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About the textbook:

The concept of this book is bringing together relevant details along with culiterdture
review on different aspects of family welfare with a focus lo"hRC and LAPM. The book
would serve as a ready reckoner for health care providers involved in offering family
planning services.
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LongActingReversible Contraceptive and Permanent Methods (LARC &{PMs)
A Renewed Emphasis to address Unmet Needs in India

no

Moving fromMillenniumDevelopment Goals to Family Plann2@R0
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1. Repositioning of IUD

2. Informed Choic& method-specific counseling for LARC

3. PPIUCD insertean Innovation

4. Promoting PP 1UD through the private sector

5. Subcutaneous Depot Injections

6. Implants
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1. Quality Issues in Female Sterilization

N

. Increasing the uptakefdNSV
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AIDS: Acquired Immuno Deficiency Syndrome
ANC: Antenatal Care

ANM: Auxiliary Nurse Midwife

APL: Above the poverty line

ARVs: Antiretroviral Drugs

ASHA: Accredited Social Health Activist

BMD: Bone Mineral Density

BPL: Below the poverty line

CHC: Community Health Centre

COC: Combined Oral Contraception

CuT: Copper T

DH: District hospital

DLHS: District Level Household and Facility Survey
DMPA: Depot Medroxy Progesterone Acetate
DQAC: District Quality Assuringn@nittee

ENG: Etonogestrel

EVA: Ethylene Vinyl Acetate

FDAFood and Drug Administration

FDS: Fixed Day Static Services

FOGSI: Federation of Obstetric a@agnecologicabocieties of India
FP: Family Planning

FP2020: Family Planning2020

FPAIFinancial Planning Association, India

FRU: First Referral Unit

GCACI: Global Comprehensive Abortion Care Initiative
Gol: Government of India

H/O: History of

HIV: Human Immunodeficiency Virus

HLD: High Level Disinfection

HMIS: Health Management Informati System

IEC: Information, Education and Communication
IM: Intramuscular

IUCD: Intrauterine Contraceptive Device

Jhpiego: Johns Hopkins Program for International Educati@ymecologynd
Obstetrics

JSSK: Janani Shishu Suraksha Karyakaram

JSY: JamaSuraksha Yojana
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LAPM: Lond\cting and Permanent Methods
LARC: Longcting Reversible Contraceptives
LNG: Levonorgestrel

MCPR: Modern Contraceptive Prevalence Rate
MDGs: Millennium Development Goals

MEC: Medical Eligibility Criteria for Contraceptio
MHRA: Medicine & Health Care Products Regulatory Agency
MoHFW: Ministry of Health and Family Welfare
MRI: Magnetic Resonance Imaging

MST: Medical Services & Training

NC: Network Coordinator

NFHSII: National Family Health Sungl

NGO: NorGovermental Organization

NHM: National Health Mission

NICE: National Institute of Health and Care Excellence
NSV: NeScalpel Vasectomy

OB/GYN: Obstetricia@@ynecologist

OPD: Outpatient Department

PHC: Primary Health Centre

PID: Pelvic Inflammatory Disease

PMS: Premenstrual Syndrome

PPFP: Postpartum Family Planning

PPIUCD: Postpartum IUCD

PSI/I: Population Services International/India
QAC: Quality Assuring Committee

RGI: The Registrar General & Census Commissioner of India
SC: Subcutaneous

SDH: Suibivisional Hospital

SETU: Service Education Training Unit

SPC: Summary of Product Characteristics
SQAC: State Quality Assuring Committee

SRH: Sexual and Reproductive Health

SSVs: Supportive Supervision Visits

STIs: Sexually Transmitted Infections

TFR: TotiaFertility Rate

TUB: Tubectomy

TV: Television

UNFPA: United Nations Population Fund

UPSI: Unprotected Sexual Intercourse

USG: Ultrasonography
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1 VTE: Venous Thromboembolism
1 WHO: World Health Organization
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Greetings from the Federation of Obstetric & Gynaecolo@aaleties of India (FOGSI).

| would like to congratulate Dr. Basab Mukherjee Chair Person FW committee and his team
F2NJ ONAY3IAY3I GKA&A SRAGAZ2Y 2F ChD{L Ch/!{ 2V
about quality issues in family planning; Coutisglin Family Planning, newer contraceptives

like Implants; Pospartum 1UD through private sector etc. Dr Basab Mukherjee along with

fellow FOGSI members has worked very hard in bringing this edition of FOGSI FOCUS.

Going forward, | would like to emphasion the issue close to my heart, which is the
importance of working for preventable diseases such as Anemia. Today, India has the largest
younger and adolescent population and by working on reducing the incidence of

preventable diseases, we would make thnost significant impact. Another crucial aspect is

the management of patient information. As professionals, we must make efforts to deal

with it and share with the necessary platform for the national benefit.

FOGSI has a glorious past where in its mersihave contributed not only time, expertise

but also made steps towards spreading the knowledge about newer advancements,
researches etc. The FOGSI committee meets on regular intervals for sharing insights with
the larger audience.

| encourage fellow reders to seek benefit of these specialized editions on issues related to
Whoda FYR DeylFSQ YR ALINBIFIR GKS g2NR FdzNI KSNJ

| extend my appreciation to the PSI team who worked closely with FOGSI FW committee in
bringing out this book.

Dr Aka Kriplani

President

FOGSR016
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Dear Friends,

| would like to express my gratitude to each one of you for extending support during my
tenure as the 58 President of FOGSI. It was a prestigious opportunity to lead such a big
group of talented and esteemed professionals from across India.

| hope that you took benefit of the several educational and informative workshops and

CMEs that were organized in 20T%Hhe year was quite eventful as FOGSI partnered with
government of India and leading public health organizations such as PSI, Jhpiego etc. and
successfully advocated for expanding the basket of contraceptive choice. The result could be
seen in GOl annoumy Injectable Contraceptive to be part of the basket this year (2016).

This glory shouldontinuein the future and it would be possible only when we all work
together in our individual capacity with a common goal.

Having said this, | remain concerned abone key aspeand that is, counselling, which

actually makes a difference giving quality services tmtients. We, as professionals should

be mindful of the fact that our words are almost accepted as next to God. Thus, living up to
that stature becones our duty and therefore we must devote time to this essential element

2F WIAQAYI | LIHGASYd KSENARYy3I G2 2dzNJ Oft ASy i
saved that matter more than the no. of patients we see. | would like to leave you hih t
thought.

Thank you once again.

Best wishes,

Dr Prakash Trivedi
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Unmet need for contraception is a demographic parameter, which is used to find out

number of couple who are fecund and sexually active but are not using any method of
contraception and also wanting either to delay the next child orwanting any more

OKAf RNBY® LG NBLINBaSyita O2dzL SQ&d NBLINRRdzOG A ¢
consensual sexual union, and is expressed as percentage.

The Family Planning Program of India since 1952 has undergone periodic transformations in
terms of policy and actual program implementation. Over the years, the program has been
expanded to reach every nook and corner of the country and has penetrated into every

rural and urban areas. Although technological advances, improved quality and gevfera

health care have resulted in a rapid fall in the crude birth rate (CBR) and growth rate, but in
terms of actual contraception usage the pace has been rather slow. With increasing
awareness there is increasingmet need in most of the States inda. As pethe latest

available data the unmetaed of contraception in India is 21.3%, with a higher share of
Limiting Methods (13.4%) and lower share of spacing methods (7.9%). (DLHS IIl). There has
been a decline of 16% in the totahmet need from DLHSo DLHS IlI. Still the matter of

concern is a relatively static unmet need from DLHS Il to DLHS IlI.

Moreover the unmet need shows a huge inate differential, Bihar with unmet need of
>30 has the highest unmet need in the country whereas the lowestet need isn Andhra
Pradesh. Besides intstate variations there is also age differential among the age group
contributing to the highest fertility (124years) have higher unmet need (28.3%) (DLHS III)
with almost 74% unmet need for spacing methods.
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The key factors influencing the unmeead are-

1. Non-availability of the services and supply demand gap.
2. Limitedoptions available for choice.
3. Socio Cultural Barrierperceptions that husbands, other family members, or their

religion opposegamily planning
4. Lack of awareness/ knowledge about the risk of becoming pregnant.
5. Nonuse of any method due to fear of side effects of contraceptives

The important outcome of high unmet need is unintended pregnancies leading to abortion
with increasing risk to maternal morbidity and mortality. Access to safe and voluntary family
planning counselling and services thus significantly reduces unintended pregnancies and
Fo2NIiA2ya yR al @Sa ¢2YSyQa tAQ0SadfdidzRASAE
contraception the maternal mortality can be reduced up to 35%, with a significant fall in
abortion related mortalities and morbidities.

There is a growing demand among older adolescents for an effective method to delay their
first pregnancy. Married agples of all ages are looking for options which enable them to
achieve healthy pregnancy spacing intervals. Also couples who have reached their desired
number of children are in need for options to prevent future pregnancies. With the
increasing popularitand affordability of various long acting reversible contraceptive
methods and simplified techniques for permanent methods, the above mentioned unmet
needs can be tackled through introduction of various contraceptive options pertaining to
long acting revesible contraceptives and permanent methods (LARCs and PMs) into the
national Family Planning Programme of our country. The followings are the brief overview
of various LARCs and PMs of contraceptives.

LARCs and PMs

Expanding access to lofagting reversite contraceptives (LARCs) and permanent methods
(PMs) has multiple benefits. They give women greater choice in selecting a contraceptive
that meets their needs for delaying, spacing, or limiting pregnancy. LARCs and PMs have the
highest continuation ratesf all family planning methods (and conversely, the lowest
discontinuation rates), and as such, are more effective in actual use thanattorg

methods for preventing unintended or closely spaced pregnancy. In the developing
countries, use of LARCs/PBIscounts for less than oA#th (19 percent) of the

contraceptive method mix. It is estimated that if 5,000 oral contraceptive users were to
switch to an intrauterine device (IUD) or implant, approximately 1,250 unintended
pregnancies could be averted ava 5year period. LARCs are also highly -estctive for
programs, when used for their full number of years of effectiveness.

A. Longacting reversible contraceptives (LARC)
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LARCs are methods of birth control that provide effective contraceptioarf@xtended

period without requiring user action. They include intrauterine devices (IUDs), injectables
and subdermal contraceptive implant. They are the most effective reversible methods of
contraception because they do not depend on patient compliaiteir 'typical use' failure
rates, at less than 1% per year, are about the same as 'perfect use' failure rates.(i) In
addition to being londasting, convenient, and well liked by users, they are very cost
effective.(i) Typically, LARC users can save autist amount in expenses over a fiyear

period compared to the use of condoms and birth control pills.(ii) Despite their safety and
effectiveness LARCs are underutilized: only 15.5% of women worldwide use IUDs, and only
3.4% use subdermal implants.(ii)

Longacting reversible contraception is recommended also for adolescents to help decrease
the teen pregnancy ratdiii) LARCs are recommended for women of any age no matter how
many times they have given birth. Women considering using LARCs should obtain
contraceptive counseling from reproductive health professionals because those who do are
more satisfied with them and use them for longer periods of time.(ii)

Available LARC methods include

(1) Intra Uterine Deviceswhich are (i) Non hormonalcoppe bearing (CuT 3834 Cu
375),are small flexible plastic frame with coppsleeves or wire around thdts

contraceptive effect is primarily due to chemical changes inside uterine cavity causing
damage to sperms andwum before they meet. Both can beadin women who are non
pregnant having normal menstrual cycle as also after safe abortion and immediately after
delivery (postpartum up to 48 hrs). Both the types of IUDs can be used for longer duration
¢ CuT 380A can be retaideill ten years and thadf Cu 375 is for fivgears, and are highly
effective method ofttontraception; (i) hormonat progesterone loaded IUD (known as -NG
IUD Intra Uterine SystemlIUS), it is a T shaped plastic device containing progestogen
hormone (levonorgestrel) that stedyg releases small amounts of hormone each day and
works primarily by changing the endometrium and making it non conducive to nidation of
the fertilized ovum . The contraceptive efficacy of this device lasts up to five years.

(2) Injectablescontaining (a) Progesterone only hormortaree monthly (Depot Medroxy
Progesterone Acetate 150mBMPA), & two monthly (Non Ethisterone Enanthate 200mg
NETEN), and monthly injectablea combination of Progesterone & Oestrogen (Either
Medroxy Progeterone Acetate & Estradiol Cyprionate or Nor Ethisterone Enanthate &
Estradiol Valerate. The three monthly injectable contraceptive is most commonly used one,
it is an aqueous based progestogen to be administered every three month and act as depot
to release small quantity of hormone every day for its contraceptive effect. The two

monthly progestoge injectable (NEEN) is an olbased one and to be administered every

two months; and (b) combined one containing both Progesterone & Oestrogen in low doses
isto be administered every month. The advantage of this monthly injectable is that it causes

1 Cu380Ais T shaped and has copper in vertical and horizontal arms
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three & two monthly injectables the disturbances are more as it depletes the gt

level in the body. The contraceptive action in all the three injectable preparations is due to
prevention of ovulation and changes of the endometrium to prevent niidation of fertilized

ovum.

(3) Subdermal Implant : Implanon (one rod contains 68negdestrel) or Sindmplant

(two rod containing 75mg Levonorgestrel in eagla) small plastic rod(s) of the size of a
YFIGOKaGAO]l O2yililFAyAy3a tNR3IS&AG23Sy K2NX2ySs ¢
provide contraceptive effect. It works by prevemg ovulation and thickening of cervical

mucus (thus preventing penetration of sperms inside the uterine cavity). The two rod device
(Sinelmplant) has effectivenesasp to four years but it may get extend to fifth year also,
whereas the one rod devicéngplanon) is effective for three years. Both the implants can be
inserted safely in women who are of any age as an interval method during their normal
menstrual cycle, after abortion/miscarriage and after 4 to 6 weeks following delivery. The
common side dects of this device is alteration in menstrual cycle both in the cychaity
bleeding pattern like any other Progestogen containing contraceptive preparations. The
device is usually inserted below the skin either on the medial side of the arm or &mdh,

takes only a few minutes using a special insertor. Clients may feel some pressure or tugging
following insertion

The effectiveness of LARC methods has been shown to be superior to other types of birth
control. A study in 2012, with the largest cohoftlUD and implant users to date, found

that the risk of contraceptive failure for those using oral contraceptive pills, the birth control
patch, or the vaginal ring was 17 to 20 times higher than the risk for those usingdting
reversible contracepon. For those under 21, who typically have lower adherence to drug
regimens, the risk is twice as high as the risk among older particifamsstatistically
significant association has been observed between a decrease in teenage conception and
incressed LARC usagd@All LARC methods aresasiated with some elements of
contraindicationsyisks andside-effects.

Contraceptive implants may cause irregular bleeding which some women find unacceptable
as a sideeffect (vii) ("Irregular bleeding and spoty common in firssixmonths" associated

with 1US; similar to sideffects observed with IUD, injection or implant. "Changes in

bleeding pattern which are likely to remain irregular*)(viii) or a complete cessation of
menstrual flow (amenorrhea). Side eftts that are observed less often may include weight
gain, headache, small changes in mood/ libido and acne.(vi)

B. Permanent Methods (PMs)
The permanent methods of contraceptives are (i) Tubal Ligation (female sterilization) and

(i) Vasectomy (male stilization)g are a good method choice for women, men, and couples
who have reached their desired number of children and wish to prevent future pregnancies.
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Both of these methods have no long term side effects, a permanent contraceptive effect,
and cliens should understand that the procedure is not reversible. Both female and male
sterilization are most effective methods but carry only a small element of failure (about
0.5%).

Female SterilizationThere are two commonly used techniques to perform Tulgakion¢

(i) Minilaparotomy in which both the fallopian tubes are ligated and cut under direct vision
after bringing them out through a small abdominal opening; (ii) Laparoscopy in which a
laparoscope is inserted into the abdomen, a loop of both the fiédio tubes is blocked using
silasticring Ol f f SR . Bb@lthe RdtliSds ard sAfd ahd can easily be done under
local anesthesia following proper counselling with or without the use of any sedation. It
works by preventing fertilization as releasedum cannot move down the fallopian tubes to
meet sperms. The procedure is to be performed by a competent provider preferably in a
static facility but can balsodone in camp settings. All women who have completed their
family and do not want any furthgregnancy are eligible for the procedure. It can be
performed during interval period in women with normal menstrual cycle, concurrently
following abortion/ miscarriage and after delivery (immediate & upto one week).

Male Sterilizatiorg It also is perforred by two commonly used techniquegi) Incisional
vasectomyg in which the vas deferences are cut and ligated under direct vision after
bringing them out of the scrotum following a small incision, which often needs one or two
stitches. (ii) NeScalpel Veectomy (NS\W) in which both the vas deferences are brought out
through a small punctured hole at the central part of the scrotum, which are then cut and
ligated. Since there is no cut the wound closes by itself and no stitch will be necessary. The
procedure can be performed any time convenient to the men and is done under local
anesthesia by a competent provider without any risk or side effects.

Key factors to expand access to LARCs and PMs

1. Holistic programming, with its attention to supply sidepusnd side, and enabling
environmental factors, is highly effective for addressing barriers and expanding access and
choice to quality LARC/PM services.

2. Quality Assurance in service deliveprovision of LARCs and PMs requires skilled
personnel traned to offer the methods, including availability of proper instrument &
equipment and consumable supplies specific to each method, proper Infection prevention
procedures to ensure quality of care and managing side effects.

3. Counselling and BCC to incseaacceptance and demand: Counseling and
interpersonal communication informs clients about the range of contraceptives available to
them and enables them to make an informed and voluntary choice of the method they wish
to use.

4, Mobile Outreach services for LARCs & PMs to underserved communities and far
reached areas where accessibility to quality services is a problem.
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5. Social Franchise Private Providers for family plannangranded network of private
providers who agree toffer a package of family planning and reproductive health services
and adhere to quality standards into their practices, are to be trained to offer LARCs and
PMs within their package of family planning services, and many integrate these services
with maternal and child health services that they provide. Social marketing approaches are
often used to advertise these services and their prices to consumers. To expand further
access to family planning, one should offer vouchers teiftm@me women and men to

offset the costs of these family planning services, including LARCs and PMs.

6. Integrated Services: Increasingly more women are accessing integrated maternal,
new born and child health servicesattending antenatal clinics, giving birth in facilitiesdan
bringing their children for immunization, nutrition, and other child health services. Reaching
women to thase who are either attending OH&xilities for various services or are already at
facilities is an effective way to educate, counsel, and offeiilfaptanning services, including
LARCs and PMs. Antenatal Care (ANC): ANC is a good time to talk with women about their
reproductive intentions for spacing or limiting future pregnancies and postpartum family
planning options. Women who choose to havelbdlD or TL at the time of birth should have
their method choice noted on their health card. A signed consent form for TL can also be
obtained at this time. NSV should also be offered as an option for couples who wish to
prevent future pregnancies.

Cortlusion

LARCs and PMs are the most cost effective tools to address unmet needs for both the
spacing and terminal methods of contraception. Several LARC methods can often be used as
a substitute to PMs where the acceptance and supply of permanent methedhar

problem. The long term effectiveness and client compliances of LARCs & PMs can have
direct impact to reduce unmet needs for contraception.
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Family planning allows couples to plan the number of children they can have and space their
births as well. It is achieved through use of contraceptive methods and the treatment of

involuntary infertility. Awoma@a | 6AfAGe G2
impact on her health and welleing as well as on the outcome of each pregnancy.

<
N

(o2}
o

aLl 0S8

N
o
—
—

FYR € AYAC

20
15
<. B
~
5
0

3.5 mmm TER (Total Fertility Rate)y=0=CBR (Crude Birth Rate) 30
25825425.024.8 341 535 9a
. 223.12289225 22.121.821.6 21.4 2°
2.5
CEC MO
2 5l B I S 2 ~le
N
15
1
O 4 N ™ ¥ W © N~ ®
e Q Q 9 9 9 9 9 9
© © © © © 9o ©o o 9
N d d §§ & & & N |

o
N

L)
o
o
—
o
N

o
N

Figurel: Trend of Family Planning Indicators

The Millennium Development Goals (MDGs) set an ambitious global mandate for
development. Despite a few setbacks, these goals have created momentum that is moving
us explicitly. Most of the MDGs were directly or indirectly related to health and MDG 5
KSIfGK® ¢KS AYyRAOI
(universal access to reproductive health) of MDG 5 include contraceptive prevalence rate

pimai £ @ F20dzAaSR 2y 62YSyQa

and unmet need for family planning.
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Figure 2: Current use of family planning methods[DLHS il (2007 -2009)]
1% 4% 2%
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mIUD Condom m Any Traditional method
Non user

In developing countries, everyday 800 wamleves are lost due to limited access to quality
maternal health services. Only half of women in developing world receive the
recommended amount of health care needed. Globally, the prevalence of contraceptive use
has been increasing, but the unmet need €ontraception still remains a problem.

According to the District Level Household and Facility S(BU®LHS3), unmet need of
contraception in India is 21.3%, with 7.9% for spacing and 13.4% for limiting. The unmet
need has shown a decline from 25.4%0OLHS (199899) to 21.3% in DLHE(200709).
About half (47.5%) of the eligible couples are using some kind of modern contraceptives.
Among these, highest share (34%) is of female sterilization, followed by condoms (6%),
pills (4%) and IUCD (2%). Thare of male sterilization is lowest (1%). 6.7% of the

eligible couples are resorting to traditional methods. It is estimated that on achieving the
unmet need for family planning alone, oitieird of the maternal deaths can be aborted.

Family Planning202@P2020) is an outcome of the 2012 London Summit on Family
Planning where more than 20 countries made commitments to address the policy,
financing, delivery and socultural barriers to women accessing contraceptive
information, services and supplieR?Z020 is based on the principle that all women, no
matter where they live should have access to-$iéeing contraceptives. FP2020 works
with the government, civil society, mulateral organizations, donors, private sector, and
the research and developmécommunity to enable 120 million more women and girls
to use contraceptives by 2020.

Reality Bytes on Contraception 21| Page



FOGSI FOCUS

Vision FP2020 for India is not just about providing contraceptive services to an additional
48 million users but aversion of 23.9 million births, one million infantleand over

42000 maternal deaths by 2020. This commitment has energized the family planning
program in India and has enabled its inclusion as a central element of efforts to achieve
universal health coverage. Reaching 48 million additional users istamiet but a
benchmark of progress towards commitment to enable the users to choose and plan
their healthy reproductive life.

FP2020 adheres to the following principles to support the goal of reaching 120 million
additional women by 2020:

1 Protection of tre human rights of women and girls including through policies and
mechanisms to ensure informed choice of a broad range of-Qugtlity, safe, effective,
acceptable and affordable contraceptive methods; wtbscrimination, and assurance
that women and girlare fully informed, and not coerced by any means.

T Integration of family planning within the continuum of care for women and children
(including HIfelated services); and development of mechanisms that address barriers
to access to affordable and higjudity information, supplies and services for family
planning, yet are adaptable and can be expanded to meet a broader set of unmet health
and development needs of women and children.

T Universal access to voluntary contraceptive information, services andisapyithin
the context of integrated programs to achieve sexual and reproductive health and rights
and the healthrelated MDGs.

1 Equity in policies and program design and implementation, such as the removal of policy

and financial barriers and the develment of public and private delivery mechanisms,
so that the poorest and most vulnerable women and girls have ready access to
affordable, highquality family planning information, supplies and services.

1  Empowering women to decide whether and when they wishecome pregnant as well
as how many children they wish to have.

T Participatory development of country plans based on consultations with, and the views
of, all stakeholders, especially poor and marginalized girls and women.

1 Strong partnerships among ahetween a broad base of stakeholdersommunity,
governments, political leaders, civil society organizations (includinglasied
organizations), the private sector, donors and multilaterdts help ensure high
quality service delivery, outreach to medisadvantaged groups, building community
support and program accountability to the people served.

1 Equity in policies and program design and implementation, such as the removal of policy

and financial barriers and the development of public and privatesdey mechanisms,
so that the poorest and most vulnerable women and girls have ready access to
affordable, highquality family planning information, supplies and services.
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T Commitment to results, transparency and accountability to ensure countries and the
global community track progress towards results, as well as monitoring and assessing
protection of human rights and the extent to which the poor and marginalized
women and adolescent girls are reached.

LYRAIFQ& Ctunun O2YYAUYSyY

1 Inclusion of family plannings a central element of its efforts to achieve Universal
Health Coverage

T Continued financial commitment on Family Planning to the tune of 12000 crores
from 2012 to 2020

1 Ensuring access to FP services to 4.8 Crore additional women by 2020 (40% of the
FP 2@0 goal)

T Sustaining the coverage of 10 Crore women currently using contraceptives
For achieving 2020 goals, the annual increase required is 2.35% so as to achieve a
modern Contraceptive prevalence rate (NCPR) of 63.7

Increase in contraceptive use can significantly reduce the burden of maternal and child
mortality. Mobilizing resources towards family ptang not only supports the reproductive
rights and health, but also yields costs savings in several areas of health, education, and
other social services.

There is a need of involving private sector strategically for providing quality family planning
senices, especially high focus states. Following can be utilized in improving the Iftmtfal
family planning services:

Information, education and communication (IEC) and behavioral change communication
Advocacy

Capacity building

Innovation and Research iPF

Service provision

Social marketing and social franchising

= =4 =4 4 -8 9
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4. India’'s Vision FP2020. Date July 1, 2014. Source: Ministry of Health andWaifake,
India
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populous country and largest democracy. For Indian women, births tend to be spaced close
together, with more than 60% of births occurring within three yeafrthe preceding birth

Birth to birth intervals of less than three years have been linked to numerous adverse health
outcomes for both mothers and netorns, including increased maternal mortality,

premature birth, foetadeath, low birth weight, and neonatal death. For this reason, World

Health Organization (WHO) has recommended that women wait at least twenty four

months after a birth and six months after an abortion before attempting again to become

pregnant.

Family Ranning (FP) today is no longer about population control, but is the cornerstone for
improving maternal and child health status; and can avert more than 30% of maternal
deaths and 10% of child deaths if couples space their pregnancies more than two years

3
apart’.

An analysis of data from the 20§#006 National Family Health Survey Il (NHH$ India

found that 65% of women in their first year of postpartum want to avoid a pregnancy
completely or delay the next pregnancy, but do not use contraceptiod;this is the unmet
need’. The same analysis found that unmet need is greatest during the first three months of
postpartum period, when menses may not have returned but sexual activity has resumed.
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Intrauterine contraceptive device (IUCDBan Important Family Planning Method:1UCD is

as effective as tubal ligation in providing contraceptive protection (pregnancy rate <1% in
first year of use®) and globally it is considered be oneof the most effective

contraceptives. Copper IUCD is effective foe fyears (Cu375) or 10 years (Cu380A), but if
the woman wants, she can get it removed anytime. The IUCD does not interfere with
intercourse and there is a quick return of fertility once the woman discontinues the method.
It does not require daily actionr@egular followup, so its use is less expensive than other
temporary methods.

IUCDs have clear benefits for India, particularly in its efforts to target the 65% unmet need
among immediate postpartum women. The increased institutional deliveries provide
opportune time to offer posfpartum IUCD services to women giving birth in health facilities.
IUCD increases choice for a leanxgting, reversible and safe contraceptive to achieve optimal
birth intervals (35 years). Women or couples, who have completegirtfamily but do not
want to adopt a permanent method, i.e., sterilization, can also choose IUCD as an
alternative. Insertion postielivery helps avoids the discomfort related to interval insertion,
and some of the posinsertion side effects are maskeg bormal postpartum events (e.g.
postpartum bleeding and cramps).

It can be inserted immediately after childbirth and it has no effect on quantity and quality of
breastmilk. It is also a method, which can be inserted immediately aftentaneousor
inducedabortion.

Safe Time for Insertion of IUCD:

U Postpartum IUCD (PPIUCD):
1 Postplacental:Insertion within 10 minutes after expulsion of the placenta following
a vaginal delivery on the same delivery table
1 Intra-caesareaninsertion that takes place ding a caesarean delivery, after
removal of the placenta and before closure of the uterine incision
1 Within 48 hours after deliveryinsertion within 48 hours of delivery and prior to
discharge from the postpartum ward
Postpartum IUCD should not be insertiedm 48 hours of delivery to six weeks, as the
risk of expulsion and perforation are more in this period.
U Post-abortion IUCD insertion following an abortion, if there is no infecti@xcessive
bleedirg or any other contraindication
U Extended Postpartum#iterval: Insertion any time after six weekd delivery

/ £ A hgibildyFor IUCD:

Eligibility for Interval IUCDThough IUCD mafe and suitable for nearly all women; it should
not be inseted inwomen with the following conditions (WHO Medi&digibility Criteria
MEC categories 3 and 4):
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1 Known or suspected pregnancy

Gave birth more than 48 hours but less than six weeks ago

1 Unexplained vaginal bleeding or heavy/prolonged or painful bleeding,
endometriosis, severe dysmenorrhea

1 Current pelvignflammatory disease (PID) or acute purulent discharge

1 Distorted uterine cavity

1 Known current cervical, endometrial, or ovarian cancer, gestational trophablast
disease, pelvic tuberculosis

1 AIDS, unless she is clinically well or is on antiretroviral gyetd the woman is HIV
positive but does not have AIDS, she can use IUCD)

=

Eligibility for PPIUCDOt is reasonable to assume that a woman, who has had a normal
vaginal delivery, is fit for PPIUCD, if she does not report purulent cervicitis thirtie
trimester of pregnancy. However, the insertion is not advised in the following clinical
situations:

1 Chorioamnionitis

1 Puerperal sepsis

1 More than 18 hourdave passeftom rupture of membranes to delery of thebaby
1 Unresolved postparturhemorrhage

Eligibiity for Postabortion IUCDIUCD can be insertethmediately after first or second
trimester spontaneous or inducedbortion; when abortion is complete and the woman
does not have abortiomelated infection or injury to the genital tract.

PPIUCDAccordingo Cochrane database review (updated 200)d WHO medical

eligibility criteria (updated 2018)postpartum insertion of IUCD is generally safe and
effective. These documents state that PPIUCD expulsion rates appear to be slightly higher
than with intenal IUCD but have distinct advantagdgshighclient motivation and assurance
that the woman is not pregnant. This led to PPIUCD being introduced in India in 2011 with
strong recommendation of following up with the client at six weeks post insertion.

Areaswhich are critical for providing quality PPIUCD services are:

w Postpartum family planning(PPFP) counselling on informed choidédie woman
receives basic information about healthy spacing of pregnancies (and limiting, if desired)
and the PPFP methodsalable to her, at the time of antenatal cheak, early labor and
during postpartum period.

1 Method-specific counsellingWomen interested in PPIUCD, are provided more specific
information abou the method (e.gside effects, warning signs).

1 Screening andnsertion: When woman presents for delivery, the provider confirines
interestin PPIUCDThen posdelivery,the woman is screened for conditions resulting
from labor and delivery (stated above under eligibility). If she is fit for PPIUCD, then IUCD
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isgently inserted according to recommended technique. The woman receives post
insertion counselling about side effects, warning signs and fellpwisits.

{ Infection prevention measure¥ Ly a G NdzyYSy Ga NBIljdzZANBR F2NJ ttL
speculum, Ring force@nd PPIUCD insertion forceps) are prepared following three
standard recommended steps of decontamination in 0.5% chlorine solution (just after
use), cleaning and rinsing with soap and then water, and high level disinfection (HLD) or
sterilization of instuments by autoclaving. Standard universal precautions of hand
washing and using gloves, other protective attires are followed. PPIUCD is inserted
following aseptic, ndouch technique. After completion of procedure, waste disposal is
done as pethe norms.

1 Follow up care At six weeks post insertion, the woman returns for routine PPIUCD
follow-up. She is screened for potential problems related to the IUCD and any problem is
managed or referred.

Preventing complications of PPIUCDhe main concern with PPIDGs chances of higher
expulsion as compared to interval IUCD. However, it can be minimized by inserting IUCD
within 10 minutes of delivery (of the placenta); placing IUCD sufficiently high at the uterine
fundus with the help of long PPIUCD insertion fpsémodifiedY S f filageqtal forceps),

and insertions done by providers specially trained on PPIUCD insertion technique.

The other potential complications like infection can be prevented by: right selection of the
client, adhering to infection preventiopractices during insertion and at the time of
processing instruments. Perforation is very rare with PPIUCD because the postpartum
uterine wall is very thick. The chances of perforation are negligible with insertion done at
the right time with the right €chnique and right instrument.

ttL!/5 LYaSNIAz2y C2NOSLA 2 NdxpefeRcksigc@rimend St f &2 Q4
OKFG ttL!/5 AYyaSNIA2y TFT2NOSLA 02N a2RAFASR Y
2, are long enough to reach the fundus aigid enough to negotiate the vagingerine

angle. Also, the slight curve at the end of the forceps prevents the strings from getting

caught in the instrument, which decreases the risk of displacing the IUCD during forceps
withdrawal.

Figure 1. Figure 2:
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Strengthening of PPIUCD ServicBgcognizing the potential impact of revitalizing IUCD

services on maternal and child health, and the huge opportunity created by increased

institutional deliveries, th&overnment of India (Gohad committed in 2010 to expand

access to PPIUCD as parthte improved FP services for achieving Millennium Development

Goals 4 and 5, related to reduction of child and maternal mortality respectively. The

government also focused on spacing methods with special emphasis on interval IUCD as well

as PPIUCD,asofef (KS | LILINRF OKSa (2 FdzZ FAE GKS 32085
London Summit on Family Planning in 2012. By 2020, India has committed to provide FP

services to additional 48 million (4.8 Crores) users besides sustaining coverage of 100 million

(10 Craes) current users of contraceptives.

PPIUCD Experience in IndiHipiego- an affiliate of Johns Hopkins University along v@ibil
andstate governments, introduced PPIUCD services in a phased manneaised the
first group of clinicians in 2009.

Eer since 2012, Gol has been especially paying attention to the six focus states with poor
health indicators and accounting for more than 50% of maternal and@w mortality in

the country vizUttar Pradesh, Bihar, Rajasthan, Madhya Pradesh, Odigh@lamattisgarh

In these states PPIUCD services are being introduced in all district addssidi level

facilities with high case load of deliveridsll November 2015, PPIUCD services have been
established in more than 800 facilities in public seaormss India, through competency

based training. With quality competency based training and fy@shing support and
mentoring, the achievements are very encouraging. Total cumulative number of PPIUCD
insertions reported from January 2011 to November 2@te 6 41,257which constitutes

10% of women delivering in the facilities (Figure 3).

Figure 3
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State-wise PPIUCD Acceptors, Jan 2011-
November 2015
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Taal 3, 46,522PPIUCD client54% of total PPIUCD clients) were followed up and despite
rapid scale up of services from 2011 till now, the findings of follow up indicate that
percentage of removal, expulsion and infection are at acceptable low levelsgBigu his
means that 89% clients have no problems and confirms that attention to quality of services
brings desirable outcome (Jhpiego, PPIUCD Monthly reports). Moreover, the expulsion and
infection rates remain almost at constant level throughout thangeof rapid scale up from
2011 to 2015.

Figure 4

Follow-up Findings of PPIUCD Clients,
Jan 2011-November 2015
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A detailed separate study of 2733 PPIUCD acceptors irf bitiwed that nearly all women
were satisfied with their choice of [IUCD at the time of insertion and over 90% reported that
they were happy with the IUCD at six weeks following insertion.

Conclusion

Providing PPIUCD services does not require significargases in staff, supervision or
infrastructure. Also, for many women who rarely contact health care providers for FP
services, contraceptives provided in the immediate postpartum period does not require
return to the clinic, and thus expands the oppartties for reaching couples with
contraceptives.

There are large number of clients seeking private health care facilities or coming in contact
with qualified private health care providers, for receiving antenatal care, giving births,

getting immunizatiorservices, seeking abortion care and this provides an array of

opportunities for reaching more and more women with FP counselling and PPIUCD services.
Though the achievements in scaling up PPIUCD services are encouraging, there is still a huge
scope for futher increasing the accessibility of quality PPIUCD services through the
involvement of private providers. Also, studies are underway to determine the long term
continuation of PPIUCD in this country.

The increased use of PPIUCD can contribute signifycantéduction of high risk
pregnancies, reducing high unmet need for ppattum family planning, and improve the
health and chances of survival of mothers and children in India.
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Family Planning (FP) options, including benefits and risks, with the benefit of counselling
Fo2dzi GKS YSGiK2R OK2 alSsmphasizés thatlthg glignie& e / K2 A O
method that best satisfies their personal, reproductive and health needs, based on a
thorough understanding of their contraceptive options. Ross & Stover in a study in 2013
revealed that countries that offer wide range of methods in their FP panoghave higher
contraceptive prevalence rate.

People use FP for a long time if they choose methods for themselves and their ability to
make informed choices invites a trusting partnership between clients and providers. It
encourages people to take moreggonsibility of their own health.

FP programs have long endorsed the principle of informed choice as a way of end
that clients select a method that best meets their needs.

Informed Choice: Individuals have the ability to access accurate, clear and readily
understandable information about a variety of contraceptive methods and their use. To
exercise full, free and informed decistomaking, individuals can choose among a full range
of safe, éfective and available contraceptive methods.

Health care providers usually decide which medical treatment is best for a patient.
counselling however, the right of clients to receive accurate information and make
own decisions about repradtive health care (their right of informed choice)
considered fundamental.

Family planning decisiemaking often begins at home, as couples gather information from
friends, media and previous health care encounters and discuss the issue togéhieer.
GATHER techniqués used to organize the elements of the counselling process. The
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acronym is designed on the basis of six basic steps for an effective FP counselling session.
| 2dzyaSttAy3a akKz2dzZ R 6S GFAft2NBR (2esiKS 42YI yQ

Steps in FP Counselling
Counselling for FP methods may be broadly categorized into:

1 General FP counsellingClient is given necessary information about all the available
methods so that client is able to choose a method.

1 Method-specific counsellinglt means providing detailed information to the client, after
which the client chooses a particular methoth other words, method specific
counselling folintrauterine contraceptive devicUCD)s provided, once the client has
been provided general FP awselling and has opted for a particular method after
providing informed choice.

1 Follow up counsellinglt is a repeated counselling, i.e. once the client has adopted a
method and comes for a follow up visit. This is done to enquire whether the client is
satisfied and happy with the method and are there any side effects. It is also done to
ensure that all the myths/doubts of clients have been addressed.

¢KS WD! ¢l 9wQ ! LILINE I OK

G: Greetthe client respectfully, acknowledge her presence and make her feel welcome with
an enabling environment of mutual respect for ideas, thoughts and right to accept or deny
the service/s.

A: Askfor specific needs and any specific reason for change of @oeptive currently in
use.

Ask for:

Reproductive goal: Duration for which she needs protection for delay of first
pregnancy/spacing/limiting.

Menstrual history: Whether it is regular/irregular including date of normal last menstrual
period, duration of k#eding, amount of blood lost during each cycle, history of (H/O)
passage of clots, intenenstrual spotting/bleeding, and dysmenorrhea with severity.

Obstetric History: Number of pregnancies/births/abortions/alive babies, time since last
birth/abortion, nature of delivery: vaginal/cesarean.

Sexual History:Any history of swelling, rashes, ulcers, discharges in oral/perianal/genital
area, pain during sexual activity, painver abdomen in either partner.

Contraceptive HistoryPrevious history of use of any contraceptive method in the past or
currently and any reason for discontinuation.

Medical History:History of past/current treatment, e.g., Pelvic tuberculosis.

T: Tell- Points to keep in mind
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What is the method/device?
How does it work?

Who will use it?

Where it will be available?
Who will provide it?

How it will be provided/ inserted?

= =2 =24 A4 -4 -4 A

Tell about effectiveness, reversibility, side effects, protection from sexually
transmitted infections (STIs) including HIV/AIDS and warning signs.

1 Tell that IUCD is a small T/inverted U shaped structure made of plastic with thin
copper wire wound around vertical arm.

1 It works by inhibiting fertilization by immobilizing/killing sperarsd making changes
in the innermost lining of uterus by presence of foreign body (IUCD) thus, not making
it conducive for implantation.

1 Itis highly effective with immediate reversal of fertility.
1 It does not provide protection from STls including HIV.

1 Side effects of IUCD afew and subside in-8 months either on its own or with the
help of medicines

1 Excessive bleeding during periods,
1 Spotting following insertion or during first few cycles, and
1 Dysmenorrhea may occur in some women
H:Help-{ 2 (KIG &aKS Oly OK22aS | YSGK2R |a LISN K

1 Help her in choosing method by doipgoper screeningo confirm suitability using
WHO Medical Eligibility Criteria for Contraception @Gjkheel 2015

1 Excludepregnancyespecially if the client is having lactational amenorrhea or out of
the twelve day rule.

1 Exclude risk/high risk of STI for women/her partner. Record her history properly,
observe generally, then, abdominal and pelvis inigcbimanual and per speculum
and per rectum examination.

1 To find out and address myths/misconceptions and doubts of the women and her
family members if any.

1 Assure that in case of any problem, she may contact the provider/specified referral
center 24X7toll free number for help.
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E: Explain (in detaib

1 What to expect before, during and after insertion to reduce apprehension and
increase cooperation, comfort and acceptance.

1 Explain in easy language that hoWDwill be put inside the uterine cavity lowing
bimanual pelvic examination after confirming suitability and excluding pregnancy.

1 There will be some discomfort during insertion but within tolerable limits.
1 It will not be felt by either partner during sexual activity.

1 Thread will stay inside vagina and it confirms that IUCD is inside and is also used for
removal of IUCD whenever requested/desired/indicated.

R: Return visit for follow up/Refer Emphasize:
1 When to come for follow up, bothoutine and in case oémergency/warning signs

1 Whom to contact and how (address of the provider/referral center with landtine
mobile numbersf designated staff /toll free numbér

1 First follow up is either need based or after first period or with# Sveeks of
insertion ard then once a year till IUCD is used.

71 Give client card with date of insertion, date of first follow up and provider/referral
center details with warning signs in pictorial form.

1 Ask client to repeat/recall side effects and warning signs to confirm tiextdhas
understood and need to report immediately in case of any warning signs.

Use material such as flipbooks, brochures, various job aids to explain effectivenes
does it work and actual samples to see and feel the device, uterine model ito lecywi3
and where it will be placed and to address myths/misconceptions and doubts rel;
IUCD.

danformed choiceenables clientso make full, free, and informed family planning choices
and provide them with higlquality services as a part of respecting, protecting, and fulfilling
AYRAGARIzZI £ Q KdzYty NRARIKGAOD
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Post placental and immediate Postpartum Intrauterine Contraceptive Device (PPIUCD)
insertions within 48 hours postlelivery offer a novel, convenient amcreasingly popular
method to increase contraceptive uptake in developing countries and also women during
postpartum period are often highly motivated to initiate contraceptive use. PPIUCD
insertion is an ideal method as it does not interfere with bregetfing, is convenient for

both women and their health care providers, is associated with less discomfort and fewer
side effects than interval insertions and allows women to obtain safedatigg, highly
effective contraception while already within theedical system.

However, since there has been no insertion approach specifically designed for the post
placental or immediate postpartum period, PPIUCD insertions are curgertigrmed using
forceps or manually (inserting the hand to the fundus). In @dseanual insertions, the

IUCD is taken out of the inserter and is placed on the fingers of the operator, before being
manually placed at the uterine fundus forceps, whereas in case of forceps IUCD is taken out
of the traditional interval inserter and gsped with forceps before it is placed at the uterine
fundus. Both of these approaches require the IUCD to be manipulated by hand, providing
opportunity for contamination and infection. Manual insertions have largely been

abandoned for reasons related toNdi A OA LJF y 1 Qa RAAO2YF2NIZI LI2aaaA

operator, and because the approach cannot easily be used for meafiagdelivery
insertions. Forceps insertion has also become controversial and confusing to providers,
because different kinds of foeps have been advocated by different
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providers/organizations, and some types advocated in global training curricula are not easily
available in most countries. Currently, the use of forceps also requires special training that
can be time consuming expensjpand the insertion technique is not particularly intuitive.
Furthermore the string length in traditional [IUCD inserters is too short to be visible after
PPIUCD insertion, which can, in turn, create uncertainty about the location of the IUCD and
the conventional inserters that were designed for interval insertions are too short and

flexible to be used effectively in a postpartum uterus

Copper T 380A IUD with

Postpartum Inserter Extra-long string ensures
Extra-long “sleeve” to visibility in cervix after

Stiff yet flexible “sleeve” insertion
ensure that IUD can Flarias to apehor st and l

stabilize 1UD in correct plane

for insertion \

reach fundus can be bent slightly to
accommodate shape

Copper T 380A 1UD with
Standard Inserter

Studies have reported that the expulsion rates with postpartum IUCD insertions are higher
as compared to interval insertions and it has been emphasized that the high fundal
placement of [UCD reduces this rate. In connection with the importance of fundal
placement, a new PPIUCD inserter has been designed in such a manner that the length of
the inserter is long enough to provide the provider with easy access and manoeuvrability to
place the IUCD closest to the fundus thus reducing the chances of expulsion.

Therefore, it is clear that PPIUCD services could be considerably more convenient and
expeditious if a dedicated inserter for PPIUCDs existed. This dedicated inserter would: 1)
avoid hand manipulation of the IUCD,; 2) facilitate and shorten training be¢hase
movements required are similar to those used for interval insertion; 3) be useful for both
post-placental and morningtfter-delivery insertions; 4) allow fdonger IUCD strings thus
ensuring that the strings are visible in the cervix at foligpwists; and 5) likely increase
demand for PPIUDs in general due to the overall enabling effect that a convenient, easy to
use device would convey to providers, clients and family planning programs. This innovation
is a significant improvement over the standgméctice because the validation of this
prototype could dramatically improve service delivery and increase uptake of PPIUCDs.
Preliminary unpublished evidence also suggests that the availability of PPIUCDs could
increase institutional deliveries in rurateas, where maternal mortality is highest and

access to contraception the lowest.

Reality Bytes on Contraception 39| Page



FOGSI FOCUS

A Proof of Concept (POC) study was conducted to determine if this new PPIUCD inserter,
specifically designed for the pedelivery setting, could, due to the simplified, neo
convenient and more intuitive insertion technique, improve overall service delivery and
achieve the objective of fundal placement, acceptable expulsion rates and acceptability of
PPIUCD use.

POC study was conducted in two public sector hospitals ia [{&hfdarjung Hospital, Delhi

and Queen Mar@ Hospital, Lucknow). The primary outcome of this study was to place the
IUCD at or very near the fundus which was successfully achieved in almost all the cases by
naive providers. Also, physicians found 93%gdrtion cases to be easy and 99%

participants were satisfied with insertion and said that they would recommend it to their
friends and relatives. No case of perforation or trauma was reported. Overall study results
indicate that out of 80 participants o have completed the study, retention of PPIUCD was
observed in 61 cases, removal in 4 cases, partial expulsion in 8 cases, complete expulsion in
5 cases. One of the majachievementsn this study was 100% follow up of participants

with no unrecognize@xpulsions.

A Randomized Control Trial (RCT) was initiated after completing POC study. This RCT will be
conducted in six centres and four of these have already been initiated. We plan to recruit

500 participants for RCT. The objective of RCT is to cortiparetention rates between

GKS aidlyRIFENR YSGiK2R OY2RATASR YSitfteaQa F2NOSL
This project will help to generate evidence on the safety, acceptability and feasibility

associated with this dedicated inserter for PPIU@iDs the expectation that this will

subsequently accelerate the uptake of PPIUCDs in the country.

For more information please contaddr Sharad Singssingh@psi.org.in
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Background

Repeated births at short intervals are linked to
higher maternal, child mortality and morbidity.
Family planning (FP) canert, nearly onehird of
maternal deaths and 10% of child deaths when
couples space their pregnancies for more than twg
years. Postpartum family planning (PPFP) is the g%
prevention of unintended and early pregnancies
through the first year of child birtfRostpartum
women are most receptive for FP methods;
however they need a range of effective
contraceptive methods to be able to prevent an unplanned pregnancy within a short
interval.
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In India, National Family Health Surgdly/(NFHSII), 20052006 reported that 61% of births
were spaced less than three years and that 22% of married women had an unmet need for
family planning. A subsequent stratified analysis suggested that 65% of nviontiee first

year of postpartum have an unmet need for family planningrauterine Contraceptive
DeviceqIUCDs) are used by only two percent of current users of contraception in India.
Recognizing the potential impact of improved family planning mogrthe Government of
India (Gol) has committed to expand the access to family planning as a part of achieving
Millennium Development Goals 4 and 5, related to reduction of child and maternal
mortality.

In India, the first window of opportunity was deliyeservices that was provided by Gol by
launching Janani Suraksha Yojana (JSY) since 2005, a conditional cash transfer scheme, to
encourage the use of facilities for care at birth and immediately after birth. Since the
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inception of JSY, facilityased birhs in the public sector have significantly increased from 7,
00,000 in 2005 to more than 11 million in 2012.

Multi-year cost of the Copper T (CuT) 380A /Cu 375 IUD makes it one of the most cost
effective contraceptive methods available. The IUCD istdyhéffective, noFhormonal

method that can be safely used by all women regardless of breastfeeding status during this
period.

What is PPIUCD?

Postpartum IUCD (PPIUCD) is the insertion of an IUCD within 10 minutes after expulsion of
the placenta, duringaesarian section or within 48 hours of delivery in a postpartum

woman. Any coppebearing IUCD can be used for postpartum insertion. This has been
approved as per the World Health Organization (WHO) Medical Eligibility Criteria. However,
the important thing is the additional training on PPIUCD insertion, availability of [JUCD Kits in
delivery areas, and counseling in antenatal period and at the time of insertion along with
follow-up after 46 weeks at the facility and later in the community to detect exulr

any other complication.

A 2010 Cochrane review concluded that PPIUCDs is a safe and effective contraceptive
YSGK2R® ¢KS LJzfAO KSFfOUK o0SySTAdGa FTNRY ttL!
increased accessibility to PPIUCD following child birthBPdJICDs could be offered

immediately after childbirth when woman is already in the facility. This, in turn, decreased
opportunity and other costs incurred by clients who may otherwise have to return to

facilities to access contraceptive services.

Key activties rolled out to implement the program

Underthe aegiso®S 2 2 YSy | SI f { Kn initidtBeoSRS (I focuseS 60S f € =
increasing the use of long acting contraceptive metlqdde IUCD and safe abortions

through medical abortions. This program is being implemented in 30 districts across 3 states
since over 7 years. PSI adopted a muitinged strategy for promoting the use of PPIUCD.

Advocacy initiatives

PSl/India in partnership with FOGSI, Ministry of Health and Family Welfare (MoHFW) and
state governments recognized this potential and put greater thrust on PPIUCD through
development of gidelines and quality protocols.
PSl/India developed a campaign for Gol to support
their strategy to promote and reposition IUCD and
increase its awareness among the women of
reproductive age group. It was broadcasted during the
run up to the World Populan Day in 2012.
The mass media and poster clippings were designed
and captured the importance of the mother being ablg
to give time to her child during the most important
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years of their growth. Television (TV) ad and posters were produced in 14 regional
languages and broadcasted in Sep 2012.

Advocacy with private providers

PSI identified private providers in its network who were conducting abotitSL@eliveries
per month and trained 197 of them on PPIUCD at the government training ceriedical
Colleges and District Women Hospitals in various districts.

FOGSI plays a very important role in motivating doctors for any new challenging skills.
¢K2dzAKZ ttL!/5 ¢gla y244 yS¢ odzi KIFEIR G2 0S5 Lz
motivate the PPIUCprivate network providers, PSI rewarded PPIUCD champions through
norn-monetary incentives on the basis of their quarterly achievement.

Increasing access to PPIUCD trainings/ services | Practical session by Dr. Paul Blumenthal, Prof
Stanford University on

The Government of India had initiated PPIUCD Hospital, Lucknow

training for providers with the help of Johns Hopkin
Program for International Education @ynecology and Obstetrics (Jhpiego) in 2009.

To begin with, PSI/I identified three PPIUCD training centers in the program states for a
three-day structured training. Later PSI/I partnered with three more government approved
PPIUCD training centers to reduce their travel time, thus ensuring attendance and
participation of all the network providers in the training. The trainings included theoretical
sessions as well as hands practice sessions. As per the convenience of f@igeoviders

and training centers, one or two stage trainings were conducted. In one stage training,
complete training (theory and practice on clients) was provided at training
centers and in two stage training, theoretical sessions were covered by PS
medical team members and then, clinical practice was done at training cen
on rotation basis so that they get enough opportunities to counsel clients a
do handson practice on clients.

The use of long placental forceps was recommended for PPIUCD during
tNF AYAYy3ad t{LkL aK2gO0OFraSR (GKS dza$S
with a slight different technique. The service providers agreed for use of bg
the instruments, thus, conveying very clearly that instrument should not be| ¥
deterrent in providing service to a woman in need. Long Placental

=R

i .

Supportive supervision visits (SSVs) have been recommended to ensure transfer of newly
acquired skills in a standardized manner. Quarterly SSVs are recommended for each trained
provider, wherein two SSVs are mandatory at tinee PPIUCD insertion on a client. Along

with this, counselling, infection prevention practices, insertion procedure and

documentation are also observed during the SSVs.

CSs LINBPDARSNE 6SNBE y20 O2yFARSY (O Aviedid | NI Ay 3
services & training (MST) team planned to give hamsupport at the time of insertion

postdelivery followed up with SSVs on a quarterly basis.
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Motivating Private Providers

Anecdotal evidene suggests that the setionviction
of a provider is very important in convincing a clie
further. If a provider believes that PPIUCD is a gq
method with few side effects, then they will be able {
convince their patients as well. The provider has
make that extra effort. Otherwise, PPIUCD inserti
without counselling is simply unviable. Also, apart frc » vy =
iKS LINPOJARSNE (KS LINROY - GK2 R

tients al dtob lled and trained Network Provider counselling
patients also need to be counselled and trained. pregnant lady

However, to support the providers in counselling about
PPIUCD, PSI used innovative detailing tools, which were based on the theme of

GAmbassador of Jéyneaning that the providers were the ambassadors of joyful living. The
proposition to the providerswaa G Kl & G O2dzyaStf Ay3 o62dzi L!/ 5
spread joy in the lives of themothéo-0 S | YR KSNJ OKAf Réd ¢KAA GKS)
through four various and unigue visual aids and innovativeigalards. The medical

detailers who visitegbrivate providers on regular basis used a different tool and pitch for

their each visit. They also encouraged providers to report PPIUCD insertions on a monthly

basis.

Study on PPIUCD

PSl/India commissioned FOGSI to conduct a study on the safegffaraty of PPIUCD. The
objectives of the study were to understand:

1. Safetyc incidence of perforation /pain/bleeding/infection
2. Expulsion rates

Of the 3, 680 antenatal women, 461 women opted for and were deemed eligible for PPIUCD
study. A six week followpuwas done with the clients. The key findings were:

1 Insertion of IUD was easy in 99.9% of the subjects.

1 Expulsion rate was less than 3% (CuT was in place in 97.6% cases).

1 There was no case of perforation in this series and no other major complications.
1 About 90% returned for followup and 6.5% clients demanded for IUCD removal.

The findings were widely disseminated in the meetings with private providers and this
helped a lot in dispelling the myths related to PPIUCD. It was also instrumental in removing
the doubts in the minds of FOGSI stalwarts who were initially reluctant to support the
PPIUCD program.

Enabling environment for acceptance of Pestartum Family Planning
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PSI/I recruited and trained 19 PPIUCD counsellors to guide the clients on PPFP and methods

like PPIUCD for the same. These counsellors further trained the paramedical staff to advice

the woman during antenatal care (ANC), early labor and-gdeBvery abot PPFP. This was

done as most prospective clients of PPIUCD were-inalkNC clients and the providers

often lacked time to counsel each client.

t{LkL Ffaz2 RSOSt2LISR YR LINRPZJARSR aGttL!/ 5 NB
record, which was cticted on a monthly basis by network coordinators (NCs) or medical

detailers.

Summary of PSI activities for increasing access of PPIUCD

Developeda campaignfor Golto support their strategyto promote
and reposition IUD and increaseits awarenessamongthe women of
reproductiveage It was broadcastedduring the run up to the World
PopulationDayand |ater.

Developmenbf guidelinesand quality protocolson PPIUCD

Trained 197 of them on PPIUCDat Government District Women|
Hospital& MedicalCollegen variousdistricts

Network providers have inserted 12, 549t t L | (Cxct2611-Sep
<= 2019 both, postplacental/partumandintra caesarean

TrainedPPFRCounselorgor PPIUCD

Studyon PPIUCy PSI- Addressingoroviders'perceptionsregarding
PPIUCD

Year wise and state wise PPIUCD Insertion Data of PSI

14000
12000
10000 ;
m Delhi
8000 = UP
6000 aRaj
4000 m Total

2487 2514

2000

2011 2012 2013 2014 2015 Total
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Lessos Learned:

1 Limited trainingcentersexist for PPIUCD Fehel program states in UP, Rajasthan
and Delhi.

1 Motivating providers to attend trainings was a challenge as it requir8didys away
from their practice, hence, two stage structurgdining was conducted.

1 Maintaining the record was a challenge, henloelp of paramedics were taken after
training.

1 Advocacy efforts by FOGSI and encouraging institutional deliveri@s\srnment of
Indiaeventually worked to motivate women to go for institutional deliveries and
provided an opportunity to the providers iasert PPIUCDs after providing post
partum family planning counselling.

1 Sharing of findings of FOGSI and PSl/India research demonsgtiataghenPPIUCD
wasinserted by a trained provider, expulsion rate weass than three percent.

1 Private providers ften lack time to counsel clients, therefore, paramedical staff
were trained to counsel woman during tlaatenatalperiod, early labor and post
delivery for PPFP.

1 Capacity building of counselors for PPFP, ensuring standard infection prevention
practices ad documentation helped providers in providing quality PPIUCD services.
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For over 50 years, Depot Medroxy Progesterone AcetadRA)intramuscular (IM)

injection is being widely used as a three monthly progestin only injectable contraceptive. A

newer formulation of DMPA is now available for subcutaneous (SC) use,BMRA SC or

Depo Sub QIt is packaged as a single dose inthe®@iji n Ay 2a2SOGA2y aeaidisSy:s
auto disable device, containing 104 mg of DMPA per 0.65 ml.

Key features of Uniject injection system

i Easy to use because it is prefilled and very easy to inject

1 Nonreusable, hencgatient to patient transmissioof blood borne
pathogens through needle reuse is minimal

1 Compact size makes it easy for transportation, storage and disposa

t a4 tTFTATISNRaA LINRPRdzOG Aa I LILINR @GS
VA2Y YR AY AyHyYy TXHARSa S y.edzN] a2 NP OO2I DbA-
R FRRAGAZ2YLFE YIFENJSGa Ay [FGAy !
/ dZNNBy (i aO0OSylINAR2 Ay LYRALI
T wSIAAGNIGA2Y F2NIS5SLI2 {dzo v AYy LYRALF A& |
OSNIAFAOIGS F2NJ AG& LINRPRAZOGZ a{l&lyl t

Reality Bytes on Contraception 47| Page



FOGSI FOCUS

T hyOS NBIAAGSNBRI AlG gAftf 06S YINR}SGSR 2yt e
NBdzal 6f S Fdzi2z RA&alofSR akKz2ido
T 5S1LJ2 {dzo v A& y20 O0SAVYRYNFIAGUWBBENER Ay2L59YR

¢tSOKYAOIf RSGIAfA 2F 5at! Lya2aSOiGlrotS /2yiGaNF O

Both DMPA SC and DMPA IM are depot injections of Lexicon ofinjectable DMPA Products
Medroxy Progesterone Acetate and are used as three
monthly injectable contraceptes, hence their
characteristics are same, e.g. mechanism of action,
effectiveness, advantages, side effects and health benefit;

MPA:Medroxy Progesterone Acetate, an active
contraceptive agent

DMPA:Depot MPA, when injected intramuscularly @
subcutaneously, MPA forms a reservoir or depot th

releases the drug over time

asOKbyray 2% [ouAzy DMPAIM: Genericname for intramuscular form of
1 Suppression of ovulation DMPA

T Thinning of endometrium DMPA SQGenericname for subcutaneous form of
1 Thickening of cervical mucous DMPA

Effectiveness

1 Effectiveness depends on taking injections regularly.

1 If used consistently and correctly, it is 99.7% effective i.e. 3 pregnancies per 1000
women over the first year.

1 As commonly used, it is 97% effective, i.e. 3 pregnancies per 100 women over the
first year.

Storage

1 DMPA is stable at most room temperatures. The recommended storage temperature
is between 15°C and 30°C (59°F and 86°F).

Advantages

It is a very effectie, reversible method; does not interfere with sex; does not require daily
action, protects from unwanted pregnancy for three months at a time and is private. Users
can return fifteen days earlier or up to four weeks late for the next injection and still b
protected against pregnancy.

Moreover, it is a vergood option for breastfeeding mothersas it does not affect quantity
and quality of breast milk. Also, a good option for women who cannot use estrogen
containing hormonal contraceptives.

DMPA has seveal health benefitssuch as protection against iron deficiency anemia,

reduced risk of endometrial cancer, uterine fibroids and symptomatic pelvic inflammatory
disease, reduced frequency and severity of sickle cell disease crises and reduced symptoms
of endometriosis.
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Sideeffects

1 Most women experience menstrual changes like irregular bleeding and amenorrhea.
1 Few users report slight weight gain, headaches, dizziness, abdominal discomfort,
acne and moodiness.
These side effects are harmless and go away tvith.

Limitations

1 Client has to return for next injection every 3 months.

1 Once injected, its action cannot be stopped immediately.

1 4-6 months delay in return of fertility after stopping DMPA.

1 Does not protect against sexually transmitted infectionsSTHIV/AIDS.

DMPA and bone health

1 There has been a concern regarding bone mineral density (BMD) loss with DMPA.
World Health Organization (WHO) has conducted various cross sectional studies
proving that there is no need to worry on this account as BbH3 with DMPA use is
not significant and is reversible.

WHO findings of cross sectional studies on DMPA and Bone Health

1 Use of DMPA reduces BMD by 5 to 6% in five years, with most loss happening in the
first two years {2.86,-4.1,-4.89,-4.93,-5.38%).
1 After stopping DMPA, BMD recovers to the base line level in 30 months.

WHO recommendations

1 There should be no restriction on the use of DMPA, including no restriction on
duration of use, among women aged-48, who are otherwise eligible to uskd
method.

1 Among adolescents (menarche to <18 years) and women over 45 years, the
advantages of using DMPA generally outweigh the theoretical safety concerns
regarding fracture risk.

(WHO Statement on Hormonal Contraception and Bone Hedlihe 2005)

Comparing Subcutaneous DMPA with Intramuscular DMPA

DMPA SC DMPA IM
Packaging Comes in auto disabled injection device Comes in vial form
Administration Administered subcutaneously in anterior thigh, Administered
abdomen or back of upper arm intramuscularly in upper
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arm, hip or buttocks

Dosage Uniject contains 104 mg / 0.65 ml of Medroxy Vial contains 150 mg / ml
Progesterone Acetate of MPA
SC versus IM 1. Pierces the epidermal and dermal layers of the | 1. Given deep intra
skin and delivers drug inose subcutaneous muscular
tissue 2. Longer needle (1.5
2. Short needle used (0.37 inch) inches)
3. Ease of administrationmore surface area 3. Ease of administration
available & fewer landmarks needed for SC - less surface area and
injection particular landmarks

needed to locate
specific muscle

Stability & Shelf 3 year shelf life from the date of production Shelf life depends upon
life when unopened. Once opened, the product the type of brand varying
should be used immediately or discarded from 3 years to 4.5 years
Reservoir

Injector
Port

Needle Shield

Instructions for Administration of Depo Sub Q

Choosing and Preparing the injection area

Choose a suitable area for subcutaneous injection, I
either the abdomen or front upper thigh. Avoid / )
bony areas and the umbilicus. (

Use aralcohol pad to wipe the skin in the injection \ T
area you have chosen. Allow the skin to dry.
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Preparing the Injector

When you are ready to give the injection, carefully
tear, open the foil pouch and remove the injector.
Do not remove the needle shield itis stage.

Check the injector as follows:

1 The needle shield should be in the position
shown in the diagram.

1 There should be a gap between the needle
shield and the port.

1 If there is no gap, discard the injector and
use a new one.

If the needle shield hasome off the needle or is
missing altogether, discard the injector and use a
new one.

Mixing the medicine

1 Hold the injector firmly by the port.

1 Shake the injector vigorously for 30 seconds
to mix the medicine thoroughly. Do not
blend it.

1 If there is anydelay between mixing the
medicine and proceeding through the next
step, repeat the mixing procedure as above.

1 Check the injector. The liquid contents
should appear white to off white and
uniform. There should be no leakage from
any part.

If any problems & observed, discard the injector
and use a new one.
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Activating the Injector

1 Hold the injector firmly by the port with one
hand. Take care not to squeeze the
reservoir.

1 Hold the needle shield with other hand. You
will see a gap between the port arnle end
of the needle shield.

1 Push the needle shield towards the port.
Continue to push firmly until you close the
gap between needle shield and the port. The
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