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Objectives: Towhat extent is DMPA-SC reaching new users versus encouragingmethod switching among existing
users? Though increasingly-popular, little is known about characteristics of women using DMPA-SC in SSA. We
compared characteristics of women using DMPA-SC with those of other modern methods, and identified the ex-
tent to which women using DMPA-SC switched from another method or are first-time users of contraception.
Study design:We used data collected by the PerformanceMonitoring for Action (PMA) Project between 2016 and
2019 from three countries, Burkina Faso, Democratic Republic of Congo, andUganda.We tabulated characteristics

of DMPA-SC, DMPA-IM, implant, andmale condom users, and usedmultivariate analysis to compare characteris-
tics of women using DMPA-SC those of the other three methods. We also examined previous contraceptive
method use (if any) among women currently using DMPA-SC.
Results: We found that never-married women were more likely to use male condoms instead of DMPA-SC.
Women with two or more children (compared to no children or one child) were more likely to use implants in-
stead of DMPA-SC in both Uganda and DRC. DMPA-SCwas the first method used by themajority of current users
in Burkina Faso and Uganda. DMPA-SC users who previously used another method generally switched from less
effective methods.
Conclusions: Although the characteristics of women using DMPA-SC varied across countries, DMPA-SC appears to
be reaching newpopulations of women instead of inspiring existingmodern users to switch toDMPA-SC, and ap-
pears to be appealing to first time users of contraception.
Implications: It appears that DMPA-SC appeals to new contraceptive users in sub-Saharan Africa, which implies
that DMPA-SC may have the potential to increase modern contraceptive prevalence in sub-Saharan African
countries.
© 2021 The Author(s). Published by Elsevier Inc. This is an open access article under the CC BY license (http://

creativecommons.org/licenses/by/4.0/).
1. Introduction

Subcutaneous depotmedroxyprogesterone acetate (DMPA-SC) (also
known by the product name “Sayana®Press”), has the potential to be-
come a prominent modern contraceptive method in sub-Saharan Africa
(SSA). Injectables are already the most commonmodernmethod in SSA
[1], and DMPA-SC has some notable advantages over intramuscular
DMPA (DMPA-IM): DMPA-SC can be self-injected or administered by a
community health worker (CHW), and is increasingly available at phar-
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macies or drug shops, thereby potentially reaching a larger number of
women than DMPA-IM [2–6]. In some settings, women who used both
methods preferred DMPA-SC due to fewer side effects, faster adminis-
tration, and less pain [4]; and family planning service providers pre-
ferred the method as well [7]. In addition, self-injection of DMPA-SC
was found to bemore cost-effective thanDMPA-IM [8,9]. Given these at-
tributes, it's not surprising that the prevalence of DMPA-SC has in-
creased in recent years [10].

The rapid introduction of DMPA-SC to contraceptive markets in SSA
has implications for the use of DMPA-IM, other modern methods, and
the trajectory of modern contraceptive use in the region. There is hope
that DMPA-SC will be appealing and accessible to women in SSA who
have not previously used modern contraception, which may then in-
crease modern contraceptive prevalence in the region [2,11,12].
er the CC BY license (http://creativecommons.org/licenses/by/4.0/).
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Evidence suggests that the addition of a new contraceptive method
often attracts new contraceptive users and increases overall contracep-
tive prevalence [13]. But the extent to which DMPA-SC users have
switched from another modern method or are first-time contraceptive
users at the population level is not known. Among women currently
using DMPA-SC, what methods did they use previously, if any?

Little is known about characteristics of women using DMPA-SC and
how they compare with those of other modern methods in SSA, partic-
ularly DMPA-IM. Most studies of DMPA-SC users are not population-
based, instead involving sub-populations like adolescents [11] or family
planning clients of community health workers or service delivery facili-
ties [14–17]. The few population-based studies have examined a limited
set of DMPA-SC user characteristics, and have seldom compared charac-
teristics of DMPA-SC users with women using other prominent contra-
ceptive methods [6,18,19]. One population-based study recently
compared characteristics of DMPA-SC with users all other modern
methods combined and non-users [7], but how characteristics of
women using DMPA-SC compare with DMPA-IM and other specific
modern methods is not known. A comparison of characteristics of
DMPA-SC users to users of other common modern methods (particu-
larly DMPA-IM) provides insight into whether DMPA-SC is indeed
reaching new populations, or simply reaching the same population as
other modern methods.

In this research, we used population-based data from Burkina Faso,
the Democratic Republic of Congo (DRC), and Uganda to (1) compare
characteristics of women using DMPA-SC with those of the most com-
mon other non-permanent modern methods in each country, and (2)
measure the percentage of DMPA-SC users who switched from other
methods (and if so, fromwhichmethods), or were new users ofmodern
contraception.

2. Materials and methods

Fewpopulation-based datasets includemeasures of DMPA-SC in SSA
countries. Demographic andHealth Surveys (DHS) recently added ques-
tions about DMPA-SC to the round 8 survey instrument [20], but results
have not yet been published.

For this analysis, we used data from the Performance Monitoring for
Action Project (PMA) (previously called “Performance, Monitoring and
Accountability 2020”). Since 2013, PMA has collected population repre-
sentative data on key family planning indicators in eleven geographies
in Africa and Asia. In all countries, PMA used multi-stage stratified clus-
ter design to draw a probability sample of households and females of
childbearing age. Datasets can be obtained through the PMA website
at www.pmadata.org; more information on the study is provided in
Zimmerman et al. 2017 [21].

We used PMA data from Burkina Faso, Uganda, and the DRC. We se-
lected these countries because they have multiple rounds measuring
DMPA-SC use, and each has achieved DMPA-SC prevalence of greater
than 1% among all women in the most recent PMA survey. Data from
the first two countries are representative at the national level, while
PMA in DRC operates in two provinces, Kinshasa and Kongo Central,
selecting representative samples at this subnational level. The specific
rounds of PMA data used are from 2016, 2017, 2018, and 2019 for
Burkina Faso; 2016, 2017 and 2018 for DRC; and 2017 and 2018 for
Uganda. PMA received ethical approval from institutional review boards
in each country and Johns Hopkins Bloomberg School of Public Health.

2.1. Measures

PMA surveys measured contraceptive use (including DMPA-SC)
with a series of questions, starting with “Are you or your partner cur-
rently doing something or using any method to delay or avoid getting
pregnant?” If the woman reported using contraception, the PMA survey
then asked her to name the method or methods she was using. If the
woman reported using an injectable, the survey asked “Was the
2

injection administered via syringe or small needle?” and respondents
were shown an image of bothDMPA-SC andDMPA-IM so she could pro-
vide an accurate distinction.

We compared characteristics of DMPA-SC users with three other
prominent modern methods in each country. Because DMPA-SC has
similar attributes and is often compared with DMPA-IM (e.g., [4,6]),
we included DMPA-IM users in our analysis for all three countries. The
other two methods were the most common non-permanent modern
methods among all women in each country, which were the same in
all three settings: implants and male condoms.

Wemeasuredmethod switching amongDMPA-SC users through the
following question: “Right before you started using [current/most re-
cent method], were you doing something or using any method to
delay or avoid getting pregnant?” Respondents were then asked for
the penultimate method used (these questions were included only in
Burkina 2018 and 2019 and 2018 DRC survey instruments). We tabu-
lated this for current DMPA-SC users to identify previous methods
used (if any). We also tabulate responses to the question “Which
method did you first use to delay or avoid getting pregnant?” among
current DMPA-SC users to identify the percentage for whom DMPA-SC
was the first method used.

The characteristics in our analysis were selected as those which are
commonly associated with contraceptive use and method type. We fo-
cused on three categories ofmeasures: (1) sociodemographic character-
istics, (2) fertility preferences, and (3) exposure to family planning
messages. The sociodemographic measures are age, number of lifetime
births, marital status, level of education, household wealth, and urban/
rural residence. Household wealth was measured using a constructed
wealth index based on ownership of 25 household durable assets,
house and roof material, livestock ownership and water source. We
also included family planning programming, measured as whether the
woman was exposed to a family planning message via radio, television,
or a magazine. Finally, we included two family planning-related mea-
sures: fertility preferences (want another birth), and an index of the
number of FP methods known (ranging from 0 to 13).

2.2. Analytic methods

In our analysis, we first presented the (weighted) percentages of
characteristics of interest for women using DMPA-SC, DMPA-IM, im-
plants, andmale condoms.We used bivariate chi-squared tests with de-
sign-based F statistics to identify statistically significant differences in
these characteristics between DMPA-SC users and users of each other
method. Formeasureswithmultiple categories (e.g., age), we compared
all categories as a group between women using DMPA-SC and those of
the other three methods.

To examine whether and how users of DMPA-SC are different from
women using each of these other modernmethods, we conducted mul-
tivariable regressions. The purpose of these regressions is to identify
characteristics associated with DMPA-SC use compared to other
methods, while controlling for other measures that are associated with
contraceptive use and method choice. We used multinomial logistic re-
gression in which the binary dependent variable was DMPA-SC users
(with value of “0”), compared to users of each of the other three contra-
ceptive methods. Independent variables included were age, which was
separated into five year age intervals from 15 to 49 years; number of
births (divided into categories of 0–1, 2–5, 6 or more), highest level of
educational attainment (none, primary, secondary, tertiary), marital
status (currently married/living together, divorced/ widowed, never-
married), wealth quintile, the FP program exposure measures, fertility
preferences (want another child, do not want another child, don't
know/infertile) and number of contraceptive methods known (0–13).
We presented adjusted relative risk ratios (aRRR) and 95% confidence
intervals (95% CI) for all regression results. We accounted for the
study design features and non-response by using survey weights in
our analysis.

http://www.pmadata.org
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Finally, we examined previous method use amongwomen currently
using DMPA-SC by tabulating (1) the penultimate contraceptive
method among women currently using DMPA-SC (in Burkina Faso and
DRC only), and (2) the first contraceptive method used among women
currently using DMPA-SC in each country, which also included the per-
centage of women for whom DMPA-SC was their first contraceptive
method.

3. Results

Table 1 shows characteristics of women using DMPA-SC, DMPA-IM,
implants, and male condoms; and results of chi-squared statistical
tests comparing characteristics of women using the latter three
Table 1
Characteristics of women using DMPA-SC, compared with DMPA-IM Implants, and Male Cond

Burkina Faso

DMPA-SC DMPA- Implants Male condom

IM

n= 253 427 1107 434
Age category
15–19 6.7% 9.7% 8.9% 25.8%
20–24 22.3% 17.3% 19.6% 32.6%
25–29 28.6% 24.6% 20.3% 17.4%
30–34 19.0% 21.8% 20.2% 9.8%
35–39 15.0% 16.1% 14.9% 9.0%
40–44 6.7% 8.1% 11.7% 3.2%
45–49 1.9% 2.5% 4.4% 2.1%
p-value 0.47 0.04 <0.01

Number of children
0–1 16.3% 19.2% 17.9% 28.8%
2–5 65.5% 57.6% 52.3% 22.6%
6+ 18.1% 23.2% 29.8% 48.6%
p-value 0.17 0.01 <0.01

Fertility preferences
More children 84.1% 78.4% 76.8% 89.6%
No more children 15.4% 19.3% 22.4% 10.2%
Don't know/infertile 0.5% 2.3% 0.9% 0.2%
p-value 0.12 <0.01 0.14

Education
None 62.7% 62.6% 65.5% 16.2%
Primary 21.6% 22.1% 18.6% 13.6%
Secondary 14.8% 14.7% 14.9% 55.1%
Tertiary or higher 0.9% 0.6% 1.0% 15.1%
p-value 0.96 0.72 <0.01

Marital Status
Married 93.6% 92.0% 89.0% 34.7%
Divorced/widowed 2.4% 2.1% 4.5% 3.8%
Never-married 4.0% 5.9% 6.6% 61.5%
p-value 0.57 0.05 <0.01

Wealth quintile
1 (lowest) 19.6% 21.0% 22.7% 6.6%
2 20.9% 22.4% 21.6% 6.7%
3 16.8% 22.5% 21.8% 8.3%
4 22.3% 14.7% 16.4% 14.1%
5 (highest) 20.4% 19.5% 17.5% 64.3%
p-value 0.29 0.29 <0.01
Heard FP on radio 69.7% 64.9% 67.4% 65.3%
p-value 0.33 0.52 0.35
Saw FP on TV 37.4% 33.3% 30.2% 60.4%
p-value 0.45 0.04 <0.01
Saw FP in magazine 10.9% 11.4% 10.6% 29.0%
p-value 0.88 0.93 <0.01
Mean number of FP methods known 6.9 7.5 7.0 8.5
p-value 0.02 0.97 <0.01
Urban residence 18.5% 20.3% 21.1% 68.9%
p-value 0.65 0.42 <0.01

Notes: Bold font indicates statistically significant differences between characteristics of DMPA-
bivariate analysis were chi-squared tests with design-based F statistics; urban residence was n
source for this analysis was the Performance Monitoring for Action (PMA) Project, 2016–2019
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methods to those using DMPA-SC. Overall, our bivariate results show
that, compared to users of DMPA-SC, condomuserswere typically youn-
ger, better educated, and were unmarried. In all settings, condom users
weremore likely to be younger, nevermarried, and to have 0–1 children
thanDMPA-SC users. Condomuserswere also better educated andmore
likely to see an advertisement about FP in a magazine in Burkina Faso
and Uganda. Condom users were aware of more methods in Burkina
Faso but fewer in Uganda and DRC. It appears that implant users have
significantly higher parity than DMPA-SC users in all settings. There
were few statistically significant differences between users of DMPA-
SC and DMPA-IM or implants.

Results of multivariatemultinomial logistic regressions are shown in
Tables 2-4, separately for each country, and presented by adjusted rela-
oms in Burkina Faso, DRC, and Uganda.

DRC Uganda

DMPA- DMPA- Implants Male DMPA- DMPA- Implants Male

SC IM Condom SC IM Condom

75 207 444 673 167 868 482 276

7.0% 6.0% 6.2% 19.1% 5.2% 8.7% 4.9% 27.1%
26.7% 17.2% 21.7% 29.0% 22.3% 25.5% 26.4% 25.1%
16.4% 19.1% 17.1% 21.9% 31.1% 24.5% 27.5% 18.0%
16.4% 20.8% 24.8% 14.2% 18.4% 19.2% 20.8% 12.6%
12.4% 15.6% 14.9% 9.0% 14.3% 13.1% 12.3% 10.6%
10.0% 16.0% 11.4% 4.5% 5.7% 6.2% 6.5% 4.1%
11.0% 5.3% 4.0% 2.4% 3.2% 2.8% 1.7% 2.5%

0.39 0.28 0.02 0.67 0.80 <0.01

30.3% 17.9% 14.3% 38.4% 24.0% 22.1% 13.3% 44.9%
50.9% 54.8% 60.3% 32.8% 55.2% 56.9% 64.4% 29.5%
18.9% 27.4% 25.4% 28.8% 20.8% 21.1% 22.3% 25.6%

0.13 0.03 0.02 0.90 0.04 <0.01

61.9% 52.9% 57.6% 82.3% 72.5% 67.9% 64.2% 82.6%
30.6% 37.8% 33.3% 15.8% 26.8% 31.8% 35.7% 17.2%
7.5% 9.3% 9.1% 1.9% 0.7% 0.3% 0.2% 0.2%

0.53 0.71 <0.01 0.56 0.10 0.18

4.8% 9.5% 5.1% 6.6% 5.0% 5.5% 8.5% 3.6%
26.9% 28.7% 31.6% 17.6% 40.6% 34.9% 38.1% 24.7%
67.5% 61.1% 61.5% 67.6% 49.6% 53.0% 45.8% 50.0%
0.9% 0.7% 1.8% 8.3% 5.0% 6.7% 7.7% 21.8%

0.63 0.81 0.16 0.66 0.44 0.01

73.9% 75.2% 73.8% 48.5% 86.0% 78.7% 86.1% 46.7%
13.2% 11.0% 10.9% 3.7% 9.7% 10.6% 11.0% 10.9%
12.9% 13.8% 15.3% 47.9% 4.4% 10.8% 2.9% 42.5%

0.88 0.83 <0.01 0.15 0.69 <0.01

4.8% 11.2% 16.5% 12.9% 17.7% 12.4% 18.0% 9.8%
15.0% 21.8% 19.4% 16.6% 17.3% 18.5% 20.4% 14.1%
16.0% 16.5% 20.4% 21.4% 20.8% 24.1% 21.2% 17.4%
22.9% 26.2% 17.1% 20.1% 26.9% 23.0% 17.1% 18.2%
41.3% 24.4% 26.6% 29.0% 17.3% 21.9% 23.2% 40.5%

0.25 0.05 0.33 0.64 0.47 0.08
43.7% 31.1% 34.7% 35.6% 76.2% 84.7% 78.3% 83.4%

0.09 0.08 0.17 0.13 0.73 0.23
33.9% 33.6% 50.7% 37.0% 30.9% 29.8% 25.7% 48.4%

0.98 0.25 0.83 0.88 0.49 0.11
6.8% 11.9% 7.8% 12.6% 16.7% 22.0% 16.1% 33.3%

0.46 0.82 0.25 0.24 0.88 0.04
7.4 7.1 7.7 6.4 9.2 9.0 9.0 8.5

0.45 0.34 <0.01 0.18 0.30 0.01
- - - - 20.3% 20.5% 17.9% 32.8%

0.98 0.81 0.41

SC users and other methods, by measure group (at p < 0.05); p-values provided are from
ot measured in the sampling frame for DRC, so it is not included in the analysis; the data
.



Table 2
Characteristics of women using DMPA-IM, Implants, and Male Condom compared with DMPA-SC, in Burkina Faso.

DMPA-IM Implants Male condom

aRRR 95% CI aRRR 95% CI aRRR 95% CI

Age category
15–19 (reference) 1.00 1.00 1.00
20–24 0.66 0.28, 1.52 0.84 0.41, 1.75 0.76 0.35, 1.66
25–29 0.79 0.30, 2.06 0.74 0.33, 1.65 0.55 0.22, 1.39
30–34 0.93 0.35, 2.49 0.98 0.40, 2.40 0.63 0.23, 1.74
35–39 0.67 0.23, 1.90 0.74 0.32, 1.75 0.70 0.24, 2.03
40–44 0.58 0.17, 1.99 1.14 0.38, 3.47 0.45 0.14, 1.47
45–49 0.53 0.11, 2.63 1.39 0.31, 6.28 0.85 0.16, 4.45

Number of children
0–1 (reference) 1.00 1.00 1.00
2–5 0.65 0.38, 1.11 0.73 0.44, 1.20 1.10 0.59, 2.04
6+ 0.71 0.35, 1.46 1.20 0.60, 2.40 4.78 2.22, 10.25

Fertility preferences
More children (reference) 1.00 1.00 1.00
No more children 1.65 0.88, 3.12 1.12 0.69, 1.83 1.05 0.52, 2.14
Don't know/infertile 7.09 0.74, 67.49 1.36 0.16, 11.9 0.70 0.06, 8.86

Education
None (reference) 1.00 1.00 1.00
Primary 0.82 0.47, 1.43 0.82 0.51, 1.33 1.22 0.67, 2.24
Secondary 0.73 0.41, 1.30 0.86 0.50, 1.47 2.13 1.05, 4.33
Tertiary or higher 0.32 0.07, 1.40 0.77 0.27, 2.20 4.42 1.37, 14.29

Marital Status
Married (reference) 1.00 1.00 1.00
Divorced/widowed 0.77 0.25, 2.41 1.59 0.72, 3.50 3.04 1.12, 8.21
Never-married 1.39 0.58, 3.34 1.41 0.69, 2.87 10.68 4.54, 25.12

Wealth quintile
1 (lowest, reference) 1.00 1.00 1.00
2 1.10 0.67, 1.81 0.93 0.55, 1.57 0.89 0.32, 2.51
3 1.29 0.61, 2.74 1.27 0.65, 2.47 1.43 0.50, 4.13
4 0.59 0.29, 1.20 0.70 0.37, 1.32 1.47 0.53, 4.06
5 (highest) 0.73 0.28, 1.90 0.74 0.32, 1.70 3.40 0.98, 11.75
Heard FP on radio 0.80 0.49, 1.32 1.02 0.69, 1.50 0.91 0.51, 1.64
Saw FP on TV 0.78 0.40, 1.51 0.71 0.47, 1.09 0.86 0.45, 1.63
Saw FP in magazine 0.98 0.52, 1.84 1.03 0.51, 2.10 1.00 0.50, 2,00
Number of FP methods known 1.17 1.06, 1.30 1.03 0.94, 1.14 1.24 1.09, 1.41
Urban residence 1.52 0.75, 3.07 1.62 0.93, 2.82 2.47 1.05, 5.81
N= 2221

Notes: Results above are from multinomial logistic regressions. Instances where the odds ratios in 95% CIs do not cross 1 are indicated in bold font; aRRR = adjusted relative risk ratios
(adjusted); 95% CIs = 95% confidence intervals; the data source for this analysis was the Performance Monitoring for Action (PMA) Project, 2016–2019. We included all measure
above as variables in these regression models.
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tive risk ratios (aRRR) and 95% confidence intervals (CIs). In Burkina
Faso (Table 2), we found that knowledge of one additional FP method
was associated with a greater aRRR of using DMPA-IM instead of
DMPA-SC (aRRR 1.17; 95% CI 1.06–1.30). We did not find any statisti-
cally significant differences in characteristics betweenwomen using im-
plants and DMPA-SC. Women who had six or more children, had
secondary or tertiary or high education, were divorced/widowed and
never-married, lived in an urban area, and knew more FP methods all
had significantly higher risk of usingmale condoms instead of DMPA-SC.

For women in the DRC (Table 3), women who had two to five (aRRR
3.04; 95% CI 1.40–6.57) or six or more children (aRRR 3.47; 95% CI 1.17–
10.30), and who didn't know if they wanted more children or were in-
fertile (aRRR 3.12; 95% CI 1.50–6.50) had significantly greater aRRR of
using implants instead of DMPA-SC. Women aged 45 to 49 and heard
about FP on the radio had significantly lower relative risk of using im-
plants compared to DMPA-SC. Finally, we found that women who
were never-married or saw an FP advertisement in a magazine had sig-
nificantly greater relative risk of using male condoms compared to
DMPA-SC; and women who were in the highest wealth quintile and
knew more FP methods had significantly lower relative risk of using
male condoms instead of DMPA-SC.

Turning to Uganda (Table 4), women who were between 25 and
29 years old had significantly lower relative risk of using DMPA-IM
4
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compared to DMPA-SC (aRRR 0.37; 95% CI 0.14–0.96). Women aged 35
to 39 and 45 to 49 had significantly lower relative risk of using implants
compared to DMPA-SC; and those with between two and five children,
and six ormore children, andwanted nomore children had significantly
higher relative risk of using implants instead of DMPA-SC. For male con-
dom, we found that women aged 20 to 34 had significantly lower rela-
tive risk of using male condom (compared to women aged 15 to 19)
instead of DMPA-SC; and women who were never-married had signifi-
cantly higher relative risk (aRRR10.70; 95%CI 2.34–48.86) of usingmale
condoms instead of DMPA-SC.

Finally, in Table 5 we show results for previous method use (both
first method and penultimate method) among women currently
using DMPA-SC. Starting with the penultimate method, DMPA-IM
was the penultimate method for 13.7% of current DMPA-SC users in
Burkina Faso and 11.3% in DRC. The remainder were slightly more
likely to have switched to DMPA-SC from a less effective than from
a more effective method, particularly in DRC, where 40% of current
DMPA-SC users were previously using a less effective method. Turn-
ing to first method used, in Uganda, DMPA-SC was the first method
for just over half of DMPA-SC users (52.1%), compared to 41.3% in
DRC, and 58.0% in Burkina Faso. DMPA-IM was the first method for
25.1% of current users in Uganda, 3.8% in DRC, and 14.6% in Burkina
Faso.



Table 3
Characteristics of women using DMPA-IM, Implants, and Male Condom compared with DMPA-SC users, in DRC.

DMPA-IM Implants Male condom

aRRR 95% CI aRRR 95% CI aRRR 95% CI

Age category
15–19 (reference) 1.00 1.00 1.00
20–24 0.91 0.30, 2.74 0.86 0.35, 2.12 0.68 0.27, 1.72
25–29 1.26 0.31, 5.17 0.71 0.31, 1.66 0.95 0.25, 3.65
30–34 1.31 0.26, 6.70 1.05 0.28, 3.94 0.93 0.17, 5.09
35–39 0.94 0.26, 3.43 0.60 0.23, 1.58 0.73 0.21, 2.59
40–44 0.92 0.21, 3.96 0.48 0.15, 1.57 0.51 0.08, 3.17
45–49 0.30 0.08, 1.17 0.14 0.04, 0.47 0.42 0.08, 2.19

Number of children
0–1 (reference) 1.00 1.00 1.00
2–5 1.67 0.61, 4.60 3.04 1.40, 6.57 1.39 0.67, 2.86
6+ 1.76 0.56, 5.53 3.47 1.17, 10.30 2.35 0.91, 6.07

Fertility preferences
More children (reference) 1.00 1.00 1.00
No more children 1.74 0.83, 3.65 1.49 0.89, 2.51 0.59 0.33, 1.07
Don't know/infertile 2.99 0.89, 10.05 3.12 1.50, 6.50 0.51 0.17, 1.53

Education
None (reference) 1.00 1.00 1.00
Primary 0.65 0.11, 3.92 1.08 0.21, 5.46 0.54 0.09, 3.45
Secondary 0.67 0.15, 2.97 0.88 0.21, 3.69 0.99 0.21, 4.75
Tertiary or higher 0.43 0.02, 7.77 2.50 0.21, 29.69 10.42 0.79, 137.62

Marital Status
Married (reference) 1.00 1.00 1.00
Divorced/widowed 1.05 0.47, 2.35 1.03 0.43, 2.48 0.43 0.17, 1.13
Never-married 1.31 0.44, 3.89 1.16 0.31, 4.31 3.60 1.20, 10.77

Wealth quintile
1 (lowest, reference) 1.00 1.00 1.00
2 0.67 0.18, 2.49 0.35 0.09, 1.34 0.41 0.13, 1.28
3 0.48 0.10, 2.19 0.43 0.11, 1.66 0.60 0.18, 1.92
4 0.56 0.08, 4.04 0.28 0.05, 1.46 0.35 0.08, 1.47
5 (highest) 0.29 0.05, 1.65 0.22 0.04, 1.11 0.25 0.07, 0.93
Heard FP on radio 0.55 0.24, 1.24 0.51 0.29, 0.89 0.77 0.35, 1.69
Saw FP on TV 1.54 0.50, 4.76 2.94 0.92, 9.42 1.19 0.33, 4.24
Saw FP in magazine 4.98 0.92, 26.90 1.91 0.57, 6.40 3.95 1.03, 15.16
Number of FP methods known 0.90 0.76, 1.06 1.02 0.88, 1.19 0.77 0.66, 0.90
N= 1399

Notes: Results above are from multinomial logistic regressions. Instances where the odds ratios in 95% CIs do not cross 1 are indicated in bold font; aRRR = adjusted relative risk ratios
(adjusted); 95% CIs = 95% confidence intervals; the data source for this analysis was the Performance Monitoring for Action (PMA) Project, 2016–2019. We included all measure
above as variables in these regression models.
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4. Discussion

Our goal in this research is to examinewhether DMPA-SC is reaching
a new population of contraceptive users. To do so, we used data from
three countries in SSA with growing prevalence of DMPA-SC use [7],
and compared characteristics of women using DMPA-SC with those
using other common non-permanent modern methods, and examined
the extent to which current DMPA-SC users switched from another
method- and if so, which method they previously used.

Overall, we find that characteristics of women using DMPA-SC gen-
erally differed from those using other common modern contraceptive
methods. Some differences in characteristics are consistent across coun-
tries. In all three countries, never-married women were more likely to
use male condoms instead of DMPA-SC, which is consistent with re-
search elsewhere showing that never-married women were less likely
to use DMPA-SC than all other modern methods combined [7]. This
may be explained by the fact that condoms are generally not used in
marriage in SSA [22]. We also find that, compared to women aged 15
to 19, those aged 45 to 49 were less likely to use implants instead of
DMPA-SC in Uganda and DRC, which could be the result of DMPA-SC
programs targeted to younger women in these settings [23]. Overall,
however, the relationship between age and DMPA-SC use (compared
to other methods) was not consistent across settings, which conforms
to results of DMPA-SC expansion in Nigeria, which also reached a high
5
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percentage of new users of contraception but lower percentages of
women under 25 [6]. Finally, women with two or more children (com-
pared to none or one) were more likely to use implants instead of
DMPA-SC in both Uganda and DRC. Other differences in characteristics
were not consistent across countries, which likely reflects differing ap-
proaches to the introduction of DMPA-SC across countries, as described
in Stout et al. 2018 [18].

Since they are considered comparable methods, it is notable that
there were relatively few differences in characteristics between users
of DMPA-SC and DMPA-IM in our multivariate analysis. This lack of dif-
ferences in characteristics is consistent with previous research from
Uganda, but not in Burkina Faso, where prior research found differences
between DMPA-SC and DMPA-IMusers in age, parity, education, wealth
[17].

In addition, we find that DMPA-SC was the first method for the ma-
jority of current users in Burkina Faso and Uganda, and for close to half
of current users in DRC. Less than 15% of current DMPA-SC users
switched from DMPA-IM in Burkina Faso and DRC. We also found that
many current DMPA-SC users in DRC switched from a less effective
method,whichmight reflect the factwomenoften initiate contraceptive
use with short-acting and less effective methods [25]. Overall, we find
evidence for the speculation that DMPA-SC may be appealing for first-
time users of contraception [24], again supporting our conclusion that
DMPA-SC appears to be reaching new populations.



Table 4
Characteristics of women using DMPA-IM, Implants, and Male Condom compared with DMPA-SC, in Uganda.

DMPA-IM Implants Male condom

aRRR 95% CI aRRR 95% CI aRRR 95% CI

Age category
15–19 (reference) 1.00 1.00 1.00
20–24 0.56 0.19, 1.63 0.74 0.24, 2.26 0.25 0.09, 0.67
25–29 0.37 0.14, 0.96 0.43 0.15, 1.24 0.20 0.07, 0.57
30–34 0.44 0.16, 1.21 0.42 0.16, 1.12 0.26 0.08, 0.81
35–39 0.40 0.11, 1.50 0.25 0.07, 0.87 0.43 0.10, 1.75
40–44 0.44 0.12, 1.60 0.29 0.07, 1.18 0.34 0.07, 1.61
45–49 0.29 0.05, 1.66 0.12 0.03, 0.51 0.24 0.03, 2.07

Number of children
0–1 (reference) 1.00 1.00 1.00
2–5 1.60 0.95, 2.69 2.66 1.42, 4.97 0.88 0.46, 1.66
6+ 1.38 0.64, 2.97 2.81 1.17, 6.74 1.16 0.48, 2.84

Fertility preferences
More children (reference) 1.00 1.00 1.00
No more children 1.53 0.85, 2.76 1.88 1.11, 3.16 1.00 0.43, 2.33
Don't know/infertile 0.42 0.04, 3.97 0.24 0.02, 3.26 0.33 0.01, 8.09

Education
None (reference) 1.00 1.00 1.00
Primary 0.62 0.25, 1.58 0.46 0.19, 1.10 0.87 0.20, 3.74
Secondary 0.78 0.27, 2.24 0.53 0.18, 1.56 1.02 0.21, 4.99
Tertiary or higher 1.14 0.30, 4.38 1.16 0.29, 4.64 4.55 0.75, 27.66

Marital Status
Married (reference) 1.00 1.00 1.00
Divorced/widowed 1.33 0.61, 2.91 1.40 0.58, 3.36 2.49 0.94, 6.64
Never-married 2.74 0.91, 8.28 0.76 0.26, 2.26 10.70 2.34, 48.86

Wealth quintile
1 (lowest, reference) 1.00 1.00 1.00
2 1.36 0.65, 2.82 1.16 0.51, 2.65 1.09 0.41, 2.87
3 1.54 0.62, 3.85 1.11 0.42, 2.96 1.26 0.44, 3.59
4 1.17 0.47, 2.91 0.81 0.36, 1.82 0.91 0.29, 2.83
5 (highest) 2.04 0.67, 6.20 2.13 0.65, 6.91 3.17 0.95, 10.54
Heard FP on radio 1.87 0.87, 4.02 1.29 0.57, 2.92 1.80 0.79, 4.07
Saw FP on TV 0.62 0.37, 1.06 0.62 0.35, 1.12 0.79 0.40, 1.56
Saw FP in magazine 1.56 0.93, 2.61 1.21 0.68, 2.15 1.61 0.80, 3.24
Number of FP methods known 0.89 0.71, 1.11 0.90 0.70, 1.14 0.78 0.61, 1.00
Urban residence 0.96 0.28, 3.29 0.85 0.23, 3.21 0.96 0.20, 4.71
N= 1793

Notes: Results above are from multinomial logistic regressions. Instances where the odds ratios in 95% CIs do not cross 1 are indicated in bold font; aRRR = adjusted relative risk ratios
(adjusted); 95% CIs = 95% confidence intervals; the data source for this analysis was the Performance Monitoring for Action (PMA) Project, 2016–2019. We included all measure
above as variables in these regression models.

Table 5
Previous contraceptive method use among women currently using DMPA-SC in Burkina Faso, DRC, and Uganda.

Burkina Faso DRC Uganda

Penultimate Method First Method Used Penultimate Method First Method Used First Method Used

n % n % n % n % n %

More effective method 28 13.7 36 12.5 0 0.0 2 1.9 10 6.0
Equally effective method 28 13.7 42 14.6 6 11.3 4 3.8 42 25.1
Less effective method 26 13.3 43 14.8 21 40.4 55 52.9 28 16.8
DMPA-SC first 121 59.4 167 58.0 25 48.3 43 41.3 87 52.1
Implant 26 12.9 36 12.5 0 0.0 2 1.9 9 5.4
IUD 2 0.8 0 0.0 0 0.0 0 0.0 1 0.6
DMPA-IM 28 13.7 42 14.6 6 11.3 4 3.8 42 25.1
Pill 19 9.2 34 11.8 13 26.0 21 20.2 7 4.2
Emergency 0 0.2 0 0.0 1 2.2 0 0.0 5 3.0
LAM 0 0.0 0 0.0 0 0.0 1 1.0 0 0.0
Male condom 3 1.3 5 1.7 2 3.8 5 4.8 7 4.2
Rhythm 2 1.2 3 1.0 3 6.3 15 14.4 3 1.8
Withdrawal 1 0.7 1 0.3 0 0.0 4 3.8 1 0.6
Other 1 0.7 0 0.0 1 2.2 9 8.7 5 3.0
Total 204 100.0 288 100.0 51 100.0 104 100.0 167 100.0

Notes: Penultimatemethodwas only asked in thefinal two rounds in Burkina Faso andfinal round inDRC; respondentswho did not report afirstmethodwere dropped (2 in Burkina Faso
5 inDRC, 2 in Uganda). IUDs and implants were consideredmore effectivemethods than DMPA-SC; DMPA-IMwas considered equally effective; pills, emergency contraception, LAM,male
condom, rhythm,withdrawal, and othermethodswere considered less effective thanDMPA-SC; the data source for this analysiswas the PerformanceMonitoring for Action (PMA) Project
2016–2019.
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This research has some notable limitations. First, we do not have infor-
mation on penultimate method used in Uganda, so we cannot measure
method switching there. Also, penultimate method was measured only
in 2018 in DRC, leading to a relatively small sample size. In addition,
among DMPA-SC users who previously used another method, we do
not have information on the timing of previous method use. Therefore,
we do not know if the woman switched from the previous method im-
mediately, or if time elapsed betweenmethod use (for example, a preg-
nancy and birth could have occurred in between methods). Third, the
number of DMPA-SC users is still relatively small in some settings,
which has implications for our analysis.

Although this research focuses on individual characteristics, use of
DMPA-SC is also likely related to features of the community, particularly
the supply-side features of DMPA-SC, starting with access to DMPA-SC.
In the three countries here, access to DMPA-SC has increased in recent
years: in Burkina Faso, DMPA-SCwas available in 85% of public facilities
nationally by the end of 2016 [18]. Despite this expansion in access,
however, stockouts of DMPA-SC were not uncommon in Burkina Faso
and Uganda in 2016 [24]. Another relevant community-level measure
of DMPA-SC is themodeof provision:DMPA-SC is also provided by com-
munity health workers, and can be self-administered, but the availabil-
ity of these modes varies within and across countries [17,18]. Since the
characteristics of DMPA-SC users differ by how and where the method
was received [19], thismight also partly explain our results here. Finally,
the quality of counseling provided is another supply-side feature that
impacts use of DMPA-SC and other methods, and may explain our re-
sults here [26]. We intend to examine patterns of supply-side features
of DMPA-SC (compared to other methods) in the future.

Overall, our results have positive implications for the role of DMPA-
SC in the increase of modern contraceptive use in SSA. For many users,
DMPA-SC was their first contraceptive method. Many others switched
from a less effective contraceptivemethod in DRC, but less so in Burkina
Faso and Uganda. Similarly, women using DMPA-SC were generally dif-
ferent from those of other prominent modern methods in each country.
This all implies that DMPA-SC is indeed reaching new populations of
women instead of inspiring existing users to switch methods, and that
DMPA-SC could therefore increase the overall modern contraceptive
prevalence with expanded access.

Funding

This article was developed under grants INV-009639 GI and INV-
009643 awarded to Johns Hopkins Bloomberg School of Public Health
by the Bill & Melinda Gates Foundation. The funding source was not in-
volved in this research.

Declaration of competing interests

The authors declare that they have noknown competingfinancial in-
terests or personal relationships that could have appeared to influence
the work reported in this paper.

Acknowledgments

This article was developed under grants INV-009639 GI and INV-
009643 awarded to Johns Hopkins Bloomberg School of Public Health
by the Bill & Melinda Gates Foundation. The funding source was not in-
volved in this research.

References

[1] Tsui AO, BrownW, Li Q. Contraceptive practice in sub-Saharan Africa. Popul Dev Rev.
2017;43(Suppl Suppl 1):166.
7

[2] Cole K, Saad A. The coming-of-age of subcutaneous injectable contraception. Glob
Health Sci Pract. 2018 Mar 21;6(1):1–5.

[3] Beasley A, White KO, Cremers S, Westhoff C. Randomized clinical trial of self versus
clinical administration of subcutaneous depot medroxyprogesterone acetate. Con-
traception. 2014 May 1;89(5):352–6.

[4] Burke HM, Mueller MP, Perry B, Packer C, Bufumbo L, Mbengue D, et al. Observa-
tional study of the acceptability of Sayana® press among intramuscular DMPA
users in Uganda and Senegal. Contraception. 2014 May 1;89(5):361–7.

[5] Mwembo A, Emel R, Koba T, Sankoko JB, Ngay A, Gay R, et al. Acceptability of the dis-
tribution of DMPA-SC by community health workers among acceptors in the rural
province of Lualaba in the Democratic Republic of the Congo: a pilot study. Contra-
ception. 2018;98(5):454–9.

[6] Schatzkin E, Afolabi K, Adedeji O, Kongnyuy E, Shen J, Liu J. Lessons learned from a
public sector community-based distribution program for scaling up DMPA-SC con-
traceptive services in Nigeria. Gates Open Res. 2019;3.

[7] Burke HM, Mueller MP, Packer C, Perry B, Bufumbo L, Mbengue D, et al. Provider ac-
ceptability of Sayana® press: results from community health workers and clinic-
based providers in Uganda and Senegal. Contraception. 2014 May 1;89(5):368–73.

[8] MvunduraM, Di Giorgio L, Morozoff C, Cover J, NdourM, Drake JK. Cost-effectiveness
of self-injected DMPA-SC compared with health-worker-injected DMPA-IM in Sene-
gal. Contracept X. 2019 Jan 1;1:100012.

[9] Di Giorgio L, Mvundura M, Tumusiime J, Morozoff C, Cover J, Drake JK. Is contracep-
tive self-injection cost-effective compared to contraceptive injections from facility-
based health workers? Evidence from Uganda. Contraception. 2018 Nov 1;98(5):
396–404.

[10] Anglewicz P, Akilimali P, Guiella G, Kayembe P, Kibira SPS, Makumbi F, et al. Trends
in subcutaneous depot medroxyprogesterone acetate (DMPA-SC) use in Burkina
Faso, the Democratic Republic of Congo and Uganda. Contracept X. 2019 Jan 1;1:
100013.

[11] Askew I, Wells E. DMPA-SC: an emerging option to increase women’s contraceptive
choices. Contraception. 2018;98(5):375–8.

[12] Spieler J. Sayana® press: can it be a “game changer” for reducing unmet need for
family planning? Contraception. 2014 May 1;89(5):335–8.

[13] Ross J, Stover J. Use of modern contraception increases when more methods become
available: analysis of evidence from 1982–2009. Glob Health Sci Pract. 2013 Jul 26;1
(2):203–12.

[14] Cover J, Lim J, Namagembe A, Tumusiime J, Drake JK, Cox CM. Acceptability of contra-
ceptive self-injection with DMPA-SC among adolescents in Gulu District. Uganda Int
Perspect Sex Reprod Health. 2017;43(4):153–62.

[15] Bertrand JT, Bidashimwa D, Makani PB, Hernandez JH, Akilimali P, Binanga A. An ob-
servational study to test the acceptability and feasibility of using medical and nurs-
ing students to instruct clients in DMPA-SC self-injection at the community level in
Kinshasa. Contraception. 2018;98(5):411–7.

[16] Cover J, Namagembe A, Tumusiime J, Nsangi D, Lim J, Nakiganda-Busiku D. Continu-
ation of injectable contraception when self-injected vs. administered by a facility-
based health worker: a nonrandomized, prospective cohort study in Uganda. Contra-
ception. 2018 Nov 1;98(5):383–8.

[17] MacLachlan E, Atuyambe LM, Millogo T, Guiella G, Yaro S, Kasasa S, et al. Continua-
tion of subcutaneous or intramuscular injectable contraception when administered
by facility-based and community health workers: findings from a prospective cohort
study in Burkina Faso and Uganda. Contraception. 2018 Nov 1;98(5):423–9.

[18] Guiella G, Turke S, Coulibaly H, Radloff S, Choi Y. Rapid uptake of the subcutaneous
injectable in Burkina Faso: evidence from PMA2020 cross-sectional surveys. Glob
Health Sci Pract. 2018;6(1):73–81.

[19] Liu J, Shen J, Schatzkin E, Adedeji O, Kongnyuy E, Onuoha C, et al. Accessing DMPA-SC
through the public and private sectors in Nigeria: users’ characteristics and their ex-
periences. Gates Open Res. 2019 Jul 1;2:73.

[20] Demographic and Health Surveys. DHS-8 Questionnaires: Revision Process and New
Content [Internet]. ICF Macro; 2019 [cited 2020 Jan 2]. Available from: https://www.
dhsprogram.com/pubs/pdf/DHSM11/DHSM11.pdf.

[21] Zimmerman L, Olson H, Tsui A, Radloff S. PMA2020: rapid turn-around survey data
to monitor family planning service and practice in ten countries. Stud Fam Plann.
2017;48(3):293–303.

[22] Chimbiri AM. The condom is an ‘intruder’ in marriage: evidence from rural Malawi.
Soc Sci Med. 2007 Mar 1;64(5):1102–15.

[23] Stout A, Wood S, Barigye G, Kaboré A, Siddo D, Ndione I. Expanding access to inject-
able contraception: results from pilot introduction of subcutaneous depot
medroxyprogesterone acetate (DMPA-SC) in 4 African countries. Glob Health Sci
Pract. 2018;6(1):55–72.

[24] Biddlecom A, Riley T, Darroch JE, Sully E, Kantorová V, Wheldon M. Future Scenarios
of Adolescent Contraceptive Use, Cost and Impact in Developing Regions. :17.

[25] Liu J, Shen J, Diamond-Smith N. Predictors of DMPA-SC continuation among urban
Nigerian women: the influence of counseling quality and side effects. Contraception.
2018;98(5):430–7.

http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0005
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0005
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0010
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0010
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0015
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0015
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0015
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0020
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0020
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0020
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0025
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0025
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0025
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0025
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0030
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0030
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0030
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0035
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0035
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0035
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0040
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0040
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0040
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0045
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0045
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0045
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0045
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0050
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0050
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0050
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0050
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0055
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0055
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0060
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0060
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0065
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0065
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0065
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0070
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0070
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0070
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0075
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0075
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0075
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0075
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0080
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0080
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0080
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0080
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0085
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0085
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0085
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0085
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0090
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0090
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0090
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0095
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0095
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0095
https://www.dhsprogram.com/pubs/pdf/DHSM11/DHSM11.pdf
https://www.dhsprogram.com/pubs/pdf/DHSM11/DHSM11.pdf
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0100
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0100
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0100
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0105
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0105
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0110
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0110
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0110
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0110
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0115
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0115
http://refhub.elsevier.com/S2590-1516(21)00002-2/rf0115

	Characteristics associated with use of subcutaneous depot medroxyprogesterone acetate (DMPA-�SC) in Burkina Faso, Democrati...
	1. Introduction
	2. Materials and methods
	2.1. Measures
	2.2. Analytic methods

	3. Results
	4. Discussion
	Funding
	Declaration of competing interests
	section9
	Acknowledgments
	References




