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The Kisii IUD initiative 

National effort to revitalize IUD 
– ↓IUD prevalence: 2.4% in 2004, 

down from 4.2% in 1993 
– IUD share of modern method use ↓ 

from 33% in 1984 to 8% in 2003  

Kisii District, Nyanza Province, 
Western Kenya: 

– IUD use in Nyanza lower (0.5%)  
– Unmet need higher (35% vs. 25%)   

Can holistic & coordinated supply, 
demand and policy-advocacy 
interventions lead to sustained 
increases in IUD use? 
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Equity 

The S-D-A model of holistic service delivery 

Presenter
Presentation Notes
This was the model that was followed in this project. We refer to it as our Supply-Demand-Advocacy or “S-D-A Model”. Time doesn’t allow me to discuss its elements, but you can see in blue the key types of activities supported within the supply, demand and policy-advocacy (or enabling environment) sides, and the four crosscutting elements below—the fundamentals of care, data for decisionmaking, gender equity and stakeholder participation. The model holds that we can foster synergy among the supply, demand, and advocacy/policy program areas, with robust attention to these areas as well as the four crosscutting elements, via a coordinated package of mutually reinforcing programmatic activities. And that in turn this will lead, via improved and more numerous client-provider interactions to increased access to, quality of, and use of FP/RH services, in this case with a focus on the IUD. 



Declines in IUD use in Kenya  
(in both absolute and relative terms)  
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Presentation Notes
This graph shows trends of the modern method mix in Kenya, as a percentage of overall modern method use, from 1989 to 2003You can see that Depo – in green – went sharply up, from 18% in 1989 to 45% in 2003, while use of pills, female sterilization and IUDs went down, with the IUD going from almost 1 in every five contraceptors using it to only 1 in 14. For the IUD, this represented not only a relative decline, but an actual decline in prevalence, from 4.2% in 1993 to 2.4 in 2003, even though overall prevalence of MM use among MWRA went from 18% to 32%.You can also see that Implants were beginning to rise—1 of every 20 users of modern contraception already used an implant by 2003.Also, you’ll see that condom use has remained a steady, never very high, and not rising, part of the mix, despite the AIDS epidemic and all of the programs to combat it.Overall, the method mix has skewed towards the shorter-acting resupply methods, injectables and pills, even though, according to the last DHS, 35% of Kenyan women want to limit further births, but of the ones actually using  FP only 1 in 4 use ANY LAPM, and only 1 in 16 of them uses an IUD. Similarly, only 4% of the spacers using modern FP use an IUD.   This suboptimal fit of method use with reproductive intention has negative impacts on contraceptive choice, unwanted pregnancy, and risk of maternal morbidity and mortality, as well as upon the capacity and sustainability of the FP program that serves them. For these reasons, the GOK was interested in “IUD revitalization”. 



Why the IUD?: Excellent method characteristics … 

Highly effective 

Good for both “spacers” and “limiters” 

Safe for almost all women, including PP, PAC, young, nulliparous,  

breastfeeding, and HIV+ women 

New WHO guidelines (re “Big 3”: PID, infertility, HIV)  

GOK and donor interest in revitalization of FP and IUD 

Most cost-effective method  

Women who use the IUD like it (high continuation) 

Greater availability = greater choice  
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Why the IUD?/: Highly effective: fewer than 1 in 100 women  become pregnant in the 1st year of use, and one act can confer contraceptive protection for up to 12 years. IUD safe for most women, including PP, PAC, young, nulliparous,  breastfeeding, and HIV+ women: New/recent scientific findings/new WHO guidelines (about “Big 3”:PID, infertility, HIV)  GOK and donor interest in revitalization of FP and IUD (cost effectiveness and Human Capacity Development/manpower considerations) IUDs commodity cost is the lowest of any method per year of use Popular when made available



Yet many service delivery challenges to IUD provision 

“Provider-dependent”: Thus dependent on provider motivation 
IUD counseling & insertion = more time & work than resupply methods 
Supplies/equipment: have costs; often limited availability (or stock-out)  

Widespread misconceptions & myths (at both provider and client level) 

Exaggerated provider fears about IUDs:   
– High prevalence of STIs (much lower than they typically think) 

– High risk of IUD-associated PID (very small) & infertility (tiny; immeasurable)   

– Concern about risk of getting infection from client (e.g., HIV)  

– “IUD not good for HIV+ women”: incorrect/wrong 

– “IUD not suitable for African women”: wrong! 

All in all: Widespread provider bias against IUD 
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Presentation Notes
There are many challenges however to IUD provision, however.It is provider-dependent, so all of the dynamics that influence provider behavior are operative, and it is important to keep in mind that often when we propose a service delivery “improvement,” such improvements represent more work for no more pay, i.e., punishment. In addition, there is a widespread and deep set of misunderstandings at the provider level, having to do with greatly exaggerated concerns revolving around the question or “issue” of the relationship of IUD use to pelvic inflammatory disease (PID), and subsequent infertility, and HIV/AIDs. And a corresponding tendency not to consider the very real risks a woman in Kenya faces from unwanted pregnancy. Time doesn’t allow me to go into the findings and studies, but the bottom line is that there is great provider bias against the IUD – you often find nurses in the clinics who use IUDs themselves but would never or rarely provide it to a client.  So some messages for the provider, in such simple and memorable ones as “It’s Chlamydia, and GC — not the IUD itself that causes PID”“The Risk of IUD causing infertility is very very small”“IUDs are safe and a good choice for HIV+ women”And maybe most motivating of all, “Greater IUD use will mean less work for you”
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Situation in Kisii and ACQUIRE interventions 
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So on the left we see the gaps we found during our performance needs assessment done in collaboration with the Kisii District Health Management Team, service providers and managers, and other stakeholders. – i.e., this was a public sector project, with the hard slog of working through highly = stressed, overworked, underpaid health workers, of only providing technical assistance, etc.. We didn’t pay salaries or per case fees or anything of the like, and were working as partners with, and technical resources to, the District MOH Team.The PNA garnered consensus that deficiencies in all three components (supply, demand, and advocacy) were limiting IUD access and use, and also generated partner commitment and engagement to address these deficiencies. Areas for program intervention within each component were identified and prioritized. And on the right the types of program interventions we undertook – will discuss in more detail in next few slides. 



Supply interventions and results 

Service sites readied 

Sites Upgraded (equipment): 13 

Providers trained   
– 557 persons trained at 34 events, including: 

> CTU/Basic FP counseling/IP: 51  

> IUD insertion & removal: 28  

> CBD agents and supervisors: 388 

> Peer educators: 72 trained 

> Comprehensive FP counseling: 18  

Supervision, referral and logistics 
systems strengthened 

Staff performance improved 
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Presentation Notes
On the supply side, the PNA found provider capacity was insufficient and IUD service provision practices were often substandard, with biases against the IUD widespread, training outdated, and equipment and supplies for insertions lacking. Thus, with a focus on the fundamentals of care, ACQUIRE provided CTUs and trained providers in IUD insertion and removal, FP counseling, and infection prevention. Supervisors were trained in facilitative supervision, gaps in needed equipment were filled, and systems for procuring commodities and expendable supplies were strengthened. Periodic monitoring visits were also conducted, and quarterly reports to the MOH were made; thus, attention to service system factors and dynamics, as well as to service outputs, was continual. Overall, 557 providers were trained at 34 events, including 28 providers who received skills updates, 72 male and female peer educators from faith-based organizations, women’s organizations, and youth groups, and 388 community-based distribution (CBD) agents and supervisors.
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Primary: 
Women 
 25-45 

IEC materials 
900 posters 
6000 brochures 
10,000 leaflets 

Community Outreach 
72 Peer Educators 

375 CBD Agents 

Mass Media 
Radio spots & 

interviews 
National and local radio 

station spots over 5 months 

Secondary: 
Their partners 

Experiential 
4 Roadshows –11,000 people 
Ladies Clubs, Men’s barazas 

Demand interventions and results:  
Increased knowledge & acceptability; reaching the community 
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Much of our effort was on the demand side. Method-specific communication events focused on three aspects: improving accurate knowledge of clients, communities, and providers, by directly counteracting myths, misunderstandings, and misperceptions; improving the image of the IUD; and informing the public about where quality services could be accessed. Mass media and community outreach interventions that, wherever possible used satisfied users and IUD champions, were integrated, sequenced, and paced with increases in supply-side (service) capacity. Male engagement was encouraged and gender norms that inhibit access to FP/RH services were challenged. All messaging ended with a call to action, encouraging people to visit their health care provider. Community leaders—elders, religious leaders, and opinion and other community leaders—CBD agents, and peer educators, were also trained in FP/IUD basics, and ACQUIRE facilitated a closer working relationship between them and the clinic staff.Overall, this multifaceted communications effort delivered approximately 250,000 exposures to IUD-related messages among the people living in Kisii District, 45% of whom reported hearing or seeing an IUD-related message. Approximately 50,000 people, including 21,000 men, were informed about the IUD by male and female peer educators from faith-based organizations, women’s organizations, and youth groups at 2,700 community events. Additionally, CBD agents from the MOH served as referral links between women, communities, and the newly strengthened FP service sites. Nearly one in five residents of Kisii District reported having attended a community session focused on the IUD 

http://creative.gettyimages.com/source/Search/186','6','1','EP055


Fahamu ukweli wa mambo 
“Now you know the truth” 

 

“Now You Know the Truth” 
“Stand Up” 
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Our demand creation campaign was formally launched in July 2006 and was conducted for six months, centering on the pretested slogan aimed at breaking myths, “Fahamu ukweli wa mambo”: “Now you know the truth.” The campaign used local, regional, and national radio and was supported by 10,000 leaflets, 900 posters, and 6,000 brochures. Positive images conveyed concepts such as the convenience, safety, and effectiveness of the IUD; the physical stamina and well-being of users; a satisfied couple’s happy and mutually supportive involvement; and a friendly and motivated female IUD provider who was “standing up” to challenge the myths and negative perceptions held by her peers. You can see some of the messages here, both in the language and in the visuals: the IUD doesn’t affect (y)our sexual relationship; I support my wife; I am standing up to provide the Coil; I am using an IUD and I am still strongAds were broadcast in local languages during peak listening periods, and a weekly talk show was mounted featuring IUD advocates (doctors, peer educators, and satisfied IUD clients and their husbands) and offering listeners an opportunity to phone in to our local and national medical experts. ___QUESTION: “Who says the coil will affect relations with my wife?”ANSWER: The IUCD is so comfortable, neither you nor your husband will feel it.” CALL to ACTION: Talk to your health worker about IUCD and other methods of family planning.SLOGAN: Coil.  Now you know the truth of the matter.



Over 21,000 men reached in the 
community by peer educators 
Male champions emerged 
Men called into radio program   
Men began talking about FP in public 
and with providers 

Demand: Engaging men in FP made a difference 

Presenter
Presentation Notes
As we all know, men play a crucial role in family planning.Our household survey showed almost 70% of men believe they equally share FP responsibility with their partner, and also indicated that men are more willing to consider partner’s use of an IUCD if the man has information about the methodWhile the project programmed for male engagement, the response from men was dramatic. Male peer educators and community volunteers were actively engaged in the initiative and peer educators reached over 21,000 men in the community.  A number of male champions emerged from the project and actively promoted family planning with their friends and the community at large, and some male religious leaders even began talking about FP at church.  Many evaluation interviewees, from providers to community volunteers, indicated that men were talking about family planning much more and wanted more information on FP methods. Men even visited health care sites to talk about FP with providers which didn’t happen before the initiative began.    



National Policy Makers 
District Policy Makers 

Providers 
Communities 

National 
Launch 2003 

CME/ CPD Workshops 
600+ Public and Private sector 
providers reached 

National and Regional 
Meetings 
Presentations made at professional 
meetings; Workshops at training 
institutions 

Advocacy Materials    
4000 kits produced and disseminated 

Update of National 
Guidelines 

Expansion to health 
centres + dispensaries—

engage Community leaders 

Advocacy interventions: Improving the policy and 
program environment 
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On the policy-advocacy, or enabling environment, side, significant advocacy efforts had already been undertaken in Kenya at the national and provincial levels—including sensitization workshops, dissemination of IUD advocacy briefs, and updating of Kenya’s FP service guidelines. Thus ACQUIRE’s advocacy effort in Kisii focused on identifying and nurturing IUD champions at the district and community levels, as well as on ensuring that the updated policies and guidelines meant to be more supportive of IUDs not only were in place, but also were being followed— as not infrequently the one does not lead to the other.
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IUDs inserted

Stakeholder 
meeting,  

Feb. 2005 

CTU trainings,  
Aug. & Sep. 

2005 

IUD 
campaign 

launch, 
Jul. 2006 

FP counseling 
training for CBD 

supervisors, 
 Feb. 2006 

PNA, May 2005 

2nd IUD skills 
training, 

Oct. 2006 

End of project (EOP). 
IUD provision is at 
507% of baseline, 

Jan. 2007 

District 
restructuring, 
staff transfers, 
May–Jul. 2007   

Supply Demand 

 

Advocacy 

 

Political unrest, 
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interrupted,  
Dec. 2007– 
Feb. 2008   
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CBD agent & 
peer education 
training, April & 

May 2006 

Dec. is typically a 
slow month for  

FP because IUD-
trained providers 
are on holiday. 

Increased IUD use is 
sustained; 417% of 
baseline through 15 

mos. after EOP  
(Jan. 2007–Mar. 2008) 

External events/notes 

IUD clinical 
skills training, 

Oct. 2005 

Number of IUDs inserted at ACQUIRE-supported sites, by time, key program 
inputs, and external events, Kisii, Kenya, January 2005–August 2009 
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This graph plots our results: Shows monthly IUD insertions and also indicates key program interventions as well as external events that affected the project. It also gives us a sense of the monthly variability in IUD provision.In the two baseline years of 2004 and 2005 there had been an average of 28 IUD insertions monthly, and this monthly level was even a bit lower at the time of the first stakeholder meeting in Feb 2005 and the Performance Needs Assessment (PNA) in May of 2005, as you can see.As you can also see, IUD utilization spiked after each set of key program interventions: After the initial training and other supply-side inputs, monthly IUD insertions rose steadily, to 47 insertions per month; after the Oct. 2005 clinical training, there was an increase from 43 insertions (in Oct. 2005) to 70 insertions in Nov. 2005. IUD use increased even more dramatically during and after the mass media demand creation campaign: Following the demand campaign launch in July 2006, there was a 43% increase in the number of insertions in Aug. 2006.  In Oct. 2006 a second IUD skills training was conducted and 187 clients chose the IUD that month. This training resulted in a 47% increase in uptake from the previous month.  Overall, the level of IUD provision at project sites at the end of the project--142 insertions per month during the last quarter of 2006--was more than five times (507%) the level provided at baseline in 2004. Furthermore, increased levels of IUD provision were sustained well after the project ceased operations in Jan 2007. Through the first 15 months post-project (through April 2008), service levels were more than quadruple (415%) baseline levels, despite an intermediate four-month decline in services due to district restructuring and transfer of skilled staff. And indeed, 24-30 months after the project ended, IUD insertions were still being provided at 3-5 times higher than at baseline —i.e., IUD services were being maintained, and had been sustained.
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What was achieved: IUD service utilization       
and other sustained changes 

Modestly-funded pilot project 
($630,000 for 2 years) 

> 300% increase in annual 
number of IUD insertions 

Increase sustained > 2.5 years 
following end of project  

93% of women had knowledge 
of IUD (vs. 68% nationally) 

Positive changes beyond IUD: 
– 33%   total FP clients in District 
–   in overall LAPM uptake 
–   male engagement in FP 
– Champions created, supported 
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Elkin—change the legend to say 2009 (8 months); also, 2008 should be 1172  (not 1161)Here are the annual totals of service delivery.Although this effort was a modestly-funded—2-yr budget approximately $630,000— pilot project of relatively short duration, entailing provision of an underutilized and widely misunderstood clinical FP method in a geographically circumscribed area, project outputs were notable, and positive service dynamics were generated and maintained. Not only did IUD service utilization increased across all 13 project sites, but knowledge of and positive attitudes toward the IUD increased, with 93% of women reporting knowledge (versus 68% nationally) and with one out of three women exposed to the IUD communications effort reporting that they would consider using an IUD in the future. And positive changes in service provision extended beyond the IUD as well: Visible improvements were made in the supervision system; a CBD program was implemented, with linkages between the community and the project sites increasing; male engagement in FP increased; and project sites reported having served 33% more new FP clients (for all methods) in the first quarter of 2008 compared with the same time in 2007. 



Lessons learned: Overall 

Meaningful increases in a hard-to-provide method can be fostered 
in the public sector – and sustained after project assistance ends! 

Holistic programming is helpful: A service system is like a chain, 
with interlocking/interacting parts and only as strong as its weakest link 

Links between communities and facilities can create synergy, 
leading to ownership, demand generation, and service sustainability 

Sustained programmatic change takes time and repetition of effort, 
message, and/or intervention 

Even modestly resourced interventions can generate noteworthy 
improvements in service delivery that last beyond a project’s life  

Presenter
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A few overall lessons learned – also have more specific to each aspect of model, but in interests of time, will only mention several overall ones:  Perhaps the most noteworthy finding or lesson is that working with and through the public sector can yield sustainable increases in a often hard-to-provide method like the IUD. Holistic programming is helpful in this regard, with integrated and mutually reinforcing supply-side and demand-side elements, within an enabling environment—and with careful attention to the 4 crosscutting aspects identified in our model: 1) stakeholder participation, 2) use of locally-generated, relevant, context-specific data and other evidence, 3) gender equity (including widespread male involvement), and 4) attention to the fundamentals of care —medical safety, quality, and choice.  Links between communities and facilities , with support and nurturance of “champions” at community and clinic levels, can create synergy, leading to ownership, demand generation, and service sustainabilitySustained programmatic change takes time, especially in the overburdened and resource-strapped clinical settings where IUDs must be provided in the public sector. While there is no “quick fix,” the sustained effort needed to make IUD services available is worthwhile, as it can result in the IUD’s wider use.Repetition of effort, message, and/or intervention is the key to generating and sustaining programmatic change, especially for clinical methods such as the IUD. Even modestly resourced interventions can generate noteworthy improvements in IUD services that last beyond a project’s life. ___[other more specific, in reserve – full text in earlier version of this talk, and paper]
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