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President’s Message 

Dear FOGSIAN’s, 

Greetings from the Federation of Obstetric & Gynaecological Societies of India (FOGSI). 

I would like to congratulate Dr. Basab Mukherjee Chair Person FW committee and his team 

for bringing this edition of FOGSI FOCUS on ‘Reality Bytes on Contraception’, which informs 

about quality issues in family planning; Counselling in Family Planning, newer contraceptives 

like Implants; Post-partum IUD 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, I would like to emphasize on 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 the most 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 members have 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. 

I encourage fellow readers to seek benefit of these specialized editions on issues related to 

‘Obs and Gynae’ and spread the word further in their local areas.  

I extend my appreciation to the PSI team who worked closely with FOGSI FW committee in 

bringing out this book. 

 

Dr Alka Kriplani 

President 

FOGSI-2016 
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FOGSI Immediate Past President’s Message 

 

 

 

Dear Friends, 

I would like to express my gratitude to each one of you for extending support during my 

tenure as the 58th President of FOGSI. It was a prestigious opportunity to lead such a big 

group of talented and esteemed professionals from across India. 

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

CMEs that were organized in 2015. The 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 GOI announcing Injectable Contraceptive to be part of the basket this year (2016). 

This glory should continue in the future and it would be possible only when we all work 

together in our individual capacity with a common goal.  

Having said this, I remain concerned about one key aspect and that is, counselling, which 

actually makes a difference in giving quality services to patients. 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 becomes our duty and therefore we must devote time to this essential element 

of ‘giving a patient hearing to our client and advising appropriately’. It is the no. of lives 

saved that matter more than the no. of patients we see. I would like to leave you with this 

thought. 

Thank you once again. 

Best wishes, 

 

Dr Prakash Trivedi 
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I.1. Long-Acting Reversible Contraceptive and 

Permanent Methods – 

A Renewed Emphasis to address Unmet Need in India 

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 or not wanting any more 

children. It represents couple’s reproductive intentions and their behaviour, who are in 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 coverage for 

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 increasing unmet need in most of the States in India. As per the latest 

available data the unmet need 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 III). There has 

been a decline of 16% in the total unmet need from DLHS I to DLHS III. Still the matter of 

concern is a relatively static unmet need from DLHS II to DLHS III. 

Moreover the unmet need shows a huge inter-state differential, Bihar with unmet need of 

>30 has the highest unmet need in the country whereas the lowest unmet need is in Andhra 

Pradesh. Besides inter-state variations there is also age differential among the age group 

contributing to the highest fertility (15-24years) 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 unmet need are - 

1. Non-availability of the services and supply demand gap. 

2. Limited options available for choice.  

3. Socio Cultural Barriers - perceptions that husbands, other family members, or their 

religion opposes family planning 

4. Lack of awareness/ knowledge about the risk of becoming pregnant.  

5. Non-use 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 

abortions and saves women’s lives. Studies suggest that by fulfilling the unmet need for 

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 couples 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 popularity and 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 reversible 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 long-acting reversible 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 rates of all family planning methods (and conversely, the lowest 

discontinuation rates), and as such, are more effective in actual use than short-acting 

methods for preventing unintended or closely spaced pregnancy. In the developing 

countries, use of LARCs/PMs accounts for less than one-fifth (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 over a 5-year period. LARCs are also highly cost-effective for 

programs, when used for their full number of years of effectiveness.    

A. Long-acting reversible contraceptives (LARC)  
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LARCs are methods of birth control that provide effective contraception for an extended 

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 compliance. Their 'typical use' failure 

rates, at less than 1% per year, are about the same as 'perfect use' failure rates.(i) In 

addition to being long-lasting, convenient, and well liked by users, they are very cost 

effective.(i) Typically, LARC users can save substantial amount in expenses over a five-year 

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)  

Long-acting reversible contraception is recommended also for adolescents to help decrease 

the teen pregnancy rate. (iii) 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 Devices – which are (i) Non hormonal –copper bearing (CuT 380A1 & Cu 

375), are small flexible plastic frame with copper sleeves or wire around that. Its 

contraceptive effect is primarily due to chemical changes inside uterine cavity causing 

damage to sperms and ovum before they meet. Both can be used in women who are non-

pregnant having normal menstrual cycle as also after safe abortion and immediately after 

delivery (post-partum up to 48 hrs). Both the types of IUDs can be used for longer duration 

– CuT 380A can be retained till ten years and that of Cu 375 is for five years, and are highly 

effective method of contraception; (ii) hormonal – progesterone loaded IUD (known as LNG-

IUD Intra Uterine System – IUS), it is a T shaped plastic device containing progestogen 

hormone (levonorgestrel) that steadily 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) Injectables: containing (a) Progesterone only hormone - three monthly (Depot Medroxy 

Progesterone Acetate 150mg -DMPA), & two monthly (Non Ethisterone Enanthate 200mg - 

NET-EN), and monthly injectable – a combination of Progesterone & Oestrogen (Either 

Medroxy Progesterone 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 progestogen injectable (NET-EN) is an oil based one and to be administered every 

two months; and (b) combined one containing both Progesterone & Oestrogen in low doses 

is to be administered every month. The advantage of this monthly injectable is that it causes 

                                                           
1
 Cu380A is T shaped and has copper in vertical and horizontal arms 
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minimal disturbances to women’s menstrual cycle & bleeding pattern, whereas in both 

three & two monthly injectables the disturbances are more as it depletes the oestrogen 

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 68mg Etonorgestrel) or Sino-Implant 

(two rod containing 75mg Levonorgestrel in each) – a small plastic rod(s) of the size of a 

matchstick containing Progestogen hormone, which is slowly released in women’s body to 

provide contraceptive effect. It works by preventing ovulation and thickening of cervical 

mucus (thus preventing penetration of sperms inside the uterine cavity). The two rod device 

(Sino-Implant) has effectiveness up to four years but it may get extend to fifth year also,  

whereas the one rod device (Implanon) 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 effects of this device is alteration in menstrual cycle both in the cyclicity and 

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 thigh, and 

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 cohort of IUD 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 using long-acting 

reversible contraception. For those under 21, who typically have lower adherence to drug 

regimens, the risk is twice as high as the risk among older participants.(iv)  A statistically 

significant association has been observed between a decrease in teenage conception and 

increased LARC usage.(v) All LARC methods are associated with some elements of 

contraindications, risks and side-effects. 

Contraceptive implants may cause irregular bleeding which some women find unacceptable 

as a side-effect (vii) ("Irregular bleeding and spotting common in first six months" associated 

with IUS; similar to side-effects 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 effects 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  

(ii) Vasectomy (male sterilization) – 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 clients 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 Sterilization - There are two commonly used techniques to perform Tubal ligation – 

(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 fallopian tubes is blocked using 

silastic ring, called ‘Falope Ring’. Both the methods are safe and can easily be done under 

local anesthesia following proper counselling with or without the use of any sedation. It 

works by preventing fertilization as released ovum 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 be also done in camp settings. All women who have completed their 

family and do not want any further pregnancy 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 Sterilization – It also is performed by two commonly used techniques – (i) Incisional 

vasectomy – 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) No-Scalpel Vasectomy (NSV) – 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 side, demand 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 delivery - provision of LARCs and PMs requires skilled 

personnel trained 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 increase acceptance 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 planning - a branded network of private 

providers who agree to offer 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 to low-income 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 services – attending antenatal clinics, giving birth in facilities, and 

bringing their children for immunization, nutrition, and other child health services. Reaching 

women to those who are either attending OPD facilities for various services or are already at 

facilities is an effective way to educate, counsel, and offer family planning 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 have an IUD 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.    

Conclusion 

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 methods are the 

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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I.2.Moving from Millennium Development Goals to 

Family Planning 2020  

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. A woman’s ability to space and limit her pregnancies has a direct 

impact on her health and well-being as well as on the outcome of each pregnancy.  

 

 

 

 

 

 

 

 

 

 

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 

primarily focused on women’s health. The indicators for monitoring progress within target B 

(universal access to reproductive health) of MDG 5 include contraceptive prevalence rate 

and unmet need for family planning.   
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Figure1: Trend of Family Planning Indicators  
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In developing countries, everyday 800 women lives 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 for contraception still remains a problem. 

According to the District Level Household and Facility Survey-3 (DLHS-3), 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% in DLHS-1 (1998-99) to 21.3% in DLHS-3 (2007-09). 

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%). The share 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, one-third of the maternal deaths can be aborted.   

Family Planning2020 (FP2020) 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 socio-cultural barriers to women accessing contraceptive 

information, services and supplies. FP2020 is based on the principle that all women, no 

matter where they live should have access to life-saving contraceptives. FP2020 works 

with the government, civil society, multi-lateral organizations, donors, private sector, and 

the research and development community to enable 120 million more women and girls 

to use contraceptives by 2020.  

34% 

1% 4% 2% 

6% 
7% 

46% 

Female Sterilization Male Sterilization Pill

IUD Condom Any Traditional method

Non user

Figure 2: Current use of family planning methods [DLHS III (2007-2009)] 
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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 infant deaths and 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 is not a target 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: 

 Protection of the human rights of women and girls including through policies and 

mechanisms to ensure informed choice of a broad range of high-quality, safe, effective, 

acceptable and affordable contraceptive methods; non-discrimination, and assurance 

that women and girls are fully informed, and not coerced by any means. 

 Integration of family planning within the continuum of care for women and children 

(including HIV-related services); and development of mechanisms that address barriers 

to access to affordable and high-quality 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. 

 Universal access to voluntary contraceptive information, services and supplies, within 

the context of integrated programs to achieve sexual and reproductive health and rights 

and the health-related MDGs. 

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

and financial barriers and the development of public and private delivery mechanisms, 

so that the poorest and most vulnerable women and girls have ready access to 

affordable, high-quality family planning information, supplies and services. 

 Empowering women to decide whether and when they wish to become pregnant as well 

as how many children they wish to have. 

 Participatory development of country plans based on consultations with, and the views 

of, all stakeholders, especially poor and marginalized girls and women. 

 Strong partnerships among and between a broad base of stakeholders - community, 

governments, political leaders, civil society organizations (including faith-based 

organizations), the private sector, donors and multilaterals - to help ensure high-

quality service delivery, outreach to more disadvantaged groups, building community 

support and program accountability to the people served. 

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

and financial barriers and the development of public and private delivery mechanisms, 

so that the poorest and most vulnerable women and girls have ready access to 

affordable, high-quality family planning information, supplies and services. 
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 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. 

India’s FP2020 commitment 

 Inclusion of family planning as a central element of its efforts to achieve Universal 

Health Coverage 

 Continued financial commitment on Family Planning to the tune of 12000 crores 

from 2012 to 2020 

 Ensuring access to FP services to 4.8 Crore additional women by 2020 (40% of the 

FP 2020 goal) 

 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 (mCPR) of 63.7 

Increase in contraceptive use can significantly reduce the burden of maternal and child 

mortality. Mobilizing resources towards family planning 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 

services, especially high focus states. Following can be utilized in improving the footfall for 

family planning services: 

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

 Advocacy 

 Capacity building 

 Innovation and Research in FP  

 Service provision 

 Social marketing and social franchising 
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II.1.Repositioning IUCD 

Scenario in India: With a population of 1.2 billion people, India is the world’s second-most 

populous country and largest democracy. For Indian women, births tend to be spaced close 

together, with more than 60% of births occurring within three years of the preceding birth1. 

Birth to birth intervals of less than three years have been linked to numerous adverse health 

outcomes for both mothers and new-borns, including increased maternal mortality, 

premature birth, foetal death, 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 

pregnant2.  

Family Planning (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 

apart3 . 

An analysis of data from the 2005–2006 National Family Health Survey III (NFHS-III) in 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 contraception; and this is the unmet 

need4.  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 (IUCD) - an Important Family Planning Method:  IUCD is 

as effective as tubal ligation in providing contraceptive protection (pregnancy rate <1% in 

first year of use5, 6) and globally it is considered to be one of the most effective 

contraceptives. Copper IUCD is effective for five years (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 action or regular follow-up, 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 post-partum IUCD services to women giving birth in health facilities.  

IUCD increases choice for a long-acting, reversible and safe contraceptive to achieve optimal 

birth intervals (3-5 years). Women or couples, who have completed their family but do not 

want to adopt a permanent method, i.e., sterilization, can also choose IUCD as an 

alternative. Insertion post-delivery helps avoids the discomfort related to interval insertion, 

and some of the post-insertion side effects are masked by normal 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 after spontaneous or 

induced abortion. 

Safe Time for Insertion of IUCD: 

 Postpartum IUCD (PPIUCD): 

 Post-placental: Insertion within 10 minutes after expulsion of the placenta following 

a vaginal delivery on the same delivery table 

 Intra-caesarean: Insertion that takes place during a caesarean delivery, after 

removal of the placenta and before closure of the uterine incision 

 Within 48 hours after delivery: Insertion within 48 hours of delivery and prior to 

discharge from the postpartum ward 

Postpartum IUCD should not be inserted from 48 hours of delivery to six weeks, as the 

risk of expulsion and perforation are more in this period. 

 Post-abortion IUCD : Insertion following an abortion, if there is no infection, excessive 

bleeding or any other contraindication 

 Extended Postpartum/Interval: Insertion any time after six weeks of delivery 

 

Client’s eligibility for IUCD: 

Eligibility for Interval IUCD: Though IUCD is safe and suitable for nearly all women; it should 

not be inserted in women with the following conditions (WHO Medical Eligibility Criteria 

MEC categories 3 and 4): 
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 Known or suspected pregnancy 

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

 Unexplained vaginal bleeding or heavy/prolonged or painful bleeding, 

endometriosis, severe dysmenorrhea 

 Current pelvic inflammatory disease (PID) or acute purulent discharge 

 Distorted uterine cavity 

 Known current cervical, endometrial, or ovarian cancer, gestational trophoblastic 

disease, pelvic tuberculosis 

 AIDS, unless she is clinically well or is on antiretroviral therapy (If the woman  is HIV 

positive but does not have AIDS, she can use IUCD) 

Eligibility for PPIUCD: It 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 in the third 

trimester of pregnancy. However, the insertion is not advised in the following clinical 

situations: 

 Chorioamnionitis 

 Puerperal sepsis 

 More than 18 hours have passed from rupture of membranes to delivery of the baby 

 Unresolved postpartum hemorrhage 
 

Eligibility for Post-abortion IUCD: IUCD can be inserted immediately after first or second 

trimester spontaneous or induced abortion; when abortion is complete and the woman 

does not have abortion-related infection or injury to the genital tract. 

PPIUCD: According to Cochrane database review (updated 2010)7 and WHO medical 

eligibility criteria (updated 2015)8, postpartum insertion of IUCD is generally safe and 

effective. These documents state that PPIUCD expulsion rates appear to be slightly higher 

than with interval IUCD but have distinct advantages of high client 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.  

Areas which are critical for providing quality PPIUCD services are: 

• Post-partum family planning (PPFP) counselling on informed choice: The woman 

receives basic information about healthy spacing of pregnancies (and limiting, if desired) 

and the PPFP methods available to her, at the time of antenatal check-up, early labor and 

during postpartum period. 

 Method-specific counselling: Women interested in PPIUCD, are provided more specific 

information about the method (e.g. side effects, warning signs).  

 Screening and insertion: When woman presents for delivery, the provider confirms her 

interest in PPIUCD. Then post-delivery, 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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is gently inserted according to recommended technique. The woman receives post-

insertion counselling about side effects, warning signs and follow-up visits. 

 Infection prevention measures: Instruments required for PPIUCD insertion (Sim’s 

speculum, Ring forceps and 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 instruments by autoclaving. Standard universal precautions of hand 

washing and using gloves, other protective attires are followed. PPIUCD is inserted 

following aseptic, no-touch technique. After completion of procedure, waste disposal is 

done as per the norms. 

 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 PPIUCD: The main concern with PPIUCD is 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 forceps (modified Kelly’s placental 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 prevention practices 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 technique and right instrument. 

PPIUCD Insertion Forceps or Modified Kelly’s Placental Forceps: Experiences recommend 

that PPIUCD insertion forceps (or Modified Kelly’s Placental Forceps), as seen in Figure 1 and 

2, are long enough to reach the fundus and rigid enough to negotiate the vagino-uterine 

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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Ministry of Health and Family Welfare (MoHFW), Government of India’s Initiative for 

Strengthening of PPIUCD Services: Recognizing the potential impact of revitalizing IUCD 

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

institutional  deliveries, the Government of India (GoI) had committed in 2010 to expand 

access to PPIUCD as part of the 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, as one of the approaches to fulfil the government’s commitment made at the 

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 Crores) current users of contraceptives.  

PPIUCD Experience in India: Jhpiego - an affiliate of Johns Hopkins University along with GoI 

and state governments, introduced PPIUCD services in a phased manner and trained the 

first group of clinicians in 2009.  

Ever since 2012, GoI has been  especially paying attention to  the six focus states with poor 

health indicators and accounting for more than 50% of maternal and new-born mortality in 

the country viz. Uttar Pradesh, Bihar, Rajasthan, Madhya Pradesh, Odisha and Chhattisgarh. 

In these states PPIUCD services are being introduced in all district and sub-district level 

facilities with high case load of deliveries. Till November 2015, PPIUCD services have been 

established in more than 800 facilities in public sector across India, through competency 

based training. With quality competency based training and post-training support and 

mentoring, the achievements are very encouraging. Total cumulative number of PPIUCD 

insertions reported from January 2011 to November 2015 are 6, 41,257 which constitutes 

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

Figure 3 



FOGSI FOCUS 

Reality Bytes on Contraception                                                                                            30 | P a g e  
 

 

 

 

 

 

 

 

 

 

Total 3, 46,522 PPIUCD clients (54% 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 levels (Figure 4). This 

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 the years of rapid scale up from 

2011 to 2015. 

Figure 4 
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A detailed separate study of 2733 PPIUCD acceptors in India9 showed 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 significant increases 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 opportunities 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 immunization services, 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 further 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 significantly in reduction of high risk 

pregnancies, reducing high unmet need for post-partum family planning, and improve the 

health and chances of survival of mothers and children in India. 
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II.2.Informed choice and method specific 

counselling for Long Acting Reversible 

Contraceptives  

“The ability to make a decision based on accurate and complete information about all 

Family Planning (FP) options, including benefits and risks, with the benefit of counselling 

about the method chosen” is “Informed Choice”. It emphasizes that the clients select the 

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 program have 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 more responsibility of their own health. 

 

 

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 decision-making, individuals can choose among a full range 

of safe, effective and available contraceptive methods.  

 

 

 

Family planning decision-making often begins at home, as couples gather information from 

friends, media and previous health care encounters and discuss the issue together. The 

GATHER technique is used to organize the elements of the counselling process. The 

FP programs have long endorsed the principle of informed choice as a way of endorsing 

that clients select a method that best meets their needs. 

 

Health care providers usually decide which medical treatment is best for a patient. In FP 

counselling, however, the right of clients to receive accurate information and make their 

own decisions about reproductive health care (their right of informed choice) is 

considered fundamental. 



FOGSI FOCUS 

Reality Bytes on Contraception                                                                                            34 | P a g e  
 

acronym is designed on the basis of six basic steps for an effective FP counselling session. 

Counselling should be tailored to the woman’s individual needs and circumstances. 

Steps in FP Counselling 

Counselling for FP methods may be broadly categorized into: 

 General FP counselling- Client is given necessary information about all the available 

methods so that client is able to choose a method. 

 Method-specific counselling- It means providing detailed information to the client, after 

which the client chooses a particular method. In other words, method specific 

counselling for intrauterine contraceptive device (IUCD) is provided, once the client has 

been provided general FP counselling and has opted for a particular method after 

providing informed choice.  

 Follow up counselling- It 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. 

The ‘GATHER’ Approach  

G: Greet the 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: Ask for specific needs and any specific reason for change of contraceptive 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 bleeding, amount of blood lost during each cycle, history of (H/O) 

passage of clots, inter-menstrual 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, pain lower abdomen in either partner. 

Contraceptive History: Previous 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?  

 Tell about effectiveness, reversibility, side effects, protection from sexually 

transmitted infections (STIs) including HIV/AIDS and warning signs. 

 Tell that IUCD is a small T/inverted U shaped structure made of plastic with thin 

copper wire wound around vertical arm.  

 It works by inhibiting fertilization by immobilizing/killing sperms and making changes 

in the innermost lining of uterus by presence of foreign body (IUCD) thus, not making 

it conducive for implantation.   

 It is highly effective with immediate reversal of fertility.  

 It does not provide protection from STIs including HIV.  

 Side effects of IUCD are few and subside in 3-6 months either on its own or with the 

help of medicines 

 Excessive bleeding during periods, 

 Spotting following insertion or during first few cycles, and  

 Dysmenorrhea may occur in some women  

H: Help - So that she can choose a method as per her/partner’s need/situation.  

 Help her in choosing method by doing proper screening to confirm suitability using 

WHO Medical Eligibility Criteria for Contraception (MEC) wheel 2015  

 Exclude pregnancy especially if the client is having lactational amenorrhea or out of 

the twelve day rule. 

 Exclude risk/high risk of STI for women/her partner. Record her history properly, 

observe generally, then, abdominal and pelvis including bimanual and per speculum 

and per rectum examination.  

 To find out and address myths/misconceptions and doubts of the women and her 

family members if any.  

 Assure that in case of any problem, she may contact the provider/specified referral 

center 24X7/toll free number for help. 
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E: Explain (in detail) - 

 What to expect before, during and after insertion to reduce apprehension and 

increase cooperation, comfort and acceptance.  

 Explain in easy language that how IUD will be put inside the uterine cavity following 

bimanual pelvic examination after confirming suitability and excluding pregnancy. 

 There will be some discomfort during insertion but within tolerable limits. 

 It will not be felt by either partner during sexual activity.  

 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: 

 When to come for follow up, both routine and in case of emergency/warning signs. 

 Whom to contact and how (address of the provider/referral center with landline or 

mobile numbers of designated staff /toll free number). 

 First follow up is either need based or after first period or within 3-6 weeks of 

insertion and then once a year till IUCD is used.  

 Give client card with date of insertion, date of first follow up and provider/referral 

center details with warning signs in pictorial form. 

 Ask client to repeat/recall side effects and warning signs to confirm that client has 

understood and need to report immediately in case of any warning signs. 

 

 

 

 

“Informed choice enables clients to make full, free, and informed family planning choices 

and provide them with high-quality services as a part of respecting, protecting, and fulfilling 

individuals’ human rights.” 

  

Use material such as flipbooks, brochures, various job aids to explain effectiveness, how 

does it work and actual samples to see and feel the device, uterine model to explain how 

and where it will be placed and to address myths/misconceptions and doubts related to 

IUCD.   



FOGSI FOCUS 

Reality Bytes on Contraception                                                                                            37 | P a g e  
 

References: 

1. Pathfinder International, USAID 

2. Ross & Stover, 2013 Use of modern contraception increases when more methods 

become available: analysis of evidence from 1982-2009. Global Health: Science and 

practice 1(2): 203-212 

3. NRHM, IUCD Reference Manual for Medical Officers and Nursing Personnel, Sept 

2013  

 

 

 

 

  



FOGSI FOCUS 

Reality Bytes on Contraception                                                                                            38 | P a g e  
 

Authors 

Dr. Paul D. Blumenthal  

Global Medical Director & Chief Investigator for PPIUD 

Inserter Study, Population Services International 

Professor and Chief of Gynecology, Stanford University 

 

 

.  

 

 

Dr. Sharad Singh 

Quality Assurance Regional Lead- Asia 
Principle Investigator- SLAB 

Population Services International, India 

 

 

II.3.PPIUCD inserter-an Innovation 

Post placental and immediate Postpartum Intrauterine Contraceptive Device (PPIUCD) 

insertions within 48 hours post- delivery offer a novel, convenient and increasingly 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 breastfeeding, 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 safe, long-acting, highly 

effective contraception while already within the medical system. 

 

However, since there has been no insertion approach specifically designed for the post-

placental or immediate postpartum period, PPIUCD insertions are currently performed using 

forceps or manually (inserting the hand to the fundus). In case of manual 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 grasped 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 to participant’s discomfort, possible HIV exposure to the 

operator, and because the approach cannot easily be used for morning-after-delivery 

insertions. Forceps insertion has also become controversial and confusing to providers, 

because different kinds of forceps 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 expensive, and 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. 

 

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 IUCD 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 because the 

movements required are similar to those used for interval insertion; 3) be useful for both 

post-placental and morning-after-delivery insertions; 4) allow for longer IUCD strings thus 

ensuring that the strings are visible in the cervix at follow-up visits; 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 standard practice 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 rural areas, where maternal mortality is highest and 

access to contraception the lowest. 

 



FOGSI FOCUS 

Reality Bytes on Contraception                                                                                            40 | P a g e  
 

A Proof of Concept (POC) study was conducted to determine if this new PPIUCD inserter, 

specifically designed for the post-delivery setting, could, due to the simplified, more 

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 in India (Safdarjung Hospital, Delhi 

and Queen Mary’s 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 

naïve providers. Also, physicians found 93% of insertion 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 who 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 major achievements in this study was 100% follow up of participants 

with no unrecognized expulsions. 

 

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 compare the retention rates between 

the standard method (modified Kelly’s forceps) and the innovation (PPICUD inserter). 

 

This project will help to generate evidence on the safety, acceptability and feasibility 

associated with this dedicated inserter for PPIUCDs with the expectation that this will 

subsequently accelerate the uptake of PPIUCDs in the country. 

 

For more information please contact- Dr Sharad Singh ssingh@psi.org.in  

mailto:ssingh@psi.org.in
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II.4.Promoting Post-Partum IUCD through Private 

Sector 

Background: 

Repeated births at short intervals are linked to 

higher maternal, child mortality and morbidity. 

Family planning (FP) can avert, nearly one-third of 

maternal deaths and 10% of child deaths when 

couples space their pregnancies for more than two 

years. Postpartum family planning (PPFP) is the 

prevention of unintended and early pregnancies 

through the first year of child birth. Postpartum 

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.  

In India, National Family Health Survey–III (NFHS-III), 2005-2006 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 women in the first 

year of postpartum have an unmet need for family planning. Intrauterine Contraceptive 

Devices (IUCDs) are used by only two percent of current users of contraception in India. 

Recognizing the potential impact of improved family planning program, the Government of 

India (GoI) 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 delivery services that was provided by GoI 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, facility-based births 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 is a highly effective, non-hormonal 

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, during caesarian section or within 48 hours of delivery in a postpartum 

woman. Any copper-bearing 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 IUCD kits in 

delivery areas, and counseling in antenatal period and at the time of insertion along with 

follow-up after 4-6 weeks at the facility and later in the community to detect expulsion or 

any other complication. 

A 2010 Cochrane review concluded that PPIUCDs is a safe and effective contraceptive 

method. The public health benefits from PPIUCD have been proved from the women’s 

increased accessibility to PPIUCD following child births, as PPIUCDs 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 activities rolled out to implement the program 

Under the aegis of the Women Health Project “Pehel”, an initiative of PSI/I focuses on 

increasing the use of long acting contraceptive method – the 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 multi-pronged strategy for promoting the use of PPIUCD.  

Advocacy initiatives 

PSI/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 guidelines and quality protocols.  

PSI/India developed a campaign for GoI 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 Population Day in 2012. 

The mass media and poster clippings were designed 

and captured the importance of the mother being able 

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 about 10-15 deliveries 

per month and trained 197 of them on PPIUCD at the government training centers - Medical 

Colleges and District Women Hospitals in various districts.  

FOGSI plays a very important role in motivating doctors for any new challenging skills. 

Though, PPIUCD was not new but had to be put across as “old wine in new bottle”. To 

motivate the PPIUCD private network providers, PSI rewarded PPIUCD champions through 

non-monetary incentives on the basis of their quarterly achievement.  

Increasing access to PPIUCD trainings/ services 

The Government of India had initiated PPIUCD 

training for providers with the help of Johns Hopkins 

Program for International Education in Gynecology 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-on practice sessions. As per the convenience of private providers 

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 PSI 

medical team members and then, clinical practice was done at training centers 

on rotation basis so that they get enough opportunities to counsel clients and 

do hands-on practice on clients. 

The use of long placental forceps was recommended for PPIUCD during 

trainings. PSI/I showcased the use of ‘Ring Forceps’ also for PPIUCD insertion 

with a slight different technique. The service providers agreed for use of both 

the instruments, thus, conveying very clearly that instrument should not be a 

deterrent in providing service to a woman in need.  

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 the time PPIUCD insertion on a client. Along 

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

documentation are also observed during the SSVs. 

Few providers were not confident in starting PPIUCD insertion after training. PSI/I’s medical 

services & training (MST) team planned to give hands-on-support at the time of insertion 

post-delivery followed up with SSVs on a quarterly basis. 

Practical session by Dr. Paul Blumenthal, Prof - 

Stanford University on PPIUCD at Queen Mary’s 

Hospital, Lucknow 

Long Placental 

Forceps 
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Motivating Private Providers 

 Anecdotal evidence suggests that the self-conviction 

of a provider is very important in convincing a client 

further. If a provider believes that PPIUCD is a good 

method with few side effects, then they will be able to 

convince their patients as well. The provider has to 

make that extra effort. Otherwise, PPIUCD insertion 

without counselling is simply unviable. Also, apart from 

the provider, the provider’s staffs who deal with 

patients also need to be counselled and trained. 

However, to support the providers in counselling about 

PPIUCD, PSI used innovative detailing tools, which were based on the theme of 

“Ambassador of Joy” meaning that the providers were the ambassadors of joyful living.   The 

proposition to the providers was that “counselling about IUCD to their antenatal clients will 

spread joy in the lives of the mother-to-be and her child”. This theme was presented 

through four various and unique visual aids and innovative call-in-cards. The medical 

detailers who visited private 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 

PSI/India commissioned FOGSI to conduct a study on the safety and efficacy of PPIUCD. The 

objectives of the study were to understand: 

1. Safety – 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 follow up was done with the clients. The key findings were: 

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

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

 There was no case of perforation in this series and no other major complications. 

 About 90% returned for follow-up 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 Post- Partum Family Planning                                                                       

 Network Provider counselling a 

pregnant lady 
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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 post-delivery about PPFP. This was 

done as most prospective clients of PPIUCD were walk-in ANC clients and the providers 

often lacked time to counsel each client.  

PSI/I also developed and provided “PPIUCD record registers” to maintain PPIUCD insertion 

record, which was collected on a monthly basis by network coordinators (NCs) or medical 

detailers. 

Summary of PSI activities for increasing access of PPIUCD 

 

Year wise and state wise PPIUCD Insertion Data of PSI 

 

Developed a campaign for GoI to support their strategy to promote 
and reposition IUD and increase its awareness among the women of 
reproductive age. It was broadcasted during the run up to the World 
Population Day and later. 

Development of guidelines and quality protocols on PPIUCD.  

Trained 197 of them on PPIUCD at Government District Women 
Hospital & Medical College in various districts. 

 

Network providers have inserted 12, 549 PPIUCD’s (Oct 2011-Sep-
2015) both, post placental/partum and intra caesarean. 
 

Trained PPFP Counselors for PPIUCD 

 Study on PPIUCD by PSI - Addressing providers' perceptions regarding 
PPIUCD  
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Lessons Learned:  

 Limited training centers exist for PPIUCD in Pehel program states in UP, Rajasthan 

and Delhi. 

 Motivating providers to attend trainings was a challenge as it required 2-3 days away 

from their practice, hence, two stage structured training was conducted.  

 Maintaining the record was a challenge, hence, help of paramedics were taken after 

training.  

 Advocacy efforts by FOGSI and encouraging institutional deliveries by Government of 

India eventually worked to motivate women to go for institutional deliveries and 

provided an opportunity to the providers to insert PPIUCDs after providing post-

partum family planning counselling.   

 Sharing of findings of FOGSI and PSI/India research demonstrated that when PPIUCD 

was inserted by a trained provider, expulsion rate was less than three percent.  

 Private providers often lack time to counsel clients, therefore, paramedical staff 

were trained to counsel woman during the antenatal period, early labor and post-

delivery for PPFP. 

 Capacity building of counselors for PPFP, ensuring standard infection prevention 

practices and documentation helped providers in providing quality PPIUCD services. 

References 
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II.5.Subcutaneous Depot Injections 

For over 50 years, Depot Medroxy Progesterone Acetate (DMPA) 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, called DMPA SC or 

Depo Sub Q. It is packaged as a single dose in the Uniject™ injection system, a small prefilled 

auto disable device, containing 104 mg of DMPA per 0.65 ml. 

Key features of Uniject injection system 

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

 Non-reusable, hence patient to patient transmission of blood borne 

pathogens through needle reuse is minimal 

 Compact size makes it easy for transportation, storage and disposal 

Global Scenario  

 Sayana Press, Pfizer’s product is approved by regulatory authorities in the European 

Union and in Bangladesh, Burkina Faso, Kenya, Morocco, Niger, Nigeria, Senegal and 

Uganda, and additional markets in Latin America and within the Asia Pacific region. 

Current scenario in India 

 Registration for Depo Sub Q in India is almost final as Pfizer is awaiting registration 

certificate for its product, “Sayana Press”.  
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 Once registered, it will be marketed only to providers as a ‘ready to use’, non-

reusable, auto disabled shot. 

 Depo Sub Q is not being registered in India as a self-administrable injection. 

Technical details of DMPA Injectable Contraceptive 

 

 

 

Mechanism of action  

 Suppression of ovulation 

 Thinning of endometrium 

 Thickening of cervical mucous 

 

Effectiveness  

 Effectiveness depends on taking injections regularly. 

 If used consistently and correctly, it is 99.7% effective i.e. 3 pregnancies per 1000 

women over the first year. 

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

first year.   

Storage  

 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 effective, 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 be 

protected against pregnancy. 

Moreover, it is a very good option for breastfeeding mothers, as 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 several health benefits such 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. 

Both DMPA SC and DMPA IM are depot injections of 

Medroxy Progesterone Acetate and are used as three 

monthly injectable contraceptives, hence their 

characteristics are same, e.g. mechanism of action, 

effectiveness, advantages, side effects and health benefits. 

Lexicon of Injectable DMPA Products 

MPA: Medroxy Progesterone Acetate, an active 

contraceptive agent 

DMPA: Depot MPA, when injected intramuscularly or 

subcutaneously, MPA forms a reservoir or depot that 

releases the drug over time 

DMPA IM: Generic name for intramuscular form of 

DMPA 

DMPA SC: Generic name for subcutaneous form of 

DMPA 

IM:Generic
IM:Generic
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Side-effects 

 Most women experience menstrual changes like irregular bleeding and amenorrhea.  

 Few users report slight weight gain, headaches, dizziness, abdominal discomfort, 

acne and moodiness.  

These side effects are harmless and go away with time.   

Limitations 

 Client has to return for next injection every 3 months. 

 Once injected, its action cannot be stopped immediately. 

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

 Does not protect against sexually transmitted infections (STIs) / HIV/AIDS. 

 

 

 

DMPA and bone health 

 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 BMD loss with DMPA use is 

not significant and is reversible. 

WHO findings of cross sectional studies on DMPA and Bone Health  

 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%). 

 After stopping DMPA, BMD recovers to the base line level in 30 months. 

WHO recommendations  

 There should be no restriction on the use of DMPA, including no restriction on 

duration of use, among women aged 18-45, who are otherwise eligible to use the 

method. 

 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 Health - June 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, 

abdomen or back of upper arm 

Administered 

intramuscularly in upper 



FOGSI FOCUS 

Reality Bytes on Contraception                                                                                            50 | P a g e  
 

arm, hip or buttocks  

Dosage  Uniject contains 104 mg / 0.65 ml of Medroxy 

Progesterone Acetate  

Vial contains 150 mg / ml 

of MPA 

SC versus IM 1. Pierces the epidermal and dermal layers of the 

skin and delivers drug in loose subcutaneous 

tissue 

2. Short needle used (0.37 inch) 

3. Ease of administration - more surface area 

available & fewer landmarks needed for SC 

injection 

1. Given deep intra 

muscular 

2. Longer needle (1.5 

inches) 

3. Ease of administration 

- less surface area and 

particular landmarks 

needed to locate 

specific muscle 

Stability & Shelf 

life 

3 year shelf life from the date of production 

when unopened. Once opened, the product 

should be used immediately or discarded  

Shelf life depends upon 

the type of brand varying 

from 3 years to 4.5 years 

 

 

Instructions for Administration of Depo Sub Q 

Choosing and Preparing the injection area 

Choose a suitable area for subcutaneous injection, 

either the abdomen or front upper thigh. Avoid 

bony areas and the umbilicus. 

Use an alcohol pad to wipe the skin in the injection 
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 at this stage. 

Check the injector as follows: 

 The needle shield should be in the position 

shown in the diagram. 

 There should be a gap between the needle 

shield and the port. 

 If there is no gap, discard the injector and 

use a new one. 

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

 

Mixing the medicine 

 Hold the injector firmly by the port. 

 Shake the injector vigorously for 30 seconds 

to mix the medicine thoroughly. Do not 

blend it. 

 If there is any delay between mixing the 

medicine and proceeding through the next 

step, repeat the mixing procedure as above. 

 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 are observed, discard the injector 
and use a new one. 

 

 

 

 

 

Activating the Injector 

 Hold the injector firmly by the port with one 

hand. Take care not to squeeze the 

reservoir. 

 Hold the needle shield with other hand. You 

will see a gap between the port and the end 

of the needle shield. 

 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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injector is now activated. 

 Continue to hold the injector firmly by the 

port. 

 Pull the needle shield away to remove it 

from needle. 

Injecting the dose 

 Gently grasp and squeeze a large area of skin 

in the chosen area between thumb and fore 

finger, pulling it away from body. 

 Hold the injector by port. Keep it as upright 

as possible. 

 Insert the needle into the skin so that the 

needle tip is in the subcutaneous tissue and 

the port just touches the skin. 

 Hold the reservoir firmly between the thumb 

and the forefinger. Squeeze the reservoir 

slowly to inject the medicine. It should take 

5-7 seconds. 

 After the dose has been completely injected 

and the reservoir has collapsed, gently pull 

the needle out of the skin. 

 It is important that the full dose of medicine 

is given, however, small traces of white 

liquid may remain visible inside the edge. 

This is normal. 

 It is unlikely that any medicine leaks out of 

the injector or appears around the needle. In 

this case, you should advice the patient to 

use the alternative method of contraception 

until the next scheduled injection. 

 

Disposing the Injector 

 Dispose the used injector in a safe and 

proper manner according to the local 

guidance of disposal of sharps. 

The injector is for a single injection only. It should 
be never reused. 
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I.6. Implants for Contraception 

Long-acting reversible contraceptives (LARC), including intrauterine devices and implants 
are the most effective methods of reversible contraception. Implants consist of 
Progestogen, only hormone-filled capsules or rods that are inserted under the skin of a 
woman’s upper arm. The advantage of this form of contraception is that it provides 
effective long-term contraception that does not depend on the recipient’s daily 
compliance. The most recent generation of implantable devices is the most effective 
form of birth control available and can usually be inserted by trained practitioners in less 
than one minute1. The pregnancy rate with the implant is 0.05%, which is slightly lower 
than that of Levonorgestrel (LNG) intrauterine device (0.2%) and copper intrauterine 
device (0.6%).2 

The following implants have been marketed so far since the past three decades, though 
only some of them are in current use:  

(Use of trade names is for product identification purposes only and does not imply 

endorsement) 

Norplant, the first Levonorgestrel LNG - releasing implant was developed by Sheldon J. Segal 

and Horatio B. Croxatto at the Population Council beginning in 1966, with the first clinical 

trial in Chile in 1974.3 The original Norplant consisted of a set of six small (2.4 mm × 

34 mm) silicone capsules, each filled with 36 mg of LNG, implanted sub dermally in the 

upper arm of the woman client and was effective for five years. It was approved by 

the United States (U.S) Food and Drug Administration (FDA) on December 10, 1990 and 

marketed in the USA in 1991 by Wyeth Pharmaceuticals.   

Norplant II (Norplant-2, Jadelle), also developed by the Population Council4 and 

manufactured by Schering Oy, mainly available in New Zealand, consists of two small 

(2.5 mm × 43 mm) silicone rods, each containing 75 mg of LNG in a polymer matrix. The two 

rods are placed in a shape of a ‘V’ opening towards the shoulder. It was subsequently 

approved on November 22, 2002 by the FDA as being effective for five years. The two LNG 

releasing systems Norplant I and II, have essentially equal rates of drug release; pregnancy 
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and adverse events over five years of use. Levonorgestrel implants provide low progestogen 

doses; 40-50 microgram/day at one year of use, decreasing to 25-30 microgram/day in the 

fifth year. Serum levels of LNG at 5 years are 60-65% of those levels measured at 1 month of 

use. Removal problems occur less frequently with Jadelle than with Norplant. The mean 

removal time for Jadelle is half that of Norplant.  

Norplant distribution in the United States ended in 2002 and its production was 

discontinued globally in 2008.  

Sino-implant II mainly available in China is also an LNG releasing implant made of two rods, 

each containing 75 mg licensed to provide contraceptive protection for 4 years. 

Etonogestrel (ENG) contraceptive implant, sold under the brand names Nexplanon 

and Implanon, is a single-rod subdermal contraceptive implant made by Merck & Company.   

Implanon, a single, non-biodegradable, subdermal rod system licensed for up to three years 

continually releases a steady dose of ENG. Implanon was first approved for use in Indonesia 

in 1998 followed by USA in 2006. From 1999 until 2010, it was the only progestogen-only 

implant available in the UK and was the first-generation model. The implant measures 4 cm 

in length and 2 mm in diameter. It contains a core of 68-mg Etonogestrel (3-

ketodesogestrel), which is a biologically active metabolite of desogestrel. The rod is made of 

a plastic ethylene vinyl acetate (EVA) copolymer covered by a thin EVA membrane that 

slowly releases hormone over 3 years. The release rate decreases with time from 

approximately 60–70 µg/day in weeks to approximately 25–30 µg/day at the end of the 

third year5. The release rate of 25-30 µg/day of etonogestrel is required to suppress 

ovulation. Maximum serum levels are attained by the fourth day after insertion. After 

removal of the implant, etonogestrel serum levels become undetectable within one week.  

Nexplanon and Implanon NXT: Implanon has now been replaced by bioequivalent implants 

known as Nexplanon and Implanon NXT. These are essentially identical to Implanon except 

addition of 15 mg of barium sulphate to the core, to make it detectable by x-ray. Nexplanon 

and Implanon NXT have a pre-loaded applicator for easier insertion, modified to reduce the 

risk of deep insertion and to facilitate one-handed insertion. Nexplanon is manufactured by 

Merck and had been distributed since about 2012.6 

These subdermal contraceptive implants are now used by 11 million women around the 

world. Implants are registered and approved for use in more than 100 countries, including 

the United States, Western European countries as well as many middle and low-income 

nations. In 2012, the United Nations Commission on Life-Saving Commodities for Women 

and Children endorsed contraceptive implants as one of its 13 Life Saving Commodities.  

Mode of action: The progestogen-only implant is a LARC method. Primary mechanisms of 

action of the implants include thickening cervical mucus (making it difficult for sperm to 

penetrate) and preventing ovulation in about half of menstrual cycles and possibly prevent 

implantation by thinning the endometrium. 
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Efficacy: The implant is a highly effective contraceptive. The overall pregnancy rate reported 

in the National Institute of Health and Care Excellence (NICE) guideline on LARC is <1 in 1000 

over 3 years for Etonogestrel. Randomised clinical trials and controlled cohort observations 

for Levonorgestrel implants indicate that for the first 3 years, pregnancy rates are at or 

almost zero. Annual pregnancy rates rise in the fifth year of continuous use but remain 

below 1 per 100 women throughout 7 years of continuous use. 

A review of contraceptive failure in the USA has estimated unintended pregnancy rate 

within the first year of using the progestogen-only implant as 0.05%, for women who had 

female sterilisation as 0.5% and for vasectomy as 0.15%.7 

Who is eligible for Implant? 

Most women who require effective, convenient, long acting reversible contraception can 
safely use the implant. It is safe to use even while breast-feeding. 

Advantages  

This method has multiple advantages over other reversible methods: 

 It is highly effective. 

 It is long acting, lasts minimum three years and reversible with rapid 

return to fertility.  

 User compliance, independent, does not require pill or regular injections. 

 It is cost-effective as only one time visit is required. 

 Some women have no vaginal bleeding at all or very light bleeding. 

 Non-contraceptive benefits: It may reduce dysmenorrhoea, premenstrual syndrome 

(PMS) and acne in some women. A few small studies/case reports suggest that the 

progestogen-only implant may be beneficial in the treatment of endometriosis but has 

to emerge as a therapeutic option in current guidelines. Risks of ectopic pregnancy and 

pelvic inflammatory disease are reduced in comparison with those of women using 

copper or non-medicated intrauterine devices. 

Disadvantages   

 Health problems are reported with use of implants.  

 Needs skilled counselling to encourage continuation. 

 Changes in bleeding patterns: The commonest side-effect with the implant is 

unscheduled unpredictable bleeding patterns in the first 3 months after insertion. It is 

often the reason for implant discontinuation. The patterns to be familiar with are 

infrequent bleeding in 1/3rd, amenorrhoea in 1/5th, prolonged bleeding in 1/6th, and 

frequent bleeding in 6% of users. Although bleeding changes are associated with the 
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implant, it is also important to rule out other causes such as sexually transmitted 

infections (STIs) and gynaecological pathology.  

 Other health problems reported more frequently by Levonorgestrel implant users than 

by women not using hormonal contraception in a study of 16000 women included skin 

conditions, headache, breast tenderness, upper limb neuropathies, dizziness, 

nervousness, malaise, minor visual disturbances, respiratory conditions, arthropathies, 

weight change, decreased libido, anxiety and non-clinical depression, but none of them 

assumed statistical significance. 

National Institute for Health & Clinical Excellence (NICE) guidelines, with the latest evidence 

in the matter advise that there is no association between use of the progestogen-only 

implant, weight change, mood change and reduced libido. There is no restriction on 

initiating the progestogen-only implant in women who have non migrainous headaches or a 

pre-existing condition of migraine without aura {World Health Organization (WHO) Medical 

Eligibility Criteria for Contraception (MEC) 1}. 

For women who develop migraine (with or without aura) whilst using the progestogen-only 

implant or who have a pre-existing condition of migraine with aura, the advantages of using 

the progestogen-only implant are generally felt to outweigh the theoretical or proven risks 

(WHO MEC 2). 

Other disadvantages: 

 It does not protect against STIs. 

 It requires a minor procedure for insertion and removal with the minor risks of bruising 

or pain at the site of insertion for one to two weeks among less than 3% of users, a small 

scar (some women may develop a thickened scar), allergic reactions to the local 

anesthetic or the implant materials, infection at the insertion/removal site and difficulty 

in removing the implant. 

Adverse effects with implants are similar to those observed with other progesterone only 

methods. Risks of developing gallbladder disease and hypertension or borderline 

hypertension, although small, are about 1.5 and 1.8 times greater respectively in women 

using LNG implants than in women who are not using hormonal contraception. 

Effect on Cardiovascular health8 

Studies that have looked at progesterone-only contraceptives and cardiovascular risk factors 

(e.g. lipids and carbohydrate metabolism, vascular events) in healthy, non-obese implant 

users have generally been reassuring. There is no statistically significant increase in venous 

thromboembolism (VTE), myocardial infarction or stroke. However, more research is 

required among high-risk women. 
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There is no evidence of a clinically significant adverse effect as seen also in recent (2012) 

Cochrane review on bone mineral density9, or the risk of breast and other gynaecological 

cancers.  

Contraindications are few but when present, may not allow the use of the 

implant. These include: 

 a history of breast cancer 

 unexplained vaginal bleeding 

 certain medications, anti convulsant, antitubercular and antiretroviral drugs may 

prevent the contraceptive implant from working effectively 

The above situations are therefore categorized as WHO MEC 3. 

Patient Education & Consent 

Patients who desire a contraceptive implant should be counselled on other birth control 

methods before choosing this device. The practitioner should show the patient the 

implant palpation simulator that Merck provides to clinicians so that her expectation of 

how the implant feels after insertion is realistic. 

Elements of Informed Consent 

Informed consent should be obtained. The practitioner should explain the implant’s 
efficacy, complications of insertion, likely changes in bleeding pattern, and why other 
women have chosen to stop using this form of birth control. 

Pre-Procedure Planning 

Optimal timing of insertion of the implant to minimize chance of pregnancy is as follows: 

 If no previous method of contraception is being used, insert between 1 to 5 days of 

menstrual cycle. 

 If using oral combined hormonal pills, insert during the hormone-free week. 

 If using a progestin-only pills, insert at any time. 

 If using injectable contraception (Depo Provera), insert when next injection is due. 

 If inserting after a first or second trimester abortion, including septic abortion, insert 

within five days. 

 If inserting after use of a contraceptive implant, remove old implant and immediately 

insert new implant during the same procedure.10 

 If inserting after use of a transdermal patch or vaginal ring, insert on same day as those 

methods are removed. 

 If inserting after childbirth in a breastfeeding mother, insertion at any time is acceptable, 

either within 24-48 hours of delivery or at the 6-week postpartum visit. Studies have not 

found differences in milk production or content, continuation of breastfeeding, or infant 

growth based on these different time windows of insertion. 
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 If the implant is not inserted as directed, the patient should use a barrier method for 7 

days.  

How to be ‘reasonably certain’ that a woman is not currently pregnant if any one or more of 

the following criteria are met and there are no symptoms or signs of pregnancy: 

 She has not had intercourse since last normal menses 

 She has been correctly and consistently using a reliable method of contraception (see 

text above) 

 She is within the first 7 days of the onset of a normal menstrual period 

 She is within 4 weeks postpartum for non-lactating women 

  She is within the first 7 days of post-abortion or miscarriage 

 She is fully or nearly fully breastfeeding, amenorrhoeic, and less than 6 months 

postpartum. 

A pregnancy test, if available, adds weight to the exclusion of pregnancy, but only if 

performed at least 3 weeks since the last episode of unprotected sexual intercourse (UPSI). 

 

Equipment and insertion technique for Implanon 
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Insertion and Removal  

Health professionals who insert 

and/or remove progestogen-

only implants should be appropriately 

trained, maintain competence and 

attend regular updates. The 

centre should be well equipped to handle minor surgical procedures. 

Aseptic precautions 

Equipment for insertion and removal should be laid on a sterile field. The insertion/removal 

site should be cleaned with antiseptic solution. For insertion, unsterile gloves may be used if 

a no-touch technique is used (i.e. avoid touching the insertion site or parts of the sterile 

equipment that come in contact with the woman’s arm). A no-touch technique may be 

difficult during some removal procedures, therefore sterile gloves are essential for implant 

removal. 

Positioning 

The woman should lie down with her arm externally rotated and either flexed or extended 

out on a support with preferably wrist placed parallel to ear.  

Anaesthesia 

javascript:refimgshow(3)
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The insertion site should be anaesthetised using lidocaine 1% with adrenaline 1:200 000 can 

be used to avoid bleeding, especially, for deep implant removal or women with bleeding 

disorders.  

Insertion 

The summary of product characteristics (SPC) advises that the implant should be inserted 8–

10 cm up the arm from the medial epicondyle. The insertion should be subdermal. Care 

should be taken to avoid deep insertion into muscle, nerves or blood vessels. As a guide, 

two marks can be made on the arm: one indicating where the implant will be inserted and 

the other a few centimetres in the direction the implant is to be inserted. The implant 

should be checked, prepared and inserted according to the manufacturer’s SPC. The 

applicator should initially be angled at 30° to the skin and then lowered to a horizontal 

position as soon as the needle pierces the dermis. Immediately after insertion the health 

professional should verify the presence of the implant by palpation. Both ends of the 

implant should be palpable. Pushing down on one end of the implant should cause the other 

end to pop up. Women should also be encouraged to palpate the device or observe the 

implant pop up to confirm that it is present. Palpation of the device should be documented. 

Removal 

The reasons for requesting implant removal should be discussed with each individual 

patient and solutions to the problem should be offered and documented. A woman has the 

right to insist on implant removal at any time after insertion. Before removal, future 

contraceptive needs should be discussed, and women who wish to avoid pregnancy should 

be advised that contraception is required immediately after implant removal. The implant 

should be palpated before preparing equipment. The distal end of the implant should be 

popped up by pushing on the proximal end. A small longitudinal incision should be made. It 

may be possible to push the implant out of the incision or forceps can be used if this is not 

possible. If the rod is close to the brachial artery, removal should not be attempted.   

Aftercare 

Women can expect mild discomfort and bruising. A sterile dressing should be applied for at 

least 24 hours after the procedure. A pressure bandage may also be applied. Women should 

be advised to seek medical advice if they develop signs of wound infection, haematoma or 

other complications. 

Resuscitation 

As with all procedures, there is a risk of collapse due to a vasovagal reaction or anaphylaxis. 

The medical centre for service provision should be ready with essential drugs and 

equipment for resuscitation. 

Documentation 
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Details of client, date and time of insertion and removal and details of the device are 

essential in the records. Client information handout leaflets are a must. 

Follow-up 

No routine follow-up is required, but that they can return at any time to discuss problems or 

to change their contraceptive method. 

The following problems should be recognized by the client and should be explained during 

counselling: 

 They cannot feel their implant or it appears to have changed shape;  

 They notice any skin changes or pain around the site of the implant; 

 They become pregnant;  

 They develop any condition that may contraindicate continuation of the method. 

Factors affecting efficacy 

Concomitant use of enzyme-inducing drugs may reduce the efficacy of the Progestogen-only 

implant, antiepileptic drugs and enzyme-inducing antibiotics such as rifampicin. Women 

should be advised to switch to a method unaffected by enzyme-inducing drugs or to use 

additional contraception until 28 days after stopping the treatment. No increased risk of 

pregnancy has been demonstrated in obese women. However, because of the inverse 

relationship between weight and serum Etonogestrel levels, a reduction in the duration of 

contraceptive efficacy cannot be completely excluded and an earlier replacement can be 

considered.11 

Managing problems at follow up 

Management of an impalpable or deep implant: The location should be identified by 

imaging {X-ray, Ultrasonography (USG) and Magnetic Resonance Imaging (MRI)} before 

exploratory surgery. Referral to an expert implant removal centre is recommended. 

Troublesome Bleeding per vaginum: After exclusion of other causes, women who 

experience troublesome bleeding while using the progestogen-only implant, and who are 

eligible to use combined hormonal contraception, may be offered combined oral 

contraception (COC) cyclically or continuously for 3 months. Longer-term use of the implant 

and COC has not been studied and is a matter of clinical judgement. 

Failure and Pregnancy: The progesterone-only implant is not known to be harmful in 

pregnancy but women with a continuing pregnancy should be advised to have the implant 

removed. Women may retain the implant if they wish to continue the method after a non-

continuing pregnancy. 

Continuation Rates 

Levonorgestrel implants in nationally representative scientific samples, in randomised trials, 

and in controlled cohort studies have continuation rates as high as or higher than any other 

reversible contraceptive over a duration of 5 years. This would imply that the satisfaction 
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women derive from the contraceptive effectiveness of Levonorgestrel implants greatly 

outweighs the dissatisfaction that may accompany menstrual disturbances and other 

adverse effects associated with implants. 

Women can switch from a LNG-containing implant to an ENG implant without the need for 

additional precautions providing it is within the licensed duration of use. If there is any 

doubt about when the implant was inserted, pregnancy should be excluded and additional 

precautions should be advised for seven days.  

Implants and Special situations 

Use of progestogen-only implants by women living with human immunodeficiency virus 

(HIV): There have been concerns from recent publications regarding the effectiveness of 

progestogen-only implants among women living with HIV and on some antiretroviral drugs. 

However, compared with other hormonal methods, no significant differences in pregnancy 

rates have been observed with progestogen-only implants. According to the latest WHO 

recommendations issued on 24 July 2014, there is no restriction on the use of progestogen 

only implants for women living with HIV MEC Category 1 and women on antiretroviral drugs 

(ARVs) can generally use progestogen-only implants (MEC Category 2)12.  
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III.1 Quality Issues in Female Sterilization 

Introduction 

In 1952, India became the first country in the world to launch an official family planning 

program with the aim of reducing population growth (1). In 1966, the permanent methods 

of family planning, male and female sterilization were introduced to accelerate the pace of 

fertility decline (2).  Female Sterilization is one of the most popular and effective method of 

contraception. In addition to being permanent, it is highly effective, safe and relatively free 

from side effects. In India female sterilization by Tubectomy or tubal occlusion is the most 

commonly accepted methods among eligible couples.  

 

In India over 4.1 million female sterilization procedures are done annually (HMIS 2013-14). 

As per District Level Health Survey (DLHS) III (2007-08), the total unmet need in 

contraception for the country remains high at 21.3%, out of which 13.4% is for limiting 

methods (3,6).   

 

The International Centre for Research on Women (ICRW) had conducted a study in Bihar to 

understand the existing quality of care being provided and women’s experience with the 

same. The state has been struggling to reduce its high fertility rate of 3.7 (RGI 2011; RGI 

2010).  According to a state wise large-scale survey, the contraceptive prevalence rate is 

33%, the sterilization rate is 26% and unmet need is 36 % (DLH-3) (7).   

The results of study are: 

 Only 48% of PHC and private hospital had hard copy of the standard protocols and 

guidelines available in the facility. There was parallel lacuna in the knowledge of 

providers 

 Majority of health providers was unaware of recent guide lines and changes done by 

GOI in consent, eligibility criteria related to age and parity for voluntary sterilization, 

as per which a  woman’s age should be between 22-49 years and have at least one 

child over one year old (GOI 2006) 
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 Hygiene, safe disposal of waste and infection practices were often compromised due 

to absence of simple practices 

 A woman’s experience while availing FP services was poor 

 Women were motivated to adopt sterilization but the level of pre surgery 

counselling and care given at facility was minimal 

 Post-surgery care, the basic information on rest, bathing and follow up visits were 

not given 

 The client satisfaction regarding behaviour of providers was good and they were 

interested in revisiting the place and in recommending it to others; however the 

clients suggested to improve the waiting time and cleanliness of the facility 

The Ministry of Health and Family Welfare (MoHFW), Government of India (GoI) constantly 

reinforces the quality issues in female sterilization. Although we have come a long way to 

improve upon services by health providers and client satisfaction, but still we have to go 

long way to provide quality care especially in case of female sterilization to make it more 

acceptable to clients and health provider to meet the unmet need (4). 

Quality of Care 

Quality of care is defined as 'attributes of a service programme that reflects adherence to 

professional standards, a congenial service environment and satisfaction on the part of the 

user'. The issue of quality care has two broad dimensions: a supply side dimensions focused 

on whether services are provided in accordance with current medical best practices and 

standards of care, and a demand side dimension that assesses clients’ satisfaction with 

services (5).  

Quality issues in family planning 

Quality assurance in family planning (FP) services is the decisive factor in acceptance and 

continuation of contraceptive methods and services. The Hon’ble Supreme Court of India in 

its Order dated 1.3.2005 in Civil Writ Petition No. 209/2003 (Ramakant Rai V/s Union of 

India) had, inter alia, directed the Union of India and States/UTs for ensuring enforcement 

of Union Government’s Guidelines for conducting sterilization procedures and norms for 

bringing out uniformity with regard to sterilization procedures by: 

 Creation of panel of doctors/health facilities for conducting sterilization procedures 

and laying down of criteria for empanelment of doctors for conducting the 

sterilization procedures. 

 Laying down the checklist to be followed by every doctor before carrying out 

sterilization procedure. 
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 Laying down the uniform proforma for obtaining of consent of a person under the 

Government of India scheme for sterilization.  

 Setting up of Quality Assurance Committee for ensuring enforcement of pre and 

post-operative guidelines related to the sterilization procedures. 

 Bringing into effect an insurance policy uniformly in all States for acceptors of 

sterilizations etc. (6). 

The family planning division of MoHFW GOI has published many manuals: 

Quality assurance for sterilization services; Standards & Quality Assurance in Sterilization 

Services etc.; experts have revised the manual from time to time the details are given 

below: 

First published 1989, Second edition 1993, Third edition 1996, Fourth edition 1999, Fifth 

edition 2006 and Sixth edition 2014 

The MoHFW has understood the issue of quality care in female sterilization and took the 
following steps (5) 

Important steps taken by MOHFW 

It laid the qualification requirements for service providers, empanelment of doctors for 

performing sterilization, eligibility criteria for performing sterilizations, standards for 

physical infrastructure for static services.  

Government of India has undertaken several new initiatives, such as the introduction of a 

family planning insurance scheme for public as well as private providers, accreditation of 

health facilities, and empanelment of doctors for family planning services. Monitoring and 

evaluation at the Central level through proper and well established reporting system, at the 

State and District levels, through Quality assuring committees (SQAC, DQAC) at the service 

outlet levels, through quality circles (5).  

The responsibilities of all the QACs are well defined; the components of quality assessment  

include review of register and records, client case audit, facility audit, procedure 

observation, client exit interview, reporting of sterilization deaths, complications and 

failures, death audit report, report and medical audit on complication following sterilization, 

report and medical audit on sterilization failure and periodicity of assessment. 

Periodic Assessment 

The following schedule depicts the frequency of quality assessment to be undertaken by the 

District QAC: 
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Table 1: Orientation of assessors, implementing remedial action and re-audit 

 

Service Venue  Frequency  Responsibility 

Camps 5 percent camps in each quarter 1-2 members of the District QAC 

Static facilities  2 each month 1-2 members of the District QAC 

Accredited private/NGO 

facilities  

1 each month 1-2 members of the District QAC 

The architectural changes under National Health Mission (NHM) of GoI have strengthened 

the health facilities for providing assured, fixed day FP services at district hospitals, sub-

district hospital, first referral unit, community health centers and primary health care 

centers. In addition, the increase in the number of institutional deliveries on account of 

Janani Suraksha Yojana (JSY), Janani Shishu Suraksha Karyakaram (JSSK) and other initiatives 

has increased the scope for post-partum sterilization. Therefore, to increase the access to 

female sterilization, it is imperative to have trained service providers for both mini lap and 

laparoscopic sterilization at the facilities so as to provide regular and fixed day services 

throughout the year. 

The Fixed Day Static Services (FDS) in Sterilization at the facility level will have following 
objectives: 

 To make a conscious shift from camp approach to regular routine services, 

 To enable clients to avail sterilization services on any given day at their designated 

health facility, 

 To make health facilities self-sufficient in provision of sterilization services 

Assurance of Quality in a Fixed Day Static mode 

The quality of sterilization services provided can be assessed through the existing tools viz. 

checklist, created by GoI specifically for this purpose. The areas requiring improvement 

should be identified using these tools and this will ultimately be beneficial in improving the 

quality of the services delivered.  

As per the Bruce and Jain (1990) study, the calibre of services related to sterilization and IUD 

may be assessed using the following parameters: 

 The state of preparedness in terms of supplies and logistics to provide the required 

services 

 The adequacy of information given to the client to enable an informed choice 

 Level of pre and post operation  

 Level of knowledge about sterilization  
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 Standards of privacy and confidentiality 

 Clients experience of receiving sterilization  

The above mentioned study played a crucial role in establishing the norms for quality 

services for India. DQAC as well as the Quality Control Committee are the responsible bodies 

for monitoring quality. 

In summary, MOHFW has made earnest effort to meet the unmet need and look into the 

quality issues in female sterilizations to control the population explosion by taking steps to 

implement the standards and quality assurance. 

Table 2: Growth of Population in India 

 

 

 

 

 

 

 

 

 

 

Table 3: Eligibility of Providers to Perform Sterilization Procedure 

 
 

References 

1. Annual report 2012-13 chapter 9 Page 119-142 

2. Sterilization Regret Among Married Women in India: Implications for the Indian National 

Family Planning Program by By Abhishek Singh, Reuben Ogollah, Faujdar Ramand, 

Saseendran, Pallikadavath International Perspectives on Sexual and Reproductive 

Health, 2012, 38(4): 187–195, doi: 10.1363/3818712 



FOGSI FOCUS 

Reality Bytes on Contraception                                                                                            70 | P a g e  
 

3. Ensuring quality of care in sterilization services Abhijit Das, SAHAYOG; Indian Journal of 

Medical Ethics Vol1No3 July September 2004 

4 Quality Assurance Manual for Sterilization Services Government of India 2006 

5. Standards and Quality assessment in Sterilization Services  November2014 

6. Standard Operating Procedure (SOP) for Sterilization Services in camps (2008) 

7. Quality of care in provision of Female Sterilization in Bihar: A Summary Report; Achyut P, 

Nanda P, Khan N and Verma R (2015) A summary Report, New Delhi International center 

for research on Women. 

8. LAPM Community of practice Technical Consultation Bringing LARC/ LAPM Contraceptive 

methods and Service closer to the Client Innovative Approaches Washington D.C. 

September 24 2013. 

9. Why women are dying in India’s Sterilization Camps? BMJ2014;349:G7509doi: 10.1136/ 

bmj.g7509 (published 8 December 2014) page  1-2 

 

  



FOGSI FOCUS 

Reality Bytes on Contraception                                                                                            71 | P a g e  
 

Authors:  

 

 

Dr Kalpana Apte, Senior Assistant Secretary 

General  

(Program Implementation), Family Planning 

Association of India 

Dr Manisha Bhise, Assistant Director,  

Access, Family Planning Association of India  

 

 

 

III.2. Increasing the uptake of ‘No Scalpel 

Vasectomy’  

Context 

Despite a paradigm shift in the global discourse to increase male involvement in family 

planning (FP) from the lens of gender equality and rights, the supply side remains wanting, 

with condoms and male sterilization presenting the only method mix available for men. The 

prime responsibility of FP has always rested with women, due to various biological as well as 

socio-cultural reasons. In India, for every 98 women who undergo tubal libation, only two 

men accept vasectomy. This reflects a gender bias in contraceptive uptake and needs to be 

addressed urgently. In a context where more than half Indian women in reproductive age 

group are anemic, the additional responsibility of contraceptive use, particularly for 

sterilization puts an unfair burden on women’s health.  

Within the context of these realities, increasing the uptake of a safe, effective, economical 

and permanent contraceptive option such as ‘No Scalpel Vasectomy’, in India is the need of 

hour and requires a multi-level, multi-pronged approach. 

History 

The journey of vasectomy has been interesting. It has metamorphosed from a treatment 

regimen for enlargement of Prostrate and later as ‘treatment for excessive masturbation’ to 

being used as a punitive measure for habitual criminals. Interestingly, it was also used 

subsequently as a fashionable therapy to rejuvenate affluent people. In 1953, Dr. G. M. 

Phadake presented a paper for the first time commenting ‘favorably’ on the use of 

Vasectomy for sterilization in the Planned Parenthood Conference in Mumbai. After this, 

vasectomy was the preferred method for male sterilization until 1974.  Around this time, 
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the technique of ‘No-Scalpel Vasectomy’ (NSV) was developed in China by Dr. Li Shunqiang. 

This technique is less invasive with minimal tissue trauma, lower discomfort and 

complication rates, no incision, no stiches, faster completion of procedure, minimal post 

procedure pain and bleeding resulting in speedier recovery as compared to recovery after 

the conventional procedure. 

 

Vasectomy Program in India  

India launched the National Family Planning Program way back in 1952. Male and female 

sterilization were introduced in the program in 1966 through birth control clinics established 

all over the country. The FP program turned into a target-driven, coercive sterilization 

campaign, particularly during the “Emergency Period” (1975–77). Of the 8.3 million 

sterilizations carried out then, approximately 75% were Vasectomy.2, 3 Vasectomy became a 

political issue. This was a major setback. By the 1980s, Tubectomy replaced vasectomy 

completely and still continue to dominate the national family planning pie4.  

NSV was introduced in India in the 1990s. In an attempt to strengthen the supply side, the 

Indian government launched a national NSV project in 1998 with the United Nations 

Population Fund (UNFPA). Under the project, 4000 surgeons were trained, among whom 

1300 were certified service providers. The prevalence of vasectomy in the national 

contraceptive method mix increased from 0.7 % in 1997 to about 3% in 2003.5 

Cash incentives for acceptance of vasectomies were introduced in 1956. Initially the amount 

covered transportation cost and loss of daily wage. After 1965, this amount increased 

significantly. At present, the Ministry of Health and Family Welfare (MoHFW) has been 

implementing the following central scheme: 

Vasectomy is now offered on voluntary basis to married men with at least one child above 

one year. Trained MBBS doctors can perform both conventional and NSVs. All vasectomy 

providers must be registered on a district-wide panel by state-level authorities.  

Vasectomies may be performed in all government health facilities and accredited private / 

NGO facilities. Currently, the government facilities provide vasectomies free of charge.  

Through public-private partnerships, the government of India (GoI) also offers 

compensation to empanelled surgeons and gynecologists in private facilities to perform 

male sterilization. 

 

                                                           
2
Gwatkin DR, Political will and family planning: the implications of India’s emergency experience, Population and Development Review, 

1979, 5(1):29–59. 
3
Basu AM, Family planning and the emergency: an unanticipated consequence, Economic and Political Weekly, 1985, 20(10):422–425. 

4
 file:///C:/Users/HM81WW/Downloads/Male_Sterilisation_Method_brief.pdf 

5
Xiaozhang L. Scalpel versus no-scalpel incision for vasectomy: RHL commentary (last revised: 27 July 

2009). The WHO Reproductive Health Library; Geneva: World Health Organization. 
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Wage loss compensation provisions for Sterilization clients in Accredited Private Sector Hospitals 
 
Compensation to private facilities in relation to sterilization services as per Government Order                
no. – 1675 / five-9-2014 9(222)/14 date 11 December 2014 and it is related with compensation for 
IUCD services according to government policy no. – 3437/five-9-07-6(17)/89 T.C. date 18 October 
2007. According to which compensation amount is as following. 
 

 

Wage loss compensation provisions for Sterilization clients in Private Sector Hospitals accredited 

under JSK 

If private facilities/nursing homes/hospitals accredited under JSK with fulfilling necessary 

requirements like (in a month minimum 10 female/male sterilization cases done) will be entitled for 

following compensation 

   

 

 

 

 

 

 

MoHFW has formulated standard operating procedures to increase the quality and 

accessibility of this service by offering services throughout the year rather than at camps, 

which are held sporadically. All these efforts seem to be insufficient. According to the Family 

Welfare statistics, 50.09 lakh sterilizations were performed during 2010-11, as against 49.98 

Lakh in 2009-10. The proportion of Tubectomy to total sterilizations was 95.6 percent in 

Type  of  
Services 

Type of 
facility / 
Provider  
 

Amount given 
to facility/ 
provider  

Wage loss 
Compensation  
to client 

    Total 

 
FEMALE 
STERILIZATION 

 
PRIVATE 
 
 

 
2000 
 
 

 
1000 

 
3000 

 
MALE 
STERILIZATION 

 
PRIVATE 

 
2000 

 
1000 

 
3000 

 
IUCD 

 
PRIVATE 75(including 

cost  of  IUCD ) 

  
75(including 
cost of  IUCD ) 

Type of 
Facility 

Type of 
service 
provider 

Amount 
paid to 
service 
provider  

Compensation 
paid to client 

Total 

 
FEMALE 
STERLIZATI
ON 

 
PRIVATE 
 

 
2500 

 
1600 

 
4100/- (3000/- from 
N.H.M Fund and 
1100/- From JSK Fund) 

 
MALE   
STERLIZATI
ON 

 
PRIVATE 

 
2500 

 
2100 

 
4600/ - (3000/ - From 
NHM Fund and 1600/ 
from JSK Fund 
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2010-11 as against 94.6 percent in 2009-10.6 In 2013-14, this proportion increased to 97.9% 

according to the data submitted in the Parliament during discussion over the female 

sterilization mishap in Chhattisgarh.7 

Why is vasectomy unpopular?  

Although many studies show that awareness among men about vasectomy is high but they 

are not aware about the newer, less traumatic, less complicated NSV technique. Therefore, 

the fear of procedure and pain is still prevalent. There are many misconceptions like fear of 

loss of libido and sexual pleasure, as well as loss of physical strength, which will directly 

affect their productivity and economic status. Besides, apart from a gendered response to 

FP that is rooted in socio- cultural norms, the basic shift in declining vasectomy numbers 

started in 1970s decade, stemming from a politically compulsive and directive 

implementation of the FP programme. The NSV programme and its acceptance has not yet 

recovered from that time in history.  

Since then there have been structured efforts to improve the acceptance of NSV but it has 

not succeeded significantly to bring it in the mainstream of contraceptive method mix. 

There are many reasons to this. Unmet need for FP expressed by women is found to be 

more than that by men.8 Socio cultural belief is that FP is a woman’s responsibility.  

On the other hand, FP program in India is closely linked with the maternal health program.  

Men remain out of the framework of this design since they don’t visit clinics as often and 

there is no dedicated program or provision to reach them. Existing outreach workforce 

largely includes women recruited as Accredited Social Health Activists (ASHA), Auxiliary 

Nurse Midwife (ANM), trained to deal with women’s issues. They have reported that it is 

easier to convince women for sterilization than men since Tubectomy is more socially 

acceptable. There is a perception that FP is a specialty of Obstetricians and Gynecologists 

(Obs & Gyn) who exclusively treat women. Therefore, there is significant uptake of female 

sterilization even in the private sector. There is an acute shortage of trained MBBS doctors 

who can perform vasectomies. Vasectomy is not a ‘walk-in’ service in government centers 

like Tubectomy. This directly affects the access and acceptance of the method. Very few 

private health facilities are accredited and those which are accredited are reluctant to 

provide services since there are administrative level barriers and delays in the conditional 

cash transfer.    

Improving the uptake of NSV: Some insights from the FPA India experience: 

                                                           
6
FAMILY WELFARE STATISTICS   IN   INDIA    2011,Statistics Division Ministry of Health and Family Welfare Government of India 

7 The Economic Times, 2.2 % Indian males underwent sterilization surgery in 2013-14, PTI, Dec 2, 2014 

8 Unmet Family Planning Need: Differences and Levels of Agreement Between Husband-Wife, Haryana, India, Yadav et 
al, Indian J Community Med. 2009 Jul; 34(3): 188–191. 
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FPA India has been an integral part of the FP programs in India, not only to mobilize 

communities and provide services but also to advocate for policy change at the national 

level. FPA India recognized the importance of working with men and boys as clients, 

partners and agents of change in efforts to promote gender sensitive and rights based 

sexual and reproductive health (SRH) services, including FP. Their experience over the years 

gives some valuable insights into improving the uptake of NSV:    

 Demand Generation  

 Increasing awareness at the grassroots about the NSV –  

o Carefully designed and developed information, education and communication (IEC) 

material including mass-media and mid-media campaigns to clarify issues and dispel 

myths and misconceptions (such as that it causes weakness, loss of libido) around 

the male sterilization, and promote it as an effective permanent method of 

contraception.  

o Promoting the value of vasectomy. Comparative advantage of NSV over female 

sterilization, less complication rate, and simplicity of the procedure, differences in 

mortality and morbidity rates etc. should be reinforced.  

 Promoting satisfied acceptors as good will ambassador: Satisfied acceptors can help 

create a demand by further motivating more men for adopting NSV.  

 Dedicated clinic based special SRH sessions and OPDs for men have been supported, 

particularly in some of the FPA India branches located in the northern belt of India, 

through which NSV has been offered as a contraceptive option to walk-in clients. 

 Positioning - NSV as a contraceptive option for couples, where women who are 

medically not eligible to adopt any FP method themselves has worked positively.   

 Quality of Care    

o Service Delivery Guidelines – NSV is performed by a team of trained providers based 

on the Standard Operative Procedures laid down in the recently updated (2013) 

reference manual on male sterilization developed by the MoHFW, Government of 

India (GoI) and adapted in the “Essential Service Standards” for SRH, developed by 

FPA India. The surgical technique is performed under adequate local anesthesia 

through a tiny skin puncture, with minimal and gentle tissue dissection to isolate the 

vas. Since some clients may later require reversal, thus it is important to use 

occlusion techniques that are effective, yet preserve length and minimize damage to 

the vas. 

o Counseling and Informed consent– Individual and Couple counseling for FP is an 

important service to ensure voluntary decision making and informed choice. The 

statistical possibility of failure and / or reversal of the procedure must be informed 

to the couples as failure of male sterilization can result in severe consequences for 

the female partner if the couple is not aware of this possibility. Written informed 

consent of the client should be recorded in the language the client understands, 

after explaining the possibility of risks and procedure failure.   
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The ARC State Chapter of Rajasthan has conducted a media 

advocacy campaign and developed fact sheets to advocate 

for the placement of trained/certified NSV providers in each 

block of every district of Rajasthan. FOGSI and FPA India are 

members of the National Steering Committee of ARC. 

 Follow- up – It is advisable to schedule a follow up visit within seven days or at least 

within two weeks. This can also be done at home or another health center. The use of 

temporary contraception for three months or 20 ejaculations is important. Preferably, 

the man should undergo a semen analysis after this, to confirm azoospermia. It is 

advisable to give him a clear written summary of these instructions in simple, native 

language. 

o Capacity Building of Providers  

 Value clarification around NSV issues among different cadres of service providers 

including  ASHA, ANMs and other stake holders to promote  NSVs 

 Skills of Medical providers – The training of MBBS doctors and also Obs & Gyns to 

provide this simple procedure is relatively easier. However, ensuring that post training 

they get adequate caseload to implement and practice the skills learnt is important. 

Besides, boosting   their morale and confidence levels are equally important follow-up 

strategies to ensure continuity of the service provision post training. 

 Public Private Partnerships  

Some FPA India branches have forged a successful partnership with the respective state 

governments to support the NSV campaign. For instance, in FPA India Kolkata Branch, 

NSV sessions are conducted 3 to 4 days per week at the FPA India facility. Clients are 

mobilized by the FPA India field team. The branch has also documented a steady 

increase in acceptance of NSV by partners of women undergoing MTP in the FPA India 

facility. Particularly during the period 2011-2013, there was a marked increase in the 

number of NSV procedures reported by this branch due to the steady support from the 

Government of West Bengal towards cash compensation for every case conducted in the 

FPA India facility, and also by deputing surgeons to conduct the procedure.  

 Advocacy – Recognizing the need for system strengthening through capacity building of 

providers in the public health sector,  concerted advocacy efforts have been undertaken 

by civil society organizations 

and professional bodies jointly 

under the umbrella of 

‘Advocating Reproductive 
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Choices” a national level coalition with State Chapters in Rajasthan, Bihar, Madhya 

Pradesh , Uttar Pradesh and Jharkhand.   

Summary and Conclusion: 

NSV is a safe, simple and cost-effective permanent contraceptive option for men.  A multi-

pronged strategy of demand generation through targeted communication at the grassroots, 

value-clarification and capacity building of all levels of service providers to position and 

promote this method at par with female sterilization, ensuring placement of trained NSV 

providers in all public health facilities, an emphasis on pre- and post- procedure counselling 

and follow-up care can all add up to a wider acceptance of the method.  
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