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Executive summary

Ensuring access to quality implant removal services at term o s
Fye 20KSNJ GAYS 2F | 62 YieynQa
success of contraceptive implant programs and, even more
importantly, compliance with informed choice in contraceptive
adoption and use [1]. Gains in modern contraceptive prevalen

in Ghana coupled with increased accessibility and popularity ¢
implants make ensuring access to implant removal services a
salient need.

Both the Ghana Health Services (GHS) and Marie Stopes

International in Ghana (MSIG), as well as the USAID/Ghana
health team, have identified access to implant removal as an [
important element of program strengthening. The goal of this
research was to generate evidence on the state of access to &
removal services for women receiving implants through the &
public sector in the Eastern and Ashanti regions, and through ,(: :

mobile outreach services in the Central and Western regions ¢,
Ghana.

We implemented a mixedhethods study including a

guantitative phone survey with implant users and qualltatlve
interviews with users and providers to explore access to anc
experiences obtaining implant removal services in Ghana.
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Executive summary cont.
RaboSe s o R A i

Study results revealed that while three quarters of implant users»-&?‘:; _..r.x, 3
s i
who had ever tried to access removal were able to access remoﬁ_;- 3 .
within one week of first attempt, several gaps in knowledge as w,f t‘
as social and structural barriers impede removal access for som_ ,m;r"
For instance, while most users interviewed were aware of the "'(é,’“
number of rods and duration of protection of their implant (88 =&
93%), most did not know the name of the implant @8%).

|mplant removed before it expired (788%), many were unaware .'~.<
that they could access removal at facilities other than where theys
had the implant inserted (436%). Success in obtaining removal &
0ST2NB (KS AYLX I yiQa SELANI G
FILOU2NAS AYyOftdzRAY3I | 62YF YyQa
LINE A RSNXA LINRPFSaaA2ylft 2LAYHR
providers for removal before expiration included the desire to
conceive or male partners mandating removal. High cost and
inadequate provider training and equipment may also limit :
in some cases. rd

Findings from this study inform our recommendations for progra™ == g« s
to expand irservice training opportunities focused on implant '
provision (including removal procedures), counseling and

management of side effects, and to ensure sufficient and-cost
effective supplies for removal procedures available at facilities.
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Background

Over 20% of married contraceptive users in Ghana a *
currently using implants and this figure has grown »
rapidly in recent years [2]. Gains in implant popularity ¥4
underscore a critical need for removal services in
Ghana.

Anecdotal information from a variety of contexts
points to potential weaknesses in service delivery
programs related to implant removal, such as
inadequate medical equipment, insufficient numbers
of trained providers, excessive fees required for
removal or provider bias against removal before
product expiration. At present, however, systematic
data on the accuracy or prevalence of potential
barriers to removal that could inform strategies for
strengthening implant services is lacking. Further, lac
of access to removal services can be detrimental to
method reputation.

Access to implant removal at term or when a woman
requests removal is a central element of quality
family planning service provision and is necessary fo
voluntary programs.
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Background cont.

Implant use is widespread across Ghana. The introduction of Norplant in 1995 was followed by Jac
2007, and by Implanon and Implanon NXT in 2012 and 2015, respectively. In the last 5 years, Ghar
received approximately 700,000 implants (Jadelle and Implanon/Nexplanon) making it one of the la
implant-procuring countries in the world [3]. The percent of contraceptive users using implants has
increased in recent years.

Percent of contraceptive users using implants
18.3%

0
14.1% 14.9%

0
13.3% 12 6%

2013 2014 2014 2015 2016
(PMA2020 R1)  (PMA2020R2)  (PMA2020 R3)  (PMA2020 R4)  (PMA2020 R5)

“Data from PMA2020 [2]



Background cont.

Ghana Modern Method Mix 2017
(all women)

NFP (Cycle Beads, LAMUD

Female 2% \

Sterilization
/
4%

Implants

Injectables
28%

MCPR= 21.3

“Data from PMA2020: https://www.pma2020.org/sites/default/files/PMA20@hanaR6 FRbrief.pdf

In 2013, the Ghana Health Services (GHS) revisec
its policy on implant provision to allow Community
Health Nurses (CHNS) to insert and remove
contraceptive implants. In addition, access to
contraceptive implants has been promoted
through the outreach services of private
organizations such as Marie Stopes International i
Ghana (MSIG), which has been providing implants
in their mobile outreach services since 2011 in
Central and Western regions. These activities hav
since expanded to other regions and represent an
important means of access for many rural clients.

Implants currently account for 28% of the modern
contraceptive method mix in Ghana [2].
Approximately 70% of implant users in Ghana are
using the twerod, fiveyear implant, Jadelle,
however use ofmplanor ImplanonNXT is
increasing [3].




Study objectives
To measure knowledge among implant acceptors of the possibility o
removal before labeled duration and of where services could be
obtained.

To clarify reasons for seeking removal.

To estimate the proportion of women ever wanting a removal who
could get their implant removed at first attempt.

To document barriers to removals, with focus on information
provision, service quality, geographic and economic access, and ot
psychosocial factors.
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MEthOdS ove I'VIEW Mixed-methods study design

Women who received implant

Our study team implemented a mixed methods o, Phone after Jan 1. 2015
study in the Ashanti, Eastern, Western and £ S survey (n=1,159)
Central regions of Ghana generate evidence s ™

on the state of access to removal services for
women receiving implants through the public
sector and through mobile outreach services.

Subset of survey participants
wanting implant removal
(n=10)

Your Health Qur Concern

Public sector

delivery (GHS) IDIs
\ Implant providers at GHS

facilities (n=12)

| : Quantitative Component:

| | A crosssectional phone survey of implant
| acceptors in GHS and MSIG regions and ar) exit
| survey with women getting implant removal$
lfrom mobile teams in MSIG regions. :

Women who received implant

e e e e  EE——— 1 Phone
| Qualitative Component: ' after June 1, 2014
I : ) . I survey (n=1,073)
I In-depth interviews (IDIs) with a subset of | '
I implant acceptors and with family planning | o Women who received implant
1 ! providers in GHS and MSIG regions. - "w¢ MARIE STOPES _ removal services at time of
_________________________________ I I| i can Exit survey survey
: : =50
Population:Women who had an implant Mobile (n=20)
inserted at age 189 during a predetermined outreach Subset of survey participants
period at a GHS facility or through MSIG (phon services (MSIG) wanting I(r;]ﬁfllfg;t removal
survey and IDIs); women aged-48 who IDIs -
obtained removals from MSIG (exit); implant MSIGlimplantprovidersi(n=s)
. . and GHS providers at facilities
providers serving GHS and MSIG (IDls). partnering with MSG (n=3)
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Regional context

To capture dynamics surrounding access to implant removal services in different service delivery contexts while
ensuring geographic and soealtural diversity, we conducted this study in two regions with public sector service
delivery through GHS facilities and two regions with MSIG mobile outreach services. Specific regions were select
based on the presence of strong partner support with established client record systems. Selected regions includec
A Eastern and Ashanti regions for public sector delivery through GHS

A Central and Western regions for mobile outreach services provided by MSIG in partnership with GHS facilities

‘;‘v\xenrﬁ\,%; __/ o ] . | E ‘ . | |
4 Ashanti 2oy Public sector delivery || MAR|E STOPES mék[w Mobile outreach services
1\ \/Eastem_t\ (G H S) E 1 Ce:lrnl (M S I G)

N L L G P
Population Council worked with GHS to develop the MSIG has provided implant insertions and removals at G:
Reproductive Services Lagl(og, a mobile and web @ facilities as part of their outreach program in Central and
based system that electronically captures family : Western regions since 2011, with one mobile team
planning and reproductive health data from clinic i operating in each region. Since that time, approximately
registers. ThesLoghas been in use since January of i 25,000 clients in each of the two regions have received

2015 and is currently operational in 95 GHS facilities in implants. In June 2014, MSIG implemented CLIC (Client
Ashanti and Eastern regions, representing about 30% Information Center), an electronic routine clielbpased

of the public sector facilities in these two regions. As :  information system. MSIG also established a call center,

of December 2016, just under 25,000 insertions Were which offers services including counselling and follow up

documented in thesLogfor these clinics. 1 care.
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Research approach: Quantitative component

{ ’;«; m WRESIPS - Phone Survey ] [ %MARE T Exit Survey ]
We administered a structured phor®ased We employed a structured exit survey to obtain
guestionnaire withall implant acceptors and a longer information from women in MSIG regions who used
version withwomen who indicated having ever G0KS AYLIX Fyd F2NJ I f2y3S
wanted their implant removed. history of implant provision in these regions, we
were able to intercept women returning at the end o
We surveyed women aged #® at the time of GKSANI AYLX I yidQa 1 6St SR

insertion, with a phone number in their records, who date.

received an implant after January 2015 (GHS regions)

or June 2014 (MSIG regions) and at least 3 months  Eligible women were between 140 years old during
prior to study initiation in each region. study recruitment, and obtained implant removal

services through MSIG mobile outreach teams durir
Phone survey results from GHS clients are highlighted one of the selected outreach outings.
in RELand results from MSIG clients are highlighted in

throughout the report. Results from the exit survey conducted solely in
MSIG regions are highlighted @R EE throughout
Theme areas addressed: the report.
Experiences with implant, client awareness of removal
and counseling at insertion, experiences seeking Theme areas addressed:
removal, reasons removal not obtained, removal Experiences with implant, client awareness of
procedures and difficult removals removal and counseling at insertion, experiences

seeking removal, reasons removal not obtained,
removal procedures and difficult removals
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Research approach: Qualitative component

7o waw sTores
{ & i IDIs ]
We conducted IDls to obtain more detailed understanding of
OANDdzyaul yosa I F¥FSOuUAyYyd ézvsygél

ways to improve access, and to insights into possible constraints for

service delivery. IDI results are highlightedidJEhroughout the report. ®

We selected a subset of phone survey participants who represented f

profiles:

1. Obtained removal at first attempt (success)

2. Obtained removal but not at first attempt (delayed success)

3. Made at least one attempt to get a removal but had not yet had the:
implant removed at the time of phone survey (not yet removed)

4. Wanted a removal but had not attempted removal (want, no try)

Similarly, we interviewed three types of providers:

1. Those performing insertions and removals at GHS facilities in GHS
regions N

2. MSIGcontracted FP providers performing implant insertions and
removals in MSIG mobile outreach teams in MSIG regions

3. Primary FP providers in GHS facilities partnering with MSIG for
outreach (i.e. outreach sites).

: &/
:.“'&\ - AT
Theme areas addressed: *}\ 4
- - - - - ’ o "
Experiences with implant, client awareness of removal and counselmg')\ /
insertion, experiences seeking removal, reasons removal not obtaine ' j
removal procedures and difficult removals, provider needs | D
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Study design: Disclaimer

The study is10t designed to support comparisons
between public sector delivery and mobile outreach
services contexts, due to differences in selection and

recruitment procedures and because of possible
underlying differences between regions.
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Results

AParticipant characteristics
AExperiences with implant

AClient awareness of removal and counseling
at insertion

AExperiences seeking removal
AReasons removal not obtained
ARemoval procedure and difficult removals

AProvider needs




