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Around 50–55% of all births in Brazil are unplanned, and
these figures include both unwanted andmistimed pregnan-
cies.1,2 The overall rate of induced abortion is estimated at
1.5%, with all induced abortions resulting from unplanned
pregnancies culminating in an adjusted abortion rate of 2.7%.
In many cases, unplanned pregnancies terminate in induced
abortions and, since abortion in Brazil is restricted and only
allowed under certain circumstances, many of these proce-
dures are unsafe. Indeed, unsafe abortions are estimated to
account for 13% of all maternal deaths.3,4

The cost of unplanned pregnancies weighs not only on the
healthcare system but also on society, and involves the cost
of abortion care and of unplanned childbirth. When the
pregnancy is unplanned, the likelihood of preterm births
and low birthweight infants increases, and this scenario
implies high costs associated with neonatal care and long-
term disabilities.5,6 The total fertility rate in Brazil has fallen
significantly in recent decades, and today stands at 1.8 births
per woman. Over the same period, the use of contraceptives
has increased.7,8

Preventing unplanned pregnancies through publicly
funded programs is a strategy that has proven to be effective
in significantly cutting costs for health services.9 In this
editorial, we will discuss the current situation in Brazil,
providing an insight into the inequalities that exist in the
provision of contraceptive methods, particularly long-acting
reversible contraceptive (LARC) methods, and highlighting
the causes and consequences of unplanned pregnancies in
Brazil, where fertility planning services are vastly different to
those provided in developed countries, and where abortion
legislation is restrictive.

The Brazilian National Healthcare Service (SUS, in the
Portuguese acronym) covers the cost of around 70–75% of
all procedures performed in the country, including those
related to reproduction. An estimated 1.79 million un-

planned pregnancies and 1.47 million planned pregnancies
occur annually, with 351 maternal deaths, of which 49 (14%)
are attributed to abortions, and 302 to complications result-
ing from miscarriages and childbirth. The number of infant
deaths in the first year of life is estimated at 32,864. The
model estimates the number of preterm deliveries attributed
to unplanned pregnancies at 122,523. The estimated number
of neonatal admissions associated with unplanned pregnan-
cies was 224,631 for 2010, including all preterm deliveries
and 7.6% of all term deliveries.10

Consequently, the total annual costs attributed to un-
planned pregnancies are estimated at R$4.1 billion or more,
depending on the exchange rate. Approximately R$4.07
billion (99.2%) of that total amount is attributed to childbirth
and its resulting complications. Based on national cost
estimates and the number of unplanned pregnancies per
year, the cost per unplanned pregnancy is calculated at R
$4,439. However, this is based only on cases occurring within
the public healthcare system, with abortions paid for by
individuals or clandestine cases not being included in this
calculation. This simple analysis highlights the considerable
cost savings that can be achieved by reducing the number of
unplanned pregnancies.10,11 There are many examples re-
garding the potential cost savings that can be made by
preventing unplanned pregnancies. In the United States,
for instance, it was estimated that every dollar spent on
preventing unplanned pregnancies results in savings of US
$2.76 at 2 years and US$5.33 at 5 years following
delivery.10,11

If most unplanned pregnancies can be avoided, why is the
unplanned pregnancy rate still so high in Brazil (50–55% of all
pregnancies) when contraceptive prevalence is high and the
total fertility rate is in decline? The answer to this question is
complex and depends on many factors. Scientific evidence
shows that the most effective approach to prevent unplanned
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pregnancies is through education and contraceptive use, with
LARC methods being the most effective intervention.12–16

Many international and national agencies and societies,
including the Brazilian Federation of Associations of Gynecol-
ogy and Obstetrics (FEBRASGO, in the Portuguese acronym),
advocate the use of LARC methods as first-line. Long-acting
reversible contraceptivemethods include intrauterine contra-
ceptives, that is, the copper intrauterine device (IUD) and the
levonorgestrel-releasing intrauterine system (LNG-IUS), and
subdermal implants.However, theprevalenceofcontraceptive
use in Brazil is based on combined oral contraceptives (COCs),
which are associated with a failure rate of around 8/100
women-years, and tubal ligation2, which is in decline in this
country.17,18

Conversely, the sales of LARC methods, the most effective
contraceptivemethods, have been very low,18–20 even during
the recent Zika virus outbreak.21 This reflects the fact that
most women are using contraceptive methods such as COCs,
progestin-only pills, injectable and emergency contracep-
tives, all of which aremuch less effective than LARCmethods.
Moreover, there is an unmet need for family planning that is
estimated at 8%, assuming that at least 22 million women
need contraception to avoid an unwanted pregnancy. It was
recently calculated from current sales of contraceptives that
almost 18 million women are protected; however, 90% of
these are relying on methods for which the typical use
effectiveness is low.21

Several barriers have been identified that may limit the
uptake of LARC methods. First, there are the public policies
for the provision of contraceptive methods. The Brazilian
Ministry of Health recently refused FEBRASGO’s request to
introduce the LNG-IUS and contraceptive implants into
public healthcare services, arguing that the cost of these
methods is high, and that the copper IUD is available within
the public sector. Even though it is true that the copper IUD is
available and cheaper than the other two methods, the
reality is that it is used by no more than 1.8% of women of
reproductive age. This situation could remain unchanged
even if the LNG-IUS and the implants were available; how-
ever, many women are unable to use the copper IUD, or do
not like themethod, and could benefit if the LNG-IUS and the
implants were also available. On the other hand, reflecting
the current situation with the copper IUD, it is possible that,
even if all the LARC methods were available in the public
sector, this would not necessarily increase the prevalence of
the use of LARC methods or, consequently, lead to any
reduction in the unplanned pregnancy rate.

The lack of training of healthcare providers in LARC
placement is another factor that contributes to the low
rates of use of these methods. For one thing, many medical
residency teaching programs in Obstetrics and Gynecology
fail to provide any training on LARC placement, while
hospitals run by the Catholic Church refuse to provide
any family planning methods at all. It could be argued
that, in this particular case, they have the right to do so;
however, why does the Brazilian Ministry of Education pay
for the training of medical residents who then fail to receive
adequate training in family planning, which is a human

right included in the Brazilian constitution? Yet another
obstacle is that the manufacturers of the LARC methods
have done little to provide training to the thousands of
Brazilian gynecologists.

Notwithstanding, many doctors who have actually been
trained refuse to provide copper IUDs to women at basic
health units. Why? In many cases, because they are over-
whelmed with work and obliged to meet quotas in terms of
the number of consultations they perform daily. Another
common situation is the physician refusing to insert an IUD if
the woman is not having her menstrual period at that time.
This is amajor barrier, since it is often difficult to schedule an
appointment within a few days of the onset of menstruation.
In other cases, doctors prescribe a COC because it is simpler
than inserting an IUD, or because there is no adequate
referral system in the event of complications, or even be-
cause the appropriate instruments are not available, such as
a Hartman forceps to remove IUDs in cases in which the
threads cannot be visualized. In addition to the difficulties
involved in scheduling consultations, other barriers at ser-
vice delivery points (SDPs) involve issues such as the fact that
LARC methods, when available, can only be inserted by
physicians, that the methods are sometimes allowed to
remain on the shelves at the SDPs until their expiration
date has passed, and that healthcare providers are not given
updated information on the benefits and risks of LARC
methods. Furthermore, there are the myths, misconceptions
and misinformation that exist regarding these methods, and
women’s fear of pain at insertion.

The lack of reimbursement or incomplete insurance cov-
erage for LARCmethodsmay result in the client having to pay
high up-front costs. The high cost of LARC methods has
already been shown to represent an important barrier to
access these methods.22 A recent study conducted in the
clinic of our institution showed that providing women with
the LNG-IUS at no cost proved successful in preventing
unwanted pregnancies, maternal morbidity and mortality,
child mortality, and unsafe abortion.20 The SUS provides free
coverage to around 74% of the population, including the
provision of contraceptive methods at no cost, since family
planning is guaranteed under the Brazilian constitution. The
LNG-IUS and the contraceptive implants, however, are not
included in the contraceptive arsenal provided free of charge
by the SUS, with only a few, very rare exceptions.

A newmodel of family planning management needs to be
developed urgently. It is not right that the unplanned preg-
nancy rate remains high despite high contraceptive preva-
lence, nor that the prevalence of the use of LARC methods is
low. The availability of LARC methods must be increased, as
well as the access to and use of thesemethods. Task sharing is
necessary, and a coordinated response is needed from the
federal, state and municipal governments; however, govern-
mental response alone will be insufficient. To ensure access
to LARC methods, the academia must be involved, as well as
professional and scientific organizations, private health in-
surance companies, policy makers, and all stakeholders. This
editorial may serve to initiate a debate on the subject, not
only in government offices but also among medical and
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nursing students, residents in Gynecology andObstetrics and
family practice, and at scientific congresses and other appli-
cable events. Brazil urgently needs to identify an appropriate
and rapid solution to reduce the high rate of unplanned
pregnancies in the country and its consequences in terms of
maternal morbidity and mortality, as well as the high rate of
unsafe abortions.
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