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It’s all about choice: Postpartum contraception and 
reproductive intentions 

Tubal Ligation* 
Vasectomy* 
 

Limiting Spacing LAM* 
Condoms* 
Diaphragms 
Pills 
Injectables 
IUDs* 
Implants 

* = immediate postpartum, 
all others after 6 weeks 

Presenter
Presentation Notes
The basic goal of any FP program is to meet the reproductive intentions of their clients.  Here, for postpartum programs we need to consider the options and choices available to women for the purpose of healthy timing and spacing AND for limiting future pregnancies.  My presentation today is focused on expanding choices and service options for those women whose reproductive intention is to limit – or in other words, those who have had enough!  Much has been made about the importance of healthy timing and spacing of pregnancy; I fully agree.  Not so much has been done to look at the needs of limiters – an underserved category of women, just like adolescents, and they need to be treated as such.  Slide depicts that “limiters” can use all methods of contraception, but only those who have the intent to limit can – if they choose -- use either male or female sterilization.  



Sterilization most widely used method in world  
(1 in every 4 contracepting couples) 
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Presenter
Presentation Notes
Sterilization is the most widely used modern FP method in the world.FS has more or less keeping pace last quarter-century with world’s doubling of pop growth, though not with unmet need and reproductive intentions --  



Worldwide and regional use of female sterilization 

Region % of MWRA using 
Number of users 

(in millions) 
Africa 2.1     2.6 

Asia 24.1 166.7 
Latin America/Caribbean 29.5    24.7 

Europe 4.8       5.1 

North America 24.5    11.1 

Oceania 20.8      0.9 

World 20.1      211.1 

Presenter
Presentation Notes
[This is 2001 data, but in PRB FP Worldwide, 2008, % of MWRA women using is roughly the same: NA 21%, LAC 31%, Afr 2%, World 21%]Most of sterilization users are found in Asia.  Combined China and India account for nearly 75% of world’s total users.  1 of 3 married women use FS in LAC; 1 of 4 in Asia and N.A., 1 in 5 in worldHighest prevalence in LAC; lowest % in Africa at 2% overall – but some countries higher, RSA 14% as we saw, Malawi and Kenya 5% or higher.Leads us on to our consideration of 3 country case studies, Tanzania, Kenya and Bangladesh



Female sterilization: Basics  

Minilaparotomy under local 
anesthesia (with sedation and 
analgesia) 

Can be performed immediate 
postpartum (or within 48 hours) 
interval (after 6 weeks)  

Ambulatory procedure 

Highly effective (5.5 pregnancies 
/1,000 women after 1 year) 

Very safe; few restrictions 

Does not affect breastfeeding 

 

 



Five important characteristics 

Permanent: Need to ensure counseling and informed consent 

Require suitable service delivery settings and systems  

Provider-dependent (“No provider, no program”) 

Need medical equipment, instruments & expendable medical 
supplies 

Highly effective  



Postpartum timing issues present opportunities and 
service delivery challenges 

Timing of counseling & informed consent – prior to labor and delivery: 
– Client must provide authorization or “informed consent” to indicate 

understanding of: 
> Permanence of procedure  
> Surgical procedure 
> Risks and benefits 
> No more children 
> Temporary contraception is available 
> Can change mind at any time 

– Informed consent should not be obtained during stress – labor, delivery, or 
while sedated.   

Requires “systems thinking” and linkages within/to maternity services 
to ensure quality of care and informed choice  
  



Very limited research and evidence base 

Postpartum Contraception literature – few recent 
studies include or focus on postpartum sterilization 
Current literature (mostly U.S.-based, some Latin 
America) typically focuses on surgical procedure 
and the prevalence of regret and satisfaction 
– Barriers to obtaining a desired PPTL 
– Follow-up of women with unfulfilled requests for 

PPTL 
– Factors associated with regret 

Major gaps: 
– All of the above, plus…. 
– How to address broad range of access barriers 
– Understanding the needs of postpartum limiters 



QUESTION:   
 

Is there a rationale for renewed attention for postpartum 
sterilization?  

 
What does data from Demographic and Health Surveys 

tell us?  

Presenter
Presentation Notes
Data drawn from a secondary analysis of DHS data on long-acting and permanent methods of contraception (w/ Futures Institute)40 + countries with DHS since 2000 with sufficient sample size Research question:  Who are LA/PM users and how to they differ from other users and non-users with an unmet need? For ease of analysis, methods grouped by:Traditional MethodsShort-acting MethodsLong-acting MethodsPermanent MethodsToday’s focus:  MWRA with a demand for limitingUse of permanent methods



Across the world, women using PMs have already 
exceeded their desired parity 
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Presenter
Presentation Notes
The orange bars represent the mean ideal parity among women using permanent methods, while the blue bars represent the additional parity among women using permanent methods (blue plus orange equals actual parity).  These data indicate that in nearly every country, women who undergo sterilization, or whose partners undergo sterilization, have already produced more than their ideal number of children at the time of sterilization.



FP use among all women with an intent to limit future 
pregnancies…. 
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Presenter
Presentation Notes
In all regions, a minority of women that wish to limit pregnancies are using any family planning method.  Permanent method use (the orange bar) for limiting is high only in Latin America.  The less effective short-acting methods dominate FP use for limiting in most regions. 



Percent of users (by type of method) that have exceeded 
ideal parity 
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Presenter
Presentation Notes
Here, if we focus on the orange columns, we see that permanent method users in all regions were more likely to have exceeded their desired fertility than users of long-acting methods, short-acting methods, traditional methods and non-users.We can also see an opportunity to offer permanent methods to current users of other methods or to non-users who have exceeded their desired fertility.



Family planning use among women giving birth in last 
twelve months  
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Presenter
Presentation Notes
Among women giving birth in the last twelve months in selected countries with high unmet need for limiting pregnancies, a minority are protected from additional pregnancies by the use of any family planning method-including LAM.  Permanent method use among postpartum women is nearly nonexistent in all countries but the Philippines and Nepal.



Total and met demand to limit among postpartum 
women (birth in the last 12 months)  
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Presenter
Presentation Notes
Low postpartum FP use for limiting does not indicate a lack of demand for limiting pregnancies; in the select countries with a high unmet need for limiting, demand for limiting far exceeds use.



High unmet need—only tip of iceberg 

Presenter
Presentation Notes
High unmet need is only tip of iceberg: What is really important is that family planning programs meet their clientele’s reproductive intentions.And unfortunately family planning program performance is more suboptimal with respect to helping people to fulfill their reproductive intentions than it even is with respect to their meeting unmet need.  



Method use among postpartum women with 
reproductive intention to limit 
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Presenter
Presentation Notes
Less than half of postpartum women with a demand to limit pregnancies in most of these selected countries are using any method of family planning.  Use of short-acting and traditional methods exceeds permanent or long-acting methods in every country.



Potential Market: #’s of MWRA currently using and with 
intent to use female sterilization in Africa 
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Presenter
Presentation Notes
Current CPR and intent-to-use figures among married women of reproductive age from StatCompiler (all Demographic and Health Surveys within the past five years).Estimated population of MWRA in 2010 from United Nations Population Projections.



Potential Market:  #’s of MWRA currently using and with 
intent to use female sterilization in Asia and LAC 
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Presenter
Presentation Notes
Current CPR and intent-to-use figures among married women of reproductive age from StatCompiler (all Demographic and Health Surveys within the past five years).Estimated population of MWRA in 2010 from United Nations Population Projections.



Percent of births delivered in facilities declines with 
parity 
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Presenter
Presentation Notes
However, in all regions, women are most likely to deliver in a facility for their first birth, then the likeliness of facility delivery declines with each subsequent birth.  Note in particular the difference between the orange line, representing facility delivery for the first birth, and the blue and yellow lines, representing facility delivery for the fourth, fifth, sixth and subsequent births.  After reaching their desired parity, many women may be delivering outside of the health system and the opportunity for offering postpartum FP is reduced among higher age/higher para (and higher risk) women. 



Reconsidering sterilization and regret….. 

Regret: 
– Age at sterilization 
– Family size 
– Changed family circumstances 
– Number of male offspring 
– Timing of sterilization 

 

Lack of choice (of service) = 
different kind of regret: 

– Unintended pregnancy (with health 
consequences 

– Exceeding desired family size 
– Lack of access = lack of equity 
 

…..Need a new balance 

Presenter
Presentation Notes
Because of sterilization’s permanence and surgical nature, there has understandably been a focus on reducing regret following a woman’s choice of this particular contraceptive method.  We know the factors that contribute to this choice. Postpartum timing is one such factor. As important as this is there is a flip side.  We must also consider what happens when a woman is denied a request or is unable to access a full range of options, including sterilization.  In the US, female sterilization is the leading contraceptive method and half of the sterilizations are provided postpartum there is much more interest in studying access barriers and follow-up of women with unfulfilled requests.  There is anecdotal evidence of women in developing countries with unfulfilled requests, plus many places where TL is provided during C-sections.  Given that C-sections are done for medical indications, is this really the best way to support a woman’s voluntary informed choice? 



Reconsidering postpartum sterilization…… 

An important option for those women who have reached their desired 
family size 
Postpartum FP programs are missing the opportunity to explore the 
needs of women with the reproductive intent to limit.  
More study needed to understand how best to serve the needs of 
“limiters,” especially in the postpartum period.  
Providing quality FP/RH services in a context of choice requires 
attention to health systems strengthening – the WHO six building 
blocks and beyond. 
 
“The rocket science in health and health care is how we deliver it.” 
    - Dr. Jim Yong Kim, President, Dartmouth College 

 
 

 …good for women; good for health systems 

Presenter
Presentation Notes
Need to make more contraceptive options and services (including when those services happen) to meet the needs of women – especially those with the intent to limit.In FP programming, providing  QUALITY postpartum tubal ligation in the context of free and informed CHOICE is complex. Doing so requires solving many quality of care, access and systems issues.  In the words of Dr. Jim Yong Kim, we need to rethink fundamentally the science of health care delivery and root it in systems thinking.  In the end, we need more choice → client satisfaction and use → program effectiveness → greater impact



www.respond-project.org 
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