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ABSTRACT

Aim To discover whether a hand-out explaining
the benefits of intrauterine contraceptives (IUCs)
and implants could increase their uptake in
Hull, UK.

Methods \We developed a simple double-sided
A4 hand-out. On one side was a script with
pictures of copper and levonorgestrel IUCs next
to a 20 pence coin and of an implant beside a
hairgrip. On the other side was the three-tiered
effectiveness chart published in the textbook
Contraceptive Technology. We implemented the
project in family planning (FP), abortion and
antenatal clinics and general practitioner (GP)
surgeries. The plan was that the receptionist
would give the hand-out to every woman and
ask her to read it before seeing a clinician. We
evaluated the hand-out in FP clinics and GP
practices because routine electronic monitoring
reports were available only for these locations.
Results There was no impact in GP practices.
There was no overall impact in FP clinics, with
the exception of the service hub, in which there
was an increase in the proportion of women
receiving IUCs or implants of 15.0% between
the periods October 2011-April 2012 and May
2012-November 2012 (p=0.0002). This clinic is
open 6 days per week and has permanent sexual
health staff on the reception desk. The
proportion of women receiving IUCs or implants
returned to baseline in December 2012-
November 2013, when a change in clinic
procedure to reduce waiting times caused staff
to stop dispensing hand-outs.

Conclusions This was not a formal study, so
there was no research coordinator to monitor the
project. We think that there was no impact
among GPs because the project was not
implemented by them. The project was poorly
implemented at the four satellite FP clinics. Only
the service hub implemented the project, where
it had a clear impact. We conclude that when

Key message points

» A very simple and cheap intervention
can increase uptake of intrauterine
contraceptives and implants.

» Management to ensure implementation
and to monitor the intervention there-
after is crucial.

» Staff buy-in and ongoing engagement
are essential to the success of the
initiative.

implemented as intended, this simple, very
low-cost long-acting reversible contraception
intervention was highly effective and also
extremely cost effective.

INTRODUCTION

Increasing the use of intrauterine contra-
ceptives (IUCs) and implants is a national
goal in the UK as well as a local goal in
the city of Hull, because they are the
most effective, and cost-effective, revers-
ible contraceptive methods. Increased use
of such methods would reduce the rate
of unintended pregnancy." ? Our initia-
tive was modelled on the Contraceptive
CHOICE Project in St Louis, MO, USA.
Participants in St Louis who wanted to
commence contraception or to change
contraceptive method were offered free
contraception and read a brief introduc-
tory script when inquiring about the
project and when enrolling. The goal was
to increase use of IUCs to 6-10% and
implants to 3% or more.” The results
dramatically  exceeded  expectations.
Among the 9256 participants, 75% chose
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IUCs or implants: 46% levonorgestrel TUC, 12%
copper-T 380A TUC and 17% etonogestrel implant.*
There was a clinically and statistically significant
reduction in abortion rates, repeat abortions and
teenage birth rates.

Implants and IUCs are provided free of charge in the
UK but their frequency of use is nowhere near that in
the CHOICE Project. We thought that perhaps the
introductory script used in the Contraceptive CHOICE
Project may have played an independent role.

METHODS

We developed a simple double-sided A4 hand-out
(Figures 1 and 2) with a small grant from Bayer plc. On
one side was a script with pictures of copper and levo-
norgestrel TUCs next to a 20 pence coin and of an
implant beside a hair grip (both comparisons to show
actual sizes); this hand-out was developed with input
from a focus group, all of whose suggestions we
adopted. On the reverse side was the three-tiered effect-
iveness chart that had previously been published in the
textbook Contraceptive Technology.” We implemented
the project in family planning (FP), abortion and ante-
natal clinics, as well as in general practitioner (GP) sur-
geries. Laminated versions of the hand-out were placed
in clinical rooms. The goal was for the receptionist to
give the hand-out to every woman and ask her to read it
before seeing a clinician who would then ask the
woman if she had read it and if she had any questions.
The hand-outs were also distributed at pharmacies that
delivered oral emergency contraception by patient
group direction and by health visitors making home
visits. We evaluated the hand-out only in FP clinics and
GP practices because only for these locations are regular
electronic monitoring reports generated. It was not feas-
ible to retrieve paper records for women who had abor-
tions or who delivered, and in fact such checking was
pointless for women who delivered as no contraception
was provided before discharge.

The project was initiated in FP clinics in May 2012.
In GP practices the project was phased in from June
to December 2012.

Fisher’s exact test was used to test for differences in
proportions. Calculations were performed with
StatXact with Cytel Studio 8.0™ (Cytel, Cambridge,
MA, USA).

As it represented service development and quality
improvement, the protocol for this intervention was
exempted from research ethics committee review.

RESULTS

In GP practices there was no change in the proportion
of women provided with IUCs or implants, which
essentially remained flat at 2.8% over the period
October 2011-November 2013. In FP clinics overall
there was also no change in the proportion choosing
IUCs or implants after the project initiation.

Among the Hull FP clinics only the main FP clinic,
Conifer House, is open 6 days per week and has per-
manent sexual health staff on the reception desk. The
four other satellite clinics are open for only a few
hours once or twice a week. Therefore, we examined
the results for Conifer House and for the other clinics
separately.

At Conifer House there was an increase in the pro-
portion of women receiving IUCs or implants of
15.0% between October 2011-April 2012 and May-
November 2012 [from 31.0% (898/2895) to 35.7%
(1095/3069), p=0.0002], with the entire increase
driven by the levonorgestrel IUC. The proportion
returned to baseline in December 2012-November
2013 when there was a change in clinic procedure to
reduce waiting times. Over the same time period there
was a 4.6% decrease in the proportion of women
choosing IUCs and implants at all satellite clinics com-
bined [from 33.5% (975/2910) in October 2011-
April 2012 to 32.0% (1025/3208) in May—November
2012, p=0.20]. Women obtaining a copper IUC for

Intra-uterine device (IUD)
‘copper coil’

Y

The IUD and IUS,
pictured here beside a
20-pence coin, go inside

Intra-uterine system (IUS) }
‘hormone coil’ / the womb

The implant, shown
Implant ‘rod’ here beside a hair grip,

e

goes in the arm

Figure 1 The long-acting reversible contraception script used for the intervention in Hull, UK.
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Comparing typical effectiveness of contraceptive methods
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Implant Vasectomy female

Sterilization

How to make your
method most effective

After procedure, little or nothing
to do or remember

Vasectomy: Use another method
for first 3 months

e
Patch

Injectable Pills
ncies per
one year

6-12 pre
100 wome

UD us
Nt 5\\ N\

Injectable: Get repeat injections
on time

Pills: Take a pill each day

Patch, ring: Keep in place,
change on time

Diaphragm: Use correctly every
time you have sex

Ring Diaphragm

® |

Male Female
Condom Condom

Less effective

18 or more pregnancies per
100 women in one year

Spermicides

Fertility Awareness-
Based Methods

Condoms, sponge, withdrawal,
spermicides: Use correctly
every time you have sex

Fertility awareness-based
methods: Abstain or use
condoms on fertile days. Newest
methods (Standard Days Method and
TwoDay Method) may be the easiest
to use and consequently more
effective

Source: Trussell and Guthrie 2011

Figure 2 Three-tiered effectiveness chart for comparing the typical effectiveness of contraceptive methods reproduced from the
textbook Contraceptive Technology.® Permission to reprint this chart was obtained from Contraceptive Technology Communications

and from Ardent Media.

emergency contraception would have been unlikely to
be influenced by the hand-out. The results are virtu-
ally unchanged if those women are removed from the
analysis.

DISCUSSION

The major limitation of our initiative was the absence
of a manager to ensure that the project was actually
initiated at GP clinics and satellite FP clinics, and that
it was maintained long-term at Conifer House, where
there was a change in clinic procedure to reduce
waiting times, with the institution of an ‘express’
clinic run by health care assistants for ‘walk-in’ clients
just wanting condoms, pregnancy tests and asymptom-
atic screening. The already overworked reception staff
had the added responsibility of triaging clients and
directing them to different queues, so they dropped
what they considered to be their least important task,
namely dispensing hand-outs. We did not discover this
until we talked with the reception staff after seeing
our results. Ongoing staff engagement would probably
have been enhanced if we had fed back the positive
results as they were observed. In the four satellite
clinics not all reception staff are dedicated purely to
sexual health, and staff engagement for project work
in general is more challenging. Again, it was not until
we saw our results that we discovered that the

initiative had been poorly implemented. Likewise, we
believe that the initiative was poorly implemented in
GP practices, perhaps because the Conifer House logo
appeared on the hand-out and the GPs therefore felt
threatened by competition.

The impact of such an initiative would possibly be
greater where baseline use of IUCs and implants is
lower than in Hull. The St Louis CHOICE Project
offered same-day placement of IUCs and implants that
undoubtedly increased uptake; same-day placement of
IUCs (bar the placement of emergency IUCs) is not
routinely available in Hull. The CHOICE Project also
offered far more time-intensive counselling than we
are able to provide in Hull.

CONCLUSIONS

We have shown that a very simple and cheap interven-
tion can increase uptake of IUCs and implants; this
must be by far the most cost-effective long-acting
reversible contraception intervention on record. The
variation in uptake with the ‘off-on-off’ implementa-
tion considerably strengthens our conclusion that the
increase we observed was due to this simple interven-
tion. However, lessons learned were that a supervisor/
manager is needed for planning, monitoring and
providing prompt feedback; that a dedicated team
(reception staff and clinicians) is needed for
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implementation; and that ongoing engagement of the Appropriate Use of Long-acting Reversible Contraception
reception staff and clinicians is essential for successful (Clinical Guideline 30). October 2005. http:/www.nice.org.uk/
continuation of such an initiative. CGO30 [accessed 4 March 2014].
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