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The Kisii IUD (IUCD) initiative 

Context: National effort to “revitalize” FP 
and IUD as an “underutilized” method 

– IUD prevalence↓: (2.4% in 2004, 3.7% in 
1989); ↓ share of modern method use 

Nyanza Province, Western Kenya: 
– IUD use even lower (0.5% in 2004)  

– Unmet need higher (35% vs. 25%)   

Holistic, coordinated supply, demand and 
policy-advocacy interventions could lead 
to sustained increases in IUD use (in 
context of full choice of methods) 

Baseline: 2004; Project: 2005-06 
 Follow-up: 2007-2010 
 

Presenter
Presentation Notes
24-month initiative EngenderHealth and its partners on the ACQUIRE Project undertook at the request of, and in partnership with, the Kenya MOH and Kisii District Health Management Team to increase IUD availability and access in Kisii District of Nyanza Province in Western Kenya.Context: national effort in Kenya to “revitalize” the IUD as an “underutilized method,” as part of “FP revitalization”. Rationale: not only had IUD prevalence been dropping in Kenya, despite rising CPR -- from 3.7% of married women using the IUD in 1989 to 2.4% in 2004, but IUD availability and use were even lower in Nyanza, and unmet need for FP was higher. Project entailed a holistic effort, with integrated and coordinated supply-side, demand-side, and policy/advocacy-level interventions, which we thought might lead to sustained increases in IUD use. Baseline data collected in 2004; implementation began in 2005, a 6-month demand creation campaign mounted in last half of 2006, project ended December 2006, with follow-up through December 2010. 
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Trends in Method Mix in Kenya:  
Steady decline in IUD’s share of method mix  (100%) 
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Presenter
Presentation Notes
Graph shows trends of modern method mix in Kenya from 1989 to 2008/9          (each method as percentage of overall MM use).As in most sub-Saharan African countries, the proportion of use due to injectables – in green – has risen sharply, from 18% of method mix in 1989 to 45% of method mix in 2003 (just before the project began), while use of pills, female sterilization and IUDs went down, and use of condoms – as a method of FP -- remained low throughout. The IUD declined in relative terms from almost 1 in every 5 contraceptors using it in 1989 to 1 in 14 in 2003 – and overall IUD prevalence declined as well, even though modern method CPR (for married women) went from 18% to 32% during that time.___(The trend in these relative proportions continued even after the project, with injectables accounting for 545% of the method mix in 2008/09 and the IUD for 4%. Female sterilization’s share of the mix has also dropped notably during those two decades, from almost 30% to slightly more than 10%.)



Only 9% of spacers/delayers 
use an IUD or implant 

Reproductive intentions and method choice: 
Spacers and delayers 
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Long-Acting 
Reversible Methods 

Percent of married women (MWRA, 15-49 yr)  Method mix among married spacers & 
delayers who are using FP   

Presenter
Presentation Notes
The two graphs on this slide show the demand to space, use of FP (all methods) to space, and the method mix among those women actually using a method to space.In bar graph on left, we see that at the time of the project, 30.2% of MWRA had demand to space or delay, but only slightly more than half of these women (14.3%) were using any method to realize that intention. And, as see in pie chart on right, of these women using a method to space or delay, only 1 in 25 used an IUD. ____(Essentially same proportions and same level of demand to space in latest DHS in 2008/09: 30.4% demand to space/delay, 17.2% are using to space/delay; and only 2% of spacers/delayers who are using any method are using an IUD, and 5% are using an implant)
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Long-Acting and 
Permanent Methods 

Percent of married women (MWRA, 15-49 yr)  Method mix among married limiters 
who are using FP   

Presenter
Presentation Notes
The two graphs on this slide show the demand to limit, use of FP (all methods) to limit, and the method mix among those women actually using a method to limit.In bar graph on left, we see at the time of the project 35.7% of MWRA had demand to limit – greater than the proportion with demand to space or delay (30.2%). And 25% of Kenyan married women – 5 in every 7 – are using a method of FP to limit.However, as shown in the pie chart, of those women actually using FP, fewer than 1 in 3 women (29%) were using any of the 4 so-called “long-acting and permanent methods” or LAPMs (IUDs, implants, vasectomy and female sterilization) -- and fewer than 1 in 14 were using an IUD. And from standpoint of fit with reproductive intentions, more than twice as many women were using traditional methods like withdrawal to limit births as were using an IUD.   (And as many using traditional methods like withdrawal to limit births as were relying on female sterilization.)Because of the lack of availability and access to IUDs and the other LAPMs that this and the past two slides imply, the Government of Kenya was interested in FP revitalization, including a focus on the IUD as an underutilized method, in the context of full method choice and informed decision-making. ____(Essentially same proportions in latest DHS in 2008/09, although demand to limit has risen higher: 40.7% have demand to limit, 28% are using any method to limit; but only 25% are using an LA/PM to limit, and of the women using any method to limit, 7% are using an IUD)



Why pay renewed attention to the IUD?:  
Excellent method characteristics … 

Highly effective (<1% failure in 1st year) 

Safe for almost all women, including postpartum, postabortion, young, 

nulliparous, breastfeeding, HIV+  

New and more supportive WHO guidelines 

Convenient (1 act can confer at least 12 years of contraceptive protection) 

Women who use the IUD like it  

Greater availability = greater client choice  

Good choice to meet reproductive intentions of “spacers” and “limiters” 

Most cost-effective modern FP method  

Presenter
Presentation Notes




Supplies and equipment (costs; limited availability / stock-out)  

Widespread client misconceptions and myths 

Exaggerated provider fears re IUD’s possible association with: 

– Pelvic inflammatory disease (but only small ↑risk, limited to 1st 6 wks) 

– Infertility (any increased risk is “immeasurable”) 

– HIV (no increased risk of acquisition, transmission, or worsening of condition)  

  Widespread provider bias against IUD  

IUD is “Provider-dependent”: “No provider, no program” 

– Depends on availability of trained, enabled provider 

– Depends on “motivation”                                                                                     
(IUD provision = more time and work, often no more remuneration) 

 

Yet many service delivery challenges 

Presenter
Presentation Notes
Often find providers have deep misunderstandings having to do with greatly exaggerated concerns about possible associations of IUD use with pelvic inflammatory disease (PID), and subsequent infertility, and HIV/AIDs. Time doesn’t allow me to go into the relevant studies and findings, but prevalence of STIs is much lower than providers typically think, the risk of IUD-associated PID is actually quite small, the risk of infertility due to IUD use is “immeasurable,” and the IUD is a good method for HIV-infected women and those with AIDS, as reflected in WHO’s latest Medical Eligibility Criteria. Nonetheless, one encounters widespread provider bias against the IUD. And since the IUD is a provider-dependent method, this is one cause of diminished access to the IUD. Health resource constraints are another major provider-level reason that IUDs – and the other LA/PMs – are often not widely available and accessed. From the standpoint of contraceptive security and full access to the IUD and the other LA/PMs a highly-relevant slogan is “No provider, no program.” 
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• Leadership and champions fostered  
• Supportive service policies promoted 
• Human and financial resources allocated 

• Service sites  
readied  

• Staff  
performance  
improved 

• Training,  
supervision,  
referral,   
and logistics  
systems  
strengthened 

• Accurate  
 information 
 shared 
• Image of  

services  
enhanced 

• Communities  
engaged 

Fundamentals 
of Care 

Stakeholder 
Participation 

Data for  
Decision Making 

Increased knowledge  
+ acceptability 

Increased availability 

Improved policy + program environment 

Demand Supply 
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The S-D-A model of holistic service delivery 

Presenter
Presentation Notes
This was the model of holistic programming followed in this project. We referred to it as our Supply-Demand-Advocacy Model 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. The model held that we can foster synergy among the supply, demand, and advocacy/policy program areas, via an integrated and coordinated package of mutually reinforcing programmatic activities that also factor in the four crosscutting considerations indicated at the bottom (the fundamentals of care, data for decisionmaking, gender equity and stakeholder participation). :  And in turn this will lead, via improved and more numerous client-provider interactions, to increased access, quality, and use of FP/RH services. 



 
 

  
Demand 
 Low knowledge 
 Misinformation 

Gaps 
Supply 
 IUD less available 
 Many providers not 

comfortable providing IUDs 

Demand 
 Media campaign 
 Community outreach/participation 
 Focus also on males & champions 

Interventions 
Supply 
 Ensuring site readiness to provide 

services 
 Clinical / counseling/ supervision 

training  

Advocacy 
 Eligibility   
 Where is IUD provided 

Advocacy 
 Guidelines revised  
 Services expanded to health centers 

and dispensaries 

Situation in Kisii and project interventions 

Presenter
Presentation Notes
This slide summarizes, on the left, the gaps found at baseline and on the right, the main program interventions, which are expanded upon in the remainder of this presentation.___(Gaps found during Performance Needs Assessment (PNA) done in collaboration with the Kisii District Health Management Team, service providers and managers, and other stakeholders.)



Supply-side interventions and results: 
Increased system capacity to provide IUD and other methods 

13 Service sites upgraded  
(equipment, supplies) 

Providers trained   
– 557 persons trained at 34 events: 

> CTU / FP counseling / IP: 51  

> IUD insertion and removal: 28  

> CBD agents and supervisors: 388 

> Peer educators: 72 trained 

> Comprehensive FP counseling: 18  

Supervision, referral and logistics 
systems strengthened Photos by Staff / EngenderHealth  

Presenter
Presentation Notes
On supply side, 13 service sites, including Kisii District Hospital, 3 sub-district hospitals, 5 health centers, and 4 dispensaries were equipped and otherwise readied to provide IUD services. The PNA found provider capacity was insufficient, biases against the IUD were widespread, training was outdated, and equipment and supplies were lacking, hence the types of training and other supply-side assistance provided, as shown. Trainees included district health staff, male and female peer educators from faith-based organizations, women’s organizations, and youth groups, and community-based distribution (CBD) agents and supervisors. Supervisors were trained in facilitative supervision, gaps in needed equipment were filled, and systems for procuring commodities and expendable supplies were strengthened. ___(Contraceptive updates, training in IUD insertion and removal, FP counseling, and infection prevention.) 
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Their partners 
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Demand-side interventions 

Presenter
Presentation Notes
Much of project effort was on the demand side. Method-specific communication and events focused on three aspects: improving accurate knowledge of clients, communities, and providers, by directly counteracting myths, misunderstandings, and misperceptionsimproving the image of the IUD informing the public about where to access quality FP and IUD services. The primary target audience was women aged 25-45, and a secondary audience was their partners, and, I might add, their communities and providersMass media & community outreach interventions used satisfied users and IUD championsInterventions were integrated, sequenced, and paced with increases in supply-side (FP service    delivery) capacity. Male engagement was encouragedGender 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.

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” 

Presenter
Presentation Notes
Demand creation campaign formally launched in July 2006 and conducted for six months, centering on pretested slogan aimed at breaking myths, “Now you know the truth.” Used local, regional, and national radio. Broadcast in local languages during peak listening periods, and a weekly talk show was mounted featuring IUD advocates (doctors, peer educators, and satisfied clients and their husbands) and offering phone-in opportunity to local and national medical experts. Positive images, depicted here, conveyed concepts such as the convenience, safety, and effectiveness of the IUD; the physical stamina and well-being of IUD users; a satisfied couple’s happy and mutually supportive involvement; and a friendly and motivated “mid-level” female IUD provider who was “standing up” to challenge the myths and negative perceptions held by her peers. _____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.



Demand-side results: Reaching the community 
increased knowledge & acceptability  

250,000 exposures to IUD-related messages to Kisii District 

45% of District reported hearing or seeing an IUD-related message  

50,000 people informed about the IUD by peer educators at 2,700 

community events 

One in five residents reported having attended a community session 

Knowledge and positive attitudes increased:  

– 93% of women reported IUD knowledge (versus 68% nationally) 

– 1 of 3 exposed to IUD communications would consider its use in future 

Closer relationship forged between communities and MOH facilities  

 

Presenter
Presentation Notes
As seen in this summative slide, the demand creation campaign had wide reach, with almost half of district residents reporting having heard or seen an IUD-related message, and a sizeable number of people having been informed by peer educators at 2700 community events. This resulted in increased knowledge and acceptability of the IUD among Kisii District residents, in closer relationships being forged between communities and MOH facilities, and in greater IUD use.



Over 21,000 men in the community reached 
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 

Ph
ot

os
 b

y 
St

af
f /

 E
ng

en
de

rH
ea

lth
  

Presenter
Presentation Notes
In recognition of the crucial role men play in family planning, the project programmed for male engagement—and 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, seeking information on FP methods and even visiting health care sites to talk about FP with providers (which didn’t generally 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—

Engaging community 
leaders 

Policy/advocacy interventions:  
Improving the policy and program environment 

Presenter
Presentation Notes
On the policy-advocacy, or enabling environment, side, as indicated on this slide, significant advocacy efforts had already been undertaken by many other organizations in Kenya at national and provincial levels—including dissemination of IUD advocacy briefs and updating of Kenya’s FP service guidelines. Thus the project’s advocacy effort in Kisii focused on identifying and nurturing IUD champions at district and community levels, as well as on ensuring that the updated policies and guidelines that were more supportive of IUDs not only were in place, but were being followed (as not infrequently updated policies do not lead to improved practices).



 IUDs inserted at project-supported sites in Kisii District 
(baseline, 2004; project years, 2005-2006, follow-up, 2007-2010) 
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CBD agent & peer 
education training 
April & May 2006 

IUD clinical 
skills training 

Oct. 2005 

CTU trainings,  
Aug. & Sep. 

2005 

IUD demand 
creation 

campaign ends               
Dec. 2006 

Data source: MOH service statistics, Kisii District   

Greater than fourfold increase in 
IUD provision at end of project, 
and 33% increase in new FP 

clients for all methods 

External events/notes 

End of project, Dec 2006 

Greater than three-fold average 
increase in IUD provision 

sustained for first four years 
after end of project,  

2007-2010 

Presenter
Presentation Notes
This graph plots the results of this initiative. They are modest in absolute terms, but striking in terms of proportional increases, especially during and after the 6-month demand creation campaign of July-Dec of 2006. You can see that there was an increase in 2005 after the supply-side interventions – training providers and equipping staff. But IUD provision rose even more dramatically in 2006 during the demand creation campaign, the last half of the 2nd (and final) project year – a greater than fourfold increase from baseline levels. Also, IUDs were more widely available in community settings, with only 40% of IUDs being provided at Kisii District Hospital (had been 60% at baseline).Further increases continued into the following year, peaking in Jan-April 2007, the first 4 months after the project ended (in Dec 2006).In addition – not shown on slide -- positive changes in service provision extended beyond the IUD: Improvements were made in the supervision system; and project sites reported having served 33% more new FP clients (for all methods).Then there was the probably-inevitable falling off, as project inputs ceased, and trained/skilled providers were transferred or retired. Nonetheless, during the four post-project years (2007-2010), higher IUD provision and use has been sustained, at more than threefold higher than baseline levels (though a high proportion is again being provided at KDH, 70-80% of total IUD provision.) 



Lessons learned or reinforced 

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

For clinical FP methods, “No provider, no program” 

Links between communities and facilities are important for generating 
sustained demand for FP services 

Holistic programming is helpful: service systems are only as strong  

as their weakest link 

Presenter
Presentation Notes
These are some of the most salient lessons learned or reinforced in this initiative:Working with and through the overburdened and resource-strapped public sector can yield sustainable increases, even with an often hard-to-provide method like the IUD. (We only provided technical assistance; did not pay salaries or per case fees or anything of the like.)Links between communities and facilities, with nurturance of “champions” at community and clinic levels, can generate sustained demand for, and access to, FP services, especially for clinical/provider-dependent methods like the IUD.Holistic programming of supply-side and demand-side elements, within an enabling environment, can have mutually reinforcing and synergistic effects. And finally, we are again reminded that service systems like a chain: they have interlocking/interacting parts and are only as strong as its weakest link.And might further note that the more complex the family planning (FP) method and service, the greater the service system needs (and challenges). 



EngenderHealth’s SEED Model for SRH Programming 
and SEED Assessment Guide 

Presenter
Presentation Notes
Over the past few years, our holistic programming model for FP evolved into an even broader model for SRH, which we call SEED (Supply-Enabling Environment-Demand). We also generated an assessment guide for holistic FP programming based on the SEED Model, which is available at our website, at this address:http://www.engenderhealth.org/pubs/family-planning/seed-assessment-guide-for-family-planning.php



www.respond-project.org 

Asante sana! 
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