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Como avanzar en la reduccion del embarazo
adolescente

La ONU ha establecido sicte acciones prioritarias para cvitar la maternidad precoz en A 1 Latina y
el Caribe, cuya lasa es la segunda mas alta del mundo
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¢Por qué invertir en planificacion familiar en las regiones en desarrollo?

Las mujeres con necesidad insatisfecha
de anticoncepcion moderna
representan el 84% del total de
embarazos no planeados

89 MILLONES DE EMBARAZOS NO PLANEADOS, 2017

74% 10% 16%
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Figure 11.21: Median age of sexual initiation of females aged 20-24 years in selected countries of Latin
America and the Caribbean, by level of education, 2011-2015
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TRENDS IN ADOLESCENT FERTILITY RATES IN THE AMERICAS, BY
SUBREGION, 1980-2015
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Percentages of women experiencing an unintended pregnancy
with typical versus perfect contraceptive use,
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TASAS TOTALES DE ABORTO Y DE
PREVALENCIA DEL USO DE ANTICONCEPTIVOS
MODERNOS EN 59 PAISES
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Total abortion rate and the prevalence of modern contraceptive methods in 18
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Looking back and moving forward: can we e
accelerate progress on adolescent
pregnancy in the Americas?

Sonja Caffe' (@, Marina Plesons’, Alma Virginia Camacho®, Luisa Brumana®, Shelly N. Abdool®, Silvia Huaynoca®,
Katherine Mayall®, Lindsay Menard-Freeman’, Luis Andres de Francisco Serpa®,
Rodolfo Gomez Ponce de Leon® and Venkatraman Chandra-Mouli'®

Abstract: Adolescent fertility rates in Latin America and the Caribbean (LAC) remain unacceptably high, especially
compared to the region’s declining total fertility rates. The Region has experienced the slowest progress of all regions
in the world, and shows major differences between countries and between subgroups in countries, In 2013, LAC was
also noted as the only region with a rising trend In pregnancies in adolescents younger than 15 years, In response o
the lack of progress in the LAC region, PAHO/WHO, UNFPA and UNICEF held a technical consultation with global,
regional and country-level stakeholders to take stock of the situation and agree on strateqic approaches and priority
actions 1o accelerate progress. The meeting concluded that there is no single portrait of an adolescent mother in

LAC and that context and determinants of adolescent pregnancy vary across and within countries. However, lack of
knowledge about their sexual and reproductive health and rights, poor access to and inadequate use of contraceptives
resulting from restrictive laws and policles, weak programs, social and cultural norms, limited education and income,
sexual violence and abuse, and unequal gender relations were identified as key factars contributing to adolescent
pregnancy in LAC, The meeting participants highlighted the following seven priority actions to accelerate progress:

1. Make adelescent pregnancy, its drivers and impact, and the most affected groups more visible with disaggregated
data, qualitative reports, and stories.

2. Design Interventions targeting the most vulnerable groups, ensuring the approaches are adapted to their realities
and address their specific challenges.

3. Engage and empower youth to contribute to the design, implementation and monitoring of strategic interventions.
4. Abandon ineffective interventions and Invest resources in applying proven ones,

5. Strengthen inter-sectoral collaboration to effectively address the drivers of adolescent pregnancy In LAC.

6. Move from boutique projects to large-scale and sustainable programs.
},EE% "--,| 7. Create an enabling ervironment for gender equality and adolescent sexual and reproductive health and rights.
E:E?s';"' Keywords: Adolescent pregnancy, Equity, Latin America and the Caribbean
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overage with LARC among all sexually active women.

ntraceptive use in Latin America and the Caribbean with
ocus on long-acting reversible contraceptives:
valence and inequalities in 23 countries

o Gomer Ponge de Leon, Fermand Fwerling, Suzanme Jacob Semye, Marangela F S@veind, Antiono Sonfarem, Al Mo,
o Recerma-Posada, Carcding V N Coll, Feonciele Hieflwig, Cesar G Victon, Aluisio | D Bams

mary
ground The rise in contraceptive use has largely been driven by shortacting methods of contraception, despite
igh effectiveness of long-acting reversible contraceptives. Several countries in Latin America and the Caribbean
made important progress increasing the vse of modern contraceptives, bt important inequalities remain. We
sed the prevalence and demand for modern contraceptive use in Latin America and the Caribbean with data
national health surveys.

ods Our data sources Included demographic and health surveys, multiple indicator cluster surveys. and
ductive health surveys carried out since 2004 in 23 countries of Latin America and the Caribbean. Anabyses were
| on sexually active women aged 1549 years irmespective of marital status, except in Argenting and Brazil, where
ses were restricted to women who wers mardied or in 2 anion. We calculated contraceptive prevalence and
ind for family planning satisfied. Contraceptive prevalence was defined as the percentage of sexually active
en aged 15-49 years who (or whose partners) were using a contraceptive method at the time of the surey
and for Family planning satisfied was defined as the proportion of women in need of contraception who were
1 a contraceptive method at the me of the survey. We separated survey data for modemn contraceptive use by type
ntraception used (long-acding, short-acting. or permanent). We also stratified survwey data by wealth, area of
ence, education, ethnicity, age. and a combination of wealth and area of residence. Wealth-related absolute and
ve inequalities were estimated both fior contraceptive prevalence and demand for Bamily planning satisfied.

ngs We report on surveys from 13 countries in Latin America and the Caribbean, anahsing a sample of
73w The k dern coniraceptive prevalence was observed in Haiti [31- 3%) and Bolivia (34- 6%}
nalities were wide in Bolivia, but almost non-exdsient in Haltl. Brazil, Colombia, Cosia Rica, Coba, and Paraguay
pver 70 of modermn contraceptive prevalence with Tow absolute inequalities. Use of Tong-acting reversilile
aceplives was below 10% in 17 of the 23 countries. Only Cuba, Colombla, Mexicn, Eeusdoe, Paraguay, and Trinkdsd
nbago had more than 10% of women adopting long-acting contraceptive methods. Mexico was the only country
tich long-acting contraceptive methods were more frequently used than short-acting methods . Young women
15-17 years, indigenous women, those in lower wealth quintiles, those living in roral areas. and those without
ation showed particularly low use of long-acting reversible contraceptives.

pretation Long-acting reversible contracepives ame seldom used in Latin America and the Caribbean. Because of

high effectiveness. convendence, and ease of continuation, availability of long-acting reversible contraceptives
ld be expanded and their use promoted, inchading among yeung and oulliparous women. In addition wo suitable
y planning services. information and counselling should be provided to women on a personal basis.

ing Wedlcome Trust, Pan American Health Organization.

right £ 20019 The Authorfs). Published by Elsevier Lid. This is an Open Access article under the OC BY 4.0
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Wealth-related inequalities in modern contraceptive
coverage, according to national coverage levels. The slop
index expresses the difference in percent points betweer
coverage at the top and the bottom of the wealth scale.
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¢Por qué invertir en planificacion familiar?

En las regiones en desarrollo, cada ddolar
gastado en servicios anticonceptivos
ahorra $2.20 dodlares en servicios de salud
materna y neonatal debido a disminuciones
en embarazos no planeados

gu.tt/HaciendoCuentas2017 ©2017



-ACER LAS NECESIDADES DE ANTICONCEPTIVOS
S ADOLESCENTES

-ar y expandir los servicios anticonceptivos
s paises en desarrollo reduciria los embarazos
aneados en seis millones.

‘ ' ‘ Resultados de

embarazos
Uso actual Planeados
de anti- 21 " Nacimientos
nceptivos Kok
espontaneos
Resultados de
e métodos embarazos
jernos por no planeados
todas las - Nacimientos
olescentes P
 necesitan | et AN
‘ Abortps
0 5 10 15 20 25 inducidos

Embarazos en mujeres de 15 a 19 aflos (en millones)

mbarazos no planeados no se eliminan en el escenario de uso completo porgue algunas mujeres experimentan
s métodos anticonceptivos.

www.guttmacher.org

BENEFICIOS DE SATISFACER PLENAMENTE L
NECESIDADES DE ANTICONCEPTIVOS

*Un mayor uso de anticonceptivos modernos entre las
adolescentes que no desean quedar embarazadas evitaria
embarazos no planeados, salvaria vidas y mejoraria la saluc

*Si todas las adolescentes que necesitan anticonceptivos
modernos los usaran, el total de embarazos se reduciria de
15 millones. Los embarazos no planeados se reducirian en :
millones por aio (59%), lo que resultaria en:
—2.1 millones de embarazos no planeados de
menos, una reduccién del 62%;
—3.2 millones de abortos inducidos de menos (L
disminucion del 57%), de los cuales 2.4 millones
habrian sido inseguros, y
—700,000 abortos espontaneos de embarazos r
planeados de menos, una disminucion del 60%.

-Las muertes maternas —aquellas debidas a complicacione:
embarazo y el parto— en mujeres de 15 a 19 afos disminuil
del nivel actual de 17,000 por afio a 11,500

/www.guttmacher.org/es/fact-sheet/haciendo-cuentas-satisfacer-necesidades-anticoncepcion-de-las-adolescentes




Cada dodlar adicional invertido en anticoncepcién reduciria en
ddlares el costo de los servicios de salud materna y neonatal el
Ameérica Latina y el Caribe.

https://www.guttmacher.org/es/fact-sheet/adding-it-up-contraception-mnh-2017-latin-america-caribbean
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Fig. 1 Percentage of females 15-19 years old who had begun childbearing by education level in selected LAC countries, 2008-2(

https://www.unicef.org/lac/sites/unicef.org.lac/files/2018-04/20180221_EmbarazoAdolescente_ESP_0_0.,

Costaria 10 ddlares por persona al afo satisfacer
completamente la necesidad tanto de anticoncepcién moderr
como de servicios de salud materna y neonatal en América
Latina y el Caribe.

https://www.guttmacher.org/es/fact-sheet/adding-it-up-contraception-mnh-2017-latin-america-caribbean




CUADRO 1. Porcentoje de madres odolescentes por grupo etario, tipo de
residencia (urbana o rural) y origen (indigena o no} en algunos paises
seleccionados de América Latina y el Caribe, 2010-2011

FORCENTAJE DE MADRES ADOLESCENTES

Pais Grupo
{afio del deedad Indigenas - No l_rfd_f-g!t_w_hi -
censo) {ofios) Urbano  Ruraf  Tetal Urbana  Rural Total
Brosil 15-17 10,6 2249 18,7 6,4 8.6 6,8
{20010)

1819 268 469 394 182 266 195
1518 170 316 264 111 152 118
Cota Rico 15-17 85 203 170 53 67 57
(2011) 18-19 236 421 361 170 222 184
15-18 152 287 247 100 126 108
Ectitdor 15-17 90 96 95 83 119 96
(=) 1819 289 342 329 252 341 281
1519 174 185 183 150 203 168
México 15-17 63 74 69 57 11 6D
(2916) 1819 234 274 253 206 258 216
15-19 13.2 148 14,0 116 14.2 12,2

Fanoma 1517 169 20,5 19,6 5.7 B9 6,7

gALTH OF WOMEN,

F010) 18-19 388 542 497 191 286 217

15-19 260 324 307 113 162 127

Uruguay 15-17 6.0 4.1 6.0 4.6 4.9 4.6

ISR 1819 202 258 204 169 7219 171

NPRLN 1519 116 125 116 93 113 o4
RES, |
RES

IACIDOS
//,
L

productive-health-journal.biomedcentral.com/track/pdf/10.1186/s12978-017-0345-y?site=reproductive-health-journal.biomedcentral.com




GRAFICO 6. El uso de anticonceptivos modernos previene defunciones de madres y lactantes.
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https://www.guttmacher.org/sites/default/files/report pdf/aiu-2012-estimates-sp 0.pdf
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¢ Qué método esta usando?

+ DIU

- La pildora

* La mini-pildora

057; - Inyectables de accién
=  prolongada

* Inyectables mensuales

* Implantes

« Vasectomia o

esterilizacion femenina

- Condones

(Masculinos o femeninos)

- Métodos vaginales

- MELA

* Métodos basados en el

conocimiento de la

fertilidad
%
>




Recomendaciones para
nuevos métodos

Key changes: New methods added to MEC 5t
edition

a Sino implant (II) —a LNG releasing two rod implant

a Ulipristal acetate — an emergency contraceptive pill

0 Depot medroxyprogesterone acetate sub-cutaneous
injection

0 Progesterone vaginal ring



Nuevos métodos

Anillo vaginal de progesterona

Sino-implant Il
(implante de LNG)

Acetato de ulipristal




Acetato de Medroxiprogesterona, sc.

*Depo-subQ provera 104® o Sayena®, Pfizer
*104mg en 0.65mL (dosis 30% menor).

*Suprime la ovulacidén a lo largo de 3 meses.

*Efectividad anticonceptiva de 99.9%.
*Alteraciones menstruales y en la densidad

mineral dsea.

*Autoaplicable y aceptable

Jain J, et al. Contraception 2004;70:269-75.



Sino implant Il

*150mg de levonorgestrel

*Alta efectividad durante 4 afios: 0.9-1.06%

*Inhibe ovulacion
*Manufactura china, bajo precio

*Recomendaciones comunes a implantes.

Steiner MJ, et al. Contraception 2010;81:197-201.



Anillo vaginal liberador de progesterona
(AVP)

*Libera aprox. 10mg al dia de progesterona

*Concentracion en suero: 7 ng/mL

*Duracion: 90 dias. Efectividad: >98.5%

*Para uso durante la lactancia, desde 42. semana

PROGESTERONA

post-parto

Fertiring *Inhibe ovulacion y altera moco cervical

*Sin efectos adversos en leche o infante
rH-rBells

*Registrado en 9 paises de Latinoamérica

Nath A, et al. Contraception 2010;82:428-34.



Acetato de Ulipristal (UPA)

*Modulador selectivo de los receptores de

e progesterona.
_ww ":_ " Fd '
ﬁ, *Dosis Unica de 30mg.

*Inhibe o retarda la ovulacion.
*Administracion: durante los 5 dias post-coito.
*En 232 embarazos con exposicion

involuntaria no se observaron efectos

teratogénicos.

Raymond EG. New Engl J Med 2015;372:1342-48.
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N° de Nacimientos segun grupos
de edad- 2015, 2016 y 2017*
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Hasta los 19 anos mas del 60% son No intencionales
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