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Presenter
Presentation Notes
I’m the Clinical Director of the Respond Project managed by EngenderHealth. I’ve previously been a consultant to the World Bank and Save the Children, the Medical Director of EngenderHealth, and Chief of the Communication, Management and Training Division in the Office of Population at USAID/Washington. I’ve also trained and worked as a pediatrician and public health physician before that.
Who is from which country?: Albania? Armenia? Azerbaijan? Georgia? Moldova? Russia? Ukraine? 
How many of you have a health background? Medicine? Nursing? Midwifery? Public Health?




I. Context / trends for FP in E&E Region  

II. What’s new in FP programming 

III. What’s new in FP methods (CTU) … 

Content of This Presentation 

Presenter
Presentation Notes
Three-part presentation: context for FP in E&E, what’s new and/or still important in FP programming, and an update about several FP methods.
A goodly number of slides, some just illustrative of what is going on in your country, and some I’ll be covering pretty quickly.
We should have time at the end for dialogue, and if you have any questions during the presentation, please feel free to raise them.
Hope to help inform your thinking and dialogues that you undertake in with your Missions and with your MOH counterparts, as well as in the programs you design. 
Also will be available at the open space session, as well as informally …




Part I:  Context for FP in E&E Region 

  E&E region modernizing: ↑ SE status  

  High literacy    

 “Rich” in health care providers 

  FP use usually ↑ in this situation–and has in E&E 

– modern FP use still relatively low   

– abortion rates still highest in the world                   
(though falling, with rises in modern FP use)  

Presenter
Presentation Notes
To briefly give a snapshot contextual overview, as you all know …



 High “knowledge” of FP, but low knowledge of implants, 
injectables, and vasectomy   

 World’s highest level of traditional method use (withdrawal) 

 Widespread & exaggerated fears about some methods, 
especially hormonal FP  

 Skewed method mix / high provider bias 

 Poor fit of method use with reproductive intent 

 High reliance on abortion for fertility control 

 

Pattern of Contraceptive Use in E&E 

Presenter
Presentation Notes
“Knowledge” in quotes because you only need to know of the method to be scored in DHS as having “knowledge”
E.g., in Ukraine, less than one in two women had heard of injectables, and one in four did not know female sterilization, or implants 
and in Azerbaijan, although 95% of MWRA knew of at least one method, only 1 in 50 knew of implants or vasectomy, and only 1 in 12 knew of female sterilization; 1 in 4 did not even know about the pill   
Very high traditional method use—world’s highest levels—mainly withdrawal. 
Provider bias: 
hormonophobia, IUD-philia (reverse in many countries, where IUD a hard sell)
High reliance on abortion, and providing abortion services is often a money-maker for providers, and of course, 
It’s the men who make the programming decisions, but the women who get pregnant
Poor fit of type of FP method used with reproductive intent—increasingly important consideration, which we’ll discuss in more detail shortly



Contraceptive Prevalence Rates (CPR): 
Worldwide (MWRA) 

Region All Methods Modern Methods 

World 63% 57% 

Less Developed  
(Excluding China) 

53% 45% 

Northern Europe 82% 77% 

Western Europe 75% 70% 

North America 74% 69% 

Eastern & Southern 
Europe 

NA range: 8-47%  
(Albania / Russia) 

Source: PRB, Family Planning Worldwide, 2008 
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This is how Eastern Europe compares to other regions



Contraceptive Prevalence Rates (MWRA): 
Selected E&E and other countries 

Country  All methods  Modern Methods 

Albania 75% 8% 
Azerbaijan 51% 14% 
Armenia 53% 20% 
Georgia 47% 27% 
Turkey 71% 43% 

Russia 65% 47% / 53% 

Ukraine  67%  48% 
United States 73% 68% 

France 79% 76% 
United Kingdom 84% 81% 

Source: PRB, Family Planning Worldwide, 2008 

Presenter
Presentation Notes
To take it to the country level, here are some data for MWRA E&E countries as well as France, the UK and the US. All of low fertility
(rank ordered by modern method prevalence from low of 8% in Albania to high of 81% in UK; note that the US is “less than perfect” 
Except Russia is of all women, and one sees different levels cited (depending on which methods included)
Higher overall CPR in Western European countries and U.S., much lower traditional use (spread between all methods and modern methods)—3 to 5% in France, UK and US, 20-30% or higher in E&E countries 
___
Other countries in E&E and elsewhere: 
Belarus 73% 57%
Moldova 68% 44%
Romania 70% 38%
Bulgaria 41% total 26% MM
Canada 81%, 72%
Mexico 68% 60%





Contraception and Abortion: 
Inversely correlated in E&E 

Source: Westoff 2005. 
 

The total abortion rate and the prevalence of modern 
contraceptive methods in 18 countries 
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Contraception use is inversely correlated with abortion rate: as modern CPR rises, the abortion rate decreases. 
Countries with very low modern CPR (Azerbaijan, Georgia, Armenia) have very high total abortion rates of 3-4 per woman.
 In contrast, Hungary has a modern CPR of almost 70% and an abortion rate of 1 per woman.




Trends in Contraception, Abortion,  
and Fertility in E&E 

Trends in modern CPR among women aged 15-44*
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Recent trends in abortion rates*
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Can see at a glance the overall trend the past 15 years: modern CPR rising, abortion rates falling, fertility unchanged (at low levels)
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Reproductive Intent and FP Use:  
Selected E&E countries 

Non-use
31%

Modern 
methods

19%

Traditional 
methods

50%

Armenia (67% demand for FP) 

Source: MEASURE/DHS, Armenia Survey (2005), Azerbaijan Survey (2006), Moldova Survey (2005), Ukraine Survey (2007). 

Azerbaijan (74% demand for FP) 
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Reproductive intent a key consideration, and getting more programmatic attention, as an explicit goal of FP programs. 
All four of these countries have high demand for FP: 67% in Armenia, 74% in Azerbaijan, 75% in Moldova, 77% in Ukraine: People want it.
However non-use or use of less effective traditional methods is very high 
And even when using modern FP, it is important that women and men have a range of effective method choices with which to realize their reproductive intentions. 
So, even when a sizeable percentage of the population are using modern FP, as in Moldova and the Ukraine, the fit with reproductive intent is suboptimal … 
Follow the orange and the green parts, the next few slides (green is non-use of FP and orange is traditional methods …



Fit of FP Method Use with Reproductive 
Intent: Armenia 
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Source: MEASURE/DHS, Armenia DHS Survey, 2005. 
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… Even when met by modern method use, the modern method used might not be the most effective to help reproductive intentions to be met.
This slide shows the method use, or non-use, of the married women in Armenia who wish to space their next birth at least 2 years--15% of the total—and of the more than ½ who have finished their childbearing, “limiters”
Of the 15% of married women who wish to space at least 2 years, more than 2/3rds of them use no method or a traditional method. And pill and injectable use is negligible, at 2%. By comparison, 46% of women in France, 34% in Switzerland, 23% in Czech Republic, and 21% of women in Canada use OCs.
And of the more than half who have fulfilled their childbearing intention, more than 7 in 10 use traditional methods or nothing, and another 11% use condoms.
Only 16% of the limiters use the highly effective long-acting or permanent methods, almost all of that the IUD, with only 1 in 100 using male or female sterilization. By comparison, in the UK 36% rely on LAPMs (17% vasectomy, 13% female sterilization, 6% IUD) and in the US 35% do so (11% vasectomy, 22% female sterilization, 2% IUD). 
So in the West, there is more choice, more balanced use, and more than twice the overall use of these most effective methods. 
____

11% of MWRA use FP for spacing. (4% unmet need) 
42% of MWRA use FP for limiting. (10% unmet need)



Fit of FP Method Use with Reproductive 
Intent: Azerbaijan 
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Source: MEASURE/DHS, Azerbaijan DHS Survey, 2006. 
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Same pattern in Azerbaijan: high traditional method use and nonuse, and extremely low use of effective hormonal methods (OCs, injectables, implants) as well as the IUD, among the 1 in 9 who want to space their next birth at least 2 years and extremely low use of effective modern methods in the 2/3rds who have completed their childbearing and want no more children. 
____

8% of MWRA use FP for spacing. (3% unmet need) 
44% of MWRA use FP for limiting. (19% unmet need)





Fit of FP Method Use with Reproductive 
Intent: Ukraine 

IUD
16%

Injectable
0%Pills 8%

Non-use
15%Other modern

0%

Traditional 
(w ithdraw al, 

PA)
22%

Condoms
39%

Demand to space: 
28% of MWRA 

Source: MEASURE/DHS, Ukraine DHS Survey, 2007. 
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Even in the Ukraine, which has higher overall modern FP use, the use of effective modern methods is quite low. More than 1 in 4 wish to space a birth at least 2 years, half wish to limit, and yet they rely on high-failure methods like condoms or traditional methods (mostly withdrawal), or do not use a method at all. Only 3% of women use the oral contraceptive (14% condom, 19% IUD)
___
24% of MWRA use FP for spacing. (4% unmet need)
43% of MWRA use FP for limiting. (6% unmet need)





Main Factor Leading to Abortion in E&E: 
Method failure 

Source: Westoff 2005. 
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“Unmet Need” – want to avoid pregnancy for 2 or more years, but not using FP. “Other Nonuse”—do not want to be spacing or limiting (yet pregnancy still not desired, and had an abortion); “Method failure”—actually using an FP method, but still got pregnant.
The chief factor associated with abortion—look at the light blue—is method failure—because so much of FP in E&E entails use of user-controlled methods, either traditional methods, or those modern methods which have a higher failure rate, such as condoms and pills
It’s not that women aren’t largely using FP— they are, and not that they don’t wish to actively determine when they do or do not get pregnant — they do; it’s that the means at their disposal, for whatever reason, are limited and suboptimal. 



Clearly a Need for Modern FP in E&E … 
But FP a “hard sell”  

 Despite these facts & clear need for ↑ access to more 
methods, FP is a “hard sell” at Missions & MOH, because: 
– Quite low fertility in E&E (1.3: well below replacement)  

– High concern about this low fertility: “too low” 

– Worry that ↑ modern FP will further ↓ TFR 

– Widespread “hormonophobia”  

– Safe abortion widely available—& remunerative 

– Competing (and legitimate) development priorities 
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TFRs low: Armenia: TFR is 1.3 in Eastern Europe; 1.7, Azerbaijan: 2.0; Moldova: 1.7; Georgia: 1.3; Ukraine: 1.2; 
Policymakers and political and program leaders are worried about this low fertility—not enough workers, and so on. 
They then make the erroneous conclusion that having more access to a wider range of more effective FP methods and services will cause the TFR to fall further. 
But this worry is erroneous: TFR has remained steady in E&E, as FP has gone up and abortion gone down
And in Western Europe, TFR is 1.5 with use of modern methods is the highest in the world 
The widespread and unjustified (and outdated) fear of hormonal methods doesn’t help either—we’ll discuss these methods later on.
The upshot of all of this is that, despite the clear need for more choices and better access to more effective methods, FP is a hard sell to MOH and other government decisionmakers—
though it would probably be an easier proposition if more women were in positions of authority in government— and men had to undergo the abortions! 






Part II:  What’s New (or Still Important)                                               
in Thinking and Programming for FP?  

 Heeding principles, dynamics & lessons of fostering & 
sustaining behavior change, especially in medical 
settings 

 Ensuring access, in all its dimensions 

 Holistic programming 

 Greater focus on method effectiveness  

 Meeting reproductive intent 

Presenter
Presentation Notes
Now, in Part II, we’ll turn our attention to these five considerations in FP programming, in the next set of slides 
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What do you see here?
A young woman or an old granny? 
It’s in the Eye of the Beholder, like beauty … or like the perceptions of an innovation.
Some times we bring in a new beautiful proposed change – and our counterparts see it as unbeautiful, undesirable




Fostering Change in Medical Settings:    
Some considerations 

 Perceived benefit: most important variable re rate & 
extent of adoption of new provider (or client) behavior:   
 “What’s in it for me?”   

 “Perceived” = eye of the beholder, the ”changee”  

 The greater the perceived relative advantage,                  
the more rapid  the rate of adoption/change 

 Other important variables:  
– Simplicity of new behavior  

– Compatibility with medical system’s norms, standards, practices 
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Is change slow in medical settings in your country? (Raise hands) 
A problem everywhere, and always has been 
Not surprisingly, perceived benefit, whether to systems, providers, clients, or communities, is the single most important/influential variable—that is, 
	“What’s in it for me?” 
“Perceived” = eye of the beholder, the ”changee,” not the change agent (us)
The changees are not “empty vessels”—often we act as if they are, but they have their own “truths”
Benefit can be in terms of:
Increase in social prestige
Savings in time and effort
Degree of economic profitability
Low initial cost, &/or 
Immediacy of reward. Unfortunately, preventive health often doesn’t have immediate (or even certain) results: e.g., someone using withdrawal may not get pregnant—and of course, if backup abortion is available, the “cost” of failure may be perceived as less.
More compatible and/or more simple the new behavior, the more likely its successful adoption and sustainability
Knowing this and keeping it all in mind can help you better design your programs and interventions
 

You’ll notice that this emphasis on perception, on what is in the eye of the beholder, relates to the notion of there being many “truths,” and in the case of hormonal contraception in E&E, to the myths and misunderstandings that abound in the minds of all the actors—clients, communities, providers, health systems.
Only half-facetiously believe we need, on every USAID project paper, analogous to the “environmental impact statement, a “Perceived benefit impact statement”



The Slow Pace of Change in Medical 
Settings: Evidence  

 U.S. examples: 
– 500,000 unnecessary C-sections, every year!  

– Unnecessary hysterectomies: 80,000 annually 

– Correct treatment of heart attacks: 11-year lag 

– Non-scalpel vasectomy (NSV):  

• 1972: invented in China 

• 1980s: proven better/main approach in programs 

• 2003: WHO still called it a “new method” 

• 2004: 51% (only) of vasectomies in U.S. via NSV  
 

Presenter
Presentation Notes
Change in medical settings has been slow historically, remains slow to this day, and is true in developed as well as developing country settings. 
Indeed, the slow pace of human behavior change is typical and universal—it is inherent in human behavior and is magnified by behavior in the medicalized milieu.
In the U.S., there are 500,000 unnecessary C-sections and 80,000 unnecessary hysterectomies in U.S., annually. And it took 11 years from the time that thrombolytics were proven to improve outcome after myocardial infarction that 51% of American cardiologists routinely used the full recommended regimen in their practices, despite the medicolegal milieu that made it distinctly to the physician’s benefit to be up-to-date.  
In the field of family planning, although vasectomy is a popular method in the US—more than 11% of married couples rely on it—and although the no-scalpel vasectomy (NSV) technique, which was developed by the Chinese in 1972 and introduced into developing country programs by AVSC in the 1980s, has been shown to have less bleeding and pain associated with the procedure, it was only in 2003-2004 that a bare majority—51%—of vasectomies in the U.S. were performed as NSV.
Actually, reassuring … change in E&E has been rapid!

___
Then: relates to the problem of scurvy, a disease that was devastating the British Navy, the source of the British Empire’s power. In effect, a randomized, controlled experiment, whereby one ship’s crew received Vitamin-C containing food and the other three ships did not, unequivocally valuable results were found (no treatment deaths, one out of 3 sailors dying in “control” ships, and yet it took 264 years for such treatment to enter universal use in British maritime fleet.  















Why Is Change Slow in Medical Settings? 
Some reasons 

 Conservative 
 Hierarchical 
 Ignorance  

—of latest scientific findings 
—of benefits and risks of FP methods  

 Fear of iatrogenic disease: Primum non nocere:         
 Great fear of “harm of doing” vs. “harm of not-doing” 

 “Gatekeepers” / FP perceived as a potential danger 

 Lack of perceived need for change                                                  
 “What’s worked for me is working” 

 Lack of provider motivation to change 
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There are a number of reasons for this slow pace of change at provider level: 
Medical settings tend to be conservative and hierarchical, with often a lack of perceived need for change, as encapsulated in the commonly-heard statement that “What’s worked for me is working”. 
There is often ignorance of the latest scientific findings, of the risks and benefits of FP methods, especially of the concepts of relative and absolute risk.
There is often a wildly disproportionate fear, not borne out by the evidence, of certain methods. In most regions, ironically, the method most feared is the IUD, with inordinate concerns about PID and infertility. It’s the reverse in E&E, where IUD use is fairly high, and hormonal methods are rarely used, due to exaggerated and unjustified fears by providers. These fears arose during the time that OCs had much higher dosages, but they’ve persisted (much harder to drive out bad news, once it becomes “truth”; similar to the way the IUD was so feared for so many years because of the Dalkon shield debacle—women and their doctors just “knew,” somehow, that “IUDs were bad”. Only now, with a new generation of women, and many immigrants who used IUDs in their native countries, is IUD use rising in the U.S.    
In the medical culture, there is great fear of doing harm, as encapsulated in the saying doctors are taught in the early days of medical school, “above all, do no harm” (Primum non nocere). This leads to a fear of iatrogenic (doctor-induced) disease and great fear of the “harm of doing”. It’s a major reason that so many tests arose as prerequisites to oral contraceptive use (and much of how methods are used arises from research protocols). But there is often little awareness or concern with “harm of not doing”
Other reasons include a lack of provider motivation to change, which may relate to a lack of incentives for doing so, and a reward structure that in effect “punishes” a provider for a new behavior, e.g., asking them to provide more without compensating them. 
Finally, while medical settings have their own culture and constellation of behaviors on one hand, they are also a subset of and a reflection of a larger culture—which is comprised of many individuals: clients, mother-in-laws, neighbors, village elders, etc. Thus a “medical reason” for resisting change may really be a sociocultural reason: E.g., the hesitation to give adolescents FP, or age and parity restrictions on female sterilization, may be couched in medical rationale but are essentially a sociocultural resistance.









   “… well-intentioned but 
inappropriate policies or 
practices, based at least partly 
from a medical rationale, that 
result in scientifically 
unjustifiable impediment to, or 
denial of, contraception.” 

 
 doctors are “the gatekeepers” 

Shelton, Angle, Jacobstein, The Lancet, # 340, 1992 

Medical Barriers 

Presenter
Presentation Notes
A major set of barriers to access arise at the level of the provider and the health care facility; can be subsumed under heading of “medical barriers”, 
defined as …
Wrote about this article almost 20 years ago, still valid / problematic today
Gatekeepers: the medical mindset somehow has a starting point/default of many can’t use FP (and modern FP is potentially “dangerous”), i.e., “filtering in” who can use modern FP, and which method, rather than “filtering out” those few who can’t


 



Common Medical Barriers in E&E 

 Provider bias against (or for) a method 
 Limitations on which provider cadre can provide a 

method (e.g., only Ob-Gyns can provide hormonals) 

 Inappropriate eligibility restrictions 
– Age (“not for the young”); Parity; “Not PP or PA” 

 Process hurdles 
– Mandatory and unnecessary routine F/U 
– Marriage/spousal consent requirements 

 Unsubstantiated “contraindications”                                
 (e.g., “must be menstruating”) 

 

Presenter
Presentation Notes
Among the most common medical barriers to FP access and quality are: 
provider bias against or for a specific method. In many regions of the world, we see significant bias against the IUD in favor of hormonal methods like Depo-Provera; in E&E we see the reverse, in favor of the IUD and with greatly exaggerated fear and reluctance about hormonal contraception. This widespread hormonophobia is a prime example of medical barriers that limit access and use of FP.
Limitations on which provider cadre can provide the method (e.g., only Ob-Gyns can provide hormonals). Historically around the world, and to this day, in many regions including E&E, this has been a significant impediment to wider access. Of course nurses and midwives, let alone family physicians, can provide orals, injectables and implants as well as Ob-gyns.
Overzealous or mistaken application of ‘contraindications’; WHO’s default position is that “a woman can use contraception, unless (there is some mitigating condition), but too often providers see themselves as gatekeepers: you cannot use this method unless …
‘process hurdles’ (e.g., unnecessary lab test or follow-up requirements, commonly seen with hormonal contraception)—not only often not needed, but inadvertently convey underlying message that “hormonal contraception is dangerous” 


Common medical barriers include Provider bias against (or for) a given method, limitations on which provider cadre can provide the method, and inappropriate eligibility restrictions, e.g., due to age (“Not for the young”), parity (“No nulliparas need apply,” or “You can’t be post-partum or post-abortion”). Provider bias arises for a number of reasons, including wrongly perceived side effects & contraindications; lack of skills; because insertion takes too much time; or because the provider doesn’t get paid anything additional for additional work, , etc. Age and parity requirements may be based on concerns related to later fertility, e.g., some providers impose high age and/or parity requirements (for example age 35 or parity 3) for some methods like injectables, IUDs, FS—but there is no medical justification for this.






 “Access”: Degree to which FP services can be obtained      
at an effort & cost acceptable to a potential client &    
within her means  

 Cognitive (informational access) 

 Socio-cultural / psychosocial 

 Geographic  (adequate # and location of service sites) 

 Economic / Financial  (cost / affordability) 

 Health care system factors 
– Structural and/or administrative access to services 

– Provider-level factors  

FP Access 

Presenter
Presentation Notes
“Access” defined as the degree to which FP services can be obtained at an effort & cost acceptable to a (potential) client, & within her means” 
That is, programs must go beyond difficult challenge of “just” increasing availability of contraceptive commodities, equipment & supplies, & of skilled providers, to address various access barriers (as hard as that alone is)
Especially a challenge with clinical services (LA&PMs)
A barrier in any one of these dimensions of access can pose a barrier to FP access [next slide], and when that occurs … 
Health care system factors
Structural and/or administrative access to services, 
j [e.g., is FP near PAC services]
Whether contraceptives, equipment and supplies are available
Provider-level factors  

Elkin: can you format this slide?

____
Access has many types and dimensions
barriers can—often do—arise in any of them:
Cognitive access. Programs must go beyond creating ‘awareness’ (in the DHS sense) to ensure true knowledge and understanding among providers, communities, and individuals. This includes accurate information about the method’s benefits, its effectiveness, its means and duration of action, its common side effects and what to do about them, and any serious risks and warning signs. Clients and potential clients also need to know where, when, and how to access the method within the medical system.
Socio-cultural access. Programs must understand and address various socio-cultural barriers that may be restricting individuals or categories of people from receiving information and services. This is always contextual, and may entail considerations of gender norms, the roles and rights of women, the sex of the provider (especially if a pelvic exam is required), prevailing beliefs about and taboos associated with menstruation, and considerations of social distance. There may also be socio-cultural (and medical system) barriers for men and for younger clients of either sex, especially if they are unmarried.
Geographic access. The type and location of service sites influences access to use of FP, especially of the clinical methods/LAPMs. Programs need to ensure that an adequate number and location of sites offer services and that this is known to their clientele. 
Financial access (cost and affordability).  Clients face many costs—out-of-pocket service costs, transportation costs, lost wages, monetary and nonmonetary opportunity costs, even social costs. To ease financial barriers, programs can use sliding scales for fees or insurance coverage options, to lessen up-front costs, especially of more expensive/difficult to amortize costs of clinical FP services.
Health care system access. The health care system’s policies, structures, and organization of services, as well as its providers’ practices, greatly influence client access, especially to clinical methods, which are all provider-dependent. Policies governing what cadres of providers can provide what services, and eligibility criteria specifying what categories of clients may obtain them, often limit client access to the full range of methods throughout an entire program. Common examples are the denial of specific clinical methods because of age, parity, marital status, or spousal consent requirements; and limitations on which cadre or site can provide which LAPM (even when ability and safety have been proven). Facility-level factors that may impede access include inadequate numbers of skilled and motivated personnel, and poor organization of services. They also include ‘medical barriers’ rooted in either policy or practice.
Medical barriers – next slide
	�
�



Barriers to Access in E&E:  
The Brick Wall 

 

  ↑ ↑  Access to services 

  ↑ ↑  Quality of services 

  ↑ ↑  Contraceptive choice 

                and use 

  ↓ ↓  Abortion Legal 
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The result of these various access barriers is that even motivated clients feel as though they have encountered a brick wall that keeps them from obtaining quality services and/or their choice of method.  
When barriers are removed, access, quality and FP use go up. Abortion goes down—and in E&E, TFR remains the same: this has been the pattern the past 15 years





Holistic Programming:  
“A chain is only as strong as its weakest link” 

Client-Provider  
interaction 

Meeting reproductive 
intentions 

• Leadership and champions fostered  
• Supportive service policies promoted 
• Human and financial resources allocated 

• Service sites  
readied  

• Staff  
performance  
improved 

• Training,  
supervision,  
referral,   
and logistics  
systems  
strengthened 

• Accurate  
 information 
 shared 
• Image of  

services  
enhanced 

• Communities  
engaged 

Fundamentals 
of Care 

Stakeholder 
Participation 

Data for  
Decision Making 

Increased knowledge  
+ acceptability Increased availability 

Improved policy + program environment 

Demand Supply 

Policy & Advocacy 

Increased Access, Quality and Use of FP 

Gender  
Equity 
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This is a holistic model of FP service delivery that we at EngenderHealth have found useful. Our “view of the world”. 
Also an aide memoire in programming – neglect any of it and a program may fail. 
From standpoint of services, it places at its center the service encounter between client and provider; at the level of the program, at its center is the need to help clients meet their reproductive intentions.
3 program areas or domain, supply, demand, and policy & advocacy
When have availability of service providers and sites to provide methods, and have accurate knowledge by clients, potential clients, communities and providers, and a good image of FP and FP methods, and a supportive policy environment — from large level policies to medical & service policies and practices, get increased access, quality and use of FP   

Elkin: can you get the “Policy and Advocacy” onto one line, and same font as supply and demand, and not overlapping “improved policy and program development?




FP Method Effectiveness:  
“Not all family planning is the same” 
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Vasectomy
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Pregnancy Rates by Method 

 Typical use 

 “Perfect” use 
 (but humans are imperfect) 
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Effectiveness a key consideration – it’s why people want FP, to not get pregnant. 
Sometimes, in desire to provide choices, or in difficult work of just raising CPR, this is forgotten. 
Also, “FP” is sometimes seen as monolithic, e.g., in AIDS literature, often talk about “FP” as if it is one single entity—but not all FP is the same: look at the wide variations in effectiveness, between methods, and, for the user-dependent methods, between typical use (blue rectangle) and so-called “perfect use” (red rectangle) or “correct” use—which is not a very practical construct, since
humans are imperfect … so it is human behavior and human error that explains the lower effectiveness, and a major reason why user-independent methods have a higher use-effectiveness
This chart represents a useful way of looking at relative and absolute effectiveness. Focus on the blue rectangle — that’s 1 yr-failure (pregnancy) rate in programs
So these are up to 50-100-fold orders of magnitude of difference between methods; because “ humans are imperfect,” user-controlled methods have much higher failure rates, E.g., roughly 1 in 5 withdrawal users, 1 in 7 condom users and 1 in 12 OC users will be pregnant in 1 year, every year
Whereas with the clinical methods—IUDs, implants, female sterilization, and vasectomy—995-999/1000 do not get pregnant in 1st year








Part III.  What’s New in Contraception  
       of Relevance to E&E? 

  WHO’s “Four Cornerstones” 

  Emergency contraception 

  Injectable contraception 

  Contraceptive implants 

  Levonorgestrel-releasing IUD (Mirena®) 
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Going to review 4 methods where there are new developments 
All, as it happens, entail hormonal contraception and work mainly by inhibiting ovulation, as well as thickening cervical mucus to be a barrier to sperm
Use of hormonals in E&E as we have seen and you all know is low: 
All in all, hormonals are safer than aspirin
Information I’ll be giving you is drawn from WHO’s “Four Cornerstones” of contraceptive use
h
__
Progestin hormones work by preventing ovulation (keeping a woman's ovaries from releasing eggs; pregnancy cannot happen if there is no egg to join with sperm). They also prevent pregnancy by thickening a woman's cervical mucus, which decreases sperm penetration, and by making the endometrium (the lining of the uterus) atrophic, which prevents implantation.






 19 methods, 120 medical conditions 
 ~ 1700 recommendations on who can 

use various contraceptive methods 
 Gives guidance to programs & 

providers for clients with medical 
problems or other special conditions 

 Informs national guidelines, policies & 
standards with best available evidence 

 Helps ↓ medical policy & practice 
barriers 

 Helps ↑ quality & use of FP services 

Medical Eligibility Criteria for Contraceptive Use         
(MEC, 2004; updated its guidance 2008) 
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How many of you are familiar with this resource?
The MEC provides guidance on 19 methods and 120 medical conditions. 
It gives ~ 1700 recommendations on who can use various contraceptive methods and gives guidance to programs and providers for clients with medical problems or other special conditions. 
It is meant to inform national guidelines, policies and standards with best available evidence and to help reduce medical policy and practice barriers, thereby leading to improved quality and use of FP methods and services.




Четыре краеугольных камня - 
руководства ВОЗ по ПС 

Медицинская 
приемлемость 

Свод практических 
рекомендаций 

Инструмент принятия 
решения по планированию 

семьи для клиентов 

Руководство 
для 

политиков и 
менеджеров 

программ  

Руководство  
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и клиентов 

The Decision-Making  
Tool for Family Planning 
Clients and Providers 
 
The Decision-Making Tool for Family Planning Clients  
and Providers and Reference Guide 

Планирование семьи: 
универсальное руководство 

для поставщиков услуг по ПС 
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These are the four cornerstones are a counseling tool, The Selected Practice Recommendations (which answer the main FAQs about different methods), and this resource, Family Planning: A Global Handbook for Providers
Global Handbook, on lower right, still almost hot off the press—came out in mid-2007. 
For front-line workers
Incorporates all the latest program thinking and scientific evidence
Both authoritative (WHO imprimatur) and practical
Translated once in Russian, but all have been distributed, I’m told. If a project wanted to copy them, they could [i.e., no problem with copyright, and I understand anecdotally that they have proven very popular and useful for extending FP in E&E, e.g., in Russia]






 In the presence of a given condition or client 
characteristic, e.g., STIs or HIV/AIDS can a particular 
FP method be used?  

 
 … and with what degree of caution or restriction, as 

reflected in four classification categories or gradations, 
based on the evidence of benefits and risks? 

What Questions Are Answered by the 
Medical Eligibility Criteria (MEC)? 
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These are the questions answered by the MEC



Classification 
Category 

With Clinical 
 Judgment 

With Limited  
Clinical Judgment 

1 No restriction: Use method 
in any circumstances 

Yes 
 Use the method 

2 
Generally use: 

  benefits generally outweigh 
risks 

Yes 
Use the method 

3 
Generally do not use: 

risks outweigh benefits 
No 

Do not use the method 

4 Unacceptable health risk: 
method not to be used 

No 
Do not use the method 

WHO Medical Eligibility Criteria 
Classification Categories 
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Four Medical Eligibility Criteria classification categories, which imply greater degrees of openness of use, from Category 1, no restrictions, to Category 4, method not to be used. 
Green light-red light schema.
Category 1: No restriction
Category 2: generally can use (risks outweigh benefits)
Category 3: Generally do not use: risks outweigh benefits
Category 4: Do not use
For almost all women, hormonal contraception is Category 1
And in Global FP handbook, at back, can see the MEC for all the different methods – show it




Contraceptive and Non-Contraceptive 
Benefits Hormonal Contraception 

 Safer than pregnancy and delivery (all) 

 ↓ risk of ectopic pregnancies by > 90% (all) 

 ↓ menstrual cramps, pain and blood loss (all) 

 ↓ risk of ovarian cancer (COCs) 

 ↓ risk of endometrial cancer (COCs, IUDs) 

 ↓ symptomatic PID (COCs, implants, injectables) 

 ↓ symptoms of endometriosis (all) 

 Alternative to hysterectomy for menorrhagia (LNG-IUS) 

Presenter
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CDC Calculated that in the US there were 11.8 pregnancy-related deaths per 100,000 live births in the 1990s. Embolism, hemorrhage, and pregnancy-induced hypertension were the three leading causes. Nearly half the pregnancies in the US are unintended. Preventing these pregnancies could significantly decrease maternal deaths.
Ectopic pregnancy rate in US: 2%, and leading cause of maternal death in first trimester
The greater the maternal mortality and morbidity in a country, the greater the health benefit of avoiding unwanted pregnancy
COC users have 34% less risk of ovarian cancer (most lethal gynecologic cancer in the U.S.), and 40% less risk of endometrial cancer




 Method of preventing pregnancy after unprotected sex 

 Mechanism of action: inhibits/delays ovulation 

 Hormones of regular OCs are used 
–  in a special higher dosage 

– within 5 days of unprotected intercourse 

 Safe and suitable for all women  

 Does not interrupt established pregnancy (is not RU-486): 

     “EC is contraception, not abortion” 

 IUDs can also be inserted for EC  
– up to 7 days afterward; reduces risk by 99% 

Emergency Contraception (EC) 
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Emergency contraception is made of the same hormones found in birth control pills. 
Only effective after unprotected sex (not before)
The hormones work by preventing ovulation (keeping a woman's ovaries from releasing eggs; pregnancy cannot happen if there is no egg to join with sperm). 
Safe and suitable for all women—including those women who cannot use ongoing hormonal contraceptive methods. 
EC is contraception, not abortion
Emergency insertion of the copper-releasing IUD reduces the risk of pregnancy by more than 99%




 Progestin-only pills  
– preferred regimen, 1.5 mg levonorgestrel 

– → 89% reduction in risk (1 in 100 become pregnant) 

– Less nausea and vomiting (6%) than with COCs (23%)  

– Marketed in the U.S. as “Plan B” (dedicated product)  

 Combined Oral Contraceptives (COCs) 

– 2 doses of pills, containing ethinyl estradiol (100 mcg) & 
levonorgestrel (0.5 mg), taken 12 hrs apart  

– → 75% reduction in risk (2/100 become pregnant, vs. 8/100) 

 

EC Regimens and Effectiveness 

Presenter
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Fewer side effects (nausea, vomiting) with progestin-only pills than with COCs, 6% vs 23%
Progestin (levonorgestrel)-only ECPs— preferred regimen, 1 dose, 1.5 mg LNG, I in 100 using it get pregnant after unprotected sex (an 89% reduction), vs 2 in 100 with COCs (a 75% reduction), and 8 in 100 become pregnant with nothing used after unprotected sex.
Has fewer side effects – about 1 in 4 have nausea or vomiting. (About half of women using COCs have nausea and ~1 in 5 have vomiting
more effective, and side effects—N&V—less (6% vs. 23% with COCs). 
Sometimes specially packaged as emergency contraception—this is what is called “Plan B” in the U.S., available over-the-counter (without a prescription) 
Countries in all major geographical regions of the world have registered dedicated products. These include, among many others, Argentina, Bangladesh, Brazil, Egypt,
France, Germany, New Zealand, Poland, Russia, and the United States
Was available in the US over-the-counter (without prescritption) for women over age 18 (under 18 needed rx—FDA just reversed this in 2009 under Obama, so now available to all.)
EC available in 140 countries
Available OTC in every region, in 44 countries, e.g., Norway, Sweden, Netherlands, France, UK, and others; 
OTC → ↑ access; in E&E, Albania, Lithuania. Any others?—
Does your country have ECP available? Is it available OTC? (without prescription) 




Source: WHO Task Force, Lancet, 1998; 352: 428-33. 

* Timing refers to when regimen initiated after unprotected sex 
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ECPs: Most Effective When Taken Early 
“The Sooner, the Better” 
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The need for prompt provision of ECPs must be emphasized--Why it’s been referred to as “the morning-after” pill, but this is a misleading term: treatment can be [should be] initiated sooner than the morning after, or later, up to 5 days [with diminishing efficacy over time, as seen on this slide]. 
Ninety-five percent effective within 24 hours, with progestin-only, declining to around 60% when taken 49-72 hours after unprotected sex.



 Progestin-only injectables 
– Depot-medroxyprogesterone acetate (DMPA, “Depo")  

• 150 mg, IM, every three months 
• also lower dose formulation, 104 mg, subcutaneous 

– “Depo-provera” (Pfizer, Belgium) 
– Megestron® (Organon/Merck, Netherlands) 

– Norethisterone enanthate (NET-EN)  
• Given every two months  
• Noristerat® (Bayer-Schering, Germany) 

 Combined injectable contraceptives (CICs) 
– progestin plus estrogen / given monthly 

• Cyclofem®, Mesigyna®, Lunelle®, and others 

Injectable Contraception:  
Several types, brand names, length of use 

Presenter
Presentation Notes
There are an array of 1-month, 2-month, and 3-month injectables: different drugs, different manufacturers and packaging, different lengths of use: potentially a service program issue—people can get confused
But Depo highlighted on the slide  because it’s the most widely used, and the one made available in USAID’s programs, and the one I’m going to focus on.



 Safe and suitable for almost all women  
– MEC Category 1, age 18-45; (younger or older: Category 2) 

– Any parity (have or have not had children) 

– Post-abortion, or PP (if breastfeeding, 6 wks PP) 

– HIV-infected, or with AIDS 

 Mechanism of action: prevents ovulation 
 Use-effectiveness: 3 pregnancies per 100 women-yrs  
 Cost: ~$0.90 - $1.00 / dose (including needle & syringe)  

 Counseling important re bleeding (common, not harmful)  
– 10-30% amenorrhea after 1 dose; 40-50% after 4th injection 

 

 

DMPA / “Depo”: 
Key characteristics 

Presenter
Presentation Notes
It can be started in the first 7 days after a woman’s last menstrual period, or any time you are reasonably sure she is not pregnant.
Safe and suitable for almost all women, including the categories presented on the slide
The few conditions for which Depo is a Category 3 or Category 4 can be found in the MEC, or the Family Planning Global Handbook 
Failure rate 3%
Affordable
Counseling critical




 Rising popularity in many countries, most regions 
– 16% SE Asia; 7% Africa; 5% Asia; 4% LAC; 3% UK; 2% North America 
– 28% Indonesia; 28% South Africa; 18% El Salvador; 14% Peru  
– 0% Armenia, Azerbaijan, Ukraine; 0.4% Albania; Uzbekistan: ~2.7% 

 “Grace period” extended, WHO (SPR), 2008: OK to be given 
up to 4 weeks late, or early (was 2 weeks) 

 ↓ Bone density (temporary, reversible, no Δ in MEC [WHO, 2005])  

 No association with HIV acquisition or progression  
(FHI/NICHD study, 2005) 

 Community-based provision (CBD) of injectables:     
Quality and continuation same as nurses and nurse-midwives in fixed 
sites (and nurses perform as well or better than doctors)  

 

 

DMPA / “Depo”: 
New developments 

Presenter
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These are some of the new developments
Rising popularity – privacy, only 1 act every 3 months – see some illustrative uses in regions and countries, see it’s very low in E&E.
Extension of grace period from 2 to 4 weeks on either side of 3 months, in which it can still be given. (I was part of group that met at WHO and made this determination). Had been/is medical barrier—easier just to send away if late, and evidence shows Depo still effective in those 4 weeks.)
Depo is associated with decrease in bone mineral density that is generally temporary and reversible; regained when women discontinue use; not assoc with increase in fractures; WHO consultation in 2005: Category 1 18-45, Category 2 (advantages of using DMPA usually outweigh the theoretical safety concerns regarding fracture risk) under 18
Studies showing no association of Depo with HIV acquisition or progression
Use of Depo in CBD programs is an important programmatic area. FHI/STC study in Uganda with CRHWs: comparing CRHWs vs nurses in clinics: quality of service provision in CBD programs has been shown to be similar to that of fixed site services. In fact, second injection slightly better for CRHWs. Priority for USAID worldwide, and WHO having a consultation on community-based access (CBA)to Depo next week, which I’ll be attending. Evidence reviewed, position of endorsement likely to be taken.
Quality and continuation from community-based (CBD) workers same as nurses and nurse-midwives in fixed sites (who provide injectables as well or better than doctors)






New Formulation of DMPA:        
Subcutaneous, Lower Dose, in Uniject 
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Presentation Notes
New formulation for injection developed specifically for subcutaneous injection (i.e., into tissue just under the skin)
30% less dose of hormone than IM Depo (104 mg versus 150 mg), so may cause fewer side effects, e.g., weight gain
Same effectiveness, and length (3 months)
Approved by USFDA in 2005, and by UK
Will be available in single-use system, Uniject:
prefilled, sterile, non-reusable syringes (prevent spread of HIV and other diseases; also used for hepatitis B vaccine, tetanus toxoid and oxytocin), 
have special short needles for subQ injection
Facilitates use by non-clinical personnel
Potential home and self-injection (which could lead to lower costs, better access and continuation, reduced logistics burden 
Pfizer submitting it for European Medicines Agency (EMEA) approval  by end of 2009, expect registration in 2010, and in USAID priority countries by end 2010
And delivery to USAID early in 2011
Cost?: they couldn’t share, but volume-dependent, and if good volume, will be “competitive”






  Jadelle®   
– Two rods, 75 mg LNG in each 
– Easier to insert (2 minutes) and 

remove (~5 minutes) than Norplant 
– Labeled for 5 years of use 
– Cost to USAID: ~$22.00 

 Implanon® 
– One rod, 68 mg etonorgestrel 
– Insertion 1 minute, removal 3 minutes 
– Different insertion technique 
– Labeled for 3 years of use 

– Cost comparable to Jadelle   
 Sino-Implant® 

– Generic Jadelle / same characteristics 
– Labeled for 4 years of use 
– Cost $7-10  [major consideration] 

 

New Progestin Implants: 
Jadelle, Implanon, Sino-Implant 

Presenter
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Family planning programs around the world are introducing one- or two-rod implant systems Jadelle®, Implanon®, and in some countries Sino-Implant (II)®. 
(In 2008-09, Norplant®, the 6-capsule implant system, first introduced in mid-1980s, is no longer available.) 
The new implants are highly effective (like Norplant), and their most important improvement is easier and quicker insertion and removal. 
Trochar for Jadelle; preloaded for implanon
Sino-Implant: donors excited, same characteristics as Jadelle, made in China. Cost: wholesale ~$4.80, sells / will sell for ~$7-10
5.3 million already distributed in China and Indonesia; being registered in 14 countries (FHI, funded by Gates Foundation)
___
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





Jadelle: Latest USAID procurement price: $21; Had been about $27 until USAID tender; Same hormone as Norplant; same very low failure rates (1-yr failure: 0.05%: 1 in 20,000); Faster insertion (2 min) and removal (5 min)
Implanon also lowered its public sector price to $20—value of competition (only happened after RFA and award)
“Too expensive?” 
�___
Jadelle ® : 2 rods; effective 5 years; 1-yr failure: 0.05% (1 in 20,000), 5-yr failure 1.1%; insertion time: 2 min, removal time:4.9 min ± 3.5 minutes; cost: $22
Implanon ®: 1 rod; effective 3 years; insertion time: 1.1 min (0.03-5.0), removal time:2.6 min (0.2 – 20.0), cost: comparable
Norplant® : no longer in production in 2009; 6 capsules; effective 7 yrs; 1-yr failure: 0.05% (1 in 2,000), 5-yr. failure 1.6%; insertion time: 4.3 min (0.8-18.0), removal time: 10.2 min (1.3-50m), cost: $27








  Small, progestin-releasing, subdermal rods 

  Highly effective (pregnancy rate ~ 1 / 2000 in 1st yr) 

  Effective for 3-5 years, depending on implant type 

  WHO MEC Category 1 for nearly all women 

 Continuation rates high (depends on good counseling          
& side effects management [bleeding pattern will change]) 

 Good insertion = good removal 

 Gaining popularity as prices ↓ (convenience, effectiveness, safety, 
few & manageable side effects, long-lasting) 

Contraceptive Implants: 
Key Characteristics 
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Key points:
Contraceptive implants are small, thin, flexible plastic rods, each about the size of a matchstick, that are placed subdermally in the inner, upper arm, above the elbow,  and release a progestin hormone, either levonorgestrel (Jadelle, Sino-Implant (II)) or etonogestrel (Implanon), into the  body. 
The hormone prevents pregnancy by thickening the cervical mucus, which blocks sperm from meeting an egg, and by disrupting the menstrual cycle, including preventing ovulation—the release of an egg from an ovary. 
Only 1 in two thousand women using an implant will become pregnant in 1st year. By comparison: OCs: 160; condoms: 300; depo: 60 become pregnant in first year of use
Nearly all women, in nearly all categories, can use implants safely and effectively, including
With or without children, unmarried or married, any age, any parity, postpartum or post-abortion, HIV-infected (with or without AIDS),--and with ARVs, and women living longer, this becomes a more important consideration.
Spacers & delayers (HSTP), limiters
The few conditions for which implants are a Category 3 or Category 4 can be found in the MEC, or the Family Planning Global Handbook 
Implants do not interrupt an existing pregnancy.
Counseling very important. Bleeding changes are predictable, but nature of change in individual woman is not predictable —may include prolonged bleeding, frequent bleeding, irregular bleeding, infrequent bleeding, and amenorrhea. This is main reason women discontinue, and being forewarned/counseled helps 
Typically, prolonged irregular bleeding over the first year, and then lighter, more regular bleeding or infrequent bleeding.
Popularity because of convenience (1 act → long protection), high effectiveness (why women choose FP), safety/low hormonal effects, independent of sexual activity



 “IUS”— hormone-releasing “system” 

 Highly effective: < 0.5% 5-yr cumulative pregnancy rate 

 Labeled effective for up to 5 yrs  

 WHO MEC Category 1 for nearly all women  

 20μg LNG daily, into uterine cavity (local effects) 

 Only 1-2% discontinue because of hormonal side effects 

 → ↓ ↓ bleeding, or amenorrhea (anemia; alt. to hysterectomy) 

 High satisfaction & rising popularity in Europe and US    

 but Copper-T an excellent IUD (& major cost differences) 

 

Levonorgestrel-Releasing IUD (Mirena®): 
Key characteristics 
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Last method we’ll be considering: progestin-releasing IUD
Key points:,
Releases small amount of progesterone (OCs release 150 μg LNG)—same one as in Norplant and Jadelle continuously
Has low blood levels, 4-13% of OCs 
Mechanism of action: mainly has local effects: thickening of cervical mucus, inhibiting sperm movement, suppresses growth of endometrium; like Cu-T, also creates a foreign-body reaction in the uterine cavity
17% experience amenorrhea within 1st year, 60% with long-term use
99.9% effective; fewer than 5 women out of a 1000 in 5 years become pregnant 
85% continuation in 1st year: women love this method
Reduces menstrual blood flow — a major non-contraceptive benefit that reduces costs: used as rx for menorrhagia and alternative to hysterectomy – costs of treating menorrhagia are substantially less than for hysterectomy; significantly reduces number of bleeding days and amount of blood loss (so good to prevent or reduce anemia). 
Not recommended for EC (unlike copper-IUDs)
Training needed / somewhat different insertion technique
Not a programmatic replacement of the Cu-T, nor should it be which is an excellent, popular, and cost-effective method (~$1 vs $40 [which is the public sector price—costs $600-800 or more in US]
The conditions for which the LNG-IUS is a Category 3 or Category 4 can be found in the MEC, or the Family Planning Global Handbook. They are a combination of those for hormonals like injectables and implants, plus those for IUDs (e.g., increased individual risk of STIs) 








Mirena® 
LNG-IUS 
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Has been a dramatic rise in IUD prevalence in the U.S.—from 0.5% to 2.2%--fueled by Mirena’s popularity (word-of-mouth spread, and increasing immigration from LAC countries, where women are used to IUDs—so South-to-North!)
We all try to learn from the private sector—so thought you’d be interested in seeing how it’s marketed in the U.S.
Thought you might want to see how it is marketed in the U.S.—what appeals do you see here? 
[ads seen on American TV—remarkable in that that is rare, litigation/malpractice/prudery atmosphere]
convenient, highly effective, choice, estrogen-free, HTSP, postpartum, quickly reversible, simple; leads to pleasure; downplay safety concerns; no mention of “IUD”
While too expensive for programs, and for donors, there is a way for public health orgs, NGOs to access free or subsidized generic LNG-IUS available. If might be interested, we can discuss more about it at the open space session 
ICA Foundation, PO Box 581, FI-20101 Turku, Finland
Website: www.icafoundation.org
Roy Jacobstein: RJacobstein@engenderhealth.org








IV. Conclusion: Rationales for FP Are Still 
Valid in E&E 

 A country is not modern when modern FP use is low (and 
traditional use is high) 

 Access to a range of FP methods that enable reproductive 
intent to be met is an equity/gender/human rights issue  

 Almost all women can safely use hormonal contraception 

 Modern FP reduces abortion rates (but not E&E fertility rates) 

 Modern FP reduces maternal mortality & morbidity, & has 
many other non-contraceptive health benefits 
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Conclusion



 Understand how health system actors ‘see’ the change you 
want to introduce, and intervene accordingly 

 Program holistically 

 Convey evidence-based information (scientific model) 

 Take a ‘provider perspective’ 
– Address their needs, fears, myths, reward systems 

 Keep messages simple and memorable 
– Repetition (not ‘one-off’ events) is the key to adult learning & BC  

 Support, nurture, publicize ‘early adopters’ & ‘champions’ 

What to Do? 

Presenter
Presentation Notes
A few strategies and approaches to try to follow: 
First, if perception equals reality, then understand how a proposed change (e.g., hormonal FP use) is “seen” by all the various actors in the system (client, provider, policymaker, program manager, donor). 
Understand their “truths” about the benefits and/or aversiveness of the proposed change, and intervene accordingly. 
That is, address their reward systems, needs, fears, myths. As a wise provider once told me, “We must walk in their shoes … or else we will fail”. This certainly seems self-evident, but it’s often forgotten because we’re too focused on our own (program) needs and truths.
Doctors generally desire to be “modern,” “up-to-date,” “scientific,” “evidence-based,” “Western,” so: convey evidence-based information (scientific model), using respected champions, and repeating the effort. I.e., a “one-shot” training session, or CTU (like this one) is not enough.
It’s also important to keep our messages, whether aimed at provider or client, simple and memorable: So, for example, with providers and their concern about OC use, the message might be “OC’s are safer than aspirin”. Or “Gonorrhea and Chlamydia, not IUDs, cause PID”
Identify, invest in, support/nurture Early Adopters (individual providers and individual org. units)—which means not a one-time or brief encounter (like a workshop, or training event) but an ongoing supportive relationship. (This is easier said than done, but still, it’s the goal.)
Locally-respected and committed individual providers and individual organizational units of the health care system can be enlisted and supported to act as change agents and champions (for example, in disseminating new information and modeling and reinforcing provider-level behavior change that ideally would ensue).  
And we need to make these Early Adopters’ activity programmatically observable, to activate their social channels and local networ ks, and to promote their face-to-face interactions with potential adopters of the new behavior.
Interventions at the facility and provider level may range from provision of job aids (handbooks, algorithms, checklists) to interactive updates on the latest scientific and technical information, guidance, and best practices in FP—i.e., must go beyond mere “dissemination” 





 
THANK YOU! 

 
 
 

 Roy Jacobstein: RJacobstein@engenderhealth.org 
 

Presenter
Presentation Notes
Thank you.
We have some time for discussion—and I’m curious, what did you find most compelling, and what aspects of this presentation do you think you will be able to use with counterparts? Within your Mission? 

Reminder—available at Open Space session, for further interaction 
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