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Presentation Notes
In 2009 we analyzed the FP programs of Ghana, Kenya, Malawi, Nigeria, Senegal, Tanzania, Uganda, and Zambia, and found them to be “fragile.” These countries, comprising 40% of sub-Saharan Africa’s population, had experienced reduction, halt in progress, or had yet to “take off,” as reflected in their CPR, TFR, and unmet need for modern contraception (Jacobstein et al, Studies in Family Planning, 2009). 
In our paper we commended Malawi’s performance during the 1990s, when modern CPR almost quadrupled, from 7% (1992) to 26% (2000); but we also expressed concern that it then only rose to 28% in 2004, with unmet need (over 25%) and total fertility remaining high (TFR 6.0). 
We cited Malawi’s and sub-Saharan Africa’s competing health burdens, serious human and financial resource constraints, and challenging socioeconomic conditions, noting that FP services in Africa needed to expand by 30 percent in 2015, 50 percent in 2020, and 90 percent in 2030 simply to maintain current low rates of contraception: Africa’s FP programs would need to “run much faster just to stay in the same place.” 
“How,” we asked, “could Africa improve its situation?” 
Malawi’s rebounded FP program performance, as reflected in its 2010 DHS, provides some useful answers.





Malawi: Socioeconomic and health indicators 

One of the 10 poorest countries in the world 
– GNP per capita US$810*  

Population: 13.1 million** (growth rate 2.8%/yr.) 

Mainly rural: 81.3% rural / 18.7% urban*** 

Female literacy: 67.6% (9% completed primary)*** 

Life expectancy at birth (years): 44 (M) / 51 (F)* 

Maternal mortality: 675 per 100,000 live births  
(984 per 100,000 in 2004)*** 

HIV prevalence: 10.6% (12.9% women; 8.1% men)                                    
(was 15% in 2000; 11.8% in 2004)*** 

 
 
Sources:  
*WHO Global Health Observatory 
**2008 Malawi Population and Housing Census  
***MEASURE/DHS, Malawi DHS Survey, 2010.  
 
 



Key findings from 2010 Malawi DHS 

FP use rising: total CPR: 46% / modern CPR: 42%  

     (in 2004, modern CPR 28%; in 1992, 7%, & “family planning” a prohibited term) 

Fertility still quite high, fell only slightly, & higher than wanted fertility  
– Total fertility rate (TFR) 5.7  (was 6.0 in 2004; 7.3 in 1966)  

– Wanted fertility: 4.5 

Total demand for FP is high, and now the norm: 73%  

Demand to limit greater than demand to space  
Most commonly chosen methods:  
– Injectables: 26% 

– Female sterilization: 9.7%      

– Implants: 1.3%  

Source: MEASURE/DHS, Malawi DHS Survey, 2010.  
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Key overall findings in Malawi’s latest DHS is that the country has now resumed its sizeable increases in modern contraceptive use, which has risen 14% in the past 6 years, with gains in all categories of age, education, and residence. (And it has risen 35% in the past 20 years, from a time when the words “family planning” were prohibited by the country’s President.)
However, a remaining challenge is that fertility is still relatively high, having only fallen to 5.7 in 2010 from 6.0 in 2004, 6.7 in 1992, and 7.3 in 1966. Furthermore, unwanted fertility remains high (wanted TFR is 4.5).
Because there are other presentations on Malawi at this conference, in this presentation I focus primarily on three noteworthy aspects of Malawi’s situation. These three aspects are noteworthy in their own right, but they also can be seen as “leading early indicators” of what I predict will increasingly be the case in other sub-Saharan African countries. They relate to the use of two specific long-acting and permanent methods, and to the reproductive intentions of Malawian women and couples:
1) First, not only is the total demand for FP high at almost 3 of every 4 women, but the demand to limit is greater than the demand to space.
2) Second, despite its many human and financial resource constraints, through task-shifting and mobile services, Malawi is making female sterilization services widely available and accessible throughout the country. 
3) And third, to a lesser extent and more recently, hormonal implant use is rising.
Information related to these three topics will be in bolded black on this slide and in the following slides.



Trends in modern CPR, and use of injectables, 
implants, and female sterilization  
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[MK: Elkin, can we get a % sign somewhere at or near the top of the y axis?] – and also throughout, i.e., along the line graphs
As can be seen in this line graph, use of modern contraception has been rising the past two decades in Malawi, to 42.2% in 2010. 
The increases have been fueled by increased use of the two most commonly-used methods, injectables (25.8%) and female sterilization (FS, 9.7%). 
As can be seen, almost 1 in every 4 modern method users in Malawi relies on female sterilization for contraceptive protection.
Also noteworthy that implants, which have not been emphasized much as a program method yet, and are only recently becoming more available with the import of a much less expensive implant from Kenya (Zarin), have a nationwide prevalence of 1.3%--a thirteen-fold increase in the past 8 years.




Use of female sterilization (FS)  
Selected countries and regions 

Regional Prevalence of FS Prevalence of FS, Selected Countries 

Worldwide: 18.9%                             

Asia: 23.4% Thailand: 26.6%                 Nepal: 18.0% 

South America: 23.1% Colombia: 31.2%                 Brazil: 29.1% 

North America: 22.3% United States: 23.6%         Canada: 11% 

Oceania: 13.9%  Australia: 15.9%        New Zealand: 14.6% 

Sub-Saharan Africa: 1.6% South Africa: 14.3%             Malawi: 9.7% 

Kenya: 4.8%                      Rwanda: 0.8% 

Ethiopia: 0.5%                     Nigeria: 0.4% 

Source: World Contraception Use 2011 (data from 2009, for MWRA), United Nations, 
Department of Economic and Social Affairs, Population Division  
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This table puts use of female sterilization in worldwide and regional context, and also gives prevalence of female sterilization (FS) in selected countries, many of which have had longstanding FP programs and full access to a wide range of methods. 
As you see, although Sub-Saharan Africa has the lowest use of female sterilization, and most countries have low levels of its availability, access and use, e.g., Rwanda, Ethiopia and Nigeria., a few sub-Saharan African countries, including Malawi, are in the vanguard and beginning to approach levels of female sterilization access and use found in other, more-developed regions.   



Reproductive Intentions 
Selected countries, MWRA  

Country Demand to space (%) Demand to limit (%) 

Malawi (2010) 34.6% 37.7% 

Kenya (2008/09) 30.4% 40.7% 

Madagascar (2008/09) 29.3% 29.5% 

Ethiopia (2011) 32.7% 21.2% 

Senegal (2005) 31.5% 11.9% 

Nigeria (2008) 23.8% 11.0% 

Indonesia (2007) 29.5% 41.1% 

Bangladesh (2007) 21.6% 51.3% 

Dominican Republic (2007) 23.1% 61.2% 

Source: Multiple DHS surveys (data for MWRA) 
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Malawi is also in the vanguard of sub-Saharan African countries where demand to limit (37.7%) exceeds demand to space (34.6%). 
(For comparison, the table also provide examples from several countries in Asia and LAC with longstanding FP programs.)
The basic underlying dynamic is that as fertility declines – and as countries urbanize and women are increasingly educated and in the formal employment sector -- women spend a greater proportion of their reproductive life cycle having the intention to limit further births. It is very likely that this trend will be more prominent, in even more African countries, the next few decades, as it is in most countries of Asia, LAC, and the industrialized West.  




Key aspects of Malawi FP program  

Positive government policies  
Universal knowledge (of FP and FS)  

– “FP is on the road to becoming a norm, but where will the supplies come from?” 

Service delivery at community level 
– “We can’t have a medical approach to a social need.” 

Task-shifting of method provision to more cadres and sites 
– “We have a serious shortage of medical personnel.” 
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Building on a positive enabling environment of supportive government policies, widespread knowledge of FP (and FS), and strong donor support, two related and key emphases in the Malawi FP program are worthy of mention: 
Bringing services closer to communities; and,
Task-shifting of service delivery to more cadres and sites
The rationale for these emphases is encapsulated in the two quotes on the slide. Both are  critical given Malawi’s human resource constraints. 
Thus community-based workers (HSAs) provide injectables; nurses and midwives provide IUDs and implants; and clinical officers provide female sterilization
____
	(Knowledge of FP and FS in 2010, MWRA: 99.7% and 93.0%; up from 1992 levels for FP and FS of 91.8% and 63.1%.)




Source of modern methods in Malawi 
Effective public-private partnerships with strong NGOs 

                                        Female             
     Total*         Sterilization       Implants  
Public sector    74%  54%             83% 

Christian Health Association    9%  10%              6% 
   of Malawi (CHAM)   

Banja La Mtsogolo (BLM)     9%  33%              9% 
  (the Malawian MSI affiliate) 

Private sector      4%    4%              2%  

Other source      4%    1%              0% 
 
 

*“Total” = Female sterilization, Pill, IUD, Injectables, Implants, and Male condom 
Source: MEASURE/DHS, Malawi DHS Survey, 2010.  
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One of the reasons that Malawi has such high use of female sterilization is the longstanding and productive partnership the public sector has with strong private nonprofit organizations, including the Christian Health Association of Malawi (CHAM), and Banja La Mtsogolo (BLM), the Malawian affiliate of Marie Stopes International.
This table shows the source of modern methods in Malawi, as presented in the 2010 DHS. You can see the sizeable share that BLM and CHAM contribute, especially with respect to female sterilization, and to a lesser extent, implants. 
(And actually, even these high levels attributed to BLM likely understate BLM’s contribution. This is because the DHS asks its informants “Where do you obtain your contraceptive method?.” And BLM staff, via mobile outreach services, are often the providers of the FP services, including female sterilization and implant services, that clients are accessing at the public sector and/or CHAM service sites.) 



Public-private partnerships, mobile services, 
and provision of clinical FP methods  

Longstanding GOM public-private partnership with CHAM and BLM  
National network:  

– 33 BLM clinics, in 22 of Malawi’s 28 districts 

– BLM outreach teams from clinics to rural areas in 27 of 28 districts 

Mobile outreach services  
– Mainly for LA/PMs; often provided in MOH or CHAM facility 

– Provided free of charge (fees charged in clinics) 

> 90% of BLM services provided via mobile teams  

All female sterilizations done by clinical officers, not doctors 
Large and increasing service volume: 

– 115,000 female sterilizations in past 2&1/2 years  
– 9,000 implants in first 8 months of 2011 (versus only 2600 in 2010, and all to outreach/rural clients) 

– 4,000 in past four months -- rapid ↑ in implants with cheaper implant 

Source: Banja La Mtsogolo (BLM) service statistics, 2004-2011 
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These are some of the salient aspects of the BLM program and the Malawi public-private partnership that I believe are worth of notice and emulation by other sub-Saharan African countries:
The large service volume, especially for clinical methods, with over 100,000 female sterilization procedures having been provided in just the past 2 &1/2 years.
The wide service coverage, to 27 of Malawi’s 28 districts 
The modality of providing these services largely via mobile outreach and free of charge to clients 
Recent rises in hormonal implant use, with the availability of a much less expensive implant from Kenya.




Wide and equitable FS access and use   

Source: MEASURE/DHS, Malawi DHS Survey, 2010. 
Data for MWRA  
 
 

Use of FS  
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There is a high degree of equity in the availability and use of female sterilization in Malawi. 
Given that Malawi is over 80% rural, it is particularly noteworthy that almost 10% of rural women are able to avail themselves of female sterilization. Similarly, it is noteworthy that the level of use of female sterilization among women with no education and women with greater than secondary education is essentially the same, with both being substantial.



“Takeaway messages” from the Malawi FP 
program related to FP and LA/PMs 

Rapid increases in contraceptive use, including of female 
sterilization,  can be generated and provided equitably in sub-
Saharan Africa despite severe shortages of health personnel, other 
disease burdens, and poverty  

Contraceptive security is critical and fragile, and needs constant 
attention and prioritization: “No provider, no program” 

Task-shifting is key to meeting reproductive intentions and growing 
demand for FP in general and LA/PMs in particular 

Community-level services are critical for widespread FP and LA/PM 

access and use 
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These are some of the most salient messages from the Malawi FP program that relate to access to and use of clinical FP methods.




“Takeaway messages” (cont.) 

Don’t forget the limiters: A sizeable and growing proportion of 

women in Africa want to limit births -- this will increase as TFR falls 

(as it has in other regions, and notwithstanding the “youth bulge”)  

Mobile services, in public-private partnerships-- with FP-dedicated 

providers and free services -- can greatly increase access to LA/PMs.            

   “Dedicated, mobile, free”  

Female sterilization will be widely chosen when it is made affordable 

and accessible 

Implants use is likely to continue rising in Malawi and in Africa              

as a much less expensive implant (Zarin) is more widely introduced  
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Important that we not forget the limiters as we plan our FP programs. They are a sizeable and growing proportion not only in Malawi, but elsewhere in sub-Saharan Africa, and this reproductive intention will undoubtedly increase in the coming years, notwithstanding the “youth bulge,” who will also need FP to space and delay. �Also, since there is a lot of interest currently in mobile services, as there should be, I want to underscore that Malawi’s success in increasing FP and FS via mobile services has not been due to their “mobility” alone, i.e., the bringing of the services closer to the community, though that is an important feature. 
It’s also significant that the provider’s job—I’m speaking here of BLM’s staff—all week, every week, is only to provide FP (and related RH) services, including clinical methods, at the various outreach sites. That’s what it means to be “dedicated”.
And it’s also fundamentally important that the services, from the clients’ perspective, are free of charge. That is why 90% of BLM’s service provision is via mobile outreach.   
(There is of course a cost to be borne by the FP program and health system, and so this model of mobile service provision raises sustainability issues, as BLM’s services are mainly donor-funded.)ftr
 In short, “dedicated, mobile, free” – all three aspects very important.
But under those circumstances, as Malawi has so well demonstrated, female sterilization – and, increasingly, implants – will be widely chosen y women and couples. 





www.respond-project.org 

Zikomo 
kwambiri! 
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Zikomo kwambiri

http://en.wikipedia.org/wiki/File:Flag_of_Malawi.svg
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