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Presenter
Presentation Notes
What I will be presenting today is part of a journal article we are submitting under RESPOND and I want to acknowledge up front my co-authors Melanie Yahner from EngenderHealth and Lynn Bakamjian former Project Director of RESPOND of EngenderHealth.  In addition, Emily Sonneveldt from Futures Institute deserves a big mention since she did the majority of the work in conducting the global secondary analysis.  There is also a team of reviews for the journal article submission which I want to acknowledge.
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Presenter
Presentation Notes
This is Rose with her 2-month old son Bahati at the Handali Health Center in Dodoma district of Tanzania whom I met late last year.  She was seeking a minilap/female sterilization (a permanent FP method) after bearing 8 children, 5 of whom are still living. Rose had gotten most of her information about various family planning methods from the health center and friends and has heard her neighbors complain that the implant gives them a “watery” vagina.

Rose had used pills and Depo, both short-acting methods, to space her pregnancies but had decided in 2000 that she did not want any more children.  Unfortunately she had to wait another decade before she was able to obtain sterilization services during which she bore two children that she had not intended to have.  Though she had requested sterilization during a c-section when giving birth to her 6th child, the surgeon was too busy that day to accommodate her.

She said that if she would not have been able to be sterilized and received permanent protection that day, she would have probably used pills to limit future births.

Rose’s story demonstrates how difficult it can be for rural women to access the method they want to limit future childbearing.  In my opinion, no woman should have to wait a decade for her FP choice to be realized nor should she bear children she did not intend to have.  Without mobile services that day last December, one wonders if Rose would have gone on to have other unintended pregnancies.
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Presentation Notes
I met Grace in Geita District of Tanzania around the same time.  At the age of 40, she had had 11 pregnancies with 9 living children and had never used a family planning method before.  Her husband agreed she could go to the dispensary that day for female sterilization after she told him about the mobile outreach services being offered.  She learned about the service from a service provider at the dispensary earlier in the week.

She knew very little about the various family planning methods.


TIH’EGSPOI‘Id Secondary DHS Analysis

B 15 African countries with DHS surveys after 2000
W Part of larger global secondary analysis of 37 countries

B Countries excluded if LA or PM method use was >25

B Aggregated into linguistic groups: _
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— Anglophone Ghana Benin
— Francophone Kenya Cameroon
Lesotho Madagascar
B All women 15-49 included—analysis done using Malawi Senegal
STATA & SPSS Namibia
Rwanda
Swaziland
Tanzania
Uganda
Zambia
©5| USAI D Zimbabwe


Presenter
Presentation Notes
With the stories of Rose and Grace in mind, RESPOND undertook a secondary analysis of DHS data for 15 countries in Africa as a subset of a larger secondary analysis done to explore the current state of long-acting and permanent method (LA/PM) use globally and look at who current LA/PM users are and how they differ from other modern method users, traditional method users, and non-users.

This analysis was done after looking at some of the compelling data from that larger analysis and the desire to address some of the demand side issues relating to women who want to limit.

Africa was chosen as a subset since it is the only geographic area where intention to use LA/PMs is greater than the numbers of women currently using them.  This presentation is not about LA/PMs per se, however.  It is instead about the millions of women in Africa, women like Rose, who want no more children and yet are unable to or do not use the most effective contraceptive methods to meet their intentions.

I should say up front that while we recognize that supply and policy barriers are critical to any comprehensive FP program, aspects related to demand are often overlooked which is why we have chosen this as the focus of this presentation.
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CPR increasing across Africa
Trend of declining fertility
Rise in proportion of women in Africa who want no more children

Fertility intention predictor of behavior & contraceptive intentions even better
predictor—particularly among women who want to limit

Increases in CPR reduces high parity births which impacts MMR

Key to concentrate on women who want to limit, in addition to those with
spacing needs

— limiting has greater impact on TFR

— proportion of women who want no more children a strong predictor of CPR & TFR
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Presentation Notes
1st, 2nd, & 3rd bullets:
--Garenne, M. Michel. 2008. Fertility Changes in Sub-Saharan Africa. DHS Comparative Reports No. 18. Calverton, Maryland, USA: Macro International Inc.
--Cleland JG; Ndugwa RP; Zulu EM. Family planning in sub-Saharan Africa: process or stagnation? Bulletin of the World Health Organization. 2011; 89 :137-143. [7]p.

4th bullet:
--Islam MM; Bairagi R. Fertility intentions and subsequent fertility behaviour in Matlab: do fertility intentions matter? Journal of Biosocial Science. 2003 Oct; 35 (4) :615-619.
--Roy TK; Ram F; Nangia P; Saha U; Khan N. Can women's childbearing and contraceptive intentions predict contraceptive demand? Findings from a longitudinal study in central India. International Family Planning Perspectives. 2003 Mar; 29 (1) :25-31.
--Bhushan I. Understanding unmet need. Baltimore, Maryland, Johns Hopkins School of Public Health, Center for Communication Programs, 1997 Nov. xiii, 54 p. (Working Paper No. 4)

5th bullet: 
--Stover J; Ross J. How Increased Contraceptive Use has Reduced Maternal Mortality. Maternal and Child Health Journal. 2009 Jul 31; 14 (5)

6th bullet:
-- Trends in the Demand for Family Limitation In Developing Countries By Charles F. Westoff and Akinrinola Bankole International Family Planning Perspectives, 2000, 26(2):56–62 & 97
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Presenter
Presentation Notes
Unmet need is the proportion of married fecund women of reproductive age who are not using contraception but wish to delay their next child for at least two years or who wish to cease all childbearing.

This figure represents the division among married women of reproductive age with an unmet need to either space or limit their next birth.  

Although unmet need for spacing exceeds that for limiting in nearly every country in Africa we analyzed, a sizable proportion (ranging from 5.1% in Zimbabwe  to 20% in Lesotho) of women in every analysis country has an unmet need for limiting births.  

In the fifteen countries included in this analysis alone, the estimated population of women with unmet need for limiting is nearly 4 million.


fespond

B Many assume Africa has low demand for limiting—data suggest
otherwise

— 20.4% women in Anglophone Africa wanted no more children at the time of
their last birth

B Demand for limiting has remained strong
or increased in nearly all analysis countries
over past 20 years
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Presenter
Presentation Notes
Demand is the desire or motivation of women (or couples) to control future fertility & comprises met and unmet need.

Despite generally high fertility desires, data suggest many women do indeed have need to limit

A fifth of women in Anglophone Africa reported they wanted no more children at their last birth

Let’s look at the next slide to get a better picture of these upward trends…
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Increasing Trends in Demand for Limiting

Changes in desire to limit births
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Presenter
Presentation Notes
Looking at trends over the past 20 years, we can see changes in the desire to limit going up.

In Namibia, for example in the teal green on top, the proportion of married women wanting no more children increased from 33.5% in 1992 to 59.6% in 2007
In Uganda, (see the pale blue in the middle with the square on it) women wanting no more children increased from 19.6% in 1989 to 41.1% in 2006—more than doubling.

We also looked at the % of women who said they want no more births (data not shown here). While the difference is subtle from the “demand to limit” variable, strong increases are indeed evident which could be argued is a pure measure of what women say they want. 
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B As age increases, demand to limit begins to exceed demand to space

B Demand to limit crossover begins at:
— 31.3 years in Anglophone Africa
— 34.3 in Francophone Africa

B Demand for limiting often associated with older women, however, demand to limit exists
among younger women

— Namibia: 31.7% of MWRA 15-29 have a demand for limiting
— Lesotho: 26.37%

— Kenya: 14.43%

—  Malawi: 12.77%

— Pattern not limited to Southern Africa

B Evidence shows that not only older high-parity
MWRA have demand for limiting

B How are FP programs preparing to meet this
growing need?
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Presenter
Presentation Notes
Does age of women matter? Well, as age increases, demand to limit begins to exceed demand to space as couples meet their reproductive intentions and wish to cease childbearing.

All 15 countries in our analysis are represented on the scatter plot diagram in the next slide which we’ll look at in a minute.  On average, demand to limit begins to exceed that to space when women are, on average, 31.3 years old in Anglophone Africa and 34.3 in Francophone Africa.

While demand for limiting is often associated with older women, demand to limit does exist among younger women as well. 
In Namibia, for example, an average of 31.7% of MWRA aged 15-29 have a demand for limiting.  That’s nearly a third of married women in this age group!  In Lesotho…
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Age at which demand for limiting meets or exceeds
demand for spacing
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Presenter
Presentation Notes
This demand crossover age at which demand to limit meets or exceeds that to space is also related to prevalence of modern contraception; as modern CPR increases, the demand crossover age decreases.

In Swaziland, the average age at which demand to limit meets or exceeds that to space is 23
In Lesotho it is 25.  

Again, this demonstrates that demand to limit does exist among younger women in Africa. 

So if African women are expressing a desire to limit childbearing at earlier ages, what are we doing to ensure a wide range of modern and effective contraceptive options to meet the reproductive needs of women with intention to limit.  How are we preparing for this growing cohort of women with intention to limit future childbearing at younger and younger ages?

	Modern CPR	
Benin	6.1	
Cameroon	12.5	
Ghana	16.6	
Kenya	31.5	
Lesotho	35.2	
Madagascar 29.2	
Malawi	28.1	
Namibia	53.4	
Rwanda	10.3	
Senegal	10.3	
Swaziland	47.7	
Tanzania	20	
Uganda	17.9	
Zambia	32.7	
Zimbabwe	58.4	
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Mean and ideal parity among permanent method users
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Presenter
Presentation Notes
Data also show that a large proportion of African women (whether using a method or not) have exceeded their desired number of children.  

Parity refers to the number of times a woman has given birth. A woman who has given birth a particular number of times is referred to as para 0, para 1, para 2, para 3 and so on.

Malawi, a country with a large proportion of the modern method mix attributable to PMs (21%), 57% of women using sterilization have had more than their desired number of children. 

In Swaziland, 69% of PM users and 44% of LA users have exceeded their desired parity.  

In Kenya, Malawi, Rwanda, Swaziland, and Uganda, PM users have exceeded their ideal parity by an average of more than one child.  This is exactly Rose’s situation if you’ll remember back to her story.

This gap between actual and desired fertility exists primarily for Anglophone countries.

In Anglophone African countries under review, 51.3% of PM users have exceeded their ideal parity; 42.7% in Francophone Africa have done so.

Many users of SAMs/TMs in all countries have also exceeded their desired parity: in Swaziland, 50% have.  
1/5th of women who do not currently use contraception in these 15 countries have exceeded their desired fertility.  

These data indicate that a significant proportion of current users and non-users of FP have an urgent need for effective methods of contraception throughout their reproductive lives so that they are able to cease childbearing at the time of their preference.


TIH’EespOI‘Id Method Effectiveness

B Even when demand for FP is satisfied by use, not all methods created equal

B TM and SAM have lower rates of effectiveness than LA/PMs

B Differences in effectiveness result in:
— Higher # of unintended pregnancies among users of SAM/TMs

— Adverse reproductive outcomes, such as maternal morbidity and mortality, from
unintended pregnancies

B If 20% of women who use pills and injectables in Africa 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)
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Hubacher D, Mavranezouli I, McGinn E. Contraception 2008


Presenter
Presentation Notes
All methods when used consistently and correctly can help couples limit future childbearing but some are more effective than others.

Method effectiveness is a consideration for women who want to limiter, arguable more so for them, since they face greater risk of unintended pregnancy is using less effective methods when they clearly express their desire to not have any more children.

Through efforts to create demand and expand knowledge of and access to highly effective modern methods, more women and couples may use them to meet their reproductive health needs in the context of voluntary and informed choice—an essential foundation for any FP program. 
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# of unintended pregnancies among 1,000
Method women in 1styear of (typical) use
No method 850
Withdrawal 270
Male condom 150
Pill 80
Injectable 30
lUD 8to 2
Female sterilization 5
Vasectomy 1.5
Implant 0.5

Source: Trussell J. Contraceptive efficacy. In Hatcher RA, Trussell J, Nelson AL, Cates W,
/s _ 1@ Stewart FH, Kowal D. Contraceptive Technology: Nineteenth Revised Edition. New
“'?9* i U SAI D York NY: Ardent Media, 2007.
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Presenter
Presentation Notes
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 in this regard. 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—are far 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. 
LA/PMs 30-100 times more effective than the resupply methods.
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Presenter
Presentation Notes
In all African countries included in our analysis, women who intended to stop childbearing were more likely to use TM/SAM than the more effective LA/PMs.  

This means that many women that do not desire to become pregnant are not using the most effective methods to limit their fertility.
Also translates into a large # of women that require ongoing contraceptive supplies & regular health service provider time and attention throughout the rest of their reproductive years. 
Added to the cost to the health system are the regular time and monetary costs to the woman in traveling to seek those services and purchasing commodities.  

While women undoubtedly should have the choice to use the method of their preference for their limiting needs, it is well known that, in reality, many women’s options are limited given the pervasive knowledge, access, and social barriers and the resource constraints in the countries under review.  

Think about Rose from the start of my presentation.  She lives in a rural part of Tanzania with no easy access to the district hospital—the only place that provides mini-laps.

Grace, while also living a very remote part of the country, knew little about any FP methods, had never used them to space her 11 pregnancies, and only after when she heard about the mobile services coming to her area did she seek a mini-lap to end future childbearing.  Luckily for her she had a husband who supported her decision to get one.


FEespond Barriers to FP Use

B Social constructs & accepted norms about sex, family
size, and composition impact decision making

B Factors include:

— Pressures from extended family, community influences,
& gender dimensions

— Spousal communication (or lack thereof)

— Family, friends, & neighbors key in providing support &
influencing contraceptive decision-making

— FP services distinct from many other health services
> ignite judgmental attitudes
> social disapproval
> moralistic beliefs

Photo by M. Tuschman / EngenderHealth

B Knowledge & attitudinal factors pose significant
constraints
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Presenter
Presentation Notes
These factors guide behavior and can act as hindrances or, in the best case scenario, can be hugely supportive of FP use and help women meet their reproductive intentions.

Perceptions and misperceptions among couples, for example, the wife not bringing up FP because she is second guessing what her husband might think…many examples to add. 

In addition, many women and couples deliberate over whether or not to use a method and some decide on their method of choice long before arriving at a facility.  Sharp variations in method use exist across countries as some methods are promoted over others.  At the end of the day, “what is most familiar becomes most acceptable” (Cleland, et al. 2006).  People hear about methods often from friends and relatives and make decisions based on other’s experience and support or dismissal of any given method. 

Knowledge & attitudinal factors pose significant constraints to women’s desire and ability to use effective means to limit their fertility.  So why aren’t women in Africa using contraceptive methods for limiting when they clearly have a desire to end childbearing?
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Findings from 15 African Countries

B MWRA with unmet need for limiting cited:

— Fear of side effects as top reason for lack of intention to use FP in future
[Anglophone (23.59%); Francophone Africa (17.29%)]

— Health concerns [13.65% in AA; 14.64% in FA ]
— Infrequent sex [14.51% AA; 14.40% FA]
— Opposed to FP [12.35% of married non-users in FA; 9.75% in AA]

B Spacers cite ambivalence, limiters rarely do*

M Pervasive fear of contraceptives and perceived side effects

M Driven by misinformation which inhibits use
resulting in unintended births

Photo by N. Rajani / EngenderHealth
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Presenter
Presentation Notes
In our secondary analysis of 15 African countries…

Other analyses support these findings & reveal considerable obstacles to women’s and couples’ willingness to manage their fertility.


TIH’EeSpond Knowledge of FP Methods

B Informed choice requires access to wide
range of FP methods & one must
understand complete, accurate, and up-to-
date information

B Measuring knowledge is critical

B Knowledge of SAMs nearly universal; LA or
PMs considerably lower

B Almost 1 in 2 non-users cannot name an LA
ora PM (AA & FA)

Photo by C. Svingen / EngenderHealth

B >11in4 TM users cannot name an LA or PM
(AA & FA)

B True knowledge extends much deeper
— Understanding how methods work
— Associated side effects
— Whether they best suit one’s reproductive

s' USAI D intentions (which vary over time)
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Presenter
Presentation Notes
To ensure informed choice, potential users must not only have access to wide range of FP methods, but must also receive and understand complete, accurate, and up-to-date information about available options.

In our analysis of the 15 African countries…

Being able to name a method as asked in the DHS is important, but insufficient.  Many women who intend to limit in Africa may not be able to make an informed choice because they are not aware a wide range of methods or because they have misconceptions about those methods that prevent them from using them.
�


TIH’Eespond Effect of Poverty on Limiters

B Poor women less likely to be exposed to
accurate FP messages & to have access to
guality services

B Poorer women use contraception far less than
wealthy

B Wealthier women more likely to use methods
for limiting:
— AA: 30.5% of MWRA in wealthiest quintile
and only 12.2% in poorest quintile
— FA: 17.5% of the wealthiest women and 4.4% of poorest use FP for limiting

Photo by C. Svingen / EngenderHealth

B Wealthiest women more likely to use LA/PMs
— AA: wealthiest use LAs nearly 4 times more than poorest
— FA: wealthiest use LAs 2 times more than poorest
— Poorest women in AA use PMs considerably less than richest; opposite true in FA
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B Unmet need for limiting exists in Africa
B Demand exists in Africa

B Younger cohorts desire to limit future
childbearing

M Large # exceed desired fertility

B Ambivalence may be less of an issue

Photo by C. Svingen / EngenderHealth

B Expressed demand for LA/PMs exists
B Many barriers to use

B Focusing on meeting limiting needs has
greater effect than does spacing



Presenter
Presentation Notes
Note on final bullet:  Focusing only on meeting spacing needs will have a smaller effect than fulfilling the needs of women who want to limit.  The purpose of this presentation is not to suggest sacrificing gains made in promoting HTSP or supporting women in their spacing needs.  Instead, we argue for placing greater attention on the growing number of women and couples with the intention to end childbearing; the consequences of unintended pregnancies among this group are as deleterious as those among women whose pregnancies are too closely spaced.
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M Exposure to BCC messages has positive effects
— Increases knowledge of methods
— Increases spousal communication
— Increases favorable attitudes on use & intention to use
— Increases use of FP

B Mass media, social mktg, IPC, mHealth, EE, community engagement &
others are promising approaches

B Multiple channels reinforce & support dose effect = increased FP use

B Meets RH needs of limiters & a country’s health goals
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Presenter
Presentation Notes
Africa is not just a place for spacing, but also for limiting as evidenced in the analysis presented today. Through greater demand efforts, among others, more women & couples may use FP methods to meet their RH needs in the context of voluntary and informed choice.


fespond

Address key barriers:
fears of side effects &

Demand generation health concerns
with limiters as Don’t shy away
unique audience from sensitivities

Expand method

Address social norms o
/ choice to wide

through creative

means range of options
Context-specific Greater
responses needed contraceptive choice =

increasing CPR

Greater awareness Address policy &
raising of LA/PMs supply barriers
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Presenter
Presentation Notes
The expansion of contraceptive choices within a wide method mix unmistakably raises CPR and helps to ensure informed choice.
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Presenter
Presentation Notes
If all of these recommendations, and others no doubt, were fulfilled, perhaps women like Rose and Grace wouldn’t have to have an unintended pregnancy or wait 10 years to get the method they wanted to cease future childbearing.  Women like them in Africa continue to suffer as a consequence of unintended pregnancies, which merits our attention and necessitates immediate action to meet the growing needs of women, younger and younger women as we’ve seen, who want to avoid future pregnancies.

Thank you.
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