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Background and Objective: 
Nationally, while family planning (FP) programs have improved women’s contraceptive access, there has

been limited attention on the role of social networks and key influencers, beyond male partners/husbands,

who can affect women’s demand and use of contraceptives. Research shows that women’s in-laws,

particularly the mother-in-law (MIL) affect the quality of their marital relationships and their agency within

these relationships. While a growing number of FP interventions include men, few include MILs31,32. Greater

clarity on how MILs affect women’s reproductive agency and contraceptive use can be useful to guide FP

programs33.

In this brief, we examined the influence of women’s MIL’s (or male partner’s mother) on women’s FP

choices and contraceptive use based on a systematic review of peer-reviewed research. We aimed to

identify learnings on this role that can have implications for FP communication and contraceptive access for

young couples and for enhancing young women’s agency to seek and use contraception.

Methods:
We conducted a systematic review of peer-reviewed 

studies using online databases (PubMed 

Central/Google Scholar/EMBASE) between 2001 

and 2021. Studies were included from all locations 

and of all methodologies, in English language, with 

participants including women or couples across 

adolescence and adulthood (13 years and above). A 

combination of search terms was used connecting 

‘family planning’ and ‘mother in-law’ in their titles 

and/or abstracts. 

On PubMed Central, the search was limited to titles 

and/or abstracts and yielded 83 results. On Google 

Scholar, our search yielded 18,200 results, and we 

ended our scoping after not coming across any 

relevant studies on four consecutive pages. A total 

of 260 titles were reviewed and validated as focused 

on MILs and women’s FP or contraceptive behaviors 

by two researchers for relevance, leading to a 

shortlist of 27 studies from PubMed Central and 11 

additional studies from Google Scholar. These 

articles were then fully reviewed and the following 

elements of each paper were extracted: 

methodology, location, sample, and key findings. 

Thematic analyses were conducted to categorize 

studies based on key study findings across and 

specific to sub-populations. Upon review, a total of 

28 studies were included for analysis.

Findings:
Our review found a total of 28 relevant studies, of 

which a majority (15) were published after 2016, 18 

were qualitative and 26 originated in South Asian 

countries, with the others from Côte d'Ivoire, Egypt, 

Ethiopia, Ghana, Kenya and Madagascar, USA, 

Jordan and Turkey.

Our thematic analyses demonstrated research

across five domains:

1. MIL’s control over DIL’s autonomy that influenced

their autonomy;

2. MIL’s writ and control as the household head/an

elder on DIL’s fertility intention and reproductive

autonomy;

3. MIL’s writ and control as the household head/an

elder on DIL’s contraceptive use;

4. MIL-perpetrated reproductive coercion, and,

5. Husband’s role in negotiating or reinforcing MIL

influence on FP decision-making.



MIL’s control over DIL’s autonomy that 
influenced their autonomy.

Available studies showed the pervasive nature of 

social beliefs and cultural norms around early 

marriage of girls and efforts made to assimilate them 

into and follow the authority codes and structures 

within their marital homes. Girls who married early or 

in adolescence were particularly vulnerable due to 

schooling losses, greater financial dependence on 

their husbands/in-laws and limited agency and 

mobility, found themselves acquiescing to the 

strictures imposed by their MILs. This was further 

facilitated by their socialization that led to internalized 

norms around childbearing as a way to secure their 

footing within the family and cementing the marital 

bond with their husbands4,28,30,35. Studies from India1, 

Bangladesh, Ethiopia2, the USA3 and Nepal4 reported 

instances of MILs limiting the autonomy and mobility 

of adolescent brides and determining their social 

interactions. This social isolation has been an 

enabling factor in limiting girls from seeking out FP-

related information and promoted the acceptability of 

contraceptive methods that they believed were being 

used by their close peers or by women in their 

community.1 A study from India found that as a result 

of this limited mobility, MILs and sisters-in-law (SILs) 

became the chief sources of FP information and their 

approval became a critical precondition for usage. 

Mobility restrictions were greater in cases of co-

residence with the MIL and if the MIL and DIL did not 

share the same views regarding their FP intentions.1

MIL’s writ and control as the household 
head/an elder on DIL’s fertility intention and 
reproductive autonomy
Available studies showed that MILs played a proactive 

role in expropriating reproductive control on their DILs

through the former’s writ and control in the household.
2-6,9,16,18-20,23,25-26,31 In this, MILs communicated to their 

DILs the importance of childbearing, either directly or 

through their sons, reminded young brides of their 

childbearing role, probed repeatedly whether she was 

attempting to conceive or was pregnant, and 

dissuaded her from using contraception or prevented 

its use. This control was particularly severe early in 

marriage when young married women were adapting 

to family dynamics and exercised limited power or 

agency to counter social expectations. Without a child, 

they found themselves in a precarious position. Their 

acceptance into the family was predicated on their 

reproductive success and was substantially higher if 

they gave birth to a male child.11-14 The reproductive 

control exercised by MILs also manifested in their role 

within the household as a gatekeeper of traditional 

family norms and of the social interactions and health 

access of young women. Across contexts, 

studies3,4,6,7,24-27 found that MILs often policed the 

behavior of young brides to ensure childbearing at the 

earliest. Studies in Bangladesh6, India11 and Ethiopia2

reported that delays in pregnancy led to a charge of 

engaging in extramarital affairs on young women.

MILs too experienced the pressure of prevailing 

social beliefs around pronatalism and early 

childbearing as furthering the family lineage in the 

community. A study in Nepal found MILs voicing fears, 

shame and social ridicule in the community for not 

having a grandchild, in particular, a grandson.5 These 

fears stemmed from concerns regarding health of the 

mother to talk within the community and stigma 

around infertility and subsequent social 

backlash.5 While MILs of many adolescent girls 

believed in deferring pregnancy till they had physically 

and emotionally matured and/or completed their 

education, the dread of community gossip prevented 

them from following up on their convictions.5 Delays in 

fertility were also compounded by unsubstantiated 

fears of the DIL’s intentions to elope, as reported in 

Bangladesh6, Ethiopia2 and Ivory Coast.7 In Ghana, 

in-laws threatened the DIL with desertion if she failed 

to conceive as per their expectations.8 Migration of 

men, common in Nepal, also impacted childbearing 

within families3,5,9 and there was pressure on women 

to have children before their husbands migrated. In 

some cases, a wife was not allowed to leave her 

marital home by her in-laws if she did not have a child. 

In Pakistan, MILs invoked religion to prevent their 

DILs from FP, even as some DILs felt that FP was in 

consonance with the principles of Islam.10

Education and participation in income-generating 

activities served as the main routes through which 

young women negotiated a delay in pregnancy in 

some contexts while proving their worth to their marital 

homes. In the slums of Dhaka, Bangladesh, fending 

off poverty took primacy over fertility expectations.6

Educational attainment among MILs too was 

associated with a delay in childbearing in rural 

Bangladesh.15

The reproductive control exercised by MILs also 

extended to DILs following norms around an ideal 

family size and male child preference. 12,33-34 One 

study in India showed that pressure for a male child by 

MILs was more notable three years into the 

marriage12. In India, norms around an ideal family size 

that originated in FP policy messaging were also 

voiced by the MIL16 but the same was not noted in 

other contexts. In Pakistan, for instance, MILs 

expressed their desire for a large family10,34 and her 

clout was higher in families where the DIL’s husband 

was the only male child.10 



MIL’s writ and control as the household 
head/an elder on DIL’s contraceptive use
While MILs had a say on fertility discussion and timing, 

a study from India showed that this influence did not 

always extend to contraceptive use. Beyond conveying 

their desired family size, MILs did not concern 

themselves with contraceptive use for spacing of 

pregnancies, nor did they always have a say in these 

matters.  However, all three (MIL, husband and wife) 

concurred on female sterilization once the desired 

family size and sex composition was attained.13

Available studies show that the role of MILs in 

influencing contraceptive use of their DILs varied by 

the latter’s age and parity. A study from Mali reported 

that older women played an active role in encouraging 

childbearing among younger brides and in supporting 

initiation and continuation of contraceptive use among 

older DILs.17 Having a supportive family ecosystem 

was a precursor to continuing with postpartum 

intrauterine contraceptive device (PPIUCD) use18. 

Similarly, studies also showed in-laws as a source of 

both information and beliefs related to contraceptive 

use, including beliefs that contraception led to infertility 

if used before first birth18,19,35. In a study from north 

India, modern contraceptive use was lower in co-

residence households.32

Studies from Kenya19 and India20 reported MIL beliefs 

and resistance to their DIL’s use of contraception, with 

the former blaming contraception for sluggishness and 

shirking off domestic work. This led to a number of 

young women using contraceptives covertly.18-20

Similarly, limited communication with the MILs often 

encouraged women to seek abortions privately, 

particularly, if their pregnancy was not desired or was 

too closely spaced with a recent delivery. A study from 

Maharashtra showed that young women did not 

confide to MILs regarding their gynecological problems 

and were more likely to raise these matters with their 

husbands.16 However, while husbands were often lax 

about these concerns, MILs, whenever informed, 

tended to view such problems with much greater 

seriousness and ensured that treatment for any ailment 

which could potentially impact fertility was promptly 

sought16. This was important since studies have shown 

that women did not always have full autonomy over 

their health-seeking and needed family support for 

accessing medical care9. MILs also did not hesitate to 

proceed with the DIL’s infertility treatment including 

from faith healers if they perceived any substantial 

delay in their first pregnancy.16

While a large number of studies have drawn out the 

MIL role as ensuring family lineage, a few studies 

showed that in some cases MILs responded to their 

DIL’s fertility desires and choices.

A study in Pakistan showed that a few DILs were able 

to convince their respective MILs about using modern 

contraception. This study reported MIL openness to 

understanding their DIL’s perspective, and even 

allowed a difference of opinion in the matter, without 

resorting to punitive measures.10 In a study from urban 

slums of Karachi, Pakistan, openness to discussions 

on FP and contraception between MILs and DILs was 

associated with greater contraceptive usage among 

the latter.21 Additionally, in Kenya, MILs narrated their 

own lived experience and hence recognized the need 

for their DIL’s reproductive choice in light of their 

family’s economic situation.19 In Madagascar, female 

relatives including MILs, mothers and SILs played a 

supportive role including providing emotional and 

psychological guidance to first-time young parents.22

MIL-perpetrated reproductive coercion  
Among the available literature, 10 of the 28 studies 

reported reproductive coercion (RC) perpetrated by the 

MIL or their male partner’s mother, including studies in 

Bangladesh and India,23-25 Pakistan,26 a study among 

Indian immigrants in the USA,3 Jordan27 and Ivory 

Coast.7 Pregnancy coercion was the most common 

form of RC reported experienced before first birth. 

These studies reported pressures on women to ‘prove’ 

their fertility and disprove the tags of ‘infertility’ and 

‘barrenness’ with experiences of verbal, physical and 

emotional abuse in the initial years of marriage28. In 

studies from the Ivory Coast7 and the USA3 – abuse 

was combined with the threats of abandonment by the 

MIL and frequently supported by the husband. In a 

study from Nepal, coercion was noted as fear of being 

exposed for use of contraception before the community 

and of disapproval by the entire clan.18 Studies also 

reported MIL supervision on their DILs’ use of 

contraceptives, especially oral contraceptive pills 

(OCPs).29 Both MILs and husbands were also found to 

engage in contraceptive sabotage,27 and these efforts 

were more successful if the husband sided with his 

mother30. Instances of RC were also associated with 

intimate partner violence (IPV) and abuse perpetrated 

by the partner as well as in-laws30. Resorting to covert 

contraceptive use and seeking abortions furtively were 

means of exercising reproductive choice when existing 

power structures in the household did not allow women 

to openly exercise their fertility intention.

Available studies showed that the MIL’s desire for 

controlling pregnancy outcomes was often driven by 

their desire for a male grandchild, particularly if their 

DIL had only had female children. A study among 

Indian immigrants in the USA3 found reports of women 

being forced to undergo sex-selective ultrasounds and 

subsequent abortions.



The inability to exercise reproductive agency and 

resist family’s pregnancy coercion coupled with 

verbal and physical abuse by the MIL meant that 

these women faced multiple closely spaced 

pregnancies, even at the cost to their own health. 

Co-residence with the MIL and residence in a new 

country away from their natal homes exacerbated 

vulnerabilities of young women.3 IPV by in-laws, 

including the MIL, was also amplified by physical 

abuse by the son towards his spouse or partner. In 

one study, this experience of violence was cyclical –

the MIL castigated the DIL and encouraged stricter 

forms of control, leading to episodes of violence, 

which in turn, emboldened the husband to exercise 

physical force.3 In contrast, as noted in urban 

Bangladesh, RC was a means to prevent DILs from 

conceiving too soon after marriage as the economic 

contributions of these women from their work gained 

precedence over their reproductive responsibility.30

In this study, both in-laws and husbands compelled 

women to delay their pregnancy and forced 

abortions, despite the woman desiring to conceive. 30

Husband’s role in negotiating MIL influence 
on FP decision-making 
Available studies showed that MILs often channelize 

their authority through their sons. Studies in India 

and Nepal suggested that husbands worked as 

mediums to convey expectations around 

childbearing and family size.5,16 Studies also showed 

that across the contexts in South Asia (Pakistan34, 

India13 and Nepal5), Africa (Ethiopia2 and Ivory 

Coast7) and the USA, husbands moderated in-law 

influence, abuse and coercion on their wives. Their 

tacit or active resistance against or support for their 

family’s behavior mitigated or aggravated in-law 

pressure, respectively. A study among immigrants 

showed that husband’s acquiescence to their 

mother’s pressure on wives for a male child 

emboldened the demand for sex-determination tests 

and abortions in case of a female fetus.3 A study 

from Ethiopia reported that in some cases, husbands 

agreed with their mother’s beliefs that their wives 

desire to delay conception may be linked to an 

extramarital affair.2 Among certain populations, 

wife’s infertility were grounds for abandonment or 

seeking newer partnerships.6-8 A study from Ivory 

Coast reported cases where the in-laws encouraged 

their son to have a baby with any other woman, if his 

wife failed in childbearing, also putting their wives at 

additional risk of contracting sexually transmitted 

infections (STIs).7

In nearly all studies where a husband’s influence 

was explored, husbands demonstrated the agency 

and choice to stand up to in-law pressure and limit 

his family or mother’s influence in his wife’s 

reproductive decisions. This was particularly noted 

as studies consistently found that a husband’s 

consent and control over his wife’s use of modern 

contraception and spacing decisions was more 

important than the MIL’s. However, in case the MIL 

and DIL agreed on contraceptive use and he shared 

a different opinion, he had to concede to the women 

in the family.16

The main issue that led to friction between the in-

laws, husband and wife in relation to contraceptive 

use was the matter of household domestic work. In 

Kenya, MILs complained that the use of injectables 

made the DILs more lethargic, due to which the latter 

would shirk household work19. If husbands agreed, it 

would lead to contraceptive discontinuation19. In a 

study from India, higher parity women also reported 

opting for covert termination of their pregnancy due 

to the inability to take time off from household work, 

even though they felt that getting an abortion was 

shameful.20 In Pakistan, a study reported greater 

harmony between the mother and son on fertility 

preferences than with the wife, with the latter being 

expected to harmonize her fertility desires with the 

former two.10 Ironically, we also found that in India 

participation of the MIL increased couple 

communication on FP on ideal family size, 

particularly before the birth of the first child.23

What are our learnings for FP 
programming and interventions?
Available evidence shows that prescriptive patriarchal 

beliefs and norms around early marriage and pro-

natalism continue to dictate the lives of women –

especially young and newly married women - across 

contexts through MIL’s influences and pressures. 

Childbearing thus remains the dominant proof of 

women’s worth as brides and DILs. These beliefs, 

extending from South Asia to sub-Saharan Africa and 

among immigrant populations in the USA, are 

pervasive, view women from the prism of procreation, 

and perpetuate inequitable gender norms and fertility 

pressures. Through childhood to adulthood, girls are 

also socialized and hence internalize social beliefs on 

their marital and childbearing roles as a means of 

gaining status in the household. Unequal power 

dynamics in the household, including MILs’

dominance over DILs, combined with prenatal norms, 

further limit women’s reproductive agency for 

contraceptive use.

Our findings based on the literature on the role of the 

MIL show her ubiquitous presence in the lives of 

married women, especially young brides.



This influence manifests through their 

communicating fertility expectations to a young 

bride, their role in contraceptive communication and 

decision-making for young couples, as well as 

indirectly through their general authority on the 

agency and mobility of young brides. 

Our analysis shows five potential pathways of MIL 

influence and control – their authority and control on 

young brides’ autonomy, their control on their DIL’s 

fertility intention and contraceptive use, respectively, 

MIL-perpetrated reproductive coercion and their 

influence through the husband. We found that while 

DILs often engaged and voiced their fertility desire, 

in most cases, they found themselves socially 

isolated, and at risk of violence and abandonment. 

While limited, there is some evidence that covert 

use of contraception and seeking clandestine 

abortions allowed women temporary reprieve and 

allowed some exercise of their agency, even as 

these instances demonstrated the powerlessness of 

these young women in terms of their sexual and 

reproductive agency. IPV by the MIL was the most 

serious transgression that put a strain on the DIL’s 

reproductive agency and choice.3,7,24,27,29-30

In the past few decades, FP program 

implementation globally has focused on improving 

access to sexual and reproductive health services 

for women belonging to various socio-demographic 

groups, especially among marginalized 

communities. However, sexual and reproductive 

agency and rights that are deeply connected to 

improving health access cannot be realized without 

programs engaging with families, key decision-

makers and the wider social contexts that drive or 

enable fertility choices and contraceptive use. 

Based on our findings, we recommend the following 

directions for exploration for FP research and 

programs that can utilize a life-course lens and a 

social-ecological perspective in their engagement 

with young women and their eco-system to enhance 

reproductive agency and choice. These include:

1. Engaging with adolescent development 

programs supporting girls’ higher education, 

delays in marriage, increasing young women’s 

economic agency and resiliency to enable and 

negotiate marital choices and marital agency.

2. Strengthening FP health systems, especially 

counseling to engage with couples, in-laws and 

communities in order to understand and, where 

needed, modify fertility and FP beliefs and 

norms around early fertility, spacing, ideal family 

size and son preference.

3. Exploring the role of social network-based 

interventions including self-help groups that 

engage women of diverse age groups on issues 

related to spacing and limiting children, 

contraceptive beliefs, delaying first birth and son 

preference. 

• Improving current evidence to understand 

women and men’s social networks and 

influence of family or friends in enabling or 

limiting FP choices.

• Efforts to engage boys and men through 

the lifespan from adolescence to adulthood 

using social and behavioral 

communication interventions to alter traditional 

gender norms around marriage, sex, family and 

work, as well as linking male engagement in 

FP with interventions to prevent violence 

and coercion against women.

4. Enhancing FP knowledge and communication 

through interventions with families and 

communities to improve spousal and 

intergenerational communication on FP, fertility 

timing and use of contraception.

5. Understanding issues and beliefs related to 

fertility and infertility in the community and covert 

use of contraception and abortion. 
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For resources on understanding gender equity in FP: 

• https://emerge.ucsd.edu/gem-fp/

• https://www.couple-engage.org/
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