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The impact of a postpartum IUD intervention on contraceptive
counseling and choice in Sri Lanka
Post-partum Intrauterine Device (PPIUD)
intervention increased counselling by 39
percentage points, from an average
counselling rate of 12% in all hospitals prior to
the intervention to an average rate of 51% in
all hospitals after the rollout of the
intervention. The choice of PPIUD doubled,
but remained low, from 4.1% of women
choosing PPIUD prior to the intervention
compared to 9.8% after the rollout of the
intervention. Hence, the intervention had a
large positive impact on receipt of PPIUD
counselling and, to a lesser degree, on choice
of PPIUD method.
Background
The World Health Organization (WHO) recommends that a woman wait at least 24 months after
a live birth before attempting the next pregnancy
in order to reduce the risk of adverse maternal and
child health outcomes. Most women are unaware
of how soon fertility can return postpartum and,
therefore, they may not initiate contraception in a
timely fashion exposing themselves to a greater
risk of unintended pregnancy. Studies show that
many women who express a desire to postpone or
limit childbearing do not receive any postpartum
method because they fail to return for a postnatal
visit, are lost to follow up, or face other barriers to
receiving care. As a result, two out of three women
are estimated to have an unmet need for contraception in the year following the birth of a child.
The immediate postpartum intrauterine device
(PPIUD) is a long-acting, reversible method of
contraception that can be used safely and effectively within 48 hours of delivery and even while
breastfeeding. The PPIUD offers a convenient
contraceptive option to all women, but especially
to those who cannot return for follow-up visits
because of distance, travel costs, time constraints,
or other barriers to access. The International Feder-

ation of Gynaecology and Obstetrics (FIGO), in
collaboration with its national affiliate in Sri
Lanka, the Sri Lankan College of Obstetrics and
Gynaecologists (SLCOG), launched an initiative in
2014 to institutionalize PPIUD services as a
routine part of antenatal counseling and delivery
room services in Sri Lanka. In parallel, a study was
initiated, in collaboration with the Harvard T. H.
Chan School of Public Health, to evaluate the
impact of the FIGO-SLCOG PPIUD intervention on
PPIUD counselling and choice of PPIUD in six
District General Hospitals (DGHs) in Sri Lanka.
Methodology
A stepped-wedge cluster-randomized design was
used and the six hospitals were first matched into
pairs based on similar geography, ethnolinguistic
composition, and annual obstetric caseload.
Following the paired matching, one hospital
within each pair was randomized into Group 1
with intervention starting after three months of
baseline data collection, while the other hospital
in the pair was assigned to Group 2 with intervention starting after nine months. The baseline
survey was started in all six hospitals on the same
day, but the starting date of intervention varied
between the two groups.
All women who gave birth in six hospitals were
eligible for the study and data were collected
from those who consented over a period of 16
months from 7 Sep 2015 to 7 Jan 2017. Data was
obtained through one-to-one interviews in postnatal wards before women were discharged from
the hospital following their delivery. It was
discovered that PPIUD services were already
being provided in Nawalapitiya (Group 1 hospital) and Nuwaraeliya (Group 2 hospital) independently prior to the rollout of the FIGO-SLCOG
intervention. Of the 40,382 women who were
admitted to the six hospitals over the 16-month

enrolment period, 40,352 (99.9%) women were
Except for women’s educational attainment,
eligible for the study and 39,772 (98.6%) of those
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Group 1 and Group 2 women during the
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women with lower secondary education.
intervention on PPIUD counselling and choice of
PPIUD, researchers used an intention-to-treat (ITT)
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Majority of women received PPIUD counselling in the antenatal period. Many
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The Majority of women received PPIUD
counselling in the antenatal period. Many
counselled women could recall the benefits of
PPIUD and reported that they were given the
opportunity to ask questions.

Among all women counselled on PPIUD, 19.2% of
women could either not recall any benefits or
disadvantages of the method or could only recall
disadvantages (Table 1). 68.5% of women could
only recall benefits of the method while 12.3%
could recall both benefits and disadvantages.
64.7% of women were counselled during antenatal
counselling or before admission to the hospital for
delivery, only 8.9% of women were counselled after
admission while 26.4% were counselled both
before (during antenatal visits) and after admission
for delivery. Around 60% of women said that they
were given opportunity to ask questions during
their counselling session and only one-fourth
reported
receiving the PPIUD educational leaflet
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While the intervention increased counselling rates,
some subgroups of women were more likely to be
counselled. Particularly, women with at least higher
secondary education were more likely to receive
PPIUD counselling. Women who belong to Indian
Tamil and Sri Lankan Moor ethnic groups and
women who lived far from the hospital (more than
3 hours) were less like to receive counselling.
Choice of PPIUD in Nawalapitiya was higher
than in all other hospitals throughout the study
period. The choice was also higher in Group 2
hospitals than in Group 1 hospitals as observed
for PPIUD counselling (Figure II).
Choice of PPIUD was low during the baseline period
in all hospitals, except Nawalapitiya and Nuwaraeliya. The rate of PPIUD choice in Nawalapitiya during
the entire study period was as high as 50% in some
months. Choice of PPIUD in Nuwaraeliya was lower
than Nawalapitiya ranging 3% to 6%. Immediately
after the intervention started, modest increase in
the choice of PPIUD was observed in the other four
hospitals.
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Although there was a marginal increase effect by
intervention on choice of PPIUD, researchers
observed that choice of PPIUD does not significantly vary by subgroups of women.
Conclusions and Policy Implications
FIGO-SLCOG intervention had an impact on
increasing PPIUD counselling rates and, to a lesser
extent, on choice of PPIUD among women who
were admitted to six study hospitals in Sri Lanka.
Rates on PPIUD counselling fluctuated across
hospitals and within hospitals over the study
period.
Rollout of insertion services varied sizably over the
study period within the four hospitals with no
PPIUD services prior to intervention. Frequent
changing of PPIUD trained medical staff (e.g. medical interns in the maternity wards) might have
affected PPIUD insertion service.
Women who are knowledgeable of PPIUD benefits
and disadvantages as well as women who had an
opportunity to ask questions to the counsellors
were more likely to choose PPIUD. Thus, improving
counselling quality may increase the PPIUD
method uptake. Study investigators also found
that women who had two previous births were
more like to accept PPIUD.
The provision of PPIUD counselling differs by
ethnicity of women, especially for minorities. The
reason for this disparity could be either an underly-

ing counsellor bias or reluctance of minority
women to receive counselling services.
Although physicians provide PPIUD insertion
services in Sri Lanka, training on insertion could be
expanded to nurses and other medical personnel as
it has in other countries where FIGO intervention
was rolled out. Findings from those countries show
that insertions by nurses and other medical personnel have similar expulsion and complication rates to
those by physicians.
This study demonstrates that incorporating PPIUD
services into postpartum maternity care is feasible
and potentially effective. However, the effectiveness of such an intervention should be further
strengthened by improving coverage and quality of
counselling to successfully meet the demand for
PPIUD family planning of women who seek to space
or limit births.
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Table 1: Characteristics of counselling for PPIUD and PPIUD knowledge, if counselled

Table 1: Characteristics of counselling for PPIUD and PPIUD knowledge, if counselled
Variable
PPIUD knowledge
can’t recall any benefits/disadvantages, or recall disadvantages only
recall benefit(s) only
recall both benefit(s) and disadvantage(s)
Timing of PPIUD counselling
Before admission, during ANC
After admission only
Both
Women given opportunity to ask questions
Woman given a leaflet during counselling
N

percentages are coming from
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n (proportion)
2,607 (0.192)
9,289 (0.685)
1,666 (0.123)
8,824 (0.647)
1,218 (0.089)
3,606 (0.264)
8,009 (0.590)
3,302 (0.243)
13,569 (1.000)
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