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Presenter
Presentation Notes
I’m Pam Foster of EngenderHealth 
This brief talk will review the links of FP to meeting MDGs and the status of FP in ECSA.





Rationales for FP: Valid then, valid now 

Health: “Family planning saves lives” 

Development (“Wealth”) 
■ High use of FP: a cause, a marker, and an effect of national development 

(mutually reinforcing) 

■ Less burden on: education, employment, health system, environment; 
more political stability  

■ Higher per capita income 

■ Educated populace = Productive workforce 

Equity & rights 

Presenter
Presentation Notes
There are three longstanding and proven rationales for support to FP
programs: 
Health Rationale: FP use results in less disease burden, lower maternal mortality, lower infant mortality, and less vertical AIDS transmission.
Development Rationale: FP increases national, family, and individual wealth, by: reducing the burden on education, employment, environment, and the health system; in turn, per capita income rises (as more resources are shared by fewer people); and a better educated populace results in a more productive workforce. 
	High use of modern FP is at the same time a cause of increased national development, a marker for how well a country is doing in its development path, and an effect of greater development.
Equity & Rights Rationale: Worldwide consensus that women and couples have the right to choose the number and frequency of their children, and should have the means to do so.

These rationales cut across—and FP contributes to—all 8 MDGs, but
I’m going to concentrate on MDG 5
[next slide]




Access to FP is critical for achieving MDG 5 

MDG 5: Improve maternal health  
– Target 5a: Reduce the maternal mortality ratio by ¾ (75%) 

> Indicator 5.1 Maternal mortality ratio (MMR) 

> Indicator 5.2 Proportion of births attended by skilled health 
personnel  

– Target 5b: Achieve universal access to reproductive hlth by 2015 

> Indicator 5.3 Contraceptive prevalence rate (CPR) 
> Indicator 5.4 Adolescent birth rate  

> Indicator 5.5 Antenatal care coverage   

> Indicator 5.6 Unmet need for family planning 

Presenter
Presentation Notes
This is MDG 5, with its targets and indicators. The international community recognizes that universal access to reproductive health [Target 5b] is critical for improving maternal health. Alone, it can reduce the maternal mortality ratio by 20% or more, and without FP there is no meaningful access to reproductive health.
The contraceptive prevalence rate and the level of unmet need for FP (in orange) are direct indicators of both FP use and of the strength and effectiveness of a country’s family planning program. 
So let’s look at how ECSA and sub-Saharan Africa as a whole is doing on these targets and indicators.
[next slide]



Contraceptive use in ECSA and elsewhere 

Source: DHS 
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As we see here, CPR varies greatly by sub-regions of ECSA, with modern method use in Southern Africa, at 58%, the same as in the world overall, while CPR is considerably lower in Eastern Africa, at 21%, and much lower still in Middle Africa, at only 7%. 
This lower modern method use in sub-Saharan Africa—and its associated much higher fertility — has major negative health impacts on women and thus on their children: Maternal mortality levels in Africa [1100 in Central and Western Africa; 760 in Eastern and Southern Africa] are 100 times greater than in the developed world [MMR: 9]. And maternal mortality has hardly changed in the past 15 years. 
Furthermore, maternal mortality is but the “tip of the iceberg”: for every woman who dies, approximately 30 women suffer infections, injuries, and/or disabilities.
This much lower CPR and much higher fertility is a main factor why a woman in Africa has a 1 in 22 lifetime chance of experiencing a maternal death, whereas it is 1 in 7,300 in the most developed regions of the world.  (UNICEF, 2007) 
[next slide]




FP Programs in ECSA: Fragile; still urgently needed 
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And here, when we look at FP programs, we see that a number of ECSA’s most successful programs have experienced a reduction in progress if not a complete halt:
For example, whereas in the early to mid-1990s, modern method use almost quadrupled in Malawi and more than doubled in Tanzania and Uganda, subsequent increases were more modest in Malawi and Tanzania, and ceased altogether in Kenya and Uganda, as represented by the flattening of the lines. 
This fragility is a reflection of competing health needs, especially the devastating HIV/AIDS pandemic, as well as limited human and financial resources—NOT low desire for FP.
On the other hand, while they were starting at lower levels, Ethiopia and Madagascar are showing solid increases [upward slope]
[next slide]



Total fertility higher than wanted fertility in ECSA 
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As we see here, with the number of children on the vertical axis, the dark blue representing actual fertility, and the light blue representing wanted fertility, one result of the fragility of these FP programs, and their inability to fully meet the FP needs of their populations, is that total fertility is higher than wanted fertility in ECSA. 
Most substantially so in Rwanda and Uganda, where women are averaging almost 2 more children than they would want to have.   
[next slide]





High demand and unmet need for FP in ECSA 

Demand for Spacing and/or Delaying Births in ECSA 

Source: Westoff, 2006, DHS Report 14, New 
estimates of unmet need and demand for FP  
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People want fewer children in all regions of Africa—any of you who have visited a clinic lately and seen all the women lining up for their Depo-Provera injections know the daily truth of this. 
So there is a high demand for FP [total height of the bar], as well as high unmet need [the light blue].
In contrast to other regions of the world, little or no reduction in unmet need has occurred in Africa in the past 10-15 years. Overall, levels of unmet need in ECSA range from lows of 13% in Zimbabwe and 15% in South Africa, to much higher levels, with more than 1 in every 3 women having unmet need in Rwanda (38%), Uganda (35%) and Ethiopia (34%).  
This slide shows unmet need for delaying a first birth or spacing a next birth for 2 years. You’ll note that levels of unmet need are high in these 8 countries—the dark blue—and that in most countries unmet need levels are higher than the levels of met need
[next slide]




… Even for limiting births 

Demand for Limiting Births in ECSA 
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And this slide shows the demand, met need, and unmet need for limiting births in the same 8 countries. And we see that there is a substantial demand for limiting births, just as there is among women in the more developed countries. For example, 35 of every 100 Kenyan women and more than 25 of every Malawian and Ugandan women desire to limit their future fertility, and there are high levels of demand in the other countries as well. 
Though sometimes politicians, policymakers and program leaders do not realize this to be the case.
And here too, much of this demand is not being met—see the light blue. 
So what this all represents is programmatic opportunity as well as programmatic challenge
[next slide]



Not all FP is the same: Relative effectiveness                  
of various FP methods in preventing pregnancy 

Method 
# of unintended pregnancies among 1,000 

women in 1st year of (typical) use 
No method 850 
Withdrawal 270 

Male condom 150 

Pill    80 

Injectable    30 
IUD             8 to 2        

Female sterilization      5 

Vasectomy         1.5 

Implant         0.5 

Source:  Trussell J. Contraceptive efficacy. In Hatcher RA, Trussell J, Nelson AL, Cates W, 
 Stewart FH, Kowal D. Contraceptive Technology: Nineteenth Revised Edition. New 
 York NY: Ardent Media, 2007. 
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Many studies confirm that the most important characteristic of FP methods in the minds of FP users is the method’s effectiveness. Women want FP because they don’t want to become pregnant. 
Yet not all FP is the same! Modern contraceptive methods vary widely in their effectiveness, as measured by unintended pregnancy rates. 
As you can see from this table, any method at all, even withdrawal, is substantially better than using no FP method.  
But as you can also see, the resupply methods—pills, condoms, injectables—the methods that require repeated human actions—are by many orders of magnitude less effective at helping women and men meet their reproductive intentions.
By contrast, almost no users of implants, IUDs and male and female sterilization get pregnant. 
These four so-called “long-acting and/or permanent methods” or “LAPMs” are provider-dependent “clinical methods”: they require skilled, motivated and enabled providers, essential instruments and supplies and a suitable service setting … so they do have a higher up-front cost to FP programs in terms of maintaining a service infrastructure.
But they are not only 30-100 times more effective than the resupply methods, they are also more cost-effective than the resupply methods within 2-3 years of use or even sooner, depending on the method …
[next slide]



LA/PMs: When made available, people choose 
them and like them 

Kenya FP program focuses on  
IUDs, in context of full choice,       
as part of “FP revitalization” 

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

Ethiopia makes greater  
commitment to FP services 

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

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

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

Malawi’s clinical officers allowed    
to perform female sterilization 

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

Sources: DHS; Reproductive Health Supplies Coalition 
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The LAPMs are not only the most effective, they are very popular when made accessible, as the examples on this slide suggest: 
  Over 200,000 women use an IUD in Kenya, and satisfaction levels are high.
 Ethiopia’s greater commitment to FP services has led to a dramatic increase in its procurement of hormonal implants. 
 One of every four South African women in union relies on sterilization, an achievement on a par with many Western countries.
 And Malawi 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.  
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.
The use of these more effective methods can have important payoffs: modeling shows that in sub-Saharan Africa overall, if only 20% of the women using pills or injectables switched to implants, 1.8 million pregnancies could be averted in the next 5 years, thus reducing program costs and workloads, as well as health risks to women.  
[next slide]



Progress is being made  

■ Growing international consensus that FP is crucial for 
development (and, of course, the health of women): 

 
“There is a large, well documented unmet need for family planning, 
especially among the two billion people who live on less than $2 a 
day. It is clear that the Millennium Development Goals MDGs are 
difficult or impossible to achieve without a renewed focus on, and 
investment in, family planning.” 

   [UK] All Party Parliamentary Group on Population, Development and   
  Reproductive Health, 2007, Return of the Population Growth Factor 

 

■ Increased commitment being shown by ECSA countries 
■ Donor recommitment of more funds for FP in ECSA  
■ The “market” is strong: people in ECSA want modern FP 
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Progress is being made on many fronts, in line with the growing international consensus that FP is critical to development. Countries are increasingly giving higher priority to FP, and donors are increasing the resources they are making available.
This is good, because there is much at stake—and the payoffs can be large in both human and financial terms: 
Analyses show that the additional cost of investing in FP to meet unmet need would lead to doubled cost savings – that is, for every dollar spent, two dollars would be saved on meeting MDGs related to education, malaria reduction, water & sanitation, immunization, and maternal health. 
Ensuring access to FP services in sub-Saharan Africa could avert more than 70,000 maternal deaths and prevent more than 250,000 children from losing their mothers—each year! 
And higher use of modern FP in many ECSA countries would not only improve health, it would spur development, just as it has in Asia and Latin America, and the industrialized countries before that.
[next slide]






Challenges for FP/RH programs 

■ Political will 
– Need visible, frequent, consistent support from political leaders 

■ Support within key government ministries 
■ Private sector endorsement and support 

– Community leaders 
– Business 

■ Resources 
– Human / Financial 
– Appropriate & supportive policies 
– Smart programs  

■ Need “smart programs” that overcome barriers 
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Of course, challenges remain. FP programs need political will, which is reflected in support within key government ministries, and translated into more human and financial resources for FP. Community and private sector engagement are needed, as are good health system policies and structures, and efficient practices.
For at the service delivery level there are a range of barriers, from geographic and cost barriers to sociocultural barriers to health system barriers. There are still many myths and misperceptions about FP, especially about the LAPMs, in the minds of clients and providers, which prevent women and men from accessing methods best suited to their needs.
But the “take-away message” is that it CAN be done. You only need to consider some of the success stories I’ve touched on in this talk to be convinced of that. Or to recall that the levels of FP in most of the Southern African countries is generally around the worldwide average—and this in the face of tremendous competing disease burden, and resource scarcity.
And the political will is growing. To cite just two examples, this is now the 2nd large, high-level international meeting with FP—and political leaders—prominent on the agenda that I’ve attended in Uganda in the past 4 months! And Madagascar has changed the name from its Ministry of Health to the “Ministry of Health and Family Planning,” and named an Executive Secretariat for Family Planning in the Office of the President.
next slide]








www.respond-project.org 
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Countries and programs can provide the FP people want; and FP use will go up, and then individual, family and community health and well-being will go up, and national development will go up …
Thank you for your attention.
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