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Integrating IUCD insertion with delivery services optimizes opportunities for women to obtain an appropriate long 
term, reversible family planning method. Aim of the study was to evaluate the acceptance of PPIUCD in the community 
and factors influencing it. It was a prospective, interventional study conducted over a period of one year at Department 

of Obs & Gynae, MLB Medical College Jhansi, comprised of 513 women in whom acceptance of PPIUCD was noted and evaluation of associated 
factors was done. All antenatal women between 36-42 weeks of gestation who anticipate delivery and counselled were included. Follow up 
was at 6 weeks. Out of 513 women counselled for PPIUCD, 306 accepted it. Acceptance was significantly high~ 60%. Multipara had significantly 
higher acceptance. Most common reason for acceptance was counselling. At 6 weeks 88.33% females were happy with PPIUCD and wanted to 
continue it. Bleeding p/v was the most common reason for removal. Key words PPIUCD, ACCEPTANCE, COUNSELLING
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Introduction 
Family planning is important not only for population stabilization, 
but it has been increasingly realized that family planning is central 
to improve maternal and newborn survival and health.India accounts 
for more than 20% of global maternal and child deaths, most of them 
preventable1.In spite of availability of wide range of contraceptives, 
the unmet need for family planning in India is estimated to be 21.3% 
by DLHS III survey2. The common reasons for unmet need are unsat-
isfactory services, lack of information, and fear about side effects of 
contraceptive methods. Studies showed that pregnancies taking 
place within 24 months of previous birth have higher risk of adverse 
outcome like abortion, premature labour, postpartum haemorrhage, 
low birth weight babies, fetal loss, and maternal death3, 4 .The recom-
mended interval before attempting the next pregnancy is at least 24 
months in order to reduce the risk of adverse maternal, perinatal and 
infant outcomes4, 5. Postpartum IUDs provide a high level of efficacy 
in the absence of systemic metabolic effects, and ongoing motivation 
is not required to ensure efficacy once the device has been placed6. 
The CuT380A is approved to remain in place for 10 years. With per-
fect use the probability of pregnancy in the first year is 0.6 percent; 
with typical use, the first-year pregnancy rate is 0.5 to 0.8 percent7. 
Integrating IUCD insertion with delivery services optimizes opportu-
nities for women to obtain an appropriate long term, reversible family 
planning method before returning home8. It is also seen that women 
are highly motivated and receptive to accept family planning meth-
ods during the postpartum period and this is the best time when a 
woman is in contact with the health care facility. Appropriate times 
for IUCD insertion in the postpartum periods include the post pla-
cental IUCD insertion, the immediate postpartum IUCD insertion and 
the transcaesarean IUCD insertion. In 2008, the Government of India 
took the initiative to revitalize the PPIUCD services in the country. 
This initiative was taken to address the high unmet need for postpar-
tum family planning (PPFP) services beyond sterilization, and to help 
improve pregnancy spacing, which would contribute in improving 
maternal and child morbidity and mortality status throughout the 
country9. Factors like socioeconomic background, parity, educational 
status, communication between husband & wives, religious beliefs, 
son preference, awareness and access to family planning services in-
fluences the acceptance of PPIUCD10. Material and methods The 
present study is a prospective, interventional study to evaluate the 

acceptance of PPIUCD and factors influencing it.PPIUCD inserted 
within ten minutes of placental expulsion up to 48 hours after deliv-
ery in women delivered at Department of Obs & Gynae, MLB Medical 
College Jhansi(UP) between May 2014  to September 2015. All ante-
natal women between 36 to 42 weeks of gestation who anticipate 
delivery (vaginal / C-section) and counselled for PPIUCD were includ-
ed. PPFP Counselling was done as a part of study either during their 
antenatal visit or while preparing for a scheduled caesarean section 
or early labour or post partum period (within 48 hrs).If females were 
willing to use PPIUCD then we used WHO Medical Eligibility Cri-
teria1 for client assessment. Table 1 about medical eligibility crite-
ria was at the end of this article.Follow up schedule was at 6 weeks 
after PPIUCD insertion. Percentage and chi square test were used 
for statistical analysis. Observation Total 513 women counselled 
for PPIUCD and 306 women accepted it. Acceptance of PPIUCD was 
around 60% .After counselling only around 40% of female refused to 
use it. Table 2 about Acceptance of PPIUCD was at the end of this 
article. Most females (62.09%) were in age group18-25 years. Hindu 
community contributed around 91.5% while Muslim community 
contributed only around 8.5%.Women accepted PPIUCD were mostly 
rural (77.12%) and only22.88% were urban.Around 83% of the total 
study population which accepted PPIUCD belonged to low socioeco-
nomic status. Around 55% women educated below 5th std, 16%  were 
illiterate and 29% educated above 5th std. Around 51% women coun-
selled prior to LSCS,43% during early labour and only 6% counselled 
during their antenatal visits.Around 54% of PPIUCDs were inserted 
during caesarean section. Post placental insertions were 42.48% and 
3.60% PPIUCDs were inserted within 48 hrs after delivery. Acceptance 
of PPIUCD was around 58% in multiparous women and around 42% 
in primiparous women. Most common reason behind acceptance of 
PPIUCD was PPFP counselling (~60%) whether antenatal, during ear-
ly labour or prior to caesarean section. Second most common reason 
(22.22%) for acceptance was completed family. 11.11% were motivat-
ed by ASHA and 6.54% wanted birth spacing. Table 3 about the com-
mon reasons behind acceptance of PPIUCD was at the end of this arti-
cle. 44.77% (137) women came for follow up at 6 weeks.55.23% (169) 
females were lost from study during follow up. 11.67% followed up 
females wanted removal of PPIUCD at 6 weeks while 88.33% females 
were happy with PPIUCD and wanted to continue it. Bleeding per 
vaginum was the most common reason behind the removal of PPI-
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UCD accounted for 37.5%.Second most common reason was missing 
strings in 25% females. Other reasons were infection, expulsion and 
pelvic pain together accounted for 37.5%.

Discussion 
In our study acceptance of PPIUCD was around 60% .In studies done 
previously the acceptance ranges between 25-40%8, 11. In a study in 
Tanzania with 369 women counselled, a total of 102 (27.6%) were 
accepted PPIUCD12.In comparison to those studies the acceptance in 
our study was significantly high. In our study most females (62.09%) 
were in age group18-25 years. Katheit G et al (2013) also found that 
acceptance of PPIUCD was higher in the age group of 21-25 years 
(50.88%) 8.PPIUCD acceptance was significantly higher in Hindu com-
munity (91.5%).In Muslim community acceptance was only around 
8.5%.This huge difference may be because they are minority pop-
ulation and their different cultural/religious belief. 77.12% rural and 
22.88% urban population accepted PPIUCD. These differences are 
not statistically significant may be because urban population is less 
than the rural population attending the institute or may be because 
urban population is economically stronger than rural population and 
can afford better health care services than govt. medical institutions. 
Around 83% of women accepted PPIUCD belonged to low socioeco-
nomic status. Reason may be that for these women, this was the best 
opportunity to receive information about contraception when they 
were in contact with healthcare providers. In our study acceptance of 
PPIUCD was higher among women with up to primary education or 
above (~84%), than those with no formal education (~16%). Similar 
to a study done in Egypt by Safwat et al where women with no formal 
education had an acceptance of 9.4% while those with formal educa-
tion had19.4%11.Around 51% women counselled prior to LSCS,43% 
during early labour and only 6% counselled during their antenatal vis-
its. Glazer, A.B., Wolf, A., & Gorby, N. (2011) also concluded that prena-
tal visits and postpartum contact with health care providers create an 
opportunity to discuss family planning and contraception13. Around 
54% of PPIUCDs were inserted PPIUCD during caesarean section. Post 
placental insertion was 42.48% and 3.60% PPIUCDs were inserted 
within 48 hrs after delivery. According to program learning for PPI-
UCD integration with maternal health services (MCHIP/USAID 2012) 
three different types of PPIUCDs were inserted in India, post placental 
43%, intracesarean 36% and immediate 21%.This difference was may 
be because of small sample size. Acceptance of PPIUCD was around 
58% in multiparous women and around 42% in primiparous women. 
This difference was statistically significant. Most common reason be-
hind acceptance was PPFP counselling (~60%). Second most common 
reason (22.22%) was completed family and others were motivated by 
ASHA (11.11%), 6.54% wanted birth spacing. Similar findings were re-
flected in the study done by Safwat et al in Egypt, where 16% of prim-
iparous accepted the use of PPIUCD compared to one third of grand 
multiparous11. At 6 weeks 55.23% (169) females were lost from study 
during follow up while only 44.77% (137) women came for follow up. 
11.67% followed up females wanted removal of PPIUCD at 6 weeks 
while 88.33% females were happy with PPIUCD and wanted to con-
tinue it. Bleeding per vaginum was the most common reason behind 
the removal of PPIUCD accounted for 37.5%.Second most common 
reason was missing strings in 25% females. Other reasons were infec-
tion, expulsion and pelvic pain together accounted for 37.5%. Similar 
results were found in study done by Rukiya Abdulwahab Mwinyi Ali 
(2012), expulsion rates of the immediate PPIUCD at 4 weeks interval 
was 6.4%.pelvic infection 3.2% and lost strings were 5.3%12.  Expul-
sion rate was 10.5% in the study of Katheit G et al (2013)8.

Conclusion 
In India for last few years acceptance of PPIUCD was significantly in-
creased. Most common reason behind this increased acceptance was 
PPFP counselling. 

Abbreviations 
PPIUCD-Postpartum intrauterine contraceptive device, PPFP- Postpar-
tum family planning, DLHS-District Level Household and Facility Sur-
vey, ASHA-Accredited social health activist

Table 1: WHO Medical eligibility criteria for client assess-
ment

Category 1 Condition for which there is no restriction for the use 
of the contraceptive method. Safely use.

Category 2
Condition where the advantages of using the method 
generally outweigh the theoretical or proven risks. 
Generally use.

Category 3
Condition where the theoretical or proven risks 
usually outweigh the advantages of using the 
method. Generally do not use.

Category 4 Condition which represents an unacceptable health 
risk if the contraceptive method is used. Do not use

Table 2: Acceptance of PPIUCD

Total no of females 513 Percentage 
Accepted PPIUCD 306 59.64%
Not Accepted PPIUCD 207 40.36%

Table 3: Common reasons behind acceptance of PPIUCD

Reasons No of females
Counselling 184 (60.13%)
Family completed 68 (22.22%)
Motivated by ASHA 34 (11.11%)
Wanted birth spacing 20 (6.54%)
Total 306
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