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CONCLUSIONS

From a program perspective, more emphasis on long- acting
and permanent method provision might lead to greater pre-
vention of unintended pregnancy and lower costs; howev-
er, such emphasis should not be at the expense of women’s
method choices to meet their goals for both spacing and lim-
iting. Ideally, women would progress from shorter- to
longer-acting methods, and finally to a permanent method
when they were sure that they would not want more chil-
dren. As a result, unplanned pregnancies would decrease
and the costs of providing contraception would decline. In-
stead, according to our analysis, the opposite may have oc-
curred in some of our study countries: Costly short-acting
methods (especially the injectable) have become more wide-
ly used, regardless of age and fertility intention.

Despite dramatic increases in family planning, about
one in six married women continue to have an unmet
need. Given the decrease in donor funds for contraception
as funds have been reallocated to HIV and AIDS pro-

Differences in method mix trends have cost implications
for family planning programs. Our results for Indonesia and
Malawi illustrate this point. In Indonesia, the proportion of
limiters relying on injectables rose as the proportion using
long-acting and permanent methods declined. Meanwhile,
in Malawi, the proportion of limiters relying on long-acting
methods and the proportion using injectables both in-
creased. All else being equal, in areas where limiters tend to
adopt relatively inexpensive, long-acting or permanent
methods at fairly young ages, continuation rates would be
higher and contraceptive costs would be lower than in areas
where such limiters rely on the injectable or other more-
 expensive, short-acting methods. 

Increasing availability of contraceptive implants or de-
velopment of new or less-expensive options, particularly in
long-acting reversible methods, would widen contraceptive
choices and could reduce contraceptive costs for country
programs. Although many implants are costly, perhaps even
more costly than injectables if used for a short period of
time, a low-cost implant such as the one recently registered
in Kenya could prove to be a more cost-effective alternative
to injectables, even if used for short periods of time.10

Although the importance of the injectable in the
method mix raises potential programmatic concerns, es-
pecially for limiters, it is important to recognize the posi-
tive impacts of the introduction of the method. Overall
contraceptive use increased in all 13 countries we exam-
ined, and increased by at least 10 percentage points in 11
of those. The injectable, by increasing women’s choices
and providing an alternative to methods that are coitus-
 dependent or must be taken daily, likely contributed to
this gain—particularly in countries that had very low con-
traceptive use only 10–15 years ago. 

Limitations
This study has several limitations. Although our results
 indicate that long-acting and permanent method use
 declined in most countries after the introduction of the
 injectable, we cannot definitively conclude that the popu-
larity of the new method was the cause. The decrease could
be explained by a host of other program and policy con-
cerns that could include the shifting of funds from family
planning to other public health priorities or increased at-
tention to emerging family planning priorities, such as
method provision for youth, lengthened interval between
marriage and a first birth for newlyweds or the use of bar-
rier methods for dual protection against pregnancy and STI
prevention for individuals with risky sexual behavior—all
of which are unlikely. 

An additional limitation was that all analyses were re-
stricted to the years in which data were collected in each
country, and the length of time between the first and last
survey varied widely across countries. Further, it is im-
possible to determine whether the time period for which
data were available best captures the period in which in-
jectable use increased. In fact, the trends described in this
paper may be in flux.

TABLE 3. Distribution of countries, by comparisons between percentage point
changes in injectable use and in any modern method use, according to subgroup

Category DMPA dominates DMPA does 
not dominate

DMPA/any DMPA/any DMPA/any DMPA/any 
>1.0 =1.0 =0.5–0.99 <0.5

Spacers 2 (Indonesia, 2 (Bolivia, 5 (Haiti, Malawi, 4 (Egypt, Nepal,
Nicaragua) Kenya) Namibia, Peru, Zambia, 

Tanzania) Zimbabwe)

Younger limiters 4 (Indonesia,  4 (Bolivia, 3 (Egypt, Malawi, 2 (Nepal, 
Kenya, Haiti, Peru, Tanzania) Zambia)
Namibia, Zimbabwe)
icaragua)

Older limiters 2 (Indonesia, 2 (Haiti, 6 (Bolivia, Egypt, 3 (Malawi, Peru,
Nicaragua) Namibia) Kenya, Nepal, Zambia)

Tanzania, Zimbabwe)

Total 8 8 14 9

Notes: DMPA=the injectable (depot medroxyprogesterone acetate). The injectable was considered to have dom-
inated a country’s change in modern method use if its use accounted for at least 50% of the change in use of any
modern methods. Spacers were women who reported wanting more children, but not in the next two years.
Limiters were women who reported not wanting any more children. Younger limiters were those younger than
35; older limiters were 35 or older.

TABLE 4. Change between first and last surveys in the
 percentage of limiters using specific long-acting and
 permanent methods

Country Sterilization IUD Implant

Bolivia –1 –3 0
Egypt 0 11 1
Haiti –3 0 1
Indonesia –1 –16 –1
Kenya –3 –3 3
Malawi 10 –1 1
Namibia –9 –2 0
Nepal 1 1 0
Nicaragua –5 –3 0
Peru 6 –8 0
Tanzania 3 –1 1
Zambia –6 –1 1
Zimbabwe –3 –1 2

Note: Limiters were women who reported not wanting any more children.


