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INTRODUCTION

The FACT Project, supported by United States Agency for International Development (USAID)'s
Office of Population and Reproductive Health's Research, Technology, and Utilization Division, is
being implemented by Georgetown University’s Institute for Reproductive Health (IRH) in
partnership with the International Center for Research on Women (ICRW), Population Media
Center (PMC), and Save the Children International.

In the second quarter of Year 1, IRH and its partners focused on planning for and completing
project start-up activities including planning the formative research and developing strategies for
partnership engagement and solution implementation. Solutions are progressing steadily within the
solution development cycle, as noted in Figure 1.

Figure 1. Solution Status by Solution Development Cycle Stage at end of Quarter 2
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IRH held bi-weekly meetings with USAID to update on FACT Project strategy, progress, and
challenges, and to further develop the travel plan, work plan, and project monitoring plan (PMP).
ICRW also provided input and feedback on drafts of the PMP as part of their role as gender-
focused technical advisors, and is working with IRH to develop a gender indicators workshop for all
FACT solution managers and directors. IRH expects to finalize the PMP in early Quarter 3. IRH also
continued to work on a Global Leadership Strategy, designed to share and promote utilization of
FACT Project results by the global health community and to build and maintain support for fertility
awareness-based methods (FAM) and fertility awareness.



GOAL 1: INCREASE FERTILITY AWARENESS AMONG
KEY GROUPS WITH UNMET NEED IN ORDER TO
INCREASE FP ADOPTION, CORRECT USE, AND
CONTINUATION

Overview

Goal 1 activities — the Radio Drama in Rwanda and the Community Mobilization through Existing
Networks solution planned for Uganda and Nepal — are both moving forward, although the Radio
Drama is well ahead in the solution development cycle. Quarter 2 activities for Goal 1 focused on
project setup, including staffing, administrative setup, and planning for upcoming research and
programmatic activifies.

Radio Drama

The Radio Drama, developed in Rwanda with partial support from the FACT Project, will broadcast
156 episodes from April 2014 to October 2015 on the most popular station in the country, Radio
Rwanda. Two 15-minute episodes will air each week for the 18 month period. Topics covered will
include family planning (including FAM), youth reproductive health, maternal and child health,
and gender-based violence. Other funders of the radio drama are UNFPA, UNICEF, and Society for
Family Health Foundation. Fertility awareness messages and themes will be woven into the story line
throughout.

In Quarter 2, the Radio Drama progressed smoothly through the solution development phase. PMC
has assembled a local production team, including a director, producer, script writers, and
technicians, who launched the project with stakeholders (including USAID-Rwanda) in February.
The script writers, after having been frained in the Sabido Methodology, developed a vision for the
radio drama plot (e.g. characters, storylines, settings, etc.). By the end of the quarter, they had
written and pre-tested the initial four episodes.

Indicators Q2 Results

# of episodes written and produced 4
# of trainings for scriptwriters 1
# of scriptwriters trained on fertility awareness 20

Key Accomplishments

Formative research completed. PMC hired a local research organization, IPAR, fo complete
the formative research for the radio drama. A desk review, policy analysis, focus group
discussions, and in-depth interviews were conducted. The topics covered by the formative
research were consistent with the themes of the radio series: family planning, gender-based
violence, nutrition and maternal/child health, and youth reproductive health and HIV/AIDS.
The desk review examines recently published literature (2009-2014) on sexual and
reproductive health in Rwanda and included grey literature as well as peer reviewed
publications (report available upon request). The policy analysis provides the legall
foundation on which the program can promote its educational values. It includes a review



of the national constitution, relevant national laws and policies, and human rights
conventions freaties fo which the Rwanda is a signatory. Eight focus group discussions were
conducted across various sites in Rwanda. The target audiences were adolescent boys and
girls (14-17), young men and women (18-25), and middle aged men and women (25+). In-
depth interviews were conducted with key informants such as a female community health
worker (CHW), a male CHW, a manager of a health facility, a local leader, a teacher, local
religious leaders, Ministry of Health—-MCH Task Force Coordinator and colleges, and a
manager of a youth-friendly center.

Script writers trained in the Sabido Methodology and fertility awareness. The script writers
fraining workshop was held in Kigali at the PMC office over a three week period from Feb.
10 to 28, 2014. Over 20 writers were invited during week one for a training on the Sabido
Methodology and infroduction to the technical areas of the Radio Drama (family planning,
youth reproductive health, maternal and child health, gender based violence). The
formative research for the program was also presented during week one. IRH attended
several sessions during this week to learn and document the process of developing a serial
radio drama. At the end of the first week, PMC selected the top three writers for their team.
IRH led a session on fertility awareness for the script writers during the workshop. This session
aimed to encourage reflection on the concept of ferfility awareness, review essential
information on FAM, and explore how gender influences attitudes and behaviors related to
reproductive health. During the interactive session, script writers participated through role
plays and general discussion. The session revealed a low level of knowledge of a woman'’s
fertile time during her menstrual cycle and the risk of pregnancy during the postpartum
period, even among well-educated urban professionals such as the script writers
themselves. IRH compiled a reference packet for script writers which included information
about key fertility awareness concepts, the Standard Days Method (SDM), the Lactational
Amenorrhea Method (LAM), and the FACT Project. After week one of the workshop, IRH
analyzed the feedback from the sessions and developed a guidance document for the
script writers on integrating fertility awareness into the storylines.

Story plotting completed. PMC uses a tested strategy to design and implement serial radio
dramas. The first step in creating a drama is using the formative research to develop a list of
key issues or problems to be addressed by the program. The list is generated by examining
where the social norm differs from the stated policy of the government. Subsequently, a
moral framework is developed which summarizes the existing laws and polices underlying
the topics to be addressed in the serial drama. Therefore, the serial drama does not create
values but reinforces existing positive/pro-social values, attitudes, and behaviors. This
information is then used to create a values grid which is a matrix of the positive and
negatives values that will be included in the serial drama. It is a resource tool for scriptwriters
in developing characters who embody the positive and negative values. Transitional
characters start out neutral towards the positive and negative values in the values grid but
evolve to adopft the positive values and behaviors over the course of the program. During
the training workshop in February, PMC developed this values grid for the Radio Drama in
Rwanda. They also developed the characters, general storylines, and settings for the
program.

Four episodes written, produced, and pretested. After the visioning stage, scriptwriters wrote
the first four episodes of the Radio Drama. PMC then pre-tested these episodes with focus
groups organized in five districts of Rwanda (Nyarugenge, Gasabo, Bugesera, Gakenke
and Nyabihu) from March 18-22, 2014, with a fotal of 150 participants comprising adults and



youth, male and female respondents. Partficipants were asked to listen to the episodes and
respond to a series of questions. Interviewers asked respondents about four key areas: the
program'’s entertainment value, listeners’ comprehension of the program, listeners’ likes and
dislikes, and listeners’ recommendations. Based on the feedback from respondents, PMC
will revise the episodes and begin development of 30 or more additional episodes all before
broadcast, which is expected in late April 2014.

Key Challenges

Lack of detailed formative research about fertility awareness. Due to the broad scope of
the radio drama and the rapid timeline required by other donors, the formative research
did not reveal much detail about fertility awareness within the Rwandan context. Fertility
awareness is an under-recognized topic, thus little existing research is available, particularly
research conducted in Rwanda. Although focus group discussions could have provided
valuable information about fertility awareness in Rwanda, IPAR prioritized other topics. IRH
plans to draw upon existing research and past experiences working with FAM in Rwanda to
guide the scriptwriters. . We also plan to conduct focus group discussions independently of
PMC soon after broadcast begins fo provide information on how listeners are engaging with
fertility awareness-related elements of the program and how fertility awareness themes
might be strengthened. Findings from this research could then be used fo make mid-course
adjustments to the radio drama storyline if necessary.

Balancing expectations and priorities with PMC as the FACT Project is just one of multiple
funders. IRH's FACT Project funds constitute only a small part of PMC's overall support for the
radio drama. As such, a primary challenge in the partnership has been balancing IRH's
research and programmatic priorities with those of the radio drama’s other funders,
particularly in terms of fimeline and research design. During quarter 2, IRH and PMC worked
to align expectations on both sides of the partnership through in-person meetings at both
the cenfral and local levels. The partners will continue these discussions and are developing
a shared MLE plan to accommodate the needs of both organizations.

Compadtibility of IRH research needs with PMC monitoring and evaluation procedures.
PMC's process for designing, monitoring and evaluating radio dramas is evidence-based
and built on their extensive experience with similar projects. Their primary aim is to
determine the extent of behavior change attributed to the serial radio drama. The FACT
Project, however, aims to test hypotheses. This will require isolating exposure to fertility
awareness components and measuring associations with behavior change. IRH and PMC
confinue to discuss the research, and IRH will design additional research activities as
needed with PMC's input.

Broadcast launch delayed. PMC has encountered delays in registering their project with the
MOH and Rwandan Immigration. The original projection for the launch of the radio
broadcast was late April 2014. However, as of April 30, 2014, PMC is sfill waiting on approval
of their Memorandum of Understanding with the MOH. They expect this during the first week
of May and will then submit their certificate of registration to Rwanda Immigration. The new
projection for broadcast launch is late May or early June. While this challenge has been
difficult to resolve, it has actually allowed more time for IRH to follow up closely with
scriptwriters during their episode writing process so that we can review and contribute
content related to fertility awareness.



Community Mobilization through Existing Networks (formerly Graphic Novel)

In Quarter 2, work for the Community Mobilization through Existing Networks Solution focused on
finalizing project startup activities in Uganda, selecting a second country to work in, planning for
initial field assessment activities, and developing the formative research protocol. As year one
activities in Uganda are intertwined with the Outreach, Referral and Counseling through
Community Organizations solution, the key accomplishments and challenges described in that
section include Community Mobilization through Existing Networks activities as well.
Accomplisnments specific to this solution are described here.

Indicators Targets Q2 Resulis
# of countries selected 2 2

Key Accomplishments

Second country selected. IRH and Save the Children International considered Nepal,
Bangladesh, and Malawi as potential countries for the second iteration of this solution. IRH
and Save the Children reviewed Save the Children’s existing projects and programs in each
country to identify those that could serve as potential platforms for this solution, and
considered each country office’s interest in FACT, local relationships, and capacity to
conduct the project. Nepal was identified as the best option, as the country office
expressed strong interest in the project principles and has three programs that could be
good platform candidates, including a sponsorship program that works at the community
level with first-fime mothers. IRH began the process of seeking approval from the USAID
Mission in Nepal to implement the FACT project, an effort that will be confinued in Quarter 3.

Literature review consultant confirmed. IRH has identified a consultant who has worked
extensively on family planning programs in Nepal to conduct a literature review on the
sexual and reproductive health context in Nepal, and potential opportunities and barriers
for a solution that aims to spread fertility awareness knowledge. This literature review is
planned for Quarter 3.

GOAL 2: EXPAND ACCESS TO FERTILITY AWARENESS-
BASED METHODS, PARTICULARLY STANDARD DAYS
METHOD, TWODAY METHOD, & LACTATIONAL
AMENORRHEA METHOD, SUPPORTED BY OTHER
UNDERUTILIZED METHODS

Overview

Goal 2 activities — CycleTel in India and Outreach, Referral and Counseling through Community
Organizations (formerly Group Teaching) in Uganda — are both progressing steadily and preparing
for upcoming research activities. The activities are at different stages in the solution development
cycle, but focused for most of Quarter 2 on startup activities, preparing for upcoming research,
further developing solufion design, and preparing for upcoming fravel to the solution sites.



CycleTel

CycleTel's Quarter 2 activities focused on preparing and implementing pretesting of fertility
awareness messages on the Nokia Life platform. January and February activities included program
design, instfrument creation and fraining (detailed below), with messages sent out to the public
March 3rd and proactive follow-up calls commencing in mid-April (Quarter 3). The pretesting
phase of the partnership aimed to “soft launch” messages to Nokia Life users as well as operations
with the Nokia Life team. Pretesting data and experiences will feed info amending messages,
developing further content, and assessing the feasibility of a large-scale partnership with Nokia Life
and HCL.”

Indicators Q2 Results

# of fertility awareness messages developed 20

and deployed

# of users for pretesting 25,000

Conversion rate 7% (25,000/300,000)
# of missed calls for more information 20

% of missed calls followed up on for more 55% (11/20)
information

Key Accomplishments

Nokia Life contract signed. After a final round of negotiations, IRH and HCL agreed on terms
and finalized a contract for pretesting phase of the partnership. The Microsoft Board has still
not made any clear determination about Nokia Life's longer term plans, and IRH remained
in contact with their business office to stay abreast of any further decisions.

Pretesting implementation designed. Collaborating with the Nokia Life tfeam, IRH developed
an implementation plan for pretesting to include deployment of 20 fertility awareness
messages to 25,000 users over five weeks, a missed call system for users interested in further
information on family planning and CycleTel, and a call center to provide that information
and collect qualitative data from users who seek further information. The feam also
developed a plan for analyzing and using the data collected.

Call center operator script (survey instrument) and data tracking forms designed. IRH
designed a short, six-question survey instrument to capture general customer feedback on
the fertility awareness messages and the CycleTel service. The survey asks questions related
to usefulness and likability of the messages and prompts participants to share suggestions,
critiques, and general feedback on the message service and content. The team also
developed a data tracking form that allows call center staff to record and share data on
calls with the IRH HQ office in real time, thereby allowing IRH to make critical strategy
decisions with very little delay for data entry or fransmission.

* Nokia no longer exists as a legal company in India because of its acquisition by Microsoft, Customers in India will
still know of the Nokia Life platform, whose identity will remain for brand consistency. IRH's partner for this work is a
third party research and content provider known as HCL, who assumes all responsibility for delivery of Nokia Life
services in India. The following report will refer to HCL interchangeable with Nokia Life, especially in reference to
internal operations.



Call center trained, quality assurance process established. After the development of the
survey instrument and fracking forms, HCL call center staff were trained on the overall goal
of the study and how to conduct the interviews. Call center operators role-played mock
calls to build their skills. IRH also contracted with ISHP, a family planning call center
previously used in earlier CycleTel testing, to provide oversight and quality assurance. A plan
was established between HCL and ISHP to forward any customer enquiries to ISHP that
required more family planning expertise, as well as for ISHP to provide quality assurance
checks on recorded HCL/user calls. A follow-up training will be conducted in early Quarter 3
to reinforce skills and address any problems.

Pretesting launched. In early March, IRH and Nokia Life launched pretesting.

Fertility awareness messages — developed under the FAM Project with the input of Nokia Life
—went live to 25,000 users of the Nokia Life platform. Translated into four languages (English,
Hindi, Tamil, and Marathi), the messages were designed to reach a diverse audience in
different geographical regions across the country, and the analysis feam plans to compare
uptake by language of users in this phase. The pretesting campaign will run through mid-
April, with users receiving 20 ferfility awareness messages over five weeks. Messages focus
on basic fertility awareness topics like ferfility cycle awareness and reproductive health
information, and contain prompts to call CycleTel for more information. A snapshot of the
user interaction and activity is as follows:

e Userreceives messages on Nokia Life asking if they want to optin fo a new family
planning service on Nokia Life platform
Activity /Outcome: HCL sent this message to over 300,000 current users of other
health services on Nokia Life; of those, 7% or 25,000 users opted in to the CycleTel
service after receiving this one message.

e Userreceives seven messages on the importance of family planning and healthy
birth spacing in the language of their choice within their Nokia Life inbox. The eighth
message asks them to give a missed call to Nokia Life if they want more information
on family planning
Activity /Outcome: About 20 users who have received eight messages gave a missed
call to the call center. The call centered returned the calls within 48 hours, with the
ability to reach and survey about half of these.

e Userreceives 12 further messages, focused on fertile window, Standard Days
Messages and CycleTel. Every fourth message, users are prompted to give a missed
callif they are interested in further information.

Activity /Outcome: Data has not yet been received on number of missed calls
received by users at this stage.

Key Challenges

Missed call mechanism not gaining traction: The missed call mechanism was suggested by
HCL as a popular way in India to get customers to call the service at no fee, and for
companies to call back at a later fime. Based on missed call figures above, the number of
missed call — and hence the data collection associated with it — was much lower than
expected. IRH is unsure of the reason for this issue, though several have been hypothesized:
the service itself did not resonate with users and they did not want further information, the
rational or incentive for "Give us a missed call” message was not clear/strong fo users, or



perhaps the missed call mechanism is an inaccurate proxy indicator for customer interest.
At the close of Quarter 2, IRH decided to course correct to get more data by designing and
implementing a post-exposure survey. IRH designed a new survey and script and will be
proactively calling approximately 500 customers in Quarter 3 to get feedback on the
service.

Chadllenges with Nokia’s call center/research support. Despite trainings for HCL staff and
supervisors on the survey script and data collection techniques, quality of the calls was
below expectations based on recordings of the calls and incomplete tracking data
collected by the call center staff. Comprehensive data was not collected according to the
data instrument, nor did operators probe/interact with users in an effective way. IRH,
through ISHP monitoring the call recordings for quality assurance, remained in close contact
with Nokia expressing a need for higher quality data. IRH lead a revised training, and is
working with HCL to ensure they feel comfortable talking to users of the service on areas of
family planning. The Solution Manager will also check in with the call center during her April
(Quarter 3) trip to India and will work with HCL supervisors to identify opportunities for further
fraining of call center staff. IRH may need to consider outsourcing the call operations back
to ISHP for the year campaign.

Lack of data on customer interaction with messages: Though IRH managed to reach 25,000
with messages, we are unsure of the exposure and penetration of the messages. For
example, did these users even open the messages? Did they read them? Recall them?e As
the Nokia Life system can only measure deployment, it will be impossible to account for user
activity with the messages in an automated way (though we can get this information from
our sample survey).

Outreach, Referral and Counseling through Community Organizations

In quarter two, the Outreach, Referral and Counseling through Community Organizations solution
focused on finalizing project start-up activities, identifying platforms to work with in Uganda,
preparation for the project planning workshop and landscape assessment in Uganda, and
developing the formative research protocol.

Indicators Q2 Results

# of platforms selected for assessment 3
# of field assessment tools developed 8
# of research protocol(s) developed 1

Key Accomplishments

Scope of work and budget finalized. IRH and Save the Children finalized contract
negotiations for the Outreach, Referral and Counseling through Community Organizations
and Community Mobilization through Existing Networks solutions. Save the Children worked
with their local office in Uganda to determine necessary staffing levels and appropriate
resource allocation to be able to accomplish FACT project activities in Uganda for both the
Outreach, Referral and Counseling through Community Organizations and Community
Mobilization through Existing Networks solutions. Save the Children held discussions with their
Nepal office on estimated resources and levels of effort needed to carry out FACT activities
in Nepal. Save the Children and Georgetown are negoftiating confractual language, and



expect to have a fully executed subagreement early in Quarter 3 to replace the preliminary
spending authorization letter.

Uganda Mission approval received. On March 6, 2014, the USAID mission in Kampala gave
approval for IRH to begin conducting FACT project activities in Uganda (see Key Challenges
below).

New staff member in Uganda identified. Through a competitive application and interview
process, IRH identified a candidate to serve as the Lead Researcher for FACT Project
activities in Uganda. The top candidate has confirmed her enthusiasm for the position and
willingness to begin work in Quarter 3. The hiring process will be completed once IRH
receives authorization from the mission to hire staff for the project.

Literature review completed. In Quarter 1, IRH hired a consultant to conduct a review of
literature related sexual and reproductive health, family planning knowledge, attitudes and
use, fertility awareness knowledge, and potential opportunities for and barriers to fertility
awareness and FAM in Uganda (see Appendix A). A report for this review was used to
inform initial formative research planning.

Progress toward selection of plaiforms. Save the Children obtained information profiling 16
of their current projects in Uganda that could serve as platforms for the Outreach, Referral
and Counseling through Community Organizations and Community Mobilization through
Existing Networks solutions. IRH and Save the Children reviewed these options and identified
four projects which met key criteria for consideration as solution platforms: they are not
implemented through the health system, are large enough to achieve the desired sample
size for research, and will have funding to continue for three years or longer. IRH gathered
further details about each project and the potential for integrating fertility awareness and
family planning research through telephone calls with platform managers. Three of these
projects were considered top candidates and invited to attend the FACT Project Planning
Workshop in early April. IRH and Save the Children staff will visit each of these platforms as
part of the landscape assessment following the workshop prior o making a decision on
which are best suited to implement the FACT solutions.

Preparations made for travel to Uganda. IRH made preparations for a two-week trip to
Uganda scheduled for March 31- April 11, during which IRH and Save the Children plan to
lead a project planning workshop in Gulu and conduct landscape assessment visits at
prospective platform sites. IRH prepared a series of presentations and interactive activities
to infroduce the FACT project to potential platform partners, orient them to the concept of
fertility awareness and to the three FAM, and develop their buy-in for and ownership of
these solutions. IRH worked closely with Save the Children staff at Headquarters and in
Uganda to ensure that the presentations were suitable for the local context and provide
the appropriate level of detail for platform managers who do not have health background.
IRH and Save the Children also prepared to conduct landscape assessment Visits in the
field, which will serve to give project staff a deeper understanding of the potential platforms
and the local environment in which the FACT project would take place. IRH prepared tools
and interview guides to guide observations, and interviews with platform members, platform
leaders, community leaders, and health providers. These visits will help the project feam to
gain an understanding of local attitudes towards family planning, perceptions of FAM,
availability of family planning services, as well as other community concerns, norms, and
challenges that might influence FACT project research and implementation.



Research protocol developed. IRH developed a draft of the research protocol for the
formative research that will be conducted in Uganda. The protocol details the rationale for
conducting the research, how findings will be utilized to inform the design of the Outreach,
Referral and Counseling through Community Organizations and Community Mobilization
through Existing Networks solutions, and details the research plan. The research questions
focus on understanding family planning knowledge and utilization, current knowledge of
fertility awareness concepts, knowledge and use of FAM, norms and practices regarding
communicating about family planning, and the feasibility of implementing the proposed
solutions. The formative research will consist of up to 40 focus group discussions with men
and women of different ages, and up to 24 in-depth- interviews with platform leaders and
other stakeholders. An application for approval of the study from the Georgetown
University IRB was submitted for review. In April, the study protocol will be submitted to
USAID/W for review and approval and the protocol will be submitted to the Uganda ethicall
review board.

Key Challenges

USAID Mission in Kampala determining response to Anti-Homosexuality Act. In response to
the Anfi-Homosexuality Act which was signed info law in Uganda in February, the U.S.
Government began reviewing its operations in Uganda and relationship with the Ugandan
Government. The USAID Mission in Uganda continues to assess the situation and consider
what projects and activities should be approved. Though IRH had previously received
approval to conduct the FACT Project in Uganda, at the end of March the mission
requested that IRH hold off on hiring field staff for FACT. Though a candidate to lead field
research has been identified and has expressed interest in the position, IRH has not yet
received authorization to hire the candidate.

PUBLICATIONS, DISSEMINATION AND UTILIZATION

# of times IRH invited to speak about FAM or non- 2
IRH speakers include FAM in presentations at
international & regional meetings

# of technical assistance events conducted by IRH 1
on fertility awareness and FAM

# of blogs mentioning FAM or fertility awareness 1

As the FACT Project is in the start-up phase and data has not been collected, no journal publications have
yet been submitted. However, IRH disseminated the systematic review of the fertility awareness literature
and the results of the fertility awareness consultation IRH conducted a few months before the project
began, both important guiding documents for the FACT Project (See Appendices B and C).

We continue to create space in the greater community for dialogue about the importance of fertility
awareness and body literacy across the life cycle. Most recently, IRH contributed an article called, "Fertility
Awareness: Birth Control and Beyond!," fo Bedsider, an online platform for family planning information
targeted at young adults in the U.S. Also, The Daily Circuit, a news program of Minnesota Public Radio
(MPR) hosted a discussion on “the State of Birth Confrol in America" on March 12, where Dr. Jennings was
an invited guest alongside Guttmacher Institute’s Dr. Megan Kavanaugh. The discussion from callers was
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heavily focused on concern over side effects from hormonal family planning methods and an interest in
better understanding their bodies. The CycleTel Solution Manager also presented on IRH's mobile solutions
during a panel fitled “Hacking Global Health: New Solutions to Old Problems” at the Global Women Forum
in Chicago in March.

At conferences and meetings, we continue to announce the FACT Project goals and objectives and
generate interest among other CAs and donors. We also continue to produce communication products
to support the FACT Project like a branded folder and various presentations to use as we engage with
partners and stakeholders.

IRH is providing technical assistance to the Ministry of Health in Jharkhand through a subagreement with
CEDPA. With materials and expertise gained during the FAM Project, IRH provides distance technical
assistance to CEDPA. During this quarter, CEDPA conducted an advocacy meeting with state- and
district-level MOH staff and a detailed discussion with training division cell officials on the project in the
twelve new districts, facilitated a family planning counselors’ training in March 2014 as requested by the
MOH, and facilitated procurement and distribution of CycleBeads to past intervention districts as well as
the twelve new districts. We expect this support to continue during the up-coming quarter.
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Introduction

Meeting the unmet needs of women (and couples) in the developing world is a high priority for family
planning programs. Over 220 million women in the developing world want to avoid pregnancy but are
not currently using an effective method of family planning. “Unmet need” is a dynamic concept over a
woman'’s life and is by no means straightforward or easy to measure. Non-use may due to one or
multiple reasons, including experience or fears of side effects or permanent infertility, lack of information
(or misinformation) about methods, lack of access, or stigma. Unmarried women experience additional
obstacles to use.

This report describes the current context and challenges of family planning in Uganda and recommends
some programmatic actions and research-- that might be taken to increase the contribution of Fertility
Awareness, Fertility Awareness Methods, and the Lactational Amenorrhea Method with the goal of
reducing unmet need in Uganda. The infended impact of FACT (Fertility Awareness Community
Transformation) is to increase the use of family planning in Uganda.

Given that resources to inform people about FA, FAM, and LAM are scarce, a key question is who could
benefit the moste Adolescents, especially those who are sexually active but not married? Those who have
a certain number of living children (three, four or five)? Those with “unmet need”? Those who plan to use
contraception in the future? Those who would have preferred fewer children if life could be lived over?
Contraceptive discontinuers, particularly of methods with high contraceptive effectiveness? Those who
have indicated an inferest in periodic abstinence methods? Couples in which men want medium sized
families? Pregnant women or new mothers who could meet the conditions of LAM?2 Or some combination
of these? This question can be addressed through operations research.

The second key question is how to build upon and strengthen communities to deliver these resources since
individuals, couples, and families do not act in isolation but are embedded in community networks. This
question will be addressed through several programmatic recommendations.

Although this paper focuses on how FACT can help Ugandans meet their fertility desires, in the longer run
and as more children survive, Ugandans will need to reduce their ideal family sizes below five children
for women and six or seven for men. It is hard to imagine that the current population growth rate of
3.5% can be sustainable for a country with a small land area. The current Ugandan population (37
million) is already about ten times that of the US State of Oregon (3.8 million) with a similar land area
and Uganda’s 2025 population projection is 55 million. Given how slowly change occurs, it is not too
early for Ugandan’s to think about the future.
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I. How Greater Use of Family Planning Could Benefit Uganda and its Families

e Reduce unmet need for the 34% of Ugandan women who want to space or limit the number of their
children

e Reduce the number of unintended pregnancies

e Give more children the advantages of being wanted

o Reduce the numbers of Ugandan adolescents who become pregnant, potentially giving them greater
opportunities for education and skills

e Improve child survival through better child spacing (by 2015, FP could prevent 1 million child deaths)

e Prevent unsafe abortions and their high costs to individuals, families and society (in 2009,
expenditures on induced abortion in accounted for more than 4% of Uganda'’s annual health care
expendifure)

e Prevent maternal deaths (by 2015, FP could prevent 16,877 maternal deaths)

e Allow public resources to be spent on increasing quality rather than quantity-- whether for health,
education, sanitation, or infrastructure. (For every dollar invested in family planning, more than $3 is
saved and could be used to attain the Millennium Development Goals.)

e Confribute to women's equality and empowerment

Il What Could FACT contribute?

The Fertility Awareness for Community Transformation (FACT) Project’s mission is to expand solutions for
reducing unmet need for family planning. Awarded by USAID in 2013 to the Georgetown University
Institute for Reproductive Health, the Project’s international partners are the Population Media Center,
Save the Children, and the International Center for Research on Women.

By reviewing the evidence base, this report identifies opportunities for FACT to strengthen the ability of
Ugandan women and couples to delay pregnancy, space children and limit childbearing through
increased information about fertility awareness (FA), Fertility Awareness Methods (FAM) and the
lactational amenorrhea method (LAM), all information-based methods often ignored by health services.

Fertility Awareness (FA) includes information on body changes during puberty and onset of fertility,

postpartum return to fertility, fertility risk during the menstrual cycle, and observable signs of
fertility and mechanisms by which FP methods prevent pregnancy as well as their associated side
effects and benefits.

FACT's three broad objectives are to:
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(1) Increase access to and use of effective methods appropriate for postpartum and breastfeeding
women, particularly the lactational amenorrhea method (LAM), with timely fransition to other appropriate
methods including woman-initiated methods.

(2) Focus on new approaches to increase access to and demand for new and underutilized woman-
related family planning (FP) methods, particularly for post-partum and breastfeeding women, married
and unmarried youth, and women having infermittent sex; expand public and private sector markets in
rural and urban areas; utilize mobile phones and other direct-to-consumer approaches; and identify new
partnerships within and outside the health sector.

(3) Develop and test innovative approaches to increase Fertility Awareness and expand access to and
use of Fertility Awareness Methods (FAM) as well as other underutilized FP methods as appropriate.

Although there are many natural family planning methods, FACT will emphasize the feaching of fwo
simple Fertility Awareness Methods (FAM): the Standard Days Method (SDM®) and the TwoDay
Method.

SDM® relies on a “standard rule” or a fixed window of fertility to help o woman know when she is
likely to get pregnant. A woman having mensfrual cycles between 26-32 days long should not have

unprotected infercourse on cycle days 8-19 if she wishes fo avoid a pregnancy. CycleBeads® can

help her identify the fertile period.

The TwoDay Method relies on an algorithm to help a woman identify when she is fertile, based on
presence or absence of cervical secretions. If she notices any secretions on the current day or the
previous day, then she is probably fertile today and should avoid unprotected intercourse if she
wants fo avoid pregnancy. If she notices no secretions foday and yesterday (i.e., two days in a row),
then she is not fertile todayv.

Since the FACT project anticipates that the Republic of Uganda is likely to be a priority country, a
strategic review of the context with recommendations about potential research, interventions, and,
partners is timely. FACT objectives that apply directly to activities in Uganda are: (1) To generate
evidence on the impact of increases in Fertility Awareness on family planning adoption, correct use, and
method continuation; (2) To develop and test scalable solutions to increasing Fertility Awareness in key
demographic groups; (3) To define existing and scalable solutions that can be applied in and beyond the
health system to increase the Standard Days Method, the TwoDay Method, and the Lactational
Amenorrhea Method and assess the impact on unmet need; and (4) To promote widespread use of
effective solutions to improve FA and increase access to FAM and other family planning methods to
address unmet need.
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The Lactational Amenorrhea Method (LAM) is a modern method of contraception based on the nafural
postoartum infertility that occurs when a woman has not yet resumed menstrual bleeding (i.e., is
amenorrheic) and is only fexclusively breastfeeding her baby. The three criferia for ifs effective use

are: (1) menstrual bleeding has not yet resumed since the baby was born; (2) the baby is
only [exclusively breastfed; and (3) the baby is less than 6 months old.

It is plausible that a woman, couple or community that knows critical facts about fertility would be better
at delaying, spacing, or limiting unintended pregnancies, regardless of the method used. But this has not
been empirically demonstrated. FACT is framed as an operations research or strategic information
project which addresses these challenging questions: (1) Can an increase in FA contribute to FP uptake
and use? (2) Can serious efforts to increase FA at the population-level increase individual knowledge and
skills in a large demographic group? (3) Will FAM appeal to women concerned about side effects,
women living in settings where FP is stigmatized, women who have infrequent sex or women who
underestimate pregnancy risk2 (4) Will FAM bring in new users, including those who fear other FP
methods? (5) Will FAM improve the use of other FP methods, specifically, increase understanding of
when EC should be used, increase the use of barrier methods, increase acceptability of family planning to
male partners or help women to use LAM?2

A logic model and a results framework of FACT, agreed upon by USAID, appear in the Appendix. They
clarify FACT's deliverables. The primary objective of FACT is to increase the use of family planning.

(. The Context of Family Planning in Uganda

As research or interventions are planned, it is important to review evidence. It is fortfunate that results
from the 2011 Uganda Demographic and Health Survey have recently become available. The Final
Report is an amazing source of up-to-date information on family planning, fertility preferences, unmet
need, health, breastfeeding, gender equity, domestic violence, nutrition, anemia, vitamin A deficiency and
HIV knowledge. Its sample size (over 10,000 which includes eligible men 15-54 in every third household)
is sufficient for estimates for ten regions. Most findings are broken down by age, female /male,
household wealth, family size, education, region and urban /rural residence.

Given the five comparable Demographic and Health Surveys have been conducted in Uganda in the past
23 years, it is possible to assess trends for topics covered in multiple surveys. Although there are clear
differences among Uganda's regions, the data cited in this report here are mainly national. If FACT
concentrates its efforts in a particular region, statistics for that region can be extracted from the 2011
UDHS and other sources. Recommendations, indicated in blue, appear at the end of each of the
following sections (lll, IV, and V) and again at the end of the paper where they are organized as either
“programmatic” or “research.”
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Demography and Families

Population size and growth: Uganda has one of Africa’s largest and fastest growing populations. Its
population is 37 million. More than half of the population (52%) is under age 15 and only 2% is over
age 65. The median age of the population is 15.5 years. Only Afghanistan and Niger have equal or
higher percentages under age 15. Its young age distribution means that even if fertility declines, there
will still be rapid population growth.

A critical question for Uganda is whether this very large young population will prove to be more of a
bonus or a burden.

Uganda has 8.3 million women of reproductive age (15-49). It has one of the highest rates of natural
increase in the world (3.5% per year), reflecting its high fertility (45 births/1,000 population), declining
mortality (10/1,000) and little in- or out-migration. Only Chad and Niger have more rapid population
growth, 3.6% and 3.8% respectively. Projected populations are substantial for Uganda: 55 million by
2025 and 114 million by 2050.

Urbanization: Compared to other large, non-island populations in East Africa, Uganda is less urbanized
although its urban population is growing at 5.7% per year. Given that less than 20% of its population
lives in urban areas, national statistics that combine urban and rural statistics are weighted to reflect rural
conditions.

Ten percent of Uganda's population lives in Kampala which has over 1.5 million people. The next largest
cities (Gulu and Lira) are only one-tenth as large. Compared to the rest of the country, Kampala is better
educated and wealthy. Over 90% of its population is in the highest wealth quintile. Uganda’s population
density is relatively high at 153 people per square kilometer compared to 52 for East Africa as a whole.
The Central and Western regions are especially densely populated.

Sexual debut: Women typically initiate sex a year before marriage and men, four years before. The
majority of youth ages 15-19 have not had sex yet: 55% of women and 60% of men. Another way of
putting it is that 58% of young women and 47% of young men have had sex before age 18. Two
percent of women 15-14 reported having sex with more than one partner in the past 12 months
compared to nine percent of men. Thirteen percent of women 15-19 who had sex in the past 12 months
had sex with a man 10 years or older.

Marriage: In Uganda, marriage (or union) begins early for women. Although the minimum legal age of
marriage for girls is age 18, more than half of Ugandan girls marry by age 18 in all but the wealthiest
quintile. The median age of marriage for men is 22.3 years and 17.9 years for women, a difference of
4.4 years. Very early marriages (i.e., those by age 15) have declined dramatically from 19% among
women 45-49 to 3% among women 15-19. A quarter (25%) of women live in polygynous unions
although only rarely are there more than two wives. Polygyny declined from 32% in 2000-2001 to 25%
in 2011.
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Three fifths (63%) of women 15-49 are currently in union: 36% married and 27% living together (without
traditional, religious or civil ceremony). Customary marriages are common while religious or civil
marriages are rare. Since 2006, more couples are living together and fewer are marrying.

First birth: The median age at first birth is 18.9 years. Almost two out of five (39%) women ages 20-24
report that they gave birth by age 18. Women giving birth later tend to be urban, from Kampala, have
secondary or more education, and live in the wealthiest households. Women with no education have a
median age of 18.1 at first birth compared to 20.8 for women with secondary or more education.

Childbearing is nearly universal in Uganda: primary infertility is low (3%).

Household composition: There is more diversity in household composition than one might expect. The
average household size is 4.9 people. One fifth (19%) of urban households have only one resident.
Twelve percent of children under age 18 are orphans. A third (33%) of households have either a foster
child or orphan. Only a little more than half of children under age 18 (55%) live with both parents.
About three out of ten households are headed by women. A fifth (19%) of the population has some kind
of disability. These are mainly concentrated among those over age 60, two-thirds of whom have at least
one disability.

Reproductive Health

Mortality: Mortality has declined and Uganda has begun its demographic transition. Life expectancy in
Uganda is 58 years: 57 for males and 59 for females. Infant mortality has been declining and is now
54 /1,000 live births with the deaths mainly due to neonatal causes, malaria, pneumonia, and diarrhea.

Almost all maternal deaths (29%) occur in developing countries. A Ugandan woman's life- time risk of
maternal mortality is 1 in 49. Every year Uganda loses about 6,000 women to pregnancy-related
complications. This corresponds to a maternal mortality ratio of 438 maternal deaths/100,000 live births
or a maternal mortality rate of .93 maternal deaths /1,000 women years of exposure. Nearly one in five
(18%) deaths to women 15-49 are maternal deaths. Uganda is unlikely to reach its targeted Millennium
Development Goal for maternal mortality in rural areas.

Maternal care: Most countries are concerned that pregnant women receive ante-natal care and be
delivered by a trained attendant. In 2011, almost all pregnant women (95%) in Uganda had at least
one ante-natal visit with about half (48%) having four or more visits. About two-fifths (58%) of births are
attended by skilled health personnel, an increase from 42% in 2006. Between 2006 and 2011, the
percent of births taking place in a health facility increased from 41% to 57% (44% in public facilities
and 13% in private facilities).

Fewer than 2% of women reported that they had been circumcised. Between 2006 and 2011, the
percent of women reporting obstetric fistula declined from 3% to 2% although this is still a high rate
given the seriousness of the problem. Three in five (62%) of those reporting obstetric fistula said they
sought treatment although we do not know how many of these had successful repairs.
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HIV/AIDS: Uganda’s HIV prevalence has declined markedly from the 1980s. About seven percent of the
population ages 15-49 is HIV+ with women being infected at earlier ages than men. This corresponds to
about one million people living with HIV, about 57% of these women. There were 64,000 deaths due to
HIV /AIDS in 2009. The 2011 UDHS found knowledge about HIV to be surprisingly low, given how much
attention has been given to HIV/AIDS in Uganda. Only 38% of women and 43% of men had
comprehensive knowledge of HIV /AIDS. Among those with more than one sexual partner, 31% of women
and 19% of men reported condom use during the last sexual encounter. Between 2006 and 2011, HIV
testing and receipt of results increased dramatically for both women and men: 24% to 71% for women
and 21% to 52% for men.

Geography and Environment

Uganda'’s land is slightly smaller than the U.S. State of Oregon. The country is landlocked. Although
Uganda is on the equator, it has a relatively moderate climate due to its elevation. Its boundaries contain
a wide range of ethnic groups with diverse cultures and political systems.

Natural resources include copper, cobalt, hydropower, limestone, fresh water lakes and abundant rain,
and arable land. Oil and natural gas were discovered recently and have the potential to double
government revenues within 6-10 years.

Environmental challenges include draining of wetlands for agriculture, deforestation, overgrazing, soil
erosion, and growth of water hyacinth in Lake Victoria, the largest fresh water lake in Africa.

Compared to urban areas, rural areas are disadvantaged with regard to sanitation, electrification, and
drinking water. Twenty six of urban populations and 17 percent of rural populations have access to
improved sanitation (unshared and shared). Fifty five percent of urban households and five percent of
rural households have electricity. Ninety percent of urban households and 67% of rural households have
access to improved drinking water. More than half (54%) of households have to travel 30 minutes or
more to fetch drinking water, a job that usually falls to females.

Education

In Uganda, women tend to have less education than men. The median years of schooling is 5.2 for
females and 5.8 for males. Almost two thirds (64%) of women ages 15-49 are literate compared with
78% of men of the same age. Gender equity in enrollment extends to about age 16, after which the
proportion of adolescent males attending school is higher than that of females. The current policy is that
when a girl becomes pregnant, she terminates her education.

In Uganda, primary schooling lasts seven years, secondary lasts six years and university or tertiary
education lasts three or more years. Primary students are expected to be ages 6-12 although there are
many over-aged students in primary schools. Despite free universal primary education, many children get
a late start. A third of boys and girls who are 6-9 years of age have never attended school although this
declines to 4% by ages 10-14. Almost a quarter of children attend pre-primary school; these are mostly
children from higher wealth households.
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Uganda is doing much better at primary school enroliment than secondary school enrollment: four fifths
(819%) of primary-age children attend primary school compared to 17% of secondary-aged children.
There has been an increase in secondary school attendance since 2006.

Now that more children are attending school worldwide, the spotlight has turned to the quality of
education. Measuring this requires different kinds of surveys than the DHS.

Mass Media and Communications

Women have less media exposure than men in Uganda. One in five women (21%) and 11% of men are
not exposed to any media (newspapers, radio, or TV). Radio is available to most Ugandans: in urban
areas, 78% of women and 88% of men listen to the radio; in rural areas, 73% of women and 85% of
men listen.

TV is mostly an urban phenomenon: 60% of urban women report watching TV compared to 10% of rural
women. Comparable figures for men are 77% and 18%. As of 2014, Ugandan TV will be required to
broadcast 70% Ugandan content. This may offer opportunities for public education on some of the issues
covered in this report.

There has been a rapid penetration of mobile phones in the past five years in Uganda. In the 2011
UDHS, 59% of respondents reported that their household had a mobile phone. In 2012, seventeen
million subscribers had registered SIM cards for mobile phones in Uganda compared to only 315,000
main line phones.

Politics

Uganda'’s history in most of the past decades has been turbulent, making development activities difficult.
It is still trying to catch up, particularly in health and education.

Uganda gained its independence in 1962; it remains a member of the Commonwealth. In the 1970s and
1980s, up to half a million people were killed as part of state-sponsored violence. In addition to internal
conflict, Uganda has also participated in civil wars in the Democratic Republic of the Congo.

The current President, Yoweri Kaguta Moseveni, came to office in a coup in 1986 and has remained in
power since then. The next election is in 2016. Since 1986, Uganda waged armed resistance against the
government by different rebel groups, including the Lord’s Resistance Army which is known for its violence
and ruthlessness. In 2005, the LRA was forced out of Uganda and moved to neighboring countries
(Central African Republic, South Sudan, and the DRC). This has allowed some Ugandans to return to their
places of origin, resulting in fewer internally displaced persons.

In recent years, Uganda has gained negative publicity for several policies. In 2006, a Non-Government
Organization (Amendment) Act was passed that has constrained the freedom of NGOs, erecting barriers
to setting up NGOs and restricting their activities, funding and assembly. All foreign funds must go
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through the Bank of Uganda. The Public Order Management Bill limits freedom of assembly, including for
NGOs.

Uganda is also well known for its official opposition to homosexuality. Starting in January, 2014, a
person convicted of being a homosexual can get a minimum of two years in prison to a maximum of life
imprisonment. In 2011, a bill was considered that would have allowed the death penalty for homosexual
acts.

Administration

Uganda has a decentralized system of governance. It is divided into four administrative regions
(Northern, Central, Western, and Eastern) which are sub-divided into 111 districts (plus the capital city)
which are in turn divided into sub-districts which are made up of counties. (One reference mentioned that
36 new districts were to be added in July 2012.) Below the county level are parishes and villages.
Districts especially affected by the civil war are referred to as “post-conflict districts.”

Uganda spends almost a quarter of its national budget on health and education.

Health personnel and facilities are insufficient: .12 physicians /1,000 population and .5 hospital
beds/1,000 population. The government is sponsoring programs to train, retain and disperse health
personnel.

Two administrative challenges are investing in its fast-growing youth population and setfting up a system
for managing recently discovered oil. Uganda's image as a model developing country has been
tarnished recently by a deterioration of governance and an increase in corruption. On an index of
corruption where O is the most corrupt and 100 is the least, Uganda has a score of 29.

Economics and Employment

On UNDP’s Human Development Index for 2012, Uganda ranked 161 out of 187 countries, indicating
that it ranks among the poorer countries. Uganda’s economy depends on agriculture, fishing and forestry.
More than 80% of the labor force works in agriculture although since 2006, the agriculture sector has
been declining while the service sector has been increasing. Major exports include coffee, fish, and tea.
Uganda's greatest source of foreign exchange is from remittances from Ugandans living outside the
country.

Almost two-thirds of its population (65%) lives on less than two dollars per day. lts per capital income is
$506, according to the World Bank. Poverty is more concentrated in the Northern region. Its gross
domestic product grew by 5.7% between 2007 and 2011 although in 2012, the rate declined to 2.8%.
As in many countries, economic growth has not necessarily trickled down to the poor. Discovery of oil and
natural gas will allow some diversification once production and sales begin.

Almost all adult men are employed. More than two-thirds (69%) of women are currently employed
outside the home, a decline from 81% in 2006. Two-thirds of women report that they are self-employed.
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Economic development challenges include unreliable power, high energy costs, inadequate fransportation
infrastructure, and corruption. In recent years, Uganda experienced relatively high inflation although this
has recently come under control. Uganda has been experiencing declining donor support.

Income inequality is high. Its Gini Index, where zero indicates equal distribution of wealth and one
indicates that one person has all the wealth, is .39--- similar to that of the U.S. The top 20% of Uganda’s
population accounts for half (51%) of total income while the bottom 20% accounts for 6%.

Wealth distribution is closely related to fertility and early childbearing. The total fertility rate (TFR) is
strongly associated with the household wealth quintile: the poorest quintile has a TFR of 7.9 while the
wealthiest quintile has a TFR of 4.0, almost four children lower. Two fifths (41%) of women in the poorest
quintile begin childbearing as adolescents (15-19) compared to 16% of women in the richest quintile.

Uganda has achieved Millennium Development Goals related to extreme poverty and hunger but not
those related to health and education.

The country has considerable potential but is unlikely to reach its goal of becoming a middle income
country without reducing its high fertility, reducing corruption, managing its natural resources, and
investing in the productivity of its large youth population.

Language, Sub-populations, Religion, and Culture

English and Swahili are the national languages with Ganda (or Luganda) being common as well. The
2011 UDHS was conducted in seven local languages.

There are 56 named tribes in Uganda, making up a large number of diverse communities. Idi Amin
forced out Asians (Indians) living in Uganda. In recent years, some have returned; there are about
15,000 Indians living in Uganda now.

According to the 201 1UDHS and averaging women'’s and men'’s responses, 42% of the population is
Catholic, 31% is Protestant, 13% is Muslim, 11% is Pentecostal, and 2% is Seventh Day Adventist.

The culture tends to be pronatalist---with men in particular seeing their identity tied up with having
numerous children. According to Jennifer Wanyana in the Ministry of Health, “...many Ugandans oppose
contraception for cultural reasons or they associate family planning with promiscuity.”

Gender Inequadlity and Domestic Violence

One challenge for development in Uganda is gender inequality. Gender inequality is expressed in many
forms, including disadvantages for females in higher education, public health professions, and family
decision making. Rural women in Uganda average 15 hours of work per day compared with men who
work 8-10 hours a day.

In 1999, a National Action Plan on Women (NAPW) identified the following critical areas for action to
advance women's rights: legal and policy framework and leadership; social and economic empowerment
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of women; reproductive rights and responsibilities; girl-child education; peace building conflict resolution;
and freedom from violence.

Another challenge for development is violence. Although not all violence is domestic, we will focus on
domestic violence here. The 2011 UDHS has an unusually detailed description of the extent of domestic
violence as well as its determinants and consequences for both women and men.

Domestic violence (combining emotional, physical, and sexual violence) is common in Uganda, with men
typically the perpetuators and women, the victims, although men can also be victims. Six out of ten ever-
married women and four out of ten men age 15-49 report emotional, physical, or sexual violence from a
spouse. Among those who have experienced spousal physical or sexual violence, 37% of women and
26% of men experienced physical injuries and four out of ten sought outside help. Drunkenness (of either
spouse) is strongly related to domestic violence.

Many women have internalized the legitimacy of physical force by husbands: in the 2006 UDHS, more
than 70% of women thought that a husband could be justified for hitting or beating his wife; by 2011,
the figure declined to 58%.

The 2011 UDHS identifies the following characteristics of women most likely to experience domestic
violence: those who are older, those with more living children, Pentecostal women, women of Itesa
ethnicity, rural women, women living in the Eastern region, divorced /separated /widowed women, women
whose husband has no education or only primary, women whose husband is often drunk, wives who are
better educated than their husbands, women whose fathers beat their mothers, and women whose
husbands display controlling behavior.

Ugandan Family Planning Program and its Challenges

Uganda has policies and programs that address development issues but none has effectively addressed
the country's very high fertility (Karra and Gribble). Two government priorities, backed up by allocation
of government resources, are birth spacing and youth-friendly sexual and reproductive health services.
Uganda's National Population Policy Action Plan 2011-2015 gives priority to sexual and reproductive
health and rights and gender and family welfare.

Uganda's public health system must address competing health problems; access to contraception is only
one. Challenges to the family planning program include: improving family planning /contraceptive and
reproductive commodity security; increasing contraceptives supplies at lower-level health care facilities
where stock outs are frequent; improving the quality of sexual and reproductive services and rights of the
population; providing integrated family planning services in all health facilities at all levels; designing
programs to engage men in family planning services and use; broadening the range of methods
provided by hospitals and clinics, including long-acting and permanent methods to tackle high
discontinuation rates of injectables and pills; improving strategies to reach people in remote areas with
FP; improved supervision of Village Health Teams; training more health care providers in FP counseling;
and improving public knowledge of contraceptive methods. According to one government source, budget
constraints are impeding these interventions. (MOH, 2010).
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Given that most of the need for family planning is in rural areas, we should describe the teams
responsible for community based FP programs. District “core teams,” made up of the District Health
Officer, clinic managers, clinic midwives, and health assistants are responsible for implementing
community-based family planning programs. Village Health Teams are made up of volunteer community
health workers. Going door-to-door in hard to reach areas, they distribute pills and condoms, provide
injectable contraception (in some districts), and refer for long acting or permanent methods.

Recently research has suggested that if FP and reproductive health care were given a high priority, this
would be highly cost effective (Karra and Gribble, 2013). Although the country has policies and
programs related fo family planning, the global reproductive health community perceives that national
leaders in Uganda have given relatively weak support to family planning. Resources for contraceptive
commodities barely cover the small urban population.

Contraceptive services are not just the task of government. As noted elsewhere, more than half of women
using modern contraceptives get them through the private sector. The private sector provides half or more
of pills, injectables and |UDs (few in number) while the public sector provides most of the female
sterilizations and implants. The public sector does somewhat better in fostering informed choice,
especially in providing information on potential problems users may encounter and how to deal with
them. Pills and condoms are sold through social marketing.

To reduce high fertility, more than family planning is required. A three-pronged approach would be to
strengthen the family planning program, expand access to education, and concentrate on job creation.

Recommendations

Interventions should include not only married couples but the increasing number of couples who are
in union but not married.

Given that most Ugandans are affiliated with organized religions, FACT could look into how these
networks might be used to communicate information about FA, FAM, and LAM. The same could be
explored for language and ethnic groups.

Development efforts, including family planning programs, need to be sensitive to high baseline rates
of domestic violence and not exacerbate them. Given that Ferility Awareness Methods require
couple cooperation, client counselors will need to be prepared to address domestic violence.

V. Fertility, Contraception, Fertility Desires and Unmet Need
Fertility

Fertility: Uganda's total fertility rate (TFR) is 6.2 children, the seventh highest in the world after Niger,
Chad, Somalia, the Democratic Republic of the Congo, Angola, and Burundi. It has the same rate as
Zambia. This TFR represents a one-child decline from that in the 1970s (7.1). Fertility has been declining
very slowly but consistently. It has declined the most for younger women (ages 15-19).
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Current TFRs range from 3.3 in Kampala to 3.8 in all urban areas to 6.8 in rural areas. The TFR also
varies widely by wealth quintile: from 4.0 for the highest quintile to 7.9 for the lowest. Looking at all
currently married women, the mean number of children ever born is 4.5 with the mean number of living
children, 3.9.

Two million Ugandan women get pregnant each year. Childbearing starts early although not as early as
it used to: a third (33%) of women ages 20-24 report that they had a birth by age 18.

Birth intervals: The median interval between births is 30.2 months. A quarter of births (25%) occur within
24 months of a previous birth. Intervals are longer for older women, those whose infants survived, and
for women living in Kampala.

By ages 48-49, 40% of women have experienced menopause. If more than half of women have not
experienced menopause by age 49, one might wonder whether by not interviewing women over age, the
2011 UDHS may have missed a few births.

Contraception

Contraceptive knowledge: Female and male respondents were asked if they had ‘heard of” ten different
modern methods and two traditional methods. By this measure, awareness of at least one family planning
method is almost universal in Uganda; the average number of methods “heard of” by women and men is
at least eight. Condoms are the best know method (97% of women, 99% of men), injectables next (94%
and 91%) and pills third (23% and 92%) with LAM the least well known of modern methods (13% and
11%). Traditional methods, including “rhythm /moon beads,” are not as frequently known as modern
methods.

However, just asking people whether they have “heard of” a method is not a very strong indicator of
knowledge and is likely to overestimate people's familiarity with methods since respondents may not
want to appear poorly informed. [Note: | know this from personal experience. When doing a fertility
survey in rural Kentucky, | added some rare contraceptive methods to a list, for example, the “ota ring”
and got a fair number of respondents saying they had “heard of” the “ota ring.”]

Contraceptive use: According to the 2011 DHS, 30% of married women 15-49 report using
contraception. Most of these (26%) report using modern methods, an increase from 14% in 2000-01. The
percent using traditional methods has remained constant at 4-6%.

Contraceptive use varies by household wealth with 13% of the poorest quintile, 25% of the middle
quintile and 39% of the richest quintile using contraception. Contraceptive use is higher in urban areas
than rural areas (46% versus 27%), within certain regions (for example, 48% in Kampala versus 8% in
Karamoja), and for those with more education. Contraceptive use also increases with women's
empowerment, particularly their participation in household decision making. Half (52%) of sexually active
unmarried women report using some method of contraception, mostly male condoms or injectables.

Method mix: Uganda’'s modern method mix is distinctive: injectables are by far the most popular method
(14.1%), followed by pills, other modern methods and female sterilization (each at 2.9%), and condoms
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(2.7%). Traditional methods account for 4%, mostly withdrawal (2.1) and periodic abstinence (1.4%).
IUDs and male sterilization are rare. Slightly more women (52%) using modern methods got them from
the private sector than the public sector (47%).

Discontinuation: Injectables are the most popular method in Uganda, perhaps because they are easy to
conceal their use from partners. However, almost half (47%) of women (15-49) starting an injectable
discontinue it within 12 months, citing the following reasons: side effects and health concerns (23%), desire
to become pregnant (9%), method-related reasons (7%), other reasons (5%) and other fertility-related
reasons (3%). Discontinuation of pills is even higher (53%).

Fertility Desires

A number of approaches have been taken to measure fertility desires. The first one below could be
considered prospective while the other three are retrospective.

Future fertility desires: Currently married women and men were asked whether they wanted another child
soon (within the next two years), later (in two years or more), whether they were undecided, and whether
they wanted no more children. The results are below.

Currently Currently
married married men

Future Fertility Desires women (15-49)  (15-54)

Want no more children 39.5% 32.8%

When these data are presented by parity, more women than men want no more children at every parity
(i.e., number of live births) with the percentages wanting no more children increasing by parity, especially
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after four children for women and five for men. Still, the differences between women and men in the
table above are not huge. Note that these data are for the married. It is likely that most unmarried
sexually active people want to prevent /postpone a birth.

The next three measures of fertility desires are retrospective. These estimates tend to be underreports of
unintended or unwanted births due to the rationalization of births originally unintended or unwanted who
are now valued members of the family.

Woantedness status of births/pregnancies in past five years (for women 15-49 only): Looking at all births
and any current pregnancies taking place in the past five years, 56% of births (or pregnancies) to
women were reported as planned /wanted, 32% as mistimed, and 12% as unwanted. The percent
unwanted increases steadily by birth order and age. This measure includes unmarried women.

Wanted fertility rate (women 15-49): This is the level of ferfility in the past three years that would have
prevailed if unwanted births had been avoided. The ideal number of births reported was 4.5 compared
with the actual TFR of 6.2---a difference of almost two unwanted births if unwanted births were avoided.
The discrepancy is lower in urban areas (3.2 wanted TFR versus 3.8 actual TFR) than rural areas (4.8
wanted TFR versus 6.8 actual TFR). This again provides evidence of a high level of unintended fertility in
the midst of high actual fertility and pronatalism.

If life could be lived over: Respondents with living children were asked, “If you could go back to the time
when you did not have any children and could choose exactly the number to have in your whole life, how
many would that be?" Almost all respondents could give numeric answers. The answers for women and
men in 2011 were the same as those in 2000-01.

Men'’s fertility desires are consistently higher than women'’s. If people could “live their life over,” married
men (15-49) report that they would have wanted 6.6 children compared to 5.1 children for married
women (15-49). The figures for all men (15-49) are 5.7 and 4.8 for all women (15-49). Responses are
strongly related to existing numbers of children. For those with no children, the “lived life over” numbers
are lower: 4.5 for all men and 3.9 for all women. For those with six or more children, the ideals are 8.5
(for men) and 6.1 (for women).

Even though actual and desired fertility are high, many women (and fewer men) are having unintended
or unwanted pregnancies and births. While the average number of lifetime births per woman in Uganda
is 6.2, the number of wanted births is 4.5.

Correlates of smaller ideal family size: Those with small ideal family sizes include younger women, urban
women, those living in Kampala, those with more education and those with higher household wealth.

Spacers versus limiters: There is more demand for spacing than limiting in Uganda, especially by men. If
one adds the percentages of women and men who want to wait at least two years (spacers) to those who
do not want any more children (limiters), about three quarters of women (78%) and men (7 5%) do not
want a child immediately. These figures have not changed substantially since 2006. Considering the
modal categories by sex, women are more likely to want to limit (40%) while men are more likely to
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want to space (46%). When fertility desires are analyzed by number of living children, women flip from
being spacers to limiters at four children while men flip at five children.

Unmet Need

In the short run, the best way of addressing high ferfility is to help those with an unmet need for spacing
or limiting. People move through categories but at any one time, about three quarters of currently
married women and men in Uganda do not want a child immediately (i.e., within the next two years). Of
course, some of these are already using contraception or are sterilized.

Two recent studies, one (201 1) on the costs and economic burden associated with induced abortions in
Uganda and the second (2012) examines the potential costs and health benefits to increasing access to
modern contraceptives. The two studies agree that “providing greater access to contraception in Uganda
may be highly cost effective by alleviating unmet need for family planning services, reducing the
incidence of induced abortions and abortion-related complications and promoting overall reproductive
health and well-being.”

Measurement of unmet need: Depending on the measures are used, unmet need can vary and figures may
be inconsistent. Figures can be for all women (or men), currently married women (or men), or ever-
married women (or men). Some estimates are prospective while others are retrospective. Some are
percentages while others are means or medians. Some figures include sterilizations while others do not.
Men'’s ages may be from 15-49 or 15-54.

Unintended pregnancies: There are 755,000 unintended pregnancies in Uganda each year. This
corresponds to 37% of the total number of pregnancies.

Unsafe abortions: An especially strong indicator of unmet need is the number of abortions. Abortions are
illegal in Uganda except to save the life of the mother. Almost 300,000 (297,000) pregnancies result in
abortion each year. Most are unsafe, resulting in health complications for individuals, even death, as well
as costs to the health system. Economic costs include direct medical costs, direct non-medical costs (e.g.,
transportation), and indirect costs (loss of time and productivity). More than 4% of Uganda's public health
budget is devoted to complications of abortion.

Official estimates of unmet need: Using a prospective approach, 43% of currently married women (15-
49) say they want no more children or are sterilized---compared to 30% of men (15-49).

According to the 2011 UDHS, 20.8% of currently married women do not want a child within the next
year two years and are neither contracepting nor sterilized or have a mistimed pregnancy. These women
could benefit from contraception to achieve their goals for spacing. The comparable figure for limiters is
13.5% for a total of 34.3%. If all currently married women who say they want to space or limit were to
use family planning, the contraceptive prevalence rate (CPR) would more than double, from 30% to

64%.

To express this in absolute numbers, over 1.4 million Ugandan women would like to delay a pregnancy in
order to space their children or stop childbearing but are not using contraception.
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In order to reduce unmet need, we need to identify who has it. Although women with unmet need reside in
every analysis category, some groups of women have above average unmet need (i.e., above 34%).
There is little variability by age except that women 45-49 have a low level of unmet need and those 30-
34 have an above average level. Thirty six percent of rural women have unmet need, 38% of women
with primary education, and 42% of women in the lowest wealth quintile and 39% in the next lowest
wealth quintile. Several regions have above average unmet need: East Central {42%), Northern (42%).
West Nile (43%) and Southwest (37%). It is likely that unmarried women have higher unmet need than
married women although data are not available on this.

Reasons for unmet need: There are many reasons for high rates of unmet need at the individual or couple
level, including lack of accurate information about the benefits of family planning, poverty, cultural and
religious beliefs, pronatalism, lack of women's empowerment, stigma toward contraceptives, fear of side
effects, lack of access to FP commodities, partners’ desires for more children, and a limited choice of
methods at district and local levels. Research is need on the extent to which improved Fertility Awareness
and knowledge of Fertility Awareness Methods could address some of these reasons.

Significance of “unmet need”: This is a logical construction produced by demographers. However, just
because a woman (or man) does not want another child (or any more children) or currently has an
unintended pregnancy, it does not necessarily follow that she /he will be a successful contraceptor. She /he
may know little or nothing about methods, may have had a bad experience or heard rumors, may be
afraid of using a method, may not have access to an appropriate method, may not know how to use it
correctly or deal with side effects or his/her spouse may not allow them to use a method. A method may
be discontinued within the first year.

Information, support, commodities and perhaps permission {in the case of the husband) may all be
needed to turn “unmet need” into effective and satisfied contraceptive use. There is nothing automatic
about it (i.e., once a woman has “unmet need,” she springs into action).

Intenfion fo use confraception in the future: Given the just-mentioned reservations about the concept of
‘unmet need,” it is encouraging that 64% of currently married women who are not using contraception
say they intend to use it in the future (while 31% do not). About two-thirds of currently married women of
parities 1, 2, 3, and 4+ intend to use contraception compared with 54% of those with no children.

If one looks at information on Uganda's family planning program and a number of indicators of desire
for spacing or limiting, including the number of abortions and desire for contraception among the
unmarried, one can argue that more than a third of Ugandan women (34%), the official estimate of
unmet need, would be open to use of contraception if they could be matched with an appropriate
method, are not impeded by stock outs, and are given information and support.

At the same fime, men have higher fertility desires.... Should the pronatalism of men be confronted
directly, worked around (i.e., with women using injectables secretly), or ignored? Or should the emphasis
be on men who are already amenable to medium-sized families? Encouraging surreptitious use by
women could be risky, given the relatively high rates of domestic violence in Uganda.
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Recommendations

Users of two hormonal methods, injectables and pills, have high one-year discontinuation rates and
could possibly benefit from Fertility Awareness to help them deal with side effects and health
concerns or switch to another method.

Although Ugandan men typically want more children than women and are more favorable to
spacing rather than limiting, some men are closer in their attitudes toward women than others. An
intervention study could be conducted in which couples are included based on attitudes of male
partners toward spacing, limiting or contraceptive use. The intervention could include a FA
curriculum directed toward both men and women and try to identify a method acceptable to both
pariners.

Over 80 percent of women and men in the 2011 UDHS want four or more children. Given that most
Ugandans (outside the urban elite) want af least three children, the focus could be on those with three
living children to help them keep their final number to four (or five at most). This idea could be
incorporated into an OR stud, looking at the impact of FA and the couple’s preferred contraceptive
method to help them stop at four children.

Or the focus could be on those with four children, to help couples stop at four or five children.
Couples could be dichotomized by age/stage of childbearing and by urban and rural. The goal for
younger and urban couples could be to complete their families at four while the goal for older and
rural couples, five. The means could be through teaching fertility awareness, helping people choose
and appropriate method and giving them support to continue with the method (or switch to a more
appropriate method). Outcomes could be contraceptive use, choice of an effective method, method
satisfaction, continuation or appropriate switching, satisfying unmet need and prevention of
unintended pregnancy.

Regions with the largest discrepancies between actual fertility (TFR) and wanted numbers of children
(East Central, Eastern, and Northern) might be promising regions to work in, given that wanted
fertility is so much lower than actual fertility.

An OR study could identify (through a baseline household survey) a substantial number of women
(or men) with “unmet need” as demographers define it and then try different approaches (including
fertility awareness training, LAM training, or FAM) to help those with “unmet need” become
successful and satisfied contraceptors.

Another approach would be to identify those who say they infend fo use family planning in the near
future (rather than those with “unmet need”) to see if they can be helped to make the transition.

Although Ugandan men typically want more children than women and are more frequently
favorable to spacing rather than limiting, some men are closer in their attitudes toward women than
others. An intervention study could be conducted in which couples are included based on attitudes of
male partners toward spacing, limiting or contraceptive use. The intervention could include a FA
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curriculum directed toward both men and women and try to identify a method acceptable to both
partners.

V. Fertility Awareness, Ferfility Awareness Methods, Breastfeeding and LAM
Fertile Period

Knowledge of the fertility period is just one component of Fertility Awareness. Others are listed at the
end of this section. In the USHD 2011, respondents were asked when the fertile period occurs during the
cycle. The percentage of respondents giving the correct answer (i.e., the fertile period is half way
between menstrual periods) was 16% in 2006 and 14% in 201 1. The modal category for all
respondents was “right after the menstrual period” (45%).

Fertility Awareness Methods

More than half of female and male respondents said they had heard of the “rhythm /moon bead”
method: 53% of all women, 58% of currently married women and sexually active unmarried women, and
even more men (67% of all men and 77% of currently married men). Of course, as noted earlier, this is
a fairly weak measure of knowledge. Still, it indicates some familiarity with periodic abstinence.

Of the 30% of currently married women 15-49 reporting that they used a method of contraception,
1.4% reported using a periodic abstinence method (“rhythm /moon beads”). Moon beads are the
Ugandan version of CycleBeads® that are distributed and sold in Uganda. Of current users of

“rhythm /moon beads,” 33% correctly identified the fertile period, compared with 13% of non-using
women. However, about half (48%) of the periodic abstinence users thought that the fertile period was
right after the menstrual period, a similar percentage as non-users.

Given that only a third of users of rhythm/moon beads correctly identified the fertile period, one would
expect some unintended pregnancies. The pregnancy rate for “rhythm/moon beads” was about the
same as for pills (9.8% versus 9.4% respectively). Discontinuation is high for the periodic abstinence (PA)
methods. Reasons for discontinuation included respondents saying they wanted to get pregnant or they
actually became pregnant. Unlike for hormonal methods, concerns about side effects were uncommon for
PA methods.

Fertility Awareness

Although Fertility Awareness (FA) cannot tackle all of Uganda's family planning challenges, it could
potentially contribute to:

e improved knowledge of the menstrual cycle and fertile period
e understanding of risk taking
e insights on how methods work as well as their pros and cons

e provision of a wider choice of methods, including ones without the side effects of hormonal methods
(side effects are the major reason for discontinuation)
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e provision of knowledge-based methods not dependent on commodities and stock outs
e support for better and longer use of methods
e increased understanding of the conditions for using LAM

e Dbetter couple communication

If improvements could be made in any of these areas, FA could help women (and couples) come closer to
their wanted number of children.

Breastfeeding and the Lactational Amenorrhea Method

Breastfeeding practices in Uganda are not perfect but they are good. The challenge in the future is to
make sure that breastfeeding and post-partum abstinence practices do not erode with development.

Almost all {98%) of new mothers in Uganda breastfeed, 89% within a day after the baby is born.
Although two out of five (41%) of mothers give pre-lacteal feeds (not recommended), infant formula
supplementation is rare. The mean and median duration of breastfeeding are 19 months. However, the
duration of exdlusive breastfeeding is less than the optimal 6 months: 3.4 months (median) or 4.6 months
(mean).

Liquids are infroduced too early and complementary foods, too late. Only 13% of children 6-23 months
get enough diversity of foods. Half (49%) of children 6-59 months are anemic although this has
decreased from 73% in 2006.

After giving birth, Ugandan women abstain from sexual relations for an average of 2.4 months whereas
the median duration of post-partum amenorrhea is 9.4 months. By analyzing these two practices together,
the UDHS 2011 concluded that the median duration of post-partum insusceptibility to pregnancy is 11
months. By region, the duration of insusceptibility has a wide range--from 4.6 months in Kampala to 16.2
months in the West Nile region.

The duration of post-partum abstinence does not vary much by sub-groups but post-partum amenorrhea
does vary; it is longer for women who are older, rural, less educated, and living in poorer households.

Although many Ugandan women receive some child spacing benefit from lactational amenorrhea, LAM is
the least known of the modern methods of family planning. Only 13% of women (15% of currently
married women) and 11% of men have heard of LAM. Knowledge of the three LAM “rules” is certainly
less than this. Only .2% of users report that they are using LAM. Given that previous surveys did not ask
about LAM, there are no trend data on use of LAM although it is safe to assume it was uncommon.

Recommendations

Knowledge of the fertile period tends to be inaccurate in Uganda. It is not clear why respondents
believe that the fertility period is right after menses. This might be explored through qualitative
research.
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A memory aid be devised which would make it easier to remember when the fertile period is
relative to the menstrual cycle. For example, Americans trying to remember how to set their clocks
in the US for change in daylight savings time rely on the mnemonic “spring forward” and fall back.”

Qualitative research on how Ugandan users of “rhythm/moon beads” are actually using them, their
challenges, and their level of knowledge, including about timing of abstinence, would be useful
before a new program is launched.

A process evaluation of a new electronic fertility awareness education program in Uganda could be
useful to see if this is a promising approach.

Both knowledge and use of LAM are very low in Uganda. Similarly, relatively few people know
when the fertility period is. Given widespread radio listening, this might be one avenue of public
information.

Women in the proposed OR study who dare pregnant or new mothers (or all women) could be taught
about LAM.

Women who seek ante-natal or delivery services could be informed about LAM, possibly through
additions to the ante-natal care protocols.

VI. Potential Partners for FACT

a. Relevant Ugandan organizations

Name of Organization

Reproductive Health Uganda (formerly Family Planning Association
Uganda Health Information Network (UHIN)

Uganda National Heath Research Organization (UNHRO)
Ugandan Association of Obstetricians and Gynaecologists (AOGU)

b. International organizations with presence in Uganda (potential partners)

Save the Children

Engender Health

JHU Advance FP project

Marie Stopes
International
Wellshare International

FHI3 60
Population Council
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[ Pathfinder International |

Pathfinder International has focused on community engagement and capacity building for family
planning and RH. It has developed a Pathways to Change Game. Would it be possible to
integrate fertility awareness or LAM into this game?

Population Council and Pathfinder International have worked with adolescents in Uganda,
particularly on a project called “Safe and Smart Savings” for vulnerable girls in Uganda. Could
FA be integrated into these programs?

c. Regional organizations with presence in Uganda

East, Central, and Southern
Africa Health Community
(ECSA)

ECSACON: regional
nurses/midwives

Regional Center for Quality of
Health Care which is affiliated
with Makerere University

d. Projects that might provide an opportunity for collaboration with FACT

Communications for Health Communities Seeks to decrease HIV, reduce the TFR,
(USAID) led by FHI360 and reduce maternal and child mortality
HOPE (Healthy People and Environment) in
the Lake Victoria Basin. Led by Pathfinder
USAID /Uganda Community Connection Among other things, it seeks to increase
(CC) Project. Implemented by FHI360. demand by women and men for later
fiming and spacing of pregnancies

Advancing Partners and Communities.
Supports community based family planning
in several countries

Fertility Awareness might be integrated
into Pathfinder International’s Pathways to
Change.

Il. Anticipated Challenges

The 2011 UDHS is not particularly encouraging regarding FA, FAM, or LAM. Most respondents cannot
identify the timing of the fertile period although more of the periodic abstinence users can. Very few
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respondents are using “rhythm /moon beads” although from one half to three quarters of respondents had
“heard of” it. LAM is the least recognized of the modern methods and its use is very low. Some potential
partners may be discouraged by these results and may not want to participate in interventions or
research. In addition to this, there is the usual bias against knowledge-based methods in favor of more
clinical ones.

Of course, it must be kept in mind that the resources to popularize these information-based approaches
have been very limited and this may explain their low visibility.

The 201 1UDHS results point to the need for research on why could benefit the most from FA, FAM, or
LAM and where limited resources should be directed. There are many challenges for FP in Uganda and
room for new approaches that are very client-centered if they can be shown to have impact.

Regarding target groups, given Uganda'’s very young population, it might make sense to focus on FA
among adolescents (10-19). But if the goal of FACT is to increase contraceptive use, this population,
especially the younger adolescents, would not show increases in contraceptive use for some years and
probably beyond the duration of the project. On the other hand, sexually active unmarried adolescents do
have an immediate unmet need for contraception and, if it were politically feasible to do an intervention
with this group, it might be possible o demonstrate an impact on contraceptive use among this group.

Promoting LAM is a special challenge since only new mothers can use the method. The large OR project
could identify women who qualify for LAM (or will soon) and provide them information on the rules and
then see if use of LAM is increased. In order to reach more potential LAM users, given that more
Ugandan women are getting antenatal care and are attended by a trained attendant at delivery,
another approach might be to work with public or private facilities providing prenatal and delivery care
to make sure that their clients get information about LAM.

The OR study cannot work if there are few choices of methods, if there are stock outs or if when clients go
for clinical methods, they do not receive information and support. Thus, it will probably be necessary to
conduct the study in an area where FP services are relatively good.

VIIl. Recommendations
A. Programmatic

How can FACT build upon and strength communities to deliver these resources since individuals, couples,
and families do not act in isolation but are embedded in community networks?

e Interventions should include not only married couples but the increasing number of couples who
are in union but not married.

e Interventions should acknowledge that many households may vary from the stereotype of the
large family with many biological children and two parents (i.e., be female headed, have non-
related children, have children without both parents, be polygamous).
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o Given that most Ugandans are affiliated with organized religions, FACT could look into how
these networks might be used to communicate information about FA, FAM, and LAM. The same
could be explored for language and ethnic groups.

o Development efforts, including family planning programs, need to be sensitive to high baseline
rates of domestic violence and not exacerbate them. Given that Fertility Awareness Methods
require couple cooperation, client counselors will need to be prepared to address domestic
violence.

e Users of the two hormonal methods injectables and pills, have high one-year discontinuation rates
and could possibly benefit from Fertility Awareness to help them deal with side effects and
health concerns or switch to another method.

o Although most women in Uganda get child spacing benefits from the amenorrhea associated with
breastfeeding, both knowledge and use of LAM are very low in Uganda. Similarly, relatively
few people can identify when the fertility period is. Given widespread radio listening, this might
be one avenue of public information on FA and LAM.

e Regions with the largest discrepancies between actual fertility (TFR) and wanted numbers of
children (East Central, Eastern, and Northern) might be promising regions to work in, given that
wanted ferfility is so much lower than actual fertility.

e Given that 80% of the population lives in rural area and rates of contraceptive use are much
lower in rural areas, the interventions are going to need to be conducted in rural areas.

e A memory aid might be devised which would make it easier to remember when the fertile period
is relative to the menstrual cycle. The same thing might be done for the three “rules” for LAM.

® Women who seek ante-natal or delivery services could be informed about LAM, possibly through
additions to the ante-natal care protocols in public or private facilities.

B. Research
Qualitative Research
¢ Qualitative research could be conducted on how Ugandan users of “rhythm /moon beads” are

actually using them, their challenges, and their level of knowledge, including about timing of
abstinence---before a new program is launched.
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e Knowledge of when the fertile period is tends to be inaccurate in Uganda. [t is not clear why
respondents believe that the ferfility period is right after menses. This might be explored through
qualitative research.

e A process evaluation of a new electronic fertility awareness education program in Uganda could
be useful to see if this is a promising approach.

Operations Research (or Implementation Science)

Given that resources to teach people about FA, FAM, and LAM are scarce, a key question is who could
benefit the most and should get priority for FA, FAM or LAM instruction? This can be answered by
operations research (OR) or by what is now called, implementation science which has been defined as a
process of understanding how programs can be effectively scaled up. Which of these groups would
benefit the most?

o Discontinuers¢ These people have already made a decision to use contraception but dropped out.

o Couples with three living childrene Over 80 percent of women and men in the 2011 UDHS want
four or more children. Given that most Ugandans (outside the urban elite) want af least three
children, the focus could be on those with three living children to help them keep their final number
to four (or five at most), looking at the impact of FA and the couple's preferred contraceptive
method to help them stop at four children.

o Couples with four living children¢ OR could focus on those with four children, to help couples stop
at four or five children. Couples could be dichotomized by age/stage of childbearing and by
urban and rural. The goal for younger and urban couples could be to complete their families at
four while the goal for older and rural couples, five.

o  Married men who want medium-sized families¢ Although Ugandan men tend to want more children
than women and are more interested in spacing rather than limiting, some men are closer in their
attitudes toward their partners than others and might be satisfied with 3-5 living children rather
than 6-8.

o Those with “unmet need”e Through a household survey, it would be possible to identify a
substantial number of women (or men) with “unmet need” as demographers define it and then
provide fertility awareness training, LAM training, or FAM to help those with “unmet need”
become successful and satisfied contraceptors.

e Pregnant women or new mothers who might benefit from LAM?2
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e Those who infend fo use family planningé Another approach would be to identify those who say
they intend to use family planning in the near fufure (rather than those with “unmet need”) to see if
they can be helped to make the transition.

Operations Research Design

Studies should use the most rigorous design, given the topic, circumstances and funds available. In this
case, it would be desirable to have a control or comparison group to help answer the question, what
would have happened in the absence of the intervention. If another community could be included with the
baseline and end line surveys but without any special intervention, this would increase the credibility of
the results. Otherwise, critics could say that improvements in contraceptive use or discontinuation would
have happened anyway.

These targeted groups listed above could be part of a community-level intervention, preceded by «a
fairly large baseline household survey so there would be enough people for analysis in each of the
categories above. All couples in the targeted group or community would receive the intervention (FA,
FAM, and LAM) and assistance in choosing an appropriate method and giving them support to confinue
with it (or switch to a more appropriate method).

At the end of the intervention, a follow up survey and data analysis would identify which people
benefited the most.

Outcomes could be contraceptive use, choice of an effective method, method satisfaction, use of LAM,
knowledge of the fertile period, continuation or appropriate switching, satisfaction of unmet need and
prevention of unintended pregnancy. The duration would need to be af least three years: three months
for the base line survey and data analysis; six months for the intervention (with additional boosters after
this); two years for any changes to take place; and three months for the end line survey and data
analysis.

The relevant qualitative data collection could take place in parallel during the first three months.

Bringing about behavior change, for example, increased use of contraception, is slow. The cost of such an
OR study could be high, given that the intervention would need to be paid for by FACT, the duration
would need to be need to be af least three years, it could benefit from a control group or comparison
group, and the number of participants would need to be fairly large to have enough people in each
category. However, this design {or something similar) could answer the question of who benefits the most
from FA, FAM and LAM and could also yield programmatic lessons.
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Appendix

A. Logic Model

and reproductive outcomes.

Goal: Women, men and youth use family planning to achieve healthy fertility

INPUTS & ACTIVITIES

Staff fechnical capacity
in SRH, research, gender,
SBCC, knowledge
management, efc.
Formative and
evaluative research
Capacity building and
technical assistance
Research utilization
efforts to develop,
package and
disseminate appropriate
solutions

Exisfing dafa on FA ond
FAM

Existing FAM maferials
(fraining manuals, job
aids, key messages)
Knowledge transfer
activities to engage
stakeholders, lay
groundwork for taking
solutions to scale
sfakeholders and partners
Financial resources

-

OUTPUTS

¢ Knowledge regarding
factors underlying non-use
of FP in target
populations

® Knowledge about barriers
to FP access and demand
by target populations

e Evidence of FA's influence
on SRH behaviors and FP
use

e Tested FA processes (i.e.
messages and activities)
to convey actionable life
course-appropriate
information about key
aspects of fertility and FP
use

®  FA solutions developed,
tested, packaged, and
disseminated

®  FAM solutions developed,
tested, packaged, and
disseminated

—p

OUTCOMES
¢ Expanded access to FP,
including FAM

* Improved FA

® Supportive environment
established for scaling up the
validated FA and FAM solutions
e Organizations in the global health
and development community
(including service delivery
organizations, international and
local NGOs etc.) use and scale up
the validated FA and FAM
solutions
e Beneficiaries (post- and inter-
partum women and their partners;
adolescents; communities) have:
a.improved FP knowledge
® |ncreased understanding of
menstrual cycle fertility and
pregnhancy risk
® Increased awareness of
FAM including SDM,
TwoDay Method, LAM
® [ncreased understanding of
the effect of FP methods
fertility
b. positive attitudes towards FP

® |ncreased positive
perceptions of FP, including
FAM
® Increased self-efficacy to
use FP, including FAM
® Increased intention to use
FP, including FAM
¢. improved FP practices
® Improved ability to
communicate about SRH
® Increased ability to use barrier
methods or abstain on fertile days
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B. Results Framework
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Appendix B: Fertility Awareness Literature Review
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Introduction

The term fertility awareness appears frequently in the literature, but
definitions and terminology vary across studies and programmatic
approaches. Some literature considers fertility awareness as very
basic knowledge of a woman'’s ability to conceive during several
days mid-cycle. For example, the Demographic and Health Surveys
(DHS) ask women if there are certain days when pregnancy is more
likely {see box). Women who respond "halfway between two
periods” are considered to have fertility awareness, although this
response does not indicate that they actually know which days they
are potentially fertile. Other studies also ask about knowledge of the
fertile days of the menstrual cycle, using slightly different questions
(Bloom 2000; Singh 1998}, but the correct answers do not reflect
accurate knowledge of the fertile window, which spans from the
beginning to the end of the fertile days.

In the literature many studies address multiple aspects of knowledge
and beliefs about fertility throughout the life course and during

Fertility Awareness in the
Demographic and Health
Surveys

Question 1: From one
menstrual period to the next,
are there certain days when a
woman is more likely to
become pregnant?

Question 2: s this time just
before her period begins,
during her period, right after
her period has ended, or
halfway between two
periods?

different life circumstances, as well as some associated attitudes and behaviors (often without a precise
fertility awareness definition). Within this context, the term fertility awareness broadens to also include

information about:

¢ body changes during puberty and on-set of fertility (for girls and boys);

¢ postpartum or post abortion/miscarriage return to fertility;

¢ pregnancy risk for both breastfeeding and non-breastfeeding women; variable fertility and fertility

risk during the menstrual cycle;

¢ observable changes throughout the menstrual cycle including signs of a woman’s fertility;

e male fertility;

¢ mechanisms by which family planning (FP) methods affect likelihood of pregnancy;

¢ possible side effects of FP methods; and

s circumstances associated with infertility/subfertility and aging.)

Among the various examples of studies addressing multiple and broader elements of fertility awareness,
Polis {2012} included knowledge of the fertile period, pregnancy risk, and infertility risks when exploring
perceived infertility among young adults in the United States, in addition to associations with atfitudes
and behaviors related to contraceptive use. Sommer (2009) captured knowledge of the fertile period, of
menstruation, and of normal cervical secretions when exploring how the onset of menses and puberty
may affect school participation among girls in Tanzania. In a Canadian study, undergraduate students’
awareness of human reproduction and age-related fertility also reflect a broader definition of fertility
awareness (Bretherick 2010). A study assessing fertility awareness among women seeking to conceive
(Blake 1997) used a definition that included knowledge of fertility indicators, understanding what the
symptoms meant, and ability to use this information to enhance conception.

According to more comprehensive definitions, fertility awareness also includes the ability to apply this
information to one’s life, requiring individual knowledge, personal experience and skills. A review in FHI

Network pointed out that:

"Ferfility awareness is often narrowly defined as a basic understanding anatomy and physiology.
But many experts emphasize that fertility awareness is more than the ability to detect physical
changes related to the menstrual cycle. Fertility awareness also involves understanding how
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emotions, behaviors and cultural factors relate to fertility. Many experts have expanded the
definition to include a couple’s ability to use and apply this basic information in their everyday
lives and the ability to discuss the information with sexual partners and with health providers.”

FHI Network, 17, 1996

The Institute for Reproductive Health (IRH), which focuses on fertility awareness interventions ranging from
those aimed at very young adolescents to fertility awareness-based methods of FP (FAM) (e.g., Standard
Days Method®, TwoDay Method®, Lactational Amenorrhea Method), proposes that:

“Fertility awareness is actionable information about fertility throughout the life course and the
ability to apply this knowledge to one's own circumstances and needs. Specifically, it includes
basic information about the menstrual cycle, when and how pregnancy occurs, the likelihood of
pregnancy from unprotected intercourse at different times during the cycle and at different life
stages, and the role of male fertility. Fertility awareness also can include information on how
specific FP methods work, how they affect fertility, and how to use them; and it can create the
basis for understanding, communication about and correctly using FP.”

How fertility awareness is defined—what it includes and what it does not—is important because of
potentially different influences on sexual and reproductive health {(SRH) behaviors and outcomes,
including FP use. A comprehensive definition of fertility awareness encompasses the factors across the
life course that shape behavior: cognitive, social, environmental and developmental factors {(NIH 2009).
Theories of behavior change including the social learning theory/ social cognitive theory describe how
many of these factors affect one another and influence behavior change, along with the importance of
self-efficacy which is sfrengthened by observational learning and practice (Bandura 1997). Viewing
fertility awareness within this context, a girl or woman with fertility awareness not only gains knowledge
about her fertile time, but can also see and feel changes in her own body or circumstances that confirm
and elucidate this knowledge, linking knowledge to personal, observed experiences and
meaningful/relevant action. The Health Belief Model (Rosenstock 1988) addresses perceived susceptibility
to a health issue, the severity of potential consequences, and barriers as well as benefits of change.
Relating this to fertility awareness, for example, increased awareness of susceptibility to unintended
pregnancy, and the ability to use fertility awareness information to reduce this risk, is also influenced by
social and environmental factors that may be facilitated and/or constricted. Additionally,
empowerment theories address how perceptions of power affect behaviors, and how power can be
generated in social intferactions (Gutierrez 2000). This is particularly relevant to fertility awareness,
especially when the resulting knowledge, attitudes and behaviors may increase individual and collective
power regarding reproductive life planning, communication about this with others, and resulting action.

A comprehensive literature review was conducted with these conceptual theories and a broad
definition of fertility awareness in mind. We identified the literature on fertility awareness and analyzed
findings and trends regarding how fertility awareness knowledge, or lack thereof, appears to influence
sexual and reproductive health atfitudes and behaviors across the life course. Findings and lessons
learned from interventions and programs that have incorporated a fertility awareness component were
also documented.

By searching the literature for the evidence of fertility awareness knowledge across the life course and its
possible influences on attitudes and behaviors, this paper aims to document the potential relevance, or
value-added, of fertility awareness as an empowering intervention and foundation for good sexual and
reproductive health.
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This literature search was guided by the following research questions:

« What do people know, or believe they know, about ferfility?

¢ How does fertility awareness {or lack thereof) affect sexual and reproductive health attitudes or
behaviors (including FP) across the life course?2

« Whatis the effect of interventions/programs that have incorporated fertility awareness on
aftitudes, behaviors, and sexual and reproductive health outcomes (including use of FP)¢

Methodology

The search strategy and selection criteria were broad, including articles on puberty and adolescence,
schooling of girls, reasons for not using FP, beliefs about postpartum and post miscarriage/abortion return
to fertility, the role of aging on fertility, as well as additional male-focused articles on these and other
related topics. Initially a literature search of all existing abstracts was conducted using data bases such as
PubMed, JSTOR, Google Scholar. Two researchers independently conducted additional, extensive
database and online searches. Key informant interviews were conducted with leading reproductive
health researchers to solicit their recommendations for studies to review. Reference lists and key journals
were also searched.

Inclusion Criteria

The following inclusion criteria were used during the review of the abstracts and subsequent review of
promising articles and reports:

s published between 1990-2013;

s peer-reviewed journals and 'grey’ (non-peer-reviewed) literature;

e unpublished reports as available; and

¢ findings included a component of fertility awareness or had any association with fertility
awareness.

These were relative few studies whose findings demonstrated a change in knowledge, attitudes, or
behaviors due to an intervention that included fertility awareness. Efforts were made to include studies
conducted around the globe and to reflect varying life stages and circumstances of both women and
men.

Data Collection, Quality Assessment and Analysis

Two researchers reviewed all the identified articles and collaborated on preparing a detailed description
of each article. Article descriptions included documentation of evidence regarding fertility awareness
knowledge or lack thereof, associated attitudes and possible linkages to behavior. Lessons learned from
programmatic integration of fertility awareness messages, often in combination with other health-related
messages and approaches for communicating these messages, also were documented. A summary
section highlighted relevant evidence and/or case building findings regarding the research questions
posed by this review. Key findings from the artficle descriptions were then summarized in the tables
included as an appendix to this report.

A study strength score, on a scale of 1 to 8, was determined for each article. The criteria were different for
qudalitative and quantitative studies. For quantitative studies, the following criteria were applied: whether
the study was part of an intervention, had intervention and control groups or control sites, had baseline
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and end line data, documented an acceptable response rate, included multivariate analysis with regard
to ferfility awareness, demonstrated significance levels, had an appropriate sample size, and appeared
in a peer-reviewed journal. Qualitative study score was based on: whether the study was part of an
intfervention, had acceptable sample size, had written franscripts, had inter-coder reliability, specifically
explored fertility awareness, included an adequate description of the study participants, explained the
analytical process and theoretical framework, and had appeared in a peer-reviewed journal. Studies
with both qualitative and quantitative components relevant to fertility awareness received a separate
score for each. A review or summary report based on more than one study was not assigned a study
strength score.

The quality assessment of the study and resulting score was specifically designed to assess the strength of
the fertility awareness evidence or case building aspects of the article. As a result, a study — even a very
strong study —with a cross-sectional survey design would receive a lower score for our purposes, asit
would not be an intervention and would not have control and intervention groups. Without multivariate
analysis specific to a fertility awareness component of the study, the score would be even lower. A few of
the studies were based on the analysis of the same data set, which is noted at the end of each table in
Appendix A.

Data analysis included identification, coding, and content analysis to identify key themes, contrasts and
relationships. Tables and matrices were used to facilitate analysis and presentation of results. In
collaboration with co-authors, frends were identified, conclusions were confirmed, and quotes were
selected as exemplars.

Study Characteristics

A total of 83 studies met the inclusion criteria, representing research in North America, Africa, Asia, Latin
America, Europe and Australia as indicated in Figure 1. Half of the studies were surveys, 16% were
gualitative studies, 19% interventions, and 14% other (non-peer-reviewed reports). One was a literature
review on reasons for unprotected intercourse among adult women (Figure 2).

Figure #1: Geographic Regions Represented by the Figure #2: Methodologies of the Included Studies

Included Studies
Note: Three studies combined qualitative and quantitative

Note: Two studies use data from more than one region methodologies. These three studies were included in both
the survey and quadlitative stucies categories in these
calculations.

= North America

1%

= Africa = Survey

m Asia |m Intervention

= Latin America and

South America = Quadlitative
= Europe
= Other
u Australia

= Not Applicable = Literature Review
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Although the authors actively searched for studies that included an intervention with a fertility awareness
component, only 16 intervention studies were found. About half the total studies reviewed involved
research on women only, 30 (36%) reported results for both women and men, and 7 (8%) included
research on men only.

Regarding the study design rigor related to ferfility awareness (see figure 3), 45 (54%) of the studies scored
in the moderate range with a fertility awareness rigor score of 4-6 points out of a possible total score of 8
points. Only three of the studies (4%) had a strong study score of 7-8 points, which was partly due to the
fact that so few of the studies had an identifiable fertility awareness component and were also
interventions with experimental and control groups. Although 22 (26%) of the studies had a weak score of
2 or 3 points, the findings and conclusions of these 20 weaker studies confirmed findings and trends
documented in the stronger studies.

Figure #3: Study design rigor in regard to fertility awareness
50 ~
45 A
40 -
35
30 A
25 A
20 ~
15 A
10 A
5 =
0 - T T

No Score Weak 0-3 Moderate 4-6

Strong 7-8

Results

We present our findings according to the research
guestions that guided our literature review:

CHART 1: What do people know, or
believe they know about fertility? Key
Results

e lack of knowledge of puberty,
menstruation and conception,
menstrual cycle and fertile days,

¢  What do people know, or believe they know, ottty Inclicaters ke cendical

about fertility 2

How does fertility awareness (or lack thereof)
influence sexual and reproductive health attitudes
or behaviors {including FP) across the life course¢
What is the effect of interventions/programs that
have incorporated fertility awareness on attitudes,
behaviors, and sexual and reproductive health
outcomes (including use of FP)?2

secretions, postpartum/post-abortion
return of fertility, aging and fertility

e People know less than they think they
do about fertility awareness

e Better fertility awareness among
women, people with education,
wealth, and previous knowledge of
NFP/FAMs and some user-directed
methods

We also considered the life course of the study

participants, as fertility awareness has different o
components for people at different stages or

circumstances.

Widespread concerns about FP use
reflect a lack of fertility awareness

50



Ferlility Awareness: Life Course Perspectives

Young People

Adolescents to Adults
-Pre-puberty

-Pre-pregnancy
-Postpartum

Older Adults
-Perimenopause,

-Puberty

-Emerging gender roles and

associated interpersonal -Infra-pregnancy and
communication potential childbearing

years

menopause
-Men and aging

What do people know and believe about
fertility?

Lack of knowledge about puberty, menstruation and conception

Studies from Bangladesh, India, Senegal, and Tanzania indicate that adolescents have low knowledge of
puberty, menstruation, and the transition to being fertile (Agrawal 2007; Sommer 2010; Uddin 2008).
Formative research conducted by the Institute for Reproductive Health to guide development of fertility
awareness intferventions for youth, as well as evaluations of these programs, also revealed limited fertility
awareness among youth and their parents in Madagascar, Rwanda, Uganda, Brazil and Guatemala
(IRH2011, IRH 2013b, IRH 2013g). Adolescent girls in a study in Pakistan were significantly less
knowledgedable than adolescent boys about nocturnal emissions, and the boys were significantly less
knowledgeable than girls about menstruation and menstrual hygiene (Shaikh 2006). In a survey of
adolescent girls in Bangladesh, 23% had never heard about puberty, and only 24% knew that a girl who
experienced menstruation might get pregnant if she only has sex once. Additionally, 18 of 20 married
adolescent dirls in this Bangladesh study who had given birth said that they did not understand why they
became pregnant during their first pregnancies (Uddin 2008). A qualitative study with post-pubescent
young women ages 16-19 in Tanzania indicated that girls often felt dismay over menstruation, attempted
to keep menses a secret, and experienced harassment from boys and men related to menstruation
(Sommer 2010).

On the other hand, in a survey of adolescent schoolgirls in India, 75% had awareness of the physical signs
of puberty and over 80% knew that pregnancy was preventable (Agrawal 2007). In this study, over 80%
had had sex education, with media listed over friends as a source of SRH education.

Lack of knowledge about menstruation and the fertile days

Multiple studies provide evidence that men and women lack specific knowledge of the beginning and
end of the fertile days of the menstrual cycle or the “fertile window" (Ajayi 1991; Aneblom 2002; Berger
2012; Blake 1997; Bloom 2000; Byamugisha 2006; Dube 2006; Katz 2002; Kaye 2009; Makinwa-Adebusoye
1992; Ortayli 2005; Parasuraman 2009; Polis 2012; Sinai 2004 (unpublished); Singh 1998; Sommer 2009;
Sommer 2010; Uddin 2008; Witt 2013; Witte 1997).
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DHS conducted in countries around the world (IRH, 2013e} show considerable variation in responses to
the question of when during a women's menstrual cycle she is fertile. While as many as 62% of married
women of reproductive age in Congo-Brazzaville recognize that there is a fertile window half way
between two periods, the proportion is significantly lower in all other African countries {less than 30% in 25
African countries). Rates in Asian countries in which DHS was conducted ranged 15%-57%, and rates in
South America ranged 18%-39%.

In a study of 65492 married men ages 15-52 living in five districts in the northern state of Uttar Pradesh,
India, men were asked to identify the period of the menstrual cycle when women are most likely to
become pregnant. Between 14-20% of participants correctly identified the fertile period as approximately
two weeks after the beginning of the menstrual cycle (Bloom 2000; Singh 1998).

In a study of 1824 adolescents and young men and women in Zimbabwe, of which the majority were
orphans and vulnerable youth, 87-20% said that they did not know or gave inaccurate responses
regarding the ferfile period (Dube 2006). Among a random sample of adolescents and young men and
women ages 15-24 in Senegal, 38% (n=1005) of young women and 32% (n=93¢) of young men had
correct knowledge of the fertile period (Katz 2002).

Based on a nationally representative sample in the United States of 1800 unmarried men and women
ages 18-29, only “34% knew there is a certain time in a woman’s menstrual cycle when she is most likely to
become pregnant and could identify that time as roughly halfway between her two periods” (Berger
2012).

In a recent study in India, in which the Standard Days Method, a fertility-awareness based method, was
infegrated into public health services in twelve districts {one half of districts) in the State of Jharkhand,
community surveys showed that fertility awareness based method of FP (% who recognized that there is a
fertile window half way between two periods) increased among all married women of reproductive age
from 16.3% to 50.3% over the four-year study period (63.9% among women who had ever used the
Standard Days Method) (IRH 2013d). In a similar study in three districts in Guatemala, fertility awareness
increased from 8.3% to 16.1% (IRH 2013c).

Even women and men dealing with subfertility issues and actively seeking advice and support for infertility
lacked knowledge of the fertile days in a women's menstrual cycle (Blake 1997; Dyer 2004; Hampton
2012; Zinaman 2012). Among 204 women seeking fertility assistance in Australia, less than 25% could
identify cervical secretion changes indicative of fertility (Hampton 2012).

Lack of knowledge of fertility indicators like cervical secretions

A very few qualitative studies noted that women did observe cervical secretions but appeared to have
little or no knowledge of secretions as a reliable indicator of fertility, and many worried that normal
secretions were a sign of illness or infection (Bro 1993; IRH 2013h; Scorgie 2011; Sommer 2009). A young
woman in a qudlitative study conducted in Tanzania asked (Sommer 2009):

“Having vaginal discharge {white, watery, like milk, heavy, from the vagina)? Is it a diseaseg” (IDI
rural, in-school, Karina)

In an efficacy study of the TwoDay Method, a FAM that relies on the identification of the presence or
absence of secretions, participants were asked about their sections before they were taught the method.
The majority (88.4%) had noted secretions before, but they did not associate it with their ferfility (IRH 2004).
Some women interviewed during formative research for a community-based study of this method did
associate secretions with fertility, but had had previous fertility awareness education {IRH 2013h). Another
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quadlitative study with rural and urban men and women in South Africa documented observation and
concern about what appears to be normal cervical secretions (Scorgie 2011):

“By and large, the aim of hygiene practices was to remove unwanted vaginal fluids or
‘discharge’. Focus-group discussions with young rural women revealed intense anxieties about
‘white discharge’ they believed signaled iliness. Their descriptions suggested that what they were
referring to, however, was normal, viscous fluid produced during ovulation. One woman, Thembi,
explaining how she used a fampon to remove excess vaginal secretions, said:

There is some discharge that comes out with it when you remove the tampon. This indicates
that you've removed the dirt and therefore by the fime | arrive at my boyfriend’s, | feel
cleansed.”(urban FGD, Thembi, 25-34 years)

Women in some African countries also use drying agents that they insert intfo their vagina. In some settings
this is because they perceive secretions to be dirty (Scorgie et al., 2009); in other communities it is
because they believe excessive vaginal secretions are a sign of recent infidelity These women also do not
recognize secretions as a natural symptom of their ferfility {Aksel 2012). In the community-based TwoDay
Method study, women who used vaginal drying agents indicated they were willing to modify this
behavior to use the TwoDay Method (IRH 2013h).

Lack of knowledge about postpartum/post-abortion return to fertility

Misinformation about the return to fertility in the postpartum period has two possible effects. On the one
hand, it is important to recognize that breastfeeding can delay the return to fertility. On the other hand, it
is important to understand that breastfeeding alone is not sufficient to prevent pregnancy. Women and
men generally viewed breastfeeding as a way to delay the return of fertility and often considered
postpartum return of menses as a marker of fertility return, but usually without recognizing they could sfill
become pregnant while breastfeeding.

In a nationally representative sample of 233,426 men and women in Indiag, the percentage of men who
believed (incorrectly) that a breastfeeding woman cannot get pregnant increased with age (28-56%).
Similarly, only one third of women knew that they could get pregnant during breastfeeding (Parasuraman
2009). In another study in India (four Districts in the state of Jharkhand, n=1809, IRH 2013d), only about half
of married women of reproductive age recognized that a woman can become pregnant when she is
breastfeeding. In contrast, in a study in three districts in Guatemala (n=504), over two thirds of women
knew that they can become pregnant while breastfeeding (IRH 2013c).

In a study in Maliin two villages in which all women of reproductive age and men married to women of
reproductive age were surveyed to identify reasons for unmet need for FP, 16.7% of women in one village
and 20.4% of women in the other were not using a method of FP, despite a desire to avoid pregnancy,
because they were in postpartum amenorrthea, and/or breastfeeding, and believed they could not
become pregnant {IRH 2013j)

In a survey conducted in Jordan, 3,183 post-partum women were interviewed at child health centers.
Although 7.1% of participants were knowledgeable of the 3 criteria for the Lactational Amenorrhea
Method (LAM) {fransition to a complementary method of FP at 6 months postpartum, or before if menses
returns or if the women is no longer fully breastfeeding), many LAM users appeared to wait past 6 months
postpartum for return of menses, to begin using a complementary method (Bongiovani 2005).

Women are similarly unaware of the risk of pregnancy post-abortion. In a survey of post-abortion women

at a hospital in Egypt, over 75% of the respondents either did not know how soon a woman could get

pregnant following the procedure, or gave incorrect responses (Mahmoud 2013). In a survey conducted

in four government hospitals in Ethiopia, only 26.7% of the 401 participants responded that fertility would
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likely return soon, within two weeks post-abortion. Most participants in the Ethiopian study (81.8%)
indicated they did not wish to become pregnant within the next three months (Melkamu 2003).

Lack of knowledge and lack of research on fertility awareness and aging

Few studies were found that addressed perceptions of fertility and aging. In an article by Sherman (2005),
a Medline search examining women's knowledge of pregnancy risk during the peri-menopausal years
found nothing. Studies that asked younger women and men about fertility and aging found lack of
knowledge of the rapid decline of fertility for women, and lack of knowledge of the role of sexually
tfransmitted infections (STls) in reducing fertility potential (Bretherick 2010; Bunting 2008; Daniluk 2012;
Daniluk 2013; Peterson 2012; Quach 2008).

In another study of men and women attending a four-year university in the United States, only 24% of
women and 14% of men correctly identified that there is a considerable decrease in a woman's ability to
become pregnant between the ages of 35 and 39. Sixty-seven percent of women and 81% of men
overestimated this age range (Peterson 2012).

People know LESS than they think they do about ferility awareness.

Although women and men generadlly lacked knowledge of the fertile time of the menstrual cycle, they
often perceived that they had more comprehensive and more accurate information than they actually
did have {Ajayi 1991; Kaye 2009; Makinwa-Adebusoye 1992; Witt 2013). Among 465 low-income women
in the United States attending a FP clinic, "only 40% of participants who believed they knew when the
fertile fime of their cycle was actually had the correct response to this question” (Witt 2013). In a study of
unmarried youth in Kenya ages 12-19, while over 60% of participants stated that they had knowledge of
the fertile period, less than 11% displayed accurate knowledge (Ajayi 1991).

In a study of sub-fertile women trying o conceive over 68% believed they had timed intercourse to
match the ferfile window. However, only 12.7% were able to do so with precision, and another 24% had
accurate knowledge without demonstrated ability as evidenced by accurately completed fertility charts
(Hampton 2012).

On another fertility awareness related topic, people also know very little about the effect of sexually
transmitted infections on fertility. In a survey of 772 male and female high school students in Canada,
more than 4% did not know that chlamydia and gonorrhea could increase the likelihood infertility
(Quach 2008).

Better fertility awareness among women, people with education, wealth, and previous
knowledge of NFP/FAMs and some user-directed methods

Although specific knowledge of the fertile days was very low in general, many studies showed slightly
higher fertility knowledge among women when compared to men, with schooling, age and previous use
of natural FP or FAM, condoms or withdrawal (Berger 2012). In a nationally representative study of 1800
unmarried young adults in the United States, there were significant differences in accurate knowledge of
the fertile period by gender, race, education level, age of women, and previous use of withdrawal or
natural FP. Some 42% of females, compared to 27% of males, could accurately identify a woman's fertile
period {p<0.05) (Berger 2012). However in Zimbabwe, in a study of 1824 13 to 21 year old rural young
people, while knowledge of the fertile days was consistently low, slightly more boys {13%) than girls (9.9%)
responded that this was half-way between periods” (Dube 2006). In Senegal, men were more likely than
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women to know that a girl or woman could get pregnant the first time she had sex while women were
more likely to have knowledge of a fertile time of the menstrual cycle (Katz 2002).

Berger (2012) also found more education was significantly associated with an increased percentage of
respondents ages 22-29 who had accurate knowledge of the fertile period. Some 25% of participants
with high school or less, 40% of participants with some college, and 47% of participants with a college
degree of more could accurately identity awoman'’s fertile days. Accurate knowledge of the fertile
period increased with age for women between 18 and 29. Some 33% of females ages 18-19, 41% of
females ages 20-24, and 50% of females ages 25-29 could accurately identify a woman's fertile days.
(Berger 2012)

There was also a significant association between knowledge of the fertile days and previous use of
withdrawal or FAM. Some 53% of sexually active males reported that they had ever used withdrawal, and
29% of those who had ever used withdrawal had more accurate knowledge. Eight percent of the
sexudlly active females reported that they had ever used natural FP. Unsurprisingly, (given that fertility
awareness education is typically included in method instruction for the FAMs), 58% of those had ever
used natural FP had more accurate knowledge while 41 of those who had never used natural FP has less
accurate knowledge (Berger, 2012).

A study of men in Uttar Pradesh, India found that older men had more knowledge of the fertile days than
younger men (14% of men ages 15-24 compared to 22-24% in men ages 25-44). Additionally men in urban
areas, rural men with more assets, and men with more education tended to have more knowledge of the
fertile days (Bloom 2000} .

An analysis of DHS data from six countries (Philippines, Democratic Republic of Congo, Morocco,
Azerbaijan, and Cameroon and Bolivia) show that more educated women, and wealthier women, are
more likely to respond "halfway between two periods” when asked when a woman is most likely to be
fertile. While this association is not always stafistically significant, the relationship is consistently in the same
direction and holds true in the multivariate analysis in all countries except Azerbaijan, which might be
explained by the highly educated sample of women in Azerbaijan (IRH 2013f). The multivariate analysis of
fertility awareness indicates that as age increases fertility awareness also increases while controlling for
other background characteristics, though this association was statistically significant only in the
Philippines, Bolivia, and Cameroon. As the number of living children increases, fertility awareness
decreases in Bolivia and Cameroon, suggesting that a previous birth experience does not necessarily
influence fertility awareness. There appears to be linear increase in fertility awareness as wealth quintile
increases in the Philippines, Morocco, Azerbaijan and Cameroon. Urban and rural residential differences
are not a factor in fertility awareness except in Azerbaijan.

Widespread concerns about FP use reflect a lack of fertility awareness

Several studies noted that women and men overestimated the risk of side effects or possible negative
health outcomes from the use of FP methods (Dyer 2004; Kaye 2009; Witt 2013; Witte 1997). Sedge et al.
(2007) used DHS data to examine women with unmet need for FP in 53 countries. Women with unmet
need are those who wish to avoid pregnancy, and are married and sexually active, yet are not using a
method of FP. In most countries the most common reasons these women give for not using contraception
are side effects and health concerns. Between 20%-50% of married women at risk of an unintended
pregnancy cited these reasons in 26 of the 36 countries that had information on this question. Women
who cite these concerns may base their responses on personal experience with contraception, on the
experiences of women they know, or simply on their perceptions of FP. The authors concluded that where
these reasons for non-use prevail, women likely have not obtained services of sufficient quality to help
them understand contraception methods and use.
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A small study in Mali that used qualitative methodologies to interview women and men with unmet need
for FP also found many misconceptions about contraceptive methods (IRH 2013j). For example:

"My close friends and family have the same opinions as me... During our chats, we talk about FP
methods and their harmful side effects on women... and how that can prevent a person from
having children...”

Another qualitative study with 21 teen mothers in the United States synthesized the young women'’s
concerns about the side effects of long-acting reversible contraceptives:

"For the most part, the teen mothers had dismal attitudes toward birth conftrol, mostly due to the
unpleasant side effects...{including)...weight gain..mood swings... and nausea.” (Witte 1997)

In a nationally representative study of 1800 unmarried young adults in the United States, the perception of
the negative side effects of FP methods was very common (Kaye 2009).

¢ "Among those who have relied on birth control pills, nearly half (44%) incorrectly believe that you
should take a break from the pill every few years.”

o "27% of unmarried young women believe that it is exfremely or quite likely that using birth conftrol
pills or other hormonal methods of confraception for a long period of time will lead to a serious
health problem like cancer.”

¢ "Half of unmarried young women believe that cancer or other serious health risks due to the pill
are at least somewhat likely and report that this concern reduces their likelihood of using birth
control pills or other hormonal methods.”

o "30% say it is extremely or quite likely that using an IUD will cause an infection.”

o "36% say it is likely that the pill will cause them to gain weight and 40% say it will likely cause severe
mood swings and that these concerns reduce the likelihood of their using the pill.”

Concern that contraceptives might negatively affect fertility was also cited {Daniluk 2012; Quach 2008).
In a study of mostly educated, white women in Canada, over 50% (n=3345) did not know that taking oral
contraceptives for more than 5 years does not negatively affect a woman's fertility (Daniluk 2012).

This general lack of accurate, actionable knowledge about fertility and FP led us to the following
question:

How does LACK of fertility awareness
appear to influence sexual and reproductive
health attitudes or behaviors (including FP)
across the life course?

Although very few of the studies reviewed were

Chart 2: Is LACK of fertility awareness related to:

e Perceptions of low risk of pregnancy?

designed to show a direct link between ferfility e CorcernaboUt methodside effecis?
awareness and associated aftitudes or behaviors e Misuse of user-directed methods when
that support FP and other health outcomes, the attempting to combine these with “safe
following findings about attitudes and behaviors days” without fertility awareness
highlight possible frends and lessons learned that knowledge?

may be extrapolated when considering the * Unprotected sexvalintercourse®
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potential influence of fertility awareness or lack thereof on attitudes and behavior. For example, it
appears that “lack” of fertility awareness may contribute to non-use of FP, delayed method use
postpartum or post abortion, method discontinuation and/or inaccurate attempts to use methods only
during the fertile days. Lack of fertility awareness may also contribute to behaviors such as increased
days of missed school for girls without puberty and fertility awareness education and support, poor
vaginal health, such as douching to remove normal, healthy secretions, or lack of fertility awareness
regarding the male role in sex determination of a child, leading to unjust blame and even gender-based
violence against women.

Perceptions of low risk of pregnancy (including perceived low fertility) and resulting
non-use of FP

An often cited reason for non-use of FP is low perceived risk of pregnancy. Among US women who had
recently given birth after an unintended pregnancy (n= 7856}, 41% reported that they had not used a
method of FP because they either believed they would not get pregnant at the time they had had
intercourse, or they considered themselves or their partners to be infertile {Nettleman 2007). Similarly, in a
review of 16 studies of reasons for unprotected infercourse among adult women, perception of low risk of
pregnancy was a commonly reported reason as specifically noted in seven of the studies reviewed by
Ayoola {2007). In these seven studies, US women reported that they had had unprotected intercourse—
perceiving that they had a low risk of pregnancy — because they thought that they or their partners were
“infertile” (Coggins 2003; Foster 2004; Jones 2002; Killion 1998, Moos 1997; and Woodsong 2004}, they
considered themselves to be on a day of the menstrual cycle with low pregnancy risk (Moos 1997} and/or
they believed that older age, breastfeeding status or infrequent sex (Foster 2004, Sable 1997) meant that
they were at low risk of pregnancy.

Perceptions of subfertility or infertility also resonate through many of the studies in this review. Polis (2012)
analyzed survey data from US unmarried women and men ages 18-29 (n=1699, and noted that 90%
overestimated the risk of pregnancy from one act of intercourse, and é7% incorrectly estimated the
chance of pregnancy during a year of unprotected sex. Regarding personal concerns about infertility,
19% of women and 13% of the men surveyed perceived themselves to be "very likely” infertile. Among
women's reasons for perceived infertility, over 1/3 mentioned not getting pregnant after having had
unprotected sex. In this study, perception of infertility was associated with women overestimating the
chance of pregnancy from unprotected sex, and with men indicating that they would likely have sex
without contraception in the next three months. In a Canadian survey of 772 high school students (Quach
2008), girls were significantly more in agreement than boys with statements regarding concern about
possible infertility and desire to protect their fertility.

Among single and married youth {(male and female) in Senegal, less than 50% knew a woman could get
pregnant the first fime she had sex. Among the males who had had premarital sex, less than 80% used
contraception, and 16% reported that they did not think pregnancy was possible (Katz 2002). Similarly, in
a Nigerian study of 5599 adolescents, the belief that a woman could not become pregnant the first time
she had sex was a top-rated reason for not using FP (Makinwa-Adebusoye 1992).

For 5677 women seeking abortions in China {ages 15-48), non-use of emergency contraception was
correlated with less knowledge of ferfility and a lower rate of contraceptive use. "The main reason for
non-use (of EC) was lack of awareness of the risk of pregnancy and the subsequent need for protection”
(Meng 2009).
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Concern about method side effects/misinformation about FP and fertility and non-use or
discontinuation of FP methods

An often-stated reason for not using a FP method and method discontinuation is concern about possible
side effects and/or possible negative health effects — including effects on fertility -- associated with some
methods (Ayoola 2007; Makinwa 1992; Sedgh 2007; Singh 2012). In over 50% of the US studies reviewed
by Ayoolaq, side effects and health concerns such as “sterility, cancer, irregular bleeding, weight gain,
headaches, nausea, vomiting, hair loss, dizziness, weight loss, breast enlargement, acne, leg pain,
varicose veins, bloated feelings, low energy, depression, stress, and mood changes” were among
reasons women did not use FP. In addition, a survey of 1800 unmarried men and women in the US ages
18-29, found that expecting negative side effects of hormonal/LARC methods was associated with a
decreased use of these methods (Frost 2012). "Better knowledge of side effects is needed and could
contribute to young adults’ propensity to use hormonal and LARC methods” (Frost 2012). Among low-
income women attending FP clinics in the United States, "39.6% [n=465] strongly agreed/agreed that no
chemicals or hormones were important considerations in their contraception decision-making” (Witt
2013).

A vast body of literature about reasons for non-use or discontinuation of confraceptive use in developing
countries shows similar findings. For example, a 2012 analysis of DHS data from 60 countries looked at
reasons for contraceptive discontinuation. They found that about a quarter of pill and injection users who
discontinue their method in the first 12 months do so because of side effects or health concerns. The
authors conclude that high discontinuation due to perceived or real side-effects requires counseling
services and informed choice to be strengthened and method mix expanded (Ali 2012).

A broad definition of fertility awareness includes understanding of the menstrual cycle and a woman's
awareness and anticipation of her typical menstrual bleeding pattern. Given that the contraceptive
injectable (DMPA) has a very common side effect of changing a woman's bleeding pattern (Hatcher
2011), It is not surprising that women site changes in their menstrual bleeding pattern as a reason for
method discontinuation (Tolley 2005). However, a study of 350 intra-pregnancy and postpartum women
conducted in Mexico found that anticipatory counseling and guidance regarding menstrual cycle
changes associated with use of the injectable contraceptives resulted in significant increases in method
continuation {(Canto de Cetina 2001), suggesting that appropriate counseling about expected menstrual
side effects can mitigate the effect of actual side effects on method continuation.

Menstrual changes are not the only side effects of hormonal contraceptives that may affect method use.
A South African study of injectable contraception users (n=187) found a concern among users about
increased vaginal wetness when using progestin injectable FP (Smitt 2002). Despite the fact that vaginal
secretions are natural symptoms of fertility, a possible increase was observed as a negative side effect for
this study population. This underscores the importance of appropriate counseling, and suggests the
potential importance of anticipatory guidance and counseling around normal menstrual bleeding and
healthy secretions, along with common method-related side effects, to address any concerns about
these observable changes.

Inaccurate identification of fertile days, associated misuse of user-directed methods
and unprotected intercourse

In studies about withdrawal use in Turkey (Orayli 2005) and Lebanon (Mynftti 2002) the authors report that
withdrawal users combined withdrawal with a variety of fertility awareness strategies, including using
withdrawal during the woman's perceived fertile days and having unprotected sex on perceived inferfile
days. Another strategy was using condoms or abstaining from sexual intercourse on perceived fertile days
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and then using withdrawal on “less risky” days. However, Orayli described men learning about withdrawal
“in bits and pieces” until you “guess or figure it out” with increasingly successful use over time.
Addifionally, only 3% of the men in this study could accurately describe the fertile days. False perceptions
regarding the ability to identify “safe and unsafe” days for sexual intercourse may increase the risk of
unintended pregnancy for many withdrawal users who combine this method with inaccurate knowledge
of the fertile days. Both studies also noted that concern about method side effects was a common
reason for withdrawal use over other method options.

Unintended pregnancy

We turn again to the analysis of DHS data from six countries (IRH 2013f). In four countries (Philippines,
Bolivia, Morocco and Azerbaijan) correctly responding "halfway between two periods” was negatively
associated with having an unintended pregnancy. That is, these women were less likely to have an
unintended pregnancy (controlling for demographic characteristics). However this relationship was
statistically significant only in Cameroon, and the effect was reversed in Morocco and DRC. In explaining
their findings, the authors acknowledge that the definition of fertility awareness drawn from the DHS is
weak and does not adequately capture respondent’s actual understanding of when in the cycle a
woman can become pregnant. They further point out that even women who understand when (in
general) in a cycle a woman is more likely to become pregnant may not necessarily know how to apply
this information to their own bodies, and do not franslate this knowledge into the actions required to use
a FP method or to avoid unprotected sex on the days they are fertile.

A study by Wilcox (2004) documents that those without fertility awareness information, may experience
increased prevalence of sexual intercourse during the fertile window (as occurred in his study among IUD
users and women who have had a tubal ligation, n=69), suggesting that biological influences may
increase sexual intercourse during the fertile days, without couples being aware of this. Fortunately, we
know that those with fertility awareness can effectively use fertility awareness-based methods to
successfully avoid unprotected intercourse on the fertile days without reducing monthly coital frequency
(Sinai 2006). However, given the significant lack of fertility awareness knowledge in the general
population, and with many people who think they have more fertility awareness than they actually do
{and then use their own self-styled-version of fertility awareness strategies), the potential benefit of
increased fertility awareness knowledge worldwide and related attitudes and behaviors is very promising.

In a poster Fertility Awareness Method Use Among Young Adult Low-Income Minority Women (Guzman
2013), the authors conclude: “The vast majority of women are abstaining or using another method of birth
control during what they perceive to be their fertile period. These findings are encouraging because it
suggests that the behavior components of accurate FAM use are already present. What is lacking is
knowledge of their fertile period.”

These very different studies just described do not specifically document the influence of fertility
awareness on behaviors such as unprotected intercourse or other health outcomes. Still, they do
exemplify how “lack” of fertility awareness may contribute to false perceptions of infertility and false
perceptions of low risk of pregnancy on an individual and community level and subsequent unprotected
sex, concern about method side effects and resulting non-use of methods, misuse of user-directed
methods when combined with inaccurate fertility awareness and possible increase in unintended
pregnancy. Exploring other health outcomes possibly influenced by fertility awareness was beyond the
scope of this review, but there are indications that the effect of fertility awareness may have implications
beyond FP to broader SRH issues and beyond.
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What is the effect of interventions/programs
that have incorporated fertility awareness on
attitudes, behaviors, and sexual and
reproductive health outcomes (including use
of FP)?

While direct evidence of the effect of fertility
awareness on behavior is limited, findings (cited in

" . . Results of Interventions that Included an
the previous section) suggest that lack of fertility

Element of Fertility Awareness

awareness contributes to unintended pregnancy, o Increased knowledge of fertility awareness
non-use of FP and other negative health outcomes. (IRH 2013q; Brieger 2001, Danielson 1990;
With this in mind, we reviewed studies that examined IRH 2013a; IRH 2013b; IRH 2013g; Lavoie

- directly or indirectly — the effect of fertility 2009; Roth 1993)

awareness interventions on attitudes, behaviors and e Ability of young girls to track their

outcomes. Although we specifically looked for mensirual cycle and prepare for ”e’d_
intervention studies with an identifiable fertility menses o2 Wef"s‘?;H“?'k moaz:gg]nel)v ol

" arents dpou Issues )
awareness component, only 16 such studies were e

R IRH2012)
found, 8 of which targeted adolescents. e Increased use of FP methods or
For example, in a Rwanda studly, six youth-serving abstinence, and reduced pregnancies

(Brieger 2001; Cabezon 2005; Virgil 2005)

* Fewer days of missed school as a result of
a hygiene and puberty education, with
and without sanitary pad distribution (Scott

organizations at 10 sites infegrated the "CycleSmart
Kit" into their programs to help girls and boys learn
about menstruation, puberty, their fertility, and

“staying safe.” This Kit consists of Cycle Beads (color- 2009)

coded beads used with the Standard Days Method o Increased male belief in pill safety and

of FP which can also be a visual and tactile way of increased partner pill use (Danielson 1990)
teaching adolescents about menstruation and e Increased couple communication and
fertility), a calendar, a weekly diary, women’s empowerment (IRH 2008c; Léon
washable/reusable sanitary pads, and a brochure 2013)

Increased method continuation when FP is

on puberty and ferfility awareness. With the support
informed by fertility awareness.

of program guidelines and a brief orientation for
implementers, the Kit was integrated into programs
over a five week period, through a weekly session with adolescents (n=198). Statistically significant
increases in knowledge were observed for 19 of 20 knowledge indicators. All questions showed an
increase in the frequency of correct responses from baseline to endline. Focus group findings and
program log reports further indicate that girls did use CycleBeads to learn about and keep frack of their
menstrual cycles, and were better prepared for their next menstruation. Adolescents and parents report
that the CycleSmart Kit facilitated useful puberty discussions between adolescents and their parents,
teachers, peers and friends. Interest among young boys was also generated, and CycleBeads were
described as a useful tool for teaching boys about puberty and fertility (IRH 2013a).

Another fertility awareness intervention in Rwanda and Guatemala involved exposure to the My
Changing Body curriculum (IRH 2012}, which includes 5 educational sessions for adolescents (n=268)
along with an educational session for parents (n=117). Key themes of the curriculum include: puberty,
body image, fertility awareness, hygiene, gender roles, and communication with parents and peers. Pre
and post infervention measures revealed significant increases in adolescent knowledge of puberty and
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fertility awareness as well as self-reported confidence to act on this knowledge (discuss fertility awareness
topics with parents, share information about puberty with peers, or intervene when peers are teased
about puberty-related issues). Statistically significant shifts towards more gender equitable norms were
also noted. Regarding the results for parents, there was a significant increase in parents’ fertility
awareness knowledge, and improved parental accessibility for discussing topics about fertility and
romantic relationships with their children. {IRH 2013g)

For most of the other intervention studies in this review, however, fertility awareness was not analyzed
separately from other SRH messages and strategies, and the potential value-added of the fertility
awareness component (separate from other elements of the intervention) is unknown.

For example, in Ghana, Nigeria, Chile and the US, interventions that included fertility awareness elements
resulted in increased use of FP, increased abstinence or return to abstinence, and reduced pregnancies.
In Nigeria and Ghana, a peer-education intervention with 3585 girls and boys included educational
messages on reproductive anatomy and function along with education on FP, STls, and HIV/AIDS
prevention and successfully increased perceived self-efficacy in FP use, willingness to buy condoms,
awareness of local youth-serving programs and FP use in the intervention groups (Brieger 2001). However,
attitudes regarding concerns about the effect of FP methods on fertility and overall health, and pressure
to demonstrate fertility before marriage continued post intervention. This further suggests that additional
fertility awareness information on broader topics, including observable fertility indicators, and anticipatory
guidance on the effect of methods on fertility and overall health, may further incre ase method uptake
and/or continuation.

In Chile, the TeenStar school-based, abstinence-focused curriculum included fertility awareness topics
such as human anatomy and physiology, puberty, male and female fertility, and charting of fertility
indicators along with various abstinence-focused topics. The Teenstar intervention studies show reduced
rates of self-reported initiation of sexual intercourse, increased discontinuation of sex, (Vigil 2005) and
reduced pregnancies in the intervention groups (Cabezon 2005). In Fremont, CA, while testing a
community-based health center approach to incorporate FAMs and enhance male involvement in FP,
counselors at the teen clinic and school-based educators described CycleBeads as a helpful visual and
tactile tool for teaching adolescents about the menstrual cycle and as a segue into conversations about
fertility awareness, partner communication and risk reduction behaviors (Lavoie 2009).

In Ghana, a puberty and hygiene educational intervention for in-school girls (with and without sanitary
pad distribution}) was compared to a control group. Although specific details regarding the puberty and
hygiene education provided were not documented in the report, girls in the intervention groups (n=183)
experienced fewer days of missed school and anincrease in girls’ well-being measures. "“Across both
pads and education sites, girls agreed that ‘| am less ashamed about menstruation now than | was
before being in this study' (64.6%)" (Scott 2010).

Additionally, an intervention study in Oregon and Washington targeting male adolescents included a 30-
minute slide presentation and a 30-minute interaction with a clinician. Fertility awareness messages and
visuals on reproductive anatomy and fertility were included along with other topics such as hernig,
testicular self-exam (TSE), STIs/HIV/AIDS, FP and abstinence, couple communication and access to
services. The results of this study indicate that increased knowledge was strong only among those not
sexudlly active at baseline, and effects on knowledge were seen at one-year follow-up. There were also
reduced sexual coercion and sexual impatience responses among those in the intervention group who
had not been sexually active at baseline (Danielson 1990). (Other studies in this review also document the
benefit of educating youth before sexual debut, Ancheta 2005). A greater proportion of boys in the
intervention groups practiced TSE and knew the contraceptive pill was safe. There was also increased
partner pill use for those not sexually active at baseline, but who were sexually active at follow-up
(Danielson 19%0).
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There is limited information on the effects of a fertility awareness intervention on adults’ behavior. The
Canto de Cetina study on anticipatory counseling on menstrual cycle changes associated with DMPA
injectable use was described earlier. A study of women atftending a peri-menopausal workshop resulted
inincreased knowledge and self-reported changes in behavior including initiating dialogue with a
provider about mid-life health issues, exercise and nutrition (Stenger 2007).

In additional to these intervention studies, several studies show evidence of the effect of a fertility
awareness intervention on behavior of adults. These studies were conducted in the context of assessing
the integration of FAM into services. In Guatemala (IRH 2008b), users were interviewed when they first
started using the Standard Days Method, and six months later. Results show significant increases in scale
values for couple communication and women's empowerment. In India and Peru (IRH 2008a; Ledn 2013,
the Standard Days Method was integrated on a large scale in an entire community. Community surveys
showed improvements from baseline to endline in couple communication and women's empowerment
at the community level, with largest improvements among women who had ever heard of or ever used
the method. Focus groups in the DRC with Standard Days Method users (IRH 2008c) confirm that using
FAM improves couple communication as well as male-involvement in FP use.

What may contribute to relating fertility awareness knowledge to one’s own body or
circumstance and subsequent behavior?

Some studies suggest that accurate information about fertility may not necessarily be equated to one’s
own body or circumstance. Within the theory of the Health Belief Model, perceived susceptibility to a
health issue and relating to the severity of the consequences contributes to behavior change. In the
social learning theory, behavior change is facilitated by observing and practicing the new behavior. Ina
few studies in this review personal perception of risk of pregnancy remained low, even within the context
of accurate information. In a Swedish study, for example, although 81% (n=518), of teens/women seeking
abortion actually knew the fertile days of the menstrual cycle were between two menstrual periods and
had high awareness of emergency contraception 83%, few women had used emergency contfraception
as an attempt to prevent unintended pregnancy. When those who had used emergency confraception
in the past were asked why they did not use it this time, the main reason reported was “unawareness of
pregnancy risk” (Aneblom 2002). It appears that even with basic awareness regarding the fertile time
and awareness of EC, the women did not recognize or internalize “risk of pregnancy” at an individual
and personal level. In a study in Tanzania, Sommer (2009) noted that girls knew vaguely about mid-cycle
fertility but lacked details to understand the risk of pregnancy or apply this information to their own
bodies. In a US study that includes teaching fertility awareness and tracking of fertility indicators to
adolescents, Roth (1993) suggests that, “Lack of fertility awareness and lack of association of this with a
girls’ own body contributes to contraceptive risk-taking.”

In another example, breastfeeding women who had participated in a LAM intervention in Bangladesh
were interviewed to ascertain their knowledge and use of the LAM criteria. Although women knew alll
three criteria, they often did not fransition to another FP method by six months postpartum, but rather
waited until menses returned or beyond before considering themselves at risk of pregnancy (Bongiovani
2005; Kouyate 2010). Postpartum women and the general population often considered breastfeeding to
be protective much longer than it is. The “lived experience” of women who had previously breastfed and
not conceived until after first postpartum menses may have contributed to common views of return of
fertility after return of postpartum menses (Kouyate 2010).

“Knowledge of return to fertility does not equate to beliefs of personal susceptibility to
pregnancy.” (Kouyate, USAID meeting summary quote)
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The importance of personal, “lived experiences” is reported in a few additional studies. A qualitative
study of 37 men in the US documented men's lived experiences as shaping their "procreative
consciousness” This included: personal experiences during puberty; revelations through peer
experiences; personal experiences with first sex, first pregnancy scare, partner’s miscarriage or abortion;
perceptions influenced by the relationship with a partner and her beliefs, issues and/or concerns as well
as perceived fertility or infertility based on direct sexual experiences with women (including perceived
infertility based on unprotected sex not resulting in pregnancy) (Marsiglio 2001). Interestingly, in a very
different study on women's positive and negative experiences with menses (McPherson 2004), university
women who rated their periods as negative (including debilitating periods or negative mood swings)
were better able to predict onset of menses. Their "lived experience” with these preceding body
changes appeared to heightened awareness of associated events, such as onset of menses.

It is possible that associating fertility awareness to one’s own body is instrumental in enhancing one’s
personal perception of risk of pregnancy and in influencing SRH attitudes and behaviors, including FP.
Pyper (1997) summarizes key elements of fertility awareness, including, “personal involvement...to observe
changes that occur in [our] own bodies. This involves observing changes that are related to significant
reproductive events, for example puberty, menstruation, pregnancy, breastfeeding or the menopause.”

Conclusion

With the lack of fertility awareness knowledge worldwide, and the potential to build on what is known
with accurate information and supportive attitudes, there appear to be untapped opportunities to
contribute to sexual and reproductive health behaviors and outcomes through improved fertility
awareness. Evidence-based research on empowerment interventions has demonstrated strengthened
self and collective efficacy, increased autonomy and authority, reduction of gender inequities, adoption
of healthy behaviors and use of services, and improved child and family health outcomes (Wallerstein
2006). Whether fertility awareness is a "gateway” empowerment intervention that creates pathways to
broader health outcomes and gender transformation or provides a foundational pillar for overall sexual
and reproductive health could not be verified with this literature review. More research is needed to test
different approaches and determine whether a fertility awareness component, specific to different
stages across the life course, provides significant value-added to basic sexual and reproductive health
education in a personal and meaningful way, and whether there is a significant positive impact on
health behaviors and outcomes.

We look forward to discussing these topics related to fertility awareness and how to integrate them into
research and programs.
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Fertiity Awareness Literature Review — Appendix A

Adolescence to young adults

*indicates that arficle is repeated in multiple categories

Study Design
Strength with
Study Design Country Population Fertility Awareness Evidence Comments and Case Building Regard fo Ferfility
Awareness
Adolescent girls,
ages 15-19,
attending English Knowledge of puberty. 75% had
Agrawal Cross-sectlional ndia and Hindi awareness of the physical signs of Over 80% had had sex education and media was 2
(2007) survey schools. 2.8% puberty and over 80% knew that listed over friends as a source of SRH education.
sexvally active pregnancy was preventable.
n=500
Older youth were more likely to know that pregnancy
could occur despite douching or urination after sex.
Lack of knowledge of the ferlile Schooling and increased age may be associated
lime of the menstrval cycle. 11% or | with increased fertility awareness.
less could identify this and less than
50% knew that pregnancy could Behavior. Although high sexval activity and stated
Unmanied occur at first sex, without orgasm, positive atfitude toward FP, there was a lack of
adolescent boys with use of withdrawal, despite method use and high pregnancy rate. Among the
Ajayi Cross-sectional KSRV and girls ages 12- | douching or urinafion after sex. reasons for non-use of FP were lack of information 2
(19921) survey ¥ 19.81% students and concern about side effects.
Allitudes, personal perceplion of
n=3316 more knowledge about the ferfile Program implications. Fertiity awareness edvcation
fime than they actually had. Over and anficipatory guidance regarding possible FP
60% stated they had this method side effects may support FP use and
knowledge, but the proportion of confinuation. SRH intervention with a fertility
correct responses was very low. awareness component at earier ages may be
beneficial. Parents were not cited as a source of
information, and involving parents may be supportive.
As the influence of the ferdiity awareness messages
was not analyzed separately, the potenfialimpact or
: Adolescent girls valve added is unknown.
Intervention and boys
Beeradiecaion targeted by i/\lhi\{cites ;2Sﬂ:ggv:r3::)ne"1i£bom Ferliity awareness education, including knowledge of
individual youth- .nglilm - J fertility signs like cervical secrefions and better
conducted K continued to be concemed about 4§ 4
serving ; understanding of when during the menstrual cycle
one-o-ong organizations. iheefiect of EPmcthods oniihol regnancy can occur, may help address
c and group SRH v 9 2 fertility and overall health, as well preg s g AL 0 < i
Brieger activities to Nigeria and | Secondary, post- S50 Sl BrEsiredsdbiionsicie misinformation and concems about fertility, inferility %
(2001 )* A Ghana secondary, and . o 2 and related atfitudes and behaviors.
provide Sitatsehosl their fertility before maniage.
information, 2 x " . .
ciadie youth (those in Bohdvior Uss ord I meihed L In thlg studly, peer education
awarensssof the workplace ispeReatrhareassd tomazs 47.2% at was an effective model forincreasing SRH knowledge
2 under age 25) * and promoting attitudinal and behavior change
services and baseline to 55.6%

make referrals,

n=3585

among adolescents; itis possible that further
integrating fertility awareness into this approach may
enhance SRH knowledge and related supporfive
attifudes and behaviors.
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Intervention:
About 4 of the

14.6dycationd Female high The influence of the fertiity awareness messages was
sessions focus school students Behavior, Self efficacy 1o refuse sex
on ferfility who participated | (or use FP) when ferfility awareness not.analyzed separately from the-other messages:
awareness and in the TeenSTAR with recording of ferfility signsis T,
Cabezon recording " program. Age at part of an abstinence-focused 5 ¥ A A
2005 ferliity signs Chile beginning of cuniculum. Infervention gro it number of educational sessions is an important factor 7
( ) ity .'g 2 2 i 1,9 UMOULIM: 1 lon group-gis to consider regarding feasibility of replication in other
Educational intervention was were 17-19% less likely to become seffings,
sessions were 15-16. pregnant compared to the confrol 9.
weekly for 45 group.
minufes, for an n=1259
entire school
year.)
The influence of the ferfility awareness messages was
not analyzed separately from other SRH messages.
Kn ut pill saf Greater proportion of
boysin the intervention groups knew the pill was safe.
Fiteivehtion gdglse]sg'é]zgtvlv)t?g's Attitudes. Reduced pressure to engage in sex,
: e%: Sived reduced sexual coercion responses, and reduced
s “sexualimpatience” among those in the intervention
Z(::c]t?ef:s"sﬂy g:nbcurlt?cllorz; 'i:‘"e Increase in knowledge and group who had not been sexually active at baseline.
et mepdical gfﬁce% improved retention. Effects of “Sexvalimpatience"” (score from several questions)
along with SRH associated with fertility awareness messages in was the strongest indicator of intention to have
Danielson | ST testicular & United the Porliand combination with SRH knowledge unprotected sex. Increased male confidence in the
& : was strong only among those not safety of the pill observed among those who had 8
(1990)* self-exam (TSE) States Oregon and 4 2
contentina 30 vancouver, sexually active at base ine, effects | been sexvally active at baseline.
minute slide- Washington %r:kl::/(.)medge wergiseeniat 1year Behayi s N m oG TE
i TRt sexvall acfive af baseine, but who were at follow-
clinician Permaneni up. The intervention group also had increased
inferaction.
n=971 Program implications. Benefit of educating youth
before sexual aclivity begins, and of using a mulfi-
media/provider-interaction combined approach.
Potential for fertility awareness education of men to
also support positive attitudes and behaviors in their
partners.
Program implications. Menses as a “vital sign” could
help girls, parents and providers know what girls
should expect at first menses including: normal and
not normal amount and duration of flow, and cycle
BGEKETB R Young women length range. {Secretions could also be added to this
Diaz (2006) 4 niclg N/A pre-puberty and “vital sign™, emphasizing knowledge and observation N/A

puberty

of both menses and secretions.) A fable to faciitate
idenfification of menstrual conditfions that may
require evaluation is available, and may be adapted
fo include secretions. Tools for girls to track their
menstrual cycles could include CycleBeads.
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Report (cross-

Young men and
women ages 13-
21, fromral
areas. Orphans
and vulnerable

Lack of knowledge of the fertile
lime of the menstrual cycle, Only
9.9% of girls, and 13% of boys,

Program implications. O VA girls had increased
premarital sex, unsafe sex, more STls, and reported

Dube ¥ - % S being less able to refuse sex, and more likely to have
sectional limbabwe youth (OVA) responded this was “half-way ; : e 2
2006) survey) included. 34.6% between periods.” 87-90% said had.q (,:.h"q thonl pon-OVA gins: Ihe:potonilal vclpe
of young women they did not know or gave added” with 1ert|I|1y_awareness knowledgg qnd skills
postpartum, inaccurate responses. may support and reinforce healthy behaviors.
n=1824
Intervention
Used the
CycleSmart Kit Female :
for 5 weeks adolescents ages Im:;? - k': w dae ofpuber Program implications. The CycleSmart Kit was easily
12-14, post- w%zzsures offered through a variety of programs for youth.

IRH (2013q) CycleSmart Kit FGnda pubescent, and g Although not a stand-alone kit, the programs were 6
included the not sexuvally Behidvior. Gifls frack Sheir ensiiual able to integrate the ferility awareness tool with the
CycleSmart aclive. W support of simple program guidelines and a few
Brochure, ms-re ared for helt next paiiad complementary educational activities.

CycleBeads, n=198 PIEDY P :
sanitary pads,
diary, and
calendar.
Intervention:
Exposure to the
My Changing Increase in young people's
Body, knowledge of ferfiity awareness
cuniculum and puberty was documented in
pre/post intervention measures as
Key themes: well as self-reporfed confidence to
puberty, body act on this knowledge (discuss
image, fertility fertility awareness topics with
hygion, and boysages | buberty wilh peers ormervone | O1¥on 1he posiive resulsof the My Changing Body
gender roles, 10-14 and their when peers are teased about CU"'CU:zm’ gdd;ﬁo{n 'al reseqrd: woukibe helpful k:e
and Guatemala parents. puberly-related issues). There were assessinGeincho; ? cumeliinronyolny peop

IRH {2013g) | communicatio | and sight increases in awareness about Qs 'h?y becomevqlde« adq!escents, uswevll astfo IRH {2013g)
i with parents RWarida =268 génder foles and Rorms, identify any additional ferfility awareness-related
and peers Sla AT messages for the older youth.

Guatemala: 3
sessions, each
session
approximately
4 hours

Rwanda: 6
weeks, |
session per
week

n=117 parents

Increase in parents' knowledge of
fertility awareness and some

jicali is, There
was a significant increase in
parents’ knowledge, and “sight
improved accessibility fo discuss
topics around fetility and romantic
relationship with their children.”
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single and
manmied girls ages

Lack of knowledge of the ferlile
time of the menstrual cycle. Fewer
than 50% the respondents knew
this. “Women between ages 20-24
werte the most likely to respond
correctly, while men were the least
likely." Less than 50% of women
knew that a woman could get
pregnant the first time she had sex.

Knowledge of the fertile time was used as a proxy for
measuring SRH knowledge.

Program implications. As education, age and

Katz et . participation in a family ife education session were
(2002)* Cross-sectional senegal 15-24, single boys Men were more likely than women significantly associated with SRH knowledge: inclusion 4
survey ages 15-19 o respond correclly, yet fewer L A 9 S
than 50% ot all respondents gave'a of ferfility awareness in educational sessions may add
” 1 P 9 valve, especially if these sessions occur before young
n=2909 correctresponse. 7
people become sexually aclive.
Behavior. Low use of FP among
those who had had premarital sex,
80% of the men did not use
confraception; 16% reported they
did not think pregnancy was
possible.
Documentation of: 1) the general lack of ferfility and
body awareness as well as lack of menstrual
management information and support among girls,
boys, parents, teachers and community; and 2)
schookbased challengesincluding lack of access fo
sanitary pads, safe katines with running water and
locking doors, resulting missed days of school by
menstruating girls, untrained {many male) teachers—
negatively impacting school access and education
for girls and conthibuling to gender inequities.
Emphasis on the importance of incorporating girls’
lived expetiences and their voiced recommendations
Kirk and Background Sub- Adolescent gits for changes to the school structure and environment.
article - Saharan :
Sommer literature Afiica and pre:andposk. Program implications. Girls recommendations NIA
(2005) A 3 pubescent ¥ n .
review Asia included: 1) creating a comfortable and welcoming

school environment for girls with adequate sanitation
facilities including girl-only toilets and free sanitary
pads; 2) providing relevant and participatory ferfility
and body awareness, menstrual care educational
sessions; 3) raising awareness and understanding
among boys, teachers, parents, etc. possibly through
open distribution of menstrual kits for all o see; 4)
including mensfrual cycle management in “life skills"
clubs; and 5) strengthening linkages with parent-
teacher organizations and the links between schools
and local factories producing menstrual sanitary
supplies.
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Intervention:
Incorporation
of a male-
involvement/c

Adolescents

Eertility awareness educational
tool. CycleBeads were a useful fool

Lavoie ouple-focused United Womenand et outreach staff use CycleBeads to counsel and
(2009)* approach and | States StenlodusTve for helping adolescents education patients attending the teen clinic and
SDMinto a Y P understand the menstrual cycle. schookbased family life educational sessions.
community- 9
based health
center
k of knowled f th il
time of the menstrual cycle. 33% of
females and 17% of males
reported knowing this, but only 13%
Young men and coukd corr_eci'ly »dgnniy this.ona Program implications. Increased fertility awareness
calendar, indicaling i A
women ages 12- & knowledge regarding risk of pregnancy may support
perception of more knowledge 4
Makinwa 24, pre-puberty i h increased FP use or delay of sex. Very few parents
AdBBUSH Cross-sectional Nigeria through than they had, were reported as a source of knowledge regarding
,y survey 9 postpartum, from . g 3 fertiity awareness, FP or SRH. Efforts to support and
e (1992) urban areas Adlibudos. Lon oplins o Love ik ol encourage parental and school-based education of
pregnancy were linked to nonuse % ge p : .
S e S youth on these topics may help reduce risky
= of FP methods. Belief that a girl 5
n=5599 © behaviors.
could not get pregnant the first
time she had sexwas a top-stated
reason for not using FP. Fear of side
effects was another reason often
reported.
Intervention
2-hour fertility
?g:g;i'f:s &5 Male and female i Pre dhd posited Program implications. Fertiity awareness knowledge
o) adolescents, P can be increased as a result of a short educational
ofalongerSRH. | ey ages 13-16, in- rasulis reflect:a medn Terikly session. Roth builds a theoretical case and suggesls
Roth (1993) | course, with 9 ‘ awareness knowledge gain of 45% ' 4 99 s
. States school. : . that kack of fertiity awareness, and lack of association
opportunity to and a median knowledge gain of e g A 8
‘ of this with a girl's own body, contiibutes fo
record ferfility _ 55%. At -
3 n=51 confracepfive risk-taking.
signs and meet
with an
instructor for
follow-up
Unpublished The details of the puberty/hygiene and fertility
paper, Oxford awareness educational messages were not
University Post-pubescent | Behavior. Decreased number of documented in this paper.
3 girls from poor missed days of school for girls (from S : i
s > al D 3
st | communies, | 21% o aboul %) and anincrease | GUCIAL RS R S MO R
Ghana ages 12 and on girls’ welkbeing measures, as a 3 . 9
(2009) Schoolbased 4 skills may further benefit girls as well as boys. The
older. result of puberty and hygiene i 3 4 : e
puberty and education for girls (both with and potential o partner with sanitary pad distribution
hygiene n=183 wihaitnad di;jtn'bution) companies, offer the fertiity awareness-enhanced
educatlion for p . puberty education and assess the outcome coukd be
girls, with and explored. Possible delivery agents of this information
without and productinclude parents, teachers, peers and
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sanitary pad
distribution
compared to a
confrol group

others. Future studies shoukd be long enough to assess
effects over time. (A 2010 press release on sanitary
pad study also describes this project.)

Young men and
women ages 17

Lack of knowledge about puberty

Although young men were more
knowledgeable about some areas
of SRH, young women (60%) were
more knowledgeable about a
pubescent ginl's ability to conceive

Proaram implications. Strategies for increasing fertility

Shaikh " and older from 20 3 A ; . ; Kot v
Cross-sectional . ? afterintercourse, compared with awareness in relafion to one’'s own body, with regard
(2006) Pakistan villages near DR < 3
survey 4 young men (36%). Young women fo individuals of the opposite gender, and combined
Lahore, Pakistan. S ] oo
were significantly less fertiity appear to be indicated.
- knowledgeable than young men
n=400 mak:
about nocturnal emissions, and
young men were significantly less
knowledgeable than young
women about menstruation and
menstrual hygiene.
Lack of knowledge of the fertile nplications, The importance of
Post-pubescent : Girls documenting girls' voiced experiences was
young women meknew vaguely about the ler'ﬁle emphasized. This echoes other themes surfacing in
ages 16-19, urban 2 9 = this review regarding the need to recognize and
Qualitative: and rural, in- window, but ldcked defoils o appreciate the “lived experiences” of youth, women
S ° understand the risk of pregnancy o A 3 i
Sommer individual school and out- orto.apply 1his knowledge to their and men. These “lived experiences” (oftenin the
interviews and . of-school. P 4 9 context of lack of, orincomplete information about
(2009)! Tanzania own bodies. % 5
group fertiity) appear to shape attitudes, beliefs and
participatory n=16 for behaviors—that can be hard to change even when
activities qualitative laaek ol el abont : - new, accurate fertility information is available by a
interviews secrefions. Girls noticed (Wm’. frusted source. Personal “lived expetiences™ also
appeared to be) normal cervical : 3 g s e
% S provide a starfing point or springboard for building on
o) secrelions and wondered if this St ¢
n=~100 \Wids d dissAse existing fertiity awareness knowledge (or lack of
- knowledge) and rekated attitudes and behaviors.
Post-pubescent Proaram implications. Girkvoiced recommendations
young women for addressing challenges of puberty include school
ages 16-19, urban | Atfitudes regarding menses and structured and curicularreform: 1) access to no-cost
Qualitative: and rural, in- pressure from males. Girls sanitary pads; 2) girls’ toilets with clean water,
individual school and out- described dismay over adequate locks on doors and supplies to clean
Sommer interviews and Tarizdia of-school. mensfruation, the desite to keep oneself with; 3) receiving lessons on growing up at
(2010) group menses secret from teachers, earlier ages, including menstruation/pad information
participatory n=16 for pressure to demonstrate their and not to have relations with boys, 4) addressing
aclivities qualitative fertility, and harassment from boys issues regarding leaming about puberly from male
interviews and men. and/or “shy" teachers, for example have puberty
frainers that go from school to school for added
n=~100 confidentiality.
Rural, adolescent | Lack of knowledge about the Program implications. In this study knowledge of
girls mean age fertile time of the menstrual cycle. puberty and the ferlile window increased with age,
Uddin Cross-sectional Bangladesh 14.4 (range 10- Only 7% (44/630) were able to education, and being from a high-preforming area.
(2008) survey 19) correctly identify the fertile days of | Knowledge of puberty also increased with exposure
awoman's mensirval cycle (13% fo media. This hasimplications for the design of fertility
n=819 had incomect knowledge, 80% did awareness components of a comprehensive SRH
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not know). Only 24% (197/819)
knew a girl could get pregnant if
she had sexonly once.

Lack of knowledge about puberly.
23% had never heard about
puberly. 24% knew that a girl who
experienced menstruation might
get pregnant if she only has sex
once.

Lack of knowledge about
conception. 18 of 20 manied
adolescent girls who had given
birth said that they did NOT
understand why they became
pregnant during their first
pregnancies.

program, including the need to provide ferfility
awareness and puberty-related SRH education at
younger ages.

Intervention

12 in-school

TeenStar

fertility

g‘ggifer:f ézf’nd Adolescent boys )

toclsed and girls ages 12- | Behavior. Reduced rates of self

sesstans 18 (pregnancy report on of sex

: o status unknown), (intervention 6%, control 15%) . -

including: ReChaar S The influence of the fertiity awareness messages was
Vigil (2005) understctr_wding Chile parlicipo’ted in Increased rates of discontinuation not analyzed separately from other educational

fg;gli;sgghzgio the TeenSTAR of sex among previously sexually mesages:

e GWh program. active youth (intervention 20%,

body, respect =740 conirol-2%)

for others,

intimacy,

decision-

making and

responsibility,

FP_and STis

Key for arficles with the same data souvrce

1=Articles with the Sommer data
2=Articles with the Fog Zone data
3=Arlicles with the Bloom and Singh data
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Study Design
Strength with
Study Design Country Population Fertility Awareness Evidence Comments and Case Building Regard to Fertility
Awareness
SRH education included menstrual cycle
changes, pregnancy, STis and family planning.
The influence of ferfility awareness messages
Behavior. Increased condom was not analyzed separately.
Pre-pregnancy young | negotiation skills associated with SRH
women under the education from both parental and Parents more often discussed menstrual cycle
Ancheta Cross: age of 24, Patients at formal education sources (school and topics, while formal (school or religious)
{2005) s United an urban, adolescent | program-based). education sources more often addressed STls.
sectional S . 5
survey States clinic, diagnosed with : ) ) ' o
an STD. Behavior. Fewer number of ifetime Program implications. Equipping parents and
sexual partners associated with formal education sources to provide ferfility
n=113 receiving SRH formal education earlier, | awarenessin conjunction with otherimportant
in relation to first coitus. SRH topics may enhance condom negofiation
skills and other health practices. Fertility
awareness before sexval debut may be
proteclive.
, " ’ Program implications. Given the lack of ferfility
%ﬁmn for awareness knowledge and concem about
Women, sexually unprofected intercourse methad sde'sfiects; itmay be baneficial 1o
" 2 4 : systematically assess fertility awareness among
Ayoola Lisdiute United daciive; agesilaiand new FP method users, and provide anticipatory
review of 16 older Altitudes of concem about FP method g H : N/A
(2007) s States side effecls and concems about long guidance regarding possible side effects and
GRahorterm heall Bffaste of potential observable 'body cpd/or mens}ruol
contraception were other often stated cycls changesdssociaiadwiinimeiuseds
reasons for unprotected sex. selected method,
f:g;’;;gcl'o” 6% lacked this
knowledge, and men had less . . . .
survey) knowledge than women. For women, mmmmgm‘ Including fen_xity i
this knowledge increased with-age awareness in schookbased education, clinic-
Fertility but not for young men. Formal sex ' based counseling and other programs for
awareness Unmaried men and eauealibaGench Ink.e dto young adults may increase ferfility awareness,
knowledge: women ages 18-29. knowledge of the ferfile fime improve perceptions of risk of pregnancy, and
Knowing a Pre-pregnancy and 2 support other health benefits of associating
Berger woman can United postparfum. s fertility awareness with one's own body or i
(2012)2 get pregnant | States Nationally wmmm. n circumstance.
during representative. - . .
several days (S]CTT%E(% v:;:zqiszy“szg:\g? Improving fertiity awareness knowledge among
of her cycle, n=1800 knowledge than Black and Lafino withdrawal and FAM users may increase
and thatis success and salisfaction with these methods.
= youth.
typically half-
way o
between 2 Emmmnmmﬂmle_umm
i higher in youna adults who had ever
petlods. used “NFP" or withdrawal. However
8
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40% of study participants, who report
ever-use of “NFP," could not
accurately identify the most fertile
fime of the cycle.
Lack of knowledge of the ferfile time
Younger men
had less knowledge than older men
(14 % ot men ages 15-24 vs 22% -24% of
Marnied men ages 15- | men ages 25-44) Men in urban areas,
59 living in five disticts | rural men with more assets, and men
Bloom Cross- of the northem state with more education tended to have Men who believed it was not possible to
(2000)° sectional India of Uttar Pradesh, more knowledge of the fime when prevent pregnancy were more likely to name 2 S5
survey India. pregnancy was likely. or more serious maternal health conditions.
n=6549 Attitudes, Men who believed that
pregnancy could be prevented were
more likely to have comect knowledge
of the ferlile time and knowledge of 2
or more STls.
The influence of the ferility awareness
messages was not analyzed separately; the
S potentialimpact or value added is unknown.
Intervention
PHGH Adolsscent &is Grid Program implications. Ferlility awareness,
edl;CCﬂOlS Bovs far Iet(-,?d b' Allitudes regarding concem about the | including knowledge of ferility signs like cervical
conducied indzlvidugl ourh-y eftect of FP methods on fertiity and secretions and better understanding of when
A YOy overall health, as well as social during the menstrual cycle pregnancy can
one-to-one serving organizations. 3 . I 4
o pressure to demonsirate their fertility occur, may help address misinformation and
@ and group Nigeria Secondarty, post- i . . P g
Brieger SRH aclivifies and secondary, and out- before maniage continued post concems about ferfility, infertility and related 5
(2001)* 3 : intervention. atfitudes and behaviors.
to provide Ghana of-schoolyouth (those
information, in the workplace B P implicati I this study, peer
create under age 25) ¢ <
ST reported using a FP method from education was an effective model for
SeRicacond n=3585 47.2% at baseline 10 55.6% increasing SRH knowle_dge and promoling
make attitudinal and behavior change among
otanls adolescents. Itis possible that further integrating
: ferfility awareness into this approach may
enhance SRH knowledge and related
supportive attitudes and behaviors.
Mixed s : : With women bothered
methods: V\ﬁ:)r:;e(; wrz(ét\il;isgsgra —L—“fo:;'gr(‘;};lll,gg;:‘)’:n“ f]?;?tli:‘e and wonied about their usual secretions, basic
SHosy g(;cousepol vaginal elvic examo {for rem(?ns other than knowledge dbout the nomal appearance,
sectional : 9 P i ety purpose, and importance of secrefions (for
discharge (mean age | complaints about “vaginal < o PR .
survey 31) and women who discharge”) reported being bothered vaginal health and fertility) may help women Quantitative score:
Bro (1993) combined Denmark | had routine pelvic by their "usual cervical secretions, develop atitudes and skiisto- /). apply felity )
with results of e polvis Y . ‘ awareness information to their own bodies with
f exams without this and had varying levels of concem S 4 S 5
a pelvic i it regard fo personal hygiene, vaginal care and Quailitafive score: 5
reason for visit (mean about this. " i " 4
exam and age 34) fertility potential; 2) identify secretion changes
individual 9 : Agreater % of women 179/283 (68%) that may signal the need to seek medical care;
qualtative n=700 segkin meodical care with com Iai;’fs and 3) experience reduced anxiety or concem
interviews 2 9 . 8 about nomal, healthy secrefions.
of vaginal discharge, also reported
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being bothered by their “vsual”
secretions.

Imelrvlenhon: Program implications. Systematic provision of
Anticipaiony ferfility awareness information, includin
counseling Women, mean age g . Rt s 9 ,
7 method continuation. Increased anticipatory counseling on side effects of users
Canto de on menstrual 34, and intra-
¢ knowledge of menstrual cycle selected FP method may support method
Cetina cycle g pregnancy and s LSS > 2 % . .
Mexico changes (associated with injectable safisfaction and reduce discontinuation.
{2001) changes postpartum.
; hormonal method use) was
associated A s s —_— . .
wilh =350 significantly associated with increased | The availability of all method optionsincreases
22 method continuation. oplions for those concemed about method
Insclable sidle effects
(DMPA) =
The influence of the fertility awareness
messages was not analyzed separately from
other SRH messages
Greater proporfion
of boysin the intervention groups knew the pill
was safe.
Intervention
Adolescent boys reduced sexual coercion responses, and
Some ferility aged 15-18 who reduced "sexvalimpatience” among those in
awareness received ambulatory . . the intervention group who had nof been
S 2 SRS Increase in knowledge and improved 2 i Z 2 5
information care al participating : 7 sexvally active at baseline. “Sexual impatience
: 2 retention. Effects of ferfility awareness .
along with medical offices z = A (score from several questions) was the strongest
¥ ; in combination with SRH knowledge fats : 5
. SRH, STI, . associated with the indicator ofintention to have unprotected sex.
Danielson > United was strong only among those not 2
& testicular self- Portland, Oregon and G 3 Increased male confidence in the safety of the
(1990) States sexvally active at base line, effects on /
exam (TSE) Vancouver, knowisdae were:seenatil:veariolow: pill observed among those who had been
contentina Washington service % 9 ¥ sexvally active at baseline.
30 minute areas of Kaiser P
slide-tape & Permanente. i for those
30 minute not sexvally active at baselne, but who were at
clinician n=971 follow-up. The intervention group also had
interaction. increased testicular self-exam.

i Benefit of educating
youth before sexual aclivity begins, and of
using a mulfi-media/provider-interaction
combined approach. Potential for ferfility
awareness education of men to also support
positive attitudes and behaviors in their
partners.

i i Increased knowledge of
normal and not normal menstrual cycle
Female college Lack awareness of menstrual pattems may help girls identify and cope with
Cross- students mean age I ifies, with 29% of | cycle imegularities, as well as identify early on
Esimai (2010) | sectional Nigeria 21.1 students indicating awareness of this, when medical care is needed and how to
survey and even less awareness among access this. Increased awareness among

n=400

younger girls.

school teachers, staff and parents may help
support girls to miss less days of schooling due to
menstrualiregulatities.

10
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Cross-
sectional
survey

About 17% of
the questions

Unmanied men and
women ages 18-29.
Pre-pregnancy and

Low scores on FP knowledge among
over 50% of men and 25% of women.

Within the FP method knowledge scale, there
were a few ferfiity awareness-related questions,
not analyzed separately.

EP_knowledge (with some ferliity awareness
knowledge included) was associated with the
strongest and most consistent behavior in ferms
of use of a “medical” FP method. (Withdrawal
and NFP were not considered medical
methods.)

Frost (2012)? ::J\:‘v?ed i g::]':z‘: ﬁzi:g:(;:’m' Aftitudes regarding concem about FP effects of hormonal/LARC methods were
scale 9 representyqﬁve methqu. 60% underestimated the associated with d(_ecremed use of these
Siddrossad £ effectiveness of OCs; fear of side methods. What "ﬁlend§ think" qbout meihqd
tatorto n=1800 eftects was common. use had a strong association with FP behaviors
tertilily o for women.
';;‘?.I(.’d an Proaram implications. If young adults better
rility understand possible FP method side effects and
related fertility awareness knowledge, this may
contribute to better use of hormonal/LARC
methods as well as better use of other, user-
dependent, methods including condoms, FAM
and withdrawal.
Admission
interview for Guatem Most parficipants were aware that
a clinical trial Al P Manied women ages they have cervical secretions, before
IRH (2004) of anew Phiippiné 18-45 they were taught the secretion-based Additional analysis provided for this report.
family % TwoDay Method. They did not
planning associate secretions with ferfility.
method
Intervention
SDM
infroduction:
This was a Manied women ages
study fo fest Guatem 18-49 Behavior. Significant improvementsin
IRH (2008a) differences Al & couple communication and women's
between n= 55 empowerment.
women who
use
CycleBeads
vs. a0 paper
version.
Y . Impact study of the SDM - the method
inisryention :‘gg?(‘)%igs:zzgr wasintroduced on a large scale in
Large scale India & three counties. In India & Peru there
IRH {2008b)4 communi!y-' Peru Baseline n = 2079 were communily interviews at baseline
level SDM Endine 1 n = 3092 and endline, which inclgded amodule
infroduction Endiine 2 n = 1800 oncouple communication and

women empowerment. There were

11
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improvementsin couple
communication at the broad
community level

Qualitative:
focus group . Behavior. Significant improvementsin
IRH (2008¢) | discussions DRC "‘é‘“':(‘;?jgf\’fe"zn g' couple communication, associated
with SDM P! g with SDM method use.
users
Proaram implications. Including the SDMin FP
Intervention Mared women of services appeats to increase population level
reproductive age Knowledge. Populkation level ferfility fertility awareness and FP options for women
. Guatem awareness increased when the and their partners. Over fime, and with
IRH (2013c)® | Inclusion of ; - g :
< ala Baseline n=498 Standard Days Method was included programmatic support, these dualresults may
the SDMin FP : 2 % ; X : 3 3
X Endiine n=475 in family planning services. build on one another, further increasing
services " o " q
‘actionable” fertiity awareness and FP method
use.
Intervention Manied women of Knowledge. Population level ferfility
reproductive age awareness increased when the
IRH (2013 | Inclusionof | Indlia - standard baysMelhiod wasInclided
A Baseline n=1455 in family planning services. It was
the SDMin FP x 5 .
iy Endine n=1809 highest among women who had ever
used the Standard Days Method.
Knowledge. More educated women,
and wealthier women, are more likely
to respond “halfway between two
petiods” when asked when a woman
is most likely to be ferfile. While this
association is not always statistically
significant, the relationship is
consistently in the same direction and
holds true in the multivariate analysisin
all countiies except Azerbaijan, which
Philippine might be explained by the hlghly Program implications. Fertility awareness
educated sample of women in : : 3
Cross- s, DRC, & e > appears to increase with wealth, education
sectional Morocco Azeibalion:{Jaln:& Sindl; 2013): The and age. Incorporating fertility awareness into
Maried women ages multivariate analysis of fertility ge. POx 9 :
surveys . 18-49 awareness indicates that as age programs addressing micro-enterprise and
IRH (20131) Azerbaija 2 s education may further strengthen population
Data from 1, Bolvi increasestioriily owamenossais level fertility awareness. Additionally, with ferfility
mclljlﬁ IreDHS cl'nd0 @ n=13462 increases whils controling for other owarene;s i:cngasirnxe i'vith(cx g gros'szlvI o
P background characteristics, though ; 9 08, Cros
surveys Cameroo generational approaches may provide

n

this association was statistically
significant only in the Philippines,
Bolivia, and Cameroon. As the number
of living children increases, ferfility
awareness decreases in Bolivia and
Cameroon, suggesting that a previous
birth experience does not necessarily
influence fertiity awareness. There
appears to be linearincrease in ferfility
awareness as wealth quinfile increases
in the Philippines, Morocco, Azetbaijan
and Cameroon. Urban and rural

opportunities in expand ferility awareness.
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residential differences are not a factor
in fertiity awareness except in
Azerbaijan.

Qualitative:
in-depth
interviews

Formative
researchin
preparation

Parficipants' perceptions of their
cenvical secretions were discussed in
detail. All participants had recognized
that they had cervical secretions.

Program implications. Given the predictive

for a study o Guatem Maried women of Some thought they were normal but value of cervical secrefions as a fertility
Y ala and reproductive age vg 2y i indicator, since women tend to nofice their
IRH (2013h)% | develop not associated with fertility; others ; ¥ S =
DRC 3 2 secretions (without associating them with
approaches thought they were dirty or a sign of &% 5 % e
% n=35 ¥ A E4 fertility) simple information about TwoDay
and materials infection. Several parficipants had Malhiod mév.be:velvembowern
for offeting received fertility awareness education Y U4 P 9-
the TwoDay in the past, and associated secrefions
Method at with ferfility.
the
community
level
of the menstrual cycle. Fewer than
50% the respondents knew this.
“Women belween ages 20-24 were Knowledge of the ferfile fime was used as a
the most likely to respond comrectly, proxy for measuring SRH knowledge.
while men were the least likely." Less
3 . than 50% of women knew that a Program implications. As education, age and
Single and manied e e s : 5 ¢
I h s woman could get pregnant the first parficipation in a family ife edvcation session
o ross- girls ages 15-24, single 4 s : %
Katz (2002) sectional senegal Bovsdges 1519 fime she had sex. Men were more werte significantly associated with SRH
Qi 9 ¥s ag ikely than women to respond knowledge; inclusion of fertility awarenessin
4 1=2909 coneclly, yet fewer than 50% of all educalional sessions may add value, especially
3 respondents gave a correct response. if these sessions occur before young people
become sexually active.
Behavior. Low use of FP among those
who had had premarital sex, 80% of
the men did not use contraception;
16% reported they did not think
pregnancy was possible.
Lack of knowledge of the fertile time. SRH knowledge gaps (including fertility-related
68% do not know when the most ferfile | knowledge) were associated with less likelihood
fime is. Those who reported using of FP method use, less likelihood of considering
Unmanied young men | rhythm or NFP had more knowledge of | LARC and greater likelihood to predict having
and women ages 18- this. (40% lack knowledge or the ferfile unprotected sexin the future. Fetlility
29. Pre-pregnancy days.) awareness knowledge was not analyzed
2
Kaye;(2007) f:g:);:jclrosy United and postpartum, separately.
survey) States Nationally Attitudes,
i representative. more knowledge about the ferfile time i . Since young people tend
than they actually had. Over 65% to underestimate their fertility, overestimate the
n=1800 strongly agree that they had “all the risks associated with FP methods, and believe

knowledge they need fo avoid
unplanned pregnancy”.

many myths/misinformation about ferfility,
pregnancy and FP while also believing they
have sufficient and accurate information to
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Altitudes overeslimaling negative side
effects of FP methods. 27% of
unmaried women believe that getting
a serious health problem like cancer
from pill use is extremely or quite likely.
30% said it was extremely or quite likely
fo get aninfection from using an 1UD.

Attitudes about inferfility 59% of
women and 47% of men say it is at
least slightly likely they are infertile; 15%
of women and 14% of men describe it
as quite or extremely likely.

avoid pregnancy—increasing ferlility awareness
knowledge may support more accurate
perceptions of their own pregnancy tisk, and
help address concems about perceived risks of
modern methods of FP.

Intervention

Incorporation

ofa male-

u:(\)/lcjxlvzment/ Adolescents Ferliity awareness edvcational tool. . bt o 1

Lavoie R United CycleBeads were a useful ool for % . :

(2009)* focused States Women and men of ) oijcli education patients ct"er\d{ng the Iee‘n
approach reproductive age thendiual Syl clinic and school-based family life edvcational
and SDMinto neiivalcycle. sessions.

a
community-
based health
center
Intervention Women of Secondary analysis of the Impact
reproductive age study data in India. Multivariate
Large scale, ¢ analysis found significant
Leon (2013} community- indlie Baselinen= 1171 improvements at the community level
level SDM Endine 1 n= 1745 in women’s empowerment between
infroduction Endiine 2 n = 1800 baseline and endline.
Lack of knowledge of the fetfile fime
of the menstrual cycle. 33% of females
and 17% of males reported knowing
the fertile days, but only 13% could I Increased ferfility
Young men and correctly identify this on a calendar, awareness knowledge regarding risk of
women ages 12-24, indicating perception of having more pregnancy may support increased FP use or
Makinwa- Cross- pre-puberty through knowledge than they did. delay of sex. Very few parents were reported as
Adebusoye | sectional Nigeria postpartum, from a source of knowledge regarding fertility
(1992)* survey urban areas Attitudes. Perceptions of low risk of awareness, FP or SRH. Efforts to support and
pregnancy wete linked to nonuse of encourage parental and schookbased
n=5599 EP_methods. Belief that a gitl could not education of youth on these topics may help
get pregnant the first fime she had sex | reduce risky behaviors.
was a top-stated reason for not using
FP. Fear of side effects was another
reason often reported.
Qualitative: Men mean age 21.3. Lived expetiences shaping men's Program implications. The importance of men
Marsiglio* individual . Pre-pregnancy and “procreative consciousness” This relafing “procreative consciousness” (male
1siglio 3 5 United 7 ; 7 < = .
(2001) inferviews States postpartum {7 men included: personal experiences duiing | ferfility awareness) concretely to their own

Transcripts of

were younger than 19
years and 10 men

puberly: revelations through peer
expetiences; personal experiences

bodies and fife experiences, as well as
associating this with plans for future action
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interviews were 26 years or with first sex, first pregnancy scare, and/or potential parental responsibility, was
with 37 more.) partner's miscaniage or abortion; underscored throughout the interviews.
diverse men perceived ferfility or inferfility based on
n=37 direct sexual experiences with women;
and perceptions influenced by the
relafionship with a partner and her
beliefs, issues or concerms.
Attitudes about misperceptions of
inferfiity for some men was based on
having had unprotected sex without a
resulling pregnancy.
Atftitudes and behavior associated The “lived experience” of painful menses and
Cross- with menstrual experiences. negative mood changes may heighten
sectional Women in the negative group rated awareness of overall body changes associated
survey their periods as significantly more with menses—increasing self-awareness through
debilitating, and (interestingly), were direct, personal experiences associated with
Compared better able to predict onset of menses | one’s own body.
US women based on preceding body changes.
with negative Women mean age The group with negative expetiences Program implications. The power of relating
McPherson menarcheal United 20.1, Harvard also reported more negative mood fertility awareness knowledge to one’s own
(2004) experiences states University students changes and more negative body body or circumstance may be particularly
and poor image. relevant in terms of the valve added of this type
preparation n=84 of learned or “lived experience”. This supports
for menses In the groups combined, the more the rationale forincreasing body/fertility
(n=46) with positive the woman'’s current awareness among women in general, through
women with menstrual experiences, the more likely a vaiiely of avenues (education, medical
posifive she was to have accurate menstrual service delivery, informal networks, etc.) to help
experiences knowledge, positive health habits, and | women link fertiity awareness knowledge with
(n=38) personal satisfaction with her observable, meaningful changesin their own
appedarance. body.
Attitudes. Concem about FP method
i was the most common
reason for using withdrawal.
Behav_lors. Us_e of wnr_mdrowol N ions: Given fhat withdrawal
Men ages 33-47 and mmwmmm was often used in combination with some
women ages 22-53 -Some knowledge of the woman’s fertile days,
determined their estimation of fertile i 5 y
who were current or . 2 ; additional ferfility awareness for both women
L N— . days, and used withdrawal during this :
Qualitative: previous users of fime. Others used withdrawal during and men may improve results, Withdrawal users
Myntti (2002) | individual Lebanon | withdrawal PSR R , 3 may benefit from provider assessment of their
interviews i esimation,of.dayswilltiow:iskiof perception of risk of pregnancy, how
_ pregnancy, and used condoms or - : 7 ALt
n=25 4 . withdrawalis practiced, how additional and
abstinence on days they considered :
(14 womenand 11 ferlile accurate ferfiity awareness knowledge may
men) " improve FP outcomes, and referal or

c - .
decision-making with withdrawal
reported by all, except for one woman
who discussed lack of power and
discontent.

information on other methods if desired.
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Cross-

Women who had
recently given birth
after an unintended
pregnancy were

Altitudes. Misperceplions of
pregnancy risk. 41% reported that they
did not use FP because they either
believed that they could not get
pregnant at the time they had had
intercourse or they considered
themselves or their pariner to be

Proaram implications. Efforts to increase fertility
awareness knowledge, including when duting
the cycle a womaniis likely to become

Nettleman 9 United sterile. Also 18% of free tex! (other) 0 9
(2007) sectional States asked why they had responses indicated that fhe woman pre‘gnonl, may increase accurate percgphons
survey not used thouaht dhe. was at bw sk ot ofrisk of pregnancy among sexually active
confraception pre ?mnc women and increase the use of FP methods if
9 Y. pregnancy is not desired.
N85 Attitudes about fertility and aging.
Only 4 women stated (in free text) they
thought they were foo old to become
pregnant.
Lack of knowledge about male fertility
and withdrawal. Men described
leaming about withdrawal in “bits and
glue;ses until you “guess” or “figure it 1 Smemmenwhossd
' withdrawal inifially expetienced high failure
= 5 rates, but gradually gained expetience and
ferfils fime may confribute fo lack of su-cce’ss. Men did not systematically leam c_lboul
SiCEas Wil Gt renwal, especially withdrawal or about male and female ferfility.
when withdrawalis used’ selectively, in wainthe seisctive Use gwithdiawal by, some
combiaglionwilfinaccurate: 4 during a woman's “perceived" fertile days,
Male factory workers, Srsanticns about fermale farlili additional fertility awareness knowledge
Guaktaiive: mean age 32.2* 5.6 ?Onl;/ !37 SHheien coulc; ee u>rlt.:ﬂeiy among men and women may improve the
Ortayli = & years, majority i : outcome of withdrawal use.
(2005) individual Turkey manied describe the fetlile days.) Some used
interviews withdrawal duiing the perceived fertile T T
. days. Others used condoms on e B ana. o
n=68 erceived fertile days and used potential sources of information and
ai'lhdrawclon olhery S sk Vs experience regarding male ferfility and use of
‘ Y ¥5: withdrawal to reduce the risk of pregnancy. A
Affitudes. Concem about FP method man’s personal experience with withdrawal
.‘—Wm appeared to contiibute to his confidence and
sde ellects P use of this method, as well as his potential
concerns respondents had heard 3 G %
sharing of this fertility awareness knowledge
about rather than personal arid &xbefience withoffers
experiences. Use of withdrawal was L2 E
desciibed as a way for men fo
contibute to FP and reduce their
partners’ risk of method side effects.
Lack of knowledge of the fertile fime ions. With steriization, followed
xg::]grg]zs ];s'?;_‘:gd While 49-74% of women and 39-74% of | by the user-directed methods condoms and
SO ng(mc ! men had general knowledge of a rhythm as the 2™ and 3¢ most often used
Report (cross- PIo-RIog 4 fertile fime, specific and comect methods of FP in India, (and with lack of fertility
Fargsurama sectional Indict through'menopause/ information was much lower (5-16% for | awareness knowled:
R 4 A ge among women and
n (2009) mid-iife. Nationally
survey) b niaive women and 4-17% for men). men as well as lack of condom knowledge
P ' Knowledge increased with age and among women) ferfiity awareness education
=233,426 matital status. may improve conect and timely use of the user-

directed methods.
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Lack of knowledge of risk of
pregnancy when breastfeeding.

The percentage of men who believed
(incorrectly) that a breastfeeding
woman cannot get pregnant
increased with age (29-56%). One third
of women knew they could get
pregnant during breastfeeding.

Attitudes about puberty education.
Men were more favorable than
women that changesin girls' and
boys' bodies should be taught to both
girls and boys in schools.

Sadovsky

Men and women
(majority) ages 18-28,

Attitudes regarding the value of SRH
education received in the past
About 40% indicated that past SRH

Proaram implications. Fertility awareness
knowledge may complement STlinstruction by
teaching girls and women how to nofice their
typical secretion pattern and signs of a possible

Qualitative: ’ pre-pregnancy and education did influence their RS 4
(2006) individual U'nl:ed postpartum. Majority behavior, mostlyin the area of h'eulth problen; or vaglnallnrecno'n as well as
interviews States college students. heightened awareness of their risk of s 'eng““?" parner-arevenparen
e e 2 communication on these topics. Teaching
STis: However, findings do.not provide methodologies that reinforce key concepts
n=55 meaningful evidence regarding fertility = 9 5 i4 p
over lime, rather than infrequent or one-lime
awareness. 3 <
instruction, were suggested.
i asa
healthy, naturally-occuning substance
and ferfility indicator. Women FGD
Men and women participants in KwaZulu-Natal
from rural and urban desciibed what appeared to be Proaram implications. With women's lack of
areas. Mean age 35 normal secretions as a sign of “iliness” knowledge regarding the purpose and function
o forwomen individually | and “revealed intense anxieties” of secrefions, and concem about and removal
Qualitative: ; : 3 3 : : f
) individual interviewed. about _ihls, along with leamed of h_eql!hy seqrehons, increased knowledge of
Scorgie Itardews South behaviors to remove these normal their role and importance may help reduce
(2011) Ghdiocus Africa n=20 for individual secrefions. potentially harmful “hygiene" behaviors that
roUDS interviews include washing or drying out the vagina. Basic
Qrovp it s “wet i knowledge of secretions as an indicator of
n=57 forfocus groups | increased “discharge™ associated with | ferfility may also empower women by
(33 women and 24 injectable confraception perceived as | enhancing their FP strategies.
men) “dirt”. In addition to removing
secretions, women removed menses
aswell as semen after sex, which were
also considered “dirty".
Other: Program implications. With accurate
(Clinical tials Women ages 18-29, knowledge of the fertile days and with the
of ferfility Guateti clients of public or behavior components for managing these
awareness- aka, Peru NGO health Behavior. FAM users successfully used days, couples have an effective FP method
s based £ " | programs, in union, FAMs to avoid unprotected that does not reduce coital frequency.
Sinai (2006) . the y i g . % 2 3 o
methods: the Phippine and practicing family | intercourse on fertile days without Increasing fertility awareness among the
Standard Pl planning. reducing monthly coital frequency. general population may help reduce
s 8 N
Days Method unintended pregnancy, especially among
and TwoDay n=928 those who cumently use inaccurate information
Method) along with their own self-styled strategies for
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reducing the risk of pregnancy.

Mariied men ages 15-
59 living in five dishicts

Only 20% of boys/men responded
conectly regarding when during the

om0y | B8 |ema | Dbmiekeriane | M omepuer e Vel :
of Uttar Pradesh, India g9l preg 2 d
survey education, more assets, and those
N=6549 over age 20 had somewhat more
& ferliity awareness knowledge,
although still generally low.
Injectable
conacepilve vsots | Atlitudes, Concem about increased
ROMLA FUrAISUL=, vaginal wetness associated with Program implications. Given the very common
3 distiictin the province | T s ~
Mixed inj & sit f 18% of changesin observed menstrual cycle symptoms
of KwaZulu-Natal, e = e
methods A injectable users (n=187) noted and among injectable users, as well as the
South Africa. Women inal i d . f inal tedi
o ages 15-49 were concemeq about vagina increase seqsgilon of vagina wetness noted in
Quantitative: ¥ wetness (secretions?) when using a this study, anticipatory fertility awareness and
(quantitative), women oy . ——
Cross- progestin injectable method of FP. This | method-related counseling may allay fears and Quantitafive: 4
z & South ages 17-60 and men o : =S "
Smit (2002) seclional : vaginal welness was the most often increase confinuation of hormonal methods,
Afiica ages 18-75 3 i I 2 2
survey (qualitative) noted side effect, afteramenonhea. including injectables. Increased ferfility Qualitative: 5
q . (The study authors also questioned awareness may also provide an opportunity fo
Qualitafive: 5 whether the increased sensation of support good vaginal health, and help
n=848 for cross- : ST A & -
focus group sectional survey vaginal wetness may be related to a individuals notice early on the possible signs of
interviews noficeable change in healthy some STls, and the need to be tested and
i secreflions associated with injectables treated if STl symptoms appear.
=100 foptocys or asa sign of infection.)
groups (63 women 9 5
and 37 men)
Emerging themes from this review document
lack of fertility awareness knowledge among
women and men, along with the common
misperception that they have accurate
knowledge about the risk of pregnancy when
shavior. Incr revalence of they do not. Information about possible
Women in their late sexual intercourse on fertile days. biological factors (libido, pheromones, orother
twenties and early Women using an IUD or with a tubal factors), that may increase a couple’s
PGB AIvE thirties. Most were igation (nof using FAM, without propensity to have sexualintercourse more
(othgr) white, college- apparent knowledge or concem often around the fertile time, is noteworthy. This
Wilcox United educated, and about hying to avoid unprotected sex | is especially important if subtle or unperceived 3
(2004) States parous. IUD users or duiing ferlile days) had intercourse influences increase the frequency of intercourse

women with a fubal
ligation

n=69

more often during the fertile days of
the cycle. “Intercourse was 24% more
frequent during the 6 fertile days than
during the remaining non-bleeding
days.”

during fertile days, without the woman or man's
knowledge. This evidence adds to the rationale
for the need forincreased fertility knowledge
among adolescents, women and men,
especially given that couples who do have
sufficient ferfility awareness knowledge and
wish to use this information to abstain from sex
or use condoms on ferfile days (FAM), can
successiully do so without reducing coital
frequency (it's ail in the fiming, Sinai, 2006).
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Women ages < 21
28.4%, ages 22-31
45.3%, ages 32-41

Lack of knowledge of the ferlile fime.
Over 60% lkacked this knowledge,
women with less than a high school
education and non-white women had
significantly less knowledge.

Altitudes. Perception of having

Proaram implications. While few had received
information about FAMs/NFP, increased ferlility
awareness knowledge and access to FAMs

Cross- i 18.4%, and >427.9% | accuiale knowledde when one does i i
Witt (2013) | sectional g:::‘;? low-income. not. Only 40% who believed they knew z‘}%m:&g’;bg;% 'I‘)’;:'C‘Z;"r‘i’:r‘]’s/ 2}‘:’,:2‘:;;:2‘:"&9
survey Title X funded health the ferfile days, actually did. % N
centers which may support timely FP method use.
n=465 Almost 40% strongly agreed or agreed
that non-chemicals, non-hormonal
methods were an important
consideration regarding method
selection.
. " Program implications. The author advocates the
%&mﬁ'ﬁmong use of the Extended Parallel Process Model
: US adolescents and young adulf (EPPM) .'0’ odglescenl u‘nd young adult SRH
Young women with 5 7 campaigns with theoretically developed “fear
Witte (1997) —— " S mothers, reinforced by experiences of s 2
Qualitative: United children, ages 14-26 having had unprotected sex without appeal” messages to increase fear of
focus groups States getting pregnant. While knowledge of unintended pregnancy (increased perceplion
n=21 [ARC was describ.ed SoncerAabauf of risk of pregnancy) while increasing efficacy
FP method side effeéts i of “danger control” strategies to mitigate
emphasized during the FGDs pregnancy risk through abstinence or FP
5 method use.
Emergency contracepfion
Lack of knowledge of the ferlile lime
only 22%
conectly responded between two Proaram implications: Increased knowledge
First-year female periods. about fertility awareness, risk of pregnancy, FP
Cioss: students at Makerere methods and EC may increase correct and
Byamugisha Cadhana Uganda University, ages 18-25, | Lack of knowledge of emergency timely use of the commonly used methods
(2006) survey mean age 21. contraception (EC). 45% had heard of | {condoms and withdrawal), other methods and
EC and 7 had used it. Contraceplive EC, when needed.
n=379 ever-use rate was 14.5% and the most
commonly used methods were
condoms (48.9%) and withdrawal
(23.4%).
Women seeking MMWN A "
abortions, ages 15-48, breanancy. Non-use of emergency In.crec:se;d ferfility
contraceptive pills (EC) was comelated | awareness knowledge, including knowledge of
were sulveyed on . % 3
Cros}- - their previous use of fo less knowledge of lerh!lh/ and a the nsl_( of pregnancy, may |ncrec_13e Ihe
Meng (2009) | sectional China emergency lower rate of contraceplive use. “The perceived need lo use FP to avoid unintended
survey main reason for non-use (of EC) was pregnancy, and the perceived need to seek

confraceplives

n=5677

lack of awareness of the tisk of
pregnancy and the subsequent need
for protection.”

EC if unprotected sex occurs, especially duting
the fertile time.
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Key for articles with the same data source

1=Arlicles with the Sommer data
2=Articles with the Fog Zone data
3=Articles with the Bloom and Singh data
4 = IRH 2008b and Leon

5 =IRH 2013q, IRH 2013b, and IRH 2013c

*indicates that arficle is repeated in multiple categories

20

89



Fertiity Awareness Literature Review — Appendix A
Young adult/ adult — Perceptions about return to fertility—
Postpartum, breastfeeding and miscarriage or induced abortion
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Study Design
Strength with
Study Design Country Populdation Fertility Awareness Evidence Comments and Case Building Regard to
Fertility
Awareness
Report
(cross- ion. ition 1
sectional LAM users were twice as likely as BFFP users to
survey) begin using a method at 12 months postpartum,
as well as more fiksly than non-FP method users, Program implications. Since very few women in the
Note: Women periodic abstinence users and withdrawal users entire study knew ab;)uf theneed for
For a postpartum fo be using a method at 12 months postpartum. breastfeeding women fo fransition fo another FP
breastfeedin ages 16-49 LAM users, with their knowledge of all 3 LAM method by at least 6 months postpartum, and with
g woman fo criteria, were also more likely to transition fo a many LAM users waifing past 6 monihs Ur’lﬁl the
use 1he_> Includeswomen | complementary FP method at 6 months retum of menses fo begin another method, this
Lactational knowledgeable postpartum compared to BFFP users, and also study highlights the need for accurate information
Amenonhea ofall 3 LAM more likely to use a FP method at 12 months and supportive atfitudes regarding postpartum
Bongiova m;\?\)ogm Torddr Z:?:;Tw;é? once mensesresumed (89% LAM, 68% BFFP). return to fertility and timely fransition fo an effective 4
0ali{2002) adheres to who used Atfitudes. Breastfeeding, menses and retum f MEMHod:1or wermenilng on LAMOr BFEP.
the following breastfeeding fedility. Although knowledgeable of the 3 LAM The authors suggest that personal experience and
criteria: for FP but did criteria, many LAM users appeared to wait past 6 s . :
-Fully or not mention all3 | months postpartum for retum of menses, to begin smugiiis;:gg EJ ng’l(m“oeleglpg T?g‘\?gg":)t;l:lir:gl
nearly fully criteria, BFFP, using a complementary method. : : v
breasteadii 26%. experience of women may serve ds d resource or
g AND iteria, Many foundation for added fertility awareness messages.
-Less than 6 n=3183 women in the study, who used a wide-range of
months FP methods, also had knowledge of one or two
postpartum of the LAM criteria (lactational amenonhea, 76%
AND and full/nearly-full breastfeeding, 79%, n=2921),
-Menses has but very few had knowledge of the less-than-6-
not returned month-postartum criterion (<15%).
Allwomen of
reproductive
age and all men
manied to
women of Lack of knowledge aboul bregslfeeding and
Cross- reproductive retumn to ferfiity. 16.7% of women in one village,
sectional age interviewed | and 20.4% of women in the second village were
IRH survey Maii in two villages not using a family planning method, even 4
(2013j) though they wished to avoid pregnancy,
Village Manied women because they were in postpartum amenonhea
census ages 18-44; or breastfeeding, and believed they could not
Men mariied to become pregnant.
a woman ages
18-44
N=726
21
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Women
postpartum who
had
participated in

Program implications. Among women who had
breastted previous children, many described a
personal, “lived” experience of previous

'(?ni:ice)g a LAM conceplion occuning sometime after first
o e intervention. A EVeT Grch e LANGSSTS \WoORER postpartum menses and/or after a year
individua.l smallnumber of lack knowledge {hold di?ferem beliéfs) aboit s postpartum. As a resull, this “lived"” experience Quantitalive
Kouyate | interviews husbond_s and return to fertiity postpartum. The 6 month LAM corﬂmdlcled Ihe LM f?"°'?'h cptenon. P?Sﬂbb g
2010) arid Bangladesh | mothers-in-law criterion is fhe ciiteria most offen pot followed, as ferfility awareness strategies in this context include
< Y were also i : determining a woman's perception of risk of Qualitative:
questionnair inferviewed many women (both LAM transitioners and non- pregnancy and lailoring ferfility awareness 4
e associated ) fransitioners) waited until menses as a signal of X
, £ messages to address her personal experience or
with a LAM - retumn of fertility. 5 A e g
intervention) n=80 for survey circumstances. Incorporating additional fertility
awareness messages duting postpartum visits, or
n=40 for community-based counseling, especially around é
individual months may support timely FP uptake.
interviews
ive Xpeti 1Din 's " pre iv
Men mean age i " Thisincluded: personal
Qualitative: 21.3. Pre- experiences duiing puberty; revelations through
individual g pregnancy and peer experiences; personal experiences with first ProGrRIBICa GRS Male Sxpaienass Witk
b 5 e » el D X
inferviews postpartum (7 sex, first pregnancy scare, partner's miscaniage pariner pregnancy (or pregn?nﬁcy scare)
5 z men were or abortion; perceived fetlility or inferlility based v & £ 5 3 44
M9 | ot | ed | voumorihan1s | onhect el oxporencoswiwomm and | TScrioos borkon o pacenecinetty | g
ki years and 10 perceplionsiniuenced by the relafionship with a | oM EE ™ TN & BN OXAonEes o
with 37 men wetre 26 pariner and her beliefs, issues or concems. parental res?)onsibiliiy P
diveRe man years or more.) >
Atfitudes about misperceptions of infertilit
n=37 based on unprotected sex not resulting in
pregnancy.
review. Over 50% of postparfum women desiing FP
want to use a method immediately after birth (or
within 6 weeks), and the rest prefer to postpone
method use between 6 weeks and one year
postpartum. Within this context, and with a typical
delay in FP uplake among breastfeeding women,
postpartum method preferences are often
influenced by a woman's perceptions about her
Vemon Background N/A Postpartum return to fertility, paiity, and method desire. N/A
(2009) arlicle women

Although Vemon reports mixed results of LAM users
being able to understand and follow the three LAM
criteria, and mixed results regarding timely
fransifion from LAM to a complementary method of
FP, along with other challenges with the behavioral
component of the method, he confirms the conect
use rate of 98% and suggests addifional research to
determine whether there are more effective ways
to operationaiize the method.
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Miscaniage and post-abortion

Atlitudes. General knowledae of mid-cvcle
fedility not associated with perceived personal
tisk of pregnancy. Among teens and women in

Wom_ep Sweden seeking aborfion services, 81% knew the
obtaining 5 . R . .
S fertile days of the cycle were between two Proaram implications. Incorporating sirategies that
induced ; % , S
Cross- . menstruations (although this knowledge was help girls and women relate knowledge about their
Aneblom 2 abortions. Mean s o 3 s
2002) sectional Sweden A 27T VTS lower in the youngest age group). However, ferfility and the ferfile days of the cycle to their own 3
survey 9 LW despite high awareness of EC (83%) few women bodies may increase their “personal” perceived risk
(range 14-46). : 2 %
used it to attempt to prevent this pregnancy. of pregnancy.
n=518 When those who had used EC before were
asked why they didn't use EC this time, the main
reason given was “unawareness of pregnancy
tisk”.
Given the matemal morbidity and mortality from
unsafe abortion {especially in developing
countries), the wide-spread kack of knowledge
among women regarding the quick refurn to
ferfility post miscaniage or post induced abortfion,
the recognized best practice of *offering FP" to all
women who have just experienced either a
Curtis Background N/A mggﬁ;‘(;";egl miscarmage or an induced abortion to delay the N/A
{2010) article osl-uborgﬁon next birth for at least 6 months was emphasized for
p the health of the mother and her next baby. These
circumstances contribute fo the rationale for
increasing fertility awareness knowledge, accurate
perceptions of personaltisk of pregnancy, and
related FP messages and services, in conjunction
with services for those treated for miscaniage or
abortion.
Women post- > ™ Proaram implications. Given the significant
: q fel Y. ey , &
abortion, mean Lack of knoyvled ot 'h? e '.O ferimt morbidity and mortality of unsafe abortions, the
Cross- post miscaniage ot postinduced abortion. Over " 9 ¥ =
Mahmou s age 27, mostly - . potential benefit of increasing fetfility awareness
sectional Egypt % 75% of the respondents either did not know how e : 4
d (2013) rural knowledge, along with information about and
survey soon a woman could get pregnant post 1 v 3
: : access to FP, is promising for women who have just
_ abortion, or gave incomect responses. S 2 . 2 4
n=210 experienced a miscariage or an induced abortion.
implicati Given the negative health
Women posk: Lack of knowledge of the guick return to ferfility consequences and matemnal mortality from unsafe
Crass: abonionpmeon postabortion. Only 26.7% responded that fertility abortion, and lack of knowledge of retum to ferfility
Melkamu sectionidi Ethiopia Gie 2k 4' would likely retum soon, within 2 weeks. Most post abortion, the abortion visit appears to be a 2
(2003) SUrve! P 9 : parficipants in this study (81.8%) indicated they potentially beneficial ime fo provide ferfility
4 n=401 did not wish o become pregnant within the next | awareness information, support accurate

3 months.

perceptions of “personal” retum tfo fertiity and offer
FP_methods.

Key for aricles with the same data source

I=Arlicles with the Sommer data
2=Articles with the Fog Zone data
3=Articles with the Bloom and Singh data
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Subfertility and perceptions of about aging and fertility

*indicates that arficle is repeated in multiple categories

Study Design
Study Desi Country Population Fertility Awareness Evidence Comments and Case Buildin, Strength with
o B 9 Regard to Fertility
Awareness
Program implications. For those without
adequate ferfiity awareness knowledge (no
experience with SDM, no TwoDay Method
k of kn 1 i Sypmtothermal, Bilings ovulation or BBT method
Women of the menstrual cycle. Women (76%) | instruction efc.) the ability fo actually identify the
Brass: attending an had “inadequate understanding” of fertile fime of a woman's cycle is lower,
B ; infertility clinic this asindicated by a potentially exacerbating a sub-fertile woman's
lake (1997) | sectional New Zealand » . [ A " ; 2
ages 18-46, knowledge/self-described skill score inability fo conceive. And, for women wanting to
survey i 5 2
mean age 28.4 of less than 4 on a fertility awareness avoid pregnancy based on their own personal
years. survey. percepfions of the risk of unintended pregnancy
(without sufficient fertility awareness information)
the chance of pregnancy is higher, especially if
the couple inadvertently targets fertile days for
unprotected intercourse.
Lack of knowledge about ferfility and
ading. College students
overestimated the risk of pregnancy
{number of monthsit takes to get
pregnant, and the % of women
pregnant within 1 month) as well as
overestimated the risk of infertility and
fomda e e oago. | Pl s isriomatn cbout
undergraduate : i g 9 fertiity may heighten a young woman's concem
on both inferfility and the risk of y % = ,
students at the 3 ¥ about her own possible infertility, negatively
i miscaniage. 5 : ; :
University of influence attitudes, contiibute to contracepfive
British Columbia " . risk-taking and result in unrealistic expectations of
Bretherick* Cross- in Vancouver, miscari Although most women in successful conceplion at older ages. Accurate
: E 8 scaniage. : : i
(2010) sectional Canada British Columbia, g o information about ferlility awareness may 4
the study were aware that fertility 4 % =
survey Canada. Ages % : s contibute fo atfitudes and behaviors that
declines with age, they did not # 2 -
18-42, Mean arcaive Tike doan raleotdacinal support effective reproductive life planning and
age 21.3. perce P \ consistent method use when pregnancy is not
nor did they recognize a woman's desfed
=360 age as the strongest risk factor for .
. miscamiage (75% incomect response
rate) and infertility (54% incomect).
. P ’ £
methods and infertility. Some
believed {inconectly) that long-term
contraceplive use was the strongest
risk factor for inferility (9.2% of
respondents)
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Male and A!Ii.lpdes. MflgercegliOIﬁs abou '.
female femllm[mferhl!m. Kno\fvle_dge pf risk
undergraduate tqctors associated with inferfiity was
o e g | ot s Given th v cnge o
B(Zggg)g sectional United States sr(:i?g:gsume to the countryside, using special ir:::s:?r';;)g:;?ig?'lno??hoi::;;:(cf?n?:)olr;r‘g.ir;’ ;?:Ic:ghess
survey, online coital techniques, eating fruits and b . o
students, mean : 2 education may be a meaningful addition.
age 24. vegetables, or a(llophng a D(IbY' and
beliefs that certain healthy practices,
n=149 like regular exercise enhanced
ferility.
Program implicafions. Many reflected
” uncertainty when completing the knowledge
t]og?:go\lltlnsogltggni:dbg;'a'?g:', and survey and also scored lower on some
response rate (37% corect) on a knowledge questions specifically relevant to
knowledge survey about ferility, individvalwomen and decision-making such as:
g ¢ i v % ¥ 1) misinformation about the role of continuous
Daniluk Cross: Childless women | inferility and assisted human OC use on fertility; and 2) misinformation about
[2011) sectional Canada meanidge.29. teproduction:(AbK], the impact of goc;d health and fitness rather
survey n=3345 than age as the grea terindicator of fertility for
Ammwmmmore aboutieriliy hdnone deludl women over 30. Online respondents also
d—y—!o 5. Respondents overeslimated requested the comect answers to the survey
_i—meir knowledge about ferfility and queslions as well as additional ferlility awareness
infertiity information. “Targeted public health programs”
g fo increase ferility awareness for adult women
and their pariners were recommended.
Lack of knowledge about ferfility and
ading as evidenced by a low
knowledge score (20%) on an online
survey of knowledge about ferfility,
. infertility and ART. Men appeared to
ggﬁﬁ:;?;?me have no coherent body of ferlility ) N
Daniluk Cros_s- ages 20-50. " | awareness knowledge. The belief that one has more fertility awareness
2012) sectional Canada Mean 29 " knowledge than they actually do may have a
survey Attitude. Perceptions of knowing negative influence on health behaviors.
- more about feriity than one actually
L does. Men perceived that they had
greater knowledge than they did,
and also had significantly less
knowledge than women for almost all
the knowledge questions.
Program implications. Increased fertility
Men seeking ion. Only one man was awareness and gender awareness may help
medical care for | able to describe the basic facts of reduce stigma associated with infertility as well
couple infertility owulation, fertilization and as provide a tool for childless couples fo target
at ahospital implantation. Gender roles, focused the ferfile days of the woman's mensirual cycle
Dyer (2004) Qualitative South Africa that provides on male virility, were discussed in to maximize fertility potential. Infertility
care fo low- association with stigma experienced programs/services provide a venue for
income patients | by the involuntarily childiess men. increasing ferfility awareness among men and
Community responses experienced for offering initial, ferfility-awareness-based
n=27 by the men reflect low fertility inferfiity assessment and concepfion strategies
awareness knowledge in the for sub-fertile individuals and couples.
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communilty.

Attitudes. Misperceptions about

ili ility including previous use
of contraceplion as a cause of
infertility, ejaculate “proof” of male
ferility and infertility evoked by
displeased gods.

Cross-
sectional
survey

Hampton

(20]2] Auslralia

Women, ages
25-36+, seeking
fertility
assistance

n=204

Lack of knowledge of the woman's
fetdile time. Less than 25% could
identify cervical secretion changes
indicative of ferility.

ttitude. Per ions of knowil
i erilit n
does. Over 68% believed they had
fimed intercourse fo match the fertile
window, while only 12.7 % were able
to do so (based on their ability fo
chart cycles for 3 months). An
additional 24% demonstrated
accurate knowledge, but had less
than 3 months of charling.

Women with increased ferfiity awareness had
accessed several sources.

Program implications. Lack of ferliity awareness
knowledge and assuming one has more
knowledge than they do, may resultin a false,
inaccurate and vllimately disappointing
impression of power and control over one’s
fertility. However, increasing ferility awareness
knowledge may contribute to atfitudes and
behaviors that support meaningful reproductive
life planning—for both women who want to
conceive and for those who wish to avoid
pregnancy atl a given pointin time.

Peterson Cross:
(2012) sectional

survey

United States

Men and
women, mean
age 20.4,
attending a
four-year
university

n=246

Lack of knowledge of ferility and
aging. Students underestimated the
decline in fertility with age, and
overestimated the chance of
pregnancy (both during the fertile
window and over a year's time)
when responding to questions about
a woman's ferfiity throughout her
reproduclive years.

Altitudes. Misperceptions regarding
IVF success. Participants greatly
overestimated the likeihood of IVF
freatment success.

Polis (2012)2 Cross-
sectional
survey

United States

Unmanied men
and women
ages 18-29.
Nationally
representative.

n=1699

Lack of knowledge of the fertile time
and risk of pregnancy. Although 80%
had received sex education, ferfility-
related knowledge was poor: 34%
were unaware of a “ferfile window"
during the woman's menstrual cycle,
90% overestimated the risk of
pregnancy from one act of
intercourse, 67% incormectly estimated
the chance of pregnancy after a
year of unprotected sex. Women
were more knowledgeable than
men.

' e il

Program implications. Fertiity awareness
information, asit relates to one's own body, may
confiibute to more accurate perceptions of
fertilty/infertiity and risk of pregnancy.
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19% of women and 13% of men
perceived themselves “very likely" to
be infertile. Among women's reasons
for perceived inferfility, 37%
mentioned not getting pregnant
after having had unprotected sex.
Perception of infertility was
associated with: 1) women
overestimating the chance of
pregnancy from unprotected sex,
and 2) men indicaling that they
would likely have sex without
confraception in the next 3 months.
Being Latino was significantly
associated with perceptions of “very
likely” to be infertile.

Young men and
women, mean

Lack of knowledge about the

tential of STI m ferti More
than 94% did not know that
chlamydia and gonorrthea could
lead fo infertility.

Lack of knowledge about ways to protect ferfility
(e.g. condom use and safer sex practices to

Quach ferf:’:;;nal Canada age 17.5. High Altitudes regarding concems aboul reduce STis), as well as concems about future
(2008) survey school students. fertility: Girls were significantly more in | infertiity, may influence risk-taking behaviors
agreement than boys about the among gitls and young women in terms of their
n=772 following attitudes: concem about FP method use and STl protection behaviors.
possible infertility in the future, would
be upsetifinfertile, and the
importance of protecting one's
fertility.
Given the often, text-book and incorect
assumplion that day 14 or 15 of the cycle is the
Women trying to | Lack of fertiity awareness knowledge | day of ovulation, and comesponding inaccurate
e Prospeciive United conceive, mean | (in relafion to a woman's kn(?wledge determination of the ferfile window, increased
(2012) cohort study Kingdom age 30.6 of her own ferfile daysin a given FA knowledge and the application of that
cycle) even among women actively knowledge to one's own body is relevant to
n=330 frying to become pregnant. preconception counseling and initial infertility

freatment as well as to method counseling and
overallreproductive life planning.

Key for articles with the same data source

1=Arlicles with the Sommer data
2=Articles with the Fog Zone data
3=Articles with the Bloom and Singh data
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Midlife and beyond (perimenopause and menopause) and p

*indicates that arficle is repeated in multiple categories

erceptions about aging and fertility

Study Design
Strength with
Study Design Country Population Fertility Awareness Evidence Comments and Case Building Regard to Ferility
Awareness
Expectations, apprehensions and P S .
knowledge aboyt Menopause; Many rogrulnlmgl!cahons. Given tha! very few .
—Q—Lamicipuled nof having monthly women mentioned self-care aclivities associated
menses, no mensirual hygiene with midjliie and beyond .(er prcu:ijces to deal
produc%s 1o buy. and no wories with vaginal dryness) additional fertility
Ghoutprognancy Thoy s | Svrenessinowedge sbout oo
Bertero g NOTBIIIIS A/ SapEssedicoficen ZoUI VDIl (lppre?hensio?] and incr’;ase selt—g’(lre zctivilies
(2003) _stru_c_tured, Sweden dryness and !_he associated negative # 6
::Idel‘:lv?:vel) n=39 ggﬁ?e?nns Z‘sgsﬁ:(;‘;ﬁ;s:zlgiy The informal sharing of meno pa»usal expetliences,
petiods during peri-menopause. between older women and their dgughlers, may
Often, expeciations and be an approach progrgms can build upon to
appre'hensionswere athibuted to suppo_rt the sharing femllt_y awareness knowledge
hearing about their mothers’ personal onagng derassigenergtions.
experiences with peri-menopause.
Lack of knowledge about fertility and
ading. College students
overestimated the risk of pregnancy
{number of monthsit takes to get
pregnant, and the % of women
pregnant within 1 month) as well as
overestimated the risk of infertility and
Female pregnonpy loss: They_ also Proaram implications. This misinformation about
undergraduate ggdbe;eé :ﬁzﬁ%‘gﬁ&n&fgieo?' ag%e | ferfiity may heighten a young woman's concem
students at the : 5 about her own possible inferfility, negatively
University of misanage: influence attitudes, contiibute to contracepfive
Brethetick* Biitish Columbia . 1 tisk-taking and result in unrealistic expectations of
Cross- in Vancouver, MWWW ¥ 7 successful conceplion at older ages. Accurate Bretherick (2010)
(2010) v 0 s miscaniage. Although mostwomenin | 9 i
seclional Canada British Columbia, the study were aware that feriility information about ferlility awareness may
survey Canada. Ages declines with age, they did not contibute fo atfitudes and behaviors that
18-42, Mean perceive Hhe s’le('ep raileofdecihat support effective reproductive life planning and
age 21.3. nor did they recognize a woman's consistent method use when pregnancy is not
=360 age as the strongest risk factor for dosinds
miscamiage (75% incomect response
rate) and infertility (54% incomect).
. p , £
methods and infertility. Some
believed {inconectly) that long-term
contraceplive use was the strongest
risk factor for inferility (9.2% of
respondents)
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Masters thesis
Intervention-
ggzzﬂgg d Knowledge of menopause and
Women ages 40- | related health issues. Eight reported
workshop on row 3 1
z 60 who gaining information about accessing
peri- - 5 ' I ’
attended health services for peri-menopausal- Inclusion of ferfility
menopause . : A
Stenger and related United Stales educational related health issues. 90% reported awareness peti-menopausal messages may 4
{2007) % workshops on increased knowledge of freatment resultin notable changesin behavior.
healthissues o <
¢ menopause options. 43% (67/157) said they had
with a follow- o 2 %
changed health behaviors, including:
up phone & o 3 3% s
survey of 14 n=157 talking with the physician about mid-
i life SRH issues, exercise, and nufrifion.
questions at 3
months post
workshop
Summary points. Women continue to be sexually
active from mid-ife and beyond (over 60% have
sex at least once a week.) Thisis often a time of
change of relationship status (e.g. divorce,
death of pariner) and women may engage in
sexwith a new partner after having had a long-
term committed relationship in the past. As a
resull, peri-menopausal women may face an
increased risk of unintended pregnancy and STls,
oftenilkequipped to negofiate safer sex
Sherman behaviors. For many who become pregnant
(2005) Background United States laterin life, the pregnancy is unintended, and N/A
abortion prevalence increases for women over
age 35. The peri-menopuasal years may include
the need for FP method-switching, due to health
or other issues. While formative research by the
authors revealed misconceptions and questions
about feriiity from peri-menopausalwomen, a
Mediine search examining women's knowledge
of pregnancy risk during the peri-menopausal
years yielded nothing. And the auvthors of this
paper also did not find studies on this topic
either.

Key for articles with the same data source

1=Articles with the Sommer data
2=Articles with the Fog Zone data
3=Articles with the Bloom and Singh data
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Additional background articles

*indicates that arficle is repeated in multiple categories

Study Design Country Population

Fertility Awareness Evidence

Comments and Case Building

Study Design
Strength with
Regard to Fertility
Awareness

Aksel et al. Background Africa Women ages 18-
(2012) article 49

Report summary. Review of the literature about
the effect of female genital cutling, and other
infra-vaginal practices, on the ability to correctly
note secrefions, and implications of these
practices on efficacy and acceptability of the
TwoDay Method.

N/A

Barron (2013)

Article on Background N/A Woreh
ferfility article

iteracy for
women

Report summary. Describes the menstrual cycle
as a vital sign and includes influences such as
lifestyle factors and menstrual variability, post
confraceptive cycles, and other factors to
consider when incorporaling menstrual cycle
care and fertility literacy more systematically into
health promotion and primary care. Proposes
strategies for integrating female ferfility literacy
info health promotion and the primary care visit,
specifically relevant to nurse practitioners.

N/A

Barron (2013)

Article on Background
fertility article
iteracy for
men

N/A Men

Report summary. Companion article on ferfility
literacy for men, and defines fertility iteracy as a
subset ofinformation on health literacy that
“includes knowledge of how the male
reproductive system functions and the effect of
modifiable lifestyle factors on male ferfility.”
Proposes strategies for integrating male ferlility
literacy into health promotion and the primary
care visit.

N/A

Fhi360
publication
on ferfility
awareness
(1996)

Background
article

All phases of the

NiA life cycle

Report summary. This publication defines fertility
awareness beyond detecling physical changes
of the menstrual cycle to understanding how
emotional, behavioral, and cultural factors are
related fo ferility. Thisincludes “a couple's ability
to use and apply this basic information in their
everyday lives and ability to discuss the
information with sexval pariners and with health
providers. Across countries, programs, and
throughout the life cycle there is a lack of ferfility
awareness knowledge (among the general
pubilic, including self-idenfified NFP users and
withdrawal users, and also among providers).
Results of various studies were cited, including a
Guatemalan PATH study that found women
were unaware of changes to their secretions.
Possible benefits of educating the community
and providers on fertility awareness include: 1)
support for accurate and timely use of FP
methods including FAMs; 2) addressing concermns

N/A
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about FP method side effects; 3) involving menin
FP and discussion/personal engagement around
couple-related ferfility issues; and 4) increasing
access to reiable FAMs if the woman/couple
wishes o use ferlility awareness knowledge asa
FP method. A fertility awareness educational
component to a program may serve as a
starting point for discussions with women and
men about pregnancy, FP, STl prevention,
vaginal health and other SRH topics.

Background

Pyper (1997) article

N/A

Adults (pre-
pregnancy,
postparfum, pre-
menopause)

Report Summary. Documentation of the different
FAMs available. Together with the SDM and
TwoDay Method efficacy studies, and the
European study “The Effectiveness of a fertility
awareness based method to avoid pregnancyin
relation to a couple's sexval behavior during the
fertile time: a prospective study" (Frank-
Herrmann), these studies report that given
accurate ferfility awareness knowledge, the
desire to prevent pregnancy and a willing
partner, couples can effectively use ferfility
awareness information as a FP method— this
behavior outcome requires ferlility awareness
knowledge applied to a woman's body and a
wiling pariner.

N/A

Background

Pyper (1997) article

N/A

N/A

Report summary. Supports a fertility awareness
approach and advocates for a focus on
participatory self-awareness and SRH
communication (within the relationship and at
the community level). This involves personal
involvement, building on observations of
changes that can be noticed in one’s own
body, related to significant reproductive events
like: puberty, menses/noctumal emissions,
pregnancy, breastfeeding and menopause.

The model presented in this arficle reflects early
IRH work in the area of ferfiity awareness
including: gender awareness, body awareness
and self-care, infegration of sexuality and
inferpersonal communication.

The arficle includes a table of normal and
abnormal self-observations in the following
calegories: anatomical, physiological and
psychological. The author discusses that many
women incorrectly think their normal healthy
secrefions are a discharge associated with a STI
or other health problem. Fertility awareness
would help them to differentiate these.

N/A
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Vigil (2006)
Usefulness of

monitoting zﬁ:ic k’grOund KA
ferfiity from

menarche

Girls and women
from puberty
through
menopause

Report summary. Describes the concept of the
“ovarian cycle," and details the events of the
normal ovulatory cycle, changing hormonal
patierns and cervical secrefions as a
determinant for ferfiity. Advocates self-
observation of cervical secretions for girls and
women as an “invaluable tool for women
desiting to achieve and maintain a health
reproductive system." Details the benefits of
cervical secretion observation in maintaining
good SRH and in identifying signs of a possible
health problem indicating the need for girls or
women to seek health care services. Provides
recommendations for clinicians for using cervical
secrefion indicators to diagnose and treat
certain pathologies including, “metabolic and
endocrine disorders, anatomical alteration,
pelvic inflammatory disease, or even neoplasia.”
Describes the menstrual cycle and secretions as
“important components of the clinical decision-
making process.”

N/A
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Let’s talk about

fertility
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Implications for reproductive health

Institute for Reproductive Health,
Georgetown University
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® 2013. Institute for Reproductive Health, Georgetown University.

This meeting report was prepared by the Institute for Reproductive Health at Georgetown University.

The Institute for Reproductive Health {IRH) is part of the Georgetown University Medical Center, an
internationally recognized academic medical center with a three-part mission of research, teaching
and patient care. IRH is a leading technical resource and learning center committed to developing
and increasing the availability of effective, easy-to-use, fertility awareness-based methods (FAM) of
family planning.

IRH was awarded the 5-year Fertility Awareness-Based Methods (FAM]) Project by the United States
Agency for International Development (USAID) in September 2007. This 5-year project aims to increase
access and use of FAM within a broad range of service delivery programs using systems-oriented scaling
up approaches.

This publication was made possible through support provided by the United States Agency for
International Development (USAID) under the terms of the Cooperative Agreement No. GPO-A-00-07-
00003-00. The contents of this document do not necessarily reflect the views or policies of USAID or
Georgetown University.

Suggested Citation: Institute for Reproductive Health. 2013. Let's talk about fertility awareness:
Implications for reproductive health. FAM Project, Washington, DC: Institute for Reproductive Health,
Georgetown University.

The FAM Project

Institute for Reproductive Health
Georgetown University

4301 Connecticut Avenue, N.W., Suite 310
Washington, D.C. 20008 USA

irhinfo@georgetown.edu
www.irh.org
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Acronyms

CPR
CYP
FAM
IRH
LAM
SDM
SRH
STl
USAID

Contraceptive Prevalence Rate

Couple-years of Protection

Fertility Awareness-based Methods

Institute for Reproductive Health, Georgetown University
Lactational Amenorrhea Method

Standard Days Method®

Sexual and Reproductive Health

Sexually Transmitted Infection

United States Agency for International Development
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Introduction

While ferfility is the physiological ability fo become pregnant (or to cause a girl orwoman to become
pregnant), fertility awareness is much more. The Institute for Reproductive Health at Georgetown
University (IRH), which focuses on fertility awareness interventions ranging from puberty education for
very young adolescents to integration of fertility awareness-based methods (FAM) into family planning
programs, proposes that:

“Ferfility awareness is actionable information about fertility throughout the life course
and the ability fo apply this knowledge to one's own circumstances and needs.
Specifically, it includes basic information about the menstrual cycle, when and how
pregnancy occurs, the likelihood of pregnancy from unprotected intercourse at
different times during the cycle and at different life stages, and the role of male fertility.
Ferfility awareness also can include information on how specific family planning
methods work, how they affect fertility, and how to use them; and it can create the
basis for understanding, communication about and correctly using family planning.”

Based on programmatic experiences, IRH has recognized the value of providing accurate information
about fertility fo women, men, girls, and boys. With this awareness, they are able to understand how sex,
reproduction and family planning interconnect, which ultimately can improve sexual and reproductive
health (SRH) outcomes and address unmet need for family planning. Fertility awareness can empower
people to identify what is healthy and normal for them, and know when to seek reproductive health
care. It can help youth understand their changing bodies and recognize their responsibilities to protect
their SRH. It can also foster communication about SRH between future or current partners, parents and
children, health care providers and patients, teachers and students. Fertility awareness can support
reproductive rights, gender equality and social norms that help people develop the behaviors that
have a positive effect on SRH for all.

With the potential for such positive outcomes, why has fertility awareness received so little attention
within the SRH field2 One reason may be the lack of documented evidence of the positive health
outcomes directly related to fertility awareness. To begin the conversation, IRH conducted a
comprehensive literature review, keeping a broad definition of fertility awareness in mind. We identified
the literature on fertility awareness and analyzed findings and trends regarding how fertility awareness
knowledge, or lack thereof, appears to influence SRH aftitudes and behaviors across the life course.
With this initial evidence base, IRH assembled a group of experts to discuss how to achieve a better
understanding of the role of fertility awareness in improving the health and well-being of women, men,
girls, and boys across the life course.

Purpose and Objectives

The overall goal of the Fertility Awareness-based Methods (FAM) Project is to expand access to and use
of the Standard Days Method® (SDM), TwoDay Method®, and Lactational Amenorthea Method (LAM)
within the framework of informed choice. Inherent in this goal is improved fertility awareness. Numerous
experiences under the FAM Project pointed toward the importance of fertility awareness as a
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foundation for positive SRH outcomes and overall well-being. IRH convened colleagues and experts in
the field to assess the evidence identified through a systematic review of all literature published on
fertility awareness since 1990.

The key objectives of the Fertility Awareness Technical Consultation were to:
1) Define fertility awareness,
2) Assess the evidence of the effect of fertility awareness on SRH attitudes and behaviors across the
life course,
3) Explore how fertility awareness could contribute to SRH program goals, and
4) |dentify the knowledge gaps that could be addressed by future research.

Fertility Awareness 101

The consultation began with an attempt fo develop a common definition of ferfility awareness. How
fertility awareness is defined—what it includes and what it does not—is important because of potentially
different influences on SRH behaviors and outcomes, including family planning use. A comprehensive
definition of fertility awareness encompasses the factors throughout the life course that shape behavior:
cognitive, social, environmental and developmental factors. Four fundamental components of a
common definition evolved.

Ferfility awareness:

1. Includes basic knowledge of the fertile fime in a women’s menstrual cycle and when a woman
can get pregnant, including the associated symptoms or physiologic changes in her bodly.

2. Increases self-efficacy allowing the individual to use his/her knowledge of fertility to make
healthy decisions.

3. Empowers women and girls while engendering support for SRH from men and boys.

4. Canserve as the foundation of holistic reproductive health programes.

Parficipants also recognized that in order to better understand the effect of fertility awareness on SRH
outcomes, it should be intentionally integrated into programs and its effects clearly defined and
measured in ferms of intended outcomes (e.g., increasing family planning use, delaying sexual debut
and first birth).

Participants agreed that the definition of fertility awareness proposed by IRH (see page 1) met these
criteria but that further work is needed to identify strategies to implement it in programs and measure its
effect.
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Literature Review Synopsis

In preparation for the consultation, a literature review was conducted and shared with participants
(see Appendix B). The review was guided by the following research questions:

+ What do people know, or believe they know, about fertility?

¢ How does fertility awareness (or lack thereof) affect SRH attitudes or behaviors {including family
planning) across the life course?2

+ What interventions/programs have been implemented that have incorporated fertility
awareness, and what is their effect on atfitudes, behaviors, and SRH outcomes (including use of
family planning)?

This review found that there is a dearth of accurate information—and a significant amount of
misinformation—among the general population about fertility and how our bodies work. In regard to
family planning, the most salient is concerns about side effects, along with other more nuanced
perceptions that contribute o non-use of family planning. For example, inaccurate assessment of
pregnancy risk reduces family planning use at critical points across the life course. Many believe
pregnancy requires frequent sex, or that having had sex without becoming pregnant indicates they
may be infertile. Some assume any breastfeeding prevents pregnancy. Others believe hormonal
contraception impedes their future fertility, or using it during breastfeeding affects the infant’s future
fertility. Other researchers have found that negative perceptions of family planning, including lack of
self-efficacy to conftrol fertility and use confraception, result in failure to discuss and seek methods. In
some settings, family planning use is stigmatized, or people believe it is not within human power to
control fertility. Furthermore, gender inequities in reproductive decision-making may mean that even
when women have accurate information, they may be constrained by the beliefs and choices of their
partners and others who influence them. While several small-scale studies, conducted primarily with
adolescents, have shown an individual-level increase in knowledge about fertility and self-efficacy
following educational interventions, virtually no studies have addressed how increased fertility
awareness could contribute to family planning uptake and use. And serious efforts to increase fertility
awareness at a population level - not only increasing individual knowledge and skills in a large
demographic group, but also creating a supportive environment in which to apply them - have not yet
been attempted.

Working Group Discussions

During the consultation, participants joined small groups to discuss and achieve a common
understanding of the potential effects that fertility awareness could have on attitudes and behavior.
They also began the work of crafting an agenda for the SRH community related to fertility awareness
research, programming, and communication.
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Potential Effects of Ferlility Awareness

Parficipants discussed the potential effects that improving fertility awareness could have at the
individual and community level.

Individual effects could include:

¢ Befter preparation for menses

e Fewer days of school missed/decreased absenteeism for girls

¢ Delayed sexual debut

¢ Improved self-care, hygiene, body care

¢ Fewer unintended pregnancies

¢ Improved ability to communicate with adults, youth, partners, health providers about SRH issues
¢ Beftter understanding of normal vs. abnormal signs and symptoms

¢+ Increased ability o space pregnancies

¢ Increased condom use

¢ Increased correct/continued use of family planning methods

¢ Equal decision-making in family size, use of contraception, initiation of sex

At the community level, effects could include:

¢ Decreasedrates of abortions
¢ Increased CYP
e Decreasedrates of STis

¢ Reduced stigma around puberty changes and menstruation
+ Improved gender norms, improved respect between girls and boys/men and women

¢ Changed social norms around fertility, respect for men and women regardless of their chosen
family size, changed social norms about masculinity

Parficipants recognized the complexity of developing and implementing interventions that could
achieve these effects as well as the need to carry out research required to measure their effects. These
were the topics of the small group discussions that followed.

Programs Discussion

How do we achieve widespread ferility awareness?

Participants in this group agreed that only by improving fertility awareness at the community level
(creating a “tipping point”, supportive environment, etc.) can sustainable change be achieved. But
this is not likely to be achieved in the context of reproductive health programs per se. Fertility awareness
can be supported through one-on-one counseling, but it is important to use a variety of platforms
including schools, women's groups, workplaces, sports clubs, churches, health clinics, savings and loans
groups, nutrition groups, WASH groups, youth clubs, mass media, vocational training programs, etc., to
reach large numbers of people.
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The content of the messages is important. Content must be tailored to different stages across the life
course. For example, young adolescents need to receive different information than sexually active
adults. People need a sufficient level of “body literacy” in order to internalize and act on the
information they receive. This is particularly important when past experience is a more likely predictor of
behavior than knowledge alone. Messages also need to include links to health services.

Communications Discussion

What approaches could be implemented to increase ferlility awareness? What channels could be used
to spread ferlility awareness information?

These are not isolated interventions: they need to be reinforced through multiple approaches.
Depending on the channel and budget, fertility awareness could be a single message or a whole
package of messages/information to be shared. Message content should be consistent with needs over
the life course and can be communicated through a variety of platforms:

Mass media platforms: TV, radio spots/novellas/dramas, posters, social media outreach, mhealth (SMS),
smartphone apps (through pre-existing messaging apps)

Social media platforms: social media should be considered an important tool, responsive to
adolescents through sustained dialogue via tweeting, texting, and helplines.

Community-based/interpersonal platforms: community-based groups like women's groups, men's
groups, discussion groups, and other peer groups can be important channels for reaching large
numbers of people.

Print/distributed materials: comic books, revised counseling materials that include these messages,
magazine tear outs, USAID Facts for Family Planning booklet, and online courses may be appropriate for
particular target groups.

How could this be done at a scale that will achieve broad community-level behavior change?

¢ Collaborate with a variety of other interventions to integrate fertility awareness messaging. Share
relevant knowledge with HIV prevention programs, women in postpartum programs, etc.
Integrate fertility awareness into other messages that are already taking place, using channels
that already exist to make it successful.

+ Professional organizations/institutions, along with public systems for free in-service training can be
important channels for reaching service providers, teachers, and other influential people so they
can communicate and support fertility awareness.

Who are the communicators about fertility awareness?
e Parents, teachers, providers/health professionals, opinion-leaders, and members of community
based organizations can learn to communicate/educate with their children contextually from a
young age

¢ Celebrities, sports stars, and other role models can help expand the messaging by being
champions and speaking out about fertility awareness
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Research Discussion

What are some appropriate indicators to measure the potential behavioral outcomes?

Participants in this group reviewed the points raised in the previous discussion about the potential
effects of fertility awareness at the individual and community levels. It was agreed that some of these
would be more difficult than others to measure and that prioritization was needed.

What research design and methods should be used to address these questions?

While it was agreed that the design and methods would need to fit the effects (and their indicators), a
number of possibilities include:

¢ ‘Layer-in” fertility awareness to an intervention including several phases and measure indicators
incrementally

¢ To build arobust evidence base, it is preferable to develop and use a generic set of indicators
for fertility awareness research

¢ Quantitative studies are needed, particularly to assess changes at the community level and o
garner evidence that can result in policy change and broad support for fertility awareness
programming, but qualitative studies will be equally important to gain an understanding of the
actual effects of fertility awareness on a number of factors (e.g., communication, self-efficacy).

¢ Community-based organizations can be important research partners — not just “platforms” — as
delivering high-quality ferfility awareness programming is essential to understanding its effects.

What research questions need to be answered?
Possible priority questions for fertility awareness research include:

e s fertility awareness a catalyst forimproved outcomes of existing programs?

« What are the negative outcomes for those who lack fertility awarenesse

¢ Does fertility awareness improve CPR2

o Does fertility awareness improve uptake, use, and continuation of family planning methods?
+ Does fertility awareness improve service quality (e.g. counseling)¢

« What are the most effective/efficient strategies for imparting fertility awareness messages?
¢  What is the effect/success of communicating fertility awareness messages through mass media?
Which ferfility awareness messages are best communicated through which channels?2
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Panel of Experts: Next Steps

The consultation concluded with a panel of experts who summarized the small group discussions,
offered their perspectives on fertility awareness in their own work, and recommended next steps for the
reproductive health field.

Vanessa Cullins, Planned Parenthood Federation of America

According to Dr. Cullins, fertility awareness affords an opportunity to support women to achieve or
prevent pregnancy. She commended the group for raising important and rarely discussed issues within
the reproductive health field. She encouraged each organization present to consider how they can
integrate fertility awareness into their programs, particularly in a manner that demedicalizes this
information. "We must shift the paradigm with which we see SRH so that access to this information is
universal, not contained only within the walls of health clinics.”

With regard to research, she reminded the group that this area tends to be primarily in the developing
world, but we can also learn quite a bit from the US context as well, especially in relation to the
Affordable Care Act, which is focused on clinical outcomes for the individual and the community.
When asked how she would begin integrating fertility awareness into US-based Planned Parenthood
clinics, Dr. Cullins suggested the focus be on educators who provide information to the community,
particularly within the context of sex-education. She recommended all-site trainings on fertility
awareness and how to incorporate it into a woman’s base of knowledge. Dr. Cullins pointed out that
"Medical office assistants can also play a role in discussing fertility awareness with women and
educating them about it, while the clinician can ask clarifying questions about family size and
contraception.”

John Stanback, FHI 360

Based on Dr. Stanback’s perspective as a seasoned researcher in the reproductive health field, there is
an important role for fertility awareness in dispelling myths about family planning and its side effects.
General counseling is often insufficient to reduce confraceptive disconfinuation rates, but by
incorporating key counseling messages to improve fertility awareness, providers may have a greater
impact on uptake, use, and continuation.

Dr. Stanback is hopeful that better fertility awareness could also reduce abortions, suggesting that
fertility awareness could be a cross cutting issue around which diverse groups could find common
ground. Befter fertility awareness, including knowledge of normal, healthy secretions, could decrease
instances of behaviors with negative health impacts like dessicant use or dry sex and, instead, help
women understand their bodies and refrain from trying to “cure” things that are perfectly normal. It
could also help increase awareness of STls, thus mitigating the health/ferfility damage they cause.
Further research is needed on how fertility awareness affects quality of life. As Dr. Stanback pointed out,
“"Men's understanding of women's menstrual cycles and variable fertility could have a huge impact on
behaviors towards women and women's empowerment, especially related to sex of children.”
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Elaine Murphy, Visiting Scholar, Population Reference Bureau

Dr. Murphy provided conclusions from a communications perspective. She reminded the group that
"communication is the heart of both fertility awareness and FAM.” Mass media is an area that has been
neglected in fraditional fertility awareness and FAM messaging, yet could have a powerful impact. In
order to fransform community norms, we want fertility awareness to be a universal experience for all
people. Therefore, it could be integrated into school programs, pre-marital counseling, and other
existing social groups. Both fertility awareness and FAM can be a springboard to other family planning
use, and they address a major concern about many methods—side effects. Dr. Murphy encouraged
the group to engage colleagues in discussion around fertility awareness. “We need to talk about how
fertility awareness empowers women and youth, and we must document these cases.”

Suzanne Petroni, International Center for Research on Women

Dr. Petroni, a gender expert, emphasized the importance of addressing the stigma that girls and women
face related fo puberty and menstruation and, instead, turning that info empowerment. Stigma is also
an issue for boys, but this is especially true for adolescent girls. She pointed out that “If you look
particularly at adolescence as a period during which girls and boys are becoming more aware of their
bodies, changes that are happening to them, the importance of their peers over the life course,
discussions that they are or aren't having on puberty and on sexual pleasure, etc., you can see this as a
crifical period in which we can contribute to changing traditional and often harmful sexual norms and
roles. Adolescence is a time to inform decisions, norms, and beliefs that have the potential to create
lifelong change.” Looking at fertility awareness as an integral component of sexual and reproductive
health and well-being generally is an opportunity to integrate these issues into programming for family
planning, female genital cutting prevention, maternal mortality prevention, child marriage prevention,
education, women's empowerment and wellbeing.

Next Steps

In conclusion, panel moderator, Shefa Sikder of USAID, reminded the group of the task before it. In order
to integrate fertility awareness into reproductive health programs on a wide scale, there must first be a
strong evidence base. In addition, she offered the following next steps for participants:

¢ Seek out ways your organization can integrate fertility awareness into SRH programming.

¢ Be champions of fertility awareness and challenge bias with your colleagues.

¢ Consider fertility awareness as an area of common interest, and engage colleagues with
differing perspectives (particularly with regard to reducing abortions).

¢ FElucidate the connection between fertility awareness and family planning uptake, correct use,
and continuation (particularly with regard to fear of side effects).

¢ Consider mass media approaches to communicate fertility awareness messages for universal
access.

« Give particular attention to improving fertility awareness among adolescents.
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LET'S TALK ABOUT FERTILITY AWARENESS

Agenda | July9, 2013
9:00am - 1:00pm

International Center for Research on Women
1120 20th St NW # 500N
Washington, DC 20036

Technical Consultation

Institute for Reproductive Health, Georgetown University

9:00 — 9:45 AM Fertility Awareness 101

Infroduce participants, develop a shared definition of fertility awareness.

9:45 —10:25 AM Fertility Awareness through the Lifecycle: What difference does it make?

Present results from a comprehensive review of studies integrating a fertility
awareness component, followed by a facilitated discussion.

10:25 — 10:40 AM Break

10:40 — 10:50 AM Defining Fertility Awareness
Discuss and prioritize the elements of fertility awareness, for both adolescents
and sexually active men /women.

10:50 — 11:50 PM Breakout Discussions: Implications for Research, Program and
Communications

Small group discussions fo talk about the fertility awareness implications for
communication, programming, and research.

11:50 — 12:20 PM Panel Discussion & Next Steps

Panel participants synthesize feedback and lead conversation on next steps.

12:20 — 1:00 PM Closing & Lunch
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Introduction

The term fertility awareness appears frequently in the literature, but
definitions and terminology vary across studies and programmatic
approaches. Some literature considers fertility awareness as very
basic knowledge of a woman'’s ability to conceive during several
days mid-cycle. For example, the Demographic and Health Surveys
(DHS) ask women if there are certain days when pregnancy is more
likely {see box). Women who respond "halfway between two
periods” are considered to have fertility awareness, although this
response does not indicate that they actually know which days they
are potentially fertile. Other studies also ask about knowledge of the
fertile days of the menstrual cycle, using slightly different questions
(Bloom 2000; Singh 1998}, but the correct answers do not reflect
accurate knowledge of the fertile window, which spans from the
beginning to the end of the fertile days.

In the literature many studies address multiple aspects of knowledge
and beliefs about fertility throughout the life course and during

Fertility Awareness in the
Demographic and Health
Surveys

Question 1: From one
menstrual period to the next,
are there certain days when a
woman is more likely to
become pregnant?

Question 2: s this time just
before her period begins,
during her period, right after
her period has ended, or
halfway between two
periods?

different life circumstances, as well as some associated attitudes and behaviors (often without a precise
fertility awareness definition). Within this context, the term fertility awareness broadens to also include

information about:

¢ body changes during puberty and on-set of fertility (for girls and boys);

¢ postpartum or post abortion/miscarriage return to fertility;

¢ pregnancy risk for both breastfeeding and non-breastfeeding women; variable fertility and fertility

risk during the menstrual cycle;

¢ observable changes throughout the menstrual cycle including signs of a woman’s fertility;

e male fertility;

¢ mechanisms by which family planning (FP) methods affect likelihood of pregnancy;

¢ possible side effects of FP methods; and

s circumstances associated with infertility/subfertility and aging.)

Among the various examples of studies addressing multiple and broader elements of fertility awareness,
Polis {2012} included knowledge of the fertile period, pregnancy risk, and infertility risks when exploring
perceived infertility among young adults in the United States, in addition to associations with atfitudes
and behaviors related to contraceptive use. Sommer (2009) captured knowledge of the fertile period, of
menstruation, and of normal cervical secretions when exploring how the onset of menses and puberty
may affect school participation among girls in Tanzania. In a Canadian study, undergraduate students’
awareness of human reproduction and age-related fertility also reflect a broader definition of fertility
awareness (Bretherick 2010). A study assessing fertility awareness among women seeking to conceive
(Blake 1997) used a definition that included knowledge of fertility indicators, understanding what the
symptoms meant, and ability to use this information to enhance conception.

According to more comprehensive definitions, fertility awareness also includes the ability to apply this
information to one’s life, requiring individual knowledge, personal experience and skills. A review in FHI

Network pointed out that:

"Ferfility awareness is often narrowly defined as a basic understanding anatomy and physiology.
But many experts emphasize that fertility awareness is more than the ability to detect physical
changes related to the menstrual cycle. Fertility awareness also involves understanding how
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emotions, behaviors and cultural factors relate to fertility. Many experts have expanded the
definition to include a couple’s ability to use and apply this basic information in their everyday
lives and the ability to discuss the information with sexual partners and with health providers.”

FHI Network, 17, 1996

The Institute for Reproductive Health (IRH), which focuses on fertility awareness interventions ranging from
those aimed at very young adolescents to fertility awareness-based methods of FP (FAM) (e.g., Standard
Days Method®, TwoDay Method®, Lactational Amenorrhea Method), proposes that:

“Fertility awareness is actionable information about fertility throughout the life course and the
ability to apply this knowledge to one's own circumstances and needs. Specifically, it includes
basic information about the menstrual cycle, when and how pregnancy occurs, the likelihood of
pregnancy from unprotected intercourse at different times during the cycle and at different life
stages, and the role of male fertility. Fertility awareness also can include information on how
specific FP methods work, how they affect fertility, and how to use them; and it can create the
basis for understanding, communication about and correctly using FP.”

How fertility awareness is defined—what it includes and what it does not—is important because of
potentially different influences on sexual and reproductive health {(SRH) behaviors and outcomes,
including FP use. A comprehensive definition of fertility awareness encompasses the factors across the
life course that shape behavior: cognitive, social, environmental and developmental factors {(NIH 2009).
Theories of behavior change including the social learning theory/ social cognitive theory describe how
many of these factors affect one another and influence behavior change, along with the importance of
self-efficacy which is sfrengthened by observational learning and practice (Bandura 1997). Viewing
fertility awareness within this context, a girl or woman with fertility awareness not only gains knowledge
about her fertile time, but can also see and feel changes in her own body or circumstances that confirm
and elucidate this knowledge, linking knowledge to personal, observed experiences and
meaningful/relevant action. The Health Belief Model (Rosenstock 1988) addresses perceived susceptibility
to a health issue, the severity of potential consequences, and barriers as well as benefits of change.
Relating this to fertility awareness, for example, increased awareness of susceptibility to unintended
pregnancy, and the ability to use fertility awareness information to reduce this risk, is also influenced by
social and environmental factors that may be facilitated and/or constricted. Additionally,
empowerment theories address how perceptions of power affect behaviors, and how power can be
generated in social intferactions (Gutierrez 2000). This is particularly relevant to fertility awareness,
especially when the resulting knowledge, attitudes and behaviors may increase individual and collective
power regarding reproductive life planning, communication about this with others, and resulting action.

A comprehensive literature review was conducted with these conceptual theories and a broad
definition of fertility awareness in mind. We identified the literature on fertility awareness and analyzed
findings and trends regarding how fertility awareness knowledge, or lack thereof, appears to influence
sexual and reproductive health atfitudes and behaviors across the life course. Findings and lessons
learned from interventions and programs that have incorporated a fertility awareness component were
also documented.

By searching the literature for the evidence of fertility awareness knowledge across the life course and its
possible influences on attitudes and behaviors, this paper aims to document the potential relevance, or
value-added, of fertility awareness as an empowering intervention and foundation for good sexual and
reproductive health.
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This literature search was guided by the following research questions:

« What do people know, or believe they know, about ferfility?

¢ How does fertility awareness {or lack thereof) affect sexual and reproductive health attitudes or
behaviors (including FP) across the life course?2

« Whatis the effect of interventions/programs that have incorporated fertility awareness on
aftitudes, behaviors, and sexual and reproductive health outcomes (including use of FP)¢

Methodology

The search strategy and selection criteria were broad, including articles on puberty and adolescence,
schooling of girls, reasons for not using FP, beliefs about postpartum and post miscarriage/abortion return
to fertility, the role of aging on fertility, as well as additional male-focused articles on these and other
related topics. Initially a literature search of all existing abstracts was conducted using data bases such as
PubMed, JSTOR, Google Scholar. Two researchers independently conducted additional, extensive
database and online searches. Key informant interviews were conducted with leading reproductive
health researchers to solicit their recommendations for studies to review. Reference lists and key journals
were also searched.

Inclusion Criteria

The following inclusion criteria were used during the review of the abstracts and subsequent review of
promising articles and reports:

s published between 1990-2013;

s peer-reviewed journals and 'grey’ (non-peer-reviewed) literature;

e unpublished reports as available; and

¢ findings included a component of fertility awareness or had any association with fertility
awareness.

These were relative few studies whose findings demonstrated a change in knowledge, attitudes, or
behaviors due to an intervention that included fertility awareness. Efforts were made to include studies
conducted around the globe and to reflect varying life stages and circumstances of both women and
men.

Data Collection, Quality Assessment and Analysis

Two researchers reviewed all the identified articles and collaborated on preparing a detailed description
of each article. Article descriptions included documentation of evidence regarding fertility awareness
knowledge or lack thereof, associated attitudes and possible linkages to behavior. Lessons learned from
programmatic integration of fertility awareness messages, often in combination with other health-related
messages and approaches for communicating these messages, also were documented. A summary
section highlighted relevant evidence and/or case building findings regarding the research questions
posed by this review. Key findings from the artficle descriptions were then summarized in the tables
included as an appendix to this report.

A study strength score, on a scale of 1 to 8, was determined for each article. The criteria were different for
qudalitative and quantitative studies. For quantitative studies, the following criteria were applied: whether
the study was part of an intervention, had intervention and control groups or control sites, had baseline
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and end line data, documented an acceptable response rate, included multivariate analysis with regard
to ferfility awareness, demonstrated significance levels, had an appropriate sample size, and appeared
in a peer-reviewed journal. Qualitative study score was based on: whether the study was part of an
intfervention, had acceptable sample size, had written franscripts, had inter-coder reliability, specifically
explored fertility awareness, included an adequate description of the study participants, explained the
analytical process and theoretical framework, and had appeared in a peer-reviewed journal. Studies
with both qualitative and quantitative components relevant to fertility awareness received a separate
score for each. A review or summary report based on more than one study was not assigned a study
strength score.

The quality assessment of the study and resulting score was specifically designed to assess the strength of
the fertility awareness evidence or case building aspects of the article. As a result, a study — even a very
strong study —with a cross-sectional survey design would receive a lower score for our purposes, asit
would not be an intervention and would not have control and intervention groups. Without multivariate
analysis specific to a fertility awareness component of the study, the score would be even lower. A few of
the studies were based on the analysis of the same data set, which is noted at the end of each table in
Appendix A.

Data analysis included identification, coding, and content analysis to identify key themes, contrasts and
relationships. Tables and matrices were used to facilitate analysis and presentation of results. In
collaboration with co-authors, frends were identified, conclusions were confirmed, and quotes were
selected as exemplars.

Study Characteristics

A total of 83 studies met the inclusion criteria, representing research in North America, Africa, Asia, Latin
America, Europe and Australia as indicated in Figure 1. Half of the studies were surveys, 16% were
gualitative studies, 19% interventions, and 14% other (non-peer-reviewed reports). One was a literature
review on reasons for unprotected intercourse among adult women (Figure 2).

Figure #1: Geographic Regions Represented by the Figure #2: Methodologies of the Included Studies

Included Studies
Note: Three studies combined qualitative and quantitative

Note: Two studies use data from more than one region methodologies. These three studies were included in both
the survey and quadlitative stucies categories in these
calculations.

= North America

1%

= Africa = Survey

m Asia |m Intervention

= Latin America and

South America = Quadlitative
= Europe
= Other
u Australia

= Not Applicable = Literature Review
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Although the authors actively searched for studies that included an intervention with a fertility awareness
component, only 16 intervention studies were found. About half the total studies reviewed involved
research on women only, 30 (36%) reported results for both women and men, and 7 (8%) included
research on men only.

Regarding the study design rigor related to ferfility awareness (see figure 3), 45 (54%) of the studies scored
in the moderate range with a fertility awareness rigor score of 4-6 points out of a possible total score of 8
points. Only three of the studies (4%) had a strong study score of 7-8 points, which was partly due to the
fact that so few of the studies had an identifiable fertility awareness component and were also
interventions with experimental and control groups. Although 22 (26%) of the studies had a weak score of
2 or 3 points, the findings and conclusions of these 20 weaker studies confirmed findings and trends
documented in the stronger studies.

Figure #3: Study design rigor in regard to fertility awareness
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45 A
40 -
35
30 A
25 A
20 ~
15 A
10 A
5 =
0 - T T

No Score Weak 0-3 Moderate 4-6

Strong 7-8

Results

We present our findings according to the research
guestions that guided our literature review:

CHART 1: What do people know, or
believe they know about fertility? Key
Results

e lack of knowledge of puberty,
menstruation and conception,
menstrual cycle and fertile days,

¢  What do people know, or believe they know, ottty Inclicaters ke cendical

about fertility 2

How does fertility awareness (or lack thereof)
influence sexual and reproductive health attitudes
or behaviors {including FP) across the life course¢
What is the effect of interventions/programs that
have incorporated fertility awareness on attitudes,
behaviors, and sexual and reproductive health
outcomes (including use of FP)?2

secretions, postpartum/post-abortion
return of fertility, aging and fertility

e People know less than they think they
do about fertility awareness

e Better fertility awareness among
women, people with education,
wealth, and previous knowledge of
NFP/FAMs and some user-directed
methods

We also considered the life course of the study

participants, as fertility awareness has different o
components for people at different stages or

circumstances.

Widespread concerns about FP use
reflect a lack of fertility awareness
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Ferlility Awareness: Life Course Perspectives

Young People

Adolescents to Adults
-Pre-puberty

-Pre-pregnancy
-Postpartum

Older Adults
-Perimenopause,

-Puberty

-Emerging gender roles and

associated interpersonal -Infra-pregnancy and
communication potential childbearing

years

menopause
-Men and aging

What do people know and believe about
fertility?

Lack of knowledge about puberty, menstruation and conception

Studies from Bangladesh, India, Senegal, and Tanzania indicate that adolescents have low knowledge of
puberty, menstruation, and the transition to being fertile (Agrawal 2007; Sommer 2010; Uddin 2008).
Formative research conducted by the Institute for Reproductive Health to guide development of fertility
awareness intferventions for youth, as well as evaluations of these programs, also revealed limited fertility
awareness among youth and their parents in Madagascar, Rwanda, Uganda, Brazil and Guatemala
(IRH2011, IRH 2013b, IRH 2013g). Adolescent girls in a study in Pakistan were significantly less
knowledgedable than adolescent boys about nocturnal emissions, and the boys were significantly less
knowledgeable than girls about menstruation and menstrual hygiene (Shaikh 2006). In a survey of
adolescent girls in Bangladesh, 23% had never heard about puberty, and only 24% knew that a girl who
experienced menstruation might get pregnant if she only has sex once. Additionally, 18 of 20 married
adolescent dirls in this Bangladesh study who had given birth said that they did not understand why they
became pregnant during their first pregnancies (Uddin 2008). A qualitative study with post-pubescent
young women ages 16-19 in Tanzania indicated that girls often felt dismay over menstruation, attempted
to keep menses a secret, and experienced harassment from boys and men related to menstruation
(Sommer 2010).

On the other hand, in a survey of adolescent schoolgirls in India, 75% had awareness of the physical signs
of puberty and over 80% knew that pregnancy was preventable (Agrawal 2007). In this study, over 80%
had had sex education, with media listed over friends as a source of SRH education.

Lack of knowledge about menstruation and the fertile days

Multiple studies provide evidence that men and women lack specific knowledge of the beginning and
end of the fertile days of the menstrual cycle or the “fertile window" (Ajayi 1991; Aneblom 2002; Berger
2012; Blake 1997; Bloom 2000; Byamugisha 2006; Dube 2006; Katz 2002; Kaye 2009; Makinwa-Adebusoye
1992; Ortayli 2005; Parasuraman 2009; Polis 2012; Sinai 2004 (unpublished); Singh 1998; Sommer 2009;
Sommer 2010; Uddin 2008; Witt 2013; Witte 1997).
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DHS conducted in countries around the world (IRH, 2013e} show considerable variation in responses to
the question of when during a women's menstrual cycle she is fertile. While as many as 62% of married
women of reproductive age in Congo-Brazzaville recognize that there is a fertile window half way
between two periods, the proportion is significantly lower in all other African countries {less than 30% in 25
African countries). Rates in Asian countries in which DHS was conducted ranged 15%-57%, and rates in
South America ranged 18%-39%.

In a study of 65492 married men ages 15-52 living in five districts in the northern state of Uttar Pradesh,
India, men were asked to identify the period of the menstrual cycle when women are most likely to
become pregnant. Between 14-20% of participants correctly identified the fertile period as approximately
two weeks after the beginning of the menstrual cycle (Bloom 2000; Singh 1998).

In a study of 1824 adolescents and young men and women in Zimbabwe, of which the majority were
orphans and vulnerable youth, 87-20% said that they did not know or gave inaccurate responses
regarding the ferfile period (Dube 2006). Among a random sample of adolescents and young men and
women ages 15-24 in Senegal, 38% (n=1005) of young women and 32% (n=93¢) of young men had
correct knowledge of the fertile period (Katz 2002).

Based on a nationally representative sample in the United States of 1800 unmarried men and women
ages 18-29, only “34% knew there is a certain time in a woman’s menstrual cycle when she is most likely to
become pregnant and could identify that time as roughly halfway between her two periods” (Berger
2012).

In a recent study in India, in which the Standard Days Method, a fertility-awareness based method, was
infegrated into public health services in twelve districts {one half of districts) in the State of Jharkhand,
community surveys showed that fertility awareness based method of FP (% who recognized that there is a
fertile window half way between two periods) increased among all married women of reproductive age
from 16.3% to 50.3% over the four-year study period (63.9% among women who had ever used the
Standard Days Method) (IRH 2013d). In a similar study in three districts in Guatemala, fertility awareness
increased from 8.3% to 16.1% (IRH 2013c).

Even women and men dealing with subfertility issues and actively seeking advice and support for infertility
lacked knowledge of the fertile days in a women's menstrual cycle (Blake 1997; Dyer 2004; Hampton
2012; Zinaman 2012). Among 204 women seeking fertility assistance in Australia, less than 25% could
identify cervical secretion changes indicative of fertility (Hampton 2012).

Lack of knowledge of fertility indicators like cervical secretions

A very few qualitative studies noted that women did observe cervical secretions but appeared to have
little or no knowledge of secretions as a reliable indicator of fertility, and many worried that normal
secretions were a sign of illness or infection (Bro 1993; IRH 2013h; Scorgie 2011; Sommer 2009). A young
woman in a qudlitative study conducted in Tanzania asked (Sommer 2009):

“Having vaginal discharge {white, watery, like milk, heavy, from the vagina)? Is it a diseaseg” (IDI
rural, in-school, Karina)

In an efficacy study of the TwoDay Method, a FAM that relies on the identification of the presence or
absence of secretions, participants were asked about their sections before they were taught the method.
The majority (88.4%) had noted secretions before, but they did not associate it with their ferfility (IRH 2004).
Some women interviewed during formative research for a community-based study of this method did
associate secretions with fertility, but had had previous fertility awareness education {IRH 2013h). Another
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quadlitative study with rural and urban men and women in South Africa documented observation and
concern about what appears to be normal cervical secretions (Scorgie 2011):

“By and large, the aim of hygiene practices was to remove unwanted vaginal fluids or
‘discharge’. Focus-group discussions with young rural women revealed intense anxieties about
‘white discharge’ they believed signaled iliness. Their descriptions suggested that what they were
referring to, however, was normal, viscous fluid produced during ovulation. One woman, Thembi,
explaining how she used a fampon to remove excess vaginal secretions, said:

There is some discharge that comes out with it when you remove the tampon. This indicates
that you've removed the dirt and therefore by the fime | arrive at my boyfriend’s, | feel
cleansed.”(urban FGD, Thembi, 25-34 years)

Women in some African countries also use drying agents that they insert intfo their vagina. In some settings
this is because they perceive secretions to be dirty (Scorgie et al., 2009); in other communities it is
because they believe excessive vaginal secretions are a sign of recent infidelity These women also do not
recognize secretions as a natural symptom of their ferfility {Aksel 2012). In the community-based TwoDay
Method study, women who used vaginal drying agents indicated they were willing to modify this
behavior to use the TwoDay Method (IRH 2013h).

Lack of knowledge about postpartum/post-abortion return to fertility

Misinformation about the return to fertility in the postpartum period has two possible effects. On the one
hand, it is important to recognize that breastfeeding can delay the return to fertility. On the other hand, it
is important to understand that breastfeeding alone is not sufficient to prevent pregnancy. Women and
men generally viewed breastfeeding as a way to delay the return of fertility and often considered
postpartum return of menses as a marker of fertility return, but usually without recognizing they could sfill
become pregnant while breastfeeding.

In a nationally representative sample of 233,426 men and women in Indiag, the percentage of men who
believed (incorrectly) that a breastfeeding woman cannot get pregnant increased with age (28-56%).
Similarly, only one third of women knew that they could get pregnant during breastfeeding (Parasuraman
2009). In another study in India (four Districts in the state of Jharkhand, n=1809, IRH 2013d), only about half
of married women of reproductive age recognized that a woman can become pregnant when she is
breastfeeding. In contrast, in a study in three districts in Guatemala (n=504), over two thirds of women
knew that they can become pregnant while breastfeeding (IRH 2013c).

In a study in Maliin two villages in which all women of reproductive age and men married to women of
reproductive age were surveyed to identify reasons for unmet need for FP, 16.7% of women in one village
and 20.4% of women in the other were not using a method of FP, despite a desire to avoid pregnancy,
because they were in postpartum amenorrthea, and/or breastfeeding, and believed they could not
become pregnant {IRH 2013j)

In a survey conducted in Jordan, 3,183 post-partum women were interviewed at child health centers.
Although 7.1% of participants were knowledgeable of the 3 criteria for the Lactational Amenorrhea
Method (LAM) {fransition to a complementary method of FP at 6 months postpartum, or before if menses
returns or if the women is no longer fully breastfeeding), many LAM users appeared to wait past 6 months
postpartum for return of menses, to begin using a complementary method (Bongiovani 2005).

Women are similarly unaware of the risk of pregnancy post-abortion. In a survey of post-abortion women

at a hospital in Egypt, over 75% of the respondents either did not know how soon a woman could get

pregnant following the procedure, or gave incorrect responses (Mahmoud 2013). In a survey conducted

in four government hospitals in Ethiopia, only 26.7% of the 401 participants responded that fertility would
10
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likely return soon, within two weeks post-abortion. Most participants in the Ethiopian study (81.8%)
indicated they did not wish to become pregnant within the next three months (Melkamu 2003).

Lack of knowledge and lack of research on fertility awareness and aging

Few studies were found that addressed perceptions of fertility and aging. In an article by Sherman (2005),
a Medline search examining women's knowledge of pregnancy risk during the peri-menopausal years
found nothing. Studies that asked younger women and men about fertility and aging found lack of
knowledge of the rapid decline of fertility for women, and lack of knowledge of the role of sexually
tfransmitted infections (STls) in reducing fertility potential (Bretherick 2010; Bunting 2008; Daniluk 2012;
Daniluk 2013; Peterson 2012; Quach 2008).

In another study of men and women attending a four-year university in the United States, only 24% of
women and 14% of men correctly identified that there is a considerable decrease in a woman's ability to
become pregnant between the ages of 35 and 39. Sixty-seven percent of women and 81% of men
overestimated this age range (Peterson 2012).

People know LESS than they think they do about ferility awareness.

Although women and men generadlly lacked knowledge of the fertile time of the menstrual cycle, they
often perceived that they had more comprehensive and more accurate information than they actually
did have {Ajayi 1991; Kaye 2009; Makinwa-Adebusoye 1992; Witt 2013). Among 465 low-income women
in the United States attending a FP clinic, "only 40% of participants who believed they knew when the
fertile fime of their cycle was actually had the correct response to this question” (Witt 2013). In a study of
unmarried youth in Kenya ages 12-19, while over 60% of participants stated that they had knowledge of
the fertile period, less than 11% displayed accurate knowledge (Ajayi 1991).

In a study of sub-fertile women trying o conceive over 68% believed they had timed intercourse to
match the ferfile window. However, only 12.7% were able to do so with precision, and another 24% had
accurate knowledge without demonstrated ability as evidenced by accurately completed fertility charts
(Hampton 2012).

On another fertility awareness related topic, people also know very little about the effect of sexually
transmitted infections on fertility. In a survey of 772 male and female high school students in Canada,
more than 4% did not know that chlamydia and gonorrhea could increase the likelihood infertility
(Quach 2008).

Better fertility awareness among women, people with education, wealth, and previous
knowledge of NFP/FAMs and some user-directed methods

Although specific knowledge of the fertile days was very low in general, many studies showed slightly
higher fertility knowledge among women when compared to men, with schooling, age and previous use
of natural FP or FAM, condoms or withdrawal (Berger 2012). In a nationally representative study of 1800
unmarried young adults in the United States, there were significant differences in accurate knowledge of
the fertile period by gender, race, education level, age of women, and previous use of withdrawal or
natural FP. Some 42% of females, compared to 27% of males, could accurately identify a woman's fertile
period {p<0.05) (Berger 2012). However in Zimbabwe, in a study of 1824 13 to 21 year old rural young
people, while knowledge of the fertile days was consistently low, slightly more boys {13%) than girls (9.9%)
responded that this was half-way between periods” (Dube 2006). In Senegal, men were more likely than
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women to know that a girl or woman could get pregnant the first time she had sex while women were
more likely to have knowledge of a fertile time of the menstrual cycle (Katz 2002).

Berger (2012) also found more education was significantly associated with an increased percentage of
respondents ages 22-29 who had accurate knowledge of the fertile period. Some 25% of participants
with high school or less, 40% of participants with some college, and 47% of participants with a college
degree of more could accurately identity awoman'’s fertile days. Accurate knowledge of the fertile
period increased with age for women between 18 and 29. Some 33% of females ages 18-19, 41% of
females ages 20-24, and 50% of females ages 25-29 could accurately identify a woman's fertile days.
(Berger 2012)

There was also a significant association between knowledge of the fertile days and previous use of
withdrawal or FAM. Some 53% of sexually active males reported that they had ever used withdrawal, and
29% of those who had ever used withdrawal had more accurate knowledge. Eight percent of the
sexudlly active females reported that they had ever used natural FP. Unsurprisingly, (given that fertility
awareness education is typically included in method instruction for the FAMs), 58% of those had ever
used natural FP had more accurate knowledge while 41 of those who had never used natural FP has less
accurate knowledge (Berger, 2012).

A study of men in Uttar Pradesh, India found that older men had more knowledge of the fertile days than
younger men (14% of men ages 15-24 compared to 22-24% in men ages 25-44). Additionally men in urban
areas, rural men with more assets, and men with more education tended to have more knowledge of the
fertile days (Bloom 2000} .

An analysis of DHS data from six countries (Philippines, Democratic Republic of Congo, Morocco,
Azerbaijan, and Cameroon and Bolivia) show that more educated women, and wealthier women, are
more likely to respond "halfway between two periods” when asked when a woman is most likely to be
fertile. While this association is not always stafistically significant, the relationship is consistently in the same
direction and holds true in the multivariate analysis in all countries except Azerbaijan, which might be
explained by the highly educated sample of women in Azerbaijan (IRH 2013f). The multivariate analysis of
fertility awareness indicates that as age increases fertility awareness also increases while controlling for
other background characteristics, though this association was statistically significant only in the
Philippines, Bolivia, and Cameroon. As the number of living children increases, fertility awareness
decreases in Bolivia and Cameroon, suggesting that a previous birth experience does not necessarily
influence fertility awareness. There appears to be linear increase in fertility awareness as wealth quintile
increases in the Philippines, Morocco, Azerbaijan and Cameroon. Urban and rural residential differences
are not a factor in fertility awareness except in Azerbaijan.

Widespread concerns about FP use reflect a lack of fertility awareness

Several studies noted that women and men overestimated the risk of side effects or possible negative
health outcomes from the use of FP methods (Dyer 2004; Kaye 2009; Witt 2013; Witte 1997). Sedge et al.
(2007) used DHS data to examine women with unmet need for FP in 53 countries. Women with unmet
need are those who wish to avoid pregnancy, and are married and sexually active, yet are not using a
method of FP. In most countries the most common reasons these women give for not using contraception
are side effects and health concerns. Between 20%-50% of married women at risk of an unintended
pregnancy cited these reasons in 26 of the 36 countries that had information on this question. Women
who cite these concerns may base their responses on personal experience with contraception, on the
experiences of women they know, or simply on their perceptions of FP. The authors concluded that where
these reasons for non-use prevail, women likely have not obtained services of sufficient quality to help
them understand contraception methods and use.

12
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A small study in Mali that used qualitative methodologies to interview women and men with unmet need
for FP also found many misconceptions about contraceptive methods (IRH 2013j). For example:

"My close friends and family have the same opinions as me... During our chats, we talk about FP
methods and their harmful side effects on women... and how that can prevent a person from
having children...”

Another qualitative study with 21 teen mothers in the United States synthesized the young women'’s
concerns about the side effects of long-acting reversible contraceptives:

"For the most part, the teen mothers had dismal attitudes toward birth conftrol, mostly due to the
unpleasant side effects...{including)...weight gain..mood swings... and nausea.” (Witte 1997)

In a nationally representative study of 1800 unmarried young adults in the United States, the perception of
the negative side effects of FP methods was very common (Kaye 2009).

¢ "Among those who have relied on birth control pills, nearly half (44%) incorrectly believe that you
should take a break from the pill every few years.”

o "27% of unmarried young women believe that it is exfremely or quite likely that using birth conftrol
pills or other hormonal methods of confraception for a long period of time will lead to a serious
health problem like cancer.”

¢ "Half of unmarried young women believe that cancer or other serious health risks due to the pill
are at least somewhat likely and report that this concern reduces their likelihood of using birth
control pills or other hormonal methods.”

o "30% say it is extremely or quite likely that using an IUD will cause an infection.”

o "36% say it is likely that the pill will cause them to gain weight and 40% say it will likely cause severe
mood swings and that these concerns reduce the likelihood of their using the pill.”

Concern that contraceptives might negatively affect fertility was also cited {Daniluk 2012; Quach 2008).
In a study of mostly educated, white women in Canada, over 50% (n=3345) did not know that taking oral
contraceptives for more than 5 years does not negatively affect a woman's fertility (Daniluk 2012).

This general lack of accurate, actionable knowledge about fertility and FP led us to the following
question:

How does LACK of fertility awareness
appear to influence sexual and reproductive
health attitudes or behaviors (including FP)
across the life course?

Although very few of the studies reviewed were

Chart 2: Is LACK of fertility awareness related to:

e Perceptions of low risk of pregnancy?

designed to show a direct link between ferfility e CorcernaboUt methodside effecis?
awareness and associated aftitudes or behaviors e Misuse of user-directed methods when
that support FP and other health outcomes, the attempting to combine these with “safe
following findings about attitudes and behaviors days” without fertility awareness
highlight possible frends and lessons learned that knowledge?

may be extrapolated when considering the * Unprotected sexvalintercourse®
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potential influence of fertility awareness or lack thereof on attitudes and behavior. For example, it
appears that “lack” of fertility awareness may contribute to non-use of FP, delayed method use
postpartum or post abortion, method discontinuation and/or inaccurate attempts to use methods only
during the fertile days. Lack of fertility awareness may also contribute to behaviors such as increased
days of missed school for girls without puberty and fertility awareness education and support, poor
vaginal health, such as douching to remove normal, healthy secretions, or lack of fertility awareness
regarding the male role in sex determination of a child, leading to unjust blame and even gender-based
violence against women.

Perceptions of low risk of pregnancy (including perceived low fertility) and resulting
non-use of FP

An often cited reason for non-use of FP is low perceived risk of pregnancy. Among US women who had
recently given birth after an unintended pregnancy (n= 7856}, 41% reported that they had not used a
method of FP because they either believed they would not get pregnant at the time they had had
intercourse, or they considered themselves or their partners to be infertile {Nettleman 2007). Similarly, in a
review of 16 studies of reasons for unprotected infercourse among adult women, perception of low risk of
pregnancy was a commonly reported reason as specifically noted in seven of the studies reviewed by
Ayoola {2007). In these seven studies, US women reported that they had had unprotected intercourse—
perceiving that they had a low risk of pregnancy — because they thought that they or their partners were
“infertile” (Coggins 2003; Foster 2004; Jones 2002; Killion 1998, Moos 1997; and Woodsong 2004}, they
considered themselves to be on a day of the menstrual cycle with low pregnancy risk (Moos 1997} and/or
they believed that older age, breastfeeding status or infrequent sex (Foster 2004, Sable 1997) meant that
they were at low risk of pregnancy.

Perceptions of subfertility or infertility also resonate through many of the studies in this review. Polis (2012)
analyzed survey data from US unmarried women and men ages 18-29 (n=1699, and noted that 90%
overestimated the risk of pregnancy from one act of intercourse, and é7% incorrectly estimated the
chance of pregnancy during a year of unprotected sex. Regarding personal concerns about infertility,
19% of women and 13% of the men surveyed perceived themselves to be "very likely” infertile. Among
women's reasons for perceived infertility, over 1/3 mentioned not getting pregnant after having had
unprotected sex. In this study, perception of infertility was associated with women overestimating the
chance of pregnancy from unprotected sex, and with men indicating that they would likely have sex
without contraception in the next three months. In a Canadian survey of 772 high school students (Quach
2008), girls were significantly more in agreement than boys with statements regarding concern about
possible infertility and desire to protect their fertility.

Among single and married youth {(male and female) in Senegal, less than 50% knew a woman could get
pregnant the first fime she had sex. Among the males who had had premarital sex, less than 80% used
contraception, and 16% reported that they did not think pregnancy was possible (Katz 2002). Similarly, in
a Nigerian study of 5599 adolescents, the belief that a woman could not become pregnant the first time
she had sex was a top-rated reason for not using FP (Makinwa-Adebusoye 1992).

For 5677 women seeking abortions in China {ages 15-48), non-use of emergency contraception was
correlated with less knowledge of ferfility and a lower rate of contraceptive use. "The main reason for
non-use (of EC) was lack of awareness of the risk of pregnancy and the subsequent need for protection”
(Meng 2009).
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Concern about method side effects/misinformation about FP and fertility and non-use or
discontinuation of FP methods

An often-stated reason for not using a FP method and method discontinuation is concern about possible
side effects and/or possible negative health effects — including effects on fertility -- associated with some
methods (Ayoola 2007; Makinwa 1992; Sedgh 2007; Singh 2012). In over 50% of the US studies reviewed
by Ayoolaq, side effects and health concerns such as “sterility, cancer, irregular bleeding, weight gain,
headaches, nausea, vomiting, hair loss, dizziness, weight loss, breast enlargement, acne, leg pain,
varicose veins, bloated feelings, low energy, depression, stress, and mood changes” were among
reasons women did not use FP. In addition, a survey of 1800 unmarried men and women in the US ages
18-29, found that expecting negative side effects of hormonal/LARC methods was associated with a
decreased use of these methods (Frost 2012). "Better knowledge of side effects is needed and could
contribute to young adults’ propensity to use hormonal and LARC methods” (Frost 2012). Among low-
income women attending FP clinics in the United States, "39.6% [n=465] strongly agreed/agreed that no
chemicals or hormones were important considerations in their contraception decision-making” (Witt
2013).

A vast body of literature about reasons for non-use or discontinuation of confraceptive use in developing
countries shows similar findings. For example, a 2012 analysis of DHS data from 60 countries looked at
reasons for contraceptive discontinuation. They found that about a quarter of pill and injection users who
discontinue their method in the first 12 months do so because of side effects or health concerns. The
authors conclude that high discontinuation due to perceived or real side-effects requires counseling
services and informed choice to be strengthened and method mix expanded (Ali 2012).

A broad definition of fertility awareness includes understanding of the menstrual cycle and a woman's
awareness and anticipation of her typical menstrual bleeding pattern. Given that the contraceptive
injectable (DMPA) has a very common side effect of changing a woman's bleeding pattern (Hatcher
2011), It is not surprising that women site changes in their menstrual bleeding pattern as a reason for
method discontinuation (Tolley 2005). However, a study of 350 intra-pregnancy and postpartum women
conducted in Mexico found that anticipatory counseling and guidance regarding menstrual cycle
changes associated with use of the injectable contraceptives resulted in significant increases in method
continuation {(Canto de Cetina 2001), suggesting that appropriate counseling about expected menstrual
side effects can mitigate the effect of actual side effects on method continuation.

Menstrual changes are not the only side effects of hormonal contraceptives that may affect method use.
A South African study of injectable contraception users (n=187) found a concern among users about
increased vaginal wetness when using progestin injectable FP (Smitt 2002). Despite the fact that vaginal
secretions are natural symptoms of fertility, a possible increase was observed as a negative side effect for
this study population. This underscores the importance of appropriate counseling, and suggests the
potential importance of anticipatory guidance and counseling around normal menstrual bleeding and
healthy secretions, along with common method-related side effects, to address any concerns about
these observable changes.

Inaccurate identification of fertile days, associated misuse of user-directed methods
and unprotected intercourse

In studies about withdrawal use in Turkey (Orayli 2005) and Lebanon (Mynftti 2002) the authors report that
withdrawal users combined withdrawal with a variety of fertility awareness strategies, including using
withdrawal during the woman's perceived fertile days and having unprotected sex on perceived inferfile
days. Another strategy was using condoms or abstaining from sexual intercourse on perceived fertile days
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and then using withdrawal on “less risky” days. However, Orayli described men learning about withdrawal
“in bits and pieces” until you “guess or figure it out” with increasingly successful use over time.
Addifionally, only 3% of the men in this study could accurately describe the fertile days. False perceptions
regarding the ability to identify “safe and unsafe” days for sexual intercourse may increase the risk of
unintended pregnancy for many withdrawal users who combine this method with inaccurate knowledge
of the fertile days. Both studies also noted that concern about method side effects was a common
reason for withdrawal use over other method options.

Unintended pregnancy

We turn again to the analysis of DHS data from six countries (IRH 2013f). In four countries (Philippines,
Bolivia, Morocco and Azerbaijan) correctly responding "halfway between two periods” was negatively
associated with having an unintended pregnancy. That is, these women were less likely to have an
unintended pregnancy (controlling for demographic characteristics). However this relationship was
statistically significant only in Cameroon, and the effect was reversed in Morocco and DRC. In explaining
their findings, the authors acknowledge that the definition of fertility awareness drawn from the DHS is
weak and does not adequately capture respondent’s actual understanding of when in the cycle a
woman can become pregnant. They further point out that even women who understand when (in
general) in a cycle a woman is more likely to become pregnant may not necessarily know how to apply
this information to their own bodies, and do not franslate this knowledge into the actions required to use
a FP method or to avoid unprotected sex on the days they are fertile.

A study by Wilcox (2004) documents that those without fertility awareness information, may experience
increased prevalence of sexual intercourse during the fertile window (as occurred in his study among IUD
users and women who have had a tubal ligation, n=69), suggesting that biological influences may
increase sexual intercourse during the fertile days, without couples being aware of this. Fortunately, we
know that those with fertility awareness can effectively use fertility awareness-based methods to
successfully avoid unprotected intercourse on the fertile days without reducing monthly coital frequency
(Sinai 2006). However, given the significant lack of fertility awareness knowledge in the general
population, and with many people who think they have more fertility awareness than they actually do
{and then use their own self-styled-version of fertility awareness strategies), the potential benefit of
increased fertility awareness knowledge worldwide and related attitudes and behaviors is very promising.

In a poster Fertility Awareness Method Use Among Young Adult Low-Income Minority Women (Guzman
2013), the authors conclude: “The vast majority of women are abstaining or using another method of birth
control during what they perceive to be their fertile period. These findings are encouraging because it
suggests that the behavior components of accurate FAM use are already present. What is lacking is
knowledge of their fertile period.”

These very different studies just described do not specifically document the influence of fertility
awareness on behaviors such as unprotected intercourse or other health outcomes. Still, they do
exemplify how “lack” of fertility awareness may contribute to false perceptions of infertility and false
perceptions of low risk of pregnancy on an individual and community level and subsequent unprotected
sex, concern about method side effects and resulting non-use of methods, misuse of user-directed
methods when combined with inaccurate fertility awareness and possible increase in unintended
pregnancy. Exploring other health outcomes possibly influenced by fertility awareness was beyond the
scope of this review, but there are indications that the effect of fertility awareness may have implications
beyond FP to broader SRH issues and beyond.
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What is the effect of interventions/programs
that have incorporated fertility awareness on
attitudes, behaviors, and sexual and
reproductive health outcomes (including use
of FP)?

While direct evidence of the effect of fertility
awareness on behavior is limited, findings (cited in

" . . Results of Interventions that Included an
the previous section) suggest that lack of fertility

Element of Fertility Awareness

awareness contributes to unintended pregnancy, o Increased knowledge of fertility awareness
non-use of FP and other negative health outcomes. (IRH 2013q; Brieger 2001, Danielson 1990;
With this in mind, we reviewed studies that examined IRH 2013a; IRH 2013b; IRH 2013g; Lavoie

- directly or indirectly — the effect of fertility 2009; Roth 1993)

awareness interventions on attitudes, behaviors and e Ability of young girls to track their

outcomes. Although we specifically looked for mensirual cycle and prepare for ”e’d_
intervention studies with an identifiable fertility menses o2 Wef"s‘?;H“?'k moaz:gg]nel)v ol

" arents dpou Issues )
awareness component, only 16 such studies were e

R IRH2012)
found, 8 of which targeted adolescents. e Increased use of FP methods or
For example, in a Rwanda studly, six youth-serving abstinence, and reduced pregnancies

(Brieger 2001; Cabezon 2005; Virgil 2005)

* Fewer days of missed school as a result of
a hygiene and puberty education, with
and without sanitary pad distribution (Scott

organizations at 10 sites infegrated the "CycleSmart
Kit" into their programs to help girls and boys learn
about menstruation, puberty, their fertility, and

“staying safe.” This Kit consists of Cycle Beads (color- 2009)

coded beads used with the Standard Days Method o Increased male belief in pill safety and

of FP which can also be a visual and tactile way of increased partner pill use (Danielson 1990)
teaching adolescents about menstruation and e Increased couple communication and
fertility), a calendar, a weekly diary, women’s empowerment (IRH 2008c; Léon
washable/reusable sanitary pads, and a brochure 2013)

Increased method continuation when FP is

on puberty and ferfility awareness. With the support
informed by fertility awareness.

of program guidelines and a brief orientation for
implementers, the Kit was integrated into programs
over a five week period, through a weekly session with adolescents (n=198). Statistically significant
increases in knowledge were observed for 19 of 20 knowledge indicators. All questions showed an
increase in the frequency of correct responses from baseline to endline. Focus group findings and
program log reports further indicate that girls did use CycleBeads to learn about and keep frack of their
menstrual cycles, and were better prepared for their next menstruation. Adolescents and parents report
that the CycleSmart Kit facilitated useful puberty discussions between adolescents and their parents,
teachers, peers and friends. Interest among young boys was also generated, and CycleBeads were
described as a useful tool for teaching boys about puberty and fertility (IRH 2013a).

Another fertility awareness intervention in Rwanda and Guatemala involved exposure to the My
Changing Body curriculum (IRH 2012}, which includes 5 educational sessions for adolescents (n=268)
along with an educational session for parents (n=117). Key themes of the curriculum include: puberty,
body image, fertility awareness, hygiene, gender roles, and communication with parents and peers. Pre
and post infervention measures revealed significant increases in adolescent knowledge of puberty and
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fertility awareness as well as self-reported confidence to act on this knowledge (discuss fertility awareness
topics with parents, share information about puberty with peers, or intervene when peers are teased
about puberty-related issues). Statistically significant shifts towards more gender equitable norms were
also noted. Regarding the results for parents, there was a significant increase in parents’ fertility
awareness knowledge, and improved parental accessibility for discussing topics about fertility and
romantic relationships with their children. {IRH 2013g)

For most of the other intervention studies in this review, however, fertility awareness was not analyzed
separately from other SRH messages and strategies, and the potential value-added of the fertility
awareness component (separate from other elements of the intervention) is unknown.

For example, in Ghana, Nigeria, Chile and the US, interventions that included fertility awareness elements
resulted in increased use of FP, increased abstinence or return to abstinence, and reduced pregnancies.
In Nigeria and Ghana, a peer-education intervention with 3585 girls and boys included educational
messages on reproductive anatomy and function along with education on FP, STls, and HIV/AIDS
prevention and successfully increased perceived self-efficacy in FP use, willingness to buy condoms,
awareness of local youth-serving programs and FP use in the intervention groups (Brieger 2001). However,
attitudes regarding concerns about the effect of FP methods on fertility and overall health, and pressure
to demonstrate fertility before marriage continued post intervention. This further suggests that additional
fertility awareness information on broader topics, including observable fertility indicators, and anticipatory
guidance on the effect of methods on fertility and overall health, may further incre ase method uptake
and/or continuation.

In Chile, the TeenStar school-based, abstinence-focused curriculum included fertility awareness topics
such as human anatomy and physiology, puberty, male and female fertility, and charting of fertility
indicators along with various abstinence-focused topics. The Teenstar intervention studies show reduced
rates of self-reported initiation of sexual intercourse, increased discontinuation of sex, (Vigil 2005) and
reduced pregnancies in the intervention groups (Cabezon 2005). In Fremont, CA, while testing a
community-based health center approach to incorporate FAMs and enhance male involvement in FP,
counselors at the teen clinic and school-based educators described CycleBeads as a helpful visual and
tactile tool for teaching adolescents about the menstrual cycle and as a segue into conversations about
fertility awareness, partner communication and risk reduction behaviors (Lavoie 2009).

In Ghana, a puberty and hygiene educational intervention for in-school girls (with and without sanitary
pad distribution}) was compared to a control group. Although specific details regarding the puberty and
hygiene education provided were not documented in the report, girls in the intervention groups (n=183)
experienced fewer days of missed school and anincrease in girls’ well-being measures. "“Across both
pads and education sites, girls agreed that ‘| am less ashamed about menstruation now than | was
before being in this study' (64.6%)" (Scott 2010).

Additionally, an intervention study in Oregon and Washington targeting male adolescents included a 30-
minute slide presentation and a 30-minute interaction with a clinician. Fertility awareness messages and
visuals on reproductive anatomy and fertility were included along with other topics such as hernig,
testicular self-exam (TSE), STIs/HIV/AIDS, FP and abstinence, couple communication and access to
services. The results of this study indicate that increased knowledge was strong only among those not
sexudlly active at baseline, and effects on knowledge were seen at one-year follow-up. There were also
reduced sexual coercion and sexual impatience responses among those in the intervention group who
had not been sexually active at baseline (Danielson 1990). (Other studies in this review also document the
benefit of educating youth before sexual debut, Ancheta 2005). A greater proportion of boys in the
intervention groups practiced TSE and knew the contraceptive pill was safe. There was also increased
partner pill use for those not sexually active at baseline, but who were sexually active at follow-up
(Danielson 19%0).
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There is limited information on the effects of a fertility awareness intervention on adults’ behavior. The
Canto de Cetina study on anticipatory counseling on menstrual cycle changes associated with DMPA
injectable use was described earlier. A study of women atftending a peri-menopausal workshop resulted
inincreased knowledge and self-reported changes in behavior including initiating dialogue with a
provider about mid-life health issues, exercise and nutrition (Stenger 2007).

In additional to these intervention studies, several studies show evidence of the effect of a fertility
awareness intervention on behavior of adults. These studies were conducted in the context of assessing
the integration of FAM into services. In Guatemala (IRH 2008b), users were interviewed when they first
started using the Standard Days Method, and six months later. Results show significant increases in scale
values for couple communication and women's empowerment. In India and Peru (IRH 2008a; Ledn 2013,
the Standard Days Method was integrated on a large scale in an entire community. Community surveys
showed improvements from baseline to endline in couple communication and women's empowerment
at the community level, with largest improvements among women who had ever heard of or ever used
the method. Focus groups in the DRC with Standard Days Method users (IRH 2008c) confirm that using
FAM improves couple communication as well as male-involvement in FP use.

What may contribute to relating fertility awareness knowledge to one’s own body or
circumstance and subsequent behavior?

Some studies suggest that accurate information about fertility may not necessarily be equated to one’s
own body or circumstance. Within the theory of the Health Belief Model, perceived susceptibility to a
health issue and relating to the severity of the consequences contributes to behavior change. In the
social learning theory, behavior change is facilitated by observing and practicing the new behavior. Ina
few studies in this review personal perception of risk of pregnancy remained low, even within the context
of accurate information. In a Swedish study, for example, although 81% (n=518), of teens/women seeking
abortion actually knew the fertile days of the menstrual cycle were between two menstrual periods and
had high awareness of emergency contraception 83%, few women had used emergency contfraception
as an attempt to prevent unintended pregnancy. When those who had used emergency confraception
in the past were asked why they did not use it this time, the main reason reported was “unawareness of
pregnancy risk” (Aneblom 2002). It appears that even with basic awareness regarding the fertile time
and awareness of EC, the women did not recognize or internalize “risk of pregnancy” at an individual
and personal level. In a study in Tanzania, Sommer (2009) noted that girls knew vaguely about mid-cycle
fertility but lacked details to understand the risk of pregnancy or apply this information to their own
bodies. In a US study that includes teaching fertility awareness and tracking of fertility indicators to
adolescents, Roth (1993) suggests that, “Lack of fertility awareness and lack of association of this with a
girls’ own body contributes to contraceptive risk-taking.”

In another example, breastfeeding women who had participated in a LAM intervention in Bangladesh
were interviewed to ascertain their knowledge and use of the LAM criteria. Although women knew alll
three criteria, they often did not fransition to another FP method by six months postpartum, but rather
waited until menses returned or beyond before considering themselves at risk of pregnancy (Bongiovani
2005; Kouyate 2010). Postpartum women and the general population often considered breastfeeding to
be protective much longer than it is. The “lived experience” of women who had previously breastfed and
not conceived until after first postpartum menses may have contributed to common views of return of
fertility after return of postpartum menses (Kouyate 2010).

“Knowledge of return to fertility does not equate to beliefs of personal susceptibility to
pregnancy.” (Kouyate, USAID meeting summary quote)
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The importance of personal, “lived experiences” is reported in a few additional studies. A qualitative
study of 37 men in the US documented men's lived experiences as shaping their "procreative
consciousness” This included: personal experiences during puberty; revelations through peer
experiences; personal experiences with first sex, first pregnancy scare, partner’s miscarriage or abortion;
perceptions influenced by the relationship with a partner and her beliefs, issues and/or concerns as well
as perceived fertility or infertility based on direct sexual experiences with women (including perceived
infertility based on unprotected sex not resulting in pregnancy) (Marsiglio 2001). Interestingly, in a very
different study on women's positive and negative experiences with menses (McPherson 2004), university
women who rated their periods as negative (including debilitating periods or negative mood swings)
were better able to predict onset of menses. Their "lived experience” with these preceding body
changes appeared to heightened awareness of associated events, such as onset of menses.

It is possible that associating fertility awareness to one’s own body is instrumental in enhancing one’s
personal perception of risk of pregnancy and in influencing SRH attitudes and behaviors, including FP.
Pyper (1997) summarizes key elements of fertility awareness, including, “personal involvement...to observe
changes that occur in [our] own bodies. This involves observing changes that are related to significant
reproductive events, for example puberty, menstruation, pregnancy, breastfeeding or the menopause.”

Conclusion

With the lack of fertility awareness knowledge worldwide, and the potential to build on what is known
with accurate information and supportive attitudes, there appear to be untapped opportunities to
contribute to sexual and reproductive health behaviors and outcomes through improved fertility
awareness. Evidence-based research on empowerment interventions has demonstrated strengthened
self and collective efficacy, increased autonomy and authority, reduction of gender inequities, adoption
of healthy behaviors and use of services, and improved child and family health outcomes (Wallerstein
2006). Whether fertility awareness is a "gateway” empowerment intervention that creates pathways to
broader health outcomes and gender transformation or provides a foundational pillar for overall sexual
and reproductive health could not be verified with this literature review. More research is needed to test
different approaches and determine whether a fertility awareness component, specific to different
stages across the life course, provides significant value-added to basic sexual and reproductive health
education in a personal and meaningful way, and whether there is a significant positive impact on
health behaviors and outcomes.

We look forward to discussing these topics related to fertility awareness and how to integrate them into
research and programs.
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