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Worldwide, more than half of the 1 billion
women of reproductive age (15-49) are
using some form of contraception (see
Figure 1, page 2). Nevertheless, in devel-
oping countries over 100 million women
have an “unmet need” for contracep-
tives—commonly defined as an expressed
desire to avoid or delay becoming preg-
nant—vyet, due to a variety of barriers,
they are not using contraception. The
United Nations Population Fund (UNFPA)
estimates that, between 2000 and 2015,
demand for contraception will increase
about 40 percent due to population growth
coupled with an increase in the propor-
tion of the population using contraception.
UNFPA projects that by 2050 the total
fertility in the 49 least-developed countries
will decrease to 2.5 children per woman.!
In developing countries, the propor-
tion of couples using contraception has
increased from 10 percent in the 1960s
to approximately 60 percent today. Not
all contraceptive users are alike and no
single contraceptive method is perfect

for all. In order to increase contraceptive
prevalence it is essential for family plan-
ning programs to ensure access to a wide
range of methods. This allows women and
men to choose the methods that best meet
their needs for spacing or limiting births
over the course of their reproductive years.

Even when contraceptive supplies are
available in sufficient variety and number,
barriers to use remain. These include
quality of care and service, costs, accessi-
bility (especially for marginalized groups),
and the concerns and fears that surround
the use of many contraceptives. Often
influenced by outdated information or
rumors, providers and clients may unnec-
essarily mistrust a particular contracep-
tive and therefore not consider it for use.
Providers and counselors must have the
most up-to-date information in order to
best address their clients’ concerns (see
text box on Georgia, page 2).

This Outlook article addresses trends,
developments, and improvements in
several key reversible methods of contra-
ception—IUDs, hormonal implants, and
contraceptive pills—and examines two
new options: the hormonal contraceptive
patch and vaginal ring. It complements
Outlook, vol. 20, no. 2 (February 2003),
which discussed female barrier methods
for contraception and HIV preven-
tion. Male and female condoms, critical
components in the intersection of family
planning and HIV prevention programs,
will be covered in an upcoming issue of
Outlook, as will voluntary sterilization.

Trends in contraceptive use:
method mix is key

The most commonly used form of contra-
ception worldwide is female sterilization.
The next most popular methods in devel-
oping regions are the intrauterine device
(IUD) and oral contraceptives (see Figure
2, page 3). The availability and use of
contraceptives vary widely by region and
by country, however. For example, women
in sub-Saharan Africa are more likely to
rely on oral contraceptives or traditional
methods than their counterparts in Latin
America and Asia. In Asia, IUDs account
for a greater proportion of contraceptive
use than in Latin America; sterilization is
commonly used in both regions.’
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Figure 1. Percentage of women of reproductive age tially by country. Broadly disseminating
evidence on safety and effectiveness

currently using contraception, 2003. can help alleviate provider and client

concerns about IUDs and increase
access to this underutilized method.
There are a variety of IUDs avail-
able throughout the world, including
inert devices, copper-bearing IUDs,
and progestogen-releasing systems (see
section on Mirena, page 3). Medical
experts no longer recommend use of

grzlvé?::ge“ve inert IUDs, although they suggest that
0% if current users are satisfied with the
method, there is no need to have it
20-39% removed.’ They also advise that older
[T 40-59% copper-bearing devices, such as Copper
B >60% T200 and Copper 7, no longer be used.
1 No data There are a large number of copper-

bearing IUDs available internationally;
the Copper T380A (also known as
TCu380A or the Copper-T) is the most

Source: United Nations®

An appropriate mix of afford- method introduced into the method effective and most widely used world-
able, safe, and effective contraceptive mix attracts a segment of the popula- wide.’ In a long-term, randomized
methods is one that includes short- and  tion, including couples not using the trial, the TCu380A had a cumulative
long-term methods that meet the needs  already available methods. pregnancy rate of 2.2 per 100 women
of women and men throughout their - . after 12 years of use. Failure rates in

o reproductive years. Increasing contra- IUDs: underut.lllzed in the first year of use typically are below

2 ceptive method choice is a critical many countries 1 percent.® The pregnancy rates experi-
component of quality family planning Research provides clear evidence that enced with the TCu380A are at least as
programs. Contraceptive availability the TUD is a highly effective and safe low as pregnancy rates among sterilized
and choice are strongly associated with ~ option for medium- to long-term women in the United States,*” making
use, increased continuation rates, and contraception. Yet its acceptability to IUDs a very effective, long-term revers-
total contraceptive prevalence.* Each clients and providers varies substan- ible option for women.

Care for Each Other: improving reproductive health services in Georgia

Programs seeking to reduce unmet need for contraceptives must address both providers and clients to improve the quality
of reproductive health services. Johns Hopkins University/Center for Communications Programs (JHU/CCP) began one
such effort in Georgia in 2000 with the Care for Each Other campaign.®

Like many countries in Eastern Europe and Eurasia after the dissolution of the Soviet Union, Georgia had a low birth
rate, a low rate of contraceptive use, and a high rate of abortion. Lack of information, poor quality of products, and unreli-
able availability kept the demand for modern contraceptive methods low. Provider bias and widespread client fears about
the side effects of hormonal contraceptives added to the preference for abortion over routine contraceptive use.

Care for Each Other’s objectives included increasing the use of reproductive health facilities for family planning and the
demand for modern contraceptive methods. Specialists offered providers training in service delivery and family plan-
ning counseling as well as updates on contraceptive technology. The campaign produced informational materials for both
clients and providers on women’s health, family planning, and sexually transmitted infections (STIs). Along with media
promotion, Care for Each Other used its logo on posters, clinic signs, and pins to identify providers and sites offering the
updated services. Finally, the program set up a hotline so that all Georgian women, including those who could not meet
with a service provider, would have the information necessary to help them make decisions about contraceptives.

An evaluation survey revealed the progress made during the three-year campaign in Georgia. Modern contraceptive
use among married women in Tbilisi increased from 25 percent in 2000 to 37 percent in 2002. At the same time, the abor-
tion rate for the same group declined from 45 percent to 28 percent. In addition, clinic attendance rose sixfold, indicating
an increase in clients’ awareness of reproductive health services and confidence in the providers’ skills.




Most women can use IUDs

The World Health Organization’s
(WHO) Medical Eligibility Criteria

for Contraceptive Use advises that the
copper-bearing IUD is a safe choice
for a wide variety of women and under
many conditions.” Women for whom
hormonal methods are not recom-
mended—women who smoke, have
high blood pressure or diabetes, or

are breastfeeding—can safely use the
copper-bearing IUD. Insertion of the
device can be done safely postpartum,
postabortion, or in breastfeeding
women. In addition, IUDs can gener-
ally be used by nulliparous women and
women less than 20 years of age, with
no adverse effects on future fertility,'*-2
although the risk of expulsion is
increased among these women. Finally,
the relatively common practice of
restricting insertion until a woman has
her menses is not necessary assuming
it is known she is not pregnant. Tools,
such as Family Health International’s
provider checklist, can help providers
assess clients’ pregnancy risk.”

Barriers to IUD use

Why does use of IUDs lag behind that
of other methods in many countries?
Barriers to IUD use include client and
provider bias on IUD safety; a limited
number of appropriately trained
providers who are confident in [IUD
insertion skills; limited access to sterile
supplies; concerns about the links
between IUD use and STI/HIV acquisi-
tion; and costs, especially in terms of
time and effort, for providers to insert
an IUD. For programs and clients, up-
front costs can present a major barrier
in some settings.'* For example, in
Kenya, a woman living in an urban area
may pay as much as 100-200 shillings
(US$1.28-2.56) for an IUD insertion,
compared with 10-50 shillings for a
packet of contraceptive pills or a Depo-
Provera injection. Starting about one
year after the initial visit, however, the
cumulative annual costs of pills and
injections far exceed the one-time cost
of IUD insertion, making the IUD one
of the most cost-effective contraceptive
methods available.”®

Fears. Despite approxi-
mately 15 years of
evidence that IUDs

are safe, provider bias,
safety concerns, and
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Figure 2. Contraceptive use

among married women in
developing countries, late 1990s.

client fears remain '\’?Iolle' ’ Traditional  Other
common. Some Z OZ” ization g],/oeTQOdS / 1%
concerns about poten- \ Not using
tial side effects, such as Fernale a method
increased bleeding and sterilization 40%
cramping, are based on 22%
accurate information.
Others are not, such

Condom

as fears that the IUD
can migrate outside of
the uterus; can cause
cancer, infertility, or 4%
even death; and in
cases of pregnancy, can
become lodged in the

3% T\

Injection

Pill
IUD &%

15%

Source: Population Reference Bureau 2003.%°

body of the infant.'¢!8
Another misperception
is that IUDs work by
preventing implantation of a fertilized
egg; the majority of research suggests,
in fact, that the main mechanism of
action for IUDs is through preventing
fertilization. Counseling can ease
or give context to these concerns by
offering accurate information that
allows clients to reassess risks.
Side effects. The main disadvantage of
the copper-bearing IUD is the increased
incidence of prolonged or heavy
menstrual bleeding and cramping, and
mid-cycle spotting. These side effects
generally decrease after the first several
months of use. Another consideration
is the potential for unexpected expul-
sion of the IUD, which is generally
highest among young or nulliparous
women during the first few months
of use. New designs of smaller IUDs
specifically for nulliparous women are
being evaluated." Finally, concerns still
exist about the association of IUDs and
pelvic inflammatory disease (PID), even
though the evidence suggests no addi-
tional risk (see sidebar, page 4).
Previously, IUD use was not recom-
mended for women infected with HIV.?
Data from a study in Kenya, however,
suggest that HIV-infected women may
safely use IUDs without increased
frequency or severity of complications.”

Likewise, recently revised WHO guide-
lines state that HIV-infected women
generally can use IUDs if the infection
has not progressed to AIDS. Women
with AIDS currently using an IUD gener-
ally can continue to use it, although
IUD insertion is usually not recom-
mended for women with AIDS who
are not under treatment (unless other
methods are not available or appro-
priate).’ Further research is necessary
to confirm the IUD’s long-term safety
when used by HIV-infected women."!

Levonorgestrel-releasing
IUD (Mirena)
The levonorgestrel-releasing intra-
uterine system (LNg-IUS), commonly
known by its brand name Mirena, is
even more effective than the TCu 3804,
providing a level of effectiveness equal
to or surpassing Norplant implants
and sterilization. The pregnancy rate
using Mirena is reported at 0.1 per
100 woman-years at one year with a
cumulative rate of 0.7 per 100 women
after 5 years of use. Mirena is approved
for 5 years of use, but studies suggest
that it could be effective up to 7 years.”
It is currently available in more than
50 countries.

Rates of adverse events such as PID
and expulsion associated with Mirena




Ouftlook
Volume 21 Number 1

are low and comparable to, if not lower
than, rates reported for TCu380A use.
Many women experience some spot-
ting or intermenstrual bleeding in the
first months after insertion of the IUD;
this side effect tends to dissipate over
time.” Overall, the continuous release
of progestin markedly reduces blood
loss and menstrual pain compared with
the TCu380A.

In a study of 160 women using
Mirena, 89 experienced amenorrhea (little
bleeding or lack of menses) at some point
during 36 months of use; 75 of these
women experienced complete cessation
of their menses from the time of inser-
tion.”» Amenorrhea can cause women
to worry that the method has failed and
that they might be pregnant. Appro-
priate counseling about the menstrual
irregularities and amenorrhea associ-
ated with Mirena could increase user
acceptance, continuation, and satisfac-
tion with the method, as well as alle-
viate concerns about method failure.*

Contraceptive implants:
increased options

Almost 15 years have passed since the
U.S. Food and Drug Administration
first approved the Norplant contracep-
tive implant. Today there are at least
five contraceptive implants available

or under development (see Table 1,
page 5). All use a similar mechanism: a
continuous dose of a synthetic proges-
togen is released from one or more
small tubes that are placed under the
skin of a woman’s arm. The implants
are made of silicon or plastic. They may
remain effective for as long as seven
years depending on their configuration.
Since implants contain progestogen
only, they have broader medical eligi-
bility criteria than combined estrogen/
progestogen hormonal contraceptives.
There are very few conditions for which
the use of progestogen-only contra-
ceptives—including implants, Depo
Provera and Net-En injectables, and
progestogen-only pills—is restricted.

Norplant, a six-capsule implant
approved for five years of use, is
extremely effective at preventing preg-
nancy (0.1 pregnancies per 100 women
during the first year of use). Studies
found its effectiveness comparable to
sterilization and copper-bearing IUDs
and reported little risk of major health
events.” Even though Norplant was
introduced with considerable care, it
received early criticism for program-
matic difficulties in the introduction,
insertion, and removal of the device.
Provider training, infection preven-
tion, and counseling on side effects all
improve the quality of implant service
delivery. Norplant’s successor, Jadelle, is
a two-rod system designed to provide
equal contraceptive effectiveness (for
up to five years) but be easier and
faster to insert and remove. A third
implant, Implanon, is a single-rod
device approved for three years of use.
The available evidence suggests that it
is just as safe and effective as the other
implants on the market. Implanon’s

>
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thin, single rod is inserted with a
special applicator. This technique differs

IUDs and pelvic inflalmmatory disease (PID)

Over the years, data from observational studies have reported an associa-
tion between IUD insertion and PID. Further analysis, however, reveals that
these studies typically suffered from inappropriate comparison groups, weak
diagnostic standards, and other confounding factors that have led to incor-
rect estimates of the risk of PID associated with IUD use.'? In contrast, data
from randomized controlled trials comparing various types of IUDs are very
reassuring. An analysis of 12 randomized trials comparing various IUDS that
collected data on 22,908 IUD insertions and 51,399 woman-years of follow-up
showed the rate of PID among all IUD users was 1.6 cases per 1,000 woman-
years of use. Furthermore, the risk of developing PID appears highest in

the first 20 days after insertion and then decreases and remains consistently
low—a comparable level to that of the general population—for up to 8 years.”

Any woman with gonorrhea or chlamydia is at an increased risk of devel-
oping PID. Researchers have questioned whether inserting an IUD when a
cervical infection is present could increase the risk of PID by introducing the
infection into the uterus.* In fact, the risk of PID attributable to IUD inser-
tion is as low as 0.15 percent.?” A recent shift in WHO’s guidance for medical
eligibility criteria suggests that even in settings where STI prevalence is high,
IUDs generally can be recommended for most women except those with “very
high individual risk of exposure” to gonorrhea and chlamydia.’

Finally, researchers also have examined the use of prophylactic antibiotics
at the time of IUD insertion as a method to reduce the risk of PID. In general,
the use of prophylactic antibiotics for IUD users has not proven cost-effec-
tive. The risk of PID is so low that the prophylactic use of antibiotics is neither
needed nor justified.?®

from Norplant and Jadelle, so family
planning programs switching from one
system to another will need additional
provider training to ensure quality
service delivery.

Nestorone is a single-rod implant that
releases the synthetic hormone nesto-
rone, currently under development
by the Population Council. The U.S.
FDA has not yet approved nestorone,
but trials indicate that that is safe and
effective for use as a contraceptive for
up to two years.*® Preliminary evidence
shows the progestogen nestorone is an
inactive steroid when ingested orally.
Thus its suitability as a contraceptive for
breastfeeding women is under evalua-
tion. Norplant, Jadelle, and Implanon
contain steroids that remain active
when ingested by an infant and may
have negative effects on infant growth
and development.*!

Elcometrine is a single, nestorone-
filled capsule that was registered for use
in Brazil in 1998 by the South to South
Cooperation in Reproductive Health.
As with Nestorone, studies are being



conducted to determine its potential
as a safe contraceptive for nursing
mothers.””

Barriers to implant use

Aside from the cost of product and
service delivery, which can be a signifi-
cant barrier, many potential users have
concerns about the consequences of
using implants. Some of these worries
are the product of rumor and misper-
ception; others are based on real side
effects. In assessing particular clients’
needs, providers must accurately
describe the safety and effectiveness of a
contraceptive, including side effects and
potential complications.

Women considering implants may
worry about difficulty with removal,
slow return to fertility, and abnormal
periods.**** In the first instance, diffi-
culty during Norplant removal is often
linked to improper insertion or lack
of adequate provider training. Newer
models that use fewer rods or capsules
make both insertion and removal easier.
Although removing an implant is a little
more difficult than inserting it, trained

providers can remove it whenever the
client wants. Ensuring that clients have
access to providers trained to remove
implants upon request is crucial to
acceptance of the method.

Clients who are worried about how
soon they can become pregnant after
using an implant can be reassured that
fertility returns immediately for most
women. Normal menses occurs in as
soon as one month’s time; sometimes
it is delayed a little longer. For women
wishing to avoid pregnancy, alternative
contraception is needed immediately
after removing the implants.*

The third issue—the one that causes
the most concern for some implant
clients—is the irregular bleeding
patterns many users experience
(common among users of all progestin-
only contraceptive methods). Women
using Norplant and Jadelle frequently
report heavy, prolonged, or irregular
menstrual bleeding during the first
year of use. These problems tend to
diminish with use, and studies suggest
that the total monthly blood loss is
usually no greater than the amount

Table 1. Contraceptive implants
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lost during normal menstruation.
Nonetheless, bleeding problems were
cited by 13.7 percent of women who
discontinued using Norplant during a
five-year postmarketing study.”

Implanon, on the other hand, is
more often associated with amenor-
rhea or infrequent bleeding.*® Research
suggests that as many as 50 percent of
Implanon users experience infrequent
menses or amenorrhea during the first
three months.* Irregular or prolonged
menstrual bleeding can cause disrup-
tions in womens lives, especially in
cultures that prohibit women from
social and religious interactions during
their menses and where hygiene during
menses is a challenge. For this reason,
amenorrhea tends to be better tolerated
than irregular or prolonged bleeding.”
Counseling during the initial visit is
crucial to a client’s ability to make an
informed choice of method.

Combined oral
contraceptives

Combined oral contraceptive (COC)
pills have been on the market inter-

Device Effectiveness
(Developer) Design | Hormone duration Availability  Comments
Norplant (Population 6 capsules | Levonorgestrel | Approved by U.S. FDA | More than 60 | Currently used by about six
Council) for 5 years countries million women. Research shows
effectiveness up to 7 years.
Jadelle (Population 2 rods Levonorgestrel | Approved for & yearsin | 13 countries; Easier to insert and remove
Council) 11 countries; approved | registrationin | than Norplant (2 rods instead
for 3 years in Indonesia | 30 more®? of 6 capsules).
and Thailand®
Implanon (Organon) 1 rod Etonogestrel Approved by U.S. FDA | More than 40 | Inserted through a special
for 3 years countries applicator (additional provider
fraining may be required).
Nestorone (Population | 1rod Nestorone Research indicates 2 Under devel- | Research is ongoing to
Council) years® opment determine if Nestorone could
be used by women who are
breastfeeding.
Elcometrine (South o 1 capsule | Nestorone Research indicates 6 Brazil Also being investigated for use
South Cooperation in months3? by women who are breast-
Reproductive Health) feeding (see above).

Note: Variations on Norplant and Jadelle are manufactured and marketed in China as Sino-implant Domestic No. T and Sino-
implant Domestic No. 2, respectively.®?

Source: Adapted from WHO 2003.%
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nationally for some 40 years. The
COC:s that are now distributed in most
countries contain lower hormonal
doses than earlier, high-dose pills, yet
are equally effective and have fewer
contraindications and side effects.
When taken consistently and correctly
(at the same time every day), they have
a failure rate of less than 1 percent

in the first year. As

typically used, the

failure rate increases

to 6-8 percent in the

first year. Pregnancies

due to inconsistent or

incorrect use of the

pill remain a problem.

Women choosing

COCs must be

thoroughly counseled

on how to use them

correctly.

The risk of stroke
and heart attack is
greatly reduced with low-dose COCs
(compared with the earlier high-dose
pills). Nonetheless, their use is contra-
indicated in women who smoke and are
over 35 years old, have high blood pres-
sure or diabetes, have an unexplained
history of venous thrombosis (blood
clotting), or are breastfeeding.

Women for whom COC use is
appropriate also may choose combined
injectable contraceptives such as
Cyclofem and Mesigyna (which, like
COCs, include both estrogen and
progestin). They have similar contra-
indications to COCs but may have
reduced side effects.” Combined inject-
ables are administered once a month,
which reduces the risk of non-compli-
ance associated with remembering a
daily pill.

Fears, side effects, risks, and
benefits

Despite the improvement in oral
contraceptives, myths and fears about
their use abound. Women may worry
that the COCs cause birth defects,
breast cancer, or other cancers.
Providers can reassure clients that
low-dose COCs do not cause birth
defects nor do they increase the long-

term risk of breast cancer. For women
with persistent human papillomavirus
(HPV) infections, it does appear that
long-term COC use contributes to an
increased risk of developing cervical
cancer (though the number of cervical
cancers that result from long-term COC
use is thought to be very small).*®

Other common concerns are that

COC use can
lead to infer-
tility, that the
hormones build
up in a woman’s
body, or that a
woman should
“take a rest”
from contracep-
tive pills period-
ically. Research
shows that none
of the concerns
are real risks.
Fertility returns
shortly after discontinuing COCs;
ovulation typically resumes within a
week or two. The hormones in COCs
do not build up in healthy women who
are free of kidney and liver disease.
“Taking a rest” was recommended in
the 1960s, when hormonal methods
were first introduced. There are no
benefits for health or fertility, however,
and the risk of unintentional pregnancy
increases significantly.*'~*

Clients should be counseled about
the real side effects from taking COCs:
occasional breakthrough bleeding
between periods (especially during
the first three months or when one or
more pills are missed accidentally),
breast tenderness, and, infrequently,
nausea (also during the first few months
of use). Providers should also advise
women about the risks. Even with the
low-dose, standard formulation pills,
users have a threefold greater risk of
the formation of blood clots than non-
users. The occurrence of blood clots is
very rare, however, and so the absolute
risk is minimal. In making contracep-
tive decisions, clients also should be
aware of the non-contraceptive benefits
that COC use provides. These include
reduced incidence of noncancerous

breast cysts, fewer menstrual disorders,
and protection against ectopic pregnan-
cies, ovarian and endometrial cancer,
and iron-deficiency anemia.

Extended-cycle oral
contraceptives

In September 2003, the U.S. FDA
approved Seasonale, an extended-cycle
regimen of oral contraceptive pills. It
was developed for those women who
prefer less frequent menstruation (for
convenience or for reduction in pain
and discomfort). The hormones in
Seasonale (levonorgestrel and ethinyl
estradiol) are not new, but the new
regimen allows women to take the pills
for 84 consecutive days followed by

7 days of inactive pills. Thus women
reduce the number of menstrual cycles
from once a month to once every three
months. Data from a clinical trial indi-
cate that during the initial 84-day cycle,
women experience more breakthrough
bleeding than women on the 28-day
cycle. This breakthrough bleeding
decreased with each additional cycle,
until its level was comparable to that of
the standard COC regimen.*

New options in hormonal
contraception

Researchers continue to work on new
hormonal contraceptive formulations
and delivery systems to improve ease

of use for women. Described below are
two highly effective methods. They have
the same contraindications as other
combined hormonal methods.

Contraceptive ring

In October 2001, Organon Interna-
tional received U.S. FDA approval for
NuvaRing—a contraceptive vaginal
ring that continuously releases a
combination of low-dose estrogen and
progestin. The thin, flexible ring is
inserted into the vagina for three weeks
at a time and then discarded. A new
ring is inserted one week later—regular
menstrual bleeding typically occurs
during the ring-free week. Although
no randomized clinical trials have been
conducted, a large multicenter study of
the contraceptive ring found its safety
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and effectiveness were comparable to
that of COCs. Introduced primarily in
Europe, NuvaRing is currently available
in 11 countries and costs US$30-35.
The ring’s advantage is its ease of use.
Insertion and removal are not provider
dependent and,
once inserted,
the ring does
not require daily
attention. The
most common
adverse events
reported by
women using
the ring in the
first year were
headache (5.8%),
vaginitis (5.6%), vaginal discharge
(4.8%), and product-related effects
such as expulsion or feeling the ring
during intercourse (4.4%). Overall,
15.1 percent of women discontinued
use due to these and other side effects.*

Transdermal patch
A new form of hormonal contracep-
tive offers women convenient, once-
a-week dosing that health experts
anticipate will reduce client errors
such as forgetting to take COCs every
day. The contraceptive patch, manu-
factured under the name OrthoEvra
(Ortho-McNeil Pharmaceuticals) is
a small, thin, adhesive plastic square
that a woman applies weekly to her
arm, shoulder, torso,
abdomen, or buttock.
It continuously
releases low-doses
of estrogen and
progestin through
the skin and into
the bloodstream
for seven days, after
which the woman
removes the patch
and replaces it with a
new one. A woman applies a patch each
week for three consecutive weeks in
the cycle. During the fourth, patch-free
week, she has her menses.

Randomized trials comparing the
patch to COCs found they have similar
efficacy rates.* Women using the patch

Source: Orthoevra website.
www.orthoevra.com.

had more self-reported compliance
than women using COCs, likely due to
increased ease of use.*** In early cycles
of patch use, women had more inter-
menstrual bleeding and spotting than
COC users, although this difference
dissipated by the third cycle. They also
experienced more headaches, breast
tenderness, and dysmenorrhea than the
COC group. Skin irritation around the
site of patch placement was reported
by 20 percent of women but only 2.6
percent of women who discontinued
use reported skin irritation as the
reason.*® The cost of the patch (about
US$36) is not yet subsidized for the
public sector, placing it, like the ring,
out of reach for many women in devel-
oping countries.

Conclusion

Fundamental contraceptive mecha-
nisms available have changed little in
the past decades. Researchers have
focused on reducing side effects and
improving method delivery systems
so that new contraceptive methods are
more convenient and acceptable to both
clients and providers. Research on long-
term reversible contraceptives—such as
the copper-bearing and levonorgestrel-
releasing IUDs and new generations
of implants—has led to methods that
provide clients with highly effective
protection. Developments in implants,
in particular, have improved inser-
tion techniques, and thus
increased safety for clients
and efficiency for providers.
Newer contraceptives, such as
the contraceptive patch and
ring, are designed to increase
effectiveness, compliance,
and continuation by offering
clients methods that are less
provider-dependent and that
do not rely on daily regimens
of pills. These changes expand
the contraceptive method mix, adding
more choices for women and men who
wish to limit or space pregnancies.

Not everyone currently benefits
from these new advances. Consider-
able financial, geographic, and service
delivery barriers often limit the supply
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of and access to new contraceptive
methods in developing countries.
Concerted efforts are needed to increase
availability of methods as well as to
ensure that clients and providers have
clear, accurate, and timely information
on safety and effectiveness of both new
and old products. Continued support
from the international development
community is crucial to guaranteeing
that couples worldwide will benefit
from ongoing research and develop-
ment in contraceptive methods.
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