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Presentation Notes
Welcome to this two-part presentation. First Jane and I will consider contraceptive security for LA/PMs in general and then Holly Blanchard of JHPIEGO will consider the compelling case for postpartum IUDs. 



The Four Long-acting and Permanent Methods 
(LA/PMs)  

Long-acting reversible methods 
– IUDs:  

> CuT380A, ML-375 
> LNG-IUS 

– Implants:  
> Jadelle 
> Sino-implant II (Zarin) 
> Implanon 

Permanent methods 
– Female sterilization  
– Male sterilization (Vasectomy) 

 
 

Presenter
Presentation Notes
These, of course, are the four LAPMs—the two long-acting and reversible methods:IUDs—either copper-bearing, or hormone-releasing—and the three implants currently available, Sino-implant II, Jadelle, and Implanon.These are sometimes referred to as LARCS, or long-acting reversible contraception. And the two permanent methods, female sterilization and male sterilization, or vasectomy.You’ll notice that we say “long-acting” to focus on the method’s intrinsic characteristics and not “long-term,” which relates to how long a client actually uses the method.



The LA/PMs: Key characteristics 

Clinical methods 

“Provider-dependent” 

– Need skilled, motivated, enabled providers 

– “No provider, no program” 

Need medical equipment, instruments, & expendable 
supplies 

Require suitable service setting 

Need to insure free and informed choice 
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What the four LA / PMs have in common is that they’re all clinical methods that require medical instruments and expendable medical suppliesskilled, motivated and enabled providersand a suitable service setting. The fact that they are provider-dependent, and service system-dependent means that a host of other considerations about how systems work and why providers behave also need to be factored in to CS thinking and programming. 



6 Reasons LA/PMs Underemphasized in CS 

1. Planning tools are inadequate 

2. LA/PMs are more demanding to deliver 

3. Up-front costs of LA/PMs are high (& difficult to “amortize”) 

4. Language used in CS strategies and plans is a barrier 

5. CS efforts have almost exclusively focused on 
contraceptive commodities and supplies, not on services 

6. Better indicators (more specific to LA/PMs) are needed: 

– “What doesn’t get measured, doesn’t get done”  
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We reviewed 15 national & regional contraceptive security strategies and the materials of key organizations working in CS; and also conducted secondary analysis of DHS data: We identified 6 main reasons why LAPMs have been underemphasized in CS efforts



Reason 1: Inadequate planning tools 
Reason 2: LA/PMs are more difficult to provide 

http://www.engenderhealth.org/files/pubs/family-planning/LAPM-Equipment-List.pdf 
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This chart illustrates the first two reasons. These are the medical instruments needed to provide the LAPMs. It’s not as bad as it looks, because some instruments, like the cup, forceps, and so on, are common needs to more than one method—and much of these of this is already in facilities because of other services – but it is a fair amount of “stuff” And in our review of documents, we found that the sorts of method-specific checklists, and how-to guides, and cost and cost savings analyses, and projective tools for forecasting LAPM needs—the sorts of things that would guide thinking and programming about LAPMs—tend not to be present or very robust in CS materialsAnd if CS tools do not set forth these methods as an important component of achieving full contraceptive security, or provide guidance on how to do so, then managers and logisticians at central, regional, and district levels who are responsible for part of the “contraceptive supply chain” will not adequately plan and prioritize for the service needs of LAPMs. Only a few facilities may have the equipment, supplies, training, supervision, and quality assurance systems needed to provide these methods, and thus access to these methods is limited and CS is incomplete. 



Reason 3: Unit costs of LA/PMs are high  
(but not IUD) 

Unit costs of contraceptive methods  

Method Unit Cost 
Condoms $0.025 
Pill $0.21 
IUD $0.37 
Female condom $0.77 
Injectable $0.87 
Male sterilization $4.95 
Sino-implant II $~$8.00 
Female sterilization $9.09 
Implant (Jadelle; Implanon) $24.089 

Ross, Weissman, and Stover, 2009  
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The third reason that LAPMs are under-available and under-accessible in programs relates to cost. LAPMs have a much higher up-front and/or unit cost, which either programs must shoulder, or clients must shoulder—and it’s easier to amortize costs—to spread them out over time—with the short-acting resupply methods like Depo or pills.



Reason 4: The muddy waters of CS language 
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The fourth reason that LAPMs have not fared well in CS is the language difficulties that CS faces and its documents manifest. CS language is some muddy water indeed, as I will shortly demonstrate —and you never know what kind of creature might be lurking there to overturn your boat …



Ambiguity, lack of specificity, imprecision 

Different words used to mean the same thing 

Same words or phrases used to mean different things 

Bias against LA/PMs  
– “Language conditions thought”:  

> Is vasectomy a “product”? Is female sterilization? 
> Is sterilization or vasectomy a “commodity”? (a thing, something 

tangible that you can hold in your hand) 

> A difference between a “contraceptive” (what you hold in your hand, 
thus not FS or V) and a “contraceptive method” (includes FS and V): 

 

Problems with the language in CS 



Imprecise and incomplete definitions 

International definitions of contraceptive security:  
equate it to “supplies” 

“Ensuring that all people … can access and use affordable, 
high-quality supplies to ensure their better reproductive 

health.” 
(RH Supplies Coalition website) 

“Reproductive health contraceptive security exists when people 
are able to choose, obtain and use the RH supplies they 

want…..”  
(JSI/DELIVER SPARHCS) 
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Here are two international definitions of “contraceptive security”. Note how in these definitions, contraceptive security is essentially being equated with “supplies” [yellow bolding mine].And we have found in our analyses, what exactly comprises these “supplies,” especially as they pertain to LA/PMs is often left ill-defined or unspecified When broad term supplies is left unspecified, those tasked with contraceptive logistics and supply may not realize that medical instruments needed to provide LAPMs—e.g., forceps, scalpels, scissors and needle holders —and expendable medical supplies needed to provide LAPMs—e.g., gauze, gloves, antiseptic, and surgical blades—are to be included. These items are readily available and affordable, but without them LAPMs cannot be provided. 



Ambiguity and vagueness in national strategies 

“Definition of Contraceptive Security” 

“For family planning programs, the vital importance of  

contraceptives is often summed up by the slogan: No Product, No 

Program. Without contraceptive security, families will be unable to 

space their births, limit their family size, and time pregnancies.”  
 

(Albania, National Contraceptive Security Strategy, June 2003) 
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And here is a typical example of how CS is defined in national strategies. You can see how this definition moves—follow the yellow words—from “contraceptives” to “product” and then on to “contraceptive security” and the inability to space or limit. But this definition is incomplete and inexact … . For while the slogan “no product, no program” has been helpful in raising the importance of contraceptive security writ large, and it is true that without “product,” a FP program cannot fully function …  the converse is not necessarily true, that is, having “product” does not mean you therefore have contraceptive security, nor will you a full range of methods to help clients meet their reproductive intentions – 



Reason 5: Services: Medical instruments and expendable 
medical supplies: necessary, but not sufficient (alone) 

 

Medical Instruments + Equipment + FP Commodity = 
Supplies  

 
 
 
 
 

Services are needed  
to provide clinical methods of family planning 

and to ensure contraceptive security 
(“to choose, obtain, and use”) 

 
 

Medical Instruments + Expendable Medical Supplies 

+ FP Commodity = “Supplies”  

≠ “Contraceptive Security” 
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This slide summarizes our points visually: Medical instruments, plus expendable medical supplies, plus the FP commodity itself are the “supplies” in the contraceptive security context “Supplies”—or “commodities”—are necessary—but they are not sufficient.For full/true “contraceptive security” – to choose, obtain, and use FP – especially for the provider-dependent LA/PMs, need services: “No access, no program”Such elements as counseling, training, supervision, good facilities management and structure of work, and generally reducing access barriers so that FP programs can translate “method availability” into service access and meaningful choice.  



So, why does it matter (if LA/PMs are neglected)?  

1. Highly effective 

2. High unmet need for 
delaying, spacing & limiting 

3. Good fit with reproductive 
intentions  

4. Popular: people want & use 
LA/PMs when accessible 

5. Cost effective 

6. LA/PMs save lives,  health 

7. Reduce inequity  
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There are many positive characteristics and dynamics about LA/PMs – let’s consider them briefly



Rationale 1. LA/PMs are highly effective 

Method 
  # of unintended pregnancies among 
1,000 women in 1st year of typical use 

No method  850 
Withdrawal   270 
Female condom   210 
Male condom   150 
Pill     80 
Injectable     30 
IUD  (CU-T 380A / LNG-IUS)       8 / 2        
Female sterilization       5 
Vasectomy       1.5 
Implant       0.5 

Source:  Trussell J. Contraceptive efficacy. In Hatcher RA, et al. Contraceptive Technology: 
Nineteenth Revised Edition. New York NY: Ardent Media, 2007. 

Relative effectiveness of various FP methods in preventing pregnancy 



Rationale 2. High unmet need: Spacers & delayers worldwide:  
Low use of long-acting contraception (IUDs & implants) 
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That was effectiveness—now what about unmet need, rationale #2?Here’s the situation for spacers and delayers, women who wish to delay a first  birth or space a next birth at least two years, in a number of countries.As we can see from the full bar of total demand, 1 out of every 6 to 1 out of 3 married women in all these countries wishes to delay or space a birth at least two years—that is, demand for FP is high But in almost all of these countries—look at the bright blue — the majority of women are not using any method--they have unmet needThe green and orange together show FP use, and in most of these countries, unmet need – the bright blue—is not only high, it exceeds met needAnd as you can see, the share of method use from IUDs and implants—the orange—is negligible in all of these countries except Egypt— even though IUDs and implants are excellent methods for delaying and spacing



Limiters worldwide: Relatively high demand and unmet 
need to limit, low LAPM use (esp in SSA) 
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Among limiters, there is more variability by region.But even in many African countries, 1 of every 5 couples wants to limit further births% limiters > % spacers in Kenya and Madagascar And while more limiters than spacers are using some form of FP, in most of these countries—look at the orange—only 1 in 20 or fewer of women who want to limit are using an LAPM. This is in marked contrast to LAPM use in industrialized Western countries, where LAPM use is consistently much much higher. For example, 25% of all women—not just limiters—use an LAPM in the US, and 35% of all women use 1 of the 4 LAPMs in the UK (which is free of access barriers like cost). This low use of LA/PMs and high unmet need, especially in the poorer countries of the global South, reflects incomplete contraceptive security, and it also highlights inequity, as these patterns markedly contrast with LA/PM use in more industrialized countries. Use of LA/PMs in Latin America is also high—even higher than in the industrialized countries. For example, among women in union, 46.7 percent in Brazil use LA/PMs, as do 44.5 percent in Colombia and 28.1 percent in Honduras The point here: not that all limiters should use an LAPM, but rather that all women should have a choice to use an LAPM—and they often do not



High unmet need is only the tip of the iceberg 
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And as compelling as that is, high unmet need is only tip of iceberg: What is really important is that family planning programs meet their clientele’s reproductive intentions.



Only 8% of spacers/delayers 
who use FP are IUD or implant 

users 

Rationale 3. Reproductive intentions & contraceptive 
choice among delayers and spacers in Kenya  
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So this is the third rationale for greater attention to LAPMs in CS: in many countries there is a poor fit between reproductive intentions and contraceptive method use (or non-use).This bar graph and pie chart with data from Kenya illustrate this point—but keep in mind that the findings here are typical of almost all countries. And indeed, this poor fit with reproductive intent is even more pronounced in most other sub-Saharan African countries, as Kenya has a relatively strong program, with a higher level of LAPM use (orange bar in past two slides). As you can see from the bar graphs on the left, 30.4% of MWRA WANT to space or delay, but not much more than half of them are using any FP method to space, i.e., only half of the demand is being met.And, as you see on the right-hand pie chart that shows the method mix,	only 1 in 12 (8%) of these (1 in 7) women uses an implant or an IUD—both of which are excellent methods for delayers and spacers …[next slide]



Only 25% of limiters using FP 
use any of the LA/PMs 

Reproductive intent and contraceptive choice: Among 
limiters using FP in Kenya, LA/PMs are underutilized 
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Long-Acting and 
Permanent Methods 
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And this is the situation with limiters in Kenya -- strikingly, more Kenyan married wish to limit births than to space them: four out of every 10 Kenyan married women (40.7 percent) have reached their desired fertility and wish to limit further births. Reproductive intent and contraceptive use among these women align somewhat better than they do for women who want to delay or space births, with 7 out of every 10 of the married women who want to limit (28 percent of MWRA) using contraception—which is very good. However, as we see in the pie chart, among these limiters who are actually using contraception, only one-fourth (25%) use any of the highly effective LA/PMs, whereas three out of four use short-acting or traditional methods. �I’d like to repeat what I said three slides earlier: the point here is not that all limiters should use an LAPM, but that all women should have a meaningful option of using an LAPM. And if they did—if they had full access, if contraceptive security were complete, use of LAPMs would be considerably higher, as it is in the Western industrialized countries.That is, it is an equity issue.Furthermore, the poor fit with reproductive intent is even more pronounced in most other sub-Saharan African countries, as Kenya has a relatively strong program, with a higher level of LA/PM use, as we saw earlier.[next slide]Strikingly, more Kenyan married wish to limit births than to space them: four out of every 10 Kenyan married women (40.7 percent) want to limit births (Figure 4). Reproductive intent and contraceptive use among these women align somewhat better than they do for women who want to delay or space births, with seven out of every 10 of the married women who want to limit (28 percent of MWRA) using contraception. However, among these limiters who are actually using contraception, only one-fourth (25%) use any of the highly effective LA/PMs. An analysis by Kenya’s Ministry of Health (2008) identified several reasons that might account for this low use of LA/PMs, including lack of access to methods in medical facilities, provider bias, inadequate knowledge of the benefits of LA/PMs, myths and misunderstandings about them, and inadequate partnerships between the public and private sectors. 



Kenya focuses on IUDs, in context  
of  full choice, and “FP revitalization” 

More than 200,000 married women 
use an IUD. Satisfaction is high. 

Ghana’s midwives are trained  
and allowed to insert implants 

CPR for implants rose 10-fold from 
0.1% to 1.0% [1998-2003] 

Ethiopia makes greater  
commitment to FP services 

Procurement of implants rises from 
31,000 to 830,000 units (2005-2009)  

Malawi’s clinical officers allowed to 
perform female sterilization 

CPR for female sterilization more 
than triples to 6% (MWRA). Rises 
seen in all 5 wealth quintiles. 

FP access high for all methods in  
South Africa; modern CPR: 58%  

1 of every 4 women in union (14%) 
relies on sterilization. 

In United Kingdom, few access  
barriers, wide range of methods,  
CPR 75% 

LAPM use by all women very high: 
14% rely on vasectomy; 8% female 
sterilization, 2% implants; 7% IUD  

Sources: DHS; Reproductive Health Supplies Coalition 

Rationale 4: When LA/PMs are made available, people 
choose them and like them 
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Here’s rationale #4 for greater emphasis on  LAPMs: They are also very popular when made accessible, as the examples on this slide suggest—This is a fact that I have found many policymakers, decisionmakers, program leaders, and donors don’t fully recognize.So here are 6 examples of that popularity, of the IUD in Kenya, of the implant in Ghana and Ethiopia, of female sterilization in Malawi, and of all four LAPMs in South Africa and the UK



Rationale 5. High cost effectiveness of LA/PMs 

* Costs include the commodity, materials and supplies, labor time inputs and 
annual staff salaries. The height of each bar shows the average value of costs per 
CYP across the 13 USAID priority countries, while the height of the line 
represents the range of costs across the same countries.  
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LA/PMs are very cost effective over time, as you can see here, in this graph that shows the relative costs per year of contraceptive protection per year. You see the methods with the lowest service cost per CYP – on the left – are the LA/PMs. And would be even lower when graphed cumulatively. 



 
Rationale 6: LA/PMs save lives & improve health  
 

If 20% of women who use pills and injectables in Africa wanted more 
secure contraception, & switched to implants, would avert, over 5 yrs: 

– 1.8 million unintended pregnancies 

–  576,000 abortions (many of them unsafe) 

– 10,000 maternal deaths 

– 300,000 cases of serious maternal morbidity (e.g., obstetric fistula) 

Same (or greater) benefits accrue from switch to the IUD or a 
permanent method 

Greater benefit if switch from no method, traditional method, or condom  

And this was only if 1 in 5 women switched … if 2 in 5 switch, double 
the above benefits 

Hubacher D, Mavranezouli I, McGinn E. Contraception 2008.  
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And here’s perhaps the most compelling rationale of all: any health benefits would accrue if LAPMs were more widely and fully available



So, what do you think we all should do about it? 

Recommendation 1:   Advocate for LA/PMs within CS efforts 

Recommendation 2:   Secure financing for LA/PMs 

Recommendation 3:   Include LA/PMs fully on essential drug and  
 equipment lists 

Recommendation 4: Expand and update CS tools and indicators  

Recommendation 5:   Refine logistics management and training   
 to include LA/PMs 

Recommendation 6:   Use precise, consistent, and unambiguous  
 language that encompasses LA/PMs 

Recommendation 7:   Encourage task-shifting and task-sharing 

Recommendation 8:  Build program capacity to provide LA/PMs 
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So, here are our 9 recommendations for achieving full contraceptive security 



Recommendation 9:  
Adopt a clearer definition of contraceptive security 

 
 
Contraceptive security exists when all women and men 
are able to choose, obtain, and use the contraceptive 
methods and services they want, in order to achieve 

their reproductive intentions at all stages                      
of their reproductive life. 
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And finally, as a community we need to Adopt a clearer definition of contraceptive securityOne that links choice and unimpeded access and full use of all modern methods, in order for programs to enable women and men to achieve their reproductive intentions at all stages of their reproductive life. Thank you / any questions or comments?To Holly’s talk
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