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PMTCT: In the context of the Global Plan to Prevent new Pediatric Infections and Keep
Mothers Alive, PEPFAR supports a comprehensive approach that includes key activitiesin each

of the four programmatic prongs for PMTCT. There are many entry pointsfor FP/RH services
within the PMTCT framework- to achieve both areductionin new HIV infections and reduce
unmet need for FP. Integrating HIV counseling and testing into FP clinicsis an untapped entry
point that can identify new HIV infectionsin women, thereby allowing for treatment prior to the
next desired pregnancy. Integrating FP servicesinto HIV counseling and testing sitesmay provide
women with needed information on FP to avoid STls and unintended pregnancy. PLHIV can be
reached with FP messages during care and treatment services, within positive prevention activities
and through community support groups and outreach, as well as during ANC and PP services
provided in an MCH or HIV platform.
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This graph shows that the risk of under-five mortality is lower among children born
about three years after a preceding birth.

The graph clearly shows almost three times the risk of child mortality when the
pregnancy occurs after a short interval of 6 months or less (see the far left side of the
horizontal axis) compared to longer and healthier intervals of about three years or
more. SPEAKER CAN STOP HERE

Additional information if needed:

This slide presents pooled data from 52 Demographic and Health Surveys. The
vertical axis presents the adjusted relative risk (adjusted for about 16 socio-
economic variables and relative to the risk at 36-47 months) of under-five mortality.
The horizontal axis presents birth to pregnancy intervals in months.

The analysis was prepared by Shea Rutstein, Technical Director at IFC Macro.

The under-five mortality rate is defined as: the number of children who die by the age
of five, per 1000 live births per year.

The bottom graph shows that undernutition — stunting and underweight — is lower when
birth to pregnancy intervals are at least 24 months apart. Family planning helps women
space their births, and in this way helps prevent undernutrition.

The graph presents pooled data from 52 Demographic and Health Surveys.

The vertical axis presents the adjusted relative risk (adjusted for about 16 socio-
economic variables) of stunting and underweight.

The horizontal axis presents birth to pregnancy intervals in months.

The World Food Program defines underweight as being dangerously thin and
stunting as being too short for one’s age.

The analysis was prepared by Shea Rutstein, Technical Director at IFC Macro.
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The graph on the right shows, in the dark blue bars, that perinatal mortality is lower
among babies born to women ages 20-29, compared to babies born to adolescents (the
light blue bars). Family planning can help ensure that pregnancies among adolescents
are prevented, and in this way helps prevent perinatal mortality.

. The graph on the right shows perinatal mortality rates at ages 20-29 and under age
20 in six countries. Data from additional countries are available.

. The horizontal axis presents perinatal mortality rates — the number of perinatal
deaths per 1000 live births.

. In each country, as shown on the vertical axis, perinatal mortality is higher when

the woman is under age 20, compared to when she is ages 20-29.

. The perinatal mortality rate is defined as the number of fetal and infant deaths,
including stillbirth, from 28 weeks of gestation to the end of the neonatal period
of 4 weeks after the birth, per 1000 live births, in a given period and a specific
geographic region.
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Introduction

Voluntary family planning contributes to maternal health by enabling women to choose if and when to become pregnant and thus:
-- prevents unintended pregnancies and reduces unmet need for contraception, and

-- helps couples achieve their desired family size.

In preventing unintended pregnancy, family planning helps prevent induced abortion, one of the underlying causes of maternal death —
unintended pregnancies account for approximately 40 percent of all pregnancies.

Family planning also helps ensure that pregnancies occur at the healthiest times of women’s lives -- that is:

. Between the ages of 18 and 34

o At least 24 months after a live birth (about three years between births)
. Six months after a miscarriage or induced abortion

. Below birth order 5.

Global Estimates

Researchers at Johns Hopkins and the Gates Foundation presented their findings on family planning’s contribution to maternal health in The
Lancetin June of 2012. They concluded that, in one year, family planning prevented more than 272,000 maternal deaths, a 44 percent
reduction. And if all FP needs were met, an additional 104,000 maternal deaths could be prevented annually.

Comments on the Slide

The graph on the left shows that maternal mortality is lower among women who become pregnant before age 34. The analysis presented in
this graph is being undertaken by our partners and they generously shared these data with us. The analysis is still underway, and will be shared
with us when it is completed. The findings strengthen the rationale for countries to invest in LARCs and LAPMs, within the context of a broad
method mix, to help prevent maternal deaths in the higher age groups, and for programs to help this group of women understand the
advantages of LARCs and LAPMs. As far as we know, this is the first comprehensive analysis of advanced maternal age and maternal mortality.

The graph on the right shows that maternal mortality is lower when women have fewer children. As far as we know, this is the first
comprehensive analysis of the relationship between the number of children and maternal death. These findings also strengthen the rationale
for countries to invest in LARCs and LAPMs to save women'’s lives. This analysis is still underway and will be shared when it is completed.

Maternal mortality ratio = maternal deaths per 100,000 live births.

Opportunities and Challenges

. Postpartum FP and postabortion FP offer important opportunities for more effective linkages to end preventable maternal deaths.

. Challenges include: insufficient funding and staffing, plus organizational divisions between maternal health and family planning — both
in USAID and in the health facilities and health systems that we support.

. What is within our manageable interest to overcome?

18



Within USAID, we can build on our current efforts to integrate services to strengthen postpartum FP
and postabortion FP.

We can work to ensure the availability of LARCs and LAPMs, and increased coverage by providers
trained to provide these methods.
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We are much more powerful together in confronting issues that prevent women
and girls from realizing their rights and their potential than we are alone. It takes
governments, donors, innovators, implementers, volunteers and advocates
working together to put success within our reach. Being in a partnership amplifies
all of our unique talents for the greater good.

21



22



This slide explains the governance structure and reasoning behind setting up the
structure:

FP2020 is governed by a Reference Group which sets the overall strategic direction
and drives coordination among the partnership’s stakeholders. The Reference Group
has 18 members representing multi-lateral organizations, civil society, developing
countries, donor governments, and the private sector and is accountable for ensuring
that 120 million more women and girls have access to voluntary family planning
information, services and contraceptives by the year 2020.

The day-to-day management of FP2020 is the responsibility of a Task Team. This small
team is hosted by the United Nations Foundation and led by Valerie DeFillipo who
reports to the Reference Group.

The Reference Group appoints Co-Leads of four Working Groups, which provide
technical advice and support the coordination of stakeholder efforts in the areas of
Country Engagement, Market Dynamics, Performance Monitoring and Accountability,
and Rights and Empowerment. The Working Group Co-Leads develop unique work
plans to advance the goals of FP2020 that are approved by the Reference Group and
supported by the Task Team.
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USAID’s Global Health work is now being framed by two bold endgames: Ending
Preventable Child and Maternal Deaths (EPCMD) and AIDS Free Generation.

In more precise terms, EPCMD is the goal of reducing child and maternal deaths
in developing countries by 2035 to the levels in OECD countries today.

And AIDS Free Generation is the goal of ending AIDS through reducing HIV
incidence, and also by ensuring that all HIV is treated and prevented from
becoming AIDS.

Ariel Pablos-Mendez's ask of the Office of Population and Reproductive Health
(RH): “What is the endgame framing for family planning equivalent to child
survival?”

To answer this challenge, we’'ve begun a consultative process drawing from in-
house and external expertise, as well as from a wealth of data we have on FP
needs, opportunities, and possibilities.

We wanted to take some time today to share with you where we’ve come...
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Building from the work of FP2020, internal and external consultations, and taking
into consideration data availability and alignment with other global efforts, our
goal is

--Universal access to sexual and reproductive health—

The goal substantially matches the MDG SRH goal, which seems to still have
traction in post-2015 discussions. We made the strategic decision that rather
than pushing to global community to adopt a different goal, we would instead
press the community to adopt a common a metric and benchmark that will allow
us to measure our progress towards meeting family planning needs....

Which brings us our overarching indicator and Benchmark
Demand for FP satisfied with modern contraceptive methods

In setting benchmarks for these indicators, we are committed to ensuring that
family planning and reproductive health services are voluntary and based on
informed choice. In practice, this means that we are committed to working with
host countries to expand access to high-quality, voluntary family planning
services and information so that women/couples can choose the number and
spacing of their children.

* Access: AAAQA
e SRH - broad.
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What do the data show...

¢ This figure shows data from 199 countries in 2010.

¢ Demand (for spacing and limiting child bearing) satisfied with modern methods is on the Y axis,
and

e X axis shows MCPR.

There are two major points:
First, the two indicators are positively AND almost linearly correlated.
Second, there is great variation across countries in both demand satisfied and MCPR.

1. Among OECD countries in ORANGE, in spite of outliers like Greece, Poland, and Turkey (demand
satisfied <60%),
on average 78% demand is satisfied with modern methods (n=32, Median=82, range: 56-93).

2. Ouagadougou Partnership countries in West Africa shown in GREEN have low MCPR and low
demand satisfied.

3. The 24 PRH priority countries are spread widely from South Sudan to Bangladesh and India,
where about 70% of demand was met with modern methods already.

Unlike child and maternal mortality in which the gap between low and high income countries is
distinct and large,
The ranges of demand satisfied and MCPR do overlap between low and high income countries.

Data note, applicable to slides 40-42: World Contraceptive Use 2013 Update includes FP indicators
by year and country between 1970 and 2030. Indicators are: CPR (any, modern, and traditional),
unmet need, total demand, and demand satisfied. Detailed information on data source, can be
found here: http://www.un.org/en/development/desa/population/theme/family-
planning/cp_model.shtml. Methodology is available at
http://www.thelancet.com/journals/lancet/article/P1IS0140-6736(12)62204-1/abstract (Leontine
Alkema, et al. “National, regional, and global rates and trends in contraceptive prevalence and
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unmet need for family planning between 1990 and 2015: a systematic and comprehensive
analysis”, The Lancet, vol. 381 (May 2013), pp. 1642-1652).
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If we take a closer look at two examples countries, we can see what the 75% benchmark
implies in terms of MCPR.

BLUE line is demand

RED line is MCPR

Ethiopia and Nigeria had a similar level of demand (for spacing or limiting) and MCPR in the
1970s.

GREEN line is 75% of the demand — the proposed benchmark to be satisfied by modern
methods.

Thus, the space between GREEN and RED — MCPR —is gap to close to meet the benchmark.

Message 1.

Depending on the demand, the 75% benchmark implies different MCPR that’s needed across
countries AND within a country over time.

When demand increase is slow (like in Nigeria), the benchmark implies that MCPR to satisfy
75% of the demand is only around 40% in 2035, implying importance of demand creation.

Message 2.

While Ethiopia is projected to meet the benchmark slightly before 2030 — IF the projected
MCPR trend holds

Nigeria will need to substantially accelerate their MCPR growth in order to satisfied 75% of
the demand.

i.e., to close the gap between GREEN and RED lines.

With current MCPR projection, only 55% of demand will be met by 2030.

See dlide 40 for note on data source.
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So, what is current prospects for FP/RH priority countries to meet the benchmark
(75% RED DOTTED LINE)?

The figure shows 19 of the 24 PRH priority countries.

Again, the data came from the World Contraceptive Use 2013 update.

Countries are sorted by 2010 MCPR estimates (in DARK BLUE) in ascending order.
According to UN projection (lighter BLUE bars), demand satisfied will be close to or
exceed 75% in 8 countries by 2035. (Ethiopia and beyond, except Philippines).

On the other hand, we would need to extra effort to accelerate progress in many
countires — in particular those on the left.

It is important to remind ourselves that our work will build upon FP2020.
If the FP2020 goal is achieved, significant progress towards the 2035 benchmark will
be made, bending the currently projected curve.

See slide 40 for note on data source
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And this brings us to our five new focal areas.
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