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Good morning. My name is Holly Connor and I am a Senior Program Associate with EngenderHealth’s RESPOND Project.

My colleague Melanie Yahner and I are pleased to join you today to discuss why FP matters and how increased access to FP can help to propel the country’s health and development goals forward. In this first presentation, we will discuss the health and economic rationale for investing further in FP, including its role in improving maternal and child health.

This is an exciting time for FP in Tajikistan as you embark on the development of your next RH Strategy over the next several months. 



Overview 

National development priorities 
Fertility and health indicators 
Why family planning (FP)? 
– Unmet need 
– FP and maternal health 
– FP and child health 
– FP and abortion 
– FP and socio-economic development 

All FP is not the same 
Contraceptive choice: What is it and why does it matter? 
Conclusions 

 
 

Photo credit: UNICEF TAJIKISTAN/2012/ZOHIDOV 
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First, I will provide an overview the country’s national development priorities related to maternal, child, and reproductive health.

Next, we will review some key fertility and health indicators from the recent 2012 DHS.

Lastly, I will discuss unmet need for FP--what it is and why it’s important--as well as the impact of child spacing on maternal and newborn health and issues surrounding adolescent pregnancy.

I will then hand the presentation over to my colleague, Melanie, who will share with you a video on the impact of FP on child survival. 

She will then delve deeper into the positive correlation between increased FP use and MH, CH, abortion prevalence, and socio-economic development.

Lastly, Melanie will explore the important differences in each FP method, as well as the role of ensuring contraceptive choice in FP programs.



Enabling Environment for Family Planning: National 
Development Priorities 

Goal 
Strategic Plan 

for 
Reproductive 
Health (RH) 

Millennium 
Development 
Goals (MDGs) 

International 
Conference on 
Population and 
Development 
(ICPD) goals 

National 
Development 

Strategy 

Reduce maternal mortality ratio (MMR) X X X X 
Reduce infant mortality rate (IMR) X X X 
Reduce abortions X 
Increase modern contraceptive 
prevalence rate (CPR) X X X 

Reduce unmet need for FP X 
Reduce total fertility rate (TFR) X 
Decrease number of deliveries with 
less than two year birth interval X 

Comply with international FP 
guidelines and standards X 

Increase awareness of multiple FP 
methods X 

Universal access to FP X 
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The government of Tajikistan has shown incredible support for FP, MH, and CH through numerous national and international documents, declarations, and commitments. 

These include the MDGs and International Conference on Population and Development (ICPD) commitments, as well as Tajikistan’s National Development Strategy and Strategic Plan for RH, which I understand the MOH is in the process of updating over the next few months.

The RH strategy identifies several priority areas including safe motherhood; FP and contraceptive security; and adolescent SRH. The strategy also includes targets aligned with the MDGs. In this table, you can see which goals related to FP, MH, CH, and abortion can be found in each document.

Tajikistan is also a signatory to the policies agreed to at the International Conference on Population and Development (ICPD and ICPD+5) and has ratified international conventions in the field of women and children’s rights protection, such as the Convention on Elimination of All Forms of Discrimination against Women. 



TFR in the Region and in Tajikistan 
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According to the most recent Demographic and Health Survey from 2012, women in Tajikistan have an average of 3.8 children, which is relatively high compared to neighboring countries such as Kazakhstan and Turkmenistan. 

However, as you can see, the TFRs of the Kyrg Republic and Uzbekistan are also above 3 children per women.

The TFR, of course, differs by region.
 
Rural women have higher fertility than urban women (3.9 versus 3.3).

• The TFR is highest in Khatlon (4.2), with the DRS at 3.9, Dushanbe at 3.4, and Sughd and GBAO with the lowest TFR at 3.3.



CPR in the Region, Modern Methods of Contraception  
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Again based on the most recent DHS, the percentage of married women using a modern method of family planning is relatively low at around 27%. 

In Tajikistan, low demand for contraception and the widespread use of abortion for fertility regulation limits contraceptive use.



Modern CPR by Region 

Use of Modern Methods of Contraception 
Percent of married women currently using a modern method 
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Like TFR, the CPR also varies by region. 

Here you see that 35% of married women in GBAO are using a modern method of FP (which is higher than the national average), while only 22% of women in the DRS region are using a modern contraceptive. 



Modern CPR (Ages 15-19, 20-24 Years) 

Source: Population Reference Bureau, Youth Data Sheet 2013 
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The % of young married women using a modern method of FP is significantly lower than the national average.

You can see here that the CPR is about 2% for married adolescents aged 15-19, and a slightly higher rate of 9% among those aged 20-24. 

While early marriage is common with almost 15% of Tajik women being married before the age of 18, the negative health consequences of having children too early will become apparent later on in the presentation. 

According to findings from Tajikistan Monitoring the Situation of Children and Women Multiple Indicator Cluster Survey 2005, early marriage is a contributing factor to higher fertility and through this to poverty.



Maternal Mortality in Tajikistan 

Contributing factors 
– Unattended home births 
– Gender inequality 
– Poor emergency obstetric care  
– Limited knowledge and use of FP 

Strategies for safe motherhood challenging to 
implement 
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Tajikistan has done a good job of keeping the MMR relatively low, though there is always room for improvement. 

There are various estimates of the MMR ranging from 170 per 100,000 live births to nearly 34 per 100,000 live births.

The major causes of maternal death are PP hemorrhage and eclampsia. 

Contributing factors to maternal death include 
A relatively high rate of home births that are not attended by a skilled provider
Ongoing gender inequalities that prevent women from accessing care, and 
Limited knowledge and utilization of health services, including FP. 

While strategies for safe motherhood have been developed, there are concerns about the capacity to implement and deliver them and low use of maternal service. 

Although caesarean section rates remain low, the use of emergency obstetrics services has grown by 20% since 2000 and national statistics indicate that 20% of women use emergency care.

***************
There is significant variance in maternal mortality ratios (MMR), suggesting a lack of confidence in official data. The reported ratio is 43.4 per 100,000. The WHO 2005 adjusted rate is 170 per 100,000. The UN MDG Needs Assessment team and the Government Working Group on Health have agreed to a baseline maternal mortality figure of 120 per 100,000 live births (2005).



Unmet Need for Family Planning 

Women have an unmet need if 
they 
– are sexually active  
– do not want to have a child 

soon or at all 
– are not using any 

contraceptive method 
– are able to conceive 

Unmet need for spacing versus 

limiting pregnancies 

 

 
 

9 

Photo credit: Firuza Rahmatova, Mercy Corps  

Presenter
Presentation Notes
Changing gears… unmet need is an important concept for assessing and understanding what Tajik women want in terms of their RH goals, as well as how the health system might not be meeting the needs of certain cohorts of women.

As defined by the DHS, a woman has an unmet need for contraception if she is married, in a consensual union, or unmarried and sexually active; is able to become pregnant; does not want to have a child in the next two years or wants to stop childbearing; and is not using any method of contraception, either modern or traditional. 

Women who use modern or traditional methods of contraception are considered to have their contraceptive needs met.

Based on the 2012 DHS, more than1in 5 Tajik women have an unmet need for FP is, meaning that they want no more children or want to wait at least 2 years before having another child but are NOT using contraception.

The DHS also disaggregates between women who state an unmet need for FP for spacing births versus ending childbearing altogether. 

This distinction is important for ensuring that women have access to a variety of short-term, longer-term reversible, and permanent methods of contraception depending on her RH intentions.

• Nearly 12% of married women have an unmet need for spacing their next birth. Slight less (11%) want to stop childbearing altogether abd could benefit form increased access to longer-term reversible or permanent methods of FP.

• Tajik women have an average of ½ of a child more than their desired number of children. This implies that the TFR would be 3.3 if unwanted births were avoided, instead of the actual rate of 3.8.

• Nevertheless, 93% of recent births were reported as being wanted at the time they occurred.




Unmet Need in the Region 
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When looking at rates of unmet need for spacing versus limiting in comparison with neighboring countries, you see that Tajikistan’s unmet need overall is higher at around 23%. 

You can also see that the ration of those who want to use FP, but are not is about equally split between spacing and limiting. 



• Many reasons for unmet need –  

− Complex (e.g., access barriers; fear of side effects; partner 
opposition) 

− More than just a “supply” issue 

− Rises with growing demand (i.e., in part is a marker of “success”) 

 

• More than 230,000 married Tajik women do not want another 
pregnancy but are not using contraception. 

• Nearly 250,000 married Tajik women would like to wait at least two 
years before becoming pregnant again but are not using 
contraception.  

 

Unmet Need for FP: Key Facts 

Source: UN Department of Economic and Social Affairs, Population Division. World 
Contraceptive Use, 2011. Data for women married or in union. 11 

Presenter
Presentation Notes
These statistics become much more real when they are stated in terms of numbers of individual women. 

More than 230,000 married Tajik women do not want another pregnancy but are not using contraception.
Nearly 250,000 married Tajik women would like to wait at least two years before becoming pregnant again but are not using contraception.

There are many complex reasons for women stating that they have an unmet need. 

The reasons that women are not using FP who would like to are not simply related to issues, such as physical access to health facilities, or a lack of FP commodities.

Access barriers can also be financial and/or socio-cultural, including husbands or mothers-in-law not being supportive of FP for any reason. 

Unmet need also rises with growing demand for FP and is in part a sign of a successful FP program!




Closely Spaced Pregnancies and Maternal and Child 
Morbidity and Mortality 

Mothers may be: 

• More likely to die in 
childbirth 

• More likely to 
miscarry a 
pregnancy 

• More likely to seek 
an abortion 

Babies may be: 

• Born too early 

• Of low birth weight 

• Too small 

• More likely to die 
 

Source: Report of a Technical Consultation Report on Birth Spacing (WHO) 
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As suggested previously, closely spaced pregnancies can lead to higher rates of maternal and infant death.

Women whose births are spaced less than 3 years apart are more likely to die in childbirth, to miscarry a pregnancy, and to seek an abortion.

Babies born to mothers whose last pregnancy was less than 3 years ago are more likely to be born early, weigh less, and die as a consequence. 




Adolescent Birth Rate (by Country) 

 
 Source: Demographic and Health Surveys 
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Closely spaced births are most common among women. 

Given the young age of marriage in Tajikistan, it is worth looking at adolescent birth rates in assessing and addressing the FP and maternal and child health needs of this group.

While over 7% of Tajik women aged 15-19 are either already mothers or are pregnant with their first child, you can see that this is fairly average across the region. 

While this % may seem somewhat small, these are of course, hundreds of thousands of lives that could be saved or improved through health birth spacing through FP.

 



Adolescent Pregnancy 

Health impact  
– Mothers under the age of 18 are twice as likely 

to die. 
– Mothers under the age of 15 are five times more 

likely to die of complications compared to 
mothers over 18 years of age. 

Economic impact 
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According to international consensus, both infants and mothers face increased risk of birth complications and death when mothers are younger than eighteen or over the age of thirty-five. 
Mothers are twice as likely to die who are under age 18 and 5 times more likely to die if they are under the age of 15. 
These are the health impacts of pregnancy on adolescent mothers and their children. 
Importantly, adolescents are far less likely to use contraception than older women. Only 1.8% of married women aged 15-19 currently use modern contraception compared to 9.5% of 20-24 year olds and 44% of women 35-39 years of age.

There are also socio-economic consequences of adolescent pregnancy. 
Early childbearing can perpetuate intergenerational poverty. 

An early start to childbearing often reduces women’s educational and employment opportunities and is associated with higher levels of fertility

Social and economic costs associated with adolescent pregnancies are likely to affect not only the adolescent mother and her child but also the larger community in charge of supporting them. 

In addition, the costs associated with abortions and the health consequences of pregnancy for adolescent mothers and newborns can put increased financial pressure on national health system. 



Source: John May, World Bank 

Fast doubling time  
• 2.43% annual growth = 

29 year doubling time 
• Increases pressure on 

food, water, schools, 
health services, energy, 
infrastructure, land 

 
High dependency ratio  
• Slower economic 

growth  
• Potential political 

instability 
 

Momentum 
• Young age structure  
• Ensures continued 

population growth 

Youthful Age Structure Results in High Fertility and 
Rapidly Expanding Needs and Challenges 

Tajikistan’s Population and Age Structure 
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When looking at Tajikistan’s population pyramid, you can see that more than 60% of the population is under the age of 30. 

This makes Tajikistan one of the world’s youngest countries and means that the largest-ever cohort of young people will be entering their reproductive years.

Their access to SRH information and services will have significant health and development implications for their lives, their children’s lives, their communities, and the country as a whole. 

With a 2.43% annual population growth rate, the current population is projected to double in 29 years. 

In addition to putting increased pressure the health system, this growth could increase pressure on the country’s food and water security, infrastructure development, energy needs, and environment for example. 

With regard to FP, this population growth rate means that the number of women seeking FP will increase greatly and Tajikistan’s national FP program will need to “run faster just to stay in place.”



Benefits of Family Planning: A Key Intervention for 
Health and Development 

Enables women and 
couples to decide 

number, spacing, and 
timing of births 

Social and economic 
benefits 
 Improves women’s 

opportunities 

 Improves family well-
being 

 Mitigates adverse 
effects of population 
dynamics on 
o Natural resources, 

including food & 
water 

o Economic growth 
o State stability 

 Reduces maternal 
mortality and 
morbidity 

 Reduces infant and 
child mortality 

 Reduces abortion 

Health  
benefits 

Principles of 
voluntarism and 

informed choice are 
fundamental 
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To summarize, there are numerous benefits to FP, both related to health and development. 

A woman’s ability to choose if and when to become pregnant has a direct impact on her health and well-being. With increased access to and use of FP, maternal and child mortality decrease and abortion rates decline.

Global evidence suggests that women who have more than four children are at increased risk of maternal mortality.

FP allows spacing of pregnancies and can delay pregnancies in young women at increased risk of health problems and death from early childbearing, and can prevent pregnancies among older women who also face increased risks. 

FP also has social and economic benefits, in that improves women’s educational and employment opportunities, improves family economic well-being, and mitigates the negative consequences of population dynamics on the economy and environment. 

Underlying all of these benefits is the importance of improved access to FP to ensure that women and couples are empowered to decide the number, spacing, and timing of pregnancies in the context of volunteerism and informed choice. 

HAND OFF TO MELANIE





Video 
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TURM OVER TO MELANIE



  
1. Directly, by exposing fewer 

women to the risk of dying in 
childbirth. 
 

2. Indirectly, by reducing high-risk 
births: 
• too early  
• too late  
• too many  
• too soon 

Increased Use of Contraception Contributes to Fewer 
Maternal Deaths in Two Ways: 

Photo credit:: Abt Associates 
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Thank you, Holly. I will talk specifically about how family planning contributes to health and development objectives. First, let’s talk about how FP influences maternal health.

Maternal mortality declines when fertility declines. This is for two reasons:

First, when women do not experience an unintended pregnancy, they are not exposed to the risk of dying in childbirth. This is how family planning DIRECTLY reduces maternal deaths. By reducing the numbers of pregnancies and the numbers of births.

Second, family planning also reduces maternal deaths INDIRECTLY by reducing high-risk births.

EXPLAIN:
Too early, too late (based on mother’s age)
Too many = 4+ births 
Too soon = LT 2 years of birth spacing

Another way of saying it is that maternal mortality declines as contraceptive use increases.





Correlation between TFR and MMR 
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Here, we can use data to visualize the relation between fertility and maternal mortality. We will see data from nearly every country in the world, starting in 1980, with Tajikistan highlighted in orange. We will see that as the number of children per woman decreases over time, so does the maternal mortality ratio. Remember that the TFR is the average number of children per woman, and the MMR is the number of maternal deaths per 100,000 live births.

In 1980, Tajikistan had a TFR of 5.7 children per woman, and an MMR of 128 maternal deaths per 100,000 live births. Are you ready to see what happened over time?

PLAY VIDEO

As you can see, over the last thirty years, Tajikistan has seen a decline in the number of children per woman. In 2011, Tajikistan had a TFR of 3.8, compared to its starting TFR of 5.7. That decline in TFR is represented by the decline on the vertical axis.

At the same time, we saw a decline in MMR. That decline is represented by the decline on the horizontal axis.

Let’s watch it again and pay attention to the other countries of the world.

PLAY AGAIN.

There are definitely exceptions, but in general, throughout the world, we see that as fertility declines, so does maternal mortality. This is for the reasons that we discussed in the previous slide: having fewer births directly reduces the risk of dying in childbirth, and it indirectly reduces the chance of dying due to high-risk births (too young, old, many, close).



Effect of Birth Interval on Infant Mortality 
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Here, we see data from a few countries in the region. The data in orange represent the numbers of infant deaths, per 1,000 infants, that occur among babies born less than two years after the birth of their older sibling. The data in green represent the numbers of infant deaths, per 1,000 infants, occurring among babies born a full two to three years after the birth of their older sibling.

We see that for every country, the rate of infant deaths is much higher among infants born with less than two years of birth spacing. Family planning can help couples to space their births so that their children have a greater chance of survival.



Health Benefits: FP Reduces Abortions 

Nearly 10% of Tajik 
women aged15-49 have 
ever had an induced 
abortion. 

 
Among Tajik women 
reporting an induced 
abortion, 82.7% were not 
using a method of 
contraception at the time 
of conception (2012 
DHS)  

 
National goal to reduce 
the number of abortions 

63% 

33% 

3% 
1% 

Number of abortions: 
Among women who have had an abortion, the 
percent distribution of the number of abortions 

1
2 or 3
4 or 5
6 or more
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Almost 10% of Tajik women between the ages of 15 and 49 have ever had an abortion. 37% of those women that report ever having had an abortion report that they have had more than one. About 9% of all pregnancies in Tajikistan end in an abortion. And the vast majority of those pregnancies that end in an abortion resulted from lack of contraception use.

In the 2004-2014 Reproductive Health strategic plan, Tajikistan committed to reducing the number of elective abortions. Family planning is the most reliable way to reduce the number of abortions as it helps to ensure that each pregnancy is planned and wanted.





Social and Economic Benefits of FP 

Less expensive than treating pregnancy complications 
Enables women and couples to make informed choices about their 
sexual and reproductive health.  
Protects the environment 
Enables greater participation of women in the labor market 
Reduces the economic burden on poor families 

Estimates indicate that each US dollar 
spent on voluntary family planning can 

save governments up to US $31 in health 
care, water, education, housing, and 

infrastructure 

Photo credit: Abt Associates 22 
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Family planning brings a variety of social and economic benefits.

Investing in family planning is much less expensive than providing antenatal and child health care services as well as treating any complications resulting from pregnancy.

Women who can control the number and timing of their children can take better advantage of educational and economic opportunities, improving their own future and that of their families.

Smaller populations place less strain on the environment and on natural resources.

Finally, smaller families are able to invest more in each child’s care and schooling, helping to break the cycle of poverty. Children with fewer siblings tend to stay in school longer than those with many siblings. 



Better FP Access and Lower Fertility Also Yields 
Economic Dividends 
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While the link between fertility and economic development is complex, slower population growth tends to provide the potential for increased economic growth. Here we are looking at trends in Total Fertility Rate and Gross Domestic Product per capita over time for three countries: Ghana, Egypt, and Thailand. The size of each bubble represents the GDP per capita. Note that the GDP per capita data are adjusted to today’s dollars (meaning that the increases that we see are not driven by inflation).

We see that over time, as total fertility decreased in each country, GDP per capita increased. Of course there are other factors that led to the increase in GDP per capita, but reduction in fertility certainly played a role. As we saw in the previous slide, family planning contributes to economic indicators in a variety of ways; not the least of which is allowing governments and families to concentrate their resources on fewer children.



Not All FP is the Same: The Relative Effectiveness of 
Various Methods in Preventing Pregnancy 

Source: Trussell J. Contraceptive Efficacy. In Hatcher RA, Trussell J, Nelson AL, Cates W, 
Kowal D, Policar M. Contraceptive Technology: Twentieth Revised Edition. New York NY: Ardent 
Media, 2011. 

Method  Number of unintended pregnancies among 
1,000 women in first year of typical use 

No method 400 

Withdrawal 220 

Female condom 210 

Male condom 180 

Pill 90 

Injectable 60 

IUD (CU-T 380A/LNG-IUS) 8/2        

Female sterilization 5 

Vasectomy 1.5 

Implant 0.5 
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As we consider the potential health and socioeconomic benefits of family planning, it is important to keep in mind that not all methods are the same. As you can see from this table, different methods also have different failure rates. They also have different service delivery implications, which we’ll discuss as we go through.

This chart shows the relative effectiveness of each method, using the number of unintended pregnancies per 1,000 women in one year of typical use. I emphasize typical use versus perfect use.

Starting from the top, we see that if no method is used for a year, 400 out of 1,000 women will have an unintended pregnancy. Withdrawal reduces the pregnancy risk substantially, although many women (220 of the 1,000) will still have an unintended pregnancy.   

The resupply methods in the middle of the chart—the pill, condoms, injectables—are much less effective than the long-acting IUD, implants, and sterilization. Not only are these resupply/short-acting methods less effective when used, they are also more prone to stock-outs.

The most effective methods are the long-acting methods, which include the IUD and the implant, and the permanent methods, including female sterilization and vasectomy. Almost no users of implants, IUDs, and sterilization have an unintended pregnancy in the first year of use.  It is important to keep in mind that these methods require a skilled provider.









Contraceptive Choice: What it Is and Why it Matters 

The availability of a broad range of methods has been shown to 
increase contraceptive use. 
 
Method choice: both to the range of contraceptive methods available 
to clients on a reliable basis.  

 
Method mix: the distribution of contraceptive methods used by a 
population (i.e., percentage that uses each method).  

 

John Ross et al., “Contraceptive Method Choice in Developing Countries,” International Family Planning Perspectives 28, no. 1 
(2001): 32-40; and Tara M. Sullivan et al., “Skewed Contraceptive Method Mix: Why it Happens, Why it Matters,” Journal of 
Biosocial Science 38, no. 4 (2006): 501-521. 25 
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A couple of definitions will help clarify the concepts covered.  
Method choice relates to what is offered in practice (read bullet from the slide); having methods available to clients on a reliable basis means that when clients seek out services the method they choose is in stock and/or someone is available who has the skills to provide it. If necessary, the service delivery point would also be able to provide referrals for methods. 
Method mix is a measure that shows what is used in the population.  It doesn’t necessarily convey what is in stock, what is preferred by users, or whether there is equal access to methods by all people in the population.
Contraceptive method choice is one the key elements of full, free and informed choice.  A full choice of methods increases the possibility that an individual will be able to find a method that meets her needs. Increasing the number of methods that are offered in a  quality, voluntary FP program can increase contraceptive use.

Access to a range of modern contraceptive methods has been available for just over a decade but availability and coverage remain very inadequate.

The availability of a broad range of methods has been shown to increase contraceptive use. It ups the chances that people can choose, obtain, and use the contraceptive method that is right for them. Results of this study suggest that the limited range of contraceptives available on the market as well as supply chain issues causing frequent stock outs are factors in non-use of modern contraception in several countries of this study. 

A strong FP program ensures clients’ access to a wide range of contraceptive methods.





Full, Free, and Informed Choice 

Full choice – the ability to choose from the widest range 
of methods possible, including the ability to choose not to 
use a method. 
 
Free choice – the decision to use FP and the method 
chosen without barriers or coercion. 
 
Informed choice – accurate and complete information is 
provided for all FP methods, including benefits and risks; 
specific counseling is provided about the chosen method. 
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Family planning programs that respect an individual’s ability to choose a contraceptive method that fits with their lifestyle, beliefs, needs, and reproductive intentions contributes to fulfilling the basic human right of individuals to choose, freely and responsibility, the number, timing, and spacing of their children. 

The concept of free and informed choice is common in medical ethics and is integral to quality family planning programs.  
An informed choice in family planning is one in which an individual is provided full, accurate and unbiased information about the benefits and risks of use or non-use of contraceptive methods. The elements of full, free and informed choice can be summarized as follows:
	(read descriptions of each element from the slide)
Increasing the number of contraceptive methods available also increases use of contraceptive methods overall and aligns with longstanding principles of quality of care in family planning. Effectively providing a broad range of methods to clients remains a challenge for many family planning programs.  
In addition, whether or not people are able to obtain the family planning information and services they desire is affected by many factors at the policy, service community and individuals levels that either support or hinder people’s ability to access services.   
Some of these factors pose barriers and some exert pressures to use, compromising the voluntary nature of the person’s choice and their right to access the services, commodities and information they want. 
Thus, the concept of full, free and informed choice extends beyond the point at which services are delivered to look at the variety of factors that influence an individual’s ability to make decisions about family planning use. This orientation heightens awareness of the many factors at play that warrant stakeholders’ attention.  
During the day we will be discussing many factors that influence a client’s ability to make a full, free and informed choice in family planning by looking at contraceptive method choice, barriers to access and coercion, and program elements that influence the availability, accessibility and acceptability of services. 

There are many programmatic elements that need to be in place for the client to be able to freely choose the method that meets their needs.  When programs are designed with the client at the center, the program will make sure that: 
Information, services, equipment and supplies are routinely available for a wide range of family planning options
Services  of the highest possible quality, including clinical quality, effective, individualized counseling, respect for dignity, privacy and confidentiality
Voluntary access to FP and their preferred method without coercion or barriers 
Providers are objective and unbiased regarding methods and client groups; no discrimination against youth, the unmarried, minorities or other vulnerable groups
The provision of complete and accurate information about all available options and the method they choose
Community and family-supported agency and autonomous decision making 

-Then describe what is included in the wider blue semi-circle and the relationship between the two.  Emphasize that although full, free and informed choice is an important part of respecting, protecting and fulfilling human rights in programs, it is not sufficient to claim that by doing so a program is using a rights-based approach to programming. 






Examples of “Skewed” Method Mix 

While there is no “optimal” or “ideal” method mix recognized by the 
international community, there may be cause for concern when one 
method exceeds 50% of the method mix. 

4% 

63% 

29% 

4% 

Country # 1 

4% 

22% 

69% 

5% 

Country # 2 

    Long-acting       Permanent       Short-acting      Traditional 
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How Do Programs Decide Which Methods are Offered? 

Our commitments: 
(From RH Strategy, Objective 1) The share of population, who are 
aware of their right for independent and informed choice of 
reproductive behavior, as defined by reproductive health condition 
surveys, will be not less than 75%.  

 
– And Objective 26: The institutions providing reproductive health and family 

planning services will be equipped with at least three modern methods of 
contraceptives to ensure individuals can choose. 

 
However… 

In practice, this can be difficult for programs to achieve for a number of 
reasons 
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Clients’ needs change throughout their reproductive life.  A broad range of methods can support their reproductive needs as they evolve. In previous documents, the Government of Tajikistan has committed to ensuring contraceptive choice. In the 2004-2014 RH Strategy, Objective 1 states: (read first bullet), and Objective 26 states (Read second bullet).

These align with international recommendations. There is no ideal method mix, but according the UN, programs should ensure that the widest possible range of methods is available. 

For example, the provider bias that IUDs should only be given to married women or the perception that women should not have the option to choose sterilization if she has fewer than 5 children.  Or the perception that modern methods are harmful.

Reasons for which these may be difficult to achieve include donor, government, program, or provider preferences) which can lead to a limited range of options that do not fully suit all clients’ reproductive intentions and preferences. 

Changing how we think about programs – focusing on the client perspective -  can help us analyze how the methods offered do or do not meet people’s needs. 
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Remember that we talked about how women’s need for family planning can be for either spacing or limiting.

Here we can see that about 20% of married women between the ages of 15 and 49 have a demand for spacing pregnancies. That means that they want to wait at least two years before their next pregnancy. Of those women, less than half, about 9%, are using a method of family planning.

Among those women that are using family planning to space pregnancies, 65% are using the IUD.  The IUD is of course a very good method. But we have to ask ourselves: is this the method that so many women truly prefer for spacing their births?  There may be other methods that would better help a woman to space her children, especially if she only wants to wait a few years between pregnancies.
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Here, we see the same information for women who want to limit their births. That means that they do not want to become pregnant again, ever. Thirty percent of married Tajik women between the ages of 15 and 49 report that they do not want to become pregnant again, but only 19% are using a method of family planning to limit their births.

Again, we see that most Tajik limiters rely on the IUD. As we saw from the table a few slides back, the IUD is a very effective method. But for women that finish childbearing when they are still young and have many more reproductive years in front of them, the IUD might not be the best method because they will have to have it replaced. Another very good method for limiting is sterilization, but only a small proportion of Tajik limiters use sterilization.



Conclusions 

Tajik women have a desire to space and limit births 
Family planning can help Tajikistan to meet its health and development 
objectives, particularly those related to: 
– Maternal health 
– Infant and child health 
– Abortion 

Not all FP methods are the same 
Contraceptive choice matters 

 

31 



www.respond-project.org 

Presenter
Presentation Notes




	Family Planning Saves Lives:
	Overview
	Enabling Environment for Family Planning: National Development Priorities
	TFR in the Region and in Tajikistan
	CPR in the Region, Modern Methods of Contraception 
	Modern CPR by Region
	Modern CPR (Ages 15-19, 20-24 Years)
	Maternal Mortality in Tajikistan
	Unmet Need for Family Planning
	Unmet Need in the Region
	Slide Number 11
	Closely Spaced Pregnancies and Maternal and Child Morbidity and Mortality
	Adolescent Birth Rate (by Country)
	Adolescent Pregnancy
	Slide Number 15
	Benefits of Family Planning: A Key Intervention for Health and Development
	Video
	Increased Use of Contraception Contributes to Fewer Maternal Deaths in Two Ways:
	Correlation between TFR and MMR
	Effect of Birth Interval on Infant Mortality
	Health Benefits: FP Reduces Abortions
	Social and Economic Benefits of FP
	Slide Number 23
	Not All FP is the Same: The Relative Effectiveness of Various Methods in Preventing Pregnancy
	Contraceptive Choice: What it Is and Why it Matters
	Full, Free, and Informed Choice
	Examples of “Skewed” Method Mix
	How Do Programs Decide Which Methods are Offered?
	Tajikistan 2012 Contraceptive Methods and Spacing (MWRA)
	Tajikistan 2012 Contraceptive Methods and Limiting (MWRA)
	Conclusions
	Slide Number 32

