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The past few decades have witnessed major
developments in contraceptive technology

that can only be described as a revolution.

The past few decades have witnessed major devetdpnmecontraceptive technology
that can only be described as a revolution. Bettoese developments, contraceptive
choice was limited to either cautiously-related moels which lacked in effectiveness or
permanent methods. Contraceptive choices havellveadened. Contraception was
moved outside the bedroom by the development dfioaistsuch as the pill. People no
longer had to make the choice between a method tséd at every coitus or a
permanent method; long-acting reversible methodsofter protection ranging from

one month to several years. Highly effective buersible methods became an available
option. Technical developments have allowed siatiion to be performed as an out-
patient procedure and without the need for geraraésthesia.

The fruits of the contraceptive technology revaathave been enjoyed by hundreds of
millions of people all around the world: peoplenig in the most varied circumstances,
in the skyscrapers of Manhattan, in peri-urban slimiatin America, in rural
communities of the Indian subcontinent; peoplellis@cio-economic strata; people with
different cultures, religious beliefs and valuetsyss; and people postponing a first
pregnancy, spacing children or putting the limitabwiidbearing.

Contraceptive users in developing countries in@édom an estimated 31 million in
1960-1965 to 381 million in 1985-1990 (UNFPA, 199hatever the underlying factors
for their adoption of this reproductive behavitre imodern contraceptive technology has
given them the means to implement their decisi®hs.new and improved technologies
account for the great majority of contraceptive uskoth developed and developing
countries. In fact, the prevalence of use of tlieexmodern clinic and supply methods,
as a whole, does not differ much between develapéedieveloping regions, with an
estimated average of 46 and 41 percent respec(iMeiyed Nations, 1989). The higher



contraceptive prevalence in more developed reg®lagely accounted for by the use of
traditional methods (24 percent compared to 6 perocedeveloping regions). These
methods were in use for a long time in developgibres before the new technologies
were introduced; they require a sustained levehativation and a back up of safe
abortion services.

While in Western societies, the adoption of a sii@aiily norm was achieved before and
without the new technologies, it should be realitet it took fertility much longer to
decline in the West than in developing countridse @ecline of total fertility rate from
6.5 to 3.5, which took 58 years in the United $tateas achieved in Indonesia in 27
years, in Colombia in 15 years, in Thailand in &rgeand in China in only 7 years
(UNFPA, 1991). It was only in post-war Japan wheerelatively rapid decline in fertility
was achieved without resort to new technologiess, Tiowever, was achieved with
heavy reliance on induced abortion.

The development of new contraceptive technologésspnovided women for the first
time with reliable methods, independent of malepgwation, to regulate and control their
fertility. With control on their bodies, they hadtter control of their lives. They could
pursue education and employment and enjoy botlv@uptive and reproductive career.
They could plan their births to take place at optitrmes for childbearing, ensuring
more safety for the mother and better chanceshitdt survival and healthy growth and
development.
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*Family planning could bring more benefits
to more people at less cost than any other
single technology now available to the
human race

Jim Grant, UNICEF, 1992
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Mobilization of resources for the contraceptivenealogy revolution was made possible
through the convergence of interests of:
-people,



-developing country governments,
-international donor community,
-scientists

-industry
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The mobilization of resources for the contraceptive
technology revolution was made possible through
the convergence of interests of

-people,

-developing country governments,
-international donor community,

- -scientists
-industry.

People in developing countries have been shownagidly increasing interest in
planning their families, and in paying for it. Pé®m developed countries were attracted
to the convenience and effectiveness of new methods

Governments in developing countries, concerned taheurates of growth of their
populations, increasingly adopted population pesciencouraging and supporting their
people in the adoption of a responsible reprodadiiehavior. A United Nations survey
of government policies with respect to access tdenomethods of fertility regulation,
showed that out of 131 developing country goverrisiearveyed, 103 provided direct
support, 13 indirect support, and only 10 no supfdnited Nations, 1990).

The international donor community, realizing tHa tmpact of fertility regulation goes
beyond the individual, family, community and cowyriw the world at large, provided
support to developing countries to help them invghog their populations with quality
services and improved technologies. It also engadand supported in the 1970's the
establishment of public sector programmes gearedrntraceptive research and
development.

Science was ripe. The advances in reproductivetppland particularly in reproductive
endocrinology, provided scientists with excitingpoptunities for research resulting in
the emergence of promising leads for contraceptexelopment. In 1976, it was
estimated that between 2500 and 3000 scientists agtively involved in research on



reproduction and contraceptive development in #%8tutions worldwide (Greep et al.,
1979).

Last, but not least, industry, seeing the rapidiyaading markets and the opportunities
provided by science, positioned itself to play ative role. In the 1970's at least 13
major pharmaceutical companies were involved iragsh and development of new
contraceptives (Djerassi, 1989).

STALLING OF THE CONTRACEPTIVE TECHNOLOGY REVOLUTION

STALLING OF THE CONIRACEPITIVE

[ECHNOLOGLCREVOLUTIO)
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The contraceptive technology revolution
lost its momentum after the first wave of
significant achievements.

The high expectations were not met. In 1970, Da\lGuttmacher in a statement to a
United States Senate hearing said: "We are stiliérhorse and buggy days of effective
contraception. | am optimistic in feeling that inef years, we shall have methods that are
infinitely superior and safer (than the pill andrauterine device)" (Djerassi, 1989). A
United States Congress report predicted that tanmethods of contraception will
become available before 1990 and 20 methods b#fergear 2000 (Congress, 1982).
Only one method has been added during this pendact, it is highly unlikely that
contraceptive choices will be dramatically chandadng the remainder of this century.

Women, while increasingly adopting a responsibpgaductive behavior, have decreased
their public support for new contraceptive techiggds. Women in developing countries
are concerned, in many cases justifiably, that mathods are introduced for their
demographic impact rather than to broaden peogh@es, and irrespective of safety
requirements and assurance of voluntary choice. &0mdeveloped countries are
concerned about often exaggerated safety issuethamibsession with the abortion
debate. The explosive pandemic of sexually transthibfections, and particularly HIV



infection, has highlighted one of the major defiies in modern methods, the lack of
protection against these infections. Women in lbigiveloped and developing countries
are concerned that their other reproductive hesdthes, serious as they are, are not
addressed together with their needs for fertiktgulation.

Industry has retrenched. Of the 13 major pharmaaddompanies that were active in
this field, the number has dwindled in the 1980misb four ( Djerassi, 1989). Companies
must make difficult decisions about which areasestarch are most likely to provide a
satisfactory return on investment and ensure catpagrowth. There is an opportunity
cost when a company makes a major investment @wgpnoduct. Contraceptives have to
compete with other products. The revenue potefaialew contraceptive products is
perceived to be comparatively low, if most of tharket will be in developing countries.
The development costs are high for contraceptigesieet stringent regulatory
requirements as drugs to be used for a long timeelajthy persons. Product liability and
political controversies add to the risk. Finallpdgprobably most important, with the
drying up of science, there is a paucity of tecbgglwith high value potential to be
pursued. A recent report by the US National Re$e@auncil and the Institute of
Medicine made the judgment, based on informal tsdoom scientists in the field and
pharmaceutical industry executives, that therebleas a substantial decline in the
amount of funding provided for contraceptive reskand development on the part of
the drug industry since the mid-1970s (Mastrioatral.,1990).

THE NEED FOR A CONTRACEPTION-21 INITIATIVE

Current contraceptive "hardware" is usable but@gate. The inadequacy will be
further exposed with the expected major expansiaontraceptive needs. According to
current population projections, the next few desadi witness the entry of more new
contraceptive users than in any comparable tinleiman history, past or future.



Current contraceptive “hardware" (methods) used
with Improved software (service delivery
approaches) together with a few developments
now at the end of the research pipeline, can carry
us through the end of this century. but will fall far
short in meeting the agenda for the 21st century. A
CONTRACEPTION-21 initiative is needed to
launch a secend.contraceptiveriechnology
revelution.

Contraceptives should not be looked upon as a
temporary measure to ease the world population
problem. Contraception will be a permanent
feature of the way of life of all succeeding
generations on this planet. Our reproductive
function is being voluntarily adapted to dramatic
new.realities. What we are witnessing is a major
evelutionary jump.that.is science=mediated,
ratherthan brutally imposed by Nature.




The need for new: contraceptive methods is not
pecause currently available methods are not
good, but because they are not adequate to
meet the widely diverse needs of all the

hundreds of millions of people using
contraception now and in the future. There is
not,.and there probably will never be, an ideal
method of contraception, for all . users, but there
can bera variety or "ideal methods" for the needs
of different users

One verdict on the inadequacy of the current sththe art is given by the estimated 36-
53 million women who resort to induced abortiontegear, more than a quarter of them
risking their life or health in the process (Hensh&990).

Another verdict is given by the estimated 100 milliwomen whose contraceptive needs
are not met and who would start practicing con#oa if their desire for spacing and
limiting births could be fully satisfied by servicand appropriate methods (Bongaarts,
1991).
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The impact of broadening contraceptive
choices on contraceptive use and
contraceptive continuation needs to be

emphasized

The impact of broadening contraceptive choicesdeas noted in the early experience of
family planning programmes in developing countriglere the addition of a new
method has been shown to attract a new layer o$ ((seeedman and Berelson, 1976). A
more recent study based on data from several dewgl@ountries found that the
addition of one new method throughout a country basaverage, increased the
contraceptive prevalence rate by 12 points (J&B9)L In general, it has been noted that
the larger the number of methods available, thldrighe country's overall contraceptive
prevalence rate will be (Ross et al., 1989). Tlocemeexperience with the introduction of
new methods also supports this evidence. In a sifiliprplant introduction in

Indonesia involving 8681 subjects, 46.7 percerithote who adopted the method were
not using another contraceptive method beforeaiddi, 1987). The availability of a
broader choice will also make it possible for dgewho are dissatisfied with one method
to switch to another more acceptable method rabi@r discontinuing contraceptive use
altogether. This was demonstrated in the Matlaleptan Bangladesh, where method-
specific continuation rates were low but overaltraceptive continuation and
prevalence were high, in part because other mathoites were made available (Phillips
et al.,1988). A study of contraceptive continuaiiotndonesia found that women who
were given the method they requested were much likelg to continue using the
method after one year (91 percent continuatior) taen women who had been denied
their original choices (28 percent continuatioreygtPariani et al., 1991). Broadening
contraceptive choices will also help to ensure tisagrs and methods are better matched
for contraceptive safety (Fathalla, 1991). It wito impact on other parameters of
reproductive health (Fathalla, 1989).
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The need for expansion of services
and the need for new methods
The question is sometimes raised whether

the available scarce resources should be
channelled for improving and expanding

services or for the development of new
contraceptive methods.

The question is sometimes raised whether the &laitxarce resources should be
channeled for improving and expanding service®pttfe development of new
contraceptive methods. The question must be portdper perspective. The total
expenditure on population and family planning ineleping countries has been
estimated at about US$ 4.5 billion in 1987( Repbthe International Forum on
Population in the Twenty-first Century, 1989). 890, international population
assistance reached a then all-time high of US$38@idllion ( UNFPA, 1992). The
amount of international population assistance ithahanneled to public sector research
programmes is relatively very small, and only anseqt of it is channeled to research on
the development of new or improved methods. Thgektrpublic sector programme, the
WHO Human Reproduction Programme, allocates aboeitird of its annual US$ 23
million budget for the development of new and imy@@ methods for fertility regulation,
including research on infertility. In 1991, USAlbligations for population assistance
totaled $351.0 million. A total of $36,322,000 vadkocated for research for strategies for
improving service delivery, Family Health Interrcatal, Contraceptive Research and
Development, Population Council and Natural FarRignning/ Breastfeeding (Agency
for International Development, 1992). Only a snsaljment of this research budget is
channeled for the development of new methodss.difficult to get an exact estimate of
the actual level of funding. In response to a regiirem UNFPA, WHO prepared an
estimate of expenditures annually by agency anchéiy area and method for 1977-1981
for contraceptive development. The estimate watsekgenditures have remained almost
level from 1977 through 1981 at about $16 milli@r pnnum ( UNFPA, 1982).

CONTRACEPTIVES WOMEN NEED
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CONTRACEPTIVES WOMEN NEED

The first contraceptive technology revolution was
needs-driven, with emphasis on methods that can
have a demographic impact. When the revolution

stalled, the poorly funded field became
opportunity-driven. For CONTRACEPTION-21, the
field must again be needs driven, with the
emphasis this time on the needs and perspectives
of women.

The field of contraceptive research and developrhastto change. It has to be more
responsive to women's needs and perceptions. Amae constructive dialogue must be
established and maintained between programmestfaoceptive research and
development and women's groups.

Apart from the general need to expand contraceptioéces by more user-controlled and
more safe methods, three specific needs by wonael stut.
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CONTRACEPTIVES WOMEN
NEED

Apart from the general need to expand
contraceptive choices by more user-

controlled and more safe methods, three
specific needs stand out.

_Expanding male contraceptive choices and
responsibility

There is a need for more participation by men itility regulation. Women for

biological reasons have to carry all the burdenrasis of pregnancy and childbirth.
This, however, is no reason that they should adsoyanost of the burden of fertility
regulation. Currently, worldwide, the burden of taneption is unequally shared, with
three times more women than men using contraceftloned Nations, 1989).

Moreover, it is the methods which women use whiah lse associated with potential
side effects. The male has not benefited that nnech the contraceptive technology
revolution. A sustained research effort is needleaen are to have broader contraceptive
choices to enable them to share effectively inrdsponsibility for fertility regulation.

The present state of the art offers some hopea lmitof pessimism. A better
understanding of mechanisms involved in the pcstieiglar maturation of sperm, with
the new tools of molecular and cell biology andéatinology, can provide promising
leads for contraceptive research and developmerdg€l, 1992). The ease with which
clinical studies on methods of male fertility regibn attract volunteers is an indication
that the new generation of men is more ready te takits responsibilities than has been
generally believed (Waites, 1993).
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CONTRACEPTIVES WOMEN
NEED

Apart from the general need to expand
contraceptive choices by more user-

controlled and more safe methods, three
specific needs stand out.

Expanding male contraceptive choices and
responsibility
A menses-inducer

Djerassi (1991) remarked that if he were restrittechoosing a single new
contraceptive, it would be a once-a-month pill efifee as a menses-inducer. Instead of
currently used oral contraceptives, which are tadaly for most of the month, a
menses-inducer would be ingested by a woman oninpglthose months when she had
unprotected coitus. Instead of waiting to see wéreshe had missed her period, a woman
would take a single pill (containing a short-livaxd rapidly metabolized drug) to induce
menstrual flow at the expected time. Although reateptable or suitable for every
woman, for many such a regimen would be an enornmpsvement (Rimmer et al.,
1992). At most, a woman would be taking 12 pillawally, rather than the present 250
or more. With such a novel pill, women would nobknwhether they carried a fertilized
ovum. A most important feature of such a methatias the decision to contracept is
made post-cautiously.

For some women, the menses-inducer may be antatéréd@ck-up to barrier
contraceptive methods, which are less effectiyar@venting a pregnancy, but afford
protection against sexually-transmitted infectiang are not associated with undesirable
side-effects. For adolescents, the availabilitg afienses-inducer could be especially
attractive.

The global drama of unsafe abortion has reacheshangion that can no longer be
neglected. The World Health Organization estim#tasabout 500 women die in the
world each day because of complications of undadet@n (Fathalla, 1993). The
development of a menses inducer, that is completsdy-controlled, can go a long way
towards dealing with this neglected tragedy. A sasninducer could provide a
technological response to the abortion controvdtopuld transfer the issue from the
public domain to the privacy of the individual's ralocode. To have a real impact, the
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menses-inducer must be safe enough to be used®titsl health care system.

The advent of anti-progestins and a better undsisig of the process of implantation of
the fertilized ovum have improved the prospectdtierdevelopment of a menses-
inducer. The use of Mifepristone, alone, has bestet for this purpose but so far has
proved not very effective (Bygdeman, 1991).

CONTRACEPTIVES WOMEN
NEED

Apart from the general need to expand
contraceptive choices by more user-controlled and
more safe methods, three specific needs stand
out.

Expanding male contraceptive choices and
responsibility

A menses-inducer

Protection against sexually-transmitted infections

The need for a method which a woman can use tegrberself against sexually-
transmitted infections, including HIV, has becomgaunt. It is not sufficiently realized
that the risk of transmission is generally morerfnrman to woman than from woman to
man, and that the consequences of the infectieneften much more serious for women
(Fathalla, 1993). This is in addition to the rigkransmitting infection to the foetus from
an infected mother. In spite of this, the availdblmale barrier methods either lack in
effectiveness or acceptability. Another problemakhivomen face is that there is no
method which can protect from infection but woulldwa them to get pregnant. It is quite
common, at least in developing countries, for woiteeget the infection from their
husbands who have multiple sexual partners. The isefer an effective method which
women can use and control without the necessitpdainer cooperation. It is possible
that if such a method becomes available, womendwibetter than men in compliance,
providing more hope for the control of the pandeafisexually-transmitted infections.
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