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Presenter
Presentation Notes
Good Morning.
I’m RJ, Clinical Director of the Respond Project, USAID’s primary vehicle to advance global knowledge about LAPMs—long-acting and permanent methods of contraception.
want to thank the RHSC for its increasing recognition of the importance of LAPMs, one measure of which is its allotting ample time for us to consider LAPMs and their place within contraceptive security. 
I welcome the RHSC’s heightened interest in this area and look forward to a continuing engagement with you—and I hope this talk will help to inform your thinking and work. 
I want to thank Scott Radloff, who is the head of the Office of Population and Reproductive Health for his commitment to both CS and to LAPMs, which are two of USAID’s 7 technical priorities.
For as the title of my talk indicates, without fully and explicitly including long-acting and permanent contraception in contraceptive security strategies and plans, contraceptive security will be incomplete, partial at best 
Talk in 3 parts: 1) analysis of relative underemphasis of LAPMs in CS so far; 2) Why LAPMs matter; and 3) what needs to be done to increase emphasis on LAPMs to appropriate levels.
Time left at end for your comments and for our dialogue.
[next slide]




The twin pillars of family planning programs 

Choice   Contraceptive  
security  
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Presentation Notes
Nor will women and men have the true and meaningful choice of family planning methods and services if these long-acting and permanent methods are not among the methods they can access.
And the principle of choice and the vital importance of contraceptive security can be thought of as the two pillars upon which family planning programs rest.
[next slide]



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) 
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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.
Note too that I am addressing the importance of language here, a theme we will be considering later on in my talk in more detail.
I also say language conditions thought — and the concern here is that providers, programs and clients alike may misunderstand long-term, taking it to mean that if a client does not use a method for its approved length of use, she should be denied access to that method. 
That is a common misunderstanding and one that “long-acting” helps to rectify. 
[next slide]



The LA/PMs: Key characteristics 

Clinical methods 

“Provider-dependent” 

– Need skilled, motivated, enabled providers 

– “No provider, no program” 

Need essential medical instruments and expendable 
medical supplies 

Require suitable service setting 

Need to insure free and informed choice 
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What the four LA / PMs have in common, of course, is that they’re all clinical methods that require 
medical instruments and expendable medical supplies
skilled, motivated and enabled providers
and 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. 
The importance of the provider and the system is well summarized in a saying I gladly borrow from the CS world:
		“No provider, no program”  
[next slide]






Methodology of our analysis  

Review of key documents 
– 13 national & 2 regional contraceptive security strategies  
– Contraceptive security (CS) literature 
– Materials of key organizations working in CS 

> E.g. Reproductive Health Supplies Coalition,      
USAID/DELIVER, World Bank, UNFPA, IPPF 

Secondary analysis of DHS data 
– Unmet need, met need & total demand, for both spacing 

births & for limiting births 
– FP method mix among spacers and limiters 
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So, how did we come to the conclusion that LAPMs are relatively neglected in CS strategies and activities?
Our methodology of our analysis entailed:
 Review of 13 national & 2 regional CS strategies.
	The countries were Albania, Cameroon, Egypt, Ghana, Kenya, Liberia, Malawi, Madagascar, Nepal, Nigeria, Tanzania, Togo and Ukraine; the regions were West Africa and Latin America. 
On the whole, worthwhile initiatives are under way in these countries and regions to improve logistics and supplies for some contraceptive methods; 
however, these initiatives are generally insufficient because they give short shrift to long-acting and permanent methods (LAPMs). 
For example, while the Ghana SPARCHS strategy mentions “services” for family planning throughout, it does not get into the details of LA/PM equipment, supplies. This is typical. 
2. We also reviewed the literature concerning CS, including materials from key organizations focused on CS.
3. And secondary analysis of DHS data.
[next slide]








Conclusion: LA/PMs underemphasized in CS 

6 main reasons LA/PMs have been underemphasized in CS: 

1. Planning tools are inadequate 

2. LA/PMs are more difficult to deliver 

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

4. Language used in CS strategies and plans is a barrier 
5. Services, not only supplies and commodities, are needed 
6. Better indicators are needed: 

– “What doesn’t get measured, doesn’t get done”  

– Not just “a range of methods,” but “Resupply methods (specify yes/no: pills, 
injectables, condoms), LARCs (specify: yes/no: implants, IUDs), 
permanent methods (specify: yes/no: female sterilization, vasectomy)” 
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We have identified six main reasons why LAPMs have been underemphasized in CS efforts: 
planning tools are inadequate; 
 LAPMs are technically more difficult and demanding to provide
 the up-front costs of LAPMs are higher, and the costs are not as easy to spread across time
the language generally used in CS is problematic and a barrier to LAPMs
What is needed to securely and reliably provide LAPMs is not only commodities and supplies, but services.
We need better indicators for LAPMs – I realized this on the plane over, so not on your handout, but, reading new Deliver publication on CS indicators – we can’t simply ask, as an indicator, for “a range of methods,” but rather the more detailed—and therefore better—“Resupply methods (specify: yes/no: pills, injectables, condoms), LARCs (specify: yes/no: implants, IUDs), permanent methods (specify: yes/no: female sterilization, vasectomy)”
Over the next few slides, let’s consider these reasons in a bit of detail.  



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 

Presenter
Presentation Notes
This chart illustrates the first and the second reason. 
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—
but it is a lot 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 materials
[next slide]





… and 

http://www.engenderhealth.org/files/pubs/family-planning/LAPM-Equipment-List.pdf 
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And this is the analogous list of expendable medical supplies that are needed. 
For example, the RHSC has published Leading Voices in Securing Reproductive Health Supplies (2009), an excellent toolkit and guide.
 It provides useful templates for financial analyses, technical briefs and presentations on some contraceptive methods, but it does not address LAPMs in the way I am suggesting is needed
And 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. 
When LAPMS are a low priority, 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 contraceptive security is incomplete. 
Then show implants toolkit – any tools, e.g., logistics section prepared by USAID commodities division and JSI/Deliver, and IUD Toolkit 
[next slide]



Reason 3: Unit costs of LA/PMs are high (except 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  

Presenter
Presentation Notes
The third reason that LAPMs are under-available 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.
[next slide] 




 
 

Source: UNFPA 2005. Achieving the ICPD Goals: Reproductive Health Commodity Requirements 2000-2015. 
  

0

5

10

15

20

25

At First
Visit

After 1
Year

After 2
Years

After 3
years

After 4
years

After 5
years

U
S$

Condoms
Pills
Depo
IUD
Jadelle
Implanon
Sino-implant II

Annual commodity costs, over 1 to 5 years 

Presenter
Presentation Notes
Nonetheless, over time, as you can see here, the relative costs per year of contraceptive protection converge. 
This is only the commodity cost, and—not unlike most of the CS-related documents I have reviewed, it doesn’t include the permanent methods. 
You’ll see that the IUD is low throughout, and the implant comes down over time. And of course, if it were a graph of cumulative costs, the lines for the resupply methods would be going up.    
[next slide]




Reason 4: The muddy waters of CS language 

Presenter
Presentation Notes
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 …
[next slide]



Ambiguity 
doubtfulness or uncertainty of meaning or intention 

[Lack of] specificity 
– [lacking] having a special application, bearing, or reference; 

specifying, explicit, or definite 

Imprecision 
– not precise; not exact; vague or ill-defined 

Different words being used to mean the same thing 

Same words or phrases being used to mean different things 

Language of CS causes (inadvertent) bias against LA/PMs 

What is the problem with the language in CS? 

Presenter
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Language conditions thought: 
Thus the terminology we use is very influential in guiding our thinking, planning and programming, 
So we’re going to spend a few minutes to consider the effect of the language that we find used in contraceptive security literature ...
So, what is the problem with the language in CS?
Here are six problems we find with the terminology and phraseology in CS
The language used in CS is often ambiguous, nonspecific, and imprecise
Different words and phrases are being used to mean the same thing 
Conversely, we can find the same words or phrases being used to mean different things
And all in all the language of CS causes a bias against LA/PMs, no doubt inadvertently.
Let’s look at what I mean.
[Next slide]



Ambiguity, lack of specificity, imprecision 
– What is included in “supplies”? What in “commodities”? 

– Is it “FP” or “RH” we are talking about? (let’s be clear & not hesitate 
to use FP if what is intended to be meant and understood is FP) 

– Consider: 

> “supplies” vs. “medical instruments (e.g., forceps, scalpel handle, 
cup)”  

> Consider “expendables” vs. “expendable medical supplies (e.g., 
scalpel blade, sterile gloves, syringes)”  

> “Commodities” vs. “Family planning commodities (e.g., pill, 
injectable, implant, IUD)” 

 

Examples of the problem with the language in CS 

Presenter
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Here are some specific examples
What is included in supplies and in commodities is usually left unspecified; 
“RH” is used when we mean “FP” 
it’s OK to say FP when we mean FP (already, you’ll note, a vaguer euphemistic way of saying contraception.)
And to say contraception instead of FP when we mean contraception 
Look too, at how much more information is conveyed by the more specific and precise terms, “medical instruments (e.g., forceps)” rather than simply “supplies,” or “expendable medical supplies (e.g., scalpel blades)” rather than just “expendables”
And isn’t it helpful it the reader’s understanding to have examples 
[next slide]



Different words being used to mean same thing 

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) 

Presenter
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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, as typically is, 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. 
And I’m not sure what the phrase “reproductive health” in front of “contraceptive security” usefully contributes. Aren’t we just talking about “contraceptive security”?
And shouldn’t the phrase “RH supplies” be replaced by the phrase “contraceptive methods”? 
That is, “Contraceptive security exists when people are able to choose, obtain and use the contraceptive they want, in order to meet their reproductive intentions.”
Narrower and clearer terms, we can see, ones that come with adjectival modifiers and with examples or lists, are generally preferable, even if they take up more space.
[next slide]



Inexactness and incompleteness 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 contraceptive security 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 – 
as I am going to go on to demonstrate 
[next slide]




Commodities = supplies (= CS) 

Is “commodity security” larger or smaller than “contraceptive security”?                           
[Can’t be both, but I’ve seen it used both ways in major CS documents]   

“The global reproductive health community needs a common 
understanding of terms such as ‘commodities’ and ‘supplies’”               

    —Meeting the Challenge: Defining Reproductive Health Supplies, PAI (2001) 

“Within this document, the term ‘RH supplies’ refers to all materials 
and consumables needed to provide sexual and RH care services. 
They include … contraceptives and family planning supplies … 
Although research suggests that the terms “supplies” and 
“commodities” may be understood differently by different 
audiences … the terms are used interchangeably.”  

           -—RHSC Strategic Plan, 2007 

Different words being used to mean same thing … 
and same words being used to mean different things 

Presenter
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So the language of CS is ambiguous and vague: we find often that “commodities” and “supplies” are used interchangeably, and to equate to “contraceptive security” 
I always think of “commodity security” as a subset of “contraceptive security,” putting the emphasis on “security,” because it takes more to provide the contraceptive than just the commodity. 
But I can also see that if you focus on the adjective, “commodity security” can be understood as larger than “contraceptive security” since there is more to “commodities” than the contraceptive alone – 
But clearly these situations are problematic:
	There is a reason we have different words: they mean different things – 
	and something can’t be both bigger than another thing and smaller than it at the same time.
The need to clearly define terms was noted by PAI in its 2001 document “Meeting the Challenge: Defining Reproductive Health Supplies” 
Yet the RHSC strategy uses the terms interchangeably. 
And aren’t “consumables” “materials”? 
And what are family planning supplies? If “supplies” equates to “commodities” do “FP supplies” include or exclude “contraceptives”?  
[next slide]  
 








Language conditions thought:                                            
Language used in CS introduces bias against LA/PMs 

Language used in CS introduces bias against LA/PMs in favor of 
short-acting resupply methods: 
– Is vasectomy a “product”? Is female sterilization? 
– Is sterilization or vasectomy a “commodity”? (a thing, something 

tangible that you can hold in your hand) 

– There is a difference between a “contraceptive” (what you hold in your 
hand, not FS or V) and a “contraceptive method” (includes FS and V):   

– Even if some of the LA/PMs can be seen as a “product,” e.g., the IUD & the 
implant, more is needed for them to be provided & used: 

> For LA/PMs, “No provider, no program”   

For FP services – and full/true “contraceptive security” – to choose, 
obtain, and use FP – it is “No access, no program” 
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Presentation Notes
And not only has the language of CS been problematic in general, 
Because language conditions thought, and, in turn, action, the language used in CS has been problematic with respect to LAPMs: has introduced a bias against LAPMs. 
No doubt an inadvertent bias, and one we j.
As I mentioned, the term commodities connotes tangible things such as pills, condoms, and injectables, or IUDs and implants, but would seem to exclude female sterilization and vasectomy.  
So too does the word product, which is used in pharmaceutical, social marketing, and logistics circles, and in that pithy and memorable phrase that I greatly admire, even while noting its limitations: “No product, no program”. 
But the term and pithy phrase exclude FS and V: Is female sterilization a product? Is vasectomy? Are either of them a commodity? 
And implants and IUDs, which in some contexts can certainly be seen to be ‘products,’ require much more than that product itself in order to become a contraceptive method that clients can access and use. 
In clinical domains—hospitals and health centers and health posts, the language of contraception focuses on “the method” and “the service”. 
There the reality-based slogan, for LAPM, is “No provider, no program” for it is the presence or absence of a skilled, coitted, and enabled provider that ensures CS. 
And really, it is no access, no program – programs are holistic systems, and, like chains, only as strong as their weakest link—All the links need to be strong, so that all contraceptive methods can be accessed, and thus contraceptive security achieved. 
There is even a difference between a “contraceptive” (connotes something that you hold in your hand, thus not FS or V) and a “contraceptive method” (includes FS and V):
[next slide]





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 

 
 

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 
These are necessary—but they are not sufficient.
Having these “supplies” does not equate to “contraceptive security” (although it may well—does—equate to commodity security)
For contraceptive security, especially for the provider-dependent methods, the LAPMs, we need services…
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.  
And hence into true contraceptive security that includes access to the LAPMs.
[next slide]







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

1. LA/PMs are highly effective 

2. There is high unmet need 
for delaying, spacing and 
limiting births 

3. There is a sub-optimal fit 
between reproductive intent 
and method use 

4. People want and use 
LA/PMs when they are 
made available 

5. LA/PMs are cost effective 

6. LA/PMs save lives, ⁭ health 
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Well, why does this matter? 
Why do we care if LAPMs are being underemphasized or neglected in CS efforts and in FP programs?
Aren’t funds for FP going up? 
Isn’t greater attention finally be given to FP? 
Aren’t women lining up all over to get their Depo injections and pills?
Let’s consider, in the next few slides, six compelling rationales for LAPMs:
effectiveness, 
 unmet need, 
 Fit with reproductive intentions 
The popularity of LAPMs when they are made available and accessible.
 Cost effectiveness to individuals and programs, and the
Health benefits that accrue to individuals by using LAPMs
[next slide]



Rationale 1. LA/PMs are highly effective 
 
 
 

 

0 5 10 15 20

Implants

Vasectomy

Female sterilization

IUD (TCu-380A)
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Depo-Provera

Oral contraceptives

Standard Days Method

Male Condom

Withdrawal

Percentage of women pregnant in first year of use

Pregnancy Rates by Method 

 Typical use 

 “Perfect” use 
 (but humans are imperfect) 

Presenter
Presentation Notes
Studies confirm that method effectiveness is one of the most important characteristics for FP users—women use contraception because they don’t want to become pregnant
I would point out—frequently do—that so-called perfect use—indicated by the red rectangles—is  irrelevant if not meaningless in practical or programmatic terms—because humans are imperfect
In typical use—focus on the blue rectangles—failure rates are much higher with the resupply methods—condoms, pills and injectables—because they require frequent, consistent, and correct action by clients, 
Whereas with the LAPMs one action can suffice for many years of highly effective protection. 
[next slide]  



“Not all FP is the same”: relative effectiveness  

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 

Presenter
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It’s been so hard to advocate successfully just for increased attention to family planning in the face of other health interventions such as malaria and HIV/AIDS that the important distinctions between them sometimes aren’t noted
But “not all FP is the same,” -- there are important differences among the various methods in their effectiveness at preventing pregnancy, as measured by unintended pregnancy rates. 
As we see from this table, any method at all, even withdrawal, is substantially better than using no FP method. Of 1000 women using no method, 850 will become pregnant in 1 year, whereas only 270 will become pregnant using withdrawal. 
But as we also see, the resupply methods—pills, condoms, injectables—those methods that require repeated human actions are by many orders of magnitude less effective than the four LAPMs at the bottom of the table.
Almost no users of implants, IUDs, and male and female sterilization get pregnant in the first year of use. 
Thus, for example, an implant is 16 times more effective than a pill. And vasectomy is 100 times more effective than a male condom. 
This is often not fully appreciated by clients and providers alike.
[next slide]
___
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Rationale 2. High unmet need: Spacers & delayers worldwide:  
Low use of long-acting contraception (IUDs & implants) 

Using IUD/implant to space/delay 
Using other FP method to space/delay 
Unmet need to space/delay 

Spacing and Delaying Births, MWRA 

Source: DHS 
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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 2 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 need
the 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 need
And 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
[next slide]
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Limiters worldwide:  
High unmet need to limit, low LAPM use 

Using LA/PM to limit (IUD, implant,  
female sterilization, vasectomy) 
 

Using other FP method to limit 
Unmet need to limit 

Source: DHS 

Limiting Births, MWRA 

Presenter
Presentation Notes
Among limiters, there is more variability by region.
But even in many African countries, 1 of every 5 couples wants to limit further births 
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 of limiters—use an LAPM in the US, and 31% of women use one of the four LAPMs in the UK.
The point here is 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 – it’s a matter of equity and access, or lack thereof – and of very incomplete contraceptive security
[next slide]

_______
UK:  35% of women aged 16-49 use an LAPM (23% permanent, 12% long-acting). Source: Opinions Survey Report No. 41 Contraception and Sexual Health, 2008/09.  
United States: CPR all women aged 15-44: 62%. LAPM CPR: 24.5%.  Source: Chandra A, et al., Fertility, family planning, and reproductive health of U.S. women: Data from the 2002 National Survey of Family Growth. National Center for Health Statistics. Vital Health Stat 23(25). 2005. 




High unmet need—only tip of iceberg 

Presenter
Presentation Notes
And high unmet need is only tip of iceberg: 
What is really important is that family planning programs meet their clientele’s reproductive intentions.
And unfortunately family planning program performance is more suboptimal with respect to helping people to fulfill their reproductive intentions than it even is with respect to their meeting unmet need.  
[Next slide] 
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Rationale 3. Reproductive intentions and contraceptive 
choice: Only 8% of delayers and spacers using LARC  

MWRA (15-49 yr) 5.0 million (2003)  Kenya 

Presenter
Presentation Notes
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). 
Also, I would note that Kenya has had a more recent DHS, and its CPR is moving up again after a stall during the past decade. 
As you can see from the bar graphs on the left, 30% of MWRA WANT to space or delay, but fewer than half of the are using any FP method to space
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 …
whereas > three times that number are using traditional methods (25%)
[next slide]
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Presenter
Presentation Notes
And this is the situation with limiters in Kenya, though it is true for most other African countries–and a number of others we have data and similar charts for e.g., Ethiopia, Tanzania, Bangladesh, Nepal, Bolivia
The reproductive intent picture for limiters is somewhat better:
As we see in the bar graph, > one of every three married women has reached her desired fertility level; that is, she wants no more children.
And more than 7 in 10 of these women are actually using a FP method. 
Which is very good.
However, as we see in the pie chart of method mix, fewer than 1 in 3 of these women who wish to limit and are using contraception, uses any of the four LAPMs, whereas 2/3rds are using short-acting or traditional methods—
and the same percentage of limiters uses traditional methods as sterilization. 
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.
[next slide]
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Presenter
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Here is the situation for spacers in Asia and Latin America;  
It’s a different way of presenting the data, but it tells the same story. 
Let’s look at Pakistan. There we see that demand for modern contraception for spacing—the blue bar, equaling the total of use plus nonuse by those who wish to space—is 17.4%. 
And use by spacers is only 6.5%, and you can see what a minuscule part of the use is due to an implant or IUD. 
By contrast, Bolivia, which doesn’t have much higher total demand for spacing, at 21.9%—as we’ll see in the next slide, it’s much higher there for limiting—has  much more use of FP and around 4% long-acting method use (the orange bar), with the remainder being short-acting method use (the yellow portion) and traditional use (the white rectangle) 
[next slide]
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And here is the situation for limiting in the same countries. 
The first thing that jumps out at us is how high total demand for limiting is—the top of the blue bar—in these countries: 
60% in Bolivia; almost as high in India; almost 50% in Bangladesh
and almost 40% in Pakistan and even in Haiti.
The majority of women—and certainly the majority of women using FP—are limiters. 
But in all of them a lot of this contraception for the purposes of limiting is traditional—white area or short-acting—light orange area. 
The dark orange is pretty small, especially when you think, for example, that LAPM use is high among ALL women, not just limiters, in many industrialized countries  
So when you think of the great emphasis on the shorter-acting resupply methods in contraceptive security literature and indicators and strategies and activities, you can see the disproportion … and we need to address it
[next slide] 



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

More than 200,000 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%. Rises 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% 

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 [this fact under-known] 

Presenter
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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 to my chagrin 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
The most striking and commendable of these examples, to me, is Malawi, which has achieved an almost 6% level of female sterilization, and provided it across all 5 wealth quintiles, even though 3 of 4 Malawians live on less than $2 a day.  
You can see that one of every four South African women in union relies on sterilization, an achievement on a par with many Western countries, and proof that women in sub-Saharan Africa have the same aspirations regarding their fertility that their sisters in the West have, and will act upon these aspirations and intentions if services are made available and accessible.
And as you see, in the UK, where contraception services are readily and fully available and easily accessible—that is, where they have complete contraceptive security, 31% of ALL women use one or another of the LAPMs, in a balanced way.  
These examples confirm our programmatic experience at EngenderHealth: just as in the developed countries, people want, use, and like LA/PMs when they are made available. This needs to be kept in mind in our design and implementation of FP programs, and in our work in contraceptive security.
[next slide]






Popularity reflected in high continuation rates 

% Women or men continuing FP methods at one year  

Tubal ligation ~100% 

Vasectomy ~100% 

Implants     94% 

IUD     84%  

OCs    52%  

Injectables    51% 

Periodic abstinence    51% 

Condoms    44% 

Source: The ACQUIRE Project 2007. Reality Check, from DHS data, worldwide 
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In large part because of their effectiveness, safety, and convenience, and their fit with people’s reproductive intents (and strength of those intents among long-term spacers and limiters), the LAPMs also have much higher continuation rates, another reflection of their popularity and user satisfaction.
As you see, the shorter-acting, resupply methods are discontinued by 1 in every 2 within one year of use—or even more. 
This is inefficient and costly both to programs, where it results in low use, and low perceived and/or actual quality of services, and to individuals, where it is manifested as dissatisfaction, a poor image of FP, and unsafe abortion or unwanted births.  
These figures show aggregate worldwide data; but the basic pattern is the same in all countries and regions: high continuation of LAPMs, high discontinuation of resupply methods
[next slide]





Growing popularity of the IUD in the U.S. 
Advertising for Mirena® (the LNG-IUS) 

Presenter
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Another measure of a method’s perceived popularity is when a pharmaceutical manufacture decides it makes sense to advertise it, i,.e., that a profit is to be made in doing so. 
So I thought you might be interested in this ad, from the United States, for Bayer-Schering’s excellent “product,” Mirena, the name under which the progestin-containing IUD is marketed in the US. 
We in the public and NGO sectors always talk about how we should be more like the commercial private sector, so I thought you’d find it interesting to see how BSP is advertising it. 
You can see what appeals are being made, what characteristics are being emphasized, such as convenient, highly effective, choice, estrogen-free, HTSP, postpartum, quickly reversible, simple.
And you can see what’s not there—nothing about safety, or STDs; it doesn’t even say it is an IUD —and indeed, it is called an IUS: an intrauterine system
Has been a tripling in IUD prevalence in the U.S.—from 0.5% to over 1.5%--fueled by Mirena’s popularity 
[next slide]










* 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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Rationale 5. High cost effectiveness: Service delivery 
costs per CYP by method (13 USAID FP/RH priority countries) 

Presenter
Presentation Notes
A fifth compelling rationale for LAPMs, this one focused on the program itself, although also applicable to the individual, is that LAPMs have high cost-effectiveness.
Janowitz and her colleagues at Family Health International looked at the direct cost per CYP by method, from cost data from 13 USAID FP/RH priority countries, and found these values for costs per couple-year of protection. 
One useful aspect of this study is that it did not look only at the commodity cost, but it also included a range of costs, including the FP commodity, related materials and supplies needed to provide it, and the cost of labor (staff salaries). 
The height of each bar shows the average value of costs per CYP, while the length of the line represents the range of costs across the same countries. 
As you can see, the cost per CYP is lowest of all for IUDs (most cost effective modern method of all), but also low for male and female sterilization, which, along with Sino-implant II all have lower costs per CYP than do pills and injectables. 
And Jadelle is comparable in cost per CYP to pills and injectables.
[next slide]
___
Data sources: RH Interchange website for commodity costs, RH costing model for costs of materials and supplies, labor time inputs, and annual staff salaries.
Citation: Janowitz, B, Bratt J, Rademacher K, Steiner M. A Comparison of Cost-Effectiveness of Contraceptive Methods.  International Conference on Family Planning: Research and Best Practices. Kampala, Uganda, November 2009, updated to include male and female sterilization, 2/2010



Comparison of available hormonal implants 

Sino-implant (II) Jadelle Implanon 

Manufacturer Shanghai Dahua  
Pharmaceutical  

Bayer HealthCare Schering Plough / 
Organon 

Formulation 150 mg levonorgestrel 
in 2 rods 

150 mg levonorgestrel 
in 2 rods 

68 mg etonogestrel     
in 1 rod  

Mean Insertion & 
Removal time 

Insertion: 2 min  
Removal: 4.9 min 

Insertion: 2 min  
Removal: 4.9 min 

Insertion: 1.1 min  
Removal: 2.6 min 

Labeled duration  of 
product use 

4 years 
 

5 years 
 

3 years 
 

Trocars 
 

Disposable 
 

Autoclavable / 
Disposable 

Pre-loaded disposable 

Cost of implant (US$)* $7.50 - 8.50   
 

$21.00 - 23.00 $20.00 – 28.00 

Cost per Year 
(if used for duration) 

$1.90 - 2.10 $4.20 – 4.60 $6.70 – 9.30 

*Costs from Reproductive Health Supplies Coalition database, 2009. 

Presenter
Presentation Notes
I won’t go into the details or the differences here, but I thought that you might appreciate having this comparative chart of the three implants that are now available.
And the big news, for anyone who hasn’t heard it yet, is that a much-lower cost implant, Sino-Implant II, is becoming increasingly available—at 1/3 the cost of Jadelle and Implanon.  
[next slide]
______
[Cost estimates based on experiences in Kenya, Ethiopia and Sierra Leone. RHSC 2009.
Only implant available in the U.S. is Implanon—because of liability and profitability issues within drug companies, not because of usefulness of the method.]
The average price for implant commodities purchased in bulk in 2009 was between $US7.50 and 8.50 for Sino-implant (II), US$21-23 for Jadelle, and US$20-28 for Implanon based on experiences in Kenya, Ethiopia and Sierra Leone. (RHSC 2009). 
Prices of implants can be much, much higher in some settings, especially in the private sector.



 
Rationale 6: LA/PMs save lives & improve health  
 

Modeling study of unintended pregnancy in sub-Saharan Africa: 
– Poor (typical) use of short-acting hormonal methods leads to 

> Early discontinuation 
> High failure 

> 14 million unintended pregnancies 

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 benefits accrue from switch to any other LA/PM—and this was only if 1 
in 5 women switched to an LA/PM; if 2 in 5 switch, double the above #s 

Hubacher D, Mavranezouli I, McGinn E. Contraception 2008.  

Presenter
Presentation Notes
And here’s perhaps the most compelling rationale of all: any health benefits would accrue if LAPMs were more widely and fully available:
A modeling study from Hubacher and his colleagues at FHI estimates that overall, if 20% of Sub-Saharan African women using oral contraceptives or injectables switched to implants, 1.8 million unintended pregnancies could be averted during the next five years. 
In turn, this would prevent 576,000 abortions and 
10,000 maternal deaths—and death only the tip of the morbidity and mortality iceberg: 
For every instance of mortality, there are 30 cases of serious morbidity, like obstetric fistula or severe anemia.
Such a switch would reduce burdens—and health risks—to women, as well as reducing the demands upon the health system.  
These types of benefits would also accrue from a switch from orals or injectables to the other LAPMs as well. – and that was only if 1 in 5 women switched, 
Imagine the health benefits and benefits to women and their families if 2 in 5 switched or 3 in 5
[next slide]



So, what to do? 8 recommendations for LA/PM CS 

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:   Build program capacity to provide LA/PMs 

Recommendation 7:   Encourage task-shifting and task-sharing 

Recommendation 8:  Use precise, consistent, and unambiguous  
 language that encompasses LA/PMs 

Presenter
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So, what to do? Here are 8 recommendations for achieving full contraceptive security, and for the RHSC to consider as it continues to exert leadership in this important area: 
First, we need to advocate for inclusion of LAPMs based on the rationales presented in this talk;
Second, financing within CS needs to include the medical  instrument, expendable medical supply and health system needs that allow LAPMs to be provided; 
Third, these instrument and expendable supply requirements need to be accomodated fully on essential drug and equipment lists and adapted by programs based on local costs and availability.; 
Fourth, CS tools need to be made much more robust for LAPMs. We need to routinely include such things as guides for LAPM programming, method-specific lists of needed equipment and supplies, checklists, cost and cost savings analyses, projective tools for forecasting LAPM needs, and so on.
A promising example of what this can lead to occurred in Tanzania in 2007, where stakeholders introduced LAPMs into their national SPARHCS assessment process, identified gaps in logistics management, training, services, and procurement for  LAPMs as well as the resupply methods, and used the Reality √ Family Planning Forecasting Tool to make accurate projections for procurement. As a consequence, in 2008, Tanzania allocated funds to procure 150,000 contraceptive implants;
Fifth, logistics managers, supervisors and service providers need to be trained in forecasting, procurement and distribution for LAPM equipment and supplies;
Sixth, programs need to invest in the service systems – training, supervision, management – that allow routine and wide provision of quality LAPM services; 
Seventh, policies and practices should promote task-shifting / task-sharing from the most highly trained clinicians to other staff in lower cadres who have been trained and shown to be skilled. For example, community health workers, pharmacists and community agents can provide ongoing supplies outside of clinic settings to clients who are using short-acting methods, thus freeing clinical providers (LAPM providers)’ time as well as clinic space. And within facilities, programs can shift tasks from the most highly trained clinicians to other well-trained staff. Medical officers can perform sterilizations as done in Malawi and elsewhere; midwives & nurses can insert implants and IUDs, as is properly done in many programs  
And finally, next slide …








 
 Language conditions thought: Use precise, consistent  
& unambiguous language that encompasses LA/PMs  
 

Be specific in definitions and terms: use adjectives, examples, lists: 
– “Expendable medical supplies”—not just “supplies” 
– “Medical instruments” (“… such as …”) 
– “Family planning commodities (e.g., IUD, injectable, implant, pill),” not just 

“commodities” 
– “Contraceptive method” (rather than “contraceptive,” which sounds, to 

some people, like a tangible thing, so excludes the permanent methods) 
Be unambiguous—do not use two words to mean the same thing (e.g., 
“commodities” and “supplies”) 
Be careful and be consistent: “commodity security” vs “contraceptive 
security”: which is intended?   
So too with “RH” and “FP” and RH/FP” (or “FP/RH”) 
Use language to fit situation: “product” is a marketing / pharmaceutical / 
logistics / private sector term; but not a term used in the clinical milieu 

Presenter
Presentation Notes
Because language conditions thought, our language in CS needs to be precise, unambiguous, and consistently used. 
This is easier said than done, but some ways to improve the situation are to:
ensure that our definitions and terms are specific and 
wherever possible, to use adjectives, examples and lists: 
Think how much more clear and helpful “expendable medical supplies” is as a term than is simply “expendables” or “materials” or “supplies”—especially when accompanied by examples or by the table of slide 8. 
3) Work to be unambiguous. This means not using terms interchangeably, and,
Once having better defined our terms, being consistent in using them:
 Is it “commodity security”—a more attainable goal, btw, though not easily obtainable. Or is it “contraceptive security” – a very worthwhile goal, but connoting different, larger things, and broader and more difficult to achieve?
(I attended a meeting of maternal health people two months ago, and they have even larger and more knotty linguistic, definitional, and boundary problems than those of us working mainly in family planning do.)
Fifth and finally, use language appropriate to the situation: For example, if “product” is a term from the pharmaceutical and marketing and private sector world, use it in those domains. 
But people working in CS should understand that it is not a term used widely in the clinical milieu. And, as I have indicated earlier, its use tends to obscure and underplay the other necessary aspects of service delivery. It really is, for the clinical methods, the LAPMs, “No provider, no program” and “No access, no program”.
[next slide]  



Proposed New Definition of Contraceptive Security 

“Contraceptive security exists when people are able 
to choose, obtain and use the contraceptive method 

they want, in order to meet their reproductive 
intentions across their life cycle”  

 

Presenter
Presentation Notes
Here is our proposed revised definition of “contraceptive security”. It substitutes “contraceptive method” for “supplies” and adds the concepts of meeting reproductive intentions, and across the life cycle (implying different method needs at different ties, including LAPMs)  



In sum, contraceptive security is incomplete without LA/PMs  

Countries and donors 
increasingly interested in FP 
(MDG 5 and other MDGs)  
There is high demand      
and unmet need for LA/PMs 
to better meet individuals’    
and couples’ RH intentions 

LA/PMs need to be included explicitly 
and fully in CS definitions, strategies, 
plans, indicators, and programming 
For full CS including LA/PMs, need: 
– Medical instruments and supplies 
– Skilled, motivated, enabled providers 
– Suitable service setting 
– Supportive service systems          

(e.g., training; supervision; logistics & 
supply; management) 

 
 

Photo credits (from left to right): N. Rajani/EngenderHealth, C. Svingen/EngenderHealth, M. 
Reyners/EngenderHealth, C. Svingen/EngenderHealth, D. Peacock/EngenderHealth. 
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Presentation Notes
In sum:
The good news is that people like these methods, the FP community knows how to provide them, and donors and country programs are increasingly interested in LAPMs to help meet health and national development goals.
Long-acting and permanent methods need to be fully included in CS definitions, strategies, plans and programming—and indicators.
For to ensure true contraceptive security, i.e., that which includes the four LAPMs, we need not only the essential medical equipment and supplies required for providers to provide them, and the implant or IUD itself, but all the program elements that lead to greater access, quality service delivery, and more meaningful choice.
The RHSC can take leadership on this aspect of contraceptive security, as it has on so any other aspects. We at EngenderHealth and our sister agencies that work in service delivery welcome your greater interest and involvement and are ready to help however we can.
[next slide]





www.respond-project.org 
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Presentation Notes
Thank you for your attention. 
And now I’d like to open the floor for your questions and comments.
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