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OPERATIONAL DEFINITIONS

1. Abortion - Thisis the termination o& pregnancyeither spontaneously or deliberately, before
foetal viability is achieved.e. before foetus attains the weight of 500gms or reaches 20 weeks

gestational age from the first day of last menstrual period.

2. Complete abortion- there is the expulsion of all of the products of conception befor20the

completed week of gestatio

3. Incomplete abortion - there is expulsion of the some but not all products of conception.

There is dilatation of cervical canal with active bleeding.

4. Inevitable abortion - A clinical type of abortion where the changes have progressed to a state

from where continuation of pregnancy is impossible.
5. Acceptability - Agrees in principal to utilize an IUCD as a method of contraception.
6. Uptake - Actual utilization of IUCD as a method of contraception afteritfuex abortion

7. Septic abortion - An abortion with clinical evidence of sepsis which include foul smelling

products of conception, purulent or foul smelling vaginal discharge, or fever >38 C.

8. Missedabortion - A nonviable intrauterine pregnancy that has been retained within the uterus

without spontaneous abortion.

9. Unsafe abortion - This is termination of a pregnancy carried out by persons lacking the
necessary skills or in an environment that does not conform to minimal medical standards or
both.

10. Unmet contraceptive need- This is he proportion of married women, who are sexually
active, at risk of pregnancy, who do not want to have a child soon or at all, and are not using any

method of contraception.

11. GestationalAge’ thisis the age of an embryo, fetus, or newborn as measumadhe first
day of the woman's last menstrual period. This is approximately 2 weeks before conception or

fertilization.


http://en.wikipedia.org/wiki/Pregnancy_(mammals)

10

ABSTRACT
INTRODUCTION

In Kenya, over 300000 abortions occur annualiypst of which arethought to have been
induced (1). Providing highly effective, long acting and rapidly resrele method of
contraception such as an IUG@Dthe period immediately following abortidras the potential to
decrease future unplanned pregnancies and prevent repeat ab@yiodajority of women
scheduled for interval insertion of IUCD do not ret8). However, it is unclear iWvomen
managed for abortion in Kenya who have little or no other contact with the formal healthcare
system later omould use it In Kenya, no study has been done to evaluate thetabdég of an

IUCD as a method of contraception after an abortion.
OBJECTIVE

The aim of this study was to determine acceptability and uptake of immediatéoms®ran

IUCD among patients managed for abortion at Kenyatta National Hospital.

METHODOLOG Y

This was a hospital base@scriptivecrosssectional study targeting women of reproductive age
(18-49) years who were managed for abortion at Kenyatta National Hospital, the national
teaching and referral hospital. Betweeff duly and 1% October 202, 159 women of
reproductive age managed for abortion were egdolA written informed consent was obtained
before data collection using a pretested structured questionnaire administered by research
assistant. Data collected included sed@mographicharacteristicsprevious obstetridistory,
knowledge and willingness to use IUCD following termination of pregnancy. Women who
reported willingness to use IUCDs were offered opportunityaxehthe IUCD inserted Data

was entered into a secure Microsaftcess Databasend exportedo SPSS version 20 software

for analysis. Proportion of women willing to use IUCD and accept-glosttion insertion was
determined Categorical factors associated with willingness to use IUCDaaoéptance giost
abortioninsertion were identified usingCeiqu ar ed t est s an dcatégorisaher 6 s
variablesand ttests for continuous variables. Multivariate analysis was done to determine

independent factors associateith willingness to use IUCD and with asutability of post
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abortion insertion of IUCD using multinomial logistic regression with variables identified to be

significantly different (p<0.005) on univariate analysis.
Results

Of the 159 study participants, only 35(22%) accepted to use an IUCDheO8% women
reporting willingness to use IUCD, only 16 (10%) had the IUCD inseuptake)after the
MVA. The mean age of the study participants who accepted to have IUCD was 26.9+SD5.8.
Majority 30(85.7%) were married. Twenfive (71.4%) had secondarytsool level or above
level of education. Majority, 19(54.3%) had one or more living children. Ten (28.3%) did not
desire the index pregnancy. The differences in sdemographic and reproductive
characteristics between those who accefaedeptability)and those who declined to use IUCD
were not statistically significanAmong those who had the IUCiDserted (ptake) and those
who declined there was no statisally significant differencein the sociedemographic and
reproductive characteristiS8ubjecs who did not desire the index pregnancy were more likely to
have the IUCD inserte®R 9 (1.5i 56.5), p=0.017The most common reason cited for declined
to use IUCD was safety and adverse effects concerns.

Conclusion

The results of this study suggesttthiae acceptance and uptake of immediate post abortion
insertion of an IUCD is low as it faces many challenges in terms of negative perception among

the women of reproductive age.
Recommendations

Immediate post abortion insertion of IUCD can be used asobrtbe innovative ways of
reducing the gap in unmet contraception need among women managed for abortion who do not
desire immediate future fertilityHealth care providers offering post abortion care should
incorporate provision of IUCD after receivingpppriate training as this will increase overall
accessibility to the method@here is need to engage the public more and provide more accurate

information concerning the safety of the IUCD as a mode of contraception.
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INTRODUCTION

In developing countriesabortion complications are a common medical emerdéhcylt is
estimatedthat in Kenya,about 316560 (both spontaneous anduced) abortions occur every
year (1). Of these, about 7%are hospitalizedin public hospitalsfor abortion related
complications (5). About twenty eight percent (28%) of women admitted have severe
complications including shock and uterine perforat{@h Approximately 1% of the women
(182 women) admitted with abortion complicatiatie (5). lllegally induced abortionsvhich
account for 15.7 % of abortions mandge district hospitalsare responsible for most of the
deaths Approximately 90% of the women who have induced abortiogort that the
pregnacies are unwanted or mistim@). In Kenya, abortion is permitted only if in the opinion
of a trained health professional, there is need for emergency treatmeatite tr health of the
pregnant woman is in dangéy. Abortion on client demand is not petted under the law.
Hence manwomenwith unwanted pregnancigssort to procure unsafabortions which result
in maternal morbidity and mortalitylTherefore, provision of quality post abortion care is of

paramount importance.

One component of post abortigare is preventing repeat abortions by providing family planning
counseling andcontraception. After an abortiooyomen can get pregnant before the first
menstrual bleeding8, 9) . Although all methods of contraception can be started immediately
after a first or second trimester abortion, provision of daotng reversible contraceptive
methods have a higher potel to decrease future unplanned pregnancies and repeat adortio
among these womét0). Reduction in unwanted pregnancies and unsafe abortions will result in

reducton of maternaimortality.

While the intrauterine device (IUCD) is a highly effective ldegm option, its use as a
contraceptive in Kenya has been low. Only 1.7 of women in reproductive age and 2% of married
women are using an IUCD as a method of conptaer(11) . The slow adoption of [IUCD use in
Kenya has been attributed to five interrelated factors; poor quality of care, fear among providers
of acquiring or transmitting HIV, poor product image among clients, provider bias or preference

(reluctance of the praders to provide the method) and shifting client prefergitje
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BACKGROUND AND LITERATURE REVIEW

Abortion is definedasthe termination opregnancyeither spontaneously or delibexyt, before
foetal viability is achieved i.e. before foetus attains the weight of 500gms and above , which

corresponds to about 20 weeks gestational age from the first day of last menstrual period.

The true incidence of abortion is difficult to estahlias some women will associate the bleeding
from spontanea abortion to delayed periott is estimated that nearly 42 million abortions
occur annuallyworldwide, most of whichoccur in developing countrie@). In Kenya, it is
estimated that about 316560 abortions (spontaeand induced) occur annua(ll). Of these,
about 7% of women are hospitalizad public hospitalsfor abortion related complications
including hemorrhage anskpsis. Twenty eight percent (28%) of women admitted had severe
complications including shock and uterine perforatidgpproximately 1% of he women

admitted with abortion complications dig).

In Kenya, a study done at Nakuru Provincial Hospital found that complications of abortion
complicatiors account for 25% of maternal deaths recor@@dA study done in KNH irfound

that 62% of tle abortions are likely to be induc€B). lllegally induced abortions accounted for
80% of all the abortion deaths, with most being due to sép$is Additional consequenced o
unsafe abortion include loss of productivity, economic burden on public health systems, social

stigma and longerm health problems such as infertility

In Kenya according to thedfilyaDemographic anéiealthSurvey2009, 17% of the pregnancies
were unwated, whereas 26% of the pregnancies were mis{idedThe high levels of
mistimed and unwanted pregnancies put these women at risk of unsafe abortions. Therefore,

there is need to provide effective and reliable methods of contraception to these women.

In Kenya, only 46% of married women are using any modsoofraceptionModern methods of
contraception are used by 39% of married women while traditional methods are used by 6% of
thesewomen Of these, injectable contraceptives are the most widely used@etvhereas
intrauterine contraceptive device usat 1.6% One in four married women (25%) hamemet

contraceptive need4.1). Majority of thewomenin Kenyaare not onrmoderncontraceptives or


http://en.wikipedia.org/wiki/Pregnancy_(mammals)
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rely on ineffective traditional methods that put them at riskuoplanned or unintended
pregnanciegl) . The high levels of unplanned and unwanted pregnancies put these women at

risk of unsafe abortions

In Kenya, abortion complications are a common meditedrgency accounting for up to %0of
gynaecological war@ddmissiong5). Postabortion care provides an important opportunity for
delivery of family planning services, as many women may have little or no other contact with the
formal healthcare system laten (13) . Provision of quality counseling is critical to improving
acceptance of postbortion contraceptiorf3) . Good counseling on contraceptive methods
results in increased uptake and utilization of the method of contraception at o(Esyear

In study done in Egypt, the utilization of [IUCD as a method of contraception increased from 10.2
% to 42% after the quality of coseling services were improv@). Good counseling also
provides emotional support, makes women feel more secure, and satisfied hence more motivated

to use family planning method%6) .

A study done in Dar el Salaam fourttht up to 90% of the women were willing to adopt a
method of contraception after an abortid¥) . However, most women use only shtetm
methods. A few choose loftgrm methods while others rely on methods, which are ineffective.
Although all methods of contraception can be started immediately after a first or secondrtrimeste
abortion, provision of longcting reversible contraceptive methods such as IUCD and
contraceptive implants have a higher potential to decrease future unplanned pregnancies and

repeat abortions in women managed for aboitidh

Intrauterine contraceptive devices are used by over 100 million weraddwide (18). They
provide a highly effective, long acting, safe, inexpensive and rapidly reversible method of

contraceptiorwhich can be initiated safely aften abortion(2, 19) (21).

Insertion of an IUCD immediately after an abortion aéfseveral advantagdsrst, the IUCD is
inserted while the patient is still undercal or general anaesthe¢® . Secondly, the cervix is
dilated. This makes the insertion of an intexine device easier and less paiififl) . Thirdly, it

offers immediate contraceptivestefits, as fertility returns rapidly after abortion; some women
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begin ovulating as early as the 10th day after-fiistester induced abortiof®) . Ovulation has

been detected in over 80% of patients in the first gdxirtion cycle(8, 9). Finally, immediate
insertion ofan IUCD after an abortion is associated with lower risk of repeat elective abortions
as it offers effective and immediate contracep{s).

Immediatepostpartum provision of IUCD is another method whiem de used to increase
utilization of the IUCD. This can be done trans caeserian in which the IUCD is inserted during
caeserian section or vigost placentafundal placement. A study done in Kenya found that
intensive counseling did not improve uptakdWED over routine counselirig4).

Whereas insertion of an IUCD after an abortion has been recommended by the WHO through the
Medical Eligibility Criteria for contraceptive use of 2009 and by the Kenyan National Family
Planning Guidelines 2010situse has been limited by concerns of increased rate of expulsions,

uterine perforation and infections among the clinigjahs

Current literature available indicates that IUCD insertion after an abortion is safe. Post abortion
IUCD insertion is associated with an incidence rate of perforation of one per 1000 insertions,
which is comparable to rates in interval inserti@, 26) (27). Factors associated with an
increased risk of perforation include skill okthlinician and anatomic factors, such as a stenotic
cervix or an immobile or a retroverted uterus and the presence of a myometrial defect (pre

existing or created during the procedure by the uterine sound or the IUCD i{&8rter

Goodman et alreported expulsion rates of 1.6% and 7% for IUCDs placed immediately after
first and second trimester abortions, respectiy28y . The net discontinuation rate due to pelvic
inflammatory disease is low, ranging from 0.0 to 0.8 per 100 women at one year for post

abortion insertion, which is comparable to interval insert&a).

The copper T 380 A, which is available in Kenya, provides safe and effective contraception for
durationof 12 years with low expulsionates It can also be used by women who want @echto

avoid exogenous estrogen. In addition, it represents an effective alternative to surgical
sterilization, which many women can use in order to avoid the side effects and frequent attention

required by most reversible methods of contraceptith) . It is effective immediately after
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insertion and its use is associated with lower incidence of ectopic pregnancy and repeat abortion
(21) (25).

A study done in Kenya in 1990 found that IUCD discontinuation was the lowest of the three
methods for a I-Pnonth period (oral contraceptives 80%, Ddprovera 39% and IUCD 20%)

(28).

Despite these benefits, Kenya has lagged behind other countries in adopting the intrauterine
contraceptive device. In 200809 Kenya Demographic and Health Survey, only 1.7 percent of
women in reprodctive age were using intrauterine contraceptive de(it®s By comparison,
intrauterine contraceptive devices were used by over 33 percent of women using contraception in
China, 18% in Scandinavian countries and 13% in Asian nati@)s Slow adoption of IUCD

use in Kenya has been attributed tcefnterrelated factors; poor quality of care, fear among
providers of acquiring or transmitting HIV, poor product image among clients, provider bias or

preference (reluctance of the providers to provide the method) and shifting client preféBence

The government in itgjuest to promote utilization of the IUCD as a method of long term
contraception has faced many challenges. First, most of the healthcare providers are biased
aganst providing the IUCD as method of contraception as its time consuming, labour intensive
andrequires sterility to provide it. Decline iagtment in healthcare, trainirand supplies has
resulted in declined service provision. Stamkages ofgloves and disinfectants coupled with

few trained skill healtcare provides has hindered provision ohis service. Majority of
healthcare providers are also misinformed on the contraindicatioaslvantages and
disadvantages to use of the IUCD. Many non menstruating clients are the service of IUCD
insertion. Health care providers were also worried abouttiaxting HIV from the clients or
transmitting HIV from one client to another during IUCD insertion. Poor product image among
the clients due to misconceptions have also lead to decline in utilization of the [IUCD. Changes in
client preferences has leadrt@mny clients choosing the injectable contraceptives theetong

term methods of contraceptid?).

Among Kenyan women, the IUD is most popular among those who want to stop child bearing

though it can also be used for child spadiag). For this reason, users tend to be older, higher
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parity women. Its use increases with education level, and use is more common among urban
women, perhaps because of their education levelgttertacces8, 29). Whereas it has been
demonstrated that long acting reversibntraceptives such as IUCD are more effective and
less costly in the long run, many women in Kenya do not use contraceptives and some of those
who use rely on ineffective traditional methods contraceptive puts them at risk of unintended or
unplanned pFgnancies, which lead to abortions. There is therefore need to encourage use of

long acting contraceptives.
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RATIONALE

In Kenya, unsafe abortion is a major problem contributing significantly to the high number of
maternal deaths and morbidit9ne in five maternal deaths in Kenya is due to unsafe abortions
(14 . In Kenya, only 32% of the women in reproductive age use effective modern methods of
contraceptive(11) . Majority of women use no method of contraception or rely on highly
ineffective traditional methods putg them at risk of unwanted pregnancies leading to unsafe

abortions. Up to 44.5% percent of the pregnancies in Kenya are unp(@0dhed

While the provision of longerm reversible methods of contraception is one of the most cost
effective strategies to reducepeatabortions(10) (23) and maternal mortalitythe use of long

term methods such as IUCD in Kenya is low at 1.71% . Insertion of an IUCD immediately
after an abortion haseveral benefits compared with interval insertion. After an abortion, women
are highly motivated to use a method of contraceptloh . IUCD insertion after an abortion
ensures effective contraception is in place by the time ovulation resumes. It also eliminates need
for another visit for IUCD insertion. Studies have showthat up to 2568 % of women
scheduled for interval insertion do not come back to have the IUCD ing8rt&t). Adherence

to contraceptive choices after an abortion is higB&y. Most of the women use shdadrm or
ineffective methods of corgtceptionwhich put them at risk afepeat abortionsHowever, it is
unclear ifwomen managed for abortion in Kenya who have little or no other contact with the
formal healthcare system later would use alUCD as a method of contraceptidhe aim of

this study was to determine the acedylity anduptake ofimmediate insertion an IUCD as a

method of contraception to be initiated after an abortion.
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NARRATIVE CONCEPTUAL FRAMEWORK

One of the ways to improve maternal health and reduce maternal mortality is to increase
contraceptive usamong women of the reproductive age. Provision of long term contraceptives
like IUCD after an abortion are among the interventions which can be done to improve this is to

increase access to contraception.

Factors determining utilization of an IUCD as athod of contraception after an abortion are
diverse and yet interrelated. These include personal (patient) factors and institutional (provider)
factors. Personal factors can be divided into sdeimographic factors, reproductive factors,

economic facta and product perception factors.

Older women are motivated to use contraception to prevent pregnancy. Younger women tend to
use contraceptives to delay child bearing or for birth spacing. Higher levels of education and

knowledge/ awareness are associatgl higher utilization of family planning services.

Women who have achieved desired family sizes are more motivated to use contraceptives to

prevent undesired pregnancies.

Cultural practices such as naming of relatives and sex preference (boy prefareras=ociated
with lower utilization of contraceptives. Most of these communities tend to have many children

with low use of contraceptives as they see children as a source of wealth.

Product image/perception is also a major determinant of its utilizalifisinformation and
misconceptions about a product concerning its adverse effects can negatively impact on its

utilization. Good product image is associated with higher utilization of the product.

Gender autonomy influences access and utilization of aoeytive services. Gender autonomy
and improved socioeconomic status are associated with higher utilization of contraceptive

services.

Rel i gion al so pl ays a ~critical rol e I n det

contraceptive use.
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Institutional fators also play a role in determining utilization of IUCD as a method of
contraception. IUCD insertion requires a highly skilled and trained workforce to offer the

service. Lack of a skilled labour can hinder provision of the service.

Poor knowledge omdications, advantages and contraindications for use of an IUCD can lead to
misinformation of the client. Some clients who are eligible to use may be denied the method due
to this.

Overworked and poorly motivated workforce is less likely to provide an IiGige its

provision is labour intensive and time consuming.

Inadequate or erratic supplies of commodities can also negatively impact on provision of the

service.

Increased utilization of long acting reversible and effective contraceptive devices sineh as t
intrauterine contraceptive device leads to reduction in number of unplanned and unwanted
pregnancies, resulting in a decrease in number of induced abortionsnieeteeged family sizes

and reduction in maternal mortality.
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DIAGRAMMATIC REPRESENTATION OF CONCEPTUAL
FRAMEWORK
Sociodemographic factors Institutional factors
1 Age 1 Lack of «illed workforce
Education level 1  Poor povider knowledge
1 Marital status 1  Poor ommodity supply
1 parity 1  PoorCounseling skills and
services
Economic status et

Obstetric factors

Y

Inability to access to information
andpoorcounseling services

1 Number of living
children
1 Desired familysize

Knowledge of sex and reproductive health

Failure to use contraceptives
/inconsistent use of contraceptivey

il

Unintended pregnancy

1 Poor knowledge on contraceptive
methods

1  Misinformation and misconception of
contraceptive mettds

1  Previous contraceptive usaperience

1 Poor knowledge on reproductive
cycle

Mistimed or unwanted

Religious and cultural practices abortion

1 itervenion_|

Higher utilization of post abortion
IUCD insertion

1 Sex preference

Naming of relatives

1 Religious practices prohibiting
contraceptive use

=

Social support structures

1 Lack ofWomen autonomy 1 Reduction in unwanted
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STUDY QUESTION

What are thefactors influencing acceptability and uptake of post abortion intrauterine

contraceptive device insertidn

BROAD OBJECTIVE

To determinefactors influencingacceptablity and uptake of post abortion insertion of
intrauterine contraceptive device among patiemsaged akenyatta National Hospital.

SPECIFIC OBJECTIVE
1. To determine acceptability and uptake of intrauterine device insertion post abortion
2. To determinefactors influencing acceptability and uptake of post abortion IUCD

insertion

METHODOLOGY

Study Area
The study was conducted at Acute Gynaecology Ward (1D) in Kenyatta National Hospital
(KNH), the national teaching and referral hospital. KNH has a bed camdci§00 beds. The

hospital issituated in Nairobi, 4 kilometers west of the central business district.

KNH is main teaching hospital for the College of Health Sciences, University of Nairobi and the
Kenya Medical Training Centre. The hospital catergatents from Nairobi and its environs as

well as referrals from other hospitals in the country and the greater Eastern Africa region.

The Acute Gynaecology ward has a capacity of fovy beds. On any given day,admitsan
average of ten patients ofhweh five patients are managed for abortion related complications
daily. Every month, about one hundred and twenty patients are managed for abortion related

complications.
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General Patient flow

Patients seeking treatment for abortion related complitatand other acute gynaecological
conditions are initially evaluated at the Accident and Emergency unit and are referred to the

Acute Gynaecology ward (Ward 1D) for further management.

In the Acute Gynaecology ward, they areeraluated by the doctor. Roabortion care
counseling is provided to the patient by a medical practitiodedical officer intern, clinical

officer intern, registrar or nursing officer. Family planning counseling is offered on all methods
of contraception offered by the hospitaft&x counseling uterine evacuation is done by either by
manual vacuum aspiration , augmentation with oxytocin, administration of misoprostol or uterine
curettage based on the diagnosis and gestation age. Misoprostol is used for cervical ripening in

missedabortion in some cases before dilatation and curettage or uaspiration.

Patients who are clinically stable are observed for a few hours and allowed to go home. Those
with complications are offered appropriate management until they recover. Adrdiscpatients

are provided with post abortion contraception based on their choices. They are all discharged on
antibiotics and analgesics and are booked for review at the Gynaecology specialty clinic and

Family Planning clinic in two weeks.

Study design

This was a crossectionaldescriptivestudy targeting women of the reproductive age who were

managed for abortion at the acute gynaecology ward of Kenyatta National Hospital. .

Study population
The study population consisted of women of reproductive(E8;d9 years) who wermanaged
for abortion aKenyatta National Hospital in the acute gynaecology ward.
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Figure 1. Study flow diagram
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Figure 1 above shows the patient flamd study procedurekiring the study period.
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Recruitment
A total of 159 study participants were recruited from women of reproductive age who were
managed for abortion in the Acute Gynaecoldggrd (Ward 1D).

Women who meet the following inclusion criteria were recruited.

I nclusion criteria

1. Women d reproductive age (189 years).
2. Diagnosed with incomplete , inevitable, complete or missed abortion
3. Willing and able to provide an informed written consent.

4. Gestation age of pregnancy less than 20 weeks based on first day of last normal

menstrual perid.

Exclusion criteria

1) Septic abortiordiagnosed by either of these:
a) Foul smelling products of conception.
b) Frank pus draining from vagina.
c) Fever > 38 Celsius axillary temperature.

2) Women with life threatening conditions e.g. in shock

3) Women unwilling or not apable to provide an informed written consent

4) Known hypersensitivity to copper
5) Acute pelvic infection
6) Known to have Wilsons disease

7) Severe distortion of the uterine cavitycluding bicornuate uterus or submucosal fibroid
distorting uterine cavity diagised by ultrasound.

8) women with multiple sexual partners or whose partners have multiple sexual partners

9) Women with pelvic cancer (cervical, endometrial, and ovarian cancers).
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10) Pelvic tuberculosis
11) Severe trauma to genital tract
a) Uterine perforation
b) Chemicalburns to genital tract

c) Serious vaginal or cervical trauma

Sample size calculation
Data from a study conducted in Egypt reportednatial baselineuptake of IUCD of 10%among

patients managed for aborti¢8). Based on this assumption, a sample size of 138 was required
to determine the uptake of [IUCDs among women receiving care for abortion complications at
KNH at the 95% confidence level within a margin of error of +5%.

n =2z2p (p)e
= 1.962 x 0.1(40.1)/0.052
= [3.84 x 0.1(20.1)]/0.052
=138

Where:

n is the required sample size.

z is the value on the standard normal distribution corresponding to the 95% confidence level
(1.96).

p is the assumed prevalence ofake of IUCDs within the population under investigation.

e is the degree of precision for the estin{até5)
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Counseling

All eligible women who present with abortion related complications in ward 1D received
counseling on all methods of contraceptioaikable after they had been reviewed by the doctor.
An explanaton on themethodof evacuation to be used was provid€édunselingon IUCD as a
method of contception was also offered to allients before uterine evacuatioprocedure.

Counseling was praded by nursing stafhr medical doctor on dutiy ward 1D.

Sampling procedure

Convenience sampling was used. All eligible women managed for abortion were approached.
Those who met the inclusion criteria and regteed toparticipate in the study by gig a

written consent were recruited by the research assistgmtincipalinvestigatorafter they had

undergone counseling on all methods of contraception.

Consenting procedure
The research assistant or principal investigator obtained a writteserdarfter the patient was
attended to by the doctor in Ward 1D and had received counseling on the methods of

contraception.

The principal investigator explained the study and its associated procedures to the potential
subject prior to conducting any studyopedure verbally in English or KiswahilThe
explanation provided thancluded purpose of the study, procedures, risks and benefits of the
study. Following the verbal explanation, the patient was provided with a written consent form to
go through. Thepatient wasallowed toask questionsThe patientwas also educated on her

rights as participants in the study.

Once the patienagreed to paicipate in the study, shacknowledgedy signing theconsent
form. The principal investigator or research assissigned as a witness. A copy of the consent
was providedo the patient together with an information sheet with phone numbers to call if she
had any problems or questions.person whepoke and understodthglish or Kiswabhili, but
could not read and \wte, was enrolled into the study by "making their mark with their left

t humbprinto on the English consent document.
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Contact information for follow upvas obtained.e. phone number om®ail. The study subjects
were asked to indicate which mode of contads preferable and acceptable. For purposes of
confidentiality, the subjects were asked how research staff would identify themselves to another

party or leave a message when using their contact information.
Costs

The IUCD was offered at no cost to thedstyparticipant. Costs attributable to management of
abortion complications weremet by the patients. Costs arising from complications during
insertion of the IUCD were to be catered for by the study. The patients were to cater for the costs

of transportduring follow up.

Data collection procedure

Data was collectedy the principal researcher dne research assistants using a pretested
structured questionnaire, administered verbally to the study subjects at admission after
recruitmentand before the utere evacuation procedume Ward 1D. The information obtained

was entered into the questionnaire by the principal investigat@search assistant

Data collection instrument

The questionnaire comprised of four sections:

1. Section A: socio

demographic information,

|l nformation coll ected i ncl ud,enploynteetstatust | e nt
and religion.

2. Section B : reproductive
outcomes

Information to be collected included number of previous pregnancies, number of previous
abortions numberof living children and their sex. Data on diagnosis at admission will be
obtained from the patientdéds medical record
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3. Section C: pregnancy dating
The informationwas obtainedrom the medical records . It included date of the first day
of the last normal menstrual period, gestation age in weeks and diagnosis of the condition
at time of contact with health provider.

4., Section D: Pregnancy
intention and previous contraceptive use.
The information collected includedksire ofthe index pregnancgnd contraceptive use
prior to the index pregnancy (current pregnancy loss)

5. Section E: future pregnancy

intentions and contraceptive use

Information collected included desired timing of the next pregn#iutyre pregnancy)

future contraceptive inteioins and utilization of [UCD.
6. Section F: Post IUCD Insertion section.

The information obtained included whether the IUCD insertion was successful, any

immediate complications and patient satisfaction of the procedure.

Data Management and analysis

Data collected using the questionnaires was entered into a password protected Microsoft Access
Database. The hard copy data forms were store
of fice or the Principal | ol e tentrg, ¢thé datad®@s hard f f | C e
copy forms was compared with the entered data to identify errors and corrections made

appropriately.

Descriptive statistics were carried out where discrete variables as marital status, education level,
employment, religionmethod of contraception and use an intrauterine contraceptive device were

summarized with frequencies and percentages. Continuous variables such as age, number of



31

previous pregnancies, number of previous abortions, number of living children and gesjation
were summarized using measures of central tendency such as mean, median, mode and standard

deviation.

Acceptability and uptake of pbabortion insertion of IUCD werestimated using simple
proportions. Categazal factors associated widtceptabiliy of postabortion insertion of IUCD

such as such as marital status, education level, employment, relpymnous method of
contraceptiorused and previous use ar intrauterine contraceptive deviwereidentified using
Chisquar ed t e seaxacttests fdr ndminal kagiablésssuch as age, number of previous
pregnancies, number of previous abortions, number of living children and gestation age and t
tests for continuous variables. Variables identified to be significant at thisweistused fa
multivariate analysis to determine independent factors associated with acceptability-of post

abortion insertion of IUCD using multinomial logistic regression
Aspiration procedure

All study subjects received peasperative antibiotics and analgesia foe taspiration procedure

as per Kenya National Hospital Standard Operation procedure for manual vacuum aspiration

Aseptic techniques wer@bserved during the uterine aspiration procedure as pdfehgatta

National Hospitaprotocols

Completeness of theterine evacu#on wasevaluated as per standard practice of care.

IUCD INSERTION

Final determination of eligibility for potential [IUCD insertion among women adp@edo have
an IUCD inserted was done after the aspiration procedhile the patient wastill on the MVA

procedure table
Subjects with the following clinical issues were not eligible for immediate IUCD insertion:

1 Failure to confirm completion

of the aspiration procedure
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Excessive uterine hemorrhage
Uterine perforation
Cervical lacerationrequiring
suture repair
1 Any condition that in the

opinion of the surgeon precludes safe IUCD insertion.

Subjects whomet any of these criteria were counseled to take up an alternative method of
contraception.

IUCD insertion was done by a medical doctoryrsmg staff or clinical officer who was
competent and trained in insertion of the devicenediately after the uterine evacuation
Insertion was done by aseptic technig@seeper KNH Standard Operation Procedure for IUCD
insertion Insertion of the IUCD waslone in the MVA procedure roonihe procedure for
insertion is contained in Appendix A.

After insertion of IUCD, the patient was observed for two hours in the recovery room for any
immediate complications. The a t i \atal sighsblood pressure, pulsates, respiratory rate,
temperature, amount of vaginal bleeding, abdominal pain/tenderness and level of consciousness
were monitoredShe was evaluated for complications including severe hemorrhage, shock and

uterine perforations.

Any complications arieg during the insertion procedure were managed according to the
Kenyatta National Hospital emergency protocol where the registrar and consultant on call were
involved. The principal investigator was informed of any complication as the management

continued The KNH/UONERC was to be informed of any adverse event within 72 hours.

If no complications were noted, the subject was offered post abartiunselinghll patients
including those who had spontaneous abortion were dischargeahtibiotics which incided

amoxyillin/clavulinic acid, metronidazole and doxycycline.

Post counseling procedure
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The patientvascounseled to return to hospital for check up if she had any ébltbeing:

1 Signs of infection: fever, worsening pelvic pain, abdominal pain, f@melling or
purulent vaginal discharge, pain during sexual intercourse

1 unusually heavy vaginal bleeding
suspected expulsiostfings from IUD are missing or are longer or shorter than normal)

Suspected pregnancy (missing a menstrual period).

In the absece of problems, patients were referred and booked for a felfp@xamination in
four weeks at the family welfare clinic (family planning clinic).

Should she have any concerns or complications before the 4 weeks she would contact the

principal investigatoon the contacts provided on the consent form.

Follow up procedure at 4 weeks

All subjects were scheduled for an office follow up visit at the family planning ¢llinic 66)

4 weeks after the IUCD insertion.

During the visit, the patient were evaluhatand examined for complications. Evaluations done

included bleeding patterns, cramping, infection, expulsion, need for removal and patient
satisfaction. A pelvic exam was performed to visualize the location of the IUCD strings, check
for vaginal discharg, uterine or adnexal tenderness. Those without any complication were

counseled and scheduled for a follow up visit in 12 months.

SAFETY MONITORING PLAN

The following were the anticipated risks of IUCD insertion:

Infections: IUCD insertion is associateditiv an absolute risk of infection of 9.7 cases per 1,000
woman years in the first 20 da§&3). Infection rates in post abortion insertion are comparable to

intervalinsertion(31).
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Uterine perforation: post abortion IUCD insertion is associated with an incidence rate of

perforation of one per 1000 insertions which is compartbrates in interval inserti¢26) .

Expulsions: spontaneous expulsion rates for [UCD after post abortion insertion range from 2 to
12 %(26).

To minimize the risks the following measures had been put in place. All study subjects recruited
into the study were screened for eligibility for IUCD insertioAs1 IUCD insertion was
performed by medical personnel with prior JIUCD insertion training. Uterine soumdisglone

using minimum force to minimize risk of perforatiohseptic technique was used during IUCD
insertion. Prophylactic antibioticemoxycilin/clavulinicacid, doxycycline with metronidazole

and analgesics were prescribed to all patients after [IUCD insertion. Patients were monitored in
the ward for two hours after insertion. Complications detected were managed with the input of
the consultant on call itné ward. Patients were scheduled follow up visit at 4 weeks at the clinic
to be evaluated for any complications. On discharge, patients were educated on identification of

symptoms and signs of complications.
Thesymptoms included

Fever or chills that delop within 3 weeks of IUD insertion
Missed period, migtycle bleeding or spotting

Severe pain in the lower abdomen

Heavy vaginal bleeding

Infection exposure (such as Chlamydia), or abnormal vaginal discharge

=4 =2 A 4 A

String missing or longer or shorter than presgly noted

Training Procedures

Four nursesand clinical officersvorking in Ward 1D were trained as research assistants. They
were trained on the study protocol including history taking, consenting proceclignet,
assessmentindications and contrainditans for IUCD insertion dung a 1 day training
workshopat Kenyatta National Hospital. They were taught on how to administer and fill in the
guestionnaire. Standard definitions of terminologies were given and diagnostic criteria for some

conditions wereoutlined. The doctors in specialist training (registrars), medical officer interns,
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nurses working in ward 1D and other staff who were involved in the study were trained on the
study protocol and IUCD insertion after an abortion in aaeneworkshop at Keyatta National

Hospital by trainers from the family planning clinic at Kenyatta National Hospital

Ensuring Quality of data collection

The research assistants were recruited from nurses and clinical officers working in th&eard.

research assistantseve trained on interviewing, information retrieval and filling of the
guestionnaire. Records of the clinical findings were entered after thorough schutorger to

avoid doubl e participant recruitment nteradhe par

into a register upon recruitment for serialization.

Ethical considerations

Before the study beganit was reviewed and approvedby the Kenyatta National
Hospital/University of Nairobi Ethics and Reseafbmmittee A written consent was obtained

before participating in the study. Potential participants were informed that participation was
voluntary and that standard care will be provided to all women regardless of whether they
consented or declined to partwergadedad drhke B
names were not used to maintain confidentiality. The information obtained was not to be used for

any other purposes other than the study. The interviews were conducted in a private environment

to ensure confidentiality.

Study limitations

Study validity depended a great deal on truthfulness and openness of the respdhdentay

not always be the case because some information sought may have been considered personal and
sensitive.Some may report that they desired the pregnancwvoid stigma and negative
perception.To minimize this, the clients were assured of their confidentiality. The interviews

were conducted in a private and confidential maimm#ére counseling room

Some respondents may be intimidated by the authagityd of a medical practitioner and thus

may give responses that are not true so as not to annoy the service provider. The clients were
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assured that standard care will be offered whether they agreed or declined to participate in the

study.
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RESULTS

A totd of 159 womenof reproductive agenanaged for abortion at Kenyatta inatl hospital
were recruited dung the study period of July 2012 to September 2012

Figure 2: Acceptability and uptake of [IUCD among study participants

acceptability and uptake of iucd

IUCD inserted
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Figure 3: Flow chart showingacceptability, uptake and follow up
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Figure 2 and 3hows the acceptability and uptake of the IUCD among the study population. Of
the 159 women who participated in the styb women (22%) accepted to use an IUCD as a
mode of contrag#ion, whereas onl{6 (10%) women had an IUCD insertétineteen patients

who had initially accepted to use the IUCD did not have it inserted. Ten (10) patients changed
their mind after the MVA procedure. Five were noted to have excessive hemorrhaggetierin

MVA procedure. Four had signs indicatitige abortion was septic.

IUCD insertion procedures were successful in all the 16 cases of the clients who wanted the
insertion done after the evacuation. No cases of uterine perforation or severe hemoergage w

reported during the IUCD insertion procedure.

During the follow up visit at 4 weeks, 1 study participant had the IUCD removed due to
infection. She had developed purulent vaginal discharge with lower abdominal pain. She was
treated with antibiotics ahrecovered. No cases of expulsion of the IUCD were reportesl.

rest of the study participants continued using the method.
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Table 1: Socio-demographic characteristicsand acceptance of IUCD among study participantén =
159)

Study population characteristics Acceptability
Declinedto  Accepted to P values
use IUCD use IUCD
(N=124) (N =35)
N= 159 N (%) N (%)
Age group
18-20 years 24(15.1) 21(16.9) 3(8.6) 0.085
21-24 years 54(34.0) 43(43.7) 11(31.4)
25-30 years 47(29.6) 33(26.6) 14(40.0)
31-34 years 19(11.9) 12(9.7) 7(20.0)
3540 years 14(8.8) 14(11.3) 0(0.0)
41 and above 1(0.6) 1(0.8) 0(0.0)

Marital status

Single 31(19.5) 26(21.0) 5(14.3) 0.49
Married/Cohabiting 126(79.2) 96(77.4) 30(85.7)
Separated/Divorced 2(1.3) 2(1.6) 0(0.0)

Education level

None 3(1.9) 3(2.4) 0(0.0) 0.76
Completed Primary 50(31.4) 40(32.3) 10(28.6)
Completed Secondary 53(33.3) 40(32.3) 13(37.1)
College/University 53(33.3) 41(33.0) 12(34.3)

Employment status

Unemployed/ housewife 54(34.6) 46(37.0) 8(22.9) 0.5
Self employed 49(31.4) 36(29.0) 13(37.1)
Salaried employment 47(30.1) 36(29.0) 11(31.4)
Others* 6(3.8) 5(4.0) 1(2.9)
Religion
Muslim 8(5.0) 7(5.7) 1(2.9) 0.069
Protestant 11471.7) 92(74.2) 22(62.9)
Catholic 37(23.3) 25(20.2) 12(34.3)

*students,interns

Table--1 describes the sm-demographic characteristiesxd acceptancef IUCD amongthe

study populationThe ages of the study participants ranged fi@dwyears to 41 year§he mean

age of the study participants was 26.7 (SD +5.8). The median age of the study parti@gants w
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26 years with an intequartile range of 8 years. Majority of the study participants 126 (79.2 %)
were either married or cohabiting. Fifty three (33.3%) had collegenorersity level of
education. Fifty three (33.3%) had completed secondary scholyl.30momen (1.9%) did not

attend school at all.

Majority of the women, 61.5% had their own source of income. Forty nine (31.4 %) of the study
participants were self employed, 47 (30.1%) were on salaried employment. Only 54 (34.6%)

were unemployed and wetteus housewives. Majority 113 (71.1%) were protestants.

The mean agef the study participantsvho accepted to use the IUCWas 26.9+SD 5.8.
Majority, 30(85.7%) were married. Twenfive (71.4%) had education level of secondary

school and above. Only{&.9%) were unemployed. Majority were Protestants.

As shown intable laboveno statistically significant relationship was found between acceptance
of IUCD and any sociaemographic factor examined during the study, including age( p =
0.085), employmergtatus (p = 0.5) and education level (p =0.76).
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Table 2 : Reproductive characteristics and acceptance of IUCD among the study population

Acceptability

. Accepted to use P value
o Declined to use
Characteristic N=159 IUCD
IUCD n=124
n=35
Number of living children N(%) N (%) N (%)
0 68(42.8) 52(41.2) 16(45.7) 0.115
1 38(23.9) 32(25.8) 6(17.1)
2 32(20.1) 20(16.1) 12(34.3)
3 or more 21(13.1) 20(16.3) 1(2.9)
Previous abortions
0 70(44.0) 56(45.2) 14(40.0) 0.722
1 69(43.4) 53(47.3) 16(45.7)
2 12(7.6) 9(7.3) 3(8.6)
3 or more 8(5.0) 6(4.8) 2(5.7)
Parity
0 48(30.2) 34(27.4) 14(40.0) 0.076
1 42(26.4) 36(29.0) 6(17.1)
2 37(23.3) 24(19.4) 13(37.1)
3 or more 32(20.2) 30(24.2) 2(5.8)
Index pregnancy desired
No 40(25.2) 30(24.2) 10(28.6) 0.598
Yes 11974.8) 94(75.8) 25(71.4)
Desires pregnancy in future
No 21(13.2) 17(13.7) 4(11.4) 0.725
Yes 138(86.8) 107(86.3) 31(88.6)
Timing of future pregnancy
Within 1 year 61(38.4) 46(37.1) 15(42.0) 0.782
Within 1-2 years 36(22.7) 30(24.2) 6(17.1)
More than 2 years 41(25.8) 31(25.0) 10(28.6)
Never 21(13.2) 17(13.7) 4(11.4)
Awareness of [IUCD
No 31(19.5) 27(21.8) 4(11.4) 0.172
Yes 128(80.5) 97(78.2) 31(88.6)
Ever used IUCD
No 145(91.2) 113(91.4) 32(91.4) 0.956
Yes 14(8.8) 11(8.9) 3(8.6)
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Table 2 shows the reproductive characteristics and acceptance of IUCD among the study
population Majority of thestudy participants91(57.2%) had one or more living kthien. The

median number of children was 1.

Majority, 89 (56%) had a history of previous abortion prior to the index admission. Sixty nine
(43.4%) had one previous abortion whereas 20(12.6%) had more than one previous pregnancy
loss. Forty women (25%) reped that the index pregnancy was not desired. One hundred and
thirty eight women (86.8%) desired to get more children in future. Only 61 (38.4%) women
wanted to get pregnant within one yeatr.

Among the women who accepted to use an IUGCBeteen women (53%) had one or more
living children. Only 10 (28.3%) of tlsewomen did not desire the index pregnancy. Thirty one
women (88.6%) wanted to get more children in future. Majority of the women 58% wanted to

postpone the future pregnancy by more than one year.

Among all the 159 study participants, 128(80.5%) were aware of IUCD as a mode of
contraception. Among those who declined to use IUCD, 78.2% were aware of IUCD as a method
of contraception. Only 14 women (8.8%) had ever used the IUCD. This did not sigtiyfic

differ among those who accepted versus those who declined to use the IUCD (8.6% versus 8.9%)

respectively (p value= 0.956).

As shown in table2 above, no statistically significant relationship was found between
acceptance of [IUCD and any reproduetifactor examined during the study, including parity ( p

= 0.076), number of living children (p = 0.111), index pregnancy desire (p = 0.598) and future
pregnancy desire (p = 0.725).
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Table 3 Comparison of sociedemographic characteristics betweerthose who accepted
and those who declined to have IUCD inserted (uptake) (n = 159)

IUCD inserted after abortion (uptake)

Characteristics Did not have IUCD inserted Had IUCD inserted
N= 143 N=16
N (%)* N (%)* P value
Age group
18-20 years 22(15.4) 2(12.5) 0.405
21-24 years 50(35.0) 4(25.0)
25-30 years 41(28.7) 6(37.5)
31-34 years 15(10.5) 25(4.0)
3540 years 14(9.8) 0(0.0)
41 and above 1(0.7) 0(0.0)
Age
Mean+SD 26.745.9 27.2#5.9 0.695

Marital status

Single 27(18.8) 4(25.0) 0.763
Married/cohabiting 114(79.7) 12(75.0)

Separated/divorced 2(1.4) 0(0.0)

Education level

None 3(2.1) 0(0.0) 0.268
Completed Primary 48(33.6) 2(12.5)

Completed Secondary 47(32.9) 6(37.5)

College/University 45(31.5) 8(50.0)

Employment status

Unemployed/  housewife 51(35.9) 3(21.4) 0.692
Self employed 44(31.0) 5(35.7)
Salaried emipyment 42(29.6) 5(35.7)
**Others 5(3.5) 1(7.1)
Religion
Muslim 7(4.9) 1(6.3) 0.841
Protestant 104(72.7) 10(62.5)
Catholic 32(22.8) 5(31.2)

*percentages based on column totals

**students, interns

Table 3shows tle sociedemographic characteristics of those who declined and those who

accepted the IUCD to be insertédptake) There was no significant difference in secio
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demographic factors under the study between those who accepted and those who declined

insertionof IUCD.

The mean age of the participants who accepted to use the IUCD waSR721 A large
proportion of women who accepted to have an IUCD inserted were married (75%) and had
university or college level of education (50%). Majority 62.5% were Peotest
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Table 4 Comparison of reproductive factors of those whdad and those who declinechave IUCD
inserted (n =159)

Uptake of IUCD
Did not have IUCD

Had IUCD inserted

inserted
Characteristics (n =143) (n=16)
*N (%) *N (%) P value
Parity
0 42(29.4) 6(37) 0.641
1 39(27.3) 3(18.8)
2 31(21.7) 6(37.5)
3 or more 31(21.7) 1(6.3)
No of previous abortions
0 63(44.1) 7(43.8) 0.921
1 62(43.4) 7(43.8)
2 11(7.7) 1(6.2)
3 or more 7(4.9) 1(6.2)
Number of living children
0 62(43.4) 6(37.5) 0.662
1 34(23.8) 4(25.0)
2 27(18.9) 5(31.3)
3 or more 20(13.3) 1(6.2)
Desire pregnancy in future
No 18(12.6) 3(18.7) 0.490
Yes 125(87.4) 13(81.3)
Index pregnancy desired
No 31(21.7) 9(56.3) 0.003
Yes 112(78.3) 7(43.7)
Previous contraceptive use
No 67(48.9) 6(37.5) 0.476
Yes 76(53.1) 10(62.5)
Timing of subsequent pregnancy
Within 1 year 56(39.2) 5(31.3) 0.173
Within 1-2 years 35(24.5) 1(6.3)
More than 2 years 34(23.8) 7(43.7)
Never 18(12.6) 3(18.7)
Awareness oflUCD
No 29(20.3) 2(12.5) 0.456
Yes 114(79.7) 14(87.5)
Ever usedlUCD
No 132(92.3) 13(81.3) 0.139
Yes 11(7.7) 3(18.7)

*Percentages based on column total

Table 4shows the association between reproductive characteristics and uptakéDof Mihe
women (56.3%) of those who had IUCD inserted did not desire the index pregnancy. Seven
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women (42.7%) of those who had IUCD inserted desired the index pregnancy. This difference
was statistically significant (p = 0.003). Study subjects who diddaesire the pregnancy were
more likely to have an IUCD inserted. The other reproductive factors under the study did not

show significant association.

Majority (43.7 %) of the study participants who had the IUCD inserted wanted to postpone
future pregnancieby more than two years. Only 23.8% of the study participants who did not
have the IUCD inserted wanted to postpone child bearing by more than 2 years. Among the
study participants, majority, up to 80.5% were aware of an IUCD as a method of contraception
but only 8.8% (14 women) had ever used it as a mode of contraception.

Figure 4: Reason for delining to use an IUCD (n =143)

no reason stated 10
safety concerns-adveres effects H8
partner may feel threads
want more children sooner 36
no pregnancy risk (infrequent sex)
religious reasons
partner will not accept 22

IUCD

reason for declining to use

0] 10 20 30 40 50 60 70

frequency

Figure 4shows the reasons cited by the study participants fowilaig to usean IUCD. The

most common reason cited for deimg to use an IUCD was concern about the safety and
adverse effect profile of the method. Other reasons cited includes wanting more children sooner
and the concern that the partner might feel the threads.

Some of the safety concerns about IUCD mentiobgdthe study participants include the

following:

T Al't can be pushed d@do the stomach during
T Alt can cause infertility

T Alt can scratch ahe penis of the husband
T Alt can ruset in the womb

S

e
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=]

t can causeoexcessive bleeding

=]

t causes exv¥cessive back pain

Figure 5: Alternativ e method of contraception intended to be used by those who declined to
havean IUCD inserted (n = 143)
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Figure 5 shows the alternative method of contraception used by those who declined to use an
IUCD. Injectable contraceptives amdbale condoms were the most popular alternative methods

of contraception chosen at 32.2% and 21% respectively.

Figure 6: Classification of type of abortion
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Figure 6shows the diagnosis at admission of the women . Majority 79% were managed for

incomplete abortion.

Figure 7. Contraceptive use prior to index pregnancy among study participantgn = 159
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contraceptive
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Figure 7 shows the contraceptive use patterns among study participants prior to the index
pregnancy. Among the study participants, 75(47.2%) were nug asimethod of contraception
prior to the index pregnancy. Among those using a method of contraception, oral contraceptives

and injectable contraceptives were the most popular used by 19% and 17% respectively.

Intrauterine contraceptive devices were usag by 2 % of the women.

Figure 8 Prior Contraceptive use among study participants who did not desire the index

pregnancy (n = 40)

injectable
contraceptive
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Implants male condom  contraception
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Figure 8is a piechart showing patterns of contraceptive use among

the clients who did not
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desire the index pregnancAmong the women who did not desire the index pregnancy, 18
(45%) were not using any method of contraception. For those using a method of contraception,
the most popular methods of contraception were oral contraceptives and injectable
contraceptives usday 11(27.5%) and 5 (12.5%) respectively

Table 5: future contraceptive intentions among study participants who wanted to have
more children after a year (n =98)

Contraceptive choices N %
injectable contraceptives 32 32.7
male condom 20 204
oral contraceptives 11 11.2
IUCD 11 11.2
Implants 9 9.2
female sterilization 3 3.1
Natural methods 4 4
None 8 8.2

Table5 shows the contraceptive methods of choice among those intended to get pregnant after
one year. Up to 98% of the women who did not desire pregnancy within 1 year were willing to

use a method of contraception. The most popular methods of contraception were injectable
contraceptive (32.7%), male condom (20.4%) and IUCD (11.2%).
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DISCUSSION

The acceptanceate of IUCD among women managed for abortion at Kenyatta National hospital

was 22%. This rate is much lower than the levels reported by an EgyptiarbgtEtyagy et al

where the overall acceptance rate was found to be at 85).3% Egypt according to the Egypt
Demographic and health survé&p05, up to 59% of the currently married women are on
contraceptivg34). The most popular method of contraception in Egypt is IUD which is used by

up to 37% of the currently married wongdd). In Kenya, only 46% of the currently married

women are currently using a method of contracefitin According to the KDHS of 2009 only

2% of the currently married women are usihg I[UCD(11) . In Egypt IUCD is a popular mode

of contraception hence itds a more acceptabl e

In our study, the actual insertioate (uptake) of IUCD of 10% wamuch lower than the initial
acceptance rate of 22%. This ratas lessthan what was found in Egypy El-Tagy et alwhere

the acceptance and insertion (uptake) rates were 35.8 and 31.7% res|§8xtiVeby quality of
counseling is critical in improvingptake of IUCD as a method of contraception. In EdpypEl-

Tagy, retraining of the staff providing family planning counseling resulted in an increase of
uptake of post abortal IUD insertion from an initial baseline uptake of 10.2% tq3)2%The

other probable explanation for the low uptakas thatin our study isthat fewer women had

used an IUCD as a method of contraception before. Only 8.8% of the women had used an IUCD
as a methoaf contraception before compared to the sthgyElTagy et alwhere 59% of the

study partigpants had used the IUCD befof8). Therefore the uptakés likely to be less

amongst oustudy populatiorof whom majority haveot used the method before.

Among the postpartum womeiohammed S.A et al founthe uptake for IUCD was much
higher at 23.7%han our study findingsMajority of these women49% had used an IUCD
beforg35). A study done among post partum womerEmbu found that intensive counseling
did not increase uptake of IUCD over routine counse{i®). Thesepostpartumwomen were
alsomorelikely to bemotivated to use an effective long term method otre@eption for chile

spacinghatdoes not affect milk production.
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In our study population majority of the women declined to use the Iti@0 safetyand adverse
effectsconcernsA studydone Kenya by Stanback et al found rumours and misconceptions to
be the main barriers to utilization of IUGLR). This is similar to findings in studies done in
Ghana and El Salvador which found that wometerohold negative perceptionsimours and

fears about IUCD which negatively influem their opinions on IUCIB6). Despite these
concerns about safety of IUCD, the actual incidence of complications quoted in literature is very
low. Perforation of uters occur at the rate of 1 to 2 per 1000 inser{@®s Cumulative
expulsion rates are at 2.4 to%6 in the first year of us€26). The rate of pelvic inflammatory

disease was 9.68 per 1000 woman years in the first 20 dage(@?3).

In this study, themost popular alternative modes of contraception chosen by those who declined
to use IUCD were injectable contraceptives and male condoms at 32% and 21% respectively.
According the KDHS 2008/2009, the stopopular method of camiception among sexually
active females was injectable contraceptive at 24% followed by pills at 8.3%. Male condoms
were only used by 3.4% of the sexually active wofh&n Injectable contraceptive are popular

as they can be used without involving the malengairknowing.

The awareness of IUCD as a mode of contraception amongttidy participants was at
80%This was much higher than what was reported in the KDHS 2008/2009 which reported it at
61% among all women but lower than Egypt wapeto 99.9% of thepopulations are aware of

the IUCD as a mode of contracepiigd). The higher uptake in Egypt could be duehe tact

that more women are aware of [IUCD as a mode of contracetaspite the high awareness
amongst our studparticipantsthe level of misconceptions was also high. This might indicate

that the quality of counseling is wanting.

Insertion of an IUCDimmediately after an abortion has several benefits. After an abortion,
women are highly motivated to use a method of contraceptign IUCD insertion after an
abortion ensures effective contraception is in place by the time ovulation resumes. It also
eliminates need for another visit for [IUCD insertitipto 25%to 68% of wanen scheduled for

interval insertion do not come back to have the IUCD ins¢Be81). As compared to most of

the other methods of contraception which can be discontinued passiV€lp, use requires

active discontinuation to stop tmeethodBei ng a | ong term met hod ,

(37). This underscores the importancamafnediate posabortion insertion of IUCD.
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Majority of women who accepted to use IUCD were young, married, employed or self
employed low parity and had a higher level of education. This is similarindifigs in other
studies done by Sekadd&igondu et al inKenya among women who had interval IUCD
insetion which found IUCD users to be married with higher education ldwaidiffer in that

these women were older and had higher parity 1&&I29) . The older women with high
parity chose the IUCD for stopping child bear while the younger women in our study chose it for

child spacing.

In our study we found that 25% of the women dat desire the index pregnancy. This is much
lower than national levels which estimate tliat to 446 of the pregnancies are unplanned.
Majority were not using any methods of contraception prior to the index pregn#mdy.60%

of them wanted to postpe child bearing by more than one year. These women were also more
likely to have the IUCD inserted after the abortion as they were more motivated to use a method

of contraception. Hence an IUCD was an appropriate method for them.

There were no cases ofeune perforation, severe hemorrhage or wamgal attacks reported.

Our findings are similar to findingsy Bednarek et al whicteported no cases aoferine(31). In
literature the incidence of uterine perforation is reported to be 1 per 1000 ins€2dnriEhe
complication rates can be minimized by using skilled and experienced health providers to
perform insertion of IUCD.Gently advancing the uterine soumehd stopping at slightest

resistance minimized the risk of uterine perforation

During follow up, one client (6%) had the IUCD removed due to pelvic infection. No expulsions
were reportedThough this study was not powered to look at complications assdaidth post
abortion insertion, this rate was much higher than other studies done which in USA and Egypt
which found infection rates of 1.9 % and naespectively3, 31). A study done in Kenya, in

Nyeri for postpartum IUCD insertion found a pelvic infection rate of(38. Thisinfection rate

was much lower than at we found in our study. In Kenya, the rate of unsafe abortion is much
higher as access to safe abortion is low due to legal restrictions. The high rates of unsafe

abortions in our settings are likely to contribute to the higher infection rate notedstudy.

This study had limitationsStudy validity depended a great deal on truthfulness and openness of

the respondentd his maynot always be the case because some information sought may have
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been considered personal and sensitive. To minimize tmesclients were assured of their
confidentiality. The interviews were conducted in a private and confidential mamrtae

counseling room

Our study results may not be generalisablevtmle of Kenya as this study was done in a
national teaching and mfral hospitalwhich serves predomindy the urban population. This

population of urban women has a high level of education and a source of disposable income.

Though no complications were reported during the IUCD insertion procedure, the study was not
powered to look at the complication rates as the number of women who had the IUCD inserted

was small.
Conclusions

The esults of this study suggest thhe acceptancand uptakeof immediatepost abortion
insertion of an IUCD idow as it faces many challgas in terms of negative perception among
the women of reproductive age.

Though the uptake of immediate post abortion insertion of [IUCD was low at 10.1%, it is still
higher than the current national use among the women of reproductive age which currently
stands at 2 ¥41). Women who did not desire the index pregnancy were more likely to have an

IUCD inserted after the evacuation procedure.

Recommendations.

Immediate post abortion insertion of IUCD can be used as onbeofnnovative ways of
reducing the gap innmet contraception need among womesmaged for abortiowho do not
desire immediate future fertilityHealth care providers offering post abortion cafeuld
incorporate provision of IUCRfter appropriatérainingas this will increase overall accdsfty
to the method.

More studies need to be done to assess the sources of knowledge and neg=pt®p to the

IUCD among women of reproductive age.
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More efforts need to be put to provide accurate knowledge to the public concerning IUCD and to
couner the negative perception of the public to this otherwise effectivetéong method of

contraception.

The management of the Kenyatta National Hospstabuld to put in placemechanism to
facilitate provision post abortion IUCD insertiontoitsclieass t 6 s a ser vi ce that

routinely.

Dissemination plans

The results of this study will be presented at the Department of Obstetrics and Gynaecology
University of Nairobi. The results will also be presented at local and international conferences

and offered for publication in both local and international journals.
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APPENDIX 1 - lUCD INSERTION TECHNIQUE

This was adopted from Kenya National Hospital IUCD Insertion $andard Operating
Procedure

IUCD insertion was done by medical doctor, mirsing staff or clinical officer who is
competent and trained in insertion of the device. Insertion will be done by aseptic

technique.
Equipment o

Equipment for IUCD insertion consists of a speculum, single tooth tenaculum, uterine sound and

a scissor fotrimming the IUCD string.
An antiseptic solution (povidone iodie chlorhexidine) and sterile gloves.

Prior to insertion, the provider will verify that the surgical procedure had no complications, no

infections or significant bleeding.
Preinsertion d

After the abortion is completed and bleeding is noted to be minimal, the cervix is recleansed with
povidone iodine or chlorohexidine.
A pelvic exam will be done to assess the size and position of the uterus.

A speculum will be inserted, the cervix is iegped for signs of infection. The cervix is cleaned

with an antiseptic solution.
Insertion procedured
The anterior lip of the cervix is grasped with a single tooth tenaculum.

Gentle traction on the tenaculum stabilizes the uterus, straightens the atesinand helps
ensure proper IUC placement at the uterine fundus.

If a local block has not been placed, either inject the cervix with local anesthetic prior to placing
the tenaculum, or ask the patient to cough just as the tenaculum pierces the lger@tasing

the tenaculum slowly rather than quickly is usually more comfortable for the patient.
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The uterus will be measured prio IUCD insertion using uterine sound.

For proper placement, the sound measurement should be 6 to 10 cm. The phouttensver

use force when passing the sound or inserting the IUC, as this increases the risk of perforation.
Pain is the primary clinical manifestation of perforation. In addition, the provider may note a loss

of resistance while inserting the IUC or thiag uterus sounds to an unexpected depth.

If the insertion device is not long enough to reach the fundus at the time of placement, additional

instruments (most commonly sponge forceps) are used to assure fundal placement of the IUD.

Post insertion procelure.

The patient will be observed for 2 hours after the procedure. The patients vital dmpcs
pressure, pulse rates, respiratory rate, temperature, amount of vaginal bleeding and level of
consciousness will be monitore@he will be evaluated for agplications including severe
hemorrhage, shock and uterine perforations.

Any complications arising during the insertion procedure will be managed according to the
Kenyatta National Hospital emergency protocol where the registrar and consultant onl &all wil
involved. The principal investigator will be informed of any complication as the management
continues. The KNH/UONERC was tdbe informed of any adverse event within 72 hours.

If she is found to have no complication she will undergo post puseexbunseling .
Antibiotics i Amoxicillin/ clavulinic acid, metronidazole and doxyclimad analgesics will be

prescribed for all the patients.
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APPENDIX 2 - POST PROCEDURE COUNSELING
The patient will be taught to feel the IUC string protrudirmm the cervix and check monthly to
confirm retention of the IUCD after menses. If she cannot feel the string, she should use a back

up method of contraception until she can be examined by her clinician to confirm whether the

IUC is in place.
In addition, she is counseled to return to hospital for check up if she has:

1 Signs of infection fever, worsening pelvic pain, abdominal pain, foul smelling or
purulent vaginal discharge, pain during sexual intercourse

1 unusually heavy vaginal bleeding

1 suspected exysion trings from IUD are missing or are longer or shorter than normal)

1 Suspected pregnancy (missing a menstrual period).

In the absence of problems, patients will be referred and booked for a-fgll@wamination in

four weeks at the family welfardimmic (family planning clinic).

Should she have any concerns or complications before the 4 weeks she will contact the principal

investigator on the contacts provided on the consent form.
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APPENDIX 3 7T CHECKLIST FOR CLIENTS WHO WANT TO INITIATE
USE OF THE COPPER IUCD
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