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I, EXECUTIVE SUMMARY ON THE UPDATE WORKSHOF ON
INTRAUTERINE CONTRACEPTIVE DEVICES (IUD)

This one-day workshop was held on 20th February, 1990 in Nairobi,
Kenya. During a previous workshop on the update on contraceptive
technology, the providers had indicated that the use of the IUD was
gradually declining. Some of the factors were identified as being,
1) lark of adequate and proper information on the :ide effects and
mechanisms of action; 2) oxidation of the Ccurrently available 1IUD

device in the programme: 3) lack of clear guidelines for the IUD
use; 4' irregularities in the stpply of the devices and 5) :bser e
of tr. niig of inhe pro-iders o» newer devi.ces,

Thus this wor hshop was held to ~reate a forum where the providers
could discuss these problems and find possible solutions. It was
organized by thLe Department of Obstetrics and Gynaecology,
University of Nairobi.

It v's attended by eighty pecople who were health providers, policy
make s ani -»cientists.

It wis sponsored by the Population Council. However, the Family
Health International se:at a representative,

The main objective of . ne workshop was to improve the acc-ptance
and continuation use rates for IUD in the National Family F'anning
Programmes tiirough the updating o. the providers knowledge about
the method.

The specific objectives were 1) to update the health providers
¥nowledge on the current status of the IUD in coneral with a
special emphasis on the Copper T380A davice which is the commonly
available device in the government services; 2) to ‘dentify,
Jdefine, aid disc.sc pioblems related to IUD with an er hasis on
¢CuT.380A :irom thr providers point of view in order to in: rease the
dcceplability of the device vy the cl:ants through the jroviders:
3) to improve orn the providers atti'udes toward IUD as a means of
contracepti n; 4) to se. up guidelires on the use of 1UD in Kenya
and 5) to share ewpcriences in the . Ip provision in the different
¢linics in Nairobi area. The resource persons were: Gynaecologist
ani  Obst ' .icians, research scie: tists, FP providers and
sci:ntists, Interna: ional ¢rganizations: Pcpulation Council,
Nairobi and Family Health Internatvional, U.S.A.

The problems of the tarnishing or "oxidation" of the IUDs was
discussed and it was concluded that the scientific avidence
indicate that there were still effrctive and safe. However, it was
noted that the manufactures are assessing this problem and are
trying to fjid solutions.



4

The worldwide expericrnce of the It use show Lhat nany women are
currently using different types of IUDs and that they were very few
side effects which can be minimized either at the time of insertion
or removal.

The studies on postpartum IUDs indicate that the type of the TUD
is not the issue but the time of the insertion and the exper tise
of the person doing the insertion. However, some attempts are
being made to improve the retention rate by special adaptations of
standard 1UD: such as use of biodeqgradable suture or knots. The
insertion doiie at the time of the caesarean section seems to have

the most success results., with the expulsion and continuat lon
rates approaching that of the interval insertion of LUDs.

Thus a pioygr. me of the postpsctum JD  insertion should be
considured Ly iamily planning prerammes which have a difficulty
in bringing Yack the woemen to FP ¢linic “or interval visits.

The fanmily planning programme at Kenyatta National Hospital, a
referral and t:aching hospital, was reviewed. It was noted that
the clinic had used many types of the IUDs since the introduction
of the devices in the national programme. This clinic offers
almost all the available FP methods including Norplant. The
providers recently experienced some problems related to the use of
TCu.380A which were distributed due to the fact that the devices
were "oxidized".

The experience of the Family Planning Association of Kenya which
is a non-government organization was outlined and statistics were
given on the use of IUD. Their programme currently offers TCu.
380A, Multiload, and Lippes loop. The IUD ranks third after the
injectables, and the pills but if sterilization is included then
it becomes fourth. It was noted that the programme has a good
mechanism for counselling of their clients feor all methods. The
method failure was very low in both the static and outreach
clinics.

The barriers to IUD use were identified as mainly being: lack of
adequate information to both the providers and the clients; lack
of the national guidelines; unclarified issues pertaining to IUD
contraception; misunderstanding of the mechanism of action, rumours
and misconception regarding IUDs and their availability and the
cost especially in the private sectors.

On the topics of motivation and counselling, it was noted that the
general features of counseling were to facilitate active
participation by the client, to assist the client examine a
problem, and clarify the conflicting issue, to enable the client
to discover alternative ways of dealing with the problem, to guide
the client to come up with the best and suitable method for the
union and this method of communication should be client centered












III.

TARGET POPULATION:

The participants were health providers, researchers gnd Qolicy
makers involved in the provision of family planning services in the
Nairobi area. They were drawn from the fol'owing organizations:

)

ii)
iii)
iv)
V)
Vi)
vii)

Viii)

Ministry of Health Seivices (Division of Framily Health,
FP Clinic:s)

National Council for ropulation and Develcpment (NCOD)
Members of Kenya Obistetrical and Ginaecolugical Society
(K.0.G.S)

City Commission Health Services

Private Sector Health Services

University of Nairobi (Department of Obstetrics and
Gynaecology at ' nyatta National Hospital)

Other non-gove mental Organizations (e.q. Farily
Planning Associ. _ion of Kenya (FPAK)

International oOrgani. tions (Population Council, and
Family Health Int. national).

A total of 80 peonle participated in the workshop.
A list of the pirticipants is annexed (Appendix 1)
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THE PROGRAMME

The programme consisted of the following items (annex 2)

@]

o

@]

Q

Objectives of the workshop

Overview of 1U(Ds, mechanism of action, safety and efficacy

International studis on 1iiDs

Yeayn FE pericnie with  IUDs  in V-awya (Fa: ily Planining
Arscoiaticn of enya, Kenyatta National Hospital)

Postpastum IUD use
Barrie:rs to IUD :i:e

Strategies fo.r ‘ncreasing IUD use
'iscussi..ns and recommendations

Film on ctrrently 1sed IUDs  Intra-ut. rine Devices from
International Plannec Parenthood Federati mn; IPPF).

A lot of liter .ture was di..lributed to each participant for further
referi:nce anc. reading.


http:iscussi,.ns
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% OBJECTIVES OF THE WORKSHOP WERE OUTLINED AS INLLOWS:
MAIN OR OVERALL OBJECTIVE:

To improve the acceptance and continuation of use of IUDs among
Men wishing to g -ac’ ice family planning in Kenya.

SPECIFIC OBJECTIVES:

1. To upate *alth [ 1ovide 'sg knowledge on the curr..nt & itus
~f Ilds in genera! with a spceial  emphasis on the Copper
+Cu.380A device whi h is the cor monly available device in the
gyovernment services.

2. "o identify, define, and discuss problems related to IUDs with
N emphasis on the Copper TCu.380 A from the providers point
Of view in order to incre :se the acceptability of this device
by the clients tl:v uch t providers.

3. To i: prove on the provider's attitudes tc¢.. rds IUDs A4S a means
of contraception.

4. To : >t up guidelines on the use IUDs in Kenya.

5. To share . «periences in ! JD provision in different clinics in
Nairobi 2:ea.


http:emphdi:.is
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TARNJSHING OF 7Cu.380A

Family planning providers in Kenya and other developing countries
have recently expressed concern about the occasional presence of
tarnish on TCu.380A within the package. The providers worry that
the IUD may no longer be sterile or may not be effective. All
availabl evidence indicates that tarnished IUDs are both safe and
effective as long as the package remains intact. The copper wire
or sleeves on IiDs tarnish because gases can pass into the IUD
pickage, ca: :ing a copper oxide t¢ form on the coppe: surface. The
IUDs have a shelf life of four years,

These factors; effectiven :.s; long lasting; safety and
acceptability, have permitted the 1UD to play an important role in
family planning pro.jrammes, especially in the developing world.

If the usual criteria for the use of IUD is followed, i.e., women
over 25, ideally multiparous and with a stah e relationship, the
fear of infection is not higher than with any other type of
contraception. "the use of IUDs in both developed and developing
countries should continue :o be supported as a reliable and safe
method of reversinle fertility regulation".

SUGGESTED FURTHER READING:

1. Population Repurts IUDs a new look serie- B. No. 5 April 1989.

2. Cramer DW et 11 Tubal infertility and the intrauterine device.
New Engl J ¢ Med 1985; 312(15):941-947.

4, Johunnisson #. Mechanism of Act ton of Intrauterine Devices:
Biochemical Changes. Contraception 1987 (36)1 11-22

5. WHO Technical Series 753. Mechanism of action, safety and
effic-i:cy of intrauterine devices, WHO, Geneui. 1987.
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The suggested approaches to the reduction of post-insertion PID

are:

Better screening of subjects. (Appendix 3)

Better disinfection at insertion.

Stringles IUDs o1 a disinfectant build into the string.
Prophylaci ic ant biotics or user at high risk for PID
at inserti n.

W
s e . .

He also reviewed tlLo problems found at the time of (UD insertion
3U-h as failuie (o inseit, perforation and cervical lacerations.
There was a need for an -nalysis for cervical dilation at the time
of insertion. There w.: a difference between the developed and
developing countries re-rarding the rate of hospitalization after
the insertion of TuDs. In a study done by FHI using data base of
100,000 subjects nsing IUDs to determine the difficulties found at
the tine of remsval, three reasons bredominate for Jdifficult
removals:

1. Embedding
2. Perforation
3. "Fis' ing" out a missing string
It was, 1 owever, found +hat a significant number of these events

Were asscciated with only 2 1IUDs (the post-partum T and the
TCu.200B), a partial problem at the time of long-term use and
removal was found for the Lippes Loop D. Breastfeeding at the time
of insertion was the only identified risk factor. On the other
hand, age, parity and previous caesarean section were not. The
vverall difficulty at rr.a ral was 21/100 attempts to remove or
0.4/100 insertions.

Tk re was no differonce for normal -eturn to fertility from any
otiier for 1 of rever ible contracept n.

He concluded that the ' -ents which were reported on were quite ra.e
and dofinitely did . o give reascns to limit the use nodecn IUDs
Fartiovlar y v » rc 380a.,



VI.3 EXPERIENCE WITH TCu. 380A IN CLINIC 66, KENYATTA NATIONAL
HOSPITAL

This was reviewed by Ms. H.V. Ogembo.
She outlined the following:

History of IUDs

IUD performance

Types of IUD

Mechanism of action

Non contraceptive benefits.

she indicated that clinic 66 was Lthe largest (family planning)
cervice delivery point in South of the Sahara. The daily average
nurber of client was 300.

The most popular methods at the clinic 66 included the following:

Intrauterine contraceptive devices

Oral coniraceptives

Injectab e (depot medoxy Progestone Acetate)
Barrier nethods (condom and conceptrol)
Sterilization

Norplant Implant (introduced in October 1989).

[N S )~ R VLI S B

She notc.i that the clinic has been using various types of IUDs
including the lippes loop, Saf.T, Copper T.200B, T Cu.220, NOva T,
Copper T, Multiload 250, Multiload 375 and since 1987, TCu. 380A.
It was noted that since the TCu.380A was introduced, the providers
have received varicus complaints from their clients such as heavy
and irregular per.ods, painful periods, lower abdominal pain,
feeling wcak and dizzy, fever and loss of appetite and vaginal
discharges. These conplaints were received more from the client
who had been given "oxidized devices".

The providers experience with "oxidized" TCu.380A in clinic 66 of
Kenyatta National Hospital revealed a high intrauterine pregnancy
rate, high expulsion rate, increased menstrual bleeding often with
pain, repeated local infection (vaginal discharge) and exergerated
lower abdominal pain which resulted in request/demand for removal
of the device. She recommended that a clinical trial with
T.Cu.380A should have been done in Kenya before the device wzs
introduced for the use in the National family planning programmes.
The introduction of new devices should be discussed with the
providers. The feelings of the clients should be respected.
Proper record keeping is recommended so that data can be collected
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BARRIERS TO IUD USE

topic was discussed by Dr. N.G. Thagana. The main reasons
identified as:-

rTack of adeguate information to both the providers and
~lients. This conld be improved by regular update courses and
creating sicple and easy channels for obtaining the

information on WDs. This is also important to the clients
ac o vell.

11 neced to joowduce nationsl policies on the use of TUDs
yooarding parity, mavital stutus, time of insertion, and the

L.gos of iuDs to Le used in the programmes. Clarificaticn of
the policies on 1UDs in the countries where these devices ire
mar. factured or obtained from.

There was nced to clarify certain issues pertaining to IUD use
cince the withdrawal uf certain IUD brands can create fears
and rumours among the providers and clients.

There was a need to counsel the clients properly on these
fears before the device is inserted with continued support
during use.

The mechanism of action can be misunderstood by some religious
affiliation. The associated fear of the presence of foreign
body and the concept of the long duration of action need
clarltication to many clients and their spouses.

Rumours and misconceptions regarding IUDs are many. Some of
these are related to the development of infertility, STDs,
cap- -5 mte. These should be minimized and clarified in the

The availability and cost of the IUDs can be prohibitive in
some sectors of the society.
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VI.S THE EXPERIENCE OF FAMILY PLANNING ASSOCIATION OF KENYA
(FPAK) ON INTRAUTERINE DEVICE

This was presented by Dr. I. Achwal, Programme Officer (Medical).
According to the Kenya contraceptive prevalence survey of 1984,
Family Planning Association of Kenya used to offer 27% of the

fomily planning services, however, the 1989 Demographic and Health
Carvey  indicales Lhat now the ‘ssociation provides 30% of the
CSerVI. o,

Cllenis o phatrenize FELK elin ecs for family planning services are
veially wmnelled (giving all necessary  information including
information on alteynative Lamily planning methods) and informed
of the iyie of 1D to be inseited ard the proper time for
replice.cat if it is a medicated device. Currently the clinics

only offer TCu 380A, multiload and lippes loop. The clients are
encouraged to maintain regular follow-up visits and they are
informed to come back any time before follow-up visit date if she
misses a period or is unable to lccate the transcervical thread of
the IUD, or if she develops fever, pelvic pain and tiredness,
unusual bleeding or unusually severe cramps.

In 1988 through the Associations thirteen base clinics, 30,908 new
icceptors and 53,254 continuing acceptors were served while the 54
outreach clinics served 7,206 new acceptors and 13,020 continuing
acceptors in the following ratio.

- Injectables Depo-provera 42%
Noristerat 2%
- Pills 37%
- 1UD 10%
- Foaming tablets 6%
- Condoms 2%
- Diaphragm 0.07%
- Jellies 2%
. Total 100%

The same year (1988) 2227 tubal ligation and 11 vasectomies were
performed.

In 1989 the 13 static clinics served 34,521 new acceptors and
56,420 continuing acceptors. The method distribution was depo-
provera: 34.8%, Noristerat: 7.5%, Pills: 23.1%, 1IUD: 14.8%,
Condoms: 8.58%, Foaming tablets: 4.6%, Jellies: 1.14%, Diaphragm:
0.6% and others: 5.3%.



During the same year of 1989, a total of 80 outreach clinics
covering 8,424 working hours served 8,939 new acceptors and 12,405
continuing acceptors, with a method distribution as follows:

- njectables - Depo-provera 62.9%
loristerat 6.6%
- Pills 19.2%
- Condoms 5%
- Foaming tablets 3.1%
- IUDs 1.8%
- Jellies 0.05%
- Diaphragm 0.02%
- Others 1.2%
Total 100

(N.B. outreach method distribution is influenced by community based
agents who distribute non-prescriptive contraceptives and resupply
pills).

During 1989 a tota2l of 3728 tubal ligations and 22 vasectomies were
performed. Other quality assurance parameters in 1939 were as
follows:

Static clinics Qutreachclinics

Complications while on
method 0.7% N.4%

Method failure (pregnant on
contraceptive) 0.2% 0.02%
Change of method 2.3% 1.8%
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DISCUSSION

IUDs rank as the third most popular method in Fi K (but fourt whoen
voluntary surgical contraception is included). The selection of
newer copper-rteariry devices such as Tcu 380A and multiload 35
which aro apyropr :+te, safe, smaller, effective and have a
prolonged duration of use has enhanced the ac.eptability. The
devices which come in sterile bPacks over the years have also sho.n
a dror in : :thoc specific, infection rate. The newer devices a
also s-all .nd have less expulsion rate.

Pr«foration rarely occurs in FPAK clinics due to well train.d
be sonnel, who are familiar with the few IUD devices available.
Althoug! the IUD may be insarted at any time convenient to the
user, thr  programme's standards insist on use of sound tenaculum
and ins rtion during the menstrual period when there is less
likelih: od of inserting the device into a pregnant uterus, when the
cervix is more patulous and the bleeding associated with inserting
is less likely to cause anxiety.

However, since all the Associations static clinics are used for
training many family planning providers, it has been noted that the
complication rates rise during training and within one month after
the training. Likewise, the request for change of method rises
considerably within one month of the training. While we will
continue support the trainings, the Association requires, the
traiires to know the difference between information and motivation
of clients as opp sed to counselling. It is the client who, when
equipped with wdequate knowledge on di‘ferent types of
contraceptives and their advantages and disadvantages, should be
allowed to choose a method of their own choice rather than
motivating clients to a particular method for case experience
purposes o service piovider bias.

Fiom April this vyear (1990, the Association will phése out all
devices which use pushi: | t..‘hnique for insertion, which ha . been
found to have higher ch.nce s of perforation and will only retain
devices which use witl:drawa! of applicators technique leaving the
device in pla.:e and ensuring better fundal placement.

While the medicated de:vices have more advantages, the Association
has noted the need to clearly inform clients about the proper ?ime
for replacement and giving them a written document (e.qg. c}lent
appointment card), with the date of removal. Of the metpod failure
cases followed by the Association in 1987, 90% had medicated IuDs
in place two-three years past the documented removal period.
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Though the FPAK has not received a batch of partially oxidized
copper devices, and though coprer devices work by oxid.ition, as a
leadirg agency in family planning, we strongly, fe-~l that a
operation rescarch should beo carried out to cowpare tie lifespan
of devices oxidized in packs as compared to devices inserted
wiihout visible signs of oxidation to alloy the providers anxiety
and possible biase and to minimize the clients fears.

CONCLUSION:

After r.re than two decades widespread use, )JUDs are now used by
some 2t,000 women in Kenya. In order to sustain confidence in the
method and to 1in.', ease its use, th~ service providers should
endeavour to use the most medern medicated devic.:s which have high
efficacy, low failure rates, less complications and long duration
of use. Vigilance should be maintained and training of the service
providers to equip them with very high standards of service.
Careful couns 1ling of clierts but not mere information a1
rotivation of clie:! .. should be made mandatory. Service providers
should chang« their attitudes from the informer and _he judge and
adopt the at' itude of teacher to client, thus leaving the clients
to be their own judges.

SUGGESTED FURTHER READING:

Mechanism of action, safety and efficacy of intrauterine
devices. Report of a WHO scientific group. Geneva, December
1986,

(o)
.

2. " 2nded stateme,.t on Intrauterine Devices by International
“elical Advisory Panel (IMAP) IPPF February 1989,

3. Dr. Siddle (Br. Med, J. 288:1554-55, 1984)

4. Contraceptive News Vol. 5 No. 1 1985.
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Iv.6 THE USE OF POSTPARTUM IUDS
' FAMILY HEALTH INTERNATIONAL's EXPERIENCE AND DATA REVIEW

This topic was presented by Dr. T. Petrick of FHI, U.S.A.

The idea of IUD insertion in the postpartum period is a seductive
cne, especially when the presence of the woman in a postpartum ward
is the probable last chance to start family planning before she
Jisappears forever. This is true enough in developed countries:
developing countries have even greater problems getting women to
return for any vcasorn after Jelivery and hefore the next pregnancy.

With this reasoning in mind, attempts have been made for years to
rind fhe optimua time of inserting during this period and to
Hernine the best type or style of IUD and insertion technique.

A rceview of the data oblhained  around the world indicate that the
timing s most critical. The studies using "immediate postpartum"
insertion (no later than 10 minutes postplacenta) have yielded the
nost promising results. The expulsion rates are still higher than
for interval insertion : ) r the first 3 months, but tend to level
off thereafter. On the other hand, a somewhat higher rate of
expulsion should be acceptaple for a group of women for whom no
other form of family planning will be given once the opportunity
is lost.

The type of IUD is generally not a sensitive issue. The reviewed
data show that most IUDs can be inserted (if at the proper time
after delivery) with similar success rates. This applies most
specifically to the 1IUDs currently available for insertion,
especially the copper-bearing ones. Some attempts have been made
to improve uterine retention by special adaptations of standard
1UDs, such as biodegradable suture and knots (to be implanted in
the myometrium) but to date these changes have not shown any great
improvement in expulsion 1tes, especially when comparative studies
have been done.

A much more important factor is the training level or expertise of
the inserter. Date obtained from a number of studies, including
one currently wunderway by FHI for a major international
pharmaceutical firm, demonstrate that there is a real "learning
curve',

One final note is that insertions done at the time of Cesarean
section seem to have the most successful results, with expulsion
and continuation rates approaching closely those of interval
insertion.



A program of postpartum insertion should be considered by family
planning programs which have difficulty in bringing women into
clinics for interval visits. Whether a specially prepared IUD and
inserter are used or not appears not to be nearly as important as
the timing of the insertion (within 10 minutes of placental
delivery) and the training/expertise of the investigator.
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VI.?7 MOTTVATION AND COUNSEILLING:

This paper was prepared by Ms. H. Ogembo but she could not present
it in person. However, each participant was given a copy. The
main points are summarized below:

Counselling is d-fined as a mutual exchange of ideas, opinions,
discussion and d- Jiberation. It is a two-way communicatic.n process
which involves tace to face interaction.

The main purpose of counselling is the provision of a sitiation
whk'ch enables the client *o search for ansvur's wund solutions to
t! vir own prob’ ams.

he General Features of Counselling are:

a) Counselling facilitates actjive participation by the client.

r) It assists the client to examine a problem, and clarify
conflicting issues.

c) It enables the client to discover alternative ways of dealing

with a problem.
d) This method is communication with client, rathr than health

worker centred.

;e purpose of counselliny in Family Planning is to "help clients
understand Family Planning issues and methods and then apply this
understanding to their own circumstances so that ‘hey can make
informed decisions about fertility"

Counselling ‘elps to fill in gaps in the client's inforu :tion
through dual way communication.

Counselling is private and neutral i.e. it is not intended to
persuade or influence people to choose a particular method of
Farily Planning. It aims at assisting clients to reach their own
firi and comfort.a' le de:cisions<.

The intended oulrome of counsclling is free a:.l inforred choice.
This goa! is ba:.:d on the basis that "all couples and individuals
have the basic right to decide frealy and responsibility, the
number and spacing of their childr. n, to have the informatjon,
education and means to do so".



The Provider's Role is to ensure that:

1)

ii)

iiiy

iv)

The women interested in using IUDs are carefully screened.
Women who have or might get sexually transmitted diseases
should not use IUDS.

A careful insertion, carried out under sterile conditions with
disinfected instruments, ensures that the TUDs are placed high
in the uterus (in the Fundus). This will minimize pain during
the insertion, the risk of perforation and infection, and the
chances of pregnancy and expulsion.

There is infor.stive and “mE thetic counselling. IUD users
nced to knew and  remeinier what signs c¢all ior medical
alt ation, when copper or hormone-releasing TuD should Le
rep.aced and that the IUD does not protect against Acquired
Iramune  Deficiency  Syndrome (A1DS) and other sexually
t ansmitted diseases.

The clients have reqular follow-up and quick access to medical
care,

The objective of IUD insertion is to place the IUD correctly
while minimizing the client's discomfort and the risk of
complications. Successful IUD insertion requires:

a) Explaining the procedure to the client and responding to
her questions and concern. This helps the client relax,
making insertion easier and less painful.

b) Careful technique during all phases of insertion. This
reduces the client's discomfort and reduces the chances
of uterine perforation, cervical laceration and other
cuomplications.

c) Aseptic (sterile) technique throughout the procedure
including careful disinfection of all instruments. This
minimizes the chance of pelvic inflammatory diseases.

d) Careful general, bimanual pelvic examination and sounding
of the uterus to determine the depth and direction. This
reduces the risk of perforating the uterus, which usually
occurs because the sound or IUD inserted too deeply or
at the wrong angle.

€) IUD placement high in the uterus (that is at the fundus).
This minimizes expulsions, accidental pregnancies and
possibly bleeding.
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After the insertion, clear, simple and concise instructions
to the client are very important.

These include the following:-

i) The return visit should be scheduled ip three months!
time fcr check up, however, the client s encouraged to
come for revisits wheiever there is a need.

ii) Reti n to the clinic if you or vyour partner are
di itisfiel with the method.

'i1) Return to cliajc “i, ime yon decide you want tie 1UCD
removed.  Only irai:. 1 healih workers should rrmove the
LD

iv) Come back at once if You experience any of the following
danyer signs:

- Delayed :.eriod ‘pregnancy), abnrormal spotting or

bleedi:io
- Abdominal pain, pain during intercourse.
- Infection exposure (sure as Gonorrhoea), abnormal

discharge.
- Not feeling well, fever and chills.
- String missing, short or longer.

Side Effects of Contraceptives

All contraceptives have sidec-effe(t's. The main problem with
the side-effe ts of contra :eption is the fact that Family
Planning service p »viders ..n most »ccasions have not warned
the sers or ' ive riven in~dequate information to users n
possible side effec: ; of Lhe contraceptives of their choice,

“nce side effects aypear .n ..n uniformed user, they ¢rnerate
fear of the unexpecled and of the unknown. Rumours a) out the
side-effects arise an: often ar«: grossly exaggecrated thus
reinforcing the elemen's of fear and encourage the drop out
from the use of contraceptives. Currently there are
improved information, edu.:ation and communication mechanisms.
It is hoped that these will reduce the volume of rumours on
the complications of Family Planning methods and help reduce
che number of drop outs.



Counselling in Family Planning can achieve the following if

used correctly:

i)

ii)

i)

iv)

vi)

Assist the clients to make informed decisions, averts
regrets, clears doubts, fear and misconceptions, examines
motives and attitudes.

felps identify clients at high risk of negative reaction
aftir Family Planning contraceptive have been acecepied.

Assists clients to identify why they are suitable for the
type of Family ®lanning method they are selecting and are
liel..ed to loek for alternatives if the choice of method
is ‘ound to bhe unsuitable for them.

Eliminates coercion.
Seeks client satisfaction i.e. going beyond providing
factual medical information to include examination of

psychological and social aspects of the decision.

Provides the privacy needed in dealing with the socially
sensitive matters.



VI.8 STRATEGIES FOR INCREASING IUD USE:

This was an open discussion session whose prime objective was to
draw scme light on how best IUD use can be improved through
appropriate motivation and counselling. During the session the
following issues came up:

1. Courselling in family planning helps clients understand Fp
issues and methods so that they can make informed decisions
about their fertility.

2. "sage of 1UD, as any other FP r thed, depends on the quality
¢fFcotar 110 prior to and afler wethod celection. Hence,
count c11ing nheuld ke a continuous ewercise in Fp.

3. The client - provider (councellor) relationship is important

in ensuring confidentiality and trust between the two. Such
a relationship (if good) results in flow of correct
information that would adequately counter at any form of mis
information and rumours., Thus, client,counsellor relationship
should at all tiaes be positive.

4, Intensive counselling would be very helpful in the first 4
months of IUD use. This is the period when highest I1UD drop-
out rate is experienced.

5. As majority of medical personnel have limited training on
counselling skills. They also have limited time to perform
the same. As a result, social workers are the most ideal
skilled people to conduct the counselling of FP clients. This
approach hus been empirica’ly tried at FPAK FP clinics and the
results are very encouraging.

G, Aucrg.ate counselling should always be an integral part of
quality care that must be provided by clinics and other staff.
In isolation, counselling may not yield the desired results.



RECOMMENDATION

From the presentation and discussions the following recommendations
were made:

1.

10.

The IUD contraception is safe to use in the family planning
programmed in Kenya. The TCu.380A should continue to be used
in the national family planning programme.

There should be a trained counsellor in all the FP clinics who
nced not be a nurce.

Tiie minimum standards for IUD services should be set up for
all the fawily planning units.

There is a reed for training courses for health providers to
update them on technique and clinical management of insertion
of CuT. 380A and other newer models of IUDs within the family
pPlanning programue.

Family planning technology should be included in curricula of
medical, nursing and paramedical teaching schools. At the
same time, there is a need to review family planning curricula
in these institutions.

The participants recommended that the Ministry of Health
should post persons interested in Family Planning to run the
family planning services.

There is a nced to clarify the check list and guidelines for
the IUD use in Kenya. This should be acted on immediately
by the relevant organizations.

The referral system fe.qg. when there is a pregnancy) should
be strengthened. There was a need for a proper and early
referral system for counselling of such clients and this
should be well-spelled out.

The problem of tarnished IUDs was discussed and the existing
scientific evidence indicate that the tarnished CuT.380A were
safe and effective.

The participants felt that the current scientific evidence
indicates that the IUDs are safe and effective, provided the
would-be acceptors are well-screened before the insertion.



11.

12.

13.
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Operation research studies shoculd be carried opt in lu?al
clinics to evaluate the IUDs in use in the family planning

programme.

1UDs should be used by women of proven fertility with at least
full term pregnancy.

It was recommended that .he Family Planning Programme should
provide at least a choice of two to three types of the devices
in clinics at any one tine.

Tl »se rec-rmendal’ons Will ko sent to ihe Dirnctor, DFH as
e nested in his opening 1emuarks.



Appendix I.
NAMES AND ADDRESS OF THE PARTICIPANTS

IN THE WORKSHOP

NAME DESIGNATION INSTITUTION BOX NO
L.W. Kimani R/O CRC/KEMRI 20778 N
A.M.Kiura R/0 CRF/KEMRI & hdd
P.M.Ndavi Lecturer UON 19676 N
Nyongyesa P. P/G student UON 19676 N
Nyagero J.M, Jr. Res. Fellow OBGYN Dept. UON 15676 N
Dr.D.M.Chikamata Med. Associate Pop. Council 17643 N
Dr.s H.vVora OBGYN Aga Khan Hosp. 18536 N
Ms. M.Mo9limba Trainer DFH 43319 N:
Ms.E. Matwale FPPD C.H.A.K. 30690 N
Z. W. Gitau P.H.Nurse AMREF 30125 N
I'".R. Rukaria Registrar o/G KNH 20723 &
D. I. Achwal Prog. Officer FPAK 30581 N
Ms. S.Musuva Nurse Pract. M.S. 48981 N
Ms.A. Mwalli Nurse Trainer Gen.Hospital 19 Mac
Mr. H. Gitau KRN Gatundu nspt. 84 Gat
Ms. J. W.Kibugi KRN/KRM FP FPAK 326 E
Dr. V.Lema OBGYN KNH 19329 N
Pr. M.J.Wanjala OBGYN KNH 19676 Ne
Dr.F.J.K.Muriu OBGYN KNH 20926 N
Dr. 5.0.0rero OBGYN KNH 20723 N
Dr. 0. Ogutu OBGYN KNH 20723 N
Dr. N.R.B.Otieno OBGYN Aga Khan Hosp. 30270 N
Dr. T. Mutie OBGYN Aga Khan Hosp. 30270 Ne
Dr. E.G. Maina OBGYN Aga Khan Hosp. 30270 N



NAME

Dr. A.R.Patel
Ms. 8. KRariuki
Dr. C.s8.Kigondu
Ms. Z. Kambi

Ms. Y.Mwaura

Ms. I. Gakhari
Ms. E. Namiti
Ms.B. Karanja
Ms.I. Gichuru
Ms. M. w. Gitau
Ms. G. Mwanthi
Dr. Chitharia Fp
Dr. S. Wanjala
Dr. P.Blumenthal
Dr. S.o0.D Oonjwang
Dr. F.N.Rariuki
Dr. Petrick
Prof.sBo.0jwang
Dr. H.Ssanghvi
Ms. M. Kioi

Ms. A.W.Kariu
DT.K'0duol

“C. Micah Lopita
Sr.E. Hwangi

Ms. J. Gitonga
Dr. D.V Dhupa
Dx. J.A. Munmia
Dr. J.G. Karanja
Dr. N.G. Thagana
Ms. W. Kabogo
Dr. A.0.0yoo

Ms. J. Mungai
Dr. A.E.Makoha
Dr. U.Eraj

DESIGNATION

GP
Nurse
Scientist
Nurse
Adm. Asst.
Nurse
Nurse
Nurse
Nurse
FME/FP
KECN/FP
GP
Lecturer
M.D.

M.D.

M.D
Medical Director
OBGYN
OBGYN

EM Fp
KRM/M
Med. sup.

Research Nurse
MCH/FP Trainer
OBHYN

OBGYN

OBGYN

OBGYN

MCH FP. Trainer
Director

Proj. Coordinator
OBGYN

OBGYN
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INSTITUTION

Westlands N/Home
UON

NCC

UON

NCC

FPAK

FPAK

Gatundu Hosp.
Gatundu Hosp.
General Hosp.

UON

CON

U.K.
Private
FHI, U.s.2A
JON

UON
Ruaraka
MTC
Pumwani M.Hosp.
KNH

KNH OBGYN
DFH

PP

Eldoret Hosp.
UON

UON

FWC No. 66
DFH

UON, OBGYN
UON

UON

BOX wO.

48730 Nairobi
54746 Nairobi
.9676 Nairobi
20108 Nairobi
19676 Nairobi
72421 Nairobi
31388 Nairobi
21388 Nairobi
84 Gatundu

84 Gatundu

19 Machakos
60329 Nairobi
19676 Nairobi
46042 Nairobi
20872 Nairebi
53267 Nairobi
U.8.A.

19676 Nairobi
20857 Nairobi
34358 Nairobi
30195 Nairobi
13089 Nairobi
43212 Nairobi
19676 Nairobi
43319 Nairobi
Nairobi

32411 Eldoret
56772 Nairobi
20757 Nairobi
20723 Nairobi
43319 Nairobi
1967€¢ Nairobi
53992 Nairobi
43789 Nairobi

TEL.NO.

26324
582433
726360

726360
760476
335775
335775
74001
74001
21911
340005
726360
24646
338233
28498

726360
726360
802701
725711
763291/7

726360
725105
20173

31411

340585
23010

726360
725105
726360
33%700



NAME

Ms. H.V.Ogembo
Dr.M.E.Njoroge
Martha wWaratho
Tabitha Kimani
Peter M.Karanja
Lois W.Kih
Esther Mwangangi
Dr. E. Wanjohi
Dr. ZP Quereshi
Dr.N. Rupani
Mrs. P. Muema

L. Cogswell
Dr.G.w.Ngayu

M. Mbuqgua

Dr. E.J.Cheserem
Dr. §.0.0keyo
Ms.J.A.Nyakoa
Dr. E.G.Mwathe
Dr. S.V.Maroo
Dr.H.s.Dhadialloa
Dr. R.Parkar

DESIGNATION

Family H.Officer
8r.Med.Officer
MCH FP Trainer
Nurse

Clinical oOfficer
Nurse

Nurse Educator
OBGYN

PG. OBGYN

PG. KNH

Nurse
Ass.Prog.0Officer
PP

Trainer

PG. OBGYN

PG OBGYN

Nurse

OBGYN

OBGYN

OBGYN

PG OBGYN
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JUSTITUTION

WHO - Kenya
NCC

DFH

NCC

Delmonte

NCC

Aga Khan Hosp.
Pumwani M.Hosp.
KNH

KNH
Gen.Hospital
PATH

DFH
KNH
KNH
UON
UON
UON
Aga Khan Hosp.
KNH

BOX NO.

45335
30108
43319
30108
147
30108
30270
39443
47625
19676
19
57046
48981
43319
26474
75585
19676
56270
56270
48879
40679

Nairobi
Yairobi
1'airobi
dairobi
Thika

Nairecbi
Nairobi
Nairobi
Nairobi
Nairobi

Machakos

Nairobi
Nairobi
Nairobi
Nai robi
Nairobi
Nairobi
Nairobi
Nairobi
Nairobi
Nairobi

TEL.NO.

723069
762971/2
7225105
559638
21601
795540
742541
793291
582475
726360

566714
335467
725105
557424
726300
726300
25269

743815
742531
745929
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APPENDIX 2.

PROGRAMME

The Update Workshop on Intrauterine Contraceptive Device
20th February, 1990
Nairobi, Kenya

8.00 - 8.30 a.m. Registration
Chnairman: Dr. C.Sekadde-
Kigondu
8.30 - 8.35 a.m. Objectives of the workshop Dr. ° Sekadde-
Klgundu
8.35 - 8.40 a.m. Remarks by the Chairman Dr. S.H.wanjala

Dept. of Ob/Gyn

8.40 - 9.00 a.rm. Remarks by the Director
Division of Family Health
Official opening of Workshop Dr. A.0.Ayoo

9.6G - 2.30 a.m. Overview of IUDs Mechanism Dr. D.M.Chikamata
of Action, Safety, Efficacy (The Population
Council)
9.59 - 10.30 a.m. International Studies on Dr. T.Petric
IUDs (Family Healtn
Internationai,
USA)

+G.30 - 10.45 a.m. T E A

10.45 - 11.15 a.m. Jiscussion



12.30 - 12.45 p.m. Barriers to IUD Use Dr. N.G.Thagana

Discussion:
1.00 -2.00 p.m.  Lunch
o Tin Tin Restaurant
G Chairman: Dr. H.C.G.Sanghvi
2.00 - 2.30 p.m. Strategies for increasing Open discussion
IUD Use
Motivation and Counselling Sister H.Ogembo
2.30 - 2.45 p.m. Discussion:
2.45 - 3.30 p.m. Films
Currently used IUDs in Kenya
3.30 - 3.45 p.m. Discussions & Recommendation
3.45 - 4.30 p.n. Panel Discussion/Recommendations:
1. Dr. I. Achwal - FPAK
2. Dr. D.M.Chikamata _ Pop.Council
3. Dr.C.Sekadde—Kigondu-Dept.ofOb/Gyn,KNH
4, Dr. P.M. Ndavi - Dept. of Ob/Gyn, KNH
5. Dr. T. Petrick - FHI, USA
6. Dr. H.C.G. Sanghvi - Dept.of Ob/Gyn, KNH
4.30 - 5.00 p.m. T E A BREAK
5.00 - 5,15 p.m. Closing Remarks Dr. C.Sekadde-

Kigondu
5.15 - 6.00 Films


http:Sekadde-Kigondu-Dept.of

i

APPENDIX 3:
Screening form for IUD Users:

Yes No Not
Ssure
Heat disease
Heart murmur
Hepatitis or severe liver disease
Wilson's disease
Diabetes
Leukemia
Fainting attacks
Steroid therapy
Anemia or blood clotting problems
Current suspected or possible Pregnancy

Ectopic pregnancy
(pregnancy outside of the uterus)

Recent pregnancy

Recent abortion or miscarriage
Abnormalities of the uterus

Bleeding between periods

Cancer of the uterus (womb) or cervix
Suspicious or abnormal Pap smear
Prior IUD use

IUD in place rnow

Heavy menstrual flow

Severe menstrual cramps




L
(2P

Multiple sexual partiners

A sexual partner who has
multiple sevual partners

Pelvic infection
(Including pus in
fallopian tubes)

Infection of the uterusg
(womb) or cervix

Genital sores or lesions
Sexually transmitted discase
(venereal disease) such as
herpes, gonorrhea,

chlamydia or acquired immune
deficiency syndrome (AIDS)
Unexplained genital bleeding

Uterine or pelvic surgery

Vaginal discharge or infection

Yes

No

Not sure
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