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Background. Unintended pregnancies remain an important health challenge in South Africa (SA) and worldwide. Improving access to 
contraception and long-acting reversible contraception in particular, may reduce the number of unintended pregnancies.
Objective. To determine the impact of a training and supportive mentoring programme on postpartum uptake of long-acting reversible 
contraceptive (LARC) methods.
Methods. A quality-of-care improvement intervention with pre- and post-intervention evaluation of LARC uptake was conducted 
at a midwife-led, on-site obstetric unit in the Eastern Cape, SA. Midwives were trained in contraceptive counselling and postpartum 
etonorgestrel implant insertion. The researcher provided counselling and postpartum intrauterine device (IUD) insertion services.
Results. In the 10 weeks prior to the intervention, neither the IUD nor the implant were provided in the unit. In the 10 weeks after the 
intervention, uptake of the IUD was n=27/289 (9.3%) and the implant n=21/289 (7.3%). Use of no contraception or condoms increased 
from n=22/273 (8.1%) to n=41/289 (14.2%) (p<0.02). The increase was accounted for by a change in staff in the last 4 weeks of the 
intervention period (n=33/105 (31.4%) v. n=8/184 (4.4%) during the first 6 weeks; p<0.00).
Conclusion. Competing responsibilities of maternity staff may limit the contraceptive options offered to postpartum women. A 
programme of training and supportive supervision resulted in a substantial increase in levels of LARC uptake. Strategies are needed to 
institutionalise comprehensive postpartum contraceptive provision nationally.
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Unintended pregnancies have important medical, psychological 
and social consequences, and contribute substantially to avoidable 
maternal mortality. Globally, in 2012 it was estimated that 40% of all 
pregnancies were unintended, representing 85 million pregnancies, 
of which 50% resulted in termination and 38% in a live birth.[1] The 
estimated number of unplanned pregnancies for sub-Saharan Africa 
was 14 million per annum in 2008.[2] Increased uptake and use of 
long-acting reversible contraceptives (LARCs) could decrease this 
number substantially.

Methods
The study was a quality-of-care improvement study that sought 
to improve uptake of LARC among low-risk postpartum women 
by improving nursing staff knowledge of LARCs, as well as, by 
improving their counselling of patients. The study took place in 
the five-bed postnatal ward of the Duncan Village Day Hospital 
Midwife Obstetric Unit, an ‘on site’ midwife-led obstetric unit 
on the premises of Frere Maternity Hospital, East London, South 
Africa (SA).[3] All patients over the age of 18 were eligible for the 
study. The control group were patients who delivered in the 10 
weeks immediately prior to the intervention (1 November 2017 
- 14 January 2018), while the intervention group were all those 
patients who delivered during the 10-week study period (15 
January - 31 March 2018). Counselling took place between 07h00 
and 08h00 prior to regular discharge of patients at 09h00. All 

patients receiving counselling gave written consent prior to being 
counselled. All postpartum patients are admitted in the postnatal 
ward and are discharged as early as 6 hours post-delivery. A small 
proportion of patients who deliver in the morning may be discharged 
in the afternoon 6 hours postpartum and thereby miss the 07h00 
counselling.

The administration of the desired contraception took place 
immediately following counselling. Nursing staff received training in 
the two weeks prior to the commencement of the intervention. Both 
day teams of nursing staff were trained on insertion of implants and 
intrauterine devices (IUDs) (NovaT Bayer) as well as the important 
aspects of counselling. Nursing champions were identified and were 
encouraged to further their knowledge and skills.

After 6 weeks, there was a changeover between day and night 
shift staff, which had not been anticipated in the planning. In the 
last 4 weeks of the intervention, the new day nursing teams had not 
received the training and had not identified a contraceptive champion. 
This was a lack of foresight in the planning of the study. However, it 
afforded the opportunity to assess the impact of the nursing staff 
training.

Data analysis
Data from the routinely collected labour ward records were extracted 
onto a data collection form, entered onto an Excel spreadsheet 
(Microsoft Corp., USA) and analysed using Epi-info statistical 
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analysis package (CDC, USA).
The following data were collected: contraception choice, age, parity, 
pregnancy booking and HIV status.

The primary objective was to measure the uptake of LARC during 
the study period (from a baseline of non-use). Sub-group analyses 
were planned for age (<20 years v. >=20 years), primiparous v. 
multiparous women and HIV-positive v. HIV-negative women. We 
also conducted a post hoc comparison of uptake during the periods 
with and without specific training of the midwifery staff.

Statistical comparisons were made using rate ratios with 95% 
confidence intervals (CI) as well as the Fisher exact test. p-values 
<0.05 were regarded as statistically significant.

Analysis was made on an intention-to-treat basis. Although every 
effort was made to counsel as many of the intervention group as 
possible, not all patients received comprehensive counselling but 
were nevertheless included in the intervention group statistics.

Ethical considerations
Approval was received from the Walter Sisulu University ethics 
committee (ref. no. 068/2016) and the institutional management. The 
study was a quality-of-care improvement intervention implementing 
current best practice according to national guidelines and presenting 
routinely collected, unlinked data. Individual patient consent was 
obtained from each participant prior to initiation of counselling.

Results
The demographic data for the pre-intervention (n=273) and post-
intervention (n=289) groups were similar (Table 1).

Pre- and post-intervention contraceptive uptake are shown in 
Table 2. Table  3 shows the post intervention sub-group analysis. 
After the intervention, the IUD was chosen by 9.3% and the implant 
by 7.3% of women.

Results for intervention period 1 (15/1/2018 - 28/2/2018) (n=184) 
v. period 2 (1/3/2018 - 31/3/2018) (n=105) are shown in Table 4. In 
the second period, there was less uptake of the implant (which was 
administered by the nursing staff, as well as the researcher, during the 
first period): n=4/105 (3.8%) compared with n=17/184 (9.3%) in the 
first period, though the numbers were small and the difference not 

statistically significant (RR 2.43; 95% CI 0.84 - 7.2; p=0.07). The IUD 
was inserted only by the researcher and uptake was similar between 
the two periods (n=15/184 (8.2%) and n=12/105 (11.3%) respectively, 
RR 0.7; 95% CI 0.35 - 1.47; p=0.24). Uptake of IUDs was similar in 
both HIV-positive and HIV-negative groups.

There was less usage of IUDs among primiparous than multiparous 
women (n=2/88 (2%) v. n=25/160 (13.2%), RR 0.15; 95% CI 0.037 
- 0.64; p=0.0009) and women younger than 25 (n=5/108 (4%) v. 
n=22/140 (13.4%), RR 0.3; 95% CI 0.12 - 0.76; p=0.0045).

Discussion
The HIV prevalences (29.3% in the pre-intervention group and 
29.2% in the intervention group) are in keeping with known 
prevalence in the study area. Within the SA context there is a 
dearth of published studies on the topic of healthcare interventions 
to increase LARC uptake in the postpartum period. The best 
comparisons can therefore be made with studies from other 
low- and middle-income countries. Given that LARCs were not 
previously offered in this unit and that the IUDs is a relatively 
unfamiliar method in this community, the uptake of 9.3% for the 
IUD and 7.3% for the implant was considered a substantial result. 
The uptake of the IUD was not as high as the 37% found in an 
Indian study,[4] which showed an uptake of IUD of 37% after an 
intervention to allow IUD insertion by midwives. This success was 
attributed mainly to the administration of the IUD by nursing staff. 
It was thought that nursing staff work more closely with patients and 
are often from the same communities and therefore patients have 
greater trust in them. India is also noted to have a high acceptance 
of IUD use. A study in Bangladesh found that structured training 
of nursing staff already providing contraceptive services had no 
impact on the overall postpartum IUD insertion rate at 5 months 
post training.[5] The difference in our study may have been that 
the training was within the work environment and supported by 
mentoring from the researcher and the midwife champion and 
that prior to this study contraceptive services were very limited. 
Our study is in keeping with a systematic review assessing uptake 
of LARCs in low- and middle-income countries after healthcare 
provider training, which showed a tendency towards increased 
uptake.[6] A larger multilevel intervention to increase uptake of 
LARCs in Rwanda showed an uptake of nearly 30% of postpartum 
intrauterine device (PPIUD) and 10% uptake of implants post 
intervention. A pre-intervention insertion rate of 7.7 PPIUDs/
month, increased to 214.6 insertions/month.[7] This study is an 
example of addressing contraceptive insufficiencies by targeting 
multiple levels of care and counselling patients at multiple visits and 
having the capacity to provide chosen contraception as desired. An 
intervention of this scale within our communities may influence any 

Table 1 Demographic data 
Pre-intervention  
(N=273), mean (SD)* 

Intervention  
(N=289), mean (SD)*

Age (years) 26.5 (5.5) 26.1 (5.6)
Gravidity 2.17 (1.06) 2.01 (0.9)
HIV positive, n (%) n=80 (29.3%) n=84/289 (29.2%)

*Unless otherwise specified.

Table 2. Comparison of pre- and post-intervention contraceptive usage
Pre-intervention 
control (N=273), n (%)

Post-intervention 
(N=289), n (%) RR 95% CI p-value

DMPA 246 (90.1) 200 (69.2) 0.77 0.7 - 0.83 <0.00
POP 5 (1.8) 0 
IUD 0 27 (9.3) 25.5 3.4 - 186 <0.00
Implant 0 21 (7.3) 19.8 2.6 - 146 <0.00
None 17 (6.2) 34 (11.7) 1.89 1.1 - 3.3 0.016
Condoms 5 (1.8) 7 (2.4) 1.32 0.4 - 4.1 0.425

RR = rate ratio; DMPA = depot medroxyprogesterone acetate; POP = progesterone only pill; IUD = intrauterine device; implant = etonorgestrel implant; CI = confidence interval.
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stigma associated with LARCs and help to increase LARC uptake
Many HIV-positive patients in the intervention group of this study 
showed interest in the use of an implant, but because of the current 
national policy of not providing implants to HIV-positive women 
using enzyme-inducing treatment, were counselled against this choice. 
This is a complex issue. While perfect use of DMPA is associated with 
lower failure rates than the implant in this group, actual failure rates 
are in general higher with DMPA, owing to difficulties in achieving 
perfect use. We would urge revision of the national guidelines in line 
with WHO recommendations to counsel on the relative failure rates 
for women using certain antiretroviral treatment but allowing women 
an informed choice. As the current guidelines are moving towards the 
use of dolutegravir from the use of efavirenz, this issue becomes less of 
a concern.

Depo medroxyprogesterone acetate remains the most widely 
used form of contraception among all age groups regardless of 

parity or HIV status. The greater use of no contraception in the 
post-intervention group appeared to be related to the change of 
staff in the latter part of the post-intervention period.

The aim of this study was not to investigate myths or mistrust 
of LARCs, but it was evident in the counselling process that many 
postpartum women were either unwilling or unable to verbalise 
their reasons for not wanting IUD insertion. A paucity of evidence 
exists in our environment as to why there has been a failure to 
dispel myths and misperceptions around the use of LARC, but a 
strategy of simple evidence-based counselling can overcome some 
of these barriers as has been seen in this study. Unstructured 
observations during the study were peer influences during group 
counselling sessions, the difficulty experienced by busy maternity 
staff to prioritise comprehensive contraceptive counselling among 
many other competing responsibilities and the positive impact of a 
highly motivated ‘champion’ among the nursing team.

Table 3. Post-intervention sub-group analysis according to contraception method
DMPA  
(n=200), n (%)

IUD  
(n=27), n (%)

IMPLANT  
(n=21), n (%)

Condom or none 
(n=41), n (%)

Total  
(n= 289), n (%)

Primiparous 77 (77.8) 2 (2) 9 (9.1) 11 (11.1) 99
Multiparous 123 (64.7) 25 (13.2) 12 (6.3) 30 (15.8) 190
RR 1.21 0.15 1.45
95% CI 1.04 - 1.41 0.037 - 0.64 0.063 - 3.33
p-value 0.01 0.0009 0.25

Age <25 years 92 (80.7) 5 (4.4) 11 (9.6) 6 (5.3 114
Age ≥25 years 108 (61.7) 22 (12.6 ) 10 (5.7) 35 (20) 175
RR 1.117 0.3 1.44
95% CI 0.959 - 1.301 0.12 - 0.76 0.63 - 3.29
p-value 0.099 0.0045 0.26

Age <20 years 23 (82.1 ) 1 (3.6) 3 (10.7) 1 (3.6) 28
Age ≥20 years 177 (67.8) 26 (10.0) 18 (6.9) 40 (15.3) 261
RR 0.88 0.26 1.13
95% CI 0.68 - 1.15 0.036 - 1.873 0.35 - 3.66
p-value 0.21 0.11 0.52

HIV positive 61 (72.6) 12 (14.3) 0 (0) 11 (13.1) 84
HIV negative 139 (67.8) 15 (7.3) 21 (10.2) 30 (14.6) 205
RR 1.2 1.942 0.115
95% CI 0.78 - 1.78 0.950 - 3.972 0.0158 - 0.846
p-value 0.25 0.056 0.0039

RR = rate ratio; DMPA = depot medroxyprogesterone acetate; POP = progesterone only pill; IUD = intrauterine device; implant = etonorgestrel implant; CI = confidence interval.

Table 4. Comparison of contraceptive uptake between period 1 (15/1/2018 - 28/2/2018 – midwives trained) v. period 2 (1/3/2018 - 
31/3/2018 – midwives not trained)

Pre-intervention,  
n (%)

Post-intervention
Period 1
n=184, n (%)

Period 2
n=105, n (%) Period 1 v. period 2

Both periods
(n=289), n (%)

Counselled by staff 273 95 (51.6) 65 (62) RR 0.83; CI 0.68 - 1.02; p=0.092 160 (55.4)
Counselled by researcher 0 89 (48.4) 40 (38) RR 0.78: CI 0.63 - 0/97; p=0.26 129 (44.6)
DMPA 246 (90.1) 143 (77.7) 57 (54.3) RR 1.43; CI 1.18 - 1.73; p <0.00 200 (69.25)
IUD 0 15 (8.2) 12 (11.3) RR 0.7; CI 0.35 - 1.47); p =0.24 27 (9.3)
Implant 0 17 (9.3) 4 (3.8) RR 2.43; CI 0.84 - 7.2; p=0.07 21 (7.3)
None or condoms only 22 (8.1) 8 (4.4) 33 (31.4) RR 0.14; CI 0.07 - 0.29; p<0.00 41 (14.2)
POP 5 (1.8) 0 0

RR = rate tario; DMPA = depot medroxyprogesterone acetate; POP = progesterone only pill; IUD = intrauterine device; implant = etonorgestrel implant; CI = confidence interval.
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Conclusions
Competing responsibilities of maternity staff within the South 
African context may limit access of postpartum women to LARCs. 
However, with specific interventions to empower midwives to 
counsel and provide a wider choice of methods, and supportive 
mentoring, provision of postpartum LARCS is achievable. 
Strategies are needed to institutionalise comprehensive postpartum 
contraceptive provision nationally.
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