022 2007–2022 2007–2022 2017–2023 2017–2023 2017–2023 2017–2023

Canada 5 – – 3 – – – – 100 – 87 0.98

Central African Republic 184 61 22 21 – – – – 43 0.68 17 0.60

Chad 138 61 34 16 27 47 81 63 41 0.72 25 0.57

Chile 16 – – 6 – – – – 99 0.99 98 0.99

China 6 3 – 8 – – – – – – – –

China, Hong Kong Special 
Administrative Region

1 – – 3 – – – – 99 0.97 94 0.99

China, Macao Special 
Administrative Region

0 – – – – – – – 90 0.97 82 1.06

Colombia 47 23 – 12 – – – – 96 1.01 87 1.03

Comoros 74 21 – 8 21 47 71 47 87 1.02 52 1.07

Congo 111 27 – – 27 41 87 71 70 0.94 58 0.92

Costa Rica 26 17 – 7 – – – – 95 1.01 92 1.03

Côte d'Ivoire 96 26 37 16 25 43 82 67 43 1.01 45 0.92

Croatia 7 – – 4 – – – – 99 – 92 1.05

Cuba 47 29 – 5 – – – – 92 1.00 83 1.05

Curaçao 18 – – – – – – – 99 – 88 1.02

Cyprus 6 – – 3 – – – – 100 – 96 1.00

Czechia 7 – – 4 – – – – 98 1.00 95 1.01

Democratic People's Republic 
of Korea 1 0 – – – – – – – – – –

Democratic Republic of the Congo 109 29 – 36 31 47 85 74 – – – –

Denmark 1 1 – 3 – – – – 99 1.00 93 1.01

Djibouti 21 7 90 – – – – – 49 0.86 36 0.91

Dominica 50 – – – – – – – 81 0.95 77 0.92

Dominican Republic 77 32 – 10 77 88 92 93 89 1.01 68 1.09

Ecuador 52 22 – 8 87 100 92 95 99 1.02 80 1.02

Egypt 50 16 87 15 – – – – 95 1.00 72 0.95

El Salvador 50 20 – 6 – – – – – – 57 1.07

Equatorial Guinea 176 30 – 29 – – – – – – – –

Eritrea 76 41 83 – – – – – 59 0.86 45 0.86

Estonia 6 – – 4 – – – – 98 1.00 94 1.01

Eswatini 87 2 – 18 49 72 89 74 – – – –

Ethiopia 72 40 65 27 38 82 90 46 50 0.99 33 0.96

Fiji 31 4 – 23 62 86 84 77 89 0.81 73 1.13

Finland 3 0 – 8 – – – – 98 1.00 96 1.01

France 6 – – 5 – – – – 100 1.00 96 1.01

French Guiana 58 – – – – – – – – – – –

French Polynesia 23 – – – – – – – – – – –

Gabon 100 13 – 22 48 60 90 86 64 1.03 53 1.05

Gambia 65 23 73 10 19 49 87 45 80 1.18 55 1.25

Georgia 22 14 – 3 82 95 98 88 99 – 99 1.01

Germany 6 – – – – – – – 99 1.01 89 0.98

Ghana 63 16 2 10 52 82 90 72 91 0.99 66 0.94

Greece 7 – – 5 – – – – 98 1.00 94 1.02
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Adolescent 
birth rate  
per 1,000 
girls aged 

15–19

Child 
marriage 

by age 18, 
per cent

Female genital 
mutilation 
prevalence 

among women 
aged 15–49, 

per cent

Intimate 
partner 

violence, past 
12 months, 

per cent

Decision-making 
on sexual and 
reproductive 
health and 

reproductive 
rights, per cent

Decision-
making on 

women’s own 
health care, 

per cent

Decision-
making on 

contraceptive 
use, per cent

Decision-
making 

on sexual 
intercourse, 

per cent

Total net 
enrolment 
rate, lower 
secondary 
education, 
per cent

Gender parity 
index, total 

net enrolment 
rate, lower 
secondary 
education

Total net 
enrolment 
rate, upper 
secondary 
education, 
per cent

Gender parity 
index, total 

net enrolment 
rate, upper 
secondary 
education

Countries, territories, other areas 2000–2023 2006–2023 2004–2022 2018 2007–2022 2007–2022 2007–2022 2007–2022 2017–2023 2017–2023 2017–2023 2017–2023

Grenada 30 – – 8 – – – – 91 1.07 86 0.96

Guadeloupe 8 – – – – – – – – – – –

Guam 35 – – – – – – – – – – –

Guatemala 65 30 – 7 65 77 91 89 63 0.95 35 1.04

Guinea 128 47 95 21 15 41 76 40 47 0.78 27 0.67

Guinea-Bissau 84 26 52 – – – – – – – – –

Guyana 65 32 – 11 71 92 90 83 83 1.04 62 1.09

Haiti 55 15 – 12 57 76 93 79 – – – –

Honduras 97 34 – 7 70 84 88 94 53 1.10 39 1.18

Hungary 19 – – 6 – – – – 95 1.00 87 1.01

Iceland 3 – – 3 – – – – 99 1.00 85 1.01

India 11 23 – 18 66 82 92 83 85 1.01 57 1.01

Indonesia 36 16 – 9 – – – – 95 1.07 82 0.95

Iran (Islamic Republic of) 24 17 – 18 – – – – 95 0.97 81 0.98

Iraq 70 28 7 – – – – – – – – –

Ireland 4 – – 3 – – – – 100 – 99 1.02

Israel 7 – – 6 – – – – 97 1.00 95 1.02

Italy 3 – – 4 – – – – 99 1.00 95 1.00

Jamaica 36 8 – 7 – – – – 82 1.04 77 0.98

Japan 2 – – 4 – – – – 100 – 98 1.02

Jordan 17 10 – 14 58 92 91 67 74 0.98 62 1.05

Kazakhstan 20 7 – 6 – – – – 98 1.00 70 1.08

Kenya 44 13 15 23 65 87 92 77 – – – –

Kiribati 51 18 – 25 – – – – – – – –

Kuwait 2 – – – – – – – – – – –

Kyrgyzstan 30 13 – 13 77 94 95 85 94 0.98 73 1.04

Lao People's Democratic Republic 83 33 – 8 – – – – 66 1.01 46 0.93

Latvia 9 – – 6 – – – – 99 1.01 94 1.02

Lebanon 17 6 – – – – – – – – – –

Lesotho 49 16 – 17 61 90 93 71 83 1.08 63 1.11

Liberia 131 25 32 27 59 79 84 82 60 1.02 61 1.03

Libya 11 – – – – – – – – – – –

Lithuania 6 0 – 5 – – – – 100 – 99 1.02

Luxembourg 3 – – 4 – – – – 96 1.00 85 1.05

Madagascar 143 39 – – 72 87 93 88 65 1.02 31 1.00

Malawi 136 38 – 17 45 68 91 69 76 0.99 30 0.62

Malaysia 6 – – – – – – – 89 1.03 67 1.10

Maldives 5 2 13 6 54 89 84 70 96 1.06 55 1.14

Mali 145 54 89 18 5 20 66 26 45 0.86 24 0.74

Malta 10 – – 4 – – – – 98 0.99 90 1.02

Martinique 9 – – – – – – – – – – –

Mauritania 90 37 64 – 25 63 79 44 67 1.04 38 1.04

Mauritius 20 – – – – – – – 95 1.01 77 1.10

Mexico 44 21 – 10 – – – – 92 1.03 69 1.11
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Adolescent 
birth rate  
per 1,000 
girls aged 

15–19

Child 
marriage 

by age 18, 
per cent

Female genital 
mutilation 
prevalence 

among women 
aged 15–49, 

per cent

Intimate 
partner 

violence, past 
12 months, 

per cent

Decision-making 
on sexual and 
reproductive 
health and 

reproductive 
rights, per cent

Decision-
making on 

women’s own 
health care, 

per cent

Decision-
making on 

contraceptive 
use, per cent

Decision-
making 

on sexual 
intercourse, 

per cent

Total net 
enrolment 
rate, lower 
secondary 
education, 
per cent

Gender parity 
index, total 

net enrolment 
rate, lower 
secondary 
education

Total net 
enrolment 
rate, upper 
secondary 
education, 
per cent

Gender parity 
index, total 

net enrolment 
rate, upper 
secondary 
education

Countries, territories, other areas 2000–2023 2006–2023 2004–2022 2018 2007–2022 2007–2022 2007–2022 2007–2022 2017–2023 2017–2023 2017–2023 2017–2023

Micronesia (Federated States of) 33 – – 21 – – – – 83 1.03 62 1.08

Mongolia 21 12 – 12 63 85 84 80 96 1.02 88 1.07

Montenegro 9 6 – 4 – – – – 98 0.98 87 1.02

Morocco 22 14 – 11 – – – – 96 0.97 77 0.99

Mozambique 158 53 – 16 49 77 85 67 59 0.93 42 0.88

Myanmar 36 16 – 11 67 85 98 81 88 1.07 63 1.17

Namibia 64 7 – 16 71 91 83 93 100 1.00 88 0.95

Nepal 71 35 – 11 63 72 91 91 96 0.94 81 1.03

Netherlands 2 – – 5 – – – – 100 1.00 95 1.02

New Caledonia 11 – – – – – – – – – – –

New Zealand 11 – – 4 – – – – 98 1.00 95 1.01

Nicaragua 79 35 – 6 – – – – – – – –

Niger 150 76 2 13 7 21 77 35 25 0.96 10 0.85

Nigeria 75 30 15 13 29 46 81 56 – – – –

North Macedonia 14 8 – 4 88 98 99 90 – – – –

Norway 1 0 – 4 – – – – 100 1.00 95 1.01

Oman 6 4 – – – – – – 86 1.01 76 0.99

Pakistan 41 18 – 16 31 52 85 55 72 0.82 51 0.84

Panama 62 26 – 8 79 94 89 95 88 1.02 57 1.08

Papua New Guinea 68 27 – 31 57 86 84 76 69 0.93 43 0.83

Paraguay 72 22 – 6 – – – – 82 1.01 73 1.06

Peru 34 14 – 11 – – – – 98 1.00 84 0.99

Philippines 47 9 – 6 82 95 91 92 89 1.05 82 1.10

Poland 6 – – 3 – – – – 97 1.00 96 1.01

Portugal 6 – – 4 – – – – 100 1.00 100 1.00

Puerto Rico 13 – – – – – – – 94 1.04 86 0.98

Qatar 5 4 – – – – – – 98 1.00 90 0.99

Republic of Korea 0 – – 8 – – – – 100 1.00 96 0.99

Republic of Moldova 27 12 – 9 73 96 96 79 100 – 85 1.04

Réunion 15 – – – – – – – – – – –

Romania 34 7 – 7 – – – – 89 0.99 77 1.02

Russian Federation 13 6 – – – – – – 100 1.00 57 0.95

Rwanda 31 6 – 24 61 83 95 76 91 1.06 56 1.06

Saint Kitts and Nevis 74 – – – – – – – – – 95 –

Saint Lucia 24 24 – – – – – – 87 1.09 76 1.02

Saint Vincent and the Grenadines 37 – – – – – – – 98 – 97 1.02

Samoa 55 7 – 18 – – – – 100 1.00 77 1.15

San Marino 1 – – – – – – – 94 0.99 40 0.81

Sao Tome and Principe 86 28 – 18 46 69 78 79 – – – –

Saudi Arabia 8 – – – – – – – 99 1.00 99 1.00

Senegal 67 31 25 12 6 27 81 18 38 1.18 19 1.20

Serbia 13 6 – 4 96 100 98 98 95 1.00 84 1.05

Seychelles 46 – – – – – – – 96 1.03 87 1.14

Sierra Leone 102 30 83 20 28 44 78 68 82 1.05 58 1.01
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Adolescent 
birth rate  
per 1,000 
girls aged 

15–19

Child 
marriage 

by age 18, 
per cent

Female genital 
mutilation 
prevalence 

among women 
aged 15–49, 

per cent

Intimate 
partner 

violence, past 
12 months, 

per cent

Decision-making 
on sexual and 
reproductive 
health and 

reproductive 
rights, per cent

Decision-
making on 

women’s own 
health care, 

per cent

Decision-
making on 

contraceptive 
use, per cent

Decision-
making 

on sexual 
intercourse, 

per cent

Total net 
enrolment 
rate, lower 
secondary 
education, 
per cent

Gender parity 
index, total 

net enrolment 
rate, lower 
secondary 
education

Total net 
enrolment 
rate, upper 
secondary 
education, 
per cent

Gender parity 
index, total 

net enrolment 
rate, upper 
secondary 
education

Countries, territories, other areas 2000–2023 2006–2023 2004–2022 2018 2007–2022 2007–2022 2007–2022 2007–2022 2017–2023 2017–2023 2017–2023 2017–2023

Singapore 3 0 – 2 – – – – 100 1.00 99 1.00

Sint Maarten (Dutch part) – – – – – – – – – – – –

Slovakia 26 – – 6 – – – – 97 1.00 91 1.00

Slovenia 3 – – 3 – – – – 99 1.00 97 1.01

Solomon Islands 78 21 – 28 – – – – – – – –

Somalia 116 45 99 – – – – – – – – –

South Africa 71 4 – 13 61 94 85 72 92 1.01 91 1.11

South Sudan 158 52 – 27 – – – – – – – –

Spain 5 – – 3 – – – – 97 1.01 95 1.02

Sri Lanka 17 10 – 4 – – – – 97 1.01 86 1.08

State of Palestine1 43 13 – 19 – – – – 95 1.02 76 1.16

Sudan 87 34 87 17 – – – – 70 0.96 51 1.07

Suriname 46 36 – 8 – – – – – – – –

Sweden 2 – – 6 – – – – 100 1.00 97 1.00

Switzerland 1 – – 2 – – – – 100 1.00 92 0.99

Syrian Arab Republic 54 13 – – – – – – 48 1.08 27 1.17

Tajikistan 42 9 – 14 27 47 79 54 – – – –

Thailand 24 17 – 9 – – – – 98 1.01 98 1.10

Timor-Leste 42 15 – 28 36 93 92 40 87 1.09 74 1.10

Togo 79 25 3 13 30 47 84 75 82 0.95 46 0.77

Tonga 30 10 – 17 – – – – 99 1.08 82 1.19

Trinidad and Tobago 36 4 – 8 – – – – – – 67 0.99

Tunisia 4 2 – 10 – – – – – – – –

Türkiye 12 15 – 12 – – – – 100 1.00 92 1.00

Turkmenistan 22 6 – – 59 85 90 70 99 1.01 83 1.00

Turks and Caicos Islands 18 23 – – – – – – 87 0.86 85 0.76

Tuvalu 44 2 – 20 – – – – 93 1.06 56 1.25

Uganda 111 34 0 26 58 74 88 86 51 0.98 25 0.83

Ukraine 13 9 – 9 81 98 95 86 89 1.01 78 1.07

United Arab Emirates 3 – – – – – – – – – 73 1.36

United Kingdom of Great Britain 
and Northern Ireland

8 0 – 4 – – – – 97 1.00 95 1.02

United Republic of Tanzania 112 29 8 24 50 74 85 68 49 1.07 16 0.86

United States of America 14 – – 6 – – – – 99 1.01 95 1.03

United States Virgin Islands 25 – – – – – – – – – – –

Uruguay 27 25 – 4 – – – – 97 1.02 90 1.06

Uzbekistan 36 3 – – 70 89 90 85 100 1.00 73 1.01

Vanuatu 81 21 – 29 – – – – 95 0.95 75 1.06

Venezuela (Bolivarian Republic of) 76 – – 9 – – – – 83 1.03 72 1.12

Viet Nam 29 15 – 10 – – – – 98 1.02 95 0.93

Western Sahara – – – – – – – – – – – –

Yemen 77 30 19 – – – – – – – – –

Zambia 135 29 – 28 47 81 87 64 – – – –

Zimbabwe 87 34 – 18 60 87 93 72 77 – 37 –
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NOTES

– Data not available.

¹  On 29 November 2012, the United Nations General Assembly passed 
Resolution 67/19, which accorded Palestine “non-member observer State 
status in the United Nations...”

DEFINITIONS OF THE INDICATORS

Adolescent birth rate: Number of births per 1,000 adolescent girls aged 
15 to 19 (SDG indicator 3.7.2).

Child marriage by age 18: Proportion of women aged 20 to 24 years who 
were married or in a union before age 18 (SDG indicator 5.3.1).

Female genital mutilation prevalence among women aged 15–49: 
Proportion of women aged 15 to 49 years who have undergone female 
genital mutilation (SDG indicator 5.3.2).

Intimate partner violence, past 12 months: Percentage of ever-partnered 
women and girls aged 15 to 49 years who have experienced physical and/
or sexual partner violence in the previous 12 months (SDG indicator 5.2.1).

Decision-making on sexual and reproductive health and reproductive 
rights: Percentage of women aged 15 to 49 years who are married (or 
in a union), who make their own decisions on three areas – their health 
care, use of contraception, and sexual intercourse with their partners (SDG 
indicator 5.6.1).

Decision-making on women's own health care: Percentage of women 
aged 15 to 49 years who are married (or in a union), who make their own 
decisions on their health care (SDG indicator 5.6.1).

Decision-making on contraceptive use: Percentage of women aged 15 to 
49 years who are married (or in a union), who make their own decisions on 
use of contraception (SDG indicator 5.6.1).

Decision-making on sexual intercourse: Percentage of women aged 15 to 
49 years who are married (or in a union), who make their own decisions on 
sexual intercourse with their partners (SDG indicator 5.6.1).

Total net enrolment rate, lower secondary education: Total number of 
students of the official age group for lower secondary education who 
are enrolled in any level of education, expressed as a percentage of the 
corresponding population.

Gender parity index, total net enrolment rate, lower secondary education: 
Ratio of female to male values of total net enrolment rate for lower 
secondary education.

Total net enrolment rate, upper secondary education: Total number of 
students of the official age group for upper secondary education who 
are enrolled in any level of education, expressed as a percentage of the 
corresponding population.

Gender parity index, total net enrolment rate, upper secondary education: 
Ratio of female to male values of total net enrolment rate for upper 
secondary education.

MAIN DATA SOURCES

Adolescent birth rate: United Nations Population Division, 2024. Regional 
aggregates are from World Population Prospects 2022. United Nations 
Population Division, 2022.

Child marriage by age 18: UNICEF, 2024. Regional aggregates calculated 
by UNFPA based on data from UNICEF.

Female genital mutilation prevalence among women aged 15–49: UNICEF, 
2024. Regional aggregates calculated by UNFPA based on data from 
UNICEF.

Intimate partner violence, past 12 months: Violence Against Women Inter-
Agency Group on Estimation and Data (WHO, UN Women, UNICEF, United 
Nations Statistics Division, United Nations Office on Drugs and Crime, and 
UNFPA), 2021.

Decision-making on sexual and reproductive health and reproductive 
rights: UNFPA, 2024.

Decision-making on women's own health care: UNFPA, 2024.

Decision-making on contraceptive use: UNFPA, 2024.

Decision-making on sexual intercourse: UNFPA, 2024.

Total net enrolment rate, lower secondary education: UNESCO Institute for 
Statistics, 2024.

Gender parity index, total net enrolment rate, lower secondary education: 
UNESCO Institute for Statistics, 2024.

Total net enrolment rate, upper secondary education: UNESCO Institute for 
Statistics, 2024.

Gender parity index, total net enrolment rate, upper secondary education: 
UNESCO Institute for Statistics, 2024.
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POPULATION POPULATION 
CHANGE

POPULATION COMPOSITION FERTILITY LIFE EXPECTANCY 

Total population, 
millions

Population  
annual doubling  

time, years

Population 
aged 0–14, 

per cent

Population 
aged 10–19, 

per cent

Population 
aged 10–24, 

per cent

Population 
aged 15–64, 

per cent

Population 
aged 65  

and older,  
per cent

Total  
fertility rate, 
per woman

Life expectancy  
at birth, years,  

2024

Countries, territories, other areas 2024 2024 2024 2024 2024 2024 2024 2024 male female

World 8,119 77 25 16 24 65 10 2.3 71 76

More developed regions 1,277 – 16 11 17 64 21 1.5 78 83

Less developed regions 6,842 66 26 17 25 65 8 2.4 70 75

Least developed countries 1,178 31 38 22 31 58 4 3.8 64 69

UNFPA regions

Arab States 476 39 32 20 28 63 5 3.0 70 75

Asia and the Pacific 4,204 108 22 16 23 68 10 1.9 72 77

Eastern Europe and Central Asia 250 71 23 15 21 66 11 2.1 72 79

Latin America and the Caribbean 666 94 23 16 24 68 10 1.8 73 79

East and Southern Africa 688 28 40 23 32 56 3 4.1 62 67

West and Central Africa 516 28 42 23 33 55 3 4.8 57 59

Countries, territories, other areas 2024 2024 2024 2024 2024 2024 2024 2024 male female

Afghanistan 43.4 26 43 24 34 55 2 4.3 62 68

Albania 2.8 – 16 12 18 66 18 1.4 78 82

Algeria 46.3 49 30 17 24 63 7 2.7 76 79

Angola 37.8 23 45 24 32 53 3 5.0 61 66

Antigua and Barbuda 0.1 127 18 13 20 71 12 1.6 77 82

Argentina 46.1 113 22 16 23 65 12 1.9 75 81

Armenia 2.8 – 20 13 19 65 14 1.6 71 80

Aruba1 0.1 – 15 13 19 67 18 1.2 74 80

Australia2 26.7 71 18 12 18 65 18 1.6 82 86

Austria 9.0 – 14 10 15 65 21 1.5 81 85

Azerbaijan3 10.5 – 22 16 22 70 8 1.6 71 77

Bahamas 0.4 111 18 14 23 72 10 1.4 71 78

Bahrain 1.5 79 20 13 18 76 4 1.8 80 82

Bangladesh 174.7 70 25 18 27 68 6 1.9 72 77

Barbados 0.3 – 16 12 19 66 17 1.6 76 80

Belarus 9.5 – 16 12 17 65 18 1.5 70 80

Belgium 11.7 – 16 12 17 63 20 1.6 81 85

Belize 0.4 50 27 18 28 68 5 2.0 72 78

Benin 14.1 26 42 23 31 55 3 4.7 60 63

Bhutan 0.8 111 21 17 26 73 7 1.4 71 75

Bolivia (Plurinational State of) 12.6 49 30 20 29 65 5 2.5 66 72

Bosnia and Herzegovina 3.2 – 15 10 16 66 19 1.3 76 80

Botswana 2.7 43 32 20 28 64 4 2.7 64 69

Brazil 217.6 127 20 14 21 70 11 1.6 73 79

Brunei Darussalam 0.5 97 21 15 22 72 7 1.7 73 77

Bulgaria 6.6 – 14 10 15 64 22 1.6 73 79

Burkina Faso 23.8 28 43 24 34 55 3 4.5 59 63

Burundi 13.6 26 44 26 34 53 3 4.8 61 65

Cabo Verde 0.6 72 25 18 26 69 6 1.9 73 81

Cambodia 17.1 68 28 19 27 65 6 2.3 69 74

Cameroon 29.4 27 42 23 32 56 3 4.2 61 64

World and regional areas
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POPULATION POPULATION 
CHANGE

POPULATION COMPOSITION FERTILITY LIFE EXPECTANCY 

Total population, 
millions

Population  
annual doubling  

time, years

Population 
aged 0–14, 

per cent

Population 
aged 10–19, 

per cent

Population 
aged 10–24, 

per cent

Population 
aged 15–64, 

per cent

Population 
aged 65  

and older,  
per cent

Total  
fertility rate, 
per woman

Life expectancy  
at birth, years,  

2024

Countries, territories, other areas 2024 2024 2024 2024 2024 2024 2024 2024 male female

Canada 39.1 84 15 11 17 65 20 1.5 81 85

Central African Republic 5.9 23 48 26 37 50 3 5.7 54 58

Chad 18.8 23 47 24 33 51 2 6.0 52 56

Chile 19.7 – 18 12 19 68 14 1.5 79 84

China4 1,425.2 – 16 12 18 69 15 1.2 76 82

China, Hong Kong Special 
Administrative Region5 7.5 – 12 8 12 66 22 0.8 83 89

China, Macao Special 
Administrative Region6 0.7 55 15 8 13 71 14 1.2 83 88

Colombia 52.3 – 21 14 22 69 10 1.7 75 81

Comoros 0.9 39 37 21 30 58 4 3.8 63 68

Congo 6.2 31 40 24 32 57 3 4.0 62 65

Costa Rica 5.2 107 19 14 21 69 12 1.5 78 83

Côte d'Ivoire 29.6 28 41 24 33 57 2 4.2 59 62

Croatia 4.0 – 14 10 15 63 23 1.4 77 82

Cuba 11.2 – 15 11 17 68 16 1.5 76 81

Curaçao1 0.2 – 17 12 20 67 16 1.6 73 81

Cyprus7 1.3 107 16 10 16 69 16 1.3 80 84

Czechia 10.5 – 16 11 16 64 21 1.7 77 83

Democratic People's Republic of Korea 26.2 – 19 12 19 69 13 1.8 71 76

Democratic Republic of the Congo 105.6 21 46 23 32 51 3 6.0 59 63

Denmark8 5.9 – 16 11 17 63 21 1.7 80 84

Djibouti 1.2 50 30 19 29 66 5 2.7 62 67

Dominica 0.1 – 19 14 22 71 10 1.6 71 78

Dominican Republic 11.4 79 27 17 26 66 8 2.2 71 78

Ecuador 18.4 68 25 17 26 67 8 2.0 76 81

Egypt 114.5 44 32 20 28 63 5 2.8 70 75

El Salvador 6.4 – 25 17 27 67 9 1.8 69 78

Equatorial Guinea 1.8 30 38 22 29 59 3 4.0 61 64

Eritrea 3.8 37 38 25 35 58 4 3.6 67 71

Estonia 1.3 – 16 11 16 63 21 1.7 75 83

Eswatini 1.2 67 34 22 31 62 4 2.7 58 65

Ethiopia 129.7 28 39 23 32 58 3 3.9 64 70

Fiji 0.9 97 28 18 26 66 6 2.4 67 71

Finland9 5.5 – 15 11 17 61 24 1.4 80 85

France10 64.9 – 17 12 18 61 22 1.8 81 86

French Guiana11 0.3 29 32 18 27 62 6 3.4 75 81

French Polynesia11 0.3 88 20 15 22 69 11 1.7 82 86

Gabon 2.5 36 36 21 29 60 4 3.3 65 70

Gambia 2.8 29 42 24 34 55 2 4.4 63 66

Georgia12 3.7 – 21 13 19 64 15 2.0 69 79

Germany 83.3 – 14 9 14 63 23 1.5 80 85

Ghana 34.8 36 36 22 31 60 4 3.4 63 68

Greece 10.3 – 13 10 16 63 24 1.4 80 85

Grenada 0.1 129 24 15 22 66 11 2.0 73 79

Demographic indicators
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POPULATION POPULATION 
CHANGE

POPULATION COMPOSITION FERTILITY LIFE EXPECTANCY 

Total population, 
millions

Population  
annual doubling  

time, years

Population 
aged 0–14, 

per cent

Population 
aged 10–19, 

per cent

Population 
aged 10–24, 

per cent

Population 
aged 15–64, 

per cent

Population 
aged 65  

and older,  
per cent

Total  
fertility rate, 
per woman

Life expectancy  
at birth, years,  

2024

Countries, territories, other areas 2024 2024 2024 2024 2024 2024 2024 2024 male female

Guadeloupe11 0.4 – 18 13 20 61 21 2.0 80 87

Guam13 0.2 105 26 17 25 62 13 2.5 75 82

Guatemala 18.4 46 31 21 31 64 5 2.3 71 77

Guinea 14.5 29 41 23 33 56 3 4.1 59 62

Guinea-Bissau 2.2 32 39 24 33 58 3 3.8 60 64

Guyana 0.8 101 28 18 27 65 7 2.3 66 73

Haiti 11.9 58 31 20 29 64 5 2.7 62 68

Honduras 10.8 45 29 19 29 66 5 2.3 71 76

Hungary 10.0 – 14 10 16 65 20 1.6 74 80

Iceland 0.4 111 18 13 19 66 16 1.7 82 85

India 1,441.7 77 24 17 26 68 7 2.0 71 74

Indonesia 279.8 87 25 17 25 68 7 2.1 69 73

Iran (Islamic Republic of) 89.8 101 23 15 21 69 8 1.7 75 80

Iraq 46.5 32 37 22 32 60 3 3.3 70 74

Ireland 5.1 111 19 14 20 65 16 1.8 81 85

Israel 9.3 47 28 17 24 60 12 2.9 82 85

Italy 58.7 – 12 9 14 63 25 1.3 82 86

Jamaica 2.8 – 19 15 23 73 8 1.3 70 75

Japan 122.6 – 11 9 13 58 30 1.3 82 88

Jordan 11.4 – 31 20 29 65 4 2.7 75 79

Kazakhstan 19.8 60 29 17 23 62 8 3.0 68 76

Kenya 56.2 35 37 23 33 60 3 3.2 62 67

Kiribati 0.1 42 36 21 29 60 4 3.2 66 70

Kuwait 4.3 78 19 14 19 75 6 2.0 79 83

Kyrgyzstan 6.8 46 34 20 27 61 5 2.9 68 76

Lao People's Democratic Republic 7.7 52 30 19 28 65 5 2.4 67 72

Latvia 1.8 – 15 11 15 62 23 1.6 72 80

Lebanon 5.2 – 27 20 27 62 11 2.0 78 82

Lesotho 2.4 64 34 21 30 62 4 2.9 52 58

Liberia 5.5 32 40 24 34 57 3 3.9 61 64

Libya 7.0 65 27 19 28 68 5 2.3 70 77

Lithuania 2.7 – 15 10 15 63 22 1.6 73 81

Luxembourg 0.7 69 16 11 16 69 16 1.4 81 85

Madagascar 31.1 29 38 22 32 58 3 3.7 65 70

Malawi 21.5 27 42 25 35 56 3 3.7 62 69

Malaysia14 34.7 67 22 15 23 70 8 1.8 74 79

Maldives 0.5 – 22 13 19 73 5 1.7 81 82

Mali 24.0 23 47 25 34 51 2 5.7 60 62

Malta 0.5 – 13 8 13 67 20 1.2 82 86

Martinique11 0.4 – 15 12 18 60 24 1.9 81 86

Mauritania 5.0 26 41 24 33 56 3 4.2 65 69

Mauritius15 1.3 – 16 12 20 70 14 1.4 73 79

Mexico 129.4 97 24 17 25 68 9 1.8 72 79

Micronesia (Federated States of) 0.1 74 30 20 30 64 7 2.6 68 76
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POPULATION POPULATION 
CHANGE

POPULATION COMPOSITION FERTILITY LIFE EXPECTANCY 

Total population, 
millions

Population  
annual doubling  

time, years

Population 
aged 0–14, 

per cent

Population 
aged 10–19, 

per cent

Population 
aged 10–24, 

per cent

Population 
aged 15–64, 

per cent

Population 
aged 65  

and older,  
per cent

Total  
fertility rate, 
per woman

Life expectancy  
at birth, years,  

2024

Countries, territories, other areas 2024 2024 2024 2024 2024 2024 2024 2024 male female

Mongolia 3.5 53 32 18 25 63 5 2.7 69 78

Montenegro 0.6 – 18 12 18 65 17 1.7 75 81

Morocco 38.2 72 26 17 25 66 8 2.2 73 78

Mozambique 34.9 25 43 24 33 54 3 4.4 60 65

Myanmar 55.0 100 24 16 24 69 7 2.1 65 71

Namibia 2.6 41 36 21 30 60 4 3.2 60 68

Nepal 31.2 64 28 19 29 66 6 2.0 69 73

Netherlands16 17.7 – 15 11 17 64 21 1.6 81 84

New Caledonia11 0.3 70 22 15 22 67 12 2.0 78 85

New Zealand17 5.3 89 18 13 19 65 17 1.7 82 85

Nicaragua 7.1 52 29 19 28 65 6 2.2 72 78

Niger 28.2 18 49 24 33 49 2 6.6 63 65

Nigeria 229.2 29 42 23 33 55 3 5.0 54 55

North Macedonia 2.1 – 16 11 17 69 16 1.4 76 80

Norway18 5.5 95 16 12 18 65 19 1.5 82 85

Oman 4.7 48 27 15 21 70 3 2.5 78 81

Pakistan 245.2 36 36 22 32 60 4 3.3 65 70

Panama 4.5 53 26 17 24 65 9 2.3 76 82

Papua New Guinea 10.5 39 34 21 30 63 3 3.1 64 69

Paraguay 6.9 57 28 18 26 65 7 2.4 71 77

Peru 34.7 73 25 17 25 66 9 2.1 75 79

Philippines 119.1 47 30 19 28 65 6 2.7 70 74

Poland 40.2 – 15 10 16 66 19 1.5 75 82

Portugal 10.2 – 13 10 15 63 24 1.4 80 85

Puerto Rico13 3.3 – 13 10 17 63 24 1.3 76 84

Qatar 2.7 93 15 10 13 83 2 1.8 81 83

Republic of Korea 51.7 – 11 9 14 70 19 0.9 81 87

Republic of Moldova19 3.3 – 19 12 18 67 13 1.8 67 76

Réunion11 1.0 92 22 15 23 64 14 2.2 80 86

Romania 19.6 – 16 11 16 65 19 1.7 74 81

Russian Federation 144.0 – 17 12 17 66 17 1.5 70 79

Rwanda 14.4 31 38 23 32 59 3 3.6 65 70

Saint Kitts and Nevis 0.0 – 19 13 20 70 11 1.5 69 76

Saint Lucia 0.2 – 17 13 20 73 10 1.4 71 78

Saint Vincent and the Grenadines 0.1 – 21 15 22 67 11 1.8 71 77

Samoa 0.2 48 37 22 30 57 5 3.8 70 76

San Marino 0.03 – 12 10 16 67 21 1.2 82 85

Sao Tome and Principe 0.2 36 38 24 34 58 4 3.6 66 72

Saudi Arabia 37.5 50 25 16 23 71 3 2.3 77 80

Senegal 18.2 27 41 23 33 56 3 4.2 67 73

Serbia20 7.1 – 15 10 15 65 21 1.5 74 80

Seychelles 0.1 128 23 14 21 68 9 2.3 72 80

Sierra Leone 9.0 33 38 23 33 59 3 3.7 60 63

Singapore 6.1 112 12 8 13 71 17 1.1 82 87
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POPULATION POPULATION 
CHANGE

POPULATION COMPOSITION FERTILITY LIFE EXPECTANCY 

Total population, 
millions

Population  
annual doubling  

time, years

Population 
aged 0–14, 

per cent

Population 
aged 10–19, 

per cent

Population 
aged 10–24, 

per cent

Population 
aged 15–64, 

per cent

Population 
aged 65  

and older,  
per cent

Total  
fertility rate, 
per woman

Life expectancy  
at birth, years,  

2024

Countries, territories, other areas 2024 2024 2024 2024 2024 2024 2024 2024 male female

Sint Maarten (Dutch part)1 0.0 – 10 12 24 77 13 1.6 73 79

Slovakia 5.7 – 16 10 16 67 18 1.6 75 82

Slovenia 2.1 – 15 10 15 63 22 1.6 80 85

Solomon Islands 0.8 32 39 22 31 58 4 3.8 69 73

Somalia 18.7 23 47 24 33 51 3 6.0 56 60

South Africa 61.0 64 28 18 25 66 6 2.3 64 70

South Sudan 11.3 41 42 28 38 55 3 4.1 56 59

Spain21 47.5 – 13 10 16 66 21 1.3 82 87

Sri Lanka 21.9 – 22 16 23 66 12 1.9 73 81

State of Palestine22 5.5 30 38 22 32 58 4 3.3 74 78

Sudan 49.4 27 40 22 31 56 4 4.3 64 69

Suriname 0.6 79 26 17 26 66 8 2.3 70 76

Sweden 10.7 121 17 12 18 62 21 1.7 82 85

Switzerland 8.9 113 15 10 15 65 20 1.5 83 86

Syrian Arab Republic 24.3 15 28 23 35 67 5 2.6 69 76

Tajikistan 10.3 38 36 21 29 60 4 3.1 69 74

Thailand 71.9 – 15 11 17 68 17 1.3 76 84

Timor-Leste 1.4 50 34 22 33 61 5 2.9 68 71

Togo 9.3 31 39 23 32 57 3 4.1 61 63

Tonga 0.1 83 34 22 31 60 6 3.1 69 74

Trinidad and Tobago 1.5 – 18 13 19 69 12 1.6 72 78

Tunisia 12.6 84 24 15 22 66 10 2.0 74 80

Türkiye 86.3 137 23 15 22 68 9 1.9 76 82

Turkmenistan 6.6 57 31 18 26 64 6 2.6 66 73

Turks and Caicos Islands 0.0 87 17 11 16 73 11 1.6 73 79

Tuvalu 0.0 95 32 19 27 61 7 3.1 61 70

Uganda 49.9 26 44 25 35 54 2 4.2 62 66

Ukraine23 37.9 25 15 12 15 65 20 1.3 70 80

United Arab Emirates 9.6 90 15 9 14 83 2 1.4 79 83

United Kingdom of Great Britain and 
Northern Ireland24 68.0 – 17 12 18 63 20 1.6 81 84

United Republic of Tanzania25 69.4 24 43 23 33 54 3 4.5 66 70

United States of America26 341.8 132 17 13 19 65 18 1.7 77 82

United States Virgin Islands13 0.1 – 19 13 18 60 21 2.1 71 82

Uruguay 3.4 – 18 14 21 66 16 1.5 75 82

Uzbekistan 35.7 50 30 17 24 64 6 2.7 69 75

Vanuatu 0.3 30 39 22 31 58 4 3.6 69 73

Venezuela (Bolivarian Republic of) 29.4 37 26 19 28 65 9 2.1 69 77

Viet Nam 99.5 111 22 14 21 68 10 1.9 70 80

Western Sahara 0.6 38 24 15 22 70 6 2.2 70 74

Yemen 35.2 31 39 23 32 59 3 3.6 63 70

Zambia 21.1 26 42 24 34 56 2 4.1 61 66

Zimbabwe 17.0 33 40 24 34 57 3 3.3 59 65
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NOTES

− Data not available.
1 For statistical purposes, the data for Netherlands do not include this area.
2 Including Christmas Island, Cocos (Keeling) Islands and Norfolk Island.
3 Including Nagorno-Karabakh.
4 For statistical purposes, the data for China do not include Hong Kong 

and Macao, Special Administrative Regions (SAR) of China, and Taiwan 
Province of China.

5 As of 1 July 1997, Hong Kong became a Special Administrative Region 
(SAR) of China. For statistical purposes, the data for China do not include 
this area.

6 As of 20 December 1999, Macao became a Special Administrative Region 
(SAR) of China. For statistical purposes, the data for China do not include 
this area.

7 Refers to the whole country.
8 For statistical purposes, the data for Denmark do not include 

Faroe Islands and Greenland.
9 Including Åland Islands.
10 For statistical purposes, the data for France do not include French 

Guiana, French Polynesia, Guadeloupe, Martinique, Mayotte, New 
Caledonia, Réunion, Saint Pierre and Miquelon, Saint Barthélemy, Saint 
Martin (French part), Wallis and Futuna Islands.

11 For statistical purposes, the data for France do not include this area.
12 Including Abkhazia and South Ossetia.
13 For statistical purposes, the data for United States of America do not 

include this area.
14 Including Sabah and Sarawak.
15 Including Agalega, Rodrigues and Saint Brandon.
16 For statistical purposes, the data for Netherlands do not include Aruba, 

Bonaire, Sint Eustatius and Saba, Curaçao, and Sint Maarten (Dutch part).
17 For statistical purposes, the data for New Zealand do not include Cook 

Islands, Niue and Tokelau.
18 Including Svalbard and Jan Mayen Islands.
19 Including Transnistria.
20 Including Kosovo.
21 Including Canary Islands, Ceuta and Melilla.
22 Including East Jerusalem.
23 Refers to the territory of the country at the time of the 2001 census.
24 Refers to the United Kingdom of Great Britain and Northern Ireland. For 

statistical purposes, the data for United Kingdom do not include Anguilla, 
Bermuda, British Virgin Islands, Cayman Islands, Channel Islands, 
Falkland Islands (Malvinas), Gibraltar, Isle of Man, Montserrat, Saint 
Helena and Turks and Caicos Islands.

25 Including Zanzibar.
26 For statistical purposes, the data for United States of America do not 

include American Samoa, Guam, Northern Mariana Islands, Puerto Rico 
and United States Virgin Islands.

DEFINITIONS OF THE INDICATORS

Total population: Estimated size of national populations at midyear.

Population annual doubling time, years: The number of years required 
for the total population to double in size if the annual rate of population 
change would remain constant. It is calculated as ln(2)/r where r is the 
annual population growth rate. Doubling time is computed only for fast 
growing populations with growth rates exceeding 0.5 per cent.

Population aged 0–14, per cent: Proportion of the population between 
age 0 and age 14.

Population aged 10–19, per cent: Proportion of the population between  
age 10 and age 19.

Population aged 10–24, per cent: Proportion of the population between  
age 10 and age 24.

Population aged 15–64, per cent: Proportion of the population between  
age 15 and age 64.

Population aged 65 and older, per cent: Proportion of the population 
aged 65 and older.

Total fertility rate: Number of children who would be born per woman if 
she lived to the end of her childbearing years and bore children at each age 
in accordance with prevailing age-specific fertility rates.

Life expectancy at birth: Number of years newborn children would live if 
subject to the mortality risks prevailing for the cross section of population 
at the time of their birth.

MAIN DATA SOURCES

Total population: World Population Prospects 2022. United Nations 
Population Division, 2022.

Population annual doubling time, years: World Population Prospects 2022. 
United Nations Population Division, 2022.

Population aged 0–14, per cent: UNFPA calculation based on data 
from World Population Prospects 2022. United Nations Population 
Division, 2022.

Population aged 10–19, per cent: UNFPA calculation based on data 
from World Population Prospects 2022. United Nations Population 
Division, 2022.

Population aged 10–24, per cent: UNFPA calculation based on data 
from World Population Prospects 2022. United Nations Population 
Division, 2022.

Population aged 15–64, per cent: UNFPA calculation based on data 
from World Population Prospects 2022. United Nations Population 
Division, 2022.

Population aged 65 and older, per cent: UNFPA calculation based on 
data from World Population Prospects 2022. United Nations Population 
Division, 2022.

Total fertility rate: World Population Prospects 2022. United Nations 
Population Division, 2022.

Life expectancy at birth: World Population Prospects 2022. United Nations 
Population Division, 2022.
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Technical notes
The statistical tables in State of World Population 2024 include indicators that track progress towards the goals of the Framework of Actions 
for the follow-up to the Programme of Action of the International Conference on Population and Development (ICPD), and the Sustainable 
Development Goals (SDGs) in the areas of maternal health, access to education, and reproductive and sexual health. In addition, these tables 
include a variety of demographic indicators. The statistical tables support UNFPA’s focus on progress and results towards delivering a world 
where every pregnancy is wanted, every birth is safe, and every young person's potential is fulfilled. 

Different national authorities and international organizations may employ different methodologies in gathering, extrapolating or analysing 
data. To facilitate the international comparability of data, UNFPA relies on the standard methodologies employed by the main sources of 
data. In some instances, therefore, the data in these tables differ from those generated by national authorities. Data presented in the tables 
are not comparable to the data in previous State of the World Population reports due to regional classifications updates, methodological 
updates, and revisions of time series data. 

The statistical tables draw on nationally representative household surveys such as Demographic and Health Surveys (DHS) and Multiple 
Indicator Cluster Surveys (MICS), United Nations organizations estimates, and inter-agency estimates. They also include the latest 
population estimates and projections from World Population Prospects 2022, and Model-based Estimates and Projections of Family Planning 
Indicators 2022 (United Nations Department of Economic and Social Affairs, Population Division). Data are accompanied by definitions, 
sources and notes. The statistical tables in State of World Population 2024 generally reflect information available as of March 2024.

Tracking progress towards ICPD goals

Sexual and reproductive health
Maternal mortality ratio. Source: United Nations Maternal Mortality 
Estimation Inter-agency Group (WHO, UNICEF, UNFPA, The World Bank 
and United Nations Population Division), 2023. This indicator presents 
the number of maternal deaths during a given time period per 100,000 
live births during the same time period. Estimates and methodologies 
are reviewed regularly by the Maternal Mortality Estimation Inter-agency 
Group and other agencies and academic institutions and are revised 
where necessary, as part of the ongoing process of improving maternal 
mortality data. Estimates should not be compared with previous inter-
agency estimates.

Births attended by skilled health personnel. Source: Joint global 
database on skilled attendance at birth. UNICEF and WHO, 2023. This 
is the percentage of deliveries attended by health personnel trained 
in providing life-saving obstetric care, including giving the necessary 
supervision, care and advice to women during pregnancy, labour and 
the post-partum period; conducting deliveries on their own; and caring 
for newborns. Traditional birth attendants, even if they receive a short 
training course, are not included.

Number of new HIV infections, all ages, per 1,000 uninfected 
population. Source: HIV Estimates. UNAIDS, 2023. Number of new HIV 
infections per 1,000 person-years among the uninfected population 
(SDG indicator 3.3.1).

Contraceptive prevalence, any method and any modern method. Source: 
United Nations Population Division, 2022. Model-based estimates are 
based on data that are derived from sample survey reports. Survey 
data estimate the proportion of all women of reproductive age, and 
married women (including women in consensual unions), currently 
using, respectively, any method or modern methods of contraception. 
Modern methods of contraception include female and male sterilization, 
the intrauterine device (IUD), the implant, injectables, oral contraceptive 
pills, male and female condoms, vaginal barrier methods (including the 
diaphragm, cervical cap and spermicidal foam, jelly, cream and sponge), 
lactational amenorrhea method (LAM), emergency contraception and 
other modern methods not reported separately (e.g., the contraceptive 
patch or vaginal ring).

Unmet need for family planning (any method). Source: United Nations 
Population Division, 2022. Model-based estimates are based on data 
that are derived from sample survey reports. Women who are using a 
traditional method of contraception are not considered as having an 
unmet need for family planning. All women or all married and in union 
women are assumed to be sexually active and at risk of pregnancy. 
The assumption of universal exposure to possible pregnancy among all 
women or all married or in union women may lead to lower estimates 
compared to the actual risks among the exposed. It might be possible, 
in particular at low levels of contraceptive prevalence, that when 
contraceptive prevalence increases, unmet need for family planning also 
increases. Both indicators, therefore, need to be interpreted together.

Proportion of demand satisfied, any modern method. Source: United 
Nations Population Division, 2022. Modern contraceptive prevalence 
divided by total demand for family planning. Total demand for family 
planning is the sum of contraceptive prevalence and unmet need for 
family planning.

Laws and regulations that guarantee access to sexual and reproductive 
health care, information and education, per cent. Source: UNFPA, 2022. 
The extent to which countries have national laws and regulations that 
guarantee full and equal access to women and men aged 15 years and 
older to sexual and reproductive health care, information and education 
(SDG indicator 5.6.2).

Universal health coverage (UHC) service coverage index. Source: 
WHO, 2023. Average coverage of essential services based on tracer 
interventions that include reproductive, maternal, newborn and child 
health, infectious diseases, non-communicable diseases and service 
capacity and access, among the general and the most disadvantaged 
population (SDG indicator 3.8.1).
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Gender, rights and human capital
Adolescent birth rate. Source: United Nations Population Division, 2024. 
Regional aggregates are from World Population Prospects 2022. United 
Nations Population Division, 2022. The adolescent birth rate represents 
the risk of childbearing among adolescent women 15 to 19 years of 
age. For civil registration, rates are subject to limitations which depend 
on the completeness of birth registration, the treatment of infants born 
alive but dead before registration or within the first 24 hours of life, the 
quality of the reported information relating to age of the mother, and the 
inclusion of births from previous periods. The population estimates may 
suffer from limitations connected to age misreporting and coverage. 
For survey and census data, both the numerator and denominator 
come from the same population. The main limitations concern age 
misreporting, birth omissions, misreporting the date of birth of the child, 
and sampling variability in the case of surveys.

Child marriage by age 18, per cent. Source: UNICEF, 2024. Proportion of 
women aged 20 to 24 years who were married or in a union before the 
age of 18 (SDG indicator 5.3.1). 

Female genital mutilation prevalence among girls aged 15– 49, 
per cent. Source: UNICEF, 2024. Proportion of girls aged 15 to 49 years 
who have undergone female genital mutilation (SDG indicator 5.3.2). 

Intimate partner violence, past 12 months, per cent. Source: Violence 
Against Women Inter-Agency Group on Estimation and Data (WHO, 
UN Women, UNICEF, United Nations Statistics Division, United Nations 
Office on Drugs and Crime and UNFPA), 2021. Percentage of ever-
partnered women and girls aged 15 to 49 years who have experienced 
physical and/or sexual partner violence in the previous 12 months 
(SDG indicator 5.2.1). 

Decision-making on sexual and reproductive health and reproductive 
rights, per cent. Source: UNFPA, 2024. Percentage of women aged 
15 to 49 years who are married (or in a union), who make their own 
decisions on three areas — their health care, use of contraception, 
and sexual intercourse with their partners (SDG indicator 5.6.1).

Decision-making on women’s own health care, per cent. Source: 
UNFPA, 2024. Percentage of women aged 15 to 49 years who are 
married (or in a union), who make their own decisions about their 
health care (SDG indicator 5.6.1).

Decision-making on contraceptive use, per cent. Source: UNFPA, 2024. 
Percentage of women aged 15 to 49 years who are married (or in a 
union), who make their own decision about use of contraception (SDG 
indicator 5.6.1).

Decision-making on sexual intercourse, per cent. Source: UNFPA, 
2024. Percentage of women aged 15 to 49 years who are married 
(or in a union), who make their own decisions about sexual intercourse 
with their partners (SDG indicator 5.6.1).

Total net enrolment rate, lower secondary education, per cent. Source: 
UNESCO Institute for Statistics, 2024. Total number of students 
of the official age group for lower secondary education who are 
enrolled in any level of education, expressed as a percentage of the 
corresponding population.

Gender parity index, total net enrolment rate, lower secondary 
education. Source: UNESCO Institute for Statistics, 2024. Ratio 
of female to male values of total net enrolment rate for lower 
secondary education. 

Total net enrolment rate, upper secondary education, per cent. 
Source: UNESCO Institute for Statistics, 2024. Total number of students 
of the official age group for upper secondary education who are 
enrolled in any level of education, expressed as a percentage of the 
corresponding population.

Gender parity index, total net enrolment rate, upper secondary 
education. Source: UNESCO Institute for Statistics, 2024. Ratio 
of female to male values of total net enrolment rate for upper 
secondary education. 

Demographic indicators

Population
Total population, millions. Source: World Population Prospects 2022. 
United Nations Population Division, 2022. Estimated size of national 
populations at midyear. 

Population change
Population annual doubling time, years. Source: World Population 
Prospects 2022. United Nations Population Division, 2022. The 
number of years required for the total population to double in size 
if the annual rate of population change would remain constant. It is 
calculated as ln(2)/r where r is the annual population growth rate. 
Doubling time is computed only for fast growing populations with 
growth rates exceeding 0.5 per cent. 

Population composition
Population aged 0–14, per cent. Source: UNFPA calculation based on 
data from the United Nations Population Division, 2022. Proportion of 
the population between age 0 and age 14.

Population aged 10–19, per cent. Source: UNFPA calculation based on 
data from the United Nations Population Division, 2022. Proportion of 
the population between age 10 and age 19.

Population aged 10–24, per cent. Source: UNFPA calculation based on 
data from the United Nations Population Division, 2022. Proportion of 
the population between age 10 and age 24. 

Population aged 15–64, per cent. Source: UNFPA calculation based on 
data from the United Nations Population Division, 2022. Proportion of 
the population between age 15 and age 64.

Population aged 65 and older, per cent. Source: UNFPA calculation 
based on data from the United Nations Population Division, 2022. 
Proportion of the population aged 65 years and older.

Fertility 
Total fertility rate, per woman. Source: World Population Prospects 
2022. United Nations Population Division, 2022. Number of children 
who would be born per woman if she lived to the end of her childbearing 
years and bore children at each age in accordance with prevailing age-
specific fertility rates.

Life expectancy
Life expectancy at birth, years. Source: World Population Prospects 
2022. United Nations Population Division, 2022. Number of years 
newborn children would live if subject to the mortality risks prevailing 
for the cross section of population at the time of their birth.
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Regional classifications
UNFPA regional aggregates presented at the start of the statistical 
tables are calculated using data from countries and areas as 
classified below. 

Arab States Region
Algeria; Djibouti; Egypt; Iraq; Jordan; Lebanon; Libya; Morocco; Oman; 
Palestine; Somalia; Sudan; Syrian Arab Republic; Tunisia; Yemen

Asia and the Pacific Region
Afghanistan; Bangladesh; Bhutan; Cambodia; China; Cook Islands; 
Fiji; India; Indonesia; Iran (Islamic Republic of); Kiribati; Korea, 
Democratic People's Republic of; Lao People's Democratic Republic; 
Malaysia; Maldives; Marshall Islands; Micronesia (Federated States 
of); Mongolia; Myanmar; Nauru; Nepal; Niue; Pakistan; Palau; Papua 
New Guinea; Philippines; Samoa; Solomon Islands; Sri Lanka; 
Thailand; Timor-Leste; Tokelau; Tonga; Tuvalu; Vanuatu; Viet Nam

Eastern Europe and Central Asia Region
Albania; Armenia; Azerbaijan; Belarus; Bosnia and Herzegovina; 
Georgia; Kazakhstan; Kyrgyzstan; North Macedonia; Republic 
of Moldova; Serbia; Tajikistan; Türkiye; Turkmenistan; Ukraine; 
Uzbekistan.

Latin America and the Caribbean Region
Anguilla; Antigua and Barbuda; Argentina; Aruba; Bahamas; 
Barbados; Belize; Bermuda; Bolivia (Plurinational State of); Brazil; 
British Virgin Islands; Cayman Islands; Chile; Colombia; Costa Rica; 
Cuba; Curaçao; Dominica; Dominican Republic; Ecuador; El Salvador; 
Grenada; Guatemala; Guyana; Haiti; Honduras; Jamaica; Mexico; 
Montserrat; Nicaragua; Panama; Paraguay; Peru; Saint Kitts and 
Nevis; Saint Lucia; Saint Vincent and the Grenadines; Sint Maarten; 
Suriname; Trinidad and Tobago; Turks and Caicos Islands; Uruguay; 
Venezuela (Bolivarian Republic of)

East and Southern Africa Region
Angola; Botswana; Burundi; Comoros; Democratic Republic of the 
Congo; Eritrea; Eswatini; Ethiopia; Kenya; Lesotho; Madagascar; 
Malawi; Mauritius; Mozambique; Namibia; Rwanda; South Africa; 
South Sudan; Uganda; United Republic of Tanzania; Zambia; 
Zimbabwe

West and Central Africa Region
Benin; Burkina Faso; Cape Verde; Central African Republic; Chad; 
Côte d'Ivoire; Equatorial Guinea; Gabon; Gambia; Ghana; Guinea; 
Guinea-Bissau; Liberia; Mali; Mauritania; Niger; Nigeria; Republic 
of Cameroon; Republic of Congo; Sao Tome and Principe; Senegal; 
Sierra Leone; Togo

More developed regions are intended for statistical purposes and 
do not express a judgment about the stage reached by a particular 
country or area in the development process, comprising UNPD 
regions Europe, Northern America, Australia/New Zealand and 
Japan.

Less developed regions are intended for statistical purposes and 
do not express a judgment about the stage reached by a particular 
country or area in the development process, comprising all UNPD 
regions of Africa, Asia (except Japan), Latin America and the 
Caribbean plus Melanesia, Micronesia and Polynesia.

The least developed countries, as defined by the United Nations 
General Assembly in its resolutions (59/209, 59/210, 60/33, 62/97, 
64/L.55, 67/L.43, 64/295 and 68/18) included 46 countries (as of 
January 2022): 33 in Africa, 8 in Asia, 4 in Oceania and one in Latin 
America and the Caribbean – Afghanistan, Angola, Bangladesh, 
Benin, Bhutan, Burkina Faso, Burundi, Cambodia, Central African 
Republic, Chad, Comoros, Democratic Republic of the Congo, 
Djibouti, Eritrea, Ethiopia, Gambia, Guinea, Guinea-Bissau, Haiti, 

Kiribati, Lao People's Democratic Republic, Lesotho, Liberia, 
Madagascar, Malawi, Mali, Mauritania, Mozambique, Myanmar, 
Nepal, Niger, Rwanda, Sao Tome and Principe, Senegal, Sierra 
Leone, Solomon Islands, Somalia, South Sudan, Sudan, Timor-Leste, 
Togo, Tuvalu, Uganda, United Republic of Tanzania, Yemen and 
Zambia. These countries are also included in the less developed 
regions. Further information is available at https://www.un.org/en/
conferences/least-developed-countries.

Note on In Focus: Self-reported 
problems in accessing health care, over 
time, by socioeconomic status and 
ethnicity (pp. 28–31)
About matching ethnic groups across surveys: This analysis included 
matching ethnic groups across the two surveys in each country 
and reconciling slight spelling differences or aggregating individual 
ethnic groups in one survey to the umbrella ethnic groups used 
in the other survey – based on the details provided in individual 
country reports’ methodological appendices. Where matches were 
not possible, lone ethnic groups were reclassified to the pre-existing 
“other” category. 

About socioeconomic variables:  This analysis included wealth 
quintile, level of schooling and urban or rural residence. Wealth 
quintiles divide each country and survey’s population into five groups 
based on a collection of information obtained in the household 
questionnaire related to wealth status. Schooling identifies whether a 
woman has no education, primary, secondary or higher education.

Methodology:  Binary logistic regression models were used to 
estimate the proportion of women reporting serious problems in 
access to health care and to examine country-specific differences 
by ethnicity and socioeconomic status. The regression models take 
into account the DHS surveys’ complex survey design and survey 
weights to produce valid standard error estimates. Where model 
testing indicated it provided a better fit, an interaction between 
survey year and ethnicity was included in the models, meaning 
that ethnicities had different rates of change over time. Otherwise, 
there was no interaction, meaning that ethnicities shared the same 
rate of change over time but different starting points. The analysis 
found ethnic differences in all countries, even after controlling for 
socioeconomic status. (In Armenia and Gabon, sample sizes were 
very small, meaning the differences seen could be due to statistical 
chance.) Multilevel models were used to examine higher-level 
patterns across all countries included in the analysis. This analysis 
found that, as a general trend, the most marginalized saw the least 
improvement in access while the least marginalized saw the most 
improvement. In the models, level 1 was the individual women, level 
2 was represented by country-specific ethnic groups, and level 3 
by the 25 different countries. To be more sensitive to the country-
specific socioeconomic stratification, the multilevel models use an 
index variable for socioeconomic status instead of the categorical 
variables used in the binary logistic country-specific regressions. In 
the index variable, the socioeconomic profile (a given combination 
of wealth, education and residence) with the lowest predicted 
probability specific to each country takes the value of 1, and the 
profile with the highest predicted probability takes the value of 40. 
All intervening profiles take their corresponding value between 1 
and 40 according to the ranking of their predicted probabilities in 
the country-specific regressions. Where the analysis refers to the 
proportion of women across all countries, these estimates were 
derived by weighting the country-level estimates by population size.  

154 Technical notes



Note on highest and lowest maternal 
mortality risks, comparing 1990 to 2020 
(p. 66)
In examining trends in maternal mortality from 1990 to 2020 
throughout Chapter 3, the authors performed their own calculations 
based on data published alongside the most recent official maternal 
mortality statistics provided in the publication from WHO and others 
(2023a). The publication itself focuses on trends from 2000 to 2020, 
but accompanying data sets include estimates beginning in 1985. 
This means that the 1990 and 2020 estimates referred to in Chapter 
3 compare estimates derived using the same methodology and input 
data. In comparing the 10 per cent of countries with the highest and 
lowest risk of women eventually dying from pregnancy or childbirth in 
1990 and 2020, the averages were not weighted by population size.    

Note on maternal mortality trend in the 
United States (p. 66)
While there are marked racial and ethnic inequalities in maternal 
death rates in the United States, maternal mortality figures in the 
country have been increasing across most groups of women. There 
is debate about how much of the increase is an artefact of changing 
definitions and surveillance; these questions cannot be answered 
without improved data systems such as systematic and standardized 
enquiries into all deaths across all states. Nevertheless, research does 
indicate the country’s lack of universal access to health care plays 
a role (Braveman, 2023). Notably, a large share of maternal deaths 
in the country occur between six weeks and one year post-partum, 
many of them linked to mental health conditions (Trost and others, 
2017). Unlike many high-income countries, the United States does not 
guarantee paid parental leave or home visits by health providers in the 
post-partum period (Tikkanen and others, 2020). 

Note on unmet need for contraception 
in countries affected by humanitarian 
crises (p. 95)
The authors based this estimate on tabulations of data in Table 2.5 
of the source, which provides data on the percentage of women 
with met and unmet need for contraception in countries affected by 
humanitarian crises in 2015. The percentages with met and unmet 
need were summed to compute the total percentage of women 
who want to avoid pregnancy in each country. The proportion of 
women wanting to avoid pregnancy who are not using any form of 
contraception was computed as the percentage with unmet need 
divided by the overall percentage with need. The unweighted average 
of the country estimates is 51 per cent. 

Note on per capita income estimates 
from study in Kenya, Nigeria and Senegal 
(p. 96)
The authors calculated the per capita income estimates from Table 1 
of the original source, which estimates the per capita gross domestic 
product (GDP) under different scenarios. According to the table, the 
GDP would be 3,480 international dollars if two thirds of the unmet 
need for modern contraception were met (the “moderate” scenario) 
and 2,310 international dollars in the baseline scenario. 

STATE OF WORLD POPULATION 2024 155



Anon, 1994. “Conference Reports. International 
Women’s Health Conference for Cairo ’94.” 
Development in Practice 4(3): 218–221. 

Acharya, Sanghmitra S. and Golak B. Patra, 
2017. “Access to Maternal and Child Health 
Care: Understanding Discrimination in 
Selected Slum in Delhi.” In Marginalization in 
Globalizing Delhi: Issues of Land, Livelihoods 
and Health. New Delhi: Springer. 

Adda, Jérôme and others, 2017. “The 
Career Costs of Children.” Journal of 
Political Economy 125(2): 293–337.

Adnani, Qorinah Estiningtyas Sakilah 
and others, 2023. “A Historical Narrative 
of the Development of Midwifery 
Education in Indonesia.” Women 
and Birth 36(1): e175–e178.

Age UK, 2019. “As STIs in Older People 
Continue to Rise Age UK Calls to End the 
Stigma About Sex and Intimacy in Later 
Life.” Website: ageuk.org.uk/latest-press/
articles/2019/october/as-stis-in-older-
people-continue-to-rise-age-uk-calls-to-
end-the-stigma-about-sex-and-intimacy-
in-later-life, accessed 13 February 2024.

Aguirre, Kamila and Vanessa D. Carrión-
Yaguana, 2023. “Empowering Youth: The 
Impact of Comprehensive Sex Education 
on Teenage Pregnancy in Ecuador.” WIDER 
Working Paper, 2023/107. Helsinki: United 
Nations University World Institute for 
Development Economics Research.

Ahluwalia, Sanjam, 2008. Reproductive 
Restraints: Birth Control in India, 1877–1947. 
Urbana: University of Illinois Press.

Ahmed, Saifuddin and others, 2012. 
“Maternal Deaths Averted by Contraceptive 
Use: An Analysis of 172 Countries. 
The Lancet 380(9837): 111–125. 

Aikins, Ama de-Graft and Kwadwo 
Koram, 2017. “Health and Healthcare in 
Ghana, 1957–2017.” In The Economy of 
Ghana Sixty Years After Independence. 
Oxford: Oxford University Press.

Akter, Shahinoor and others, 2018. 
“Indigenous Women’s Access to Maternal 
Healthcare Services in Lower- and 
Middle-Income Countries: A Systematic 
Integrative Review.” International Journal 
of Public Health 64(3): 343–353.

Allard, Jenna and others, 2022. “Indian Female 
Migrants Face Greater Barriers to Post-Covid 
Recovery Than Males: Evidence from a Panel 
Study.” eClinicalMedicine 53: 101631.

Al-Zubaidi, Yamam, 2022. “Racial and 
Ethnic Statistics in Sweden: Has the 
Socialization Process Started Yet?” 
Scandinavian Studies in Law 68: 426–449. 

Amouzou, Agbessi and others, 2020. 
“Closing the Inequality Gaps in Reproductive, 
Maternal, Newborn and Child Health 
Coverage: Slow and Fast Progressors.” 
BMJ Global Health 5: e002230.

Amster, Ellen, 2016. “The Syphilitic Arab?: 
A Search for Civilization in Disease Etiology, 
Native Prostitution, and French Colonial 
Medicine.” In French Mediterraneans: 
Transnational and Imperial Histories. 
Lincoln: University of Nebraska Press.

Anastasi, Erin and others, 2017. 
“Unmasking Inequalities: Sub-National 
Maternal and Child Mortality Data from 
Two Urban Slums in Lagos, Nigeria Tells 
the Story.” PLoS One 12(5): e0177190. 

Anderson, Ian and others, 2016. 
“Indigenous and Tribal Peoples’ Health 
(The Lancet–Lowitja Institute Global 
Collaboration): A Population Study.” 
The Lancet 388(10040): 131–157.

Anderson, Mark and Claus C. Pörtner, 
2014. “High School Dropouts and Sexually 
Transmitted Infections.” Southern 
Economic Journal 81(1): 113–134.

Anik, Asibul Islam and others, 2022. 
“Association Between Socioeconomic 
Factors and Unmet Need for Modern 
Contraception Among the Young Married 
Women: A Comparative Study Across the 
Low- and Lower-Middle-Income Countries 
of Asia and Sub-Saharan Africa.” PLOS 
Global Public Health 2(7): e0000731.

Arain, Mariam and others, 2013. “Maturation 
of the Adolescent Brain.” Neuropsychiatric 
Disease and Treatment 9: 449–461.

Article 19, 2012. “International Standards: 
Right to Information.” Website: article19.
org/resources/international-standards-right-
information/, accessed 6 February 2024. 

Asia Floor Wage Alliance and others, 
2023. Dindigul Agreement. Year 1 
Progress Report. Website: asia.floorwage.
org/dindigul-agreement-report-2023/, 
accessed 12 February 2024.

Atuhaire, Lydia and others, 2021. “Effect 
of Community-Based Interventions 
Targeting Female Sex Workers Along 
the HIV Care Cascade in Sub-Saharan 
Africa: A Systematic Review and Meta-
Analysis.” Systematic Reviews 10: 137. 

Australian Aid and UNFPA (United 
Nations Population Fund), 2023. “Mid 
Programme Review on Effectiveness of 
Comprehensive Sexuality Education/
Family Life Education in Kiribati.” 

Australian Indigenous HealthInfoNet, n.d. 
“Women.” Website: healthinfonet.ecu.edu.
au/population-groups/women/reviews/
our-review, accessed 5 February 2024.

Australian Institute of Health and 
Welfare, 2023. Aboriginal and Torres 
Strait Islander Health Performance 
Framework: Summary Report. Canberra: 
AIHW. Website: indigenoushpf.gov.au/
report-overview/overview/summary-
report, accessed 5 February 2024.

Avendano, Rolando and others, 2018. “Data 
and Diagnostics to Leave No One Behind.” In 
Development Cooperation Report 2018. Joining 
Forces to Leave No One Behind. Paris: OECD. 

Babajide, Opeyemi Oluwatosin and 
others, 2021. “Subnational Estimates of 
Maternal Mortality in Nigeria: Analysis of 
Female Siblings’ Survivorship Histories.” 
Research Square [preprint]. Website: 
doi.org/10.21203/rs.3.rs-1190088/
v1, accessed 6 February 2024.

References

References156

https://www.ageuk.org.uk/latest-press/articles/2019/october/as-stis-in-older-people-continue-to-rise-age-uk-calls-to-end-the-stigma-about-sex-and-intimacy-in-later-life
https://www.ageuk.org.uk/latest-press/articles/2019/october/as-stis-in-older-people-continue-to-rise-age-uk-calls-to-end-the-stigma-about-sex-and-intimacy-in-later-life
https://www.ageuk.org.uk/latest-press/articles/2019/october/as-stis-in-older-people-continue-to-rise-age-uk-calls-to-end-the-stigma-about-sex-and-intimacy-in-later-life
https://www.ageuk.org.uk/latest-press/articles/2019/october/as-stis-in-older-people-continue-to-rise-age-uk-calls-to-end-the-stigma-about-sex-and-intimacy-in-later-life
https://www.ageuk.org.uk/latest-press/articles/2019/october/as-stis-in-older-people-continue-to-rise-age-uk-calls-to-end-the-stigma-about-sex-and-intimacy-in-later-life
https://www.article19.org/resources/international-standards-right-information/
https://www.article19.org/resources/international-standards-right-information/
https://www.article19.org/resources/international-standards-right-information/
https://asia.floorwage.org/dindigul-agreement-report-2023/
https://asia.floorwage.org/dindigul-agreement-report-2023/
http://healthinfonet.ecu.edu.au/population-groups/women/reviews/our-review
http://healthinfonet.ecu.edu.au/population-groups/women/reviews/our-review
http://healthinfonet.ecu.edu.au/population-groups/women/reviews/our-review
https://indigenoushpf.gov.au/report-overview/overview/summary-report
https://indigenoushpf.gov.au/report-overview/overview/summary-report
https://indigenoushpf.gov.au/report-overview/overview/summary-report
https://doi.org/10.21203/rs.3.rs-1190088/v1
https://doi.org/10.21203/rs.3.rs-1190088/v1


Bacchus, Loraine J. and others, 2018. “Recent 
Intimate Partner Violence Against 
Women and Health: A Systematic 
Review and Meta-Analysis of Cohort 
Studies. BMJ Open 8(7): e019995. 

Backman, Gunilla and others, 2008. 
“Health Systems and the Right to Health: 
An Assessment of 194 Countries.” The 
Lancet 372(9655): 2047–2085.

Badgett MVL and others, 2019. “The 
relationship between LGBT inclusion 
and economic development: Macro-level 
evidence.” World Development. 120:1-14. 

Bahous, Sima, 2023. “Speech: The Women’s 
Rights Crisis: Listen To, Invest In, Include, and 
Support Afghan Women.” Website: unwomen.
org/en/news-stories/speech/2023/09/
speech-the-womens-rights-crisis-listen-
to-invest-in-include-and-support-afghan-
women, accessed 1 February 2024.

Bearak, Jonathan and others, 2020. 
“Unintended Pregnancy and Abortion by 
Income, Region, and the Legal Status of 
Abortion: Estimates from a Comprehensive 
Model for 1990–2019.” The Lancet 
Global Health 8(9): e1152–e1161.

Bearak, Jonathan and others, 2018. 
“Global, Regional, and Subregional 
Trends in Unintended Pregnancy and its 
Outcomes From 1990 to 2014: Estimates 
from a Bayesian Hierarchical Model.” The 
Lancet Global Health 6(4): e380–e389.

Beckingham, Andy and others, 2022. 
“Implementing Professional Midwife-Led 
Maternity Care in India for Healthy Pregnant 
Women: A Community Case Study.” 
Frontiers in Public Health 10: 875595. 

Berer, Marge, 2017. “Abortion Law 
and Policy Around the World: In 
Search of Decriminalization.” Health 
and Human Rights 19(1): 13–27.

Berro Pizzarossa, Lucía, 2018. “Here to Stay: 
The Evolution of Sexual and Reproductive 
Health and Rights in International 
Human Rights Law.” Laws 7(3): 29.

Betti, Lia, 2021. “Shaping Birth: Variation 
in the Birth Canal and the Importance of 
Inclusive Obstetric Care.” Philosophical 
Transactions of the Royal Society B, 
Biological Sciences 376(1827): 20200024.

Blackstone, Sarah R. and others, 2017. 
“Factors Influencing Contraceptive Use 
in Sub-Saharan Africa: A Systematic 
Review.” International Quarterly of Community 
Health Education 37(2): 79–91.

Blanchet, Nathan J. and others, 2012. “The 
Effect of Ghana’s National Health Insurance 
Scheme on Health Care Utilisation.” 
Ghana Medical Journal 46(2): 76–84.

Bloom, David E. and others, 2014. “A 
Demographic Dividend for Sub-Saharan 
Africa: Source, Magnitude, and Realization.” 
IZA Discussion Paper No. 7855. Bonn: 
Institute for the Study of Labor. 

Bloom, David E. and others, 2009. “Fertility, 
Female Labor Force Participation, and 
the Demographic Dividend.” Journal of 
Economic Growth 14(2): 79–101. 

Bloom, David and others, 2003. The 
Demographic Dividend: A New Perspective 
on the Economic Consequences of 
Population Change. Santa Monica: RAND. 

Bohren, Meghan A. and others, 2022. 
“Strategies to Reduce Stigma and 
Discrimination in Sexual and Reproductive 
Healthcare Settings: A Mixed Methods 
Systematic Review.” PLOS Global 
Public Health 2(6): e0000582.

Boniol, Mathieu and others, 2019. “Gender 
Equity in the Health Workforce: Analysis of 
104 Countries.” Health Workforce Working 
Paper 1. Geneva: World Health Organization. 

Bourbonnais, Nicole, 2016. Birth Control in the 
Decolonizing Caribbean: Reproductive Politics 
and Practices on Four Islands, 1930–1970. 
New York: Cambridge University Press.

Boy, Angie and Hamisu M. Salihu, 
2004. “Intimate Partner Violence and 
Birth Outcomes: A Systematic Review.” 
International Journal of Fertility and 
Women’s Medicine 49: 159–164.

Boydell, Victoria and others, 2023. “Hostilities 
Faced by People on the Frontlines of Sexual 
and Reproductive Health and Rights: A Scoping 
Review.” BMJ Global Health 8(11): e012652.

Braveman, Paula, 2023. “Preventing Maternal 
Mortality.” Medical Care 61(5): 255–257.

Briggs, Laura, 2003. Reproducing Empire: Race, 
Sex, Science, and U.S. Imperialism in Puerto 
Rico. Berkeley: University of California Press.

Brown, Rebecca and others, 2019. “The Sexual 
and Reproductive Health and Rights Journey: 
From Cairo to the Present.” Sexual and 
Reproductive Health Matters 27(1): 1676543.

Caceres, Billy A. and others, 2019. “A Scoping 
Review of Sexual Minority Women’s Health in 
Latin America and the Caribbean.” International 
Journal of Nursing Studies 94: 85–97.

Camber Collective, 2020. “SWEDD 
Analyses situationnelles.” Unpublished.

Capasso, Ariadna and others, 2022. 
“Lessons from the Field: Recommendations 
for Gender-Based Violence Prevention 
and Treatment for Displaced Women in 
Conflict-Affected Ukraine.” The Lancet 
Regional Health – Europe 17: 100408. 

Cardona, Carolina and others, 
2020. “Generating and Capitalizing on 
the Demographic Dividend Potential 
in Sub-Saharan Africa: A Conceptual 
Framework from a Systematic Literature 
Review.” Gates Open Research 4: 145. 

Carlson, Lauren J. and Natalie D. Shaw, 2019. 
“Development of Ovulatory Menstrual Cycles 
in Adolescent Girls.” Journal of Pediatric and 
Adolescent Gynecology 32(3): 249–253.

Carpenter, Morgan, 2018. “Intersex 
Variations, Human Rights, and the 
International Classification of Diseases.” 
Health and Human Rights 20(2): 205–214.

Carpenter, Zöe, 2019. “This Was 
the Decade of Feminist Uprisings 
in Latin America.” The Nation. 

Carter, Shannon K., 2010. “Beyond 
Control: Body and Self in Women’s 
Childbearing Narratives.” Sociology of 
Health & Illness 32(7): 993–1009.

Center for Reproductive Rights, n.d. 
“The World’s Abortion Laws.” Website: 
reproductiverights.org/maps/worlds-
abortion-laws/, accessed 2 February 2024.

Cha, Seungman, 2017. “The Impact of 
the Worldwide Millennium Development 
Goals Campaign on Maternal and Under-
Five Child Mortality Reduction: ‘Where 
Did the Worldwide Campaign Work Most 
Effectively?’” Global Health Action 19(1). 
DOI: 10.1080/16549716.2017.1267961.

STATE OF WORLD POPULATION 2024 157

https://www.unwomen.org/en/news-stories/speech/2023/09/speech-the-womens-rights-crisis-listen-to-invest-in-include-and-support-afghan-women
https://www.unwomen.org/en/news-stories/speech/2023/09/speech-the-womens-rights-crisis-listen-to-invest-in-include-and-support-afghan-women
https://www.unwomen.org/en/news-stories/speech/2023/09/speech-the-womens-rights-crisis-listen-to-invest-in-include-and-support-afghan-women
https://www.unwomen.org/en/news-stories/speech/2023/09/speech-the-womens-rights-crisis-listen-to-invest-in-include-and-support-afghan-women
https://www.unwomen.org/en/news-stories/speech/2023/09/speech-the-womens-rights-crisis-listen-to-invest-in-include-and-support-afghan-women
https://reproductiverights.org/maps/worlds-abortion-laws/
https://reproductiverights.org/maps/worlds-abortion-laws/


Chola, Lumbwe and others, 2015. “Scaling 
Up Family Planning to Reduce Maternal and 
Child Mortality: The Potential Costs and 
Benefits of Modern Contraceptive Use in 
South Africa.” PLoS ONE 10(6): e0130077. 

Cohen, Susan A., 1987. “The Safe 
Motherhood Conference.” International 
Family Planning Perspectives 13(2): 68–70. 

Coll, Carolina V. N. and others, 2021. 
“Identifying the Women Most Vulnerable to 
Intimate Partner Violence: A Decision Tree 
Analysis from 48 Low- and Middle-Income 
Countries.” eClinicalMedicine 42: 101214.

Coll, Carolina V. N. and others, 2020. 
“Intimate Partner Violence in 46 Low-
Income and Middle-Income Countries: 
An Appraisal of the Most Vulnerable 
Groups of Women Using National Health 
Surveys.” BMJ Global Health 5: e002208.

Collins, Bennett and others, 2021. “Becoming 
‘Historically Marginalized Peoples’: Examining 
Twa Perceptions of Boundary Shifting and 
Re-Categorization in Post-Genocide Rwanda.” 
Ethnic and Racial Studies 44(4): 576–594.

Commission for Gender Equality, 2020. 
“Investigation Report on the Forced 
Sterilisation of Women Living with 
HIV/AIDS in South Africa.” Complaint 
Ref No: 414/03/2015/KZN. 

Committee on the Elimination of 
Discrimination against Women, 2015. 
“Concluding Observations: Slovakia” 
(paragraphs 11, 20–23, 26–27). United 
Nations Document CEDAW/C/SVK/CO/5-6.

Committee on the Elimination 
of Racial Discrimination, 2017. 
“Concluding Observations: Slovakia” 
CERD/C/SVK/CO/11-12.

Connelly, Matthew, 2008. Fatal 
Misconception: The Struggle to Control 
World Population. Cambridge: Belknap 
Press of Harvard University Press.

Constantine, Norman A. and others, 2015. 
“Short-Term Effects of a Rights-Based 
Sexuality Education Curriculum for High-
School Students: A Cluster-Randomized 
Trial.” BMC Public Health 15: 293. 

Cook, Rebecca J. and others, 2003. 
Reproductive Health and Human Rights: 
Integrating Medicine, Ethics, and Law. 
Wotton-under-Edge: Clarendon Press.

Corrêa, Sonia, and others, 2015. “Feminist 
Mobilizing for Global Commitments to 
the Sexual and Reproductive Health and 
Rights of Women and Girls.” In Women 
and Girls Rising: Progress and Resistance 
Around the World. New York: Routledge.

Creanga, Andreea A. and others, 2014. 
“Racial and Ethnic Disparities in Severe 
Maternal Morbidity: A Multistate Analysis, 
2008–2010.” American Journal of Obstetrics 
and Gynecology 210(5): 435.e1–435.e8.

DANE (Departamento Administrativo Nacional 
de Estadística) and UNFPA (United Nations 
Population Fund), 2023. Partería tradicional 
y su incorporación en las Estadísticas Vitales 
de Colombia. Website: dane.gov.co/files/
investigaciones/notas-estadisticas/06022023-
NotaEstadistica-ParteraTradi-EVColombia.
pdf, accessed 12 February 2024.

Dayo, Elizabeth and others, 2022. “Health 
in Colour: Black Women, Racism, and 
Maternal Health.” The Lancet Regional 
Health – Americas 17:100408.

Deacon, Harriet, 1998. “Midwives and Medical 
Men in the Cape Colony Before 1860.” 
Journal of African History 39(2): 271–292.

De Barros, Juanita, 2014. Reproducing 
the British Caribbean: Sex, Gender, and 
Population Politics After Slavery. Chapel 
Hill: University of North Carolina Press.

Decker, Michele R. and others, 2015. 
“Gender-Based Violence Against Adolescent 
and Young Adult Women in Low- and 
Middle-Income Countries.” Journal of 
Adolescent Health 56(2): 188–196.

DeLee, Joseph B., 1915. “Progress Toward 
Ideal Obstetrics.” Transactions of the 
American Association for the Study and 
Prevention of Infant Mortality 6: 114–138.

Delkhosh, Marjan and others, 2019. 
“Prevalence of Intimate Partner Violence 
and Reproductive Health Outcomes Among 
Afghan Refugee Women in Iran.” Health Care 
for Women International 40(2): 213–237.

Downe, Soo and others, 2023. “Theories 
for Interventions to Reduce Physical and 
Verbal Abuse: A Mixed Methods Review 
of the Health and Social Care Literature 
to Inform Future Maternity Care.” PLOS 
Global Public Health 3(4): e0001594.

El Chamaa, Mohamad, 2023. “Anti-LGBTQ 
Backlash Grows Across Middle East, Echoing 
U.S. Culture Wars.” Washington Post. 

El Halabi, Soha and Kristi Sidney 
Annerstedt, 2021. Cost Analysis of a 
Comprehensive Sexuality Education 
Intervention in Indonesia – SETARA Program. 
Jakarta: Rutgers WPF Indonesia. 

ENSMI (Encuesta Nacional de Salud Materno 
Infantil), 2015. “ENSMI 2014-2015, Informe 
de Indicadores Básicos, Guatemala.” 

Erens, Bob and others, 2019. “Health Status, 
Sexual Activity and Satisfaction Among 
Older People in Britain: A Mixed Methods 
Study.” PLoS One 14(3): e021385.

Ero, Ikponwosa and others, 2021. People 
with Albinism Worldwide. A Human Rights 
Perspective. Website: ohchr.org/sites/
default/files/Documents/Issues/Albinism/
Albinism_Worldwide_Report2021_EN.pdf, 
accessed 13 February 2024.

ERRC (European Roma Rights Centre), 2020. 
Cause of Action. A Series by the European 
Roma Rights Centre. Reproductive Rights of 
Romani Women in Bulgaria. Website: errc.
org/uploads/upload_en/file/5229_file1_
reproductive-rights-of-romani-women-in-
bulgaria.pdf, accessed 4 February 2024.

European Commission, Directorate-General 
for Justice and Consumers, 2017. Analysis 
and Comparative Review of Equality Data 
Collection Practices in the European Union. 
Data Collection in Relation to LGBTI People. 
Luxembourg: Publications Office. 

European Court of Human Rights, 2023. 
“Judgment Concerning Switzerland.”  
Strasbourg: ECHR. Website: echr.coe.
int/w/judgment-concerning-switzerland, 
accessed 15 March 2024.

Evens, Emily and others, 2019. “Experiences 
of Gender-Based Violence Among Female 
Sex Workers, Men Who Have Sex With 
Men, and Transgender Women in Latin 
America and the Caribbean: A Qualitative 
Study to Inform HIV Programming.” BMC 
International Health and Human Rights 19: 9.

Exemplars in Global Health, 2023. “A Story 
with a Beautiful Ending: India’s Path to 
Promoting Respectful Maternal Care.” 
Exemplars News. Website: exemplars.health/
stories/india-path-to-promoting-respectful-
maternal-care, accessed 6 February 2024.

References158

https://www.dane.gov.co/files/investigaciones/notas-estadisticas/06022023-NotaEstadistica-ParteraTradi-EVColombia.pdf
https://www.dane.gov.co/files/investigaciones/notas-estadisticas/06022023-NotaEstadistica-ParteraTradi-EVColombia.pdf
https://www.dane.gov.co/files/investigaciones/notas-estadisticas/06022023-NotaEstadistica-ParteraTradi-EVColombia.pdf
https://www.dane.gov.co/files/investigaciones/notas-estadisticas/06022023-NotaEstadistica-ParteraTradi-EVColombia.pdf
https://www.ohchr.org/sites/default/files/Documents/Issues/Albinism/Albinism_Worldwide_Report2021_EN.pdf
https://www.ohchr.org/sites/default/files/Documents/Issues/Albinism/Albinism_Worldwide_Report2021_EN.pdf
https://www.ohchr.org/sites/default/files/Documents/Issues/Albinism/Albinism_Worldwide_Report2021_EN.pdf
http://www.errc.org/uploads/upload_en/file/5229_file1_reproductive-rights-of-romani-women-in-bulgaria.pdf
http://www.errc.org/uploads/upload_en/file/5229_file1_reproductive-rights-of-romani-women-in-bulgaria.pdf
http://www.errc.org/uploads/upload_en/file/5229_file1_reproductive-rights-of-romani-women-in-bulgaria.pdf
http://www.errc.org/uploads/upload_en/file/5229_file1_reproductive-rights-of-romani-women-in-bulgaria.pdf
http://echr.coe.int/w/judgment-concerning-switzerland
http://echr.coe.int/w/judgment-concerning-switzerland
https://www.exemplars.health/stories/india-path-to-promoting-respectful-maternal-care
https://www.exemplars.health/stories/india-path-to-promoting-respectful-maternal-care
https://www.exemplars.health/stories/india-path-to-promoting-respectful-maternal-care


Family Planning Impact Consortium, 
2023. The Case for Investment in Family 
Planning for Women’s Empowerment and 
Economic Development: An Introduction to 
the Family Planning Impact Consortium. 
New York: Guttmacher Institute. 

Fathalla, Mahmoud, 2012. On Safe Motherhood 
at 25 Years. Looking Back, Moving Forward. 
Dorchester: Hands On For Mothers and 
Babies. Website: birmingham.ac.uk/
Documents/heroes/on-safe-motherhood-
fathalla.pdf, accessed 1 February 2024.

Ferrari, Giulia and others, 2022. “Prevention 
of Violence Against Women and Girls: 
A Cost-Effectiveness Study Across 6 
Low- and Middle-Income Countries.” 
PLOS Medicine 19(3): e1003827. 

Fijian Ministry of Health and Medical 
Services and others, 2023. Community-Based 
Sexual and Reproductive Health Officers 
Programme: A Successful Strategy to Advance 
SRHR for Women and Young People with 
Disabilities in the Pacific Region. Washington, 
DC: Women Enabled International. 

Ford, Jessie V. and others, 2022. “The 
World Association for Sexual Health’s 
Declaration on Sexual Pleasure: A 
Technical Guide.” International Journal 
of Sexual Health 33(4): 612–614.

Ford, Nathan and others, 2021. “Integrating 
Sexual and Reproductive Health Services 
Within HIV Services: WHO Guidance.” Frontiers 
in Global Women’s Health 2: 735281.

Forde, Allana T. and others, 2019. “The 
Weathering Hypothesis as an Explanation 
for Racial Disparities in Health: A Systematic 
Review.” Annals of Epidemiology 33: 1–18.e3.

Forman, Michele R. and others, 2013. “Life-
Course Origins of the Ages and Menarche 
and Menopause.” Adolescent Health, 
Medicine and Therapeutics 4: 1–21.

Fòs Feminista, 2023. The Global Impact of the 
Dobbs Decision on Abortion Laws, Policies, 
Legislation, Narratives, and Movements: 
Findings from Colombia, India, Kenya, 
and Nigeria. New York: Fòs Feminista. 

Fuentes, Liza, 2023. “Inequity in US 
Abortion Rights and Access: The End 
of Roe is Deepening Existing Divides.” 
New York: Guttmacher Institute. 

Fukuda-Parr, Sakiko and others, 2018. 
“Voluntary National Review Reports 
– What Do They Report?” Committee 
for Development Policy. Website: 
sustainabledevelopment.un.org/content/
documents/20549CDPbp201846.
pdf, accessed 8 February 2024.

Gabrysch, Sabine and others, 2009. “Cultural 
Adaptation of Birthing Services in Rural 
Ayacucho, Peru.” Bulletin of the World 
Health Organization 87(9): 724–729.

García-Moreno, Claudia and Avni Amin, 2019. 
“Violence Against Women: Where Are We 25 
years After ICPD and Where Do We Need to 
Go?” Reproductive Health Matters 27(1): 1–3.

Geller, Stacie E. and others, 2018. “A 
Global View of Severe Maternal Morbidity: 
Moving Beyond Maternal Mortality.” 
Reproductive Health 15(Suppl 1): 98.

George, Asha S. and others, 2020. “Structural 
Determinants of Gender Inequality: Why 
They Matter for Adolescent Girls’ Sexual 
and Reproductive Health.” BMJ 368: l6985.

Georgieva, Kristalina, 2020. “Investing 
in Policies for People Will Help Shape a 
Better Economy for the Postcrisis World.” 
Washington, DC: International Monetary Fund. 

Geronimus, Arline T., 2023. Weathering: The 
Extraordinary Stress of Ordinary Life in an 
Unjust Society. New York: Little, Brown Spark.

Ghebreyesus, Tedros Adhanom and 
others, 2020. “Wake-up Call: 10 Years 
Remaining to Address Inequalities 
on Right to Health for All.” BMJ. 

Gibson, Britton A. and others, 2018. 
“Gender Identity, Healthcare Access, 
and Risk Reduction Among Malaysia’s 
Mak Nyah Community.” In Rethinking 
MSM, Trans* and other Categories in HIV 
Prevention. Abingdon: Routledge.

Ginsburg, Faye D. and Rayna Rapp, 1995. 
“Conceiving the New World Order.” In 
Conceiving the New World Order: The 
Global Politics of Reproduction. Berkeley: 
University of California Press.

Goli, Srinivas and others, 2022. “Estimates 
and Correlates of District-Level Maternal 
Mortality Ratio in India.” PLOS Global 
Public Health 2(7): e0000441. 

Gon, Giorgia and others, 2018. “The Frequency 
of Maternal Morbidity: A Systematic Review 
of Systematic Reviews.” International Journal 
of Gynecology & Obstetrics 141: 20–38.

Goodmark, Leigh, 2022. “Assessing the 
Impact of the Violence Against Women Act.” 
Annual Review of Criminology 5: 115–131.

Gostin, Lawrence, 2019. “Is Affording 
Undocumented Immigrants Health Coverage a 
Radical Proposal?” JAMA 322(15): 1438–1439. 

Government of India, Ministry of Health 
and Family Welfare, 2016. “National 
Family Health Survey (NFHS-4), 2015–16.” 
Website: rchiips.org/nfhs/pdf/nfhs4/
india.pdf, accessed 5 February 2024.

Graham, Laurie M. and others, 2021. 
“Disparities in Potential Years of Life 
Lost Due to Intimate Partner Violence: 
Data from 16 States for 2006–2015.” 
PLOS ONE 16(2): e0246477.

Grepin, Karen A. and Jeni Klugman, 2013. 
Investing in Women’s Reproductive Health: 
Closing the Deadly Gap Between What We 
Know and What We Do. Washington: World 
Bank. Website: documents1.worldbank.
org/curated/en/217631468333060680/
pdf/781140WP0Box370per0Full0Repo
rt-pdf0.pdf, accessed 15 February 2024.

Grown, Caren and others, 2005. Taking 
Action: Achieving Gender Equality and 
Empowering Women. UN Millennium 
Project Taskforce on Education and Gender 
Equality. Website: undp.org/sites/g/files/
zskgke326/files/publications/Taking%20
Action-%20Achieving%20Gender%20
Equality%20and%20Empowering%20
Women.pdf, accessed 7 February 2024.

Gulumbe, Usman and others, 2018. “Maternal 
Mortality Ratio in Selected Rural Communities 
in Kebbi State, Northwest Nigeria.” BMC 
Pregnancy and Childbirth 18(1): 1–6.

Gupta, Manjul and others, 2023. “Fake 
News Believability: The Effects of Political 
Beliefs and Espoused Cultural Values.” 
Information & Management 60(2): 103745.

Guttmacher Institute, 2017. “Many Abortion 
Restrictions Have No Rigorous Scientific 
Basis.” New York: Guttmacher Institute. 
Website: guttmacher.org/news-release/2017/
many-abortion-restrictions-have-no-rigorous-
scientific-basis, accessed 1 February 2024.

STATE OF WORLD POPULATION 2024 159

https://www.birmingham.ac.uk/Documents/heroes/on-safe-motherhood-fathalla.pdf
https://www.birmingham.ac.uk/Documents/heroes/on-safe-motherhood-fathalla.pdf
https://www.birmingham.ac.uk/Documents/heroes/on-safe-motherhood-fathalla.pdf
https://sustainabledevelopment.un.org/content/documents/20549CDPbp201846.pdf
https://sustainabledevelopment.un.org/content/documents/20549CDPbp201846.pdf
https://sustainabledevelopment.un.org/content/documents/20549CDPbp201846.pdf
http://rchiips.org/nfhs/pdf/nfhs4/india.pdf
http://rchiips.org/nfhs/pdf/nfhs4/india.pdf
http://documents1.worldbank.org/curated/en/217631468333060680/pdf/781140WP0Box370per0Full0Report-pdf0.pdf
http://documents1.worldbank.org/curated/en/217631468333060680/pdf/781140WP0Box370per0Full0Report-pdf0.pdf
http://documents1.worldbank.org/curated/en/217631468333060680/pdf/781140WP0Box370per0Full0Report-pdf0.pdf
http://documents1.worldbank.org/curated/en/217631468333060680/pdf/781140WP0Box370per0Full0Report-pdf0.pdf
https://www.undp.org/sites/g/files/zskgke326/files/publications/Taking%20Action-%20Achieving%20Gender%20Equality%20and%20Empowering%20Women.pdf
https://www.undp.org/sites/g/files/zskgke326/files/publications/Taking%20Action-%20Achieving%20Gender%20Equality%20and%20Empowering%20Women.pdf
https://www.undp.org/sites/g/files/zskgke326/files/publications/Taking%20Action-%20Achieving%20Gender%20Equality%20and%20Empowering%20Women.pdf
https://www.undp.org/sites/g/files/zskgke326/files/publications/Taking%20Action-%20Achieving%20Gender%20Equality%20and%20Empowering%20Women.pdf
https://www.undp.org/sites/g/files/zskgke326/files/publications/Taking%20Action-%20Achieving%20Gender%20Equality%20and%20Empowering%20Women.pdf
http://guttmacher.org/news-release/2017/many-abortion-restrictions-have-no-rigorous-scientific-basis
http://guttmacher.org/news-release/2017/many-abortion-restrictions-have-no-rigorous-scientific-basis
http://guttmacher.org/news-release/2017/many-abortion-restrictions-have-no-rigorous-scientific-basis


Haberland, Nicole and Deborah Rogow, 
2015. “Sexuality Education: Emerging 
Trends in Evidence and Practice.” Journal 
of Adolescent Health 56(1): S15–21.

Haddad, Lisa B. and Nawal N. Nour, 
2009. “Unsafe Abortion: Unnecessary 
Maternal Mortality.” Reviews in Obstetrics 
& Gynecology 2(2): 122–126.

Hadush, Filmawit and others, 2023. “Factors 
Contributing to the High Prevalence 
of Intimate Partner Violence Among 
South Sudanese Refugee Women in 
Ethiopia.” BMC Public Health 23(1): 1418. 

Harbath, Katie, 2023. “Different 
Approaches to Counting Elections.” 
Anchor Change. Website: anchorchange.
substack.com/p/different-approaches-to-
counting, accessed 1 February 2024.

Harned, Elizabeth B. and Liza Fuentes, 2023. 
“Abortion Out of Reach: The Exacerbation 
of Wealth Disparities After Dobbs v. 
Jackson Women’s Health Organization.” 
New York: Guttmacher Institute. 

Hartmann, Betsy, 1995. Reproductive Rights 
and Wrongs: The Global Politics of Population 
Control. Boston: South End Press.

Hassan, Asha and others, 2023. 
“Dobbs and Disabilities: Implications 
of Abortion Restrictions for People 
with Chronic Health Conditions.” Health 
Services Research 58(1): 197–201.

Hay, Katherine and others, 2019. 
“Disrupting Gender Norms in Health 
Systems: Making the Case for Change.” 
The Lancet 393(10190): 2535–2549.

Herten-Crabb, Asha and Sara E. Davies, 2020. 
“Why WHO Needs a Feminist Economic 
Agenda.” The Lancet 396(10229): 1018–1020.

Heymann, Jody and others, 2019. “Improving 
Health with Programmatic, Legal, and Policy 
Approaches to Reduce Gender Inequality 
and Change Restrictive Gender Norms.” 
The Lancet 393(10190): 2522–2534.

HIV Policy Lab and others, 2023. Progress 
and the Peril: HIV and the Global De/
criminalization of Same-Sex Sex. 
Website: hivpolicylab.org/documents/
reports/2023GlobalReport/2023%20Policy%20
Lab%20Report%20on%20Decriminalization.
pdf, accessed 1 February 2024.

Hobby, Elaine, 1999. “Introduction.” In The 
Midwives Book. Or the Whole Art of Midwifry 
Discovered, Jane Sharp (author), Elaine Hobby, 
ed. New York: Oxford University Press.

Hogarth, Rana A., 2017. Medicalizing 
Blackness: Making Racial Difference in 
the Atlantic World, 1780-1840. Chapel Hill: 
University of North Carolina Press. 

Hoffman, Kelly M. and others, 2016. “Racial 
Bias in Pain Assessment and Treatment 
Recommendations, and False Beliefs 
about Biological Differences Between 
Blacks and Whites.” Proceedings of the 
National Academy of Sciences of the United 
States of America 113(6): 4296–4301. 

Horn, Rebecca and others, 2021. “Mapping 
Complex Systems: Responses to Intimate 
Partner Violence Against Women in Refugee 
Camps.” Frontiers in Human Dynamics 
3. DOI: 10.3389/fhumd.2021.613792.

Hoyert, Donna L., 2023. “Maternal Mortality 
Rates in the United States, 2021.” National 
Center for Health Statistics, Health 
E-Stats. Website: stacks.cdc.gov/view/
cdc/124678, accessed 4 February 2024.

HRW (Human Rights Watch), 2020. 
“Covid-19 Fueling Anti-Asian Racism and 
Xenophobia Worldwide.” News. Website: 
www.hrw.org/news/2020/05/12/covid-19-
fueling-anti-asian-racism-and-xenophobia-
worldwide, accessed 15 March 2024. 

Huicho, Luis and others, 2018. “Enabling 
Reproductive, Maternal, Neonatal 
and Child Health Interventions: Time 
Trends and Driving Factors of Health 
Expenditure in the Successful Story of 
Peru.” PLoS One 13(10): e0206455.

Human Dignity Trust, n.d. “Map of Countries 
that Criminalise LGBT People.” Website: 
humandignitytrust.org/lgbt-the-law/map-of-
criminalisation/, accessed 5 February 2024.

Human Rights Committee, 2016. “Concluding 
Observations: Slovakia” (paragraphs 16–19). 
United Nations Document CCPR/C/SVK/CO/4.

Human Rights Council, 2020. “COVID-19, 
Systemic Racism and Global Protests: 
Report of the Working Group of Experts on 
People of African Descent.” A/HRC/45/44. 

Hunter, Wendy and Natasha Borges 
Sugiyama, 2018. “Making the Newest Citizens: 
Achieving Universal Birth Registration 
in Contemporary Brazil.” The Journal of 
Development Studies 54(3): 397–412. 

Hyde, Janet Shibley and others, 2019. “The 
Future of Sex and Gender in Psychology: 
Five Challenges to the Gender Binary.” 
American Psychologist 74(2): 171–193. 

Ibrahim, Zainab and others, 2018. Counting 
the Cost: The Price Society Pays for 
Violence Against Women. Geneva: Care 
International. Website: care-international.
org/files/files/Counting_the_costofViolence.
pdf, accessed 16 February 2024.

IFES (International Foundation for 
Electoral Systems), n.d. “ElectionGuide. 
Democracy Assistance and Election 
News.” Website: electionguide.org/, 
accessed 1 February 2024.

Inclusive Data Charter and Global Partnership 
for Sustainable Development Data, 2018. 
“Everybody Counts. A Commitment to Ensure 
that No One is Left Behind in the Pursuit 
and Measurement of Social and Economic 
Progress.” Website: data4sdgs.org/sites/
default/files/2018-08/IDC_onepager_Final.
pdf, accessed 6 February 2024.

Indira, Fazilatun Nessa and others, 
2023. “Towards a World with No Child 
Marriage: Four Countries Pledge Action.” 
The Lancet 401(10378): 712–713. 

International Confederation of Midwives 
and others, 2016. Midwives’ Voices. 
Midwives’ Realities. Geneva: World Health 
Organization. Website: iris.who.int/bitstream/
handle/10665/250376/9789241510547-
eng.pdf, accessed 3 February 2024.

Islam, Rakibul M., 2017. “Utilization of 
Maternal Health Care Services Among 
Indigenous Women in Bangladesh: A Study on 
the Mru Tribe.” Women & Health 57: 108–118.

Jackson, Andrea V. and others, 2017. “Racial 
and Ethnic Differences in Contraception 
Use and Obstetric Outcomes: A Review.” 
Seminars in Perinatology 41(5): 273–277.

Jeffcoate, 1975. Principles of 
Gynaecology. Liverpool: Butterworths. 

Jewkes, Rachel and others, 2015. “‘I Don’t 
Know What Harm I Did’: Perspectives of 
Traditional Practitioners on the Nature, 
Sources and Roles of Violence in Rural 
South African Maternity Care.” Social 
Science & Medicine 143: 27–34.

Johnson, Charles and others, 1999. 
Africans in America: America’s Journey 
through Slavery. New York: Harcourt.

References160

https://anchorchange.substack.com/p/different-approaches-to-counting
https://anchorchange.substack.com/p/different-approaches-to-counting
https://anchorchange.substack.com/p/different-approaches-to-counting
https://hivpolicylab.org/documents/reports/2023GlobalReport/2023%20Policy%20Lab%20Report%20on%20Decriminalization.pdf
https://hivpolicylab.org/documents/reports/2023GlobalReport/2023%20Policy%20Lab%20Report%20on%20Decriminalization.pdf
https://hivpolicylab.org/documents/reports/2023GlobalReport/2023%20Policy%20Lab%20Report%20on%20Decriminalization.pdf
https://hivpolicylab.org/documents/reports/2023GlobalReport/2023%20Policy%20Lab%20Report%20on%20Decriminalization.pdf
https://doi.org/10.3389/fhumd.2021.613792
http://stacks.cdc.gov/view/cdc/124678
http://stacks.cdc.gov/view/cdc/124678
https://www.hrw.org/news/2020/05/12/covid-19-fueling-anti-asian-racism-and-xenophobia-worldwide
https://www.hrw.org/news/2020/05/12/covid-19-fueling-anti-asian-racism-and-xenophobia-worldwide
https://www.hrw.org/news/2020/05/12/covid-19-fueling-anti-asian-racism-and-xenophobia-worldwide
https://www.humandignitytrust.org/lgbt-the-law/map-of-criminalisation/
https://www.humandignitytrust.org/lgbt-the-law/map-of-criminalisation/
https://www.care-international.org/files/files/Counting_the_costofViolence.pdf
https://www.care-international.org/files/files/Counting_the_costofViolence.pdf
https://www.care-international.org/files/files/Counting_the_costofViolence.pdf
https://www.electionguide.org/
https://www.data4sdgs.org/sites/default/files/2018-08/IDC_onepager_Final.pdf
https://www.data4sdgs.org/sites/default/files/2018-08/IDC_onepager_Final.pdf
https://www.data4sdgs.org/sites/default/files/2018-08/IDC_onepager_Final.pdf
https://iris.who.int/bitstream/handle/10665/250376/9789241510547-eng.pdf
https://iris.who.int/bitstream/handle/10665/250376/9789241510547-eng.pdf
https://iris.who.int/bitstream/handle/10665/250376/9789241510547-eng.pdf


Jones, Tiffany, 2018. “Intersex Studies: 
A Systematic Review of International 
Health Literature.” SAGE Open 8(2). 
DOI: 10.1177/2158244017745577.

Kalra, Naira and others, 2021. “Training 
Healthcare Providers to Respond to 
Intimate Partner Violence Against 
Women.” Cochrane Database of 
Systematic Reviews 5(5): CD012423.

Kanem, Natalia, 2023. “Reproductive Rights 
Backsliding Around the World. This Needs to 
End.” Context News. Website: www.context.
news/socioeconomic-inclusion/opinion/
abortion-rights-are-backsliding-worldwide-
this-needs-to-end, accessed 1 February 2024.

Kapilashrami, Anuj and Ekatha A. John, 
2023. “Pandemic, Precarity and Health of 
Migrants in South Asia: Mapping Multiple 
Dimensions of Precarity and Pathways to 
States of Health and Well-being.” Journal 
of Migration and Health 7: 100180.

Karakuş, Akan and others, 2015. “An Important 
Ethical and Medicolegal Issue; Projecting the 
Need for Medical Education About Patient 
Rights Among the Hospital Staff.” Journal of 
Experimental & Clinical Medicine 32(2): 59–61.

Kenya National Bureau of Statistics, 
Population Studies and Research Institute 
and United Nations Children’s Fund. 2016. 
“Turkana County Multiple Indicator Cluster 
Survey 2013/14, Final Report.” Nairobi: 
Kenya National Bureau of Statistics, 
Population Studies and Research Institute 
and United Nations Children’s Fund. 

Khalil, Asma and others, 2023. “A Call to 
Action: The Global Failure to Effectively 
Tackle Maternal Mortality Rates.” The 
Lancet Global Health 11(8): e1165–e1167.

Kharas, Homi, and others, eds, 2019. 
Leave No One Behind. Time for Specifics 
on the Sustainable Development Goals. 
Washington, DC: Brookings Institution Press. 

Kim, Theresa Y. and others, 2016. 
“Racial/Ethnic Differences in Unintended 
Pregnancy: Evidence from a National 
Sample of US Women.” American Journal 
of Preventive Medicine 50(4): 427–435.

Kirby, Douglas B., 2008. “The Impact 
of Abstinence and Comprehensive Sex 
and STD/HIV Education Programs on 
Adolescent Sexual Behavior.” Sexuality 
Research & Social Policy 5: 18. 

Kisambira, Stephen and Karoline Schmid, 
2021. “Selecting Adolescent Birth Rates 
(10–14 and 15–19 years) for Monitoring 
and Reporting on Sustainable Development 
Goals.” Technical Paper No.2022/4. New 
York: UN DESA, Population Division.

Kivela, Jari and others, 2013. “Cost Analysis 
of School-Based Sexuality Education 
Programs in Six Countries.” Cost Effectiveness 
and Resource Allocation 11: 17. 

Klausen, Susanne, 2004. Race, Maternity, and 
the Politics of Birth Control in South Africa, 
1910 –39. London: Palgrave Macmillan.

Klugman, Barbara, 1993. “Balancing Means 
and Ends; Population Policy in South Africa.” 
Reproductive Health Matters 1(1): 44–57.

Knight, Marian and others, eds, on behalf of 
MBRRACE-UK, 2022. Saving Lives, Improving 
Mothers’ Care. Core Report: Lessons Learned to 
Inform Maternity Care from the UK and Ireland 
Confidential Enquiries into Maternal Deaths and 
Morbidity 2018–20. Oxford: National Perinatal 
Epidemiology Unit, University of Oxford. 

Knudsen, Britta Timm and Casper 
Andersen, 2019. “Affective Politics and 
Colonial Heritage, Rhodes Must Fall at 
UCT and Oxford.” International Journal 
of Heritage Studies 25(3): 239–258.

Kohler, Hans-Peter and Jere R. Behrman, 
2018. “Benefits and Costs of the 
Population and Demography Targets for 
the Post-2015 Development Agenda.” In 
Prioritizing Development: A Cost Benefit 
Analysis of the United Nations’ Sustainable 
Development Goals, Bjorn Lomborg, ed. 
Cambridge: Cambridge University Press.

Kohler, Pamela K. and others, 2008. 
“Abstinence-Only and Comprehensive 
Sex Education and the Initiation of Sexual 
Activity and Teen Pregnancy.” Journal of 
Adolescent Health 42(4): 344–351.

Lancet Commission on Peaceful Societies 
Through Health Equity and Gender 
Equality, 2023. “Peaceful Societies Through 
Health Equity and Gender Equality.” 

La  tt, Su Mon and others, 2019. “Abortion 
Laws Reform May Reduce Maternal 
Mortality: An Ecological Study in 162 
Countries.” BMC Women’s Health 19: 1. 

Leavitt, J. Walzer, 1988. “Joseph B. 
DeLee and the Practice of Preventive 
Obstetrics.” American Journal of 
Public Health 78(10): 1353–1361.

Lewkonia, Ray, 2011. “Patient Rights and 
Medical Education: Clinical Principles.” 
Medical Teacher 33(5): 392–396.

Litoff, Judy Barrett, 1982. “The 
Midwife Throughout History.” Journal 
of Nurse-Midwifery 27(6): 3–11.

Loaiza, Edilberto and Mengjia Liang, 
2016. Universal Access to Reproductive 
Health: Progress and Challenges, Gretchen 
Luchsinger, ed. New York: UNFPA. Website: 
unfpa.org/sites/default/files/pub-pdf/
UNFPA_Reproductive_Paper_20160120_
online.pdf, accessed 7 February 2024.

Longman, Jéré, 2024. “An Olympic 
Dream Falters Among Track’s 
Shifting Rules.” New York Times. 

Makumbi, Fredrick E. and others, 2023. 
“Socio-economic and Education Related 
Inequities in Use of Modern Contraceptive 
in Seven Sub-regions in Uganda.” BMC 
Health Services Research 23: 201.

Malvern, Chiweshe and Catriona Macleod, 
2018. “Cultural De-Colonization versus Liberal 
Approaches to Abortion in Africa: The Politics 
of Representation and Voice.” African Journal 
of Reproductive Health/La Revue Africaine 
de La Santé Reproductive 22(2): 49–59.

Marone, Heloisa, 2016. Demographic 
Dividends, Gender Equality, and Economic 
Growth: The Case of Cabo Verde. Washington, 
DC: International Monetary Fund.

Martucci, Jessica, 2017. “Childbirth 
and Breastfeeding in 20th-Century 
America.” In Oxford Research 
Encyclopedia of American History. 

Matsick, Jes L. and others, 2020. “Treat 
Sexual Stigma to Heal Health Disparities: 
Improving Sexual Minorities’ Health 
Outcomes.” Policy Insights from the Behavioral 
and Brain Sciences 7(2): 205–213.

Maxwell, Lauren and others, 2015. “Estimating 
the Effect of Intimate Partner Violence 
on Women’s Use of Contraception: A 
Systematic Review and Meta-Analysis.” 
PLoS ONE 10(2): e0118234. 

Mbizvo, Michael T. and others, 2023. 
“Comprehensive Sexuality Education 
Linked to Sexual and Reproductive Health 
Services Reduces Early and Unintended 
Pregnancies Among In-School Adolescent 
Girls in Zambia.” BMC Public Health 23: 348.

STATE OF WORLD POPULATION 2024 161

http://www.context.news/socioeconomic-inclusion/opinion/abortion-rights-are-backsliding-worldwide-this-needs-to-end
http://www.context.news/socioeconomic-inclusion/opinion/abortion-rights-are-backsliding-worldwide-this-needs-to-end
http://www.context.news/socioeconomic-inclusion/opinion/abortion-rights-are-backsliding-worldwide-this-needs-to-end
http://www.context.news/socioeconomic-inclusion/opinion/abortion-rights-are-backsliding-worldwide-this-needs-to-end
https://www.unfpa.org/sites/default/files/pub-pdf/UNFPA_Reproductive_Paper_20160120_online.pdf
https://www.unfpa.org/sites/default/files/pub-pdf/UNFPA_Reproductive_Paper_20160120_online.pdf
https://www.unfpa.org/sites/default/files/pub-pdf/UNFPA_Reproductive_Paper_20160120_online.pdf


MBRRACE-UK (Mothers and Babies: Reducing 
the Risk Through Audits and Confidential 
Enquiries Across the UK), 2020. “Saving Lives, 
Improving Mothers’ Care 2020: Lay Summary.” 
Website: npeu.ox.ac.uk/assets/downloads/
mbrrace-uk/reports/maternal-report-2020/
MBRRACE-UK_Maternal_Report_2020_-_Lay_
Summary_v10.pdf, accessed 4 February 2024.

McGovern, Terry and others, 2022. Sexual and 
Reproductive Justice as the Vehicle to Deliver 
the Nairobi Summit Commitments. High-Level 
Commission on the Nairobi Summit on ICPD25 
Follow-up. Website: nairobisummiticpd.
org/publication/sexual-and-reproductive-
justice, accessed 1 February 2024.

McKinsey Global Institute, 2015. The Power 
of Parity: How Advancing Women’s Equality 
Can Add $12 Trillion to Global Growth. 
New York: McKinsey Global Institute. 

Menendez, Clara and others, 2023. 
“Stalled Global Progress on Preventable 
Maternal Deaths Needs Renewed Focus 
and Action.” BMJ 381: p1473.

Meyer, Meredith and Susan A. Gelman, 
2016. “Gender Essentialism in Children and 
Parents: Implications for the Development 
of Gender Stereotyping and Gender-
Typed Preferences.” Sex Roles 75: 409. 

Mikhail, Hannah and others, 2021. 
“Reproductive Health Interventions 
for Inuit Youth in the North: A Scoping 
Review.” Reproductive Health 18(1): 65.

Molitoris and others, 2023. “Early Childbearing 
and Child Marriage: An Update.” Studies 
in Family Planning 53(3): 503–521.

MTI-Hungary Today, 2019. “Foreign 
Minister: Hungary Rejects UN Declaration 
on Granting Illegal Migrants Equal Access 
to Health Care.” Website: hungarytoday.
hu/hungary-rejects-un-migrants-health-
care, accessed 2 October 2023.

Müller, Alex and others, 2018. “The No-Go 
Zone: A Qualitative Study of Access to 
Sexual and Reproductive Health Services for 
Sexual and Gender Minority Adolescents in 
Southern Africa.” Reproductive Health 15: 12.

Müller, Alexandra, 2016. “Health for All? 
Sexual Orientation, Gender Identity, and 
the Implementation of the Right to Access 
to Health Care in South Africa.” Health 
and Human Rights 18(2): 195–208.

Muro, Estella and Olohikhuae Egbokhare, 
2023. “Artificial Intelligence, Technology and 
Health: Examining the Impacts of Inequity in 
Access, Racism and Structural Discrimination.” 
Washington, DC: O’Neill Institute. 

Murphy-Lawless, Jo, 1998. Reading 
Birth and Death: A History of Obstetric 
Thinking. Cork: Cork University Press.

Musa, Abdulbasit and others, 2019. “The 
Associations Between Intimate Partner 
Violence and Maternal Health Care Service 
Utilization: A Systematic Review and Meta-
Analysis.” BMC Women’s Health 19: 36. 

Ndikubwimana, Baptiste and others, 2023. 
“Debating the Identity and Indigeneity of 
the Batwa in Post-Genocide Rwanda: A 
Review of the Challenges and Prospects 
from a Human Rights Perspective.” 
AlterNative: An International Journal of 
Indigenous Peoples 19(2): 303–313.

Nestorová Dická, Janetta, 2021. “Demographic 
Changes in Slovak Roma Communities in the 
New Millennium.” Sustainability 13(7): 3735.

Nia, Gissou, 2023. “Gender Apartheid is a 
Horror. Now the United Nations Can Make 
it a Crime Against Humanity.” Atlantic 
Council. Website: atlanticcouncil.org/blogs/
new-atlanticist/gender-apartheid-is-a-horror-
now-the-united-nations-can-make-it-a-crime-
against-humanity/, accessed 1 February 2024.

Nove, Andrea and others, 2021. “Potential 
Impact of Midwives in Preventing and 
Reducing Maternal and Neonatal Mortality and 
Stillbirths: A Lives Saved Tool Modelling Study.” 
The Lancet Global Health 9(1): E24–E32.

Nugroh, Adi and others, 2017. “Behavioral 
Interventions to Reduce HIV Risk Behavior for 
MSM and Transwomen in Southeast Asia: A 
Systematic Review.” AIDS Care 29(1): 98–104.

Nyård, Håvard Mokleiv, 2018. “Inequality 
and Conflict – Some Good News.” World 
Bank. blogs.worldbank.org/dev4peace/
inequality-and-conflict-some-good-
news, accessed 1 February 2024.

O’Brien, Diana Z. and Johanna Rickne, 
2016. “Gender Quotas and Women’s 
Political Leadership.” American Political 
Science Review 110(1): 112–126.

OCHA (United Nations Office for the 
Coordination of Humanitarian Affairs), 
2023. “Global Humanitarian Overview 2024.” 
Website: humanitarianaction.info/document/
global-humanitarian-overview-2024/article/
cost-inaction, accessed 15 March 2024.

OCHA (United Nations Office for the 
Coordination of Humanitarian Affairs), 
n.d. “Protection – Gender-Based Violence 
2023.” Geneva and New York: OCHA. 
Website: fts.unocha.org/global-sectors/13/
summary/2023, accessed 15 March 2024. 

Odeyemi, Isaac A. O. and John Nixon, 
2013. “Assessing Equity in Health Care 
Through the National Health Insurance 
Schemes of Nigeria and Ghana: A Review-
Based Comparative Analysis.” International 
Journal for Equity in Health 12: 9.

OHCHR (Office of the High Commissioner 
for Human Rights), 2023. “Systemic 
Racism and Use of Force in Policing 
and Justice.” Website: www.ohchr.org/
en/statements-and-speeches/2023/10/
systemic-racism-and-use-force-policing-
and-justice, accessed 2 February 2024.

OHCHR (Office of the High Commissioner for 
Human Rights), 2023a. “A/78/227: Protection 
Against Violence and Discrimination 
Based on Sexual Orientation and Gender 
Identity – Report of the Independent 
Expert on Protection Against Violence and 
Discrimination Based on Sexual Orientation 
and Gender Identity, Victor Madrigal-Borloz.” 

OHCHR (Office of the High Commissioner 
for Human Rights), 2022. “A/HRC/50/27: 
Report on the right to the enjoyment 
of the highest attainable standard of 
physical and mental health of persons, 
communities and populations affected by 
discrimination and violence based on sexual 
orientation and gender identity in relation 
to the Sustainable Development Goals.” 

OHCHR (Office of the High Commissioner 
for Human Rights), 2021. “Seminal UN 
Report Offers an Agenda to Dismantle 
Systemic Racism.” Website: www.ohchr.
org/en/stories/2021/06/seminal-un-
report-offers-agenda-dismantle-systemic-
racism, accessed 2 February 2024.

OHCHR (Office of the High Commissioner 
for Human Rights), 2021a. “ A/HRC/47/28. 
65: Report of the Special Rapporteur on 
the right of everyone to the enjoyment of 
the highest attainable standard of physical 
and mental health, Tlaleng Mofokeng.”

References162

https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/maternal-report-2020/MBRRACE-UK_Maternal_Report_2020_-_Lay_Summary_v10.pdf
https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/maternal-report-2020/MBRRACE-UK_Maternal_Report_2020_-_Lay_Summary_v10.pdf
https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/maternal-report-2020/MBRRACE-UK_Maternal_Report_2020_-_Lay_Summary_v10.pdf
https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/maternal-report-2020/MBRRACE-UK_Maternal_Report_2020_-_Lay_Summary_v10.pdf
https://www.nairobisummiticpd.org/publication/sexual-and-reproductive-justice
https://www.nairobisummiticpd.org/publication/sexual-and-reproductive-justice
https://www.nairobisummiticpd.org/publication/sexual-and-reproductive-justice
https://www.nairobisummiticpd.org/publication/sexual-and-reproductive-justice
https://hungarytoday.hu/hungary-rejects-un-migrants-health-care
https://hungarytoday.hu/hungary-rejects-un-migrants-health-care
https://hungarytoday.hu/hungary-rejects-un-migrants-health-care
https://www.atlanticcouncil.org/blogs/new-atlanticist/gender-apartheid-is-a-horror-now-the-united-nations-can-make-it-a-crime-against-humanity/
https://www.atlanticcouncil.org/blogs/new-atlanticist/gender-apartheid-is-a-horror-now-the-united-nations-can-make-it-a-crime-against-humanity/
https://www.atlanticcouncil.org/blogs/new-atlanticist/gender-apartheid-is-a-horror-now-the-united-nations-can-make-it-a-crime-against-humanity/
https://www.atlanticcouncil.org/blogs/new-atlanticist/gender-apartheid-is-a-horror-now-the-united-nations-can-make-it-a-crime-against-humanity/
https://blogs.worldbank.org/dev4peace/inequality-and-conflict-some-good-news
https://blogs.worldbank.org/dev4peace/inequality-and-conflict-some-good-news
https://blogs.worldbank.org/dev4peace/inequality-and-conflict-some-good-news
http://humanitarianaction.info/document/global-humanitarian-overview-2024/article/cost-inaction
http://humanitarianaction.info/document/global-humanitarian-overview-2024/article/cost-inaction
http://humanitarianaction.info/document/global-humanitarian-overview-2024/article/cost-inaction
http://fts.unocha.org/global-sectors/13/summary/2023
http://fts.unocha.org/global-sectors/13/summary/2023
https://www.ohchr.org/en/documents/country-reports/ohchr-assessment-human-rights-concerns-xinjiang-uyghur-autonomous-region
http://www.ohchr.org/en/statements-and-speeches/2023/10/systemic-racism-and-use-force-policing-and-justice
http://www.ohchr.org/en/statements-and-speeches/2023/10/systemic-racism-and-use-force-policing-and-justice
http://www.ohchr.org/en/statements-and-speeches/2023/10/systemic-racism-and-use-force-policing-and-justice
http://www.ohchr.org/en/statements-and-speeches/2023/10/systemic-racism-and-use-force-policing-and-justice
https://www.ohchr.org/en/documents/country-reports/ohchr-assessment-human-rights-concerns-xinjiang-uyghur-autonomous-region
http://www.ohchr.org/en/stories/2021/06/seminal-un-report-offers-agenda-dismantle-systemic-racism
http://www.ohchr.org/en/stories/2021/06/seminal-un-report-offers-agenda-dismantle-systemic-racism
http://www.ohchr.org/en/stories/2021/06/seminal-un-report-offers-agenda-dismantle-systemic-racism
http://www.ohchr.org/en/stories/2021/06/seminal-un-report-offers-agenda-dismantle-systemic-racism


OHCHR (Office of the High Commissioner for 
Human Rights), 2021b. “Abortion is Essential 
Healthcare and Women’s Health Must be 
Prioritized Over Politics.” Website: www.
ohchr.org/en/statements/2021/09/abortion-
essential-healthcare-and-womens-health-must-
be-prioritized-over, accessed 5 February 2024. 

OHCHR (Office of the High Commissioner 
for Human Rights), 2020. “COVID-19: States 
Should Not Abuse Emergency Measures 
to Suppress Human Rights – UN Experts.” 
Website: www.ohchr.org/en/press-
releases/2020/03/covid-19-states-should-
not-abuse-emergency-measures-suppress-
human-rights-un, accessed 2 February 2024.

OHCHR (Office of the High Commissioner 
for Human Rights), 2019. “Time for 
World’s Leaders to Honour 25-Year-Old 
Promises and Renew Their Commitments 
on Women’s Rights, Say Human Rights 
Experts.” Website: www.ohchr.org/en/
press-releases/2019/11/time-world-leaders-
honour-25-year-old-promises-and-renew-their-
commitments, accessed 3 February 2024.

OHCHR (Office of the High Commissioner for 
Human Rights), 2019a. Report of the Special 
Rapporteur on violence against women, 
its causes and consequences on a human 
rights-based approach to mistreatment and 
violence against women in reproductive 
health services with a focus on childbirth 
and obstetric violence. A/74/137. Website: 
digitallibrary.un.org/record/3823698

OHCHR (Office of the High Commissioner for 
Human Rights), 2018. “A Human Rights Based 
Approach to Data – Leaving No One Behind in 
the 2030 Agenda for Sustainable Development: 
Guidance Note to Data Collection and 
Disaggregation.” Website: www.ohchr.org/en/
documents/tools-and-resources/human-rights-
based-approach-data-leaving-no-one-behind-
2030-agenda, accessed 6 February 2024.

OHCHR (Office of the High Commissioner 
for Human Rights), 2017. “Women’s 
Autonomy, Equality and Reproductive Health 
in International Human Rights: Between 
Recognition, Backlash and Regressive 
Trends. Working Group on the Issue of 
Discrimination Against Women in Law and 
Practice.” Website: www.ohchr.org/sites/
default/files/Documents/Issues/Women/WG/
WomensAutonomyEqualityReproductiveHealth.
pdf, accessed 1 February 2024.

OHCHR (Office of the High Commissioner for 
Human Rights), 1966. International Covenant 
on Economic, Social and Cultural Rights. 
Geneva: OHCHR. Website: www.ohchr.org/
en/instruments-mechanisms/instruments/
international-covenant-economic-social-and-
cultural-rights, accessed 3 February 2024.

OHCHR (Office of the High Commissioner for 
Human Rights), n.d. “Fact Sheet: Homophobic 
and Transphobic Violence.” Website: www.
ohchr.org/sites/default/files/Documents/
Issues/Discrimination/LGBT/FactSheets/
unfe-27-UN_Fact_Sheets_Homophobic_
English.pdf, accessed 1 February 2024.

OHCHR (Office of the High Commissioner 
for Human Rights), n.d.a. “Intersex People. 
OHCHR and the Human Rights of LGBTI 
People.” Website: www.ohchr.org/en/
sexual-orientation-and-gender-identity/
intersex-people, accessed 4 February 2024.

OHCHR (Office of the High Commissioner 
for Human Rights), n.d.b. “About LGBTI 
People and Human Rights. OHCHR and the 
Human Rights of LGBTI People.” Website: 
www.ohchr.org/en/sexual-orientation-and-
gender-identity/about-lgbti-people-and-
human-rights, accessed 4 February 2024.

OHCHR (Office of the High Commissioner 
for Human Rights), n.d.c. “Albinism in 
Africa. Independent Expert on Albinism.” 
Website: www.ohchr.org/en/special-
procedures/ie-albinism/albinism-africa, 
accessed 13 February 2024.

Onarheim, Kristine H. and others, 2018. 
“Towards Universal Health Coverage: 
Including Undocumented Migrants.” 
BMJ Global Health 3: e001031.

Organization of African Unity, 1981. 
African Charter on Human and Peoples’ 
Rights. Addis Ababa: OAU. 

Osmundsen, Mathias and others, 2021. 
“How Partisan Polarization Drives the 
Spread of Fake News.” Brookings. Website: 
brookings.edu/articles/how-partisan-
polarization-drives-the-spread-of-fake-
news/, accessed 1 February 2024.

Ouedraogo, Rasmané and David Stenzel, 
2021. “The Heavy Economic Toll of Gender-
based Violence: Evidence from Sub-Saharan 
Africa.” IMF WP/21/277. Washington, 
DC: International Monetary Fund. 

Owens, Deidre Cooper, 2017. Medical 
Bondage: Race, Gender, and the Origins 
of American Gynecology. Athens: 
University of Georgia Press.

Owusu-Edusei, Kwame and others, 2013. 
“The Estimated Direct Medical Cost of 
Selected Sexually Transmitted Infections 
in the United States, 2008.” Sexually 
Transmitted Diseases 40(3): 197–201. 

Ozili, Peterson K., 2024. “Effect of 
Gender Equality on Financial Stability 
and Financial Inclusion.” Social 
Responsibility Journal 20(2): 205–223.

PAI, 2020. “Insight into Country-Level Sexual 
and Reproductive Health Advocacy in 
Zambia’s Universal Health Coverage Financing 
Reforms.” Website: pai.org/resources/
leading-charge/, accessed 8 February 2024.

Paradies, Yin, 2016. “Colonisation, 
Racism and Indigenous Health.” Journal 
of Population Research 33: 83–96.

Patel, Parisa and others, 2018. “The 
Perceptions, Health-Seeking Behaviours 
and Access of Scheduled Caste Women to 
Maternal Health Services in Bihar, India.” 
Reproductive Health Matters 26(54): 114–125.

Perritt, Jamila and Natalia Eugene, 2022. 
“Inequity and Injustice: Recognizing 
Infertility as a Reproductive Justice 
Issue.” F&S Reports 3(2 Suppl): 2–4.

Phillips, James F. and others, 2020. “Four 
Decades of Community-Based Primary Health 
Care Development in Ghana.” In Achieving 
Health for All: Primary Health Care in Action. 
Baltimore: Johns Hopkins University Press.

Pierce, Jennifer L., 2013. “White Racism, Social 
Class, and the Backlash Against Affirmative 
Action.” Sociology Compass 7(11): 914–926.

Policy Cures Research, 2023. “Sexual 
and Reproductive Health Research 
and Development: Beyond Spillovers.” 
Australia: Policy Cures Research. 

Pradhan, Rina and others, 2015. “Factors 
Associated with Pregnancy Among 
Adolescents in Low-Income and Lower 
Middle-Income Countries: A Systematic 
Review.” Journal of Epidemiology & 
Community Health 69(9): 918–924.

STATE OF WORLD POPULATION 2024 163

http://www.ohchr.org/en/statements/2021/09/abortion-essential-healthcare-and-womens-health-must-be-prioritized-over
http://www.ohchr.org/en/statements/2021/09/abortion-essential-healthcare-and-womens-health-must-be-prioritized-over
http://www.ohchr.org/en/statements/2021/09/abortion-essential-healthcare-and-womens-health-must-be-prioritized-over
http://www.ohchr.org/en/statements/2021/09/abortion-essential-healthcare-and-womens-health-must-be-prioritized-over
http://www.ohchr.org/en/press-releases/2020/03/covid-19-states-should-not-abuse-emergency-measures-suppress-human-rights-un
http://www.ohchr.org/en/press-releases/2020/03/covid-19-states-should-not-abuse-emergency-measures-suppress-human-rights-un
http://www.ohchr.org/en/press-releases/2020/03/covid-19-states-should-not-abuse-emergency-measures-suppress-human-rights-un
http://www.ohchr.org/en/press-releases/2020/03/covid-19-states-should-not-abuse-emergency-measures-suppress-human-rights-un
https://www.ohchr.org/en/documents/country-reports/ohchr-assessment-human-rights-concerns-xinjiang-uyghur-autonomous-region
http://www.ohchr.org/en/press-releases/2019/11/time-world-leaders-honour-25-year-old-promises-and-renew-their-commitments
http://www.ohchr.org/en/press-releases/2019/11/time-world-leaders-honour-25-year-old-promises-and-renew-their-commitments
http://www.ohchr.org/en/press-releases/2019/11/time-world-leaders-honour-25-year-old-promises-and-renew-their-commitments
http://www.ohchr.org/en/press-releases/2019/11/time-world-leaders-honour-25-year-old-promises-and-renew-their-commitments
http://digitallibrary.un.org/record/3823698
http://www.ohchr.org/en/documents/tools-and-resources/human-rights-based-approach-data-leaving-no-one-behind-2030-agenda
http://www.ohchr.org/en/documents/tools-and-resources/human-rights-based-approach-data-leaving-no-one-behind-2030-agenda
http://www.ohchr.org/en/documents/tools-and-resources/human-rights-based-approach-data-leaving-no-one-behind-2030-agenda
http://www.ohchr.org/en/documents/tools-and-resources/human-rights-based-approach-data-leaving-no-one-behind-2030-agenda
http://www.ohchr.org/sites/default/files/Documents/Issues/Women/WG/WomensAutonomyEqualityReproductiveHealth.pdf
http://www.ohchr.org/sites/default/files/Documents/Issues/Women/WG/WomensAutonomyEqualityReproductiveHealth.pdf
http://www.ohchr.org/sites/default/files/Documents/Issues/Women/WG/WomensAutonomyEqualityReproductiveHealth.pdf
http://www.ohchr.org/sites/default/files/Documents/Issues/Women/WG/WomensAutonomyEqualityReproductiveHealth.pdf
https://www.ohchr.org/en/documents/country-reports/ohchr-assessment-human-rights-concerns-xinjiang-uyghur-autonomous-region
http://www.ohchr.org/en/instruments-mechanisms/instruments/international-covenant-economic-social-and-cultural-rights
http://www.ohchr.org/en/instruments-mechanisms/instruments/international-covenant-economic-social-and-cultural-rights
http://www.ohchr.org/en/instruments-mechanisms/instruments/international-covenant-economic-social-and-cultural-rights
http://www.ohchr.org/en/instruments-mechanisms/instruments/international-covenant-economic-social-and-cultural-rights
http://www.ohchr.org/sites/default/files/Documents/Issues/Discrimination/LGBT/FactSheets/unfe-27-UN_Fact_Sheets_Homophobic_English.pdf
http://www.ohchr.org/sites/default/files/Documents/Issues/Discrimination/LGBT/FactSheets/unfe-27-UN_Fact_Sheets_Homophobic_English.pdf
http://www.ohchr.org/sites/default/files/Documents/Issues/Discrimination/LGBT/FactSheets/unfe-27-UN_Fact_Sheets_Homophobic_English.pdf
http://www.ohchr.org/sites/default/files/Documents/Issues/Discrimination/LGBT/FactSheets/unfe-27-UN_Fact_Sheets_Homophobic_English.pdf
http://www.ohchr.org/sites/default/files/Documents/Issues/Discrimination/LGBT/FactSheets/unfe-27-UN_Fact_Sheets_Homophobic_English.pdf
http://www.ohchr.org/en/sexual-orientation-and-gender-identity/intersex-people
http://www.ohchr.org/en/sexual-orientation-and-gender-identity/intersex-people
http://www.ohchr.org/en/sexual-orientation-and-gender-identity/intersex-people
http://www.ohchr.org/en/sexual-orientation-and-gender-identity/about-lgbti-people-and-human-rights
http://www.ohchr.org/en/sexual-orientation-and-gender-identity/about-lgbti-people-and-human-rights
http://www.ohchr.org/en/sexual-orientation-and-gender-identity/about-lgbti-people-and-human-rights
http://www.ohchr.org/en/special-procedures/ie-albinism/albinism-africa
http://www.ohchr.org/en/special-procedures/ie-albinism/albinism-africa
https://www.brookings.edu/articles/how-partisan-polarization-drives-the-spread-of-fake-news/
https://www.brookings.edu/articles/how-partisan-polarization-drives-the-spread-of-fake-news/
https://www.brookings.edu/articles/how-partisan-polarization-drives-the-spread-of-fake-news/
https://pai.org/resources/leading-charge/
https://pai.org/resources/leading-charge/


Raben, Liselotte A. D. and Maria E. T. C. 
van den Muijsenbergh, 2018. “Inequity in 
Contraceptive Care Between Refugees and 
Other Migrant Women?: A Retrospective 
Study in Dutch General Practice.” 
Family Practice 35(4): 468–474.

Raghavendra, R. H., 2020. “Literacy and 
Health Status of Scheduled Castes in India.” 
Contemporary Voice of Dalit 12(1): 97–110. 

Ravindran, T.K. Sundari and others, 
2020. “Making Pharmaceutical 
Research and Regulation Work for 
Women.” BMJ 371: m3808.

Reid, Graeme and Minky Worden, 2023. 
“Caster Semenya Won Her Case, But Not 
the Right to Compete.” Human Rights 
Watch. Website: hrw.org/news/2023/07/18/
caster-semenya-won-her-case-not-right-
compete, accessed 4 February 2024.

Roberts, Dorothy E., 1991. “Punishing 
Drug Addicts Who Have Babies: Women of 
Color, Equality, and the Right of Privacy.” 
Harvard Law Review 104(7): 1419–1482.

Rohrbach, Louise A. and others, 2015. “A 
Rights-Based Sexuality Education Curriculum 
for Adolescents: 1-Year Outcomes From 
a Cluster-Randomized Trial.” Journal of 
Adolescent Health 57(4): 399–406. 

Rollston, Rebekah and others, 2020. 
“Comprehensive Sexuality Education 
to Address Gender-Based Violence.” 
The Lancet 396: 148–150.

Ross, Loretta J., 2017. “Reproductive 
Justice as Intersectional Feminist 
Activism.” Souls 19(3): 286–314.

Ross, Loretta J. and Rickie Solinger, 2017. 
Reproductive Justice: An Introduction. 
Berkeley: University of California Press.

Rostami-Moez, Masoumeh and others, 
2021. “The Effect of Teaching Patients’ 
Rights to Midwifery Students on Their 
Compliance with Patients’ Rights at 
Fatemieh Hospital, Hamadan, Iran.” Journal 
of Medical Education 20(3): e116707.

Samanta, Arabinda, 2016. “Physicians, Forceps 
and Childbirth: Technological Intervention 
in Reproductive Health in Colonial Bengal.” 
In Medicine and Colonialism, Poonam 
Bala, ed. New York: Taylor and Francis.

Saroha, Ekta and others, 2008. “Caste 
and Maternal Health Care Service Use 
Among Rural Hindu Women in Maitha, 
Uttar Pradesh, India.” Journal of Midwifery 
& Women’s Health 53(5): e41–e47.

Say, Lale and others, 2014. “Global Causes of 
Maternal Death: A WHO Systematic Analysis.” 
The Lancet Global Health 2(6): e323–333. 

Schaaf, Marta and others, 2023. “A Critical 
Interpretive Synthesis of Power and 
Mistreatment of Women in Maternity Care.” 
PLOS Global Public Health 3(1): e0000616. 

Semenya, Caster, 2023. “Running in a 
Body That’s My Own.” New York Times. 

Sen, Gita and Aditi Iyer, 2012. “Who Gains, Who 
Loses and How: Leveraging Gender and Class 
Intersections to Secure Health Entitlements.” 
Social Science & Medicine 74(11): 1802–1811.

Sen, Gita and others, 2019. “Moving 
the ICPD Agenda Forward: Challenging 
the Backlash.” Sexual and Reproductive 
Health Matters 27(1): 319–322.

Sen, Gita, and others, 2009. “A Methodology 
to Analyse the Intersections of Social 
Inequalities in Health.” Journal of Human 
Development and Capabilities 10(3): 397–415.

Shalev, Carmel, 1998. “Rights to Sexual 
and Reproductive Health – the ICPD and 
the Convention on the Elimination of All 
Forms of Discrimination Against Women.” 
Website: un.org/womenwatch/daw/csw/
shalev.htm, accessed 3 February 2024.

Shields, Kristine and Anne Drapkin Lyerly, 
2013. “Exclusion of Pregnant Women from 
Industry-Sponsored Clinical Trials.” Obstetrics 
& Gynecology 122(5): 1077–1081.

Shiva, Vandana, 1996. “Science, Nature 
and Gender.” In Women, Knowledge, and 
Reality. Explorations in Feminist Philosophy, 
2nd edn. New York: Routledge.

Silverman, Jay G. and others, 2007. “Intimate 
Partner Violence and Unwanted Pregnancy, 
Miscarriage, Induced Abortion, and Stillbirth 
Among a National Sample of Bangladeshi 
Women.” BJOG 114: 1246–1252.

Singh, Gopal K., 2021. “Trends and Social 
Inequalities in Maternal Mortality in the 
United States, 1969–2018.” International 
Journal of MCH and AIDS 10(1): 29–42.

Singh, Poonam Khetrapal, 2018. “India Has 
Achieved Groundbreaking Success in Reducing 
Maternal Mortality.” World Health Organization.

Sloane, Julie, 2018. “Research Finds Tipping 
Point for Large-Scale Social Change.” 
Website: asc.upenn.edu/news-events/news/
research-finds-tipping-point-large-scale-
social-change, accessed 1 February 2024.

Small, Maria J. and others, 2017. 
“Global Disparities in Maternal 
Morbidity and Mortality.” Seminars 
in Perinatology 41(5): 318–322.

Snow, Rachel C. and others, 2015. 
“Sexual and Reproductive Health: 
Progress and Outstanding Needs.” 
Global Public Health 10(2): 149–173.

Solinger, Rickie and Mie Nakachi, eds, 2016. 
Reproductive States: Global Perspectives on 
the Invention and Implementation of Population 
Policy. Oxford: Oxford University Press.

Sprecher, Tiffany D. Vann and Ruth 
Mazo Karras, 2011. “The Midwife and 
the Church: Ecclesiastical Regulation of 
Midwives in Brie, 1499–1504.” Bulletin of 
the History of Medicine 85(2): 171–192.

Starrs, Ann M. and others, 2018. “Accelerate 
Progress—Sexual and Reproductive 
Health and Rights for All: Report of 
the Guttmacher–Lancet Commission.” 
Lancet 391(10140): 2642–2692.

Stepan, Jan and Edmund H. 
Kellogg, 1974. “The World’s Laws on 
Contraceptives.” American Journal of 
Comparative Law 22(4): 615–651.

Sully, Elizabeth A. and others, 2020. Adding 
It Up: Investing in Sexual and Reproductive 
Health 2019. New York: Guttmacher Institute. 

Tabaac, Ariella R. and others, 2020. “Sexual 
Orientation-Related Disparities in Healthcare 
Access in Three Cohorts of U.S. Adults.” 
Preventive Medicine 132: 105999.

Tampa, Mircea and others, 2014. 
“Brief History of Syphilis.” Journal of 
Medicine and Life 7(1): 4–10. 

Tao, Yu-Ting and others, 2023. “Global, 
Regional, and National Trends of Syphilis from 
1990 to 2019: The 2019 Global Burden of 
Disease Study.” BMC Public Health 23: 754.

References164

https://www.hrw.org/news/2023/07/18/caster-semenya-won-her-case-not-right-compete
https://www.hrw.org/news/2023/07/18/caster-semenya-won-her-case-not-right-compete
https://www.hrw.org/news/2023/07/18/caster-semenya-won-her-case-not-right-compete
https://www.un.org/womenwatch/daw/csw/shalev.htm
https://www.un.org/womenwatch/daw/csw/shalev.htm
https://www.asc.upenn.edu/news-events/news/research-finds-tipping-point-large-scale-social-change
https://www.asc.upenn.edu/news-events/news/research-finds-tipping-point-large-scale-social-change
https://www.asc.upenn.edu/news-events/news/research-finds-tipping-point-large-scale-social-change


Teufel, James and others, 2021. “Income 
and Poverty Status Among Women 
Experiencing Intimate Partner Violence: 
A Positive Social Return on Investment 
from Civil Legal Aid Services.” Law & 
Society Review 55(3): 405–428.

Thomas, B. Gail, 2016. “A History of 
Midwifery in the Western World.” Website: 
memoriesofnursing.uk/wp-content/
uploads/History-of-midwifery-BGT.
pdf, accessed 3 February 2024.

Thomas, Claire, 2023. “No Data IS 
Data: What Existing but Untapped 
Disaggregated Data Tells Us About 
Inequalities in Vaccination Rates in the 
Global South.” Minority Rights Group. 

Thomas, Lynn M., 2003. Politics of the Womb: 
Women, Reproduction, and the State in Kenya. 
Berkeley: University of California Press.

Tikkanen, Roosa and others, 2020. “Maternal 
Mortality and Maternity Care in the United 
States Compared to 10 Other Developed 
Countries.” New York and Washington 
D. C.: The Commonwealth Fund. 

Trans Legislation Tracker, n.d. “2023 Anti-
Trans Legislation.” Website: translegislation.
com/bills/2023, accessed 5 February 2024.

Trost, Susanna and others, 2017. “Pregnancy-
Related Deaths: Data from Maternal Mortality 
Review Committees in 36 US States, 
2017–2019.” Atlanta: Centers for Disease 
Control and Prevention; National Center 
for Chronic Disease Prevention and Health 
Promotion, Division of Reproductive Health. 

UNAIDS (United Nations Programme on 
HIV/AIDS), 2023. “UNAIDS Board Calls on 
Member States to Resource and Tailor 
HIV Response that Integrates Diverse 
Needs of Transgender People.” Website: 
unaids.org/en/resources/presscentre/
pressreleaseandstatementarchive/2023/
december/20231219_pcb-decision-2025-
targets, accessed 8 February 2024.

UNAIDS (United Nations Programme on HIV/
AIDS), 2022. “UNAIDS Warns that Stigmatizing 
Language on Monkeypox Jeopardises 
Public Health.” Press release. Website: 
unaids.org/en/resources/presscentre/
pressreleaseandstatementarchive/2022/
may/20220522_PR_Monkeypox, 
accessed 15 March 2024. 

UNAIDS (United Nations Programme 
on HIV/AIDS), 2021. “HIV and Stigma 
and Discrimination.” Human Rights Fact 
Sheet Series. Website: unaids.org/sites/
default/files/media_asset/07-hiv-human-
rights-factsheet-stigma-discrmination_
en.pdf, accessed 5 February 2024.

UNAIDS (United Nations Programme 
on HIV/AIDS), n.d. “Trend of New HIV 
Infections, 1990–2022.” AIDSinfo 
database. Website: aidsinfo.unaids.
org/, accessed 30 October 2023.

UN DESA (United Nations Department 
of Economic and Social Affairs), 
Statistics Division, 2023. The Sustainable 
Development Goals Report 2023: Special 
Edition. New York: UN DESA. 

UN DESA (United Nations Department of 
Economic and Social Affairs), Population 
Division, 2022. World Family Planning 
2022. Meeting the Changing Needs for 
Family Planning: Contraceptive Use by 
Age and Method. New York: UN DESA. 

UN DESA (United Nations Department 
of Economic and Social Affairs), 
Population Division, 2022a. World 
Population Prospects 2022: Summary 
of Results. New York: UN DESA. 

UN DESA (United Nations Department of 
Economic and Social Affairs), Population 
Division, 2022b. World Population 
Prospects 2022: Methodology of the 
United Nations Population Estimates 
and Projections (UN DESA/POP/2022/
TR/NO.4). New York: UN DESA. 

UN DESA (United Nations Department of 
Economic and Social Affairs), Population 
Division, 2022c. “Family Planning Indicators. 
Estimates and Projections of Family 
Planning Indicators, 2022.” Website: un.org/
development/desa/pd/data/family-planning-
indicators, accessed 8 February 2024.

UNDP (United Nations Development 
Programme), 2023. The Human Cost of 
Inaction: Poverty, Social Protection and 
Debt Servicing, 2020–2023. New York: 
UNDP. Website: undp.org/publications/
dfs-human-cost-inaction-poverty-social-
protection-and-debt-servicing-2020-2023, 
accessed 8 February 2024.

UN ECOSOC, 2024. Flow of financial resources 
for assisting in the further Implementation 
of the programme of Action of the 
International Conference on Population and 
Development. E/CN.9/2024/4. In Press.

UNESCO (United Nations Educational, 
Scientific and Cultural Organization), 
2016. “Education for People and Planet: 
Creating Sustainable Futures for All.” 
Global Education Monitoring Report 2016. 
Paris: UNESCO. Website: unesco.org/
gem-report/en/education-people-and-
planet, accessed 7 February 2024.

UNESCO (United Nations Educational, 
Scientific and Cultural Organization) 
and others, 2021. The Journey Towards 
Comprehensive Sexuality Education: 
Global Status Report. Paris: UNESCO. 
Website: unesdoc.unesco.org/ark:/48223/
pf0000379607, accessed 2 February 2024.

UNFPA (United Nations Population Fund), 
2024. The Future of Sexual and 
Reproductive Health and Rights. In press. 

UNFPA (United Nations Population Fund), 
2024a. Population Data Portal. Website: 
pdp.unfpa.org, accessed 15 March 2024

UNFPA (United Nations Population Fund), 
2024b. A Digital World: Future-
Proofing the ICPD. In press.

UNFPA (United Nations Population Fund), 
2024c. The Future of Population 
Data Systems. In press. 

UNFPA (United Nations Population Fund), 
2024d. Sahel Women’s Empowerment 
and Demographic Dividend Programme 
Annual Progress Report 2023. In press.

UNFPA (United Nations Population Fund), 
2024e. ICPD and the Climate Crisis. In press. 

UNFPA (United Nations Population Fund), 
2024f. Demographic Diversity and 
Sustainable Development. In press.

UNFPA (United Nations Population Fund), 
2024g. A Systematic Assessment of 
ICPD Positioning Across the 2024 
Voluntary National Reviews. In press.

UNFPA (United Nations Population Fund), 
2023. “Statement of the Executive Director 
to the Second Regular Session of the 
Executive Board 2023.” Website: unfpa.
org/press/statement-executive-director-
second-regular-session-executive-
board-2023, accessed 1 February 2024.

STATE OF WORLD POPULATION 2024 165

https://memoriesofnursing.uk/wp-content/uploads/History-of-midwifery-BGT.pdf
https://memoriesofnursing.uk/wp-content/uploads/History-of-midwifery-BGT.pdf
https://memoriesofnursing.uk/wp-content/uploads/History-of-midwifery-BGT.pdf
https://translegislation.com/bills/2023
https://translegislation.com/bills/2023
https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2023/december/20231219_pcb-decision-2025-targets
https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2023/december/20231219_pcb-decision-2025-targets
https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2023/december/20231219_pcb-decision-2025-targets
https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2023/december/20231219_pcb-decision-2025-targets
https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2022/may/20220522_PR_Monkeypox
https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2022/may/20220522_PR_Monkeypox
https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2022/may/20220522_PR_Monkeypox
https://www.unaids.org/sites/default/files/media_asset/07-hiv-human-rights-factsheet-stigma-discrmination_en.pdf
https://www.unaids.org/sites/default/files/media_asset/07-hiv-human-rights-factsheet-stigma-discrmination_en.pdf
https://www.unaids.org/sites/default/files/media_asset/07-hiv-human-rights-factsheet-stigma-discrmination_en.pdf
https://www.unaids.org/sites/default/files/media_asset/07-hiv-human-rights-factsheet-stigma-discrmination_en.pdf
http://aidsinfo.unaids.org/
http://aidsinfo.unaids.org/
https://www.un.org/development/desa/pd/data/family-planning-indicators
https://www.un.org/development/desa/pd/data/family-planning-indicators
https://www.un.org/development/desa/pd/data/family-planning-indicators
https://www.undp.org/publications/dfs-human-cost-inaction-poverty-social-protection-and-debt-servicing-2020-2023
https://www.undp.org/publications/dfs-human-cost-inaction-poverty-social-protection-and-debt-servicing-2020-2023
https://www.undp.org/publications/dfs-human-cost-inaction-poverty-social-protection-and-debt-servicing-2020-2023
https://www.unesco.org/gem-report/en/education-people-and-planet
https://www.unesco.org/gem-report/en/education-people-and-planet
https://www.unesco.org/gem-report/en/education-people-and-planet
https://unesdoc.unesco.org/ark:/48223/pf0000379607
https://unesdoc.unesco.org/ark:/48223/pf0000379607
https://www.unfpa.org/press/statement-executive-director-second-regular-session-executive-board-2023
https://www.unfpa.org/press/statement-executive-director-second-regular-session-executive-board-2023
https://www.unfpa.org/press/statement-executive-director-second-regular-session-executive-board-2023
https://www.unfpa.org/press/statement-executive-director-second-regular-session-executive-board-2023


UNFPA (United Nations Population Fund), 
2023a. “Remarks by UNFPA Executive 
Director Dr. Natalia Kanem during the UNGA 
2023 Side Event on Sustainable Financing 
for Family Planning.” Website: unfpa.org/
press/remarks-unfpa-executive-director-dr-
natalia-kanem-during-unga-2023-side-event-
sustainable, accessed 1 February 2024.

UNFPA (United Nations Population 
Fund), 2023b. 8 Billion Lives, Infinite 
Possibilities. State of World Population 
2023. New York: UNFPA.

UNFPA (United Nations Population 
Fund), 2022. Investing in Three 
Transformative Results: Realizing 
Powerful Returns. New York: UNFPA. 

UNFPA (United Nations Population 
Fund), 2022a. Seeing the Unseen: The 
Case for Action in the Neglected Crisis 
of Unintended Pregnancy. State of World 
Population 2022. New York: UNFPA.

UNFPA (United Nations Population Fund), 
2021. My Body is My Own: Claiming the Right 
to Autonomy and Self-Determination. State of 
World Population 2021. New York: UNFPA.

UNFPA (United Nations Population 
Fund), 2021a. Leaving No One Behind and 
Reaching the Furthest Behind. Strategic 
Plan 2022–2025. New York: UNFPA.

UNFPA (United Nations Population 
Fund), 2021b. We Matter. We Belong. 
We Decide. UNFPA Disability Inclusion 
Strategy 2022–2025. New York: UNFPA. 

UNFPA (United Nations Population 
Fund), 2020. International Technical and 
Programmatic Guidance on Out-of-School 
Comprehensive Sexuality Education. An 
Evidence-Informed Approach for Non-Formal, 
Out-of-School Programmes. New York: UNFPA. 

UNFPA (United Nations Population Fund), 
2019. Sexual and Reproductive Health and 
Rights: An Essential Element of Universal 
Health Coverage. New York: UNFPA. 

UNFPA (United Nations Population 
Fund), 2019a. “Submission of the United 
Nations Population Fund to the Special 
Rapporteur on Violence Against Women.” 
Website: www.ohchr.org/en/calls-for-input/
report-human-rights-based-approach-
mistreatment-and-obstetric-violence-
during, accessed 3 February 2024.

UNFPA (United Nations Population Fund), 
2018. Young Persons with Disabilities. Global 
Study on Ending Gender-based Violence 
and Realizing Sexual and Reproductive 
Health and Rights. New York: UNFPA. 

UNFPA (United Nations Population Fund), 
2018a. International Technical Guidance on 
Sexuality Education. New York: UNFPA. 

UNFPA (United Nations Population Fund), 
2017. Worlds Apart - Reproductive Health 
and Rights in an Age of Inequality. State of 
World Population 2017. New York: UNFPA.

UNFPA (United Nations Population 
Fund), 1998. “ICPD+5 Review.” 
Website: unfpa.org/events/icpd5-
review, accessed 5 February 2024.

UNFPA (United Nations Population Fund), 
1994. Programme of Action. Adopted 
at the International Conference on 
Population and Development, Cairo, 5–13 
September 1994. New York: UNFPA. 

UNFPA (United Nations Population 
Fund), n.d. Trends in Women’s Sexual 
and Reproductive Health and Rights 
Decision-making. Unpublished analysis.

UNFPA (United Nations Population 
Fund), n.d.a. Sahel Women’s 
Empowerment and Demographic Dividend 
Monitoring and Evaluation Results 
Framework. Unpublished report

UNFPA (United Nations Population Fund) 
and others, 2023. Maternal Health Analysis 
of Women and Girls of African Descent 
in the Americas. New York: UNFPA. 

UNFPA (United Nations Population 
Fund) and others, 2021. The State of the 
World’s Midwifery. New York: UNFPA. 

UNFPA (United Nations Population 
Fund) and others, 2018. Indigenous 
Women’s Maternal Health and Maternal 
Mortality. New York: UNFPA. 

UNFPA (United Nations Population Fund) 
Asia and the Pacific, n.d. “ROI-T: Invest 
in Her.” Website: asiapacific.unfpa.org/
en/ROI, accessed 7 February 2024.

UNICEF (United Nations Children’s Fund), 
2023. “UNICEF Data Warehouse: Cross-Sector 
Indicators. Indicator: Percentage of Children 
Under Age 5 Whose Births Are Registered.” 
Website: data.unicef.org/resources/data_
explorer/unicef_f/?ag=UNICEF&df=GLOBAL_
DATAFLOW&ver=1.0&dq=.PT_CHLD_Y0T4_
REG..&startPeriod=2016&endPeriod=2023, 
accessed 6 February 2024.

UNICEF (United Nations Children’s Fund), 
2022. “UNICEF Data: Female Genital 
Mutilation.” Website: data.unicef.org/topic/
gender/fgm/, accessed 1 February 2024.

United Nations, 2023. The Sustainable 
Development Goals Report. Special 
Edition. New York: UN. 

United Nations, 2023a. “Disagreeing over 
References to Comprehensive Sexual 
Education, Delegates Fail to Adopt Draft 
Resolution, as Commission on Population 
and Development Concludes Session.” 
Website: press.un.org/en/2023/pop1109.
doc.htm, accessed 1 February 2024.

United Nations, 2023b. “Engagement 
Key to Reform of Taliban Decrees 
Restricting Women’s Rights.” Website: 
news.un.org/en/story/2023/09/1141477, 
accessed 8 February 2024.

United Nations, 2023c. “UN Rights 
Experts Condemn Uganda’s ‘Egregious’ 
Anti-LGBT Legislation.” Website: news.
un.org/en/story/2023/03/1135147#, 
accessed 8 February 2024.

United Nations, 2020. “Rising Inequality 
Affecting More Than Two-Thirds of 
the Globe, But It’s Not Inevitable: 
New UN Report.” Website: news.
un.org/en/story/2020/01/1055681, 
accessed 1 February 2024.

United Nations, 2018. “Political, Social 
Polarization Leading to Rise in Global 
Insecurity, Secretary-General’s Report Finds.” 
Website: press.un.org/en/2018/org1681.
doc.htm, accessed 1 February 2024.

United Nations, 2015. “Transforming Our 
World: The 2030 Agenda for Sustainable 
Development.” A/RES/70/1. 

United Nations, 2014. “Framework of Actions 
for the Follow-up to the Programme of 
Action of the International Conference on 
Population and Development Beyond 2014: 
Report of the Secretary-General.” A/69/62. 

References166

https://www.unfpa.org/press/remarks-unfpa-executive-director-dr-natalia-kanem-during-unga-2023-side-event-sustainable
https://www.unfpa.org/press/remarks-unfpa-executive-director-dr-natalia-kanem-during-unga-2023-side-event-sustainable
https://www.unfpa.org/press/remarks-unfpa-executive-director-dr-natalia-kanem-during-unga-2023-side-event-sustainable
https://www.unfpa.org/press/remarks-unfpa-executive-director-dr-natalia-kanem-during-unga-2023-side-event-sustainable
http://www.ohchr.org/en/calls-for-input/report-human-rights-based-approach-mistreatment-and-obstetric-violence-during
http://www.ohchr.org/en/calls-for-input/report-human-rights-based-approach-mistreatment-and-obstetric-violence-during
http://www.ohchr.org/en/calls-for-input/report-human-rights-based-approach-mistreatment-and-obstetric-violence-during
http://www.ohchr.org/en/calls-for-input/report-human-rights-based-approach-mistreatment-and-obstetric-violence-during
https://asiapacific.unfpa.org/en/ROI
https://asiapacific.unfpa.org/en/ROI
http://data.unicef.org/resources/data_explorer/unicef_f/?ag=UNICEF&df=GLOBAL_DATAFLOW&ver=1.0&dq=.PT_CHLD_Y0T4_REG..&startPeriod=2016&endPeriod=2023
http://data.unicef.org/resources/data_explorer/unicef_f/?ag=UNICEF&df=GLOBAL_DATAFLOW&ver=1.0&dq=.PT_CHLD_Y0T4_REG..&startPeriod=2016&endPeriod=2023
http://data.unicef.org/resources/data_explorer/unicef_f/?ag=UNICEF&df=GLOBAL_DATAFLOW&ver=1.0&dq=.PT_CHLD_Y0T4_REG..&startPeriod=2016&endPeriod=2023
http://data.unicef.org/resources/data_explorer/unicef_f/?ag=UNICEF&df=GLOBAL_DATAFLOW&ver=1.0&dq=.PT_CHLD_Y0T4_REG..&startPeriod=2016&endPeriod=2023
https://data.unicef.org/topic/gender/fgm/
https://data.unicef.org/topic/gender/fgm/
https://press.un.org/en/2023/pop1109.doc.htm
https://press.un.org/en/2023/pop1109.doc.htm
https://news.un.org/en/story/2023/09/1141477
https://news.un.org/en/story/2023/03/1135147
https://news.un.org/en/story/2023/03/1135147
https://news.un.org/en/story/2020/01/1055681
https://news.un.org/en/story/2020/01/1055681
https://press.un.org/en/2018/org1681.doc.htm
https://press.un.org/en/2018/org1681.doc.htm


United Nations General Assembly, 
2022. “Violence and its Impact on the 
Right to Health. Report by the Special 
Rapporteur on the Right of Everyone to 
the Enjoyment of the Highest Attainable 
Standard of Physical and Mental Health, 
Tlaleng Mofokeng.” A/HRC/50/28. 

United Nations Statistics Division, 
2014. “Fundamental Principles of 
Official Statistics.” A/RES/68/261. 

United Nations System Chief Executives Board 
for Coordination, 2017. Leaving No One Behind: 
Equality and Non-Discrimination at the Heart 
of Sustainable Development. New York: UN. 

University of Melbourne and UNFPA (United 
Nations Population Fund), 2023. Measuring 
Technology-Facilitated Gender-Based Violence. 
A Discussion Paper. New York: UNFPA. 

UNSDG (United Nations Sustainable 
Development Group), n.d. “Leave No One 
Behind. Universal Values. Principle Two: 
Leave No One Behind.” Website: unsdg.
un.org/2030-agenda/universal-values/leave-
no-one-behind, accessed 5 February 2024.

UN Women, 2018. Turning Promises 
into Action: Gender Equality in the 2030 
Agenda for Sustainable Development. 
New York: UN Women. 

UN Women and others, 2023. Progress on the 
Sustainable Development Goals. The Gender 
Snapshot 2023. New York: UN Women. 

Urban Indian Health Institute, 2018. Missing 
and Murdered Indigenous Women & Girls. 
A Snapshot of Data from 71 Urban Cities 
in the United States. Seattle: UIHI. 

USAID (United States Agency for International 
Development), 2022. “Key Populations: 
Achieving Equitable Access to End AIDS.” 
Website: usaid.gov/global-health/health-
areas/hiv-and-aids/technical-areas/key-
populations#, accessed 8 February 2024.

Utomo, Budi and others, 2021. “The Impact 
of Family Planning on Maternal Mortality in 
Indonesia: What Future Contribution Can be 
Expected?” Population Health Metrics 19(1): 2.

Victora, Cesar Gomes and others, 
2018. “The Inverse Equity Hypothesis: 
Analyses of Institutional Deliveries in 
286 National Surveys.” American Journal 
of Public Health 108(4): 464–471.

Vyas, Seema, 2013. Estimating the Association 
between Women’s Earnings and Partner 
Violence: Evidence from the 2008–2009 
Tanzania National Panel Survey. Women’s 
Voice, Agency, & Participation Research Series 
2013 No. 2. Washington, DC: World Bank. 

Walker, David and Nata Duvvury, 2016. 
Costing the Impacts of Gender-Based 
Violence (GBV) to Business: A Practical Tool. 
London: Overseas Development Institute. 

Wells, Lana and others, 2024. “Insights on 
Engaging Men and Boys in Creating a More 
Gender Equal Future in Canada.” Violence 
Against Women 30(1): 297–322.

Westman, Claire S. 2023. Submission 
to “Report of the Independent Expert on 
protection against violence and discrimination 
based on sexual orientation and gender 
identity, Victor Madrigal-Borloz.” Unpublished.

WHO (World Health Organization), 2023. 
“Technical Brief: Investing in Sexual and 
Reproductive Health and Rights: Essential 
Elements of Universal Health Coverage.” 
Website: cdn.who.int/media/docs/default-
source/reproductive-health/uhl-technical-
brief-srhr.pdf, accessed 8 February 2024.

WHO (World Health Organization), 2022. 
“Oman First Country in the Region to Eliminate 
Mother-to-Child Transmission of HIV and 
Syphilis.” News. Website: www.emro.who.
int/omn/oman-news/oman-firstcountry-
in-the-region-to-eliminate-motherto-
child-transmission-of-hiv-and-syphilis.
html?format=html, accessed 15 March 2024.

WHO (World Health Organization), 2021. 
Violence Against Women Prevalence Estimates, 
2018: Global Regional and National Estimates 
for Intimate Partner Violence Against 
Women and Global and Regional Estimates 
for Non-partner Sexual Violence Against 
Women. Executive Summary. Geneva: WHO. 

WHO (World Health Organization), 2020. Pulse 
Survey on Continuity of Essential Services 
During the COVID-19 Pandemic: Interim 
Report, 27 August 2020. Geneva: WHO. 

WHO (World Health Organization), 2015. 
“The Prevention and Elimination of 
Disrespect and Abuse During Facility-Based 
Childbirth.” Website: iris.who.int/bitstream/
handle/10665/134588/WHO_RHR_14.23_
eng.pdf, accessed 4 February 2024. 

WHO (World Health Organization), 2013. 
Global and Regional Estimates of Violence 
Against Women. Prevalence and Health 
Effects of Intimate Partner Violence and 
Non-Partner Sexual Violence. Geneva: WHO. 

WHO (World Health Organization), 2009. 
Integrating Poverty and Gender into 
Health Programmes: A Sourcebook for 
Health Professionals. Geneva: WHO. 

WHO (World Health Organization), 1991. 
Maternal Mortality Ratios and Rates. A 
Tabulation of Available Information. Geneva: 
WHO. Website: apps.who.int/iris/bitstream/
handle/10665/272290/WHO-MCH-MSM-
91.6-eng.pdf, accessed 5 February 2024.

WHO (World Health Organization), n.d. “Gender 
and Health.” Website: who.int/health-topics/
gender#tab=tab_1, accessed 4 February 2024.

WHO (World Health Organization), n.d.a. 
“Global Health Estimates: Leading Causes 
of Death.” Website: who.int/data/gho/
data/themes/mortality-and-global-
health-estimates/ghe-leading-causes-
of-death, accessed 6 February 2024.

WHO (World Health Organization), n.d.b. 
“Congenital Syphilis Reported Rate per 
100 000 Live Births, Reported.” The Global 
Health Observatory. Website: who.int/data/
gho/data/indicators/indicator-details/
GHO/congenital-syphilis-rate-per-100-000-
live-births, accessed 15 March 2024. 

WHO (World Health Organization), n.d.c. 
"Syphilis." Factsheet. Website: who.
int/news-room/fact-sheets/detail/
syphilis, accessed 15 March 2024. 

WHO (World Health Organization), n.d.d. 
“Self-Care Interventions for Health.” 
Website: who.int/health-topics/self-
care#tab=tab_1, accessed 8 February 2024.

WHO (World Health Organisation) and 
others, 2023. Trends in Maternal Mortality 
2000 to 2020: Estimates by WHO, UNICEF, 
UNFPA, World Bank Group and UNDESA/
Population Division. Geneva: WHO. 

WHO (World Health Organization) and others, 
2023a. Tracking Universal Health Coverage. 
2023 Global Monitoring Report. Geneva: WHO. 

WHO (World Health Organization) and 
others, 2001. Maternal Mortality in 
1995: Estimates Developed by WHO, 
UNICEF, UNFPA. Geneva: WHO. 

STATE OF WORLD POPULATION 2024 167

https://unsdg.un.org/2030-agenda/universal-values/leave-no-one-behind
https://unsdg.un.org/2030-agenda/universal-values/leave-no-one-behind
https://unsdg.un.org/2030-agenda/universal-values/leave-no-one-behind
http://usaid.gov/global-health/health-areas/hiv-and-aids/technical-areas/key-populations#
http://usaid.gov/global-health/health-areas/hiv-and-aids/technical-areas/key-populations#
http://usaid.gov/global-health/health-areas/hiv-and-aids/technical-areas/key-populations#
https://cdn.who.int/media/docs/default-source/reproductive-health/uhl-technical-brief-srhr.pdf
https://cdn.who.int/media/docs/default-source/reproductive-health/uhl-technical-brief-srhr.pdf
https://cdn.who.int/media/docs/default-source/reproductive-health/uhl-technical-brief-srhr.pdf
https://iris.who.int/bitstream/handle/10665/134588/WHO_RHR_14.23_eng.pdf
https://iris.who.int/bitstream/handle/10665/134588/WHO_RHR_14.23_eng.pdf
https://iris.who.int/bitstream/handle/10665/134588/WHO_RHR_14.23_eng.pdf
http://apps.who.int/iris/bitstream/handle/10665/272290/WHO-MCH-MSM-91.6-eng.pdf
http://apps.who.int/iris/bitstream/handle/10665/272290/WHO-MCH-MSM-91.6-eng.pdf
http://apps.who.int/iris/bitstream/handle/10665/272290/WHO-MCH-MSM-91.6-eng.pdf
http://who.int/health-topics/gender#tab=tab_1
http://who.int/health-topics/gender#tab=tab_1
http://who.int/data/gho/data/themes/mortality-and-global-health-estimates/ghe-leading-causes-of-death
http://who.int/data/gho/data/themes/mortality-and-global-health-estimates/ghe-leading-causes-of-death
http://who.int/data/gho/data/themes/mortality-and-global-health-estimates/ghe-leading-causes-of-death
http://who.int/data/gho/data/themes/mortality-and-global-health-estimates/ghe-leading-causes-of-death
http://who.int/health-topics/self-care#tab=tab_1
http://who.int/health-topics/self-care#tab=tab_1


Williams, Brent C. and A. Mark Fendrick, 
2022. “Tailoring Complex Care to 
Patients’ Needs: Myths, Realities, and 
Best Next Steps.” American Journal 
of Managed Care 28(2): 47–50.

Wodon, Quentin and Benedicte de 
la Briere, 2018. Unrealized Potential: 
The High Cost of Gender Inequality in 
Earnings. Washington, DC: World Bank.

Wodon, Quentin, and others, 2018. Missed 
Opportunities: The High Cost of Not Educating 
Girls. The Cost of Not Educating Girls Notes 
Series. Washington, DC: World Bank. 

World Bank, n.d. “Women, Business and 
the Law.” Website: wbl.worldbank.org/
en/wbl, accessed 1 February 2024.

World Economic Forum, 2024. Closing 
the Women’s Health Gap: A $1 Trillion 
Opportunity to Improve Lives and Economies. 
Geneva: World Economic Forum.

World Economic Forum, 2023. “2024 is 
a Record Year for Elections: Here’s What 
You Need to Know.” Website: weforum.org/
agenda/2023/12/2024-elections-around-
world/, accessed 8 February 2024.

Wörman, Xenia and others, 2021. “Males 
as Victims of Intimate Partner Violence – 
Results from a Clinical-Forensic Medical 
Examination Centre.” International Journal 
of Legal Medicine 135, 2107–2115.

Yadav, Arvind K. and Pabitra K. Jena, 
2020. “Maternal Health Outcomes of 
Socially Marginalized Groups in India.” 
International Journal of Health Care 
Quality Assurance 33(2): 172–188. 

Yang, Fan and others, 2020. “Key 
Populations and Power: People-Centred 
Social Innovation in Asian HIV Services.” 
The Lancet HIV 7(1): e69–e74. 

Yount, Kathryn M. and others, 2022. “Global 
Measurements of Intimate Partner Violence 
to Monitor Sustainable Development 
Goal 5.” BMC Public Health 22: 465.

Zaneva, Mirela and others, 2022. “What 
Is the Added Value of Incorporating 
Pleasure in Sexual Health Interventions? 
A Systematic Review and Meta-analysis.” 
PLoS ONE 17(2): e0261034.

References168

http://wbl.worldbank.org/en/wbl
http://wbl.worldbank.org/en/wbl
http://weforum.org/agenda/2023/12/2024-elections-around-world/
http://weforum.org/agenda/2023/12/2024-elections-around-world/
http://weforum.org/agenda/2023/12/2024-elections-around-world/


Ensuring rights and choices for all

State of World Population 
report 2024

This report was developed under the auspices 
of the UNFPA Division for Communications and 
Strategic Partnerships.

EDITOR-IN-CHIEF
Ian McFarlane

EDITORIAL TEAM
Senior editor: Rebecca Zerzan
Production editor/creative direction: 
Katherine Black
Features editor: Richard Kollodge
Features writers: Katherine Black, 
Richard Kollodge, Dalia Rabie, Lisa Ratcliffe, 
Catherine Trautwein, Rebecca Zerzan 
Editorial support and guidance: Jacqueline Daldin, 
Lisa Ratcliffe, Catherine Trautwein
Digital edition manager: Katherine Black 
Digital edition adviser: Enes Champo
Fact checker: Ralph Hakkert

SENIOR RESEARCH ADVISER 
Dr. Gita Sen

RESEARCHERS AND WRITERS
Daniel Baker, Ann Garbett, Gretchen Luchsinger, 
Dr. Tlaleng Mofokeng, Letlhogonolo Mokgoroane, 
Gilda Sedgh, Claire Thomas

UNFPA LEAD TECHNICAL ADVISERS
Emilie Filmer-Wilson, Mengjia Liang

ARTISTS AND ART ADVISERS
Bayombe Endani, Philip Fimmano, Higinia Gonzáles, 
Iain Guest at the Advocacy Project, Nadia Hamid 
at the International Folk Art Market, Rosie James, 
Nneka Jones, Cristin Knight-Sethi, Rosalia Sciortino, 
Pankaja Sethi, The Sussex Archaeological Society 
(www.sussexpast.co.uk), Tally Assuit Women’s 
Collective, Woza Moya

MAPS AND DESIGNATIONS
The designations employed and the presentation 
of material in maps do not imply the expression 
of any opinion whatsoever on the part of UNFPA 
concerning the legal status of any country, territory, 
city or area or its authorities, or concerning the 
delimitation of its frontiers or boundaries.

Timeline art: American Association of University 
Women, United Nations Conference on Population 
and Development/Robert Rauschenberg

Front cover: Nneka Jones (@artyouhungry)
All other artwork by Rosie James 
(@rosiejamestextileartist) unless 
otherwise credited

ACKNOWLEDGEMENTS
UNFPA thanks the following people for sharing glimpses of their lives and work for this report: Alia, Turkmenistan; 
Ellen Amster, Canada; Adel Botros, Egypt; Eira Carrera, Panama; Isaac Chirwa, Malawi; Francisca Córdoba, 
Colombia; Carolyn DeFord, United States of America; Maïmouna Déné, Burkina Faso; Duha, Syrian Arab Republic; 
Eneida, Panama; Dr. Eda Gülüm, Türkiye; Ceylan Güzey, Türkiye; Sharron Hinchliff, United Kingdom; Seif Kuchengo, 
United Republic of Tanzania; Jonas Lubago, United Republic of Tanzania; Shirley Maturana Obregón, Colombia; 
Thivya Rakini, India; Rama, Syrian Arab Republic; Humberto Rodríguez, Panama; Syrah Sy Savané, Côte d’Ivoire; 
Nandita Shivakumar, India; Gertrudis Sire, Panama; Audrey Tang, United Kingdom; Luhui Whitebear, United States 
of America; Jose Luis Wilches Gutiérrez, Colombia.

Chief of the UNFPA Media and Communications Branch, Selinde Dulckeit, provided invaluable insights to the draft, 
as did members of the UNFPA Technical Division, including Michael Herrmann, Priscilla Idele, Dr. Julitta Onabanjo, 
Leyla Sharafi and Dr. Willibald Zeck. Support also came from Arthur Erken and Dr. Nkeiruka Didigu in the UNFPA 
Policy and Strategy Division, and from members of the Office of the Executive Director, including Teresa Buerkle, 
Samuel Choritz, Dr. Nigina Muntean, Alana Ngoh and Horst Rutsch. Members of the offices of Deputy Executive 
Director Diene Keita and Deputy Executive Director Andrew Saberton contributed, as did colleagues from UNFPA 
SWEDD, including Moussa Bagayoko, Nafissatou Diop, Emmanuelle Landais Lopez and Waly Sene.

UNFPA colleagues and others around the world supported the development of feature stories and other content 
or provided technical guidance: Samir Aldarabi, Vannie Arrocha, Zeynep Atilgan, Adolfo Ballina, Ana De Obaldia, 
Jens-Hagen Eschenbaecher, Rose Marie Gad, Eren Korkmaz, Lilian Landau, Daisy Leoncio, Nouran Makhlouf, Julia 
Novichenok, Demetra Pollinari, Norha Restrepo, and Siaka Traore.

Author Ann Garbett led the analysis of Demographic and Health Survey data to examine access to sexual 
and reproductive health services and information by ethnicity and socioeconomic categories.

Print and interactive design: Prographics, Inc.

The editors are grateful for the contributions of partners, including researchers at the Guttmacher Institute, 
particularly Jacqueline Darroch and Elizabeth Sully; experts at the Population Division of the United Nations 
Department of Economic and Social Affairs, in particular Giulia Gonnella, Yumiko Kamiya, Vladimíra Kantorová 
and Karoline Schmid; experts at the Office of the United Nations High Commissioner for Human Rights (OHCHR), 
in particular Nicolas Fasel and Yekaterina Spassova; experts at the United Nations Office for the Coordination of 
Humanitarian Affairs (OCHA), in particular Lilian Barajas, Jaspreet Kindra, April Pham and Barbara Wachter; the 
UN Independent Expert on Protection against violence and discrimination based on sexual orientation and gender 
identity Victor Madrigal-Borloz; and experts at the Asian-Pacific Resource and Research Centre for Women 
(ARROW), in particular Sivananthi Thanenthiran.

A NOTE ON LANGUAGE
In this report, “Black” is capitalized when referring to groups or individuals in racial, ethnic or cultural terms. The 
term “Black” is often used to convey a shared sense of history and identity, while “white” is less commonly used 
this way. As the term “indigenous” can be used to refer generally to peoples of many cultures and traditions, the 
term is not capitalized in this report unless it is used to refer to a specific group or nation. This report also tends to 
refer to women and girls when discussing issues such as sexual violence and pregnancy; the data for these issues 
broadly come from surveys and studies that identify participants as women or girls. It is important to note that 
transgender men and non-binary people also experience pregnancy, and that gender-diverse people experience 
sexual violence and barriers to sexual and reproductive health care in disproportionate and unacceptable numbers.

A NOTE ON ART
For thousands of years, women and indigenous communities have used weaving and embroidery to blur the 
boundaries between art and function, practicality and beauty. Yet their work has long been dismissed as craft 
rather than fine art, and excluded from formal art institutions and markets. For this reason, women’s movements 
and indigenous peoples have embraced this art form to draw attention to issues related to their exclusion, 
like gender-based violence, reproductive justice and systemic racism — and also to call for solidarity across 
communities. The artists and textile collectives featured in this report continue that tradition, expressing 
contemporary concerns with skills passed down by generations of women. Together, their art shows how each 
woman’s rights, dignity and future are woven together with those of her sisters, daughters, mothers and friends.



ISSN 1020-5195
ISBN 9789210031318

Sales No. E.24.III.H.1
E/700/2024

United Nations Population Fund
605 Third Avenue
New York, NY 10158
Tel. +1 212-297-5000
www.unfpa.org

 @UNFPA

state of w
orld population 2024

Interw
oven  Lives, Threads of H

ope

Ensuring rights and choices for all

Printed on recycled paper

Ending inequalities in 
sexual and reproductive 

health and rights

INTERWOVEN 
LIVES,

THREADS 
OF HOPE


