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Abstract

Background: Contraception in many developing countries is characterized by high unmet need, irregular access, low utilization and
presumed demand for long-acting reversible contraceptives (LARCs).
Study Design: A 13-country initiative focused on increasing consumer demand and high quality services for intrauterine devices (IUDs)
began in 2009. Services were provided through (a) private sector-franchised or affiliated clinics; (b) providers seconded to the public sector
and (c) special “event” days. Client intake data are used to compare the profile of IUD acceptors with IUD users from representative national
datasets of select countries, as well as examine trends in IUD uptake.
Results: During 2009–2010, 575,601 IUDs were inserted across the 13 countries. Compared to national IUD users, users in this project were
slightly younger and less educated. Among IUD acceptors, 24% used no modern method at the time of IUD initiation, and 28% reported
injectable use in the three previous months.
Conclusions: Convenient, quality, affordable services with demand creation can result in significant uptake of LARCs in settings with
low use.
© 2013 Elsevier Inc. All rights reserved.
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1. Introduction

Long-acting reversible contraceptives (LARCs), like
intrauterine devices (IUDs), are among the most efficacious
and cost-effective means of family planning, as well as being
an important way of reducing unintended pregnancy, as they
are not dependent on user adherence [1–3]. However, in
developing countries, LARCs remain largely underutilized
despite high levels of unmet need and availability for 40
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years [4]. Reasons for lack of uptake include misperceptions
about the safety and efficacy of LARCs, perceived lack of
consumer demand, inadequately trained providers and the
relative complexity of providing LARCs compared with
short-term methods [5]. To address these issues, a number of
attempts have been made to revitalize LARCs, particularly
IUDs, which are cost-effective and have high satisfaction
rates [3,6–8]. However, such programs have not generally
been successful, and utilization rates remain low in many
developing countries [9]. Although the reasons for low
LARC use are unclear, they may relate to the fact that
demand creation and service delivery activities have often
been provided in disjointed and uncoordinated programs or
without private sector involvement [10]. In this paper, we
describe a 2-year intervention of Population Services
International (PSI) promoting and providing LARCs using
a comprehensive and integrated approach [11].
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Table 1
Approaches used for IUD delivery

Channel type Description Country

Outreach clinic event days -Franchises screen clients and performs LARC insertions over
1–3 days
-PSI often helps with logistical support including
supportive supervision, clinic flow, counseling and supplies
-Outreach event day preceded by 2–5 days of demand creation
-PSI trains health center staff on counseling, complication
management, side effects, removals and referrals

Cambodia, Guatemala, Nigeria, Uganda,
Tanzania and Kenya

Seconding PSI staff to high
volume RH clinics

-Especially applicable in areas with limited private sector and
underresourced public sector
-PSI seconds staff to provide
outreach, on-site counseling, education and insertions

Zambia

Ongoing service delivery at
franchised clinics

-PSI trains and works with franchised private sector providers
-PSI provides ongoing monitoring and supportive supervision to
help providers adhere to network quality standards
-PSI generates demand in communities around providers

Cambodia, Kenya, India, Guatemala, Uganda,
Myanmar, Madagascar and Tanzania

Ongoing service delivery at
PSI-affiliated network clinics

-PSI trains and works with nonfranchised providers
-PSI generates demand in communities around providers

Nepal, Nicaragua, Nigeria, El Salvador, Uganda,
Guatemala, Madagascar and Myanmar
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2. Materials and methods

An initiative to increase supply and generate demand for
LARCs was implemented in 13 countries with significant
unmet need for contraception and low IUD utilization. The
countries were Cambodia, El Salvador, Guatemala, India,
Kenya, Madagascar, Myanmar, Nepal, Nicaragua, Nigeria,
Uganda, Tanzania and Zambia. These supply side initiatives
were tailored to the countries and were designed to provide
maximum access and increase LARC uptake [12]. Service
delivery statistics were routinely collected using an internal
routine, Web-based management information system (MIS).
Individual country offices submit MIS data monthly on the
number of IUD insertions and removals by distribution
channel and anonymous client information such as education
level, number of living children, marital status, occasion
(interval, postpartum and postabortion), reason (spacing and
limiting) and contraceptive method used in the last 3 months1.

We used Microsoft Excel 2007® for all calculations
including comparisons of demographic data with Demo-
graphic and Health Survey (DHS) or Reproductive Health
Survey (RHS) data [13–16]. To report the age categories of
IUD users in selected countries, we used the age-specific
proportion of IUD users and age distribution reported in
each country's recent DHS or RHS and the number of IUD
users by age. These proportions were compared to IUD
users in each of the age or other categories in our LARC
programs. For a more focused examination, we compared
three countries with PSI LARC programs with DHS or
RHS data sources. We chose one representative country
from each program with relevant DHS data available from
2008 onward.
1 The intervention in India did not enter their data into the Health
Services Database, and the numbers shown in this paper are from their own
country-specific database. They do not report client demographic data.
2.1. Service delivery approaches

Across all countries, four service delivery approaches
were commonly used: (a) ongoing routine or static service
delivery at franchised clinics; (b) ongoing service delivery at
PSI-affiliated network clinics; (c) seconding PSI staff to high
volume public sector reproductive health (RH) clinics and
(d) outreach clinic event days (Table 1). In most countries,
PSI used a combination of such approaches.

Franchise networks consist of autonomous private sector
providers, sharing a common brand, while affiliated pro-
viders receive similar support without branding. Both types
of providers are invited to join because of their commitment
to offer family planning services, their strategic location or
their potential to reach underserved clients.

PSI-seconded staff helped build local capacity by
providing opportunities for local public or private sector
providers to gain on-the-job training in providing LARCs
and providing follow-up care.

Event days were a concentrated service delivery approach
at a recognized location preceded by days of intensive
demand creation activities. Demand creation consisted
largely of outreach by community mobilizers, both in group
settings and door to door, to educate women on their family
planning options and link them with local providers.

2.2. Linking supply and demand

This program linked demand creation activities with
accessible, affordable quality services by integrating
demand creation activities in all models. Demand creation
activities included interpersonal communications and mass
media approaches.

Community-based health workers and mobilizers con-
ducted outreach activities and interpersonal communication
among women both in the facilities and in communities
surrounding the clinics. These workers were trained,
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dynamic, community-based behavior change agents who
discussed family planning and addressed myths related to
LARCs. They generated demand by referring potential
clients to specific clinics and suggested times when the client
could obtain LARC services. They were also available to
clients for follow up about concerns with side effects or to
answer any client questions.

Large-scale mass media activities were used to address
misconceptions about LARCs and to educate the target
population on their potential benefits. In settings where mass
media was feasible and appropriate, countries used some of
the following methods: radio, television, printed promotional
and educational materials and billboards.

2.3. Maintaining quality

There were three reinforcing components designed to
maintain quality standards: (a) uniform standards for global
service delivery and protocols for LARC services were
created and actively disseminated to country-level plat-
forms; (b) a requirement that local PSI offices generate their
own plans to monitor providers and offer ongoing
supportive supervision and (c) independent external quality
audits performed by family planning experts to assess
compliance with PSI's local and international quality
standards. In addition, the RH program also conducted
training workshops. The workshops required providers to
complete several supervised insertions to demonstrate
competency prior to insertion on their own. Finally,
providers were all able to offer other methods of family
planning to potential clients.
3. Results

3.1. LARC project summary

Service delivery in the countries conducting work through
PSI's LARC project was initiated over a period of several
months beginning in July 2008. Between January 2009 and
December 2010, 575,601 IUDs and 106,501 implants were
inserted across the 13 countries (Table 2). These IUDs and
implants represent 2,268,274 and 390,364 couple-years of
protection (CYPs), respectively, for a total of 2,658,638
(Table 2). Since the project was more focused on IUDs than
implants, only the IUD-related results are presented in depth
in this paper.
Table 2
IUD and implant insertions and CYPs across all countries from January
2009 to December 2010

Insertions CYPsa

IUD 575,601 2,268,274
Implant 106,501 390,364

Data source: PSI MIS.
http://transition.usaid.gov/our_work/global_health/pop/techareas/cyp.html.

a CYP: (4.6 years for each 10-year IUD; 3.3 per 5-year IUD).
3.2. Client profile

The typical IUD client is in her twenties, married, has at
least one living child and is primary school educated.
Specifically, of the IUD clients from January 2009 to
December 2010, the majority (55.8%) were between 20 and
34 years of age. The mode was the age group 25–29 years
(21.2%). Most women had little education with the mode
being primary school education (37.3%), followed by
secondary education (24.0%). Most IUD clients were
married (58.7%) and had at least one living child (73.1%).
Women more often sought IUDs for spacing (38.3%) rather
than limiting (31.3%; 30.4% unknown). During the
intervention period, IUD acceptors were most often new
contraceptive users or had used injections in the previous 3
months (Table 3).

3.3. Regional differences

The typical client profile described above applies in all of
the regions with one exception. In Central America (El
Salvador, Guatemala and Nicaragua), the IUD clients were
younger than other regions. In this region, 19.0% of IUD
clients were b20 years old compared to the other regions
where only 1.3%–4.3% of IUD clients fell in this age group.
Similarly, IUD clients in Central America had fewer children
than in the other regions. Here, 42.3% of IUD acceptors had
zero or one living children compared to 15.7% in East
Africa, 13.1% in Southern Africa and 13.7% in Asia
(Table 3).

3.4. Comparison to DHS and RHS datasets

Comparison with DHS and RHS data suggests that this
initiative reached younger, less educated women than
existing IUD services based on comparisons of project
IUD acceptors with current IUD users in the latest DHS or
RHS surveys in 3 countries, each representative of a different
region (Table 4). In Cambodia and Madagascar, PSI's
intervention reached women who were slightly younger, had
somewhat less education and similar parity [15,16]. In El
Salvador, the age of intervention clients was markedly
younger, parity was slightly lower and education was similar
for PSI LARC users and women previously using IUDs [14].
4. Discussion

This paper describes an ongoing service delivery
initiative, resulting in 575,601 IUD insertions across 13
countries from January 2009 to December 2010. In this
project, we used a variety of models and means of
distribution, reached women with a need, provided more
convenient methods than women were using previously and
introduced LARC methods where they were previously
either inaccessible or simply not available. The data
presented here suggest that effectively linking demand
creation and service delivery can result in significant

http://transition.usaid.gov/our_work/global_health/pop/techareas/cyp.html


Table 3
IUD user profiles overall and by region

Overall Latin America East Africa Southern Africa Asia West Africa

Guatemala, Nicaragua
and El Salvador

Kenya, Uganda
and Tanzania

Zambia and
Madagascar

Cambodia, Myanmar
and Nepal

Nigeria

(n=52,642) (n=69,918) (n=56,774) (n=102,347) (n=49,032)

Age group
b20 17,119 5.2% 18.7% 4.3% 4.6% 1.3% 0.7%
20–24 56,564 17.1% 33.0% 21.1% 16.2% 12.7% 4.4%
25–29 69,872 21.1% 24.3% 25.2% 24.2% 20.6% 9.4%
30–34 57,095 17.3% 12.7% 20.9% 21.9% 17.9% 10.2%
35–39 36,335 11.0% 6.2% 11.3% 13.9% 12.9% 8.1%
40–45 16,419 5.0% 2.5% 4.7% 6.7% 5.7% 4.3%
45+ 5,011 1.5% 0.6% 1.4% 3.9% 0.7% 1.6%
Unknown 72,298 21.9% 2.0% 10.9% 8.6% 28.1% 61.3%
Number of living children
None 5,760 1.7% 4.7% 1.9% 1.5% 0.8% 0.7%
1 50,396 15.2% 36.8% 13.8% 11.6% 12.9% 3.0%
2 62,407 18.9% 27.2% 21.6% 16.4% 20.8% 5.0%
3 49,702 15.0% 15.8% 17.7% 17.7% 15.3% 6.7%
4 33,672 10.2% 7.1% 12.2% 16.3% 8.4% 7.2%
5 20,051 6.1% 2.8% 7.0% 11.5% 4.6% 5.2%
6+ 25,076 7.6% 2.7% 10.1% 15.4% 4.2% 7.2%
Unknown 83,649 25.3% 2.9% 15.7% 9.7% 33.0% 65.1%
Education
None 22,443 6.8% 10.0% 6.8% 3.9% 8.8% 2.4%
Primary 123,126 37.2% 43.5% 53.0% 43.3% 34.4% 7.0%
Secondary 79,210 24.0% 36.7% 23.8% 39.8% 13.7% 13.5%
Higher 16,012 4.8% 6.8% 5.4% 3.9% 3.5% 6.0%
Unknown 89,922 27.2% 3.1% 11.0% 9.2% 39.6% 71.1%
Marital status
Married or in partnership 193,740 58.6% 66.2% 78.4% 41.5% 62.5% 33.8%
Unmarried 26,529 8.0% 26.8% 9.9% 8.5% 0.0% 1.3%
Unknown 110,444 33.4% 7.0% 11.6% 50.0% 37.5% 64.9%

Demographic data not available for India.
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increases in LARC access and uptake. These results,
combined with unpublished qualitative results from PSI
monitoring and evaluation research, also suggest that latent
consumer demand is more prevalent than realized and that
low-tech demand generation approaches linking potential
consumers to nearby service locations are a highly effective
approach. Our results to date suggest that IUDs are a viable,
cost-effective contraceptive method [3,17].

For the majority of women accepting IUDs as part of this
initiative, they were either new users of contraception,
having not used any method in the 3 months prior to their
visit, or switched from using injectables (Fig. 1). The switch
from injectable to IUDs may indicate that women desired a
more convenient method of longer duration, a method for
which stock outs were not an issue, or a hormone-free
method and selected the IUD when given the choice. An
additional benefit was that the introduction of an IUD option
made more injections available for women seeking it as a
medium-term contraceptive method. The switch to the IUD
would also increase the overall efficacy of their contracep-
tive use and prevent a higher number of unintended
pregnancies, resulting in a number of health benefits
including lower risk of maternal and infant mortality, unsafe
abortion and child malnutrition due to closely spaced births
[18]. The large proportion of IUD acceptors who were
previously not using a method also suggests that IUDs were
able to address unmet need in these contexts.

Examining monthly IUD insertion numbers over the 2
years of this project by service delivery approach demon-
strated a marked shift from event days to routine service
delivery in network clinics (not shown). An initial strategy to
attract women through event days was replaced by a more
sustainable private sector and seconding model.

According to qualitative research undertaken prior to the
intervention, women in Asia perceived LARC methods as
something used by educated, higher class women whose
husbands are supportive in contraception and other areas.
Nevertheless, we found most IUD acceptors to be married
mothers between the ages of 20 and 30 years with only a
primary school education.

Our findings suggest that IUD programs can successfully
target youth and that a latent demand exists within this age
group. In Central America, the IUD acceptors were markedly
younger than those in other intervention countries and
previous IUD users. Similarly, data from Madagascar
suggest that the intervention may have reached a younger



Table 4
Comparison of intervention clients with national survey data

Cambodia El Salvador Madagascar

Interventiona DHS Interventionb RHS Interventionc DHS

n=16,442 n=360 n=12,729 n=56 n=28,821 n=122

Number of living children
0 0.1% 0.7% 9.1% 0.0% 2.9% 0.0%
1–2 49.7% 48.7% 80.3% 83.8% 34.9% 35.3%
3–4 38.1% 38.9% 9.2% 11.8% 39.3% 44.8%
5+ 12.2% 11.7% 1.5% 4.4% 22.8% 19.8%

Education level
No education 15.6% 11.1% 1.7% 9.2% 7.6% 5.3%
Primary 57.7% 52.4% 39.4% 27.3% 44.3% 27.0%
Secondary or higher 22.0% 36.5% 59.0% 63.5% 48.1% 67.6%

Age group
20 1.1% 0.4% 21.1% 4.7% 5.5% 3.5%
20–24 17.6% 14.6% 36.0% 15.3% 14.8% 4.9%
25–29 30.6% 26.6% 23.4% 16.0% 28.9% 14.5%
30–34 23.4% 19.3% 12.3% 36.4% 25.6% 6.6%
35–39 16.6% 19.1% 4.7% 16.0% 11.8% 29.9%
40+ 10.6% 20.1% 2.5% 11.6% 13.5% 40.5%

For comparison with the DHS, missing values were removed for each PSI dataset from the categories “Number of living children,” “Education level” and “Age
group” as follows:

a Cambodia: 0, 5665, 0.
b El Salvador: 951, 867, 799.
c Madagascar: 2769, 1025, 1323.
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audience than previous IUD users (as per DHS data).
Madagascar's Top Reseau franchise network of clinics was
marketed to adolescents, and there was a network of satisfied
users who later became part of Madagascar's demand
generation strategy.

These context-specific service delivery approaches,
coupled with advocacy and demand creation, were a
successful means to introduce LARC services into existing
health care delivery systems and address women's unmet
need for contraception. Although a broad selection of
Fig. 1. Proportion of IUD users by previous method (January 2009–
December 2010).
methods were available, most women choosing a LARC
selected IUDs for a variety of reasons, one of which was that
IUDs were often more affordable than other LARC methods,
such as implants [19].

4.1. Strengths

We used a private sector-like marketing approach to reach
clients and brought extensive expertise and experience in
social marketing to this intervention. In many countries, we
benefitted from advocacy for LARCs conducted by other
organizations, making ministries of health more amenable to
the program interventions described here. PSI also advocated
for improved market conditions, through affiliations with
professional organizations, integrating IUD insertion into
medical school curricula and educating private providers
about IUDs during medical conferences.

The IUD insertion data collected for this intervention
were primarily used for monitoring and were assiduously
checked against IUD orders/deliveries and inventory assess-
ments among network providers. Warehouse managers and
other in-country staff are highly experienced and well trained
in inventory management. Clinic staff were also trained in
record keeping and process of ordering commodity resupply
through the network.

4.2. Limitations

As the record-keeping systems were set up for monitoring,
each country created and managed individual, country-level
MISs. The data systems did not collect individual client
information electronically. Data for each client characteristic,
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such as age, were aggregated and entered into an Internet-
based data collection system. As a result, we reported numbers
of clients in each age or education category but could not
tabulate data across multiple variables. There were, addition-
ally, more missing values on client characteristics in the data
from Nigeria, which hampered our ability to make compar-
isons of their client population.

Meaningful increases in LARC use were observed in
countries where these methods had not previously been
popular among a slightly younger, less educated and less
parous group of acceptors. More experience with this
approach will provide a more complete picture of its value
as the networks mature and LARC use becomes more
institutionalized. Furthermore, the advantages of LARC
appear to be preferred by women in a variety of contexts,
suggesting increased use once barriers of provider training
and negative perceptions of IUDs are overcome. PSI's
experience with promoting a contraceptive previously
believed to be unsuitable for these contexts should encourage
both public and private providers.
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