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I. EXECUTIVE SUMMARY ON THE UPDATE WORKSHOP 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 wasgradually declining. 
Some of the factors were identified as being,
1) larl- of adequate and proper information on the E1-de effects andmechani -ms of action; 2) oxidation of the currently available IUDdevice ;n the programme: 3) lack of clear guidelines for the IUDuse; 4 irregularities in the sivpply of the devices and 5) ;tbser,-eof tr- qnjig of 11,e pro iders o-, newer devi,,-s. 
Thu.-; this wo,.Kshop was held to -'eate a foLim where the providerscould discuss these problems and find possible solutions.organized It wasby the Department of Obstetrics 
and Gynaecology,

University of Nairobi.
 

It .'s itte' ided by eighty people who were health providers, policymake-s a,1 cientists.
 

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

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

the method.
 

The specific objectives were 1) to update
knowledge the hea th providerson the current status of the IUD in c:-neral with aspecial emphasis on the Copper T380A device which is the commonly
available device 
in the govrnment services; 
2) to dentify,
define, a id disc ss p-oblems related to IUD with an er hasisCuT.380A ':rom the providers p-.oint 
on

of v;ew in order to in,acce.ptability of the device -)y the cl 'nts 
,-eose the 

through the providers;
3) to improve on the pr.viders atti udos toward IUD as a means ofconitracepti n; 4) to s.. up guidelives on the use of LUD in Kenyaand 5) to share o<prtiences in the ,TD provision in the differentclinics in Nairobi area. The resource persons were:arnW:. GynaecologistObst '.-icians, reseai -;h scietists, 
 FP providers
sci:iitists, Internal ijonal c,.rganizatijns: 
and 

Pc pulation Council,Nairobi and Family Health Internat-ional, U.S.A.
 
The problems 
of the tarnishing or "oxidation" of
discussed the IUDs was
and it was concludpd that 
the scientific 
evidence
indicate that there were still effrctive and safe. However, it was
noted that the manufactures 
are assessing this 
problem and are

trying io fj id solutions.
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The worldwide experiernce of che It 0 use show that many 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 IUD 
is not the issue but the time of the insertion and the exper:ise
of the person doing the insertion. However, some attempts are 
being made to improve the retention rate by special adaptations of 
standard IUD such as use of biodegradable suture or knots. The 
insertion dunie at the time of the caesarean section seems to have 
the i ,,st ccss results. , with the expulsion and continiat on 
ratcs ipp,.Iching that of the interval insertion of iUDs. 

Thus a piogr. "me of the postp;0rtun ID insertion should be 
cons T.ied y 'ai ly pluniling prc ;ramrnes which have a rifficulty 
i n b-i iigi ig '.,k I he ':(:men to YP cli nic '-or i lt erval visits. 

The farily p1,)nning programme at Ken yaitta 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 IJJD 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 for 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
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and not provider-centered. 
Ways to motivate~the client to continue
using -the device-should' be-sought-ins'te ad 6-f 'neouraging removalbecause of 
minor problems. Instructions should be given to 
the
clients to ensure that they have fully understood the discussions.
They should be instructed to come back if they experience any of

the side effects.
 

An open discussion was held to assess ways of increasing IUD use.
It was found that counselling was not adequate in the existing
programme set up. The providers should have some update courses
on couns.,lling and ways of utilizing non-medical personnel to do

the coir,::;elling in the FP clinics should be 
encouraged.
becaus..e Ilie i ,oviders normally have This waslimited cliunt-prov J.,er contacttime. 

.nTh: % L.'"o.),mendation was that thc! IUD ;,houJd continue to be usedin thu pr';jranme, however, efforts should be made touse. increase its'.jo could be done by 1) holding regular training programmesfor the providers, 2) including or improving family planningcurriculum of all future health providers, 3) posting counsellorsto family planning units, 
4) setting up minimum standards and
guidelines for IUD use, 5) having regular supply of the devices (at
least 2 different brands), 6) improving on the referral system for
management of side'effects 
and method failures. The current
evidence show that the tarnished TCu 380A were still effective and
safe to 
use however, operational research 
should be carried to
evaluate the non-use or the decline 
in the use of the IUD

contraception in the Programme.
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II. INTRODUCTION AND OBJECTIVES OF THE WORKSHOP 
_
 
Dr. C. Sekadde-Kigondu
 

Intra-Uterine contraceptive Devices 
(IUD) have continued to play
a role in the contraceptive practices of women the world over.
6	 In
s me 	of the communities it is the most commonly used method. 
 In
Krmlya it has been the second mostly used method, however, recently
othz methods have better acceptance rates. 
 In one area in Kenya
lUDs 	are now ranking fourth to Depot - medroxy progesterone acetate(DMPA), Oral contraceptives (OCs) and Implants. 
This 	drop in 1UD
use ]i,.;:, botin due to seveiral facto.-s including: 

1. 	 I.CK OF EQUA,.I AND PROJER i.NFORMA'IION 

'his 	 h-s .ed to 1 ioor attitudes amor ., bo:h the provide rs andut.;ers. Thuse poor attitudes often lead 	to poor policies and
low utiliz-ition ,.if the method. There are two major areaswhere this has co)ntinued to be a prc 
lem.
 

a) 	 Side Effects:
 
i) The relationship between IUD use and 
 pelvic
infection and subsequent fertility has remained
unclear to most providers and users despite the

available information.
 

ii) The effect of oxidation of devices within 
their

shelf life has also raised fears of hitherto unknown
 
side effects..
 

b) 	 Mechanism of Action: 
The mechanism of action of IUDs has remained unclear inthe minds of the providers and users despite the recentdevelop.-ents. Most of them still believe that the majormode 
of action is through prevention of implantation
rather than prevention of fertilization as is currently
known for the copper containing devices. This has made
them look at IUDs 
as devices 

therefore objecting to their use. 

causing abortion and
 

2. 	 LACK OF PROPER AND CLEAR GUIDELINES:
 

This 	has been left to a few individuals to develop and quite
often these are people who have not been kept informed of new
developments in this area. 
 This 	has often led to confusing
instructions. 
 Even in cases where these have been well
developed, their dissemination has been poor leaving theactual providers uninformed. 
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3. SUPPLIES:
 

There are many different types of devices on the market today
and this may cause confusion to the provider and the user.Since some of these 
devices work differently it calls for
training on all the different devices. The supplies are alsoinconsistent such that when users request the method it is notavailable and this makes them 
loose confiden,,e in the
 
services.
 

4. Ir". 1 N G: 
c.:t of the corvice providers do not receive adLquate t'r-inirg 
in the insert ion tc.,,2mniques. This is m nly because thetrai-iing often util.izes one type of device and i:he.y areconfronted with new devices they have no idea of bow toproceed. This may account for an apparent increase in failurerates and some of the side effects.
 

JUSTIFICATION:
 

From the brief introduction above it can be 
seen that there
was a need for the 
update workshop if IUDs 
are going to
continue to play a role in 
contraception. 
 Although this
workshop was for 
the providers, it 
was hoped that through
these, the message could reach the users 
in an effective
 
manner.
 

L) 

\ 
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III. TARGET POPULATION: 

The participants were 
health providers, researchers
makers and policyinvolved in the provision ofNairobi area. 
family planning -,trvices in theThey were drawn from the following organizations: 

Ministry of Health Services (Division of Family Health,

FP Clini c:;)ii) National CouncHl o(,r Population and Develcpmejit (NC.'D)iii) Members of Kenya Obstetrical and G]naeco],o(,ical Society
(K.O.G.S)


iv) City Commission Health Services

v) 
 Private Sector Health Services
vi) University of 
Nairobi (Department of 
Obstetrics 
and
Gynaecology at 
 :.nyatta National Hospital)
vii) Other non-gov. 
iriental Organizationls 
 (e.g. Farily


Planning Associ, ion of Kenya (FPAX)
Viii)International 
Organi. tions (Population Council,

Family Health Int:, nal i.onal). 

and
 

A total of 80 people participated in the workshop.
A list of the pitrticipants is annexed (Appendix 1)
 



IV. 
 RESOURCE PERSONS:
 

They came from the following displines and organizations:
 

1. ~bstelricia Gynarcologist: Dr. Wanjala, Dr. Thagaiia, Dr.;,ThVi, ai "c. .... :hvi, of Ujiiversity of Nairobi, 

2. he.s Dr. c:.;-de-Kigo.,u, UniversIty -.f N,-irobi, 
3 . ;Ur -.I th. r'ov'.' ,=', , ,.'' :, Ife: ]'th Oj:, .i ,Atiun (hHO) Associ Jon 

Uf i,'' (i. 'AK) : 1r At-h.hw:;1l,l. ind Ms. Og'nbo, 
4. Intrcrnational O.,yani zation: Dr. Chikamata, Population

Council, and Dr. Petrick Family Health International, 
U.S.A.
 

(4 

z"4 4 
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THE PROGRAMME
 

The programme consisted of the following items 
(annex 2)
 

o Objectives of the workshop 

o Overview of IU('Ds, mechanism of action, safety and efficacy 

o Int,-rnatinnal studi,,s on Hi Ds 

o, ,o n F peri c. e 
A s,-:iati'.n of ;:i,*ny., 

with IUDs 
Kenyatta 

in Y., iya (Fa. i.y 
NationaL Hospital) 

Pl.,rining 

o Postpa,-mtil IUD use 

o Barriei ; to IUD ,e 

o Strategies fc,, Snc[reasing IUD use 

o ,iscussi,.ns and recommendations 

o Film on ci rrently ised IUDs .Intra-ut. rine Devices from 
International Plannec Parenthood Federati ,n; IPPF).
 

A lot of litei ,ture 
was dj:Jributed to each participant for further
 
refer,:nce an, reading.
 

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

To improve the 
acceptance and continuation of 
use of IUDs among 
.mlen wishing to p -ac'ice family planning in Kenya.
 

SPiE:IFIC OBJECTIVES:
 

1. To u[,, te I-,aIth ;d,
o-,. 's knowlerlge on the curr,nt ,. itus.,f lt,)s in genera! wit], a special. emphdi:.is tin the Cupper.Cu.380A dt.-vice whi hi is the coi iiionly availible device in theygovernment services.
 

2. Po identify, define, and discuss problems related to IUDs with.inemphasis on the Copper TCu.380 A from the providers point
of view in order to incrt -.;e the acceptability of this device
by the clients t., 
u'.h t providers.
 

3. 
 To iprove on the provider's attitudes tuY.. rtds IUDs 
isa mpari!s
of contraception.
 

4. To ! t up guidelines on 
the uise IUDs in Kenya.
 
5. To share . -:periences in ,JD provision in different clinics in
 

Nairobi ,:ea.
 

http:emphdi:.is


-A,....
 

V.a 	 OPENING REMARKS 
 (Dr. S.H. Wanjala)
 

The acting Chairman of the department thanked the organizers of theworkshop and welcomed the collaboration between the Population
Council and the Dept. of Ob/Gyn in addressing the issues that has
been 
raised by family planning providers. The department will
continue to work with international organizations to improve theprovision of family planning programmes in Kenya and the health of
WCo.ien .in gcneral. 
VI. b 	 'Y',;,,,s TDIK.. 'CC'7 OF DIV ,9.XION OF FAMILY !2EALJH1 	 TflE 

'ile.,. h',p was of F: ciialy ,pened by Dr. A.O. Oyoo, DirecLor,iv'n of 1,.,-,ly .'-,Ith of the ,i4nisLry of Health. In hisC).:C.,g '. s , he .:e I-om-d thIe 1articipants and he gave 1;)ei-.an 	 .te Lo the participants to look into the following items: 

Policy of the IUD use in Kenya,
o 	 Evaluation of the different types of the IUDs,
 
o 	 Availability of these commodities to the clients,

o 	 Attitudes of the providers and clients as far as IUDs are
 

concerned,
 
o 	 Information and materials to be given to the clients,

o 	 Guidelines to help the clients 'to come up with her method of
 

choice,
 
0 Update courses on different family planning methods.
 

Everyone 
was enc, raged to contribute to various discussions as
specified in the 
program. He indicated that this information

should be ,:ompiled and disseminated to relevant personnel including
the Division of Family Health. 



VI. 
 PRESENTATIONS:
 

VI.A 	 AN OVERVIEW OF THE IUD MECHANISM OF ACTION
 
THE POPULATION COUNCILS EXPERIENCE
 

This was presented by Dr. D.M. Chikamata.
 

Intrauterine contraceptive devices have been used throughout the
world 
for almust three decades. They are effective, safe and
convenient. How ver, the IUDs have inot gained wide acceptance inSub , ,haran Africa. Oily 0.5% of wo.nen of reproductive age use TUDscc.p~vr'-. to 25% .in Scmidii.voan cotumtries and 35% in Chira.ho:111. inloviders, J.:],uiy physti&iars 
The 

in both drve.]opcd and 
- ng ,.:nuf"r.i," : ;,re rel.,':aiit to use the i ntraute.r'j necocplive d,.ix.c, cause Lhcy ai.-e 	not convinced of the high0-9r.,e of efficacy ,[.his contraceptLive mrethod and they are stai.lal.fraid of expressed concerns about certain issues about IUD. These

have incl.udcd the use and safety of IUDs, the increased risk ofpelvic inflammatory disease (PID) and subsequent infertility. Inthe developing 	countries the 
issue of the occasional presence of
tarnish on CuT 380A has worried the providers~that the IUD may no

loncj.!r be sterile or may have lost its effectiveness.
 

These are some of the reasons that have lead to many women not to

be offered this method of contraception. The IUD is a long-acting

contraceptive usually without systematic effects.
 

The following topics were reviewed:
 

i) the ,!.ipper bearing IUDs 
i. ) rch,inism of action 
iii) efficacy,

iv) side effects: infection, pain/bleeding and expulsion and
 
v) tarni shing.
 

IUDs are usually classified as unmedicated e.g. ring devices,

usually made of stainless steel and plastic devices and medicated
 e.g. copper or hormone-releasing. In Sub Saharan Africa, the Lippes

Loop, made of polyethylene is the most widely available unmedicated
IUD. The review focussed on the second generation of copper bearing

IUDs.
 

In the late 60s researchers discovered that adding 
copper to a
plastic IUD frame increased the effectiveness.This lead to the
development of second generation of IUDs in the 1960s and 1970s.

The hormone-releasing 
IUDs were also developed in the 1970s,
however, these 	are 
not available in Sub Saharan national family

planning programmes.
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The first generation of Copper beaming IUDs were smaller than the
plastic devices and 
they caused fewer side 
effects but just as
effective in preventing pregnancy. 
These had to be replaced every
few years. Therefore a second generation of copper beaming IUDs
was developed, including the TCu 380A, the TCu 220, the Nova T, theMulti-load 375 
and others. The features that have made copper

bearing IUDs more popular include:
 

i) high effectiveness
 
ii) fewer Hide effects
 
iii) long lasting
 

Th':. e .0iiprtD\,i IUDs are now becttning widely available. 

I-.: i O' W . OF AL '.1" 1 

The )-iech;inism by which IUDs act as contraceptives are stillfully unxerstood. notMany studies have attemiipted to explain the modeof action of IUDs by the morphological changes that take place inthe endometrium. The embryo is thought to be lost during the time
of implantation because the IUD alters the cellular and biochemical
environment in the endometrial cavity. 

The introduction of IUD thean into uterine cavity induces aforeign body reaction 
in the surrounding endometrium which is
characterized by the infiltration of polymorphonuclear leucocytes
and macrophanges into the endometrial stroma and subsequentlythrougL-Athe surface epithelium. Leucocyte migration is greater withcopper IliDs withthan inert IUDs. Besides the morphologicalchanges, the biochemical co',-posjLion of the endo-metrium and theuterine fluid underfgoes changes during the use of inert andmedicated IUDs. T'he copper bearing IUD increases the concentrationof coppe- in the uterine fluid ind enhances some specific enzyme.activit.i,..s whereas !teroid-releasing lIUDs exerts a strongsuppressive effect on the proliferative activity of the endometriumand influences the enzymatic activity accordingly. 

The addition of copper 
to an inert IUD has been 
shown to
significantly alter the metabolism of the endometrial cells e.g.
the enzymatic activity and the Deoxyribonucleic acid (DNA).
synthesis. In addition, similar to that of the 
inert devices, the
hormone-releasing IUDs show massive decidual 'changes, atrophicglands and sometimes atrophy of the whole functional layer. Themorphological changes of the human endometrium and'the biochemicalchanges of the endometrial fluid during the normal cycle play arole in the capacitation of sperm asthe and well as theimplantation of the blastocyst.
 



The biocheical changes may influence in a negative way
. . eventsnvo!ving proteolytic activities,--e.g. - migration -and ma t ur atibsperm at 
 mid-cycle and the implantation of blastocyst. The 
f­

antifertility action of IUDs has been the ,suggested 
to be related
to the presence of the foreign body reaction.
 

Recently, the weight of scientific evidence indicates that:copper
bearing IUDs prevent pregnancy beyond the uterine level by:
 

i preventing fertilization of the ovum. The foreign bodyreaction prodbces biological response that may interferewith s-O.,eps of the reproductive process that normallytakes pl.ace before the ovum reaches the utrine cavity 
,ii,.ili.,,ng"Ii) the number of sperm thiat re*,(.h the fai.opian 
ie and 

ii. i) ir,(. ., ,c ting sperm and inhibition of speI"m transport.
 
IUDs, ind pai iculnrly copper, devices 
decrease the likelihoodthe ova can be found in the fa]lopian tube shortly 

that 
after ovulation. 

For a long time scientists and even 
the developers of IUDs have
believed that IUDs are abortifacient. This was based on the falseconcept that IUDs 
operate 
at -the uterine level, by destroying
fertilized ova in a hostile environment where it is phagocytized .
destroyed by toxic products or that it withers because it i's
unable to implant in an altered endometrium.
 

A variety of studies demonstrate that IUD use diminishes both the
number of sperm reaching the oviduct and 
A
 

their capacity to
 
fertilize ova.
 

The type of the IUD is also important in hindering the sperm from
penetrating the cervical mucus, the sperms, are phagocytized byleukocytes, are incapacitated with head-tail 
separation in the
presence of copper and suffer other cytotoxic effects in the IUD­
altered uterine fluid.
 

In the fallopian tubes of copper IUD users, 
the ova are found
significantly less frequently than in cbntrols. The ova as with
 
sperm are affected, apparently by the altered uterine fluid.
 
The primary mode of IUD action appears to be interferenceconception rather than implantation. 

with
 
Therefore the IUDs prevent
pregnancy as a contraceptive and not abortifacient.
 

,- .........
 



EFFICACY
 

Research on IUDs in the past decade has resulted in development of
 new devices that 
have both higher continuation rates and lower
 rates of expulsion 
and removal for bleeding abnormalities. A
number of 
large-scale randomized multi-centre studies have been
undertaken by the WHO Special Programmeof Research, Develop:.ient

and Research Training in Human Reproduction and Non-governmenjtal

Organizati,,tis (NGOs) such as The Populat'ion Couijcil and Family1:':alth Int,.'rnat-,nal; these studies have cover.-1 both new and IUDsaIr, ady Jn u'e in nation.-.l famiJ.y planning prcjrames. 

Lerge, r:'.lti.--t.ii.J;~:e, r n,-,.mi zrl cl1Acal t.:.ris demonstrate that
)UDfai]*iJ.e traLes Fire :_-tiu.iigly ;, "fected by the cye of particilpants,notably by the pv ortion of women under the age 25 admitted Lo the 

Irials. 
Nun medi:atnd IUDs such as Lippes loop have pregnancy rates above

2 per 10o wuman years. The fi:.st generation of copper bearing IUDs,
the Cu.7 and the Tcu 200, do not markedly differ in pregnancy ratesfrom standard plastic devices with rates significantly above 2 per

100 woman years. The second generation copper IUDs have failure
 
rates b'elow 2 per 100 woman-years.
 

The CuT 380A lis one of the most effective methods of contraception
ever developed. In large multi-centre trials pregnancy rates are
less than one per 100 women in the first year of The
use.

cumulative pregnancy rate after 6 years of use is just 1.4 per 100 
women according to a WHO international study; (3). The IPPF and some other igencies provide the NOva T and multi-load as well asTCu 
380A. 1'. .st national family planning programmes are currently
using the 3econd generation of IUDs. 

The current generation of IUDs is safe for many women and 99%effective over one year of use. 
But not all women should use IUDs.

The provider must screen potential users, insert the device
 
correctly and follow up the clients.
 

The attention now 
is shifting toward identifying appropriate IUD
 users and providing high-quality medical care 
and counselling to
 
maximize safety and acceptability.
 

Based on the :promising information available about the second
generation of Copper bearing IUDs, international donor agencies are
 
now providing these IUD for use in developing country programmes.
 

.: p gr - to 7,..e s .. ... 
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The IUD is highly effective in preventing pregnancy but like with
all reproductive 
choices, including pregnancy,,. has, both health__
benefits -and risks. The side-&ffects as-sociated withmay be serious, such use of IUDs as 

disease 

ectopic pregnancy or pelvic inflammatoryor troublesome to the woman such as andpain increasedblood loss and anaemia.
 

SIDE EFFECTS
 

RISK OF PID
 

New studies and new analyses of earlier studies show that ",he risk
of infection is largely limited to the first four months afterjn:.-t:ion and womento exposed to sexually transmitted diseases(ST0:s). The increased risk of PID with IUD use centres around thet.im, ,.j insovi.hin. To women who are not exposed to STDs there.,:e,-c s beto no 
ti..it Copper 

risk of infce tility. Similarly, evidence shows 
i: 

and all-pla:itic ;.UDs notdo increaseectopic pregnancy in feacl-, they provide 
the risk of 

some protection against
them. 

The use of a copper IUD coupled with a stable relationship does not
cause an increase in tubal infertility.
 

Careful 
selection of candidates for intrauterine 
devices mayfurther reduce 
the risk of IUD-associated 
pelvic inflammatory

disease.
 

PAIN/BLEEDING
 

In clinical trials 4 to 15 % of women stop using IUDsreason within a for thisyear, of insertion. Percentages
mr-;ical..d devites than for copper 

are higher for non-
IUDs. Older women and withwomenchildren ge-lerally have lower rates of removal due to bleeding and

pain. 

With unmedicated IUDs, blood flow increases on average to100% above pre-insertion levels. by 50
With TCu.380A IUD the increaseabove the pre-insertion levels 20 to 50%.
 

EXPULSION
 

Expulsion 
vary from less than 
one to more than 10 per 100 women
in the first year of use. In general, non-medicated IUDs areexpelled more 
often than Cu. IUDs. Among the Cu. IUDs the Nova Tand Multiload are 
least expelled. Most expulsions occur in thefirst year and especially within the first 3 months of. insertion.
Factors that are associated with expulsion include the age and theparity of the woman. 
 correct insertion with an IUD placed up to
the fundus is thought to reduce the chances of expulsion.
 



TAP'NXSHING OF TCU.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 m~ty 
no longer be sterile 
or may not be effective.
availab' All
evidence indicates that tarnished IUDs are both safc
effective as long as and
the package remains intact. The copper wire
or sleeves on IrUs tarnish because gases 
can pass into
pickage, cat the IUD
ing a copper oxide tc forn on the copper surface. The
IUDs have a .L;helf life of four yc-iis.
 

These factors; effectiven .s; 
 long lasting; safety and
accepttbility, have permitted the IUD to play an important role in
family planning proqrammes, especia'ly in the developing world.
 
If the usual criteria for the use of IUD is f,,llowed, i.e.,
over 25, women
ideally multiparous and with a stah'e relationship, the
fear of infection 
is not higher than 
with any other
contraception. type of
"The use of IUDs in both developed and developing
countries should continue 
'-o be supported as a reliable and safe
method of reversi )le fertility regulation".
 

SUGGESTED FURTHER READING:
 

1. Population Repurts IUDs a new look serie.i B. No. 5 April 1989.
 
2. Cramer DW et 
ilTubal infertility and the intrauterine device. 

New Engl J ( Med 1985; 312(15):941-947.
 
4. Johinnisson <. Mechanism of Action of Intrauterine Devices:
 

Biochemical Changes. Contraception 1987 (36)1 11-22
 
5. WHO T(.chnical Series 
753. Mechanism of action, safety and
effic-i.:y of intrauterine devices, WHO, Gene- t. 1987.
 



------------------------------------------------

VI. 2. 
 WORLDWIDE EXPERIENCE OF THE IUD USE
 

Dr. Petrick, 
from Family Health International, USA, 'reviewed the
worldwide experience of the IUD use. 
 It was indicated that the
IUDs are still approved for use in the United State 
 and they have
never been withdrawn by the Food and Drug Agency (FDA). 
 However,
the manufacturers decided on withdraw from the market for the 
fol lowing reasons:
 

1. enorm-,%ous risk of law suits2. high monetary losses suffeced there after/, 

!iwc:.xv-, zit present ti[me Gynopharia Inc. has obtained approvaliwrket ti;e Cu. toT 380A which is supplied worldwide by United StatesAgency for Tntornational Development (USAID) and the Population
Council.
 

The cost of use of IUD in USA is at the moment very prohibitive.
 

The 
review of the worldwide data showed that TCu 380A has been
found tr" be one 
of the best devices. The relationship between
pelvic inflammatory disease (PID) has been widely studied including
a study cairied out both in Kenya and Nigeria. The two studies in
Kenya and Nigeria involving the administration of prophylactic
doxcy.ine at the time of IUD insertion to see whether the incidenceof post-insertion PID in the first 3 months could be reduced.
 

Approximately 3600 patients were involved in a randomized, double­blind (placebo vs doxycline study). 
 In Kenya, the results were
that placebo patients developed PID with a rate of 1.9% while those
who were given doxycline did so at a rate of 1.3%. In Nigeria itwas 1.4% and 1.5% respectively. 
 Due to overall low incidence of
PID (diagnosed by reasonably restrictive methods), 
this number of
patients did not provide power to detect a difference. Clinical
reviews, however, 
indicates 
that little was accomplished
prophylactic doxycline. by
In an full project at five differentsites, there was no difference in the development of PID in 
1265
clients randomly given stringed and stringles IUDs. Thus ascending


infection was minimal.
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The suggested approaches to the reduction of post-inserti-n PIDare:
 

1. 
 Better screening of subjects. (Appendix 3)
2. Better disinfectj,,n at insertion.
3. Stringles IUDs oi 
 a disinfectant build into the string.
4. Prophylac; ic ant ')i,,ti,s ,or user at high risk for PID,it insert ;n. 
Hie also reviewed hL problems found at the timesu h as failuie to inse of i*UD insertion 
Thtre t, porforationwas a need for and cervical laceratiojos.an nalysis for celvical dilation ait the timeof insertion. There w.,.3 a difference betweendeveloping countries the developed andre ctarding
the insertion of IUDs. 

the rate of hospitalization after
In a study done by FHI using data base of
100,000 subjects using IUDs to determinethe the difficultiestir,;e of rer-.val, found atthree reasons predominate for difficultremovals:
 

1. Embedding
 
2. Perforation
 
3. "Fis' ng" out a missing string
 

It was, I Dwever, found 
 .hat a significant numberwee associated with only 2 
of these events 

TCu.200B), IUDs (the post-partum T anda partial problem t*,e 
removal at the time of long-termwas found use and 
of insertion 

for the Lir.±es Loop D. Breastfeeding at the timethe only identifiedwas risk factor. On the other
hand, age, parity and previous caesarean 
section
overall difficulty were not. The
at 
 -al was 21/100 attempts to re'nove0.4/100 insertions. or
 

Tb re was no difference for norial 'eturn to fertilityot;ier foi from anyi of rever ible contracept n. 
He concluded that 
,Iie -ents which were reported on were quite ra
and .'-finitp;y did e:)i give reasonsri rti-, ,1ar", ,. fl- 'MC 380A. 

to limit the use ilode-n IUDs 



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 conLraceptive benefits. 

;je indicatd that clinic 66 was The largest (family planning) 

:'ervice doli ,y 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: 

1. Intrauterine contraceptive devices
 
2. Oral coniraceptives
 
3. Injectab e (depot medoxy 	Progestone Acetate)
 
4. Barrier Lethods (condom and conceptrol)
 
5. Sterilization
 
6. Norplant Implant (introduced in October 1989).
 

She not-1 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 joted that since the TCu.380A was introduced, the providers
 
have received various complaints from their clients such as heavy
 
and irregular periods, painful periods, lower abdominal pain,
 
feeling weak and dizzy, fever and loss of appetite and vaginal
 
discharges. These complaints 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 was
 
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
 



VI.4 BARRIERS TO IUD USE
 

The main reasons
This 	topic was discussed by Dr. N.G. Thagana. 

•..!.re identified as:­

.L. Tack of adnquate information to both the providers and
 
',Ients.This could be improved by regular update courses and
 

for obtaining the
creat-ing s p e and easy channels 

LUDs. This is also important to the clients
information on 


2. 	 i nccid to . r 2 2e nation. l policies ,n the use of IUD:s 

>:,;ig iit 1y, st.tus, tihvie of insertion, and themaital 
io be used in the programmes. Clarificatir-, of

L.j> s of IlDs 
tihc policies on IUDs in the countries where these devic,s ire 

nai: ,factured or obtained from. 

There was need to clarify certain issues pertaining to IUD use
3. 

can create fears
since the withdrawal of certain IUD brands 


and rumours among the providers and clients.
 

to counsel the clients properly on these
4. 	 There was a need 

inserted with continued support
fears before the device is 


during use.
 

The mechanism of action can be misunderstood by some religious
5. 

affiliation. The associated fear of the presence of foreign
 

and the concept of the long duration of action need
body 

clicilication to many clients and their spouses.
 

are many. Some of
6. 	 Rumours and misconceptions regarding IUDs 


these are related to the development of infertility, STDs, 

car 's f-tc. These should be minimized and clarified in the 

co, .unities by the support of local data. 

IUDs 	can be prohibitive in
7. 	 The availability and cost of the 

some sectors of the society.
 



VI. 5 
 (FPAK) ON INTRAUTERINE DEVICE
THE EXPERIENCE OF FAMILY PLANNING ASSOCIATION OF KENYA
 

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 thef mi y p an ,i ,,g 'e-rvicrs, howxeer, the 1989 Demographic and Health 
r.c 1'!:dJ,,ss:erv:,. that now the ssociation provides 30% of the 

c "<:.'. - p Itrc',i/(2 FI-..K cli 'cs f,,r family planning services ire;"Illy w 2.:I1] d (giving al. nh-,:-(.esary information includii;g.1,if,. r m ji cn a11 i -ative fmil1y p1anning methods) and informedotf 1;~ of ,!.. to be int- ,D .d a:d the proper time forl.p ]cc. .t if it is a medicatpd duvice. Currently the clinicsonly off-rl 'i'Ci 3ROA, niultiload and lippes loop.encouraged to maintain regular 
The clients are

follow-up visits and they areinformed to come back any time before follow-up visit date if shemisses a period oL" is unable to locate 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
3cceptors 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%
 

- IUD 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 depo­provera: 34.8%, 
Noristerat: 
 7.5%, Pills: 23.1%, 
 IUD: 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:
 

- Yjotables - Depo--provera 62.9%
 

Nori ,terat 6.6%
 
- Hl ]S 19.3%
 
- Condoms 
 5% 
- Fowiing 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 total of 3728 tubal ligations and 22 vasectomies were
 
performed. Other quality assurance parameters in 
1989 were as
 
follows:
 

Static clinics Outrceach clinics
 

Complications while on
 
method 
 0.7% 0.4%
 

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 .i *, K (but fourt'i whenvoluntary surgical contraception is included).
newer The selection ofcopper- 1-earirj devices
which are: 

such as TCu 380A and multiload 3*.'5apt ropt !,Ate, safe, smaller, effective and have aprolongd duration 
device-, which come 

of use has enhanced the ac,:eptability. 9' lein sterile packs theover years have also sho.na dro in : !tho(C specific, infection rate. The newer devices a " also s.all -ind haive less expulsion rate.
 
Prforation rarely occurs 
 in FPAK clinics due to wellpe :;onntl, who train,_dar" familiar with theAlthougl the IUD 

few IUD devices available.may be in:;.rted at any time convenient touser, th programme's standards insist use 
the 

on of sound tenaculumand in: rtion durinrg 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 trainiiij. While 
we will
continue support the traininys, the AssociatioL requires, the
trai ioes to know the difference between informationof clients as and motivationopp sed to counselling. 
It is the client who, whenequipped with 
 ddequate knowledge 
 on di ferent types of
contraceptives and their advantages and disadvantages, should be
allowed 
to choose 
a method 
of their 
own choice
motivatin-j clients to a 
rather than
particular method 
for case experience
purposes o 
service piovider bias.
 

Fjom April this year (1990 The Association will phz'sedevices which out alluse pus!, i; t,'hnique for insertion, which hafound to have highr , beench. nc( ; of perforation and will only retaindevices which use witLhdrawa, of applicators technique leaving thr,device in pl,..,e and encuring better fundal placement. 
While the medicated d,_evices have more advantages, the Association
has noted the need to clearly inform clients about the proper time
for replacement and giving them a written document (e.g.appointment card), clientwith the date of removal. Of the method failurecases followed by the Association in 1987,
in place two-three years past 

90% had medicated IUDs
the documented 
removal period.
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Though the FPAK has not 
received a batch of 
partially oxidized
coppe, devices, and though copper
leadii.g agency 

devices work by oxid.ition, as a
in family planning, we strongly,
operation research should fe~l that aiibu carried outof to cot.pare the lifespandevices oxidized in packs as compared to devices insertedwii-hout visible signs of oxidation to alloy the providers anxiety
and possible blase and to minimize the clients fears.
 

CONCLUSION:
 

After r ;re than two decades widespread use, )Ds are now used bysome 2( 1000 women in Kenya. In order tomethod and to 
sustain confidence in thein..' ease it-, use, th,- service providers shouldendeavuur to use the most moJern medicited devicc--s which have high
efficacy, low failure rates, 
less complications and long duration
of use. 
Vigil.ance should be riaintained and training of the service
providers to 
equip them with 
very 
high standards
Careful of service.
couns *lli'vr of clierts 


rjtivation of clie:, 
but not mere information ai'
 . should bt 
made mandatory 
 Serxlce providejs
should chang,? their attitudes from the informc r and ',hejudge and
adopt the at 
itude of teacher to client, thus leaving the clients
 to be their own judges.
 

SUGGESTED FURTHER READING:
 
2. Mechanism of action, safety and efficacy of 
intrauterine
devices. 
Report of a WHO scientific group. 
Geneva, December
 

1086.
 

2. .ended stdtn:1ey.t on Intrauterine Devices by International
:'lrlical Advisory Panel 
(IMAP) IPPF February 1989.
 

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

4. Contraceptive News Vol. 5 No. 1 1985.
 



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
one, eFpecially when the presence of the woman in a postpartum wardis the probable last chance to start 
family planning before she
 .iscppears forever. 
 This is true enough in developed countries;
developing countries have even greater problems getting women to
return for any -cason after delivery and before the next pregnancy. 

,,ith this r asoning in ,iind, attempts have been made for years toind Lhe optimum I ine of .:-..,rrting during this period and tolermill the bst type or style of IUD and insertion tcchnique.A revJ(wTa of the data oblo,)ined around the world indicate that the
timing s no!:t critical. 
The studies using "immediate postpartum"
insertion (no later than 10 minutes postplacenta) have yielded the
most 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 acceptable 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 IUDs 
currently available for insertion,
especially the copper-bearing ones. 
 Some attempts have been made
to improve uterine retention 
by special adaptations of standard
IUDs, 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 -ites, 
especially when comparative studies

h.:ive 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 underway by FHI for 
 a major international
 

most successful results, with expulsion
 

pharmaceutical firm, demonstrate that there is a real "learning 
curve". 

One final note 
section seem to 

is that insertions 
have the 

done at the time of Cesarean 

and continuation 
rates approaching closely 
those of interval
 
insertion.
 



A progrrm of postpartum insertion should be considered by familyplanning programs which have difficulty in bringing womenclinics for interval intovisits. Whether a specially prepared IUD andinserter 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 COUNSELLING:
 

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

below: 
Counselling is 
d-fined as 
a mutual exchange of 
ideas, opinions,
discussion and d, iberation. 
It is a two-way communicdticl process
which irvolves 1,Ace to face interaction. 
The main purpose of counselling
wV ch enablc 

is the pro, ision of a sit lationthe client -- search for ans,, .:s Lnd solutions toti.',ir own probl 2ms. 

The General Features of Counselling are: 
a) Counselling facilitates active participation by the client.
V) 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 p-roblem.
d) This method is communication with client, rat'tLcr than health

worker centred.
 

iie 
purpose of counselling 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 car, -makeinformed decisions about fertility", 

Counselling 
 elps to in
fill gaps in the client's inforit -tion
through dual 
way communication.
 

Counselling 
is private and neutral 
i.e. it not
is intended
persuade or influence people to choose 
to
 

a particular method
Far ;Ky Planning. It ofaims at assisting clients to reach their ownfiLh and comfort-, le d, cision;. 

The intended o;, -me of couns] ling is free a:.,. inforred choice.This goal ha.. -dis on 
have the 

the basis tb:t "all coup!es and individualsbasic right to decide 
fr,!Iy and responsibility,
number and spacing theof their childr, n, to have the information,education and means to do so".
 



The Provider's Role is 
to ensure that:
 

i) 	 The women interested 
in using IUDs are carefully screened.
Women who have or 
might get sexually transmitted 
diseases

should not use 
IUDS.
 

ii) A careful insertion, carried out under sterile conditions with
disinfected instruments, ensures that the IUDs placed highin the 	 areuterus (in the Fundus). This will minimize pain duringtho insertion, the risk 	of perforation and infection, and thechances of prcgnincy and expulsion. 

J iJ.) Thec-e is infor,!,,tlve and .mp thetic counselling. IUD users
aceed to knuw ind remembJer vhat signs call for medicalatt itjun, wvh(n copper or hormone-releasing IUD should berer aced and that the IUD doos 	 not protect against AcquiredImmune Deficiency Syndrome (AIDS) and other sexually
t ansmitted diseases. 

iv) 	 The clients have regular 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 toher 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 
cumplicat ions. 

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. Thisreduces the risk of perforating the uterus, which usually
occurs because the sound or IUD 
 inserted too deeply or
at the wrong angle.
 

e) 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 followiny:­

i) The return visit should be scheduled in three months'fc. check up, h.wever,time the client i encouraged tocome for revisits whenever there is a need.
 
ii) Ret, -n to .he clinic if you or 
 your partner are

d1 -. itisf ,t:1 with the method.
 

ii) Return 
 to clijic cii;me y.i decide you want tle IUCDemove,-i. On]y i.r.3 ihI hea workr~s should rnmo-,e the ., ID. 

iv) Come bnck at once if you experience any of the following
danyer signs:
 
- Delayed ,,eriod 'pregnancy), abnoimal :spott nf or 

bleed"i.,
 

- Abdominal pain, pain duiring intercourse. 

- Infection exposure (sure as Gonorrhoea), abnormal
 
discharge.
 

- Not feeling well, fever and chills.
 

-
 String missing, short or longer.
 

Side Effects of Contraqcptives
 

All contracptives have side-effe( Is. The main problem with
the side-effe, ts of eptioncontra is the fact that FamilyPlanni ig :ervice p .)viders ..n most occasions have not warnedthe i.sers or I ive riven in,-*1equate information to users (npossible s3ide fec:; of Lhe contiaceptivws ofe their choice. 
Once side effects aJpear n.n uniformed user, they .jnetitefear of the unexpected and of the unknown. Rumours a) 'ut theside-effects arise an,' often arr: grossly exaggr-catt-d thusreinforcing the elemen, s of fear and encourage the drop outfrom the use of contricr'eptives. Currently there areimproved information, c-du,:ation and communication mechanisms.It is hoped tnat 
these will reduce the volume of rumours on
the complications of Family Planning 
methods and help reduce
 
the number of drop outs.
 



Counselling in Family Planning can achieve the followinq if

used correctly_
 

i) 	 Assist the clients 
to make informed decisions, averts
regrets, clears doubts, fear and misconceptions, examines

motives and attitudes.
 

ii) 	 Helps identify clients at high risk of negative reaction
dft L" Family P) anning contraceptive have 	 been acce;l'ed. 
j.iI) 	 Azo. ists r] ;cr-rts to identify why they are suitable for thetypn of Family !?lanning method They 	are selecting and ireeneled to lock 	 for alternativus if the choice of methodis *ound to be unsuitable for them. 

iv) 	 Eliminates coercion.
 

v) 	 Seeks client satisfaction i.e. 
going beyond providing
factual medical information to 
include examination of
psychological and social aspects of the decision.
 

vi) 	 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 wasdraw some light on how best IUD use can 
to 

be improved throughappropriate motivation and counselling. During the session thefollowing issues came up:
 

1. Cou-selling in family planning helps clients understand FPissues and methods 
so that they can make 
informed decisions

Lbout th, ir fertility. 

2. ",;age of IUD, is any othe.r IP r. thod, depcids on the quality(f cc I: ]lir.. pr:ior to and after .iethod selection. Hence,,:uun: , 1 12ing d Le a in FP.h:: continuous exercise 

3. The clikr!t - prcvider (counsellor) relationship is importantin ensuring confidentiality and trust between the two. Such
a i-elationship 
 (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 tiies be positive.
 

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

5. As majority 
if 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 h-s been empirica ly tried at FPAK FP clinics and theresults are very encouraging. 

6. A.ur..ite counselling should always be an integral part ofquality care that must be provided by clinics and other staff.In isolation, counselling may not yield the desired results.
 



7. 
 RECOMMENDATION
 

From the presentation and discussions the following recommendations
 
were 	made:
 

1. 	 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.
 

2. 	 There should be a trained counsellor in all the FP clinics who
n,'ed not be a nur.;e. 

3. 	 Thie minimum standards for IUD services should be set up forall the family planning units. 

4. 
 There is a r-eed for training courses for health providers to
updite Lhen on technique and clinical management of insertionof CuT. 380A and other newer models of IUDs within the family
planning programme. 

5. 
 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.
 

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

7. 
 There is a need to clarify the check list and guidelines for
the IUD use in Kenya. This should 
 be acted on immediately

by the relevant organizations.
 

8. 	 The referral system (e.g. 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.
 

9. 
 The problem of tarnished IUDs was discussed and the existing
scientific evidence indicate that the tarnished CuT.380A were
 
safe 	and effective.
 

10. 	 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.
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11. Operation research studies 
should be carried
clinics out in lb.,cal
to evaluate the 
IUDs in use in the 
family planning

programme.
 

12. IUDs should be used by women of proven fertility with at leastfull term pregnancy.
 

13. It was recommendtd that ,-he Family Planning Programme shouldprovide ,it least a choice of two to three types of the devicesin clini,-s at ajy one i ime.
 

TI -se rec )r:iendat)ns will 
 ho sent to 1he Dirinctor, DFH asr, iiester] in his opening iemaJrks. 



Appendix I.
 
NAMES AND ADDRESS OF THE PARTICIPANTS
 

IN THE WORKSHOP 

NAME DESIGNATION INSTITUTION BOX NO 

L.W. Kimani 
A.M.Kiura 
P.M.Ndavi 
Nyongesa P. 
Nyagerio J.M. 
Dr.D.M.Cbikamata 
Dr.S "q.Vora 
Ms. W.i' bii1a 
Ms.E. Matwale 
Z. W. Gitau 
r:,.R. Rukaria 
D. I. Achwal 
Ms. S.Musuva 
Ms.A. Mwalli 
Mr. H. Gitau 
Ms. J. W.Kibugi 
Dr. V.Lema 
Dr. M.J.Wanjala 
Dr.F.J.K.Muriu 
Dr. S.O.Orero 
Dr. 0. Ogutu 
Dr. N.R.B.Otieno 
Dr. T. Mutie 
Dr. E.G. Maina 

R/O 
R/O 
Lecturer 
P/G student 
Jr. Res. Fellow 
Med. Associate 
ODGYN 
Trainer 
I*PPD 
P.H.Nurse 
Registrar O/G 
Prog. Officer 
Nurse Pract. 
Nurse Trainer 
KRN 
KRN/KRM FP 
OBGYN 
OBGYN 
OBGYN 
OBGYN 
OBGYN 
OBGYN 
OBGYN 
OBGYN 

CRC/KEMRI 
CRF/KEMRI 
UON 
UON 
OBGYN Dept. UON 
Pop. Council 
Aga Khan Hosp. 
DFH 
C.H.A.K. 
AMREF 
KNH 
FPAK 
M.S. 
Gen.Hospital 
Gatundu Ispt. 
FPAK 
KNH 
KNH 
KNH 
KNH 
KNH 
Aga Khan Hosp. 
Aga Khan Hosp. 
Aga Khan Hosp. 

20778 M 
25 A& 
19676 N 
19676 N: 
3;(76 N 
17643 NE 
136 N: 
43319 N: 
30690 m: 
30125 M: 
20723 NF 
30581 M 
48981 N: 
19 Mac 
84 Gat 
326 E 
19329 N: 
19676 M 
20926 It 
20723 It 
20723 N: 
30270 N: 
30270 I 
30270 It 



NAME 


Dr. A.R.Patel 

Ms. S. Kariuki 

Dr. C.S.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 FD 

Dr. S. Wanjala 

Dr. P.Blumenthal 

Dr. D.O.D Onjwang

Dr. F.N.Kariuki 

Dr. Petrick 

Prof.SBO.Ojwang 

Dr. H.Sanghvi 

Ms. M. 
Kioi 

Ms. A.W.Kariu 

Dz.K'Oduol 


r. Micah Lopita
Sr.E. iwangi 

Ms. J. Gitonga 

Dr. D.V Dhupa 

Dr. J.A. Mumia 

Dr. J.G. Karanja 

Dr. N.G. Thagana

Ms. W. Kabogo 

Dr. A.O.Oyoo 

Ms- J. Munqai

Dr. A.E.Makoha 


Dr. J.Eraj 


DESIGNATION 


GP 

Nurse 

Scientist 

Nurse 

Adm. Asst. 

Nurse 

Nurse 

Nurse 

Nurse 

YME/FP 

KECN/FP 

GP 

Lecturer 

M.D. 

M.D. 

M.D 

Medical Director 

OBGYIN 

OBGYN 

EM FP 

KRM/M 

Mad. Sup. 


Research Nurse 

MCH/FP Trainer 

OBHYN 

OBGYN 

OBGYN 

OBGYN 

MCH PP. Trainer 

D-rector 

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 

UON 

U.K. 

Private 

FHI, U.S.A 

UON 

UON 

Ruaraka 

MTC 

Pumwani M.Hosp. 


KNH OBGYN 

DFH 

PP 

Eldoret Hosp. 

UON 

UON 

FWC No. 66 

DFH 

UON, OBGYN 

UON 


UON 


BOX NO. 


48730 Nairobi 

54746 Nairobi 

*.9676 Nairobi 

-0108 Nairobi
 
19676 Nairobi 

72421 Nairobi 

31388 Nairobi 

J1388 Nairobi 

84 Gatundu 

84 Gatundu 

!9 Machakos 

60329 Nairobi 

19676 Nairobi 

46042 Nairobi 

20872 Nairobi 

53267 Nairobi 

U.S.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 

19676 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
 
339700
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NAME DESIGNATION INSTITUTION BOX NO. TEL.NO. 

Ms. H.V.Ogembo 
Dr.M.E.Njoroge 
Martha Waratho 
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. Mbugua 
Dr. E-J.Cheserem 
Dr. S.O.Okeyo 
Ms.J.A.Nyakoa 
Dr. E.G.Mwathe 
Dr. S.V.Maroo 
Dr.H.S.Dhadialloa 
Dr. R.Parkar 

Family H.Officer 
Sr.Med.Officer 
MCH FP Trainer 
Nurse 
Clinical Officer 
Nurse 
Nurse Educator 
OBGYN 
PG. OBGYN 
PG. KNH 
Nurse 
Ass.Prog.Officer 
pp 
Trainer 
PG. OBGYN 
PG OBGYN 
Nurse 
OBGYN 
OBGYN 
OBGYN 
PG OBGYN 

WHO - Kenya 
NCC 
DFH 
NCC 
Delmonte 
NCC 
Aga Khan Hosp. 
Pumwani M.Hosp. 
KNH 
KNH 
Gen.Hospital 
PATH 

DFH 
Y 
KNH 
UON 
UON 
UON 
Aga Khan Hosp. 
KNH 

45335 Nairobi 
30108 Nairobi 
43319 i'airobi 
30108 Aairobi 
147 Thika 
30108 Nairobi 
30270 Nairobi 
39443 Nairobi 
47625 Nairobi 
19676 Nairobi 
19 Machakos 
57046 Nairobi 
48981 Nairobi 
43319 Nairobi 
26474 Nairobi 
75585 Nairobi 
19676 Nairobi 
56270 Nairobi 
56270 Nairobi 
48879 Nairobi 
40679 Nairobi 

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. Reqistration 
Chairman: 

Dr. C.Sekadde­

8.30 - 8.35 a.m. Objectives of the workshop 
Kigondu 

Dr. - Sekadde­

8.35 - 8.40 a.m. Remarks by the Chairman 
Kigndu 

Dr. S.H.Wanjala 
Dept. of Ob/Gyn 

8.40 - 9.00 a.r. Remarks by the Director 

9.00 - 0.30 a.m. 

Division of Family Health
Official opening of Workshop 

Overview of IUDs Mechanism 

Dr. A.O.Ayoo 

Dr. D.M.Chikamata 
of Action, Safety, Efficacy (The Population 

9.30 - 10.30 a.m. International Studies on 
IUDs 

Council) 

Dr. T.Petric 
(Family Healzn 

Internationai, 

L.0.30 - 10.45 a.m. T E A 
USA) 

10.45 - 11.15 a.m. Iiscussion 



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

1.00 - 2.00 p.m. Lunch
Tin Tin Restaurant
 
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.m. Panel Discussion/Recommendations:
 

1. Dr. I. Achwal - FPAK
 
2. Dr. D.M.Chikamata 
_ Pop.Council
3. Dr. C. Sekadde-Kigondu-Dept.of Ob/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 B R E A K
 

5.00 - 5.15 p.m. Closing Remarks 
 Dr. C.Sekadde-


Kigondu
5.15 
-6.00 
 Films
 

http:Sekadde-Kigondu-Dept.of


APPENDIX 3: 
Screening form for IUD Users: 

Yes No N o t 
sure 

Heat disease 

Heart murmur 

Hepdtitis or severe liver disease 

Wilson's disease 

Diabetes 

Leukemia 

Fainting attacks 

Steroid therapy 

Anemia or blood clotting problems 

Current suspected or possible pregnant 

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 now 

Heavy menstrual flow 

Severe menstrual cramps 



4. 

Mult ipie sexual partners
 

Yes No 
 Not sure
 

A sexual partner who has
 
multiple se--ual 
partners
 

Pelvic infection
 
(Including pus in 
fallopian tubes)
 

Infection of 
the uterus
 

(womb) or cervix
 

Genital sores 
or lesions
 

Sexually transmitted disease
 
(venereal disease) such as
 
herpes, gonorrhea,

chlamydia or acquired immune
 
deficiency syndrome (AIDS)
 

Unexplained genital bleeding
 

Uterine or pelvic surgery
 

Vaginal discharge or infection
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