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OPERATIONAL DEFINITIONSOF TERMS
Amenorrhoea: no bleeding or spotting during a 90 day period

Back up contraceptive: include abstinence, male and female condoms,nspeles and

withdrawal.

Contraceptive failure: categorised either method failure or user fail@entraceptive failure in
women who use the contraceptive method propertpisidered a method failure while failure
that takes into account the user’s ability to fellmstructions correctly and consistently is user
failure or typical use failure.

Contraceptive Prevalence Rate: percentage of women who are currently using avsehsexual
partner is currently using, at least one methodoottraception regardless of the method used. It

is reported for married or women in union agedd. 89 years.
Frequent bleeding: more than 5 bleeding or spotting episodes wigh@® day period.
Infrequent bleeding: less than 3 bleeding or spotting episodes widh@® day period.

Prolonged bleeding: one or more bleeding or spotting episodes lastioge than 14 days within
90 days.

Reproductive age: 18 to 49 years.
Unintended pregnancy: mistimed or unwanted pregnancy

Unmet need for Contraception: percentage of women of reproductive age, eitharried or in

union, who want to stop or delay child bearing dm& not using any method of contraception.

Xi



ABSTRACT
Background
Contraceptives are used mainly to prevent unin@ngeegnancies and this is ensured by
consistent and correct use of contraceptives teepitecontraceptive failure. Appropriate use and
counselling on side effects contribute to the cstesit and correct use of contraceptives therefore

maintaining the desired effectiveness.

Objectives

To assess the prevalence, types, level of knowledgthe correct use and prevalence of side
effects of hormonal contraceptives among womenegiraductive age at Kenyatta National
Hospital.

M ethodology

A cross-sectional study was carried out betwetMay 2014 and 30June 2014 targeting 400
women in their reproductive age. Convenient samgplras used to identify study sites while
participants were selected using simple random BagipEthical approval was sort from the
Kenyatta National Hospital and University of Nairdfthical and Research Committee. Data
was collected using an interviewer administeredstjoenaire and analyzed using the statistical

software, Statistical Package for the Social Sa@enersion 20.
Results

The study population comprised mainly of marriedwen between 18-37 years with secondary
and post-secondary education in formal employmewt ethers unemployed. Majority were
Christians. The use of contraceptives was at 42 8#ntraceptive use was associated with
number of children [OR 1.7 (1.3-2.1)] p<0.0001.136.0f contraceptive users were on hormonal
contraceptives. Injectable contraceptives werentbst preferred followed by implants and pills
while the contraceptive patch, coitus interruptod kactational amenorrhoea method were least
used. The choice of contraceptive methods was tedcwith age [OR 2.003 (1.330-3.017)]
p=0.001 and level of education [OR 1.697 (1.13392)b p=0.010. Least side effects, long
duration of action and effectiveness were the rodteria of choosing a hormonal contraceptive
method among the users. Health practitioners werariain source of contraceptive information

while government facilities were the main sourcehaf contraceptives. The level of knowledge

Xii



on the correct use of hormonal contraceptive useliwated and it was associated with the level
of education [OR 1.389 (1.144-2.051)] p=0.000. phevalence of side effects among hormonal
contraceptive users was 75% and it depended onlyhentype of hormonal contraceptive

(p=0.037).

Conclusion

The gap between contraceptive knowledge and usél iwide. Injectable contraceptives are the
most preferred hormonal contraceptives. The le/khowledge on the correct use of hormonal

contraceptive is low and contraceptive side effacescommon.
Recommendations

Programs should be developed to increase the usantfceptives and contraceptive counseling
should be made mandatory at every visit to the lfaplanning clinic. Studies should be carried
out to investigate the gap between contraceptivaviedge and use while others investigate how

to increase correct use of contraceptive.
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CHAPTER ONE: INTRODUCTION

1.1 Background
Contraception is the intentional use of temporéwpg-term or permanent methods to prevent

pregnancy as a consequence of sexual intercourgghlijting viable sperm from coming into
contact with a mature ovum or by preventing a lieetd ovum from implanting successfully in
the endometrium (1,2). Contraceptive methods dheemodern methods or traditional methods.
The modern methods include combined oral contracept(CoCs /pill), progestin only pills
(PoPs / minipill), combined injectable contraceps\(CiCs/ monthly injectables), progestin only
injectable contraceptives (POICs), copper Intranéedevice (IUD), levonorgestrel IUD, male
and female condoms, male and female sterilizatextation amenorrhoea method (LAM) and
emergency contraception. Traditional methods areisonterruptus (withdrawal) and fertility

awareness methods (FAM or natural family planningeriodic abstinence) (2).

Contraception plays a major role in preventing peegy-related health risks. Women'’s health
and well-being are affected negatively by occureent unintended pregnancies. Reduction of
unintended pregnancies proportionately reducesrdéite of unsafe abortions. Contraception
allows for delaying and spacing of pregnanciesanng women who are at an increased risk of
health problems and maternal mortality from eaiyicc bearing while it prevents high risk
pregnancies in older women. Limiting the size ahilees is also made possible by use of
contraception. This contribute to achievement oflemnium development goal (MDG) 5 in
improving maternal health (2,3). Closely spaced dhtimed pregnancies and births which
contribute significantly to infant mortality can lprevented by use of contraception since it
allows for the spacing of pregnancies. Reductioninfant mortality contributes to the
achievement of MDG 4 (2,4).

In Kenya, knowledge of contraception is almost ersal. Ninety-five per cent of women and
97% of men aged between 15 to 49 years know at ¢teees modern method of contraception.
The contraceptive prevalence rate in Kenya is 46%vtach 39.4% use modern methods of
contraception while 6.1% use traditional methodse Tevel of contraceptive use in all sexually
active women in Kenya is 51.1% (5). The prevalenicenintended pregnancies, which include
both mistimed and unwanted pregnancies, in maKeayan women was at 43% in 2008-2009



(5). The main cause of unintended pregnancy is raoaptive failure and non-use of

contraceptives (6).

Hormonal contraceptives exert their contraceptieioa by interfering with the feedback

mechanism that regulates the release of progestemod oestrogen consequently interfering
with either ovulation, fertilization, implantatioror all the three processes. Hormonal
contraceptives include combined oral contracept{@sCs), combined injectable contraceptives
(CiCs), contraceptive patch, combined vaginal ripgogestin only pills (PoPs), implants,

Progestin only injectable contraceptives (PolCs) &mogestin IUD. CoCs, CiCs, patch and
vaginal ring contain both a progestin and an ogstnan varying amounts while PoPs, implants,
PolCs and Progestin IUDs contain a progestin oflye Progestin 1IUD is more than 99%

effective as compared to the pills, injectables¢clpand ring which are about 91% effective in
preventing pregnancy. CoCs and PoPs are admirdsteadly on a daily basis with emphasis on
strict timing for the PoPs. CiCs and vaginal rimg administered monthly while the patch is
applied weekly. Implants are effective for 3-5 ywedPoICs for 12-13weeks and Progestin [UD
for 5 years (2,7-9).

The Medical Eligibility Criteria (MEC) is evidendssed guidelines for safe contraceptive use. It
addresses criteria for initiation and continued afsall contraceptive methods depending on the

comorbidities the woman has (7). The MEC categaie shown in table 1:

Table1: Medical Eligibility Criteria categories

Categories Explanation
1 Can use method No restrictions
2 Can use method Advantages generally outweigh

theoretical or proven risks

3 Should not use method unless |fiheoretical or proven risks generally
other method is appropriate outweigh advantages
4 Should not use method Unacceptable health risk

Kenya has adopted the WHO 2009 MEC in the Natifemaily planning guidelines for service
providers (10).



1.2 Problem statement
The knowledge of contraception in Kenyan womenS% ccording to the Kenya Demographic

and Health Survey (KDHS) 2008-09. This is not comsugate to the prevalence of
contraceptive use in sexually active women whichlid%. It is therefore not surprising that the
prevalence of unintended pregnancy in married womseat 43% due to the gap between
contraceptive knowledge and contraceptive use (5).

Unintended pregnancies are mainly caused by caytae failure and non-use of
contraceptives. The consequences of unintendechamneges affect the woman, the family and
the society at large. One of the consequencesiofanded pregnancies is unsafe abortion which
could lead to maternal morbidity and mortality. Tedh€ould also be risky maternal behaviour
such as alcohol intake, cigarette smoking andtidloug use which have negative effects on the
developing foetus. The woman may also not seekafdenatal care leading to poor birth
outcomes such as low birth weight, prematurity atitl births. After birth, the mother may not
breastfeed the child leading to morbidity and miya malnutrition and impaired child
development. Postpartum depression could devebafinig to child abuse. As all these happen,
marital and family instability could be present emgaating the poor mental health of the woman
(6,11). Unintended pregnancies reduce the charfcatsaming formal education in colleges and
universities especially in teenage women. Thisde@addecreased chances of being part of the
paid workforce and consequently reduced econoraigilgyy. Unplanned pregnancies and birth
reduce earnings both in the short and long ternightened conflict and decreased satisfaction
in relationships may arise from unintended pregi)celationships are more likely to dissolve
after an unintended pregnancy. Individuals who gepee unintended pregnancy are more

likely to experience depression, anxiety and lolseels of happiness (12).

Improvement of contraceptive use and counsellingantraceptive use could play a major role

in prevention of unintended pregnancies and thegative effects (6).

1.3 Purpose of the study
Unintended pregnancies are mainly due to non-usswofraceptives and contraceptive failure

which is either user failure or method failure. Apmriate contraceptive use averts the

occurrence of unintended pregnancies. This stueetbre sought to find out the prevalence of



contraceptive use, the type of hormonal contrageptused, level of knowledge on the correct

use and the prevalence of side effects among haheontraceptive users.

1.4 Objectives

141

Broad objective

To assess the use of hormonal contraceptives amomggn at Kenyatta National Hospital.

1.4.2

1.

4.

Specific objectives

To determine the prevalence of contraceptive usengrwomen in their reproductive age
at KNH.

To find out the type of hormonal contraceptivesaulgg women in their reproductive age
at KNH between % May 2014 and 30June 2014.

To assess the level of knowledge on the correctotig®mrmonal contraceptives among
users at KNH.

To find out the prevalence of side effects amongriomal contraceptive users at KNH.

1.5 Research questions
1. What proportion of women in their reproductive agj&KNH used contraceptives?

Which types of hormonal contraceptives were the ammt KNH between®iMay 2014
and 3¢' June 2014 using?

3. Did the women at KNH know how to use the hormormaittaceptives correctly?

4. What was the prevalence of side effects of hormooatraceptives at KNH?

1.6 Significance of the study
The study sought to establish whether hormonalraoaptive users understood the instructions

of use and therefore used the contraceptives apately. It also sought to find out the most

prevalent side effects which would hinder correw aonsistent use of hormonal contraceptives.

Appropriate and consistent use of hormonal conptages ensures that contraception is achieved

and occurrence of unintended pregnancies is pregient

The study will assist reproductive health workerddrmulate strategies to improve quality of

counselling during initiation and continued usehofmonal contraceptive methods. Improved

counselling will assist hormonal contraceptive sst&r use the contraceptives correctly and

consistently therefore preventing unintended pregies.



In addition, the study will serve as a reference tfte prevalence and pattern of hormonal
contraceptive use, level of knowledge on the correse and prevalence of side effects of

hormonal contraceptives in Kenya.

1.7 Limitations
Some of the women were not able to identify thartwral contraceptive method they were on

leading to exclusion. Response bias and intervidaer might have occurred. Contraception is a
personal, private and sensitive issue thereforeesointhe women might have responded in the
negative concerning the use of the same to conpetdntially embarrassing information.
Participants who used hormonal contraceptives waterviewed on how they used the
contraceptives. The Pl asked the questions on tfwvledge of correct use of hormonal
contraceptives and as the participant gave heronsgs spontaneously, the Pl indicated their
response by ticking the corresponding option. Timight have led to the interviewer interpreting
the responses in their own understanding despéegtiestions being close-ended to minimise

interviewer bias.



CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction
This chapter analyses relevant studies that hase t&ried out with respect to the prevalence of

contraceptive use, the types of contraceptives,useel of knowledge on the correct use and the

prevalence of side effects of hormonal contracegtiv

2.2 Prevalence of contraceptive use
Contraceptive use has been on the rise worldwidegin some regions like Africa, the levels are

lower compared to Latin America and Asia (2,13,18judies have shown the rate of

contraceptive use is high in developed than undetdped countries (15,16). In the USA, 76%

of women are on a form of contraceptive method.(TRe level of contraceptive use is similar

in Canada and Australia at 74% and 70% respectileli,urope, the same scenario is replicated
with contraceptive use in France at 75%, 72% im@ery and 76% in Switzerland (17).

In Asia, contraceptive use has been shown to h&8%38H Nepal (18), 53% in Pakistan (19), and
57% in Bangladesh (20). In an Indian study, 53.8%he women at a tertiary institute were
practising contraception (21). This was similatite contraceptive prevalence in an Indian urban
health centre at 53.84% (22). 44.8% of women ataadShealth care centre were using
contraception (23). These levels are lower thasdhal North America and Europe but similar to
those of South American countries such as Chileravitiee contraceptive use is at 65% and
Guatemala at 50%. However, some South America desrtave high rate of contraceptive use

such as Brazil, Uruguay and Argentina (17).

Africa has the countries with the lowest rates aftcaceptive use such as South Sudan at 8.2%
and Chad at 8%. South Africa, Zimbabwe, Swazilamdi Bgypt have the highest levels of use in
Africa at 65% (17). In Nigeria, the contraceptiveyalence has a wide range of 18.8% to 73.7%
depending on the region (16,24,25). Closer to Ketlya rate in Uganda is at 36%, 41% in
Tanzania, 36% in Ethiopia, 26% in Somalia, 55% waRda and 30% in Burundi (17).

The contraceptive use in Kenya has also been orntliease with variations from region to
region. The contraceptive prevalence rate in Kenga at 46% according to KDHS 2008-09.
Contraceptive use was highest in Central provimdlewed by Nairobi province and Eastern

province came in third. North Eastern province Hasllowest contraceptive use level (5). In a



study at the Kenyatta National Hospital Comprehan§lare Centre, 44.2% of the women were
using one or more form of contraception (26). Lenfetontraceptive use among the youth was at

58% in a study carried out in Kisumu (27).

This variation is possibly due to the differencésacial, economic and cultural backgrounds
(15). The level of knowledge of contraceptives ighhin most of the African countries but
utilisation is quite low. This discrepancy mainlyisas from the poor accessibility to family

planning services and poor level of knowledge atility (16).

The number of women who have ever used contra@pis/usually higher than those currently
using since some stop using due to various reasorss European study, 88.1% of the women
had ever used contraceptives. Romania had the idexed of ever use while Sweden had the
highest level (28). In Nepal, 65% of the women hadd family planning methods before the
study while the current use was at 33.5%. The reafwr discontinuation of contraceptive use
were experiencing side effects, desire for anottt@id, separation from the partner and
inaccessibility of methods (18). A Nigerian studgvealed that 44% of the women were
currently using a contraceptive method while 59% peeviously used. The reasons given for
contraceptive non-use were fear of loss of feytiliear of side effects, intention to have more
children, objection by partner, reduced accessgjbilinaffordability and not sexually active (29).
64% of Ethiopian women had ever used a method wfraception while 43% were still using.
The reason for not using contraception were simitarthose in Nepal and Nigeria (30).
According to the KDHS 2008-09, the contraceptiverewse was 58% for all women while it

was 76% for sexually active unmarried women and 7@%urrently married women (5) .
The extent of hormonal contraceptive use in Keraarot been explored.

2.3 Typesof contraceptives
Variation in the types of contraceptives used $ gdresent. In an Indian tertiary institute, tubal

ligation was the most practised method followedvegectomy, male condoms, 1UDs, fertility
awareness and finally OCPs (21). The picture wéerdnt in an Indian urban health centre
where condoms were the most used form of contree@®CPs were second in line while tubal
ligation was the least used followed by vasecto2®).(A Pakistani study at an urban health

centre, the most common contraceptive method wagerdUD followed by condoms. The least



used method was tubal ligation (31). A similar studrried out in a rural health centre in
Pakistan found out that the most common methodimjastables followed by pills and 1UDs.
The least common method was the condom (32). A INspaly revealed that the most of the
participants used injectables as their preferredhotk of contraception followed by tubal
ligation. Fertility awareness, IUDs and vasectomgrevthe least preferred methods (18). At a
Saudi health centre, pills were popular with thanga followed by IUD. LAM was the least
used method (23).

In a European study, oral contraceptive pills, @mns and IUDs were popular while hormonal
patch, vaginal ring and fertility awareness methaate least used. OCPs were most popular in
Germany, France and Sweden in decreasing frequeiniés' condoms were preferred in UK and
Romania. IUDs were the third most popular espacialSweden (28). OCPs were the most used
contraceptive method used in USA, Italy, Spain,n&ery and UK followed by male condoms.
Abstinence and coitus interruptus were the leastl msethods (33).

According to a study at an antenatal clinic in urS@uth Eastern Nigeria, the fertility awareness
method was the most used method while tubal ligatvas the least used. Condoms were not
used at all (34). In another antenatal clinic idifferent urban setting of South Eastern Nigeria,
condoms were the most preferred method followecdtditus interruptus and OCPs. The least
used methods were LAM and IUCDs (24). The scena@as different in rural south eastern
Nigeria where injectable hormonal contraceptivesenthe most common followed by IUDs.
The least common was female sterilization folloviydsub-dermal implants (35). There was a
similar picture in urban South Nigeria where thenvem also preferred Injectables and IUDs.
Sterilization and barrier methods were the leastgored (36). In another rural setting, I[UCDs,

OCPs, condoms were popular compared to injectaidigsh were the least used (16).

According to KDHS 2008-09, injectables were the mased contraceptives followed by pills
while the least used methods were IUDs and condmtieved by female sterilisation and
fertility awareness method (5). The male condom thaspreferred method of contraception for
the youth in Kisumu followed by fertility awarenasethod while OCPs and abstinence were the
least popular (27). In a study of the contraceptige among HIV infected women attending
CCC at KNH, condoms were used by majority of thengn who were on contraception while

the least used methods were injectables and ingp(a6).
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The variation is due to personal preference, soafasontraceptive information, health status,
socioeconomic and cultural differences, changingtreceptive trends with time and provider
bias (5,15,16).

The reasons for using one method of contraceptimhreot the other as a matter of personal
preference are numerous. Effectiveness, costefidets, permanence and easy availability were
cited by Pakistani women when selecting a famignping method (32). Nigerian rural women
considered safety, partner’s input, complexityradtiuctions of use and duration of action when
choosing a method (34). In a Southern city of Nayethe reasons for the choice of a
contraceptive were least side effects, easy avkiijalzost effectiveness, not user dependent, not

invasive and privacy of use (36).

Women acquire contraceptive knowledge from a nundbfesources. In Pakistan, the sources
include doctors, community health workers, famillamming clinic, radio, mass media and
family/relatives (15,37). According to a Nepali dyu majority of the women obtained
knowledge from media while others obtained frorerfds/relatives and health workers (18). A
Saudi study found out that family/relatives, masdia, health workers and the internet served
as point of reference for contraceptive knowled?®).(Nigerian women obtained information
from health professionals, electronic and print lgctlatives/family, friends and social workers
(24,25,36).

Provider bias arises due to the various sourcesamaptives can be obtained from. In Nigeria,
women get family planning methods from governmditias, private clinics, pharmacies or
chemist and friends (16). At KNH CCC, majority dfetwomen obtained their contraceptives
from public health institutions while the otherstahed from private institutions (26). The
KDHS 2008-09 found out that government facilitiagoglied majority of the contraceptive
methods followed by private medical facilities. &thsources included shops and friends or

relatives (5).

2.4 Level of knowledge on the correct use of hormonal contraceptives
Appropriate use of contraceptive methods is clitioaensure there is no contraceptive failure

which is the main cause of unintended pregnan@gsQontraceptive failure is either method

failure or user failure (1). Unfortunately, the ékvof knowledge on appropriate use was



generally poor in a study conducted in Pakistan).(B®owledge for the appropriate use of
condoms was 5% for female participants. 36% offémeale participants had the knowledge on
the appropriate use of OCPs while only 15% knewapropriate use of IlUDs. Though more
women had knowledge for the appropriate use of O&®RsIUDs than condoms, the level of

knowledge was generally low for all contraceptivetinods to ensure effectiveness.

Among Saudi women, 79.3% knew that they neededke an extra pill if they forgot to take
one in less than 12 hours. 6.5% were aware thgtribeded to take an extra pill and use extra
protection for the next 7 days if they missed tgk®CPs for more than 12 hours. Only 9.8% of
the women knew to take an extra pill in the caseoofiting while 13.5% knew to take an extra
pill and use protection for the next 7 days if diaea persisted. Basically, most of the women
were unaware of missed pills instructions and utdions in case of diarrhoea and vomiting
(39).

In Brazil, 84.5% of the women knew that the pilbsld be taken daily and at the same time
always. 80.7% correctly reported what to do if tliesgot to take the pill. 65.9% and 41.7%
were aware that a new pack should be started wittenfirst five days of commencement of
menstruation and the subsequent pill should beimwithdays after end of the previous pack

respectively (40).

The scenario is replicated in a public health fgnplanning clinic in USA, where 94% of
women knew what to do if they missed one pill, 1@8éw what to do if they missed 2 pills and
only 3% knew what to do after missing 3 pills (4Lhe missed pills instructions are complicated

and not easy to recall as the number of misseslipitieases.

Studies to assess the knowledge of appropriatefusemonal contraceptives in Kenya have not

been done hence the need for this study.

2.5 Prevalence of side effects of hormonal contraceptives
Side effects are a major cause of discontinuatiothed use of contraceptives and some women

do not use contraception for the fear of side-¢$f¢d6,18,31). Counselling patients on the
common side effects of contraceptives assists thaecognising them and coping with them as
they wait for them to resolve or change to anotimertraceptive method (42). Studies have been

done to establish the common side effects of hoalhoontraceptives.

10



In a Saudi study on the safety of the oral coefpéiwe pill, the most reported side effect was
weight gain or increased appetite followed by nausender breasts, acne, abnormal vaginal
bleeding and diarrhoea in decreasing frequency. (B93urvey on the experience with side

effects among women using OCPs in Honduras, headagbre the most experienced followed
by nausea and vomiting, irregular bleeding, amdmw@a and abdominal pain in decreasing
frequency (43). A German study exploring the satisbn of women with the birth control they

were on, the women who had ever used OCPs comglaiheveight gain, headaches, breast

tenderness and nausea in that order (44).

Commonly reported side effects of the hormonal rem@ptive patch are breast tenderness,
headaches, application site reactions, nauseay uppgiratory tract infections, dysmenorrhoea
and abdominal pain (45). In a pooled analysis efgafety and tolerability of the contraceptive
patch, breast tenderness was the most reporte@fet followed by headache, application site
reaction, Nausea, upper respiratory tract infestiand dysmenorrhoea. In a comparative arm of
the study, headaches were most frequent with thhehpeompared to OCPs, then nausea,
application site reaction, breast tenderness, ugsgiratory tract infections, dysmenorrhoea and
abdominal pain (46). Basically the contraceptivécipacauses similar side effects as other
hormonal contraceptives except for the additiondd m@ moderate application site reaction and

higher frequencies of breast tenderness (45,46).

According to a survey in Honduras on experiencehwside effects among injectable
contraceptive users, 72% of the 300 participanpersenced side effects with headaches being
reported by majority of the participants. Irregutdeeding, absence of menstruation, nausea and
vomiting and abdominal pain were also reportedhat tdecreasing frequency (43). In an
American trial, the most common adverse events Weeaglache, weight increase, intermenstrual
bleeding, amenorrhoea and decreased libido whilthenEuropean/Asian arm, amenorrhoea,
intermenstrual bleeding and headache were the mapstted. Other side effects experienced in

both trials were fatigue, injection site pain, memrorrhagia, menorrhagia and acne (47).

In London, implant users were interviewed on tkeiperience of side effects and they reported
to have experienced abnormal bleeding, mood swiwgght gain, acne, anaemia, headaches,
abdominal pains and discomfort at the insertiompdvajority of the users complained of

abnormal bleeding while the least bothersome diidets were abdominal pains and pain at the
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point of insertion (48). In a Swiss study, bleediagnormalities which included infrequent
bleeding, amenorrhoea, prolonged bleeding and metrormhagia were the most reported side
effect on the first follow-up visit in women usirtge implant, followed by dizziness, acne,
weight gain, mood swings, breast tenderness, hbkagdoss of libido, abdominal pain,
depressive mood and hot flushes. In the seconaWalp, only acne had increased in prevalence
while the other side effects had reduced (49). Adiog to a pilot study on the efficacy and
safety of implants in Thailand, implant users cammed of intermenstrual bleeding,
amenorrhoea, infrequent bleeding, headache, dzzimveeight gain, breast tenderness and acne
(50).

For the levonogestrel IUD, women remove it eardie@an scheduled due to abnormal bleeding,
bloating, headaches, weight gain, depression, biteaslerness, excessive hair growth acne,
sexual disinterest, abdominal pain, premenstruati®me and vaginal discharge. The pattern
was similar to the levonogestrel 1UD in that abnakrbleeding was the most reported while

abdominal pain was the least reported (51).

Similar to the prevalence and pattern of hormowaltraceptive use and level of knowledge of
correct use in Kenya, no studies have been doegplmre the prevalence of side effects among

hormonal contraceptive users in Kenya.

2.6 Summary
The use of contraceptives and types of contraceptissed vary from region to region most

likely due to socioeconomic and cultural differesicdealth status and provider bias. The
knowledge on appropriate use of contraceptiveererlly low for all contraceptive methods.
The side effects experienced with hormonal conptaes are similar only varying in frequency

for each particular method.
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CHAPTER THREE: METHODOLOGY

3.1 Introduction
This chapter details the methods of data collect@malysis and presentation that were used in

this study. It focuses on the methodology and steps were taken to enhance validity and

reliability of the data.

3.2 Research design
The study was a cross sectional study that wagedaout between®iMay 2014 and 30 June

2014. This design was deemed suitable becausaiéwat the objectives of the study since the
collection of information was done at one point. iAterviewer-administered questionnaire was

used to collect the required information from tlaetigipants.

3.3 Location of study
The study was carried out at Kenyatta National iakfKNH) in the departments of Obstetrics

and gynaecology, Internal medicine, Paediatrics Sundjery wards which are located from the
ground floor to the eighth floor of the main towsock. The General Outpatient clinic for walk-
in patients was also used as a study &itéH is located along Hospital Road, Upper Hill,
Nairobi. Within the KNH complex there is University Nairobi’'s College of Health Sciences,
Kenya Medical Training College, Kenya Medical Reshalnstitute and National Laboratory
Service (Ministry of Health). The hospital has 5@rds, 22 outpatient clinics, 24 specialized
theatres and an Accident & Emergency departmentd Kidis deemed suitable for the study
because it is the largest referral hospital in Bast Central Africa serving the population in the

aforementioned region and therefore the study@paints were representative.

3.4 Target population

The study population comprised of women aged beaivi@e49 years within the study locations.
This included patients of KNH and their care givestsidents of various learning institutions on
clinical rotations and the staff in the study leeas. These women were in their reproductive

years and were deemed likely to be using contracept

34.1 Inclusion criteria
Women of reproductive age (18-49 years) who comskttt the study were eligible for inclusion

in the study.
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34.2 Exclusion criteria
Women who were using hormonal contraceptive methodsany other indication besides
contraception, pregnant women, post-menopausal wpntBose who had undergone

hysterectomies and those who didn’t give consemé wgcluded from the study.

3.5 Samplesize
The prevalence of contraception usall sexually active women in Kenya is 51.1% (5).

By use of Fisher’s formula, sample size was catedl$52).
n=ZxP (1-P)

d2
Where n = sample size

Z = the value of the normal deviate at a given whanfce level. Confidence interval selected is
95%, therefore Z=1.96

P = proportion of women who use contraceptionhis tase, P=51.1%
d =5% degree of precision/accuracy

n=1.96x0.511(1-0.511)

0.0%
n=383.9

Sampling was done until the sample size was atfaiper this study, 400 women were sampled.
3.6 Sampling technique

Convenient sampling was used to identify the spestudy sites within KNH. Simple random
sampling of patients, students and staff within thproductive age in the departments of
Obstetrics and gynaecology, Internal medicine, Raéigcs and Surgery wards and the General
Outpatient clinic for walk-in patients was done.céin was tossed after approaching a woman
and if it landed on heads, the participant wasuidet! in the study as long as they consented.
This was the best method to enhance the exterfidityaf the findings. The process was done
by the Principal Investigator (Pl) from Monday taday, 8.00am to 5.00pm during the data

collection period.

14



3.7 Data collection techniques
The research instrument was a pre-tested interviadministered questionnaire formulated

based on The Ministry of Public Health and Saretabivision of Reproductive Health National
Family Planning Guidelines for Service Providersl @éne World Health Organization Family
Planning Global Handbook for Providers (Appendix (2,10). Women who consented were
interviewed by the PI in privacy and the respornseered in the questionnaire. The doctor’s
rooms within the wards and clinic were used for ititerviews to ensure privacy. Samples of
hormonal contraceptive method formulations usedenya were availed to assist the women to
identify which one they were on. The data was ctélé over a period of 2 months betweéh 1
May 2014 and 3bJune 2014.

3.8 Study proceduresand methods
Recruitment of study participants took place atdbpartments of Obstetrics and gynaecology,

Internal medicine, Paediatrics and Surgery wardsthe General Outpatient clinic for walk-in
patientsbetween 1st May 2014 and 30th June 2B&m Monday to Friday, 8.00am to 5.00pm
by the PI. The PI introduced herself to a potergeiticipant and gave a brief summary of the
research study to be undertaken including the pires to, benefits, potential risks, and contact
information of the primary investigator. She thewught for written consent to recruit the
individual into the study. Upon meeting the inchrsicriteria and giving written consent, an
individual was recruited into the study where géptants underwent an interviewer-administered

guestionnaire.

The PI administered a questionnaire through a fackce interview. The interview included
sociodemographic information, contraceptive usepwkadge on use and side effects for
hormonal contraceptive users. Interview was coretligt a doctor’'s room where both the Pl and
interviewee were seated. The Pl asked the questmks recorded the responses on the
guestionnaire. The interviewee was at liberty tolide to answer a question, stop the interview
at any time as well as ask questions about the stud

In case the participant did not know their weighd height, they were measured by the PI.
Body weight was measured by having the particigaamd on a pre-calibrated weighing scale
with back straight and eyes facing forward and iregd/as recorded in the questionnaire. Height

was measured with participant standing against asoreng tape mounted on a wall without
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shoes and with back straight and eyes facing fatwaard the reading was recorded in the

guestionnaire.

For the participants who did not use contraceptiaesl those who used non-hormonal
contraceptives, the interview ended after inquiring their contraceptive practices. In case
contraceptive non-users were interested in indmatnto contraceptive use, they were referred to

clinic 66, the family planning clinic in KNH.

Participants who used hormonal contraceptives weesviewed further on how they used the
contraceptives and side effects they had experkentbe Pl asked the questions on the
knowledge of correct use of hormonal contraceptiaed side effects experienced and as the
participant gave her responses spontaneously, thadiated their response by ticking the
corresponding option. If the participant had the asthe hormonal contraceptive they were on
wrong, the Pl gave them the right instructions ratteey have finished responding to the

guestionnaire. In case of any uncertainties, thgggaant was referred to clinic 66.

3.9 Dataquality control
The interviewer-administered questionnaire wasegstetl before use by randomly interviewing

10women by the PI. The questionnaire was then adjwsteordingly.

The data entered was checked for accuracy and etenpiss. Errors and omissions were

rectified.

3.10 Data security
All filled questionnaires were kept under lock akely by the PI. The personal computer on

which the data was analysed was accessed onlygih@yrivate password. Backups in form of
secured external hard disks and hard copies of suined results were kept under lock and key
by the PI.

3.11 Data analysis
A database of the data collected was created uspiginfo version 7. The data was then

analysed using SPSS version 20. Descriptive statistvhich included frequencies and
percentages were derived from the data. P-values wa&culated using Chi-square with the

significance level set at 0.05. Multivariate anaysas done using logistic regression.
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3.12 Ethical and logistical considerations
Authorisation to conduct the study was sought ftbm Kenyatta National Hospital/ University

of Nairobi Ethical and Research Committee (Appent)x

Permission was sought from the respective Nursiffcess-in-charge of Obstetrics and
gynaecology, Internal medicine, Paediatrics andj&yrwards and the General Outpatient clinic
before collecting data.

Informed consent from the study participants whd the inclusion criteria was sought. Each
participant was requested to sign a consent fofioréénclusion into the study (Appendix 1).The
study participants were interviewed privately afidtge information obtained was treated with

confidentiality. Serial numbers were used instefath® patient’s name to protect their identity.
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CHAPTER FOUR: RESULTS

4.1 Introduction
This chapter focuses on the findings of this redealhe data is summarised into tables of

frequencies, percentages and p-values. The reseltsrganised based on the sociodemographic
characteristics of the study participants, prevagenf contraceptive use, type of hormonal

contraceptives used, level of knowledge on theewbruse and prevalence of side effects of
hormonal contraceptives.

Sociodemographic characteristics
Majority of the participants (40.8%) were aged hetw 28 and 37 years (Table 2). Only 25

(6.2%) were above 47 years. 62% were married whierest were either formerly married or
had never been married. Most of the respondent®itiaer tertiary level education or secondary
level education and minority had primary level emtian or no formal education at allore
than half (68.0%) of the women were Christian-pstaat whereas 109 (27.7%) were Christian-
catholic. Muslims and Hindus were both below 5%.sMof the participants were either
unemployed or formally employed while those in imfial employment and self-employed were
fewer. Majority of the women (44.0%) had 1-2 chédrwhile only 2.3% had more than 6
children. Over eighty per cent were non-breastfeggiarticipants. Almost all of the women
(99.2%) were non-smokers. Most of the respondes8%) had normal weight while 131
(33.0%) were overweight and 2.0% were underweight.

Hypertension was the most prevalent morbidity with (2.5%) women having the condition
followed by HIV (Table 3). The participants’ mediican history was also sought to counter
check for interaction with the hormonal contracegdithey were on (Appendix V).
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Table 2: Sociodemographic characteristics

Characteristics Frequency (n)  Percentage (%)
Age (years)

18-27 140 35.0
28-37 163 40.8
38-47 72 18.0
48-57 25 6.2
Marital status

Never married 100 25.1
Currently married 249 62.4
Formerly married 50 12.5
Highest Education level

None 5 1.3
Primary 99 24.8
Secondary 125 31.3
Tertiary 170 42.6
Employment status

Unemployed 152 38.2
Informal employment 49 12.3
Formal employment 110 27.6
Self-employed 87 21.9
Religion

Christian-Protestant 268 68.0
Christian-Catholic 109 27.7
Muslim 13 3.3
Hindu 4 1.0
Number of children

0 99 24.9
1-2 175 44.0
3-4 91 22.9
5-6 24 6.0
>6 9 2.3
Breastfeeding

Yes 68 17.2
No 328 82.8
Smokes

Yes 3 0.8
No 397 99.2
Body Mass Index (BMI)

<185 8 2.0
18.5-24.9 178 44.8
25-29.9 131 33.0

>30 80 20.2

19



Table 3: Morbidities of the study population

Morbidity Frequency (n)  Percentage (%)
Hypertension 10 2.5
HIV 8 2.0
Cancer of the endometrium 4 1.0
Bone fractures and soft tissue injuries 3 0.8
Diabetes Mellitus 3 0.8
Gestational trophoblastic disease 3 0.8
Cancer of the cervix 3 0.8
Cancer of the ovaries 2 0.5
Sickle cell anaemia 2 0.5
Pneumonia 2 0.5
Asthma 2 0.5
Deep Venous Thrombosis 1 0.2
Migraines 1 0.2
Peptic ulcers 1 0.2
Vaginal candidiasis 1 0.2
Vesico-vaginal fistula 1 0.2
Uterine fibroids 1 0.2
Pelvic Inflammatory Disease 1 0.2
Cancer of the vulva 1 0.2
Leukaemia 1 0.2
Arthritis 1 0.2
Tuberculosis 1 0.2

4.2 Prevalence of contraceptive use
The use of contraceptives among the study populatias at 42.8% as shown in table 4. For

those who were not currently using contraceptis8sl% had previously used (Table 5).

Table 4: Prevalence of contraceptive use

Contraceptive Use Frequency (n) Percentage (%)

Yes 171 42.8
No 229 57.2
Total 400 100
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Table5: Level of previous contraceptive use

Previous contraceptiveuse Frequency (n) Percentage (%)

Yes 133 58.1
No 96 41.9
Total 229 100

Contraceptive use was found to be associated waititath status, employment status, number of
children, breastfeeding and the BMI after bivariatealysis (Table 6). Married women were
more likely to be using contraceptives comparethtse who had never been married or were
formerly married. Majority of the participants inrmal employment were contraceptive users
compared to the unemployed, of whom majority weseusing. The more number of children a
respondent had the higher the chances that they arercontraceptives. Breastfeeding women
had a higher likelihood of using contraceptives.réeohan half of underweight and obese
participants were on contraception compared to ehefo had normal weight or were

overweight.

However, after logistic regression the only indeget predictor of contraceptive use was
number of children [OR 1.7 (1.3-2.1)] p<0.0001.
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Table 6: Relationship between contraceptive use and sociodemographic characteristics

Characteristics Yes No
n (%) n(%) Pvalue

Age (years)

18-27 49 (35.3) 90 (64.7) 0.076
28-37 81 (49.7) 82 (50.3)

38-47 30 (42.3) 41 (57.7)

48-57 9 (36.0) 16 (64.0)

Marital status

Never married 17 (17.0) 83 (83.0) <0.0001
Currently married 137 (55.2)111 (44.8]
Formerly married 15 (30.6) 34 (69.4)

Highest Education leve

None 1(20.0) 4 (80.0) 0.084
Primary 40 (40.4) 59 (59.6)
Secondary 45 36.0) 80 (64.0)
Tertiary 83 (49.4) 85 (50.6)
Employment status

Unemployed 51 (33.6) 101 (66.4, 0.018

Informal employment 23 (46.9) 26 (53.1)

Formal employment 57 (52.8) 51 (47.2)
Self-employed 37 (42.5) 50 (57.5)

Religion

Christian-Protestant 113 (42.3)154 (57.7, 0.363
Christian-Catholic 48 (44.4) 60 (55.6)

Muslim 6 (46.2) 7 (53.8)

Hindu 0(0.0) 4(100.0)
Number of children

0 16 (16.2) 83 (83.8) <0.0001
1-2 85 (48.9) 89 (51.1)

3-4 53 (58.9) 37 (41.1)

5-6 11 (45.8) 13 (54.2)

>6 4 (44.4) 5 (55.6)
Breastfeeding

Yes 37 (54.4) 31 (45.6) 0.027
No 130 (39.9)196 (60.1)

Body Mass Index (BMI

<18.5 5(62.5) 3(37.5 0.006
18.5-24.9 60 (33.7) 118 (66.3;
25-29.9 60 (45.8) 71 (54.2)

>30 43 (55.1) 35 (44.9)
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After bivariate analysis, previous contraceptivee wgas associated with age, marital status,
education level, religion, number of children an¥iB(Table 7). The higher the age of a
participant, the higher the chances that she had uentraceptives before. Formerly married
women had a higher likelihood of having used ca®paéion previously compared to those who
have never been married. Educated respondents weme likely to have ever used
contraceptives compared to those who had not redeany formal education. More Christian-
protestants had previously used contraceptives acedpto Christian-catholics, Muslims and
Hindus. The higher the number of children a pgstiot had the higher the likelihood she had
used contraceptives before. Overweight and obeseewavere more likely to have previously
used contraceptives.

Logistic regression revealed that the independeadigtors of previous use of contraceptives
were marital status [OR 0.456 (0.262-0.795)] p=6,@ucation level [OR 0.531 (0.341-0.828)]
p=0.005 and number of children [OR 0.317 (0.19220)bp=0.000.
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Table 7: Relationship between previous contraceptive use and sociodemographic
characteristics

Characteristics Yes No
n (%) n(%) Pvalue

Age (years)

18-27 34(37.8) 56(62.2) <0.0001
28-37 51(61.4) 32(38.6)

38-47 34(82.9) 7(17.1)

48-57 10(62.5) 6(37.5)

Marital status

Never married 23(27.7) 60(72.3) <0.0001
Currently married 79(70.5) 33(29.5)

Formerly married 26(76.5) 8(23.5)

Highest Education leve

None 0(0.0) 4(100.0) 0.021
Primary 40(67.8) 19(32.2)
Secondary 46(57.5) 34(42.5)

Tertiary 43(50.0) 43(50.0)
Employment status

Unemployed 47(46.5) 54(53.5) 0.083

Informal employment 16(61.5) 10(38.5)

Formal employment  32(61.5) 20(38.5)
Self-employed 33(66.0) 17(34.0)

Religion

Christian-Protestant ~ 92(59.4) 63(40.6)  0.047
Christian-Catholic 34(56.7) 26(43.3)

Muslim 2(28.6) 5(71.4)

Hindu 0(0.0) 4(100.0)
Number of children

0 17(20.5) 66(79.5) <0.0001
1-2 66(73.3) 24(26.7)

3-4 32(86.5) 5(13.5)

5-6 10(76.9) 3(23.1)

>6 3(60.0) 2(40.0)
Breastfeeding

Yes 20(64.5) 11 (35.5) 0.337
No 109(55.3) 88 (44.7)

Body Mass Index (BMI

<18.5 1(33.3) 2(66.7) 0.014
18.5-24.9 56(47.5) 62 (52.5)
25-29.9 46(63.9) 26 (36.1)

>30 26(74.3) 9 (25.7)
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4.3 Typesof hormonal contraceptives
Different women use different types of contracegdivlepending on personal preference, source

of contraceptive information, health status, sooom®mic and cultural differences, changing
contraceptive trends with time and provider biase Types of contraceptive used by the study

population and the factors influencing choice wsyeght and the findings were as follows.

4.3.1 Pattern of contraceptive use
The 171 women who were using contraceptives wergasious types as shown in figure 1.

Injectables, intrauterine devices, implants antk pilere popular types while the contraceptive
patch, coitus interruptus and LAM were least ugetther methods that were being used by the
women were barrier methods, sterilization and FABI(56.1%) of the contraceptive users were
on various hormonal contraceptives (Figure 2) whike (43.9%) were on non-hormonal
contraceptives. POICs and implants were used bpnhapf the hormonal contraceptive users
while the contraceptive patch, POPs and progeiihhad less the 5 users each.

Figure 1: Type of contraception

45 O Oral Contraceptive Pills
B I njectables
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O Implants
35
O Intrauterine Devices
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B Contraceptive Patch
25 7 @ Barrier methods
20 B Sterilization
15 O Lactational
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method
0 |
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Figure 2: Type of hormonal contraceptives

O COCs
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The choice of contraceptive methods was found tadseciated with age, marital status, level of
education, number of children and breast feeditegy &ivariate analysis (Table 8). The younger
participants were inclined to hormonal contraceggivcompared to the older participants.

Married women were more likely to be using hormat@htraceptives compared to the women
who had never been married or were formerly marfidée educated respondents were hormonal
contraceptive users compared to the respondenthadhoot received any formal education who
preferred non-hormonal contraceptives. Breastfgedwomen were more likely to be using

hormonal contraceptives compared to those who naréreastfeeding.

Multivariate analysis revealed that the indepengbeeatiictors of use of hormonal contraceptives
were age [OR 2.003 (1.330-3.017)] p=0.001 and le¥etducation [OR 1.697 (1.135-2.539)]
p=0.010.
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Table 8: Relationship between the form of contraceptives and sociodemographic
characteristics

Characteristics Hormonal Non-hormonal P value
n (%) n (%)

Age (years)

18-27 32 (65.3) 17 (34.7) 0.003

28-37 51 (63.8) 29 (36.2)

38-47 12 (40.0) 18 (60.0)

48-57 1(11.1) 8 (88.9)

Marital status

Never married 5(31.2) 11 (68.8) 0.008

Currently married 86 (62.8) 51 (37.2)

Formerly married 5(33.3) 10 (66.7)

Highest Education leve

None 0 (0.0) 1 (100.0) 0.033

Primary 29 (72.5) 11 (27.5)

Secondary 28 (62.2) 17 (37.8)

Tertiary 39 (47.6) 43 (52.4)

Employment status

Unemployed 34 (68.0) 16 (32.0) 0.155

Informal employment 12 (52.2) 11 (47.8)
Formal employment 27 (47.4) 30 (52.6)

Self-employed 23 (62.2) 14 (37.8)

Religion

Christian-Protestant 63 (55.8) 50 (44.2) 0.179
Christian-Catholic 30 (62.5) 18 (37.5)

Muslim 1 (20.0) 4 (80.0)

Hindu 0 (0.0) 0 (0.0)

Number of children

0 5(31.2) 11 (68.8) 0.011
1-2 56 (65.9) 29 (34.1)

3-4 31 (58.5) 22 (41.5)

5-6 4 (36.4) 7 (63.6)

>6 0 (0.0) 3 (100.0)
Breastfeeding

Yes 26 (72.2) 10 (27.8) 0.048
No 70 (53.8) 60 (46.2)

Body Mass Index (BMI

<18.5 3 (60.0) 2 (40.0) 0.464
18.5-24.9 38 (64.4) 21 (35.6)

25-29.9 30 (50.0) 30 (50.0)

>30 24 (55.8) 19 (44.2)
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4.3.2 Reasonsfor contraceptive choice
Least side effects, long duration of action and tneffective were the main reasons why

hormonal contraceptive users choose one method thwerothers. Other reasons included
recommendation by a health practitioner, doesnitehto ingest daily or change weekly,
immediate return to fertility, most available medhdeast cost and privacy of choice with less

than ten of the hormonal contraceptive users citiegn as reasons of choice (Table 9).

Table 9: Reason for choosing the hor monal contraceptive method

Reason Frequency Per centage

(n) (%)
Most effective method 17 17.7
Most available method 4 4.1
Least side effects 33 34.3
Least cost 2 2.0
Immediate return to fertility 5 5.2
Long duration of action 25 26.0
Recommended by health practitioner 9 9.3
Privacy of choice 2 2.0
Does not have to remember to take daily or change 9 9.3
weekly

NB: Some women had multiple reasons

4.3.3 Source of contraceptive information
Health practitioners were the main source of caeptive information followed by family and

friends (Table 10). Other sources included medih advertisement, coursework in school and

internet.

Table 10: Source of hormonal contraceptive infor mation

Sour ce Frequency (n) Percentage (%)
Media and advertisement 5 5.2
Family and friends 24 25.0
Health practitioner 65 67.7
Covered in a unit at school 5 5.2
Internet 2 2.0

NB: Some women had multiple sources

4.3.4 Source of hormonal contraceptives
More than half of the hormonal contraceptive usdrtsined the contraceptives from government

health facilities while 27.8% got from private h#alfacilities. The rest purchased from

community pharmacies (Tables 11).
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Table 11: Source of hormonal contraceptives

Sour ce Frequency (n) Percentage (%)
Government health facility 56 57.7
Private health facility 27 27.8
Community pharmacy 14 14.5
Total 96 100.0

435 Contraceptive counselling
Majority of the women (74, 77.1%) were counselledhow to use the contraceptives they were

using (Table 12). The counselling was done mailynbrses and medical practitioners (Table
13).

Table 12: Number of women counselled on how to use hor monal contraceptives

Counsedlled Frequency (n) Percentage (%)

Yes 74 77.1
No 22 22.9
Total 96 100

Table 13: Source of hormonal contraceptive counselling

Source Frequency (n)  Percentage (%)
Medicine practitioner 25 33.8
Pharmacy practitioner 4 5.4
Nursing practitioner 45 60.8
Total 74 100.0

4.3.6 Pattern of previous contraceptive use among current non-users
Injectables and pills were the most used contragepby participants before they stopped using

them while the contraceptive patch and FAM were ldest ever used methods (Figure 3).
Experience with side effects, desire for more ¢kiddand cessation of sexual activity were the

main reasons for not using contraceptives (Tab)e 14
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Figure 3: Type of contraception previously used by current non-users
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Table 14: Reasonsfor stopping the use of the contraception

Reason Frequency (n)  Percentage (%)
Side effects 49 36.8
Wanted more children 40 30.1
Unavailability 2 15
High costs 1 0.8

Not sexually active 40 30.1
Failure of methods used prior 1 0.8
After medical advice against it 8 6.0

NB: Some women had multiple sources

4.4 Level of knowledge on the correct use of hormonal contraceptives

Use of hormonal contraceptives correctly is critica their effectiveness. How well hormonal
contraceptive users were using the particular tieg were on was sought and the findings are
below. Level of knowledge was assessed on an fatlone” basis according to the Ministry of
Public Health and Sanitation Division of ReproduetiHealth National Family Planning
Guidelines for Service Providers and the World He&rganization Family Planning Global

Handbook for Providers as the standard references.
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4.4.1 Combined Oral Contraceptives
Out of the eighteen COCs users, 88.9% and 66.7% w@nversant with the correct timing of

initiation and daily intake respectively (Table 188.9% of COC users knew the signs to look
out for when using the pills. Slightly more tharifled the women (52.9%) knew what to do after
missing one or two pills or starting a new pack onewvo days late. Only 11.1% were correct on
what to do after missing three or more pills in finst or second week or starting a new pack
three or more days late. 22.2% women knew whattafter missing three or more days in a
row in the third week, after vomiting within two tws of taking the pill and after vomiting or

having diarrhoea for more than two days.

Table 15: Level of knowledge on the correct use of combined oral contraceptives (N=18)

Instruction Frequency  Percentage
(n) (%)

Timing of initiation of COCs 16 88.9

Time to take COCs 12 66.7

Warning signs of COCs 7 38.9

What to daafter missing one or two pills or starting a newlpa 9 52.9

one or two days late

What to do after missing three or more pills in fingt or second 2 111

week or starting a new pack three or more days late

What to do after missing three or more days invairothe third 4 22.2

week

What to daafter vomiting within two hours of taking the pill 4 22.2

What to do after vomiting or diarrhoea for morertitao days 4 22.2

NB: Frequency refers to the number of users with coresponses

4.4.2 Progestin only Injectable contraceptives
All the thirty seven women knew the duration ofiactof the method they were using. Only
28.9% knew how early or late they could go for tepeat injection while 62.1% knew what

measures to take if they went for the repeat imgadater than the stipulated time.
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Table 16: Level of knowledge on the correct use of progestin only injectable contraceptives
(N=37)

Instruction Frequency Per centage
(n) (%)
Duration of effectiveness 37 100
How early or late the repeat injection can be given 11 28.9
What to do after going later than the stipulatetktior the 23 62.1

repeat injection

NB: Frequency refers to the number of users with coresponses

443 Implants
Almost all the implant users (97%) knew the dumatad effectiveness of the method. Slightly

more than 15% of the women were conversant wittc#ire of the site of insertion immediately
after insertion. 61.3% were aware of the dangersstg look out for at the point of insertion of

the implant.

Table 17: Level of knowledge on the correct use of implants (N=33)

Instruction Frequency Per centage
(n) (%)

Duration of effectiveness 32 97.0

What to do after insertion; duration to keep thapof 5 15.1

insertion dry

What to do after insertion; duration to keep thbesmive on 2 6.2

Signs to look out for at the point of insertion 19 61.3

NB: Frequency refers to the number of users with coresponses

4.4.4 Contraceptive patch, Progestin only Pillsand Progestin lUDs
Both women who were using the contraceptive patoéwkthe sites of applying the patch,

duration of action of each patch, how many weeks simould apply the patch, how long one
should not apply the patch and measures to take afpatch detached for more than 24 hours
during the first week of the menstrual cycle. Hoag\both women did not know the measures
to take if a patch detached for less or more ttahotrs during the second and third week of the

menstrual cycle.
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All the three women who were using POPs knew thénty of daily intake of the pills. However,
only one was conversant with the measures to takeey missed one or more pills by three

hours despite their menses having resumed or not.

All the three women who were on the progestin |Ui2W the duration of effectiveness of the
method while two were conversant with how to canfif the device is still in position and the

warning signs to look out for.

Level of knowledge on the correct use of hormormadtaceptives was found to be associated
with type of hormonal contraceptive, level of edima employment status and religion after
bivariate analysis as shown in table 18. Progdklih users were more conversant with the use
of their method compared to contraceptive patchsug&espondents with tertiary level education
were using the hormonal contraceptive they wereamectly compared to those who had no
formal education. Women in formal employment hadligher likelihood of using hormonal

contraceptives correctly compared to those thaeweemployed, self-employed and in informal
employment. Muslim participants were conversanhwlite use of the use of their contraceptive

choices compared to Christians.

After logistic regression, the independent prediab correct use of hormonal contraceptives
was level of education [OR 1.389 (1.144-2.051)] [660.
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Table 18: Correctness of use of hormonal contraceptive and sociodemographic characteristics

Type of hormonal contraceptives Correct use  Incorrect use
n %) n (%) P value
COC: 1(5.€) 17 94.4) 0.011
Patct 0 (0.0 2 (100.0)
POP: 1(33.9) 2 (66.7)
POIC: 5(13.5 32 (86.5
Implant: 1(3.0 32 (97.0)
IUD 2 (66.7) 1(33.9)
Total 10 (10.4 86 (89.6
Characteristics
Age (years
18-27 1(3.7) 31 (96.9 0.10:
28-37 9(17.6 42 (82.9)
38-47 0 (0.0 12 (100.0
48-57 0 (0.0 1 (100.0
Marital statu
Never marrie 1(20.0 4 (80.0) 0.58¢
Currently marrie 9 (10.5 77 (89.5
Formerly marrie 0 (0.0) 5 (100.0)
HighestEducation leve
None 0 (0.0 0 (0.0 0.01¢
Primary 2 (6.9 27 (93.1
Secondar 0 (0.0 28 (100.0
Tertiary 8 (20.5 31 (79.5
Employment statt
Unemploye: 1.9 33 (97.) 0.01¢
Informal employmer 1(8.3) 11 91.9)
Formal employmel 7 (25.9 20 (74.))
Selfemployet 14.3 22 (95.7)
Religior
Christiar-Protestar 5 (7.9 58 (92.]) 0.01(
Christiar-Catholic 4(13.9) 26 (86.7)
Muslim 1(100.0 0 (0.0
Hindu 0 (0.0 0 (C.0)
Number of childre
0 1(20.0 4 (80.0 0.80¢
1-2 6 (10.7 50 (89.3
3-4 3(9.7) 28 (90.9)
5-6 0 (0.0 4 (100.0)
>6 0 (0.0 0 (0.0)
Breastfeedin
Yes 4(15.4 22 (84.6 0.331
No 6 (8.6 64 (91.4
Body Mass Index (BM
<18.t 0 (0.0 3 (100.0 0.19¢
18.5-24.¢ 4 (10.5 34 (89.5
25-29.¢ 1(3.3 29 (96.7
>3C 5(20.8 19 (79.2
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4.5 Prevalence of side effects of hormonal contraceptives
Out of the 96 hormonal contraceptive users, 72 (/158d experienced side effects.

45.1 Combined Oral Contraceptives
Weight changes were the most prevalent side eftecB8.9% followed by headaches at 27.8%

(Table 19). The least reported side effects weeadirtenderness, frequent bleeding, backache

and acne. Other side effects were headaches, e&zinausea and mood changes.

Table 19: Side effects experienced by Combined Oral Contraceptives Users (N=18)

Side effect Frequency (n) Percentage (%)
Breast tendernes 1 5.6
Frequent bleedin 1 5.6
Weight changes 7 38.9
Mood changes 2 11.1
Headaches 5 27.8
Backache 1 5.6
Acne 1 5.6
Dizziness 3 16.7
Nausea 3 16.7

NB: Some women had experienced multiple side effect

4.5.2 Progestin only Injectable contraceptives

Slightly more than half of POICs users (55.3%) kbagderienced amenorrhoea and 34.2% of the
women had experienced weight changes (Table 2@yiri#ss was the least reported side effect.
Other side effects were abdominal bloating and adigort, headache, decrease in sex drive,

prolonged bleeding, infrequent bleeding, frequdeéting, back ache, mood changes and acne.
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Table 20: Side effects experienced by progestin only injectable contraceptives users (N=37)

Side effect Frequency (n) Percentage (%)
Prolonged bleeding 4 10.5
Mood changes 2 5.3
Infrequent bleeding 4 10.5
Acne 2 5.3
Frequent bleeding 3 7.9
Backache 3 7.9
Amenorrhoea 21 55.3
Weight changes 13 34.2
Abdominal bloating and discomfc 8 21.1
Headaches 7 18.4
Decrease in sex drive 7 18.4
Dizziness 1 2.6

NB: Some women had experienced multiple side effect

453 Implants
Amenorrhoea and mood changes were the most repsideceffects by implant users at 53.1%
and 34.4% respectively. The least prevalent sidectf were insertion site complications,

migration and expulsion of rod and decreased libido

Table 21: Side effects experienced by implant users (N=33)

Side effect Frequency (n) Percentage (%)
Lighter bleeding and fewer days of bleedi 6 18.8
Breast tenderness 4 12.5
Frequent bleeding 4 12.5
Mood changes 4 12.5
Infrequent bleeding 4 12.5
Weight changes 11 34.4
Prolonged bleeding 3 9.4
Amenorrhoea 17 53.1
Acne 4 12.5
Headaches 5 15.6
Insertion site complications 1 3.1
Dizziness 3 9.4
Migration and expulsion of rod 1 3.1
Nausea 2 6.3
Decreased libido 1 3.1

NB: Some women had experienced multiple side effect
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4.5.4 Contraceptive patch, Progestin only Pillsand Progestin lUDs
Out of the two women who were using the contrageppiatch; lighter bleeding and fewer days

of bleeding, increased libido and headaches had &ggerienced by one of them.
None of the three POPs users experienced any fettse

Lighter bleeding and fewer days of bleeding, bre@stderness, nausea, weight changes,
prolonged bleeding, white vaginal discharge andlaelaes were reported by at least one of the
three Progestin IUD users.

Prevalence of side effects was associated witlyfhe of hormonal contraceptive that was being
used.

Table 22: Prevalence of side effects by type of hormonal contraceptives

Type of hormonal contraceptive Had side effects Had no side effects

n (%) n (%) P value
COCs 12 (66.7) 6 (33.3) 0.037
Patch 2 (100.0) 0 (0.0)
POPs 0 (0.0) 3 (100.0)
POICs 29 (78.4) 8 (21.6)
Implants 26 (78.8) 7 (21.2)
IUD 3 (100.0) 0 (0.0)
Total 72 (75.0) 24 (25.0)
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CHAPTER FIVE: DISCUSSION, CONCLUSION AND
RECOMMENDATIONS

5.1 Introduction
In this chapter, study findings are discussed amaclasions are drawn from the findings.

Recommendations have been made based on the stdohgé and conclusions drawn.

5.2 Discussion
Consistent and accurate use of contraceptives usiatrin the prevention of unintended

pregnancies and consequently reduction in matamdhinfant mortality (6).

In this study, more than 75% of the participantseatsetween 18-37 years which is comparable
to other findings (5,26). About sixty per cent beétwomen were married, a quarter had never
been married and 12.5% were formerly married gsiitglar to the respondents in KDHS 2008-
09 where majority were married and minority werdei widowed, divorced or separated. The
marital status also mirrored the study at KNH C®Aajority of the respondents had tertiary or
secondary education which contrasts previous fogsliprobably due to the different study site
and population demographics. This could influertee irevalence and pattern of contraceptive
use and their correct use (5,26). The employedcgaahts were more than the unemployed
ones; more than eighty per cent of the women wémsttans while Muslims and Hindus were

less than 5% accumulatively similar to other stad®26).

Prevalence of contraceptive use in this currerttystuas at 42.8%. This was close to the findings
of KDHS 2008-09 where the contraceptive prevalamate was at 46% while contraceptive use
among all sexually active women was 51.1% (5). Istialy at the KNH CCC, 44.2% of the
women were using a form of contraceptive method. (RP6e results are comparable to the rate of
contraceptive use in the other countries in theore@l7,30,53). The rate is higher than the use in
countries such as Sudan, Chad and Somalia but Itvwaer the level of use in South Africa,
Zimbabwe and Egypt (17). The findings are similathwthose of some countries in Asia and
Latin America (17-23) probably due to the simihariin the social and demographic
characteristics. However, this rate was lower timnlevels of contraceptive use in Brazil, USA,

Canada, Australia and Europe since the latter aite developed (17).
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The level of previous contraceptive use among atimen-users in the study was 58.1%. The
observation was consistent to the findings of tldH§ 2008-09 (5). Similar rates were observed
in Nepal, Nigeria and Ethiopia (18,29,30). At 88,1f%%e level of contraceptive ever use in
Europe is far much higher than the findings of gtigdy (28).

These variations are possibly due to the differerdesocial, economic and cultural backgrounds
(15). The level of knowledge of contraceptives ighhin most of the African countries but
utilisation is quite low. This discrepancy mainlgisas from the poor accessibility to family

planning services and poor level of knowledge atility (16).

In this study, the rate of current and previoustimeptive use was associated with marital
status, level of education, employment status, rasnatb children, breastfeeding and BMI. On
multivariate analysis, the independent indicatocarftraceptive use was the number of children.
This is similar to what has been observed in ostedies (26). Education level of Sudanese
couples was the major determinant in the use ofraoeptives (54). Indicators of contraceptive
use among Ethiopian married women included literagg, the number of children and positive
attitude towards family planning (30). According da Nigerian study, use of family planning
was influenced by proximity to health facilitiesarigy, knowledge of contraception and spacing
of children (16). Age, education, contraceptive Wiealge and employment status were reported
to have effect on contraceptive use. Employmentistand education had the greatest impact
after multivariate analysis was carried out (23n a Nepali study, contraceptive use was
associated with the occupation of the women, aggdence, ethnicity and level of education
(18). Education is a common predictor in the usecaftraceptives. Schooled women are
probably more aware of contraceptives thereforegfiem to enable them advance their careers
by delaying child bearing and spacing (39). Théed&nces in determinants are probably due to

different objectives of the studies, sociodemogi@pharacteristics and study sites.

Injectable contraceptives were most used by the evofollowed by IUDs, Implants and OCPs.
Contraceptive patch, coitus interruptus and LAMevidre least used methods. Other methods in
use were barrier methods, sterilization and FAMsTas consistent with the findings of KDHS
2008-09 whereby injectables and OCPs were popwiaest of contraceptives (5). On the
contrary, IUDs were the least popular. Accordingstadies in South and urban South eastern

Nigeria, injectables and IUDs were preferred by platicipants (35,36). A Nepali study also
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revealed that injectables were preferred by thpardents while FAM, IUDs and sterilization
were least used (18). Injectables were also pexleby respondents in a Pakistan health centre
(32). The method was preferred since it was ndusalependent like condoms, long duration of
action, high effectiveness, not user dependentyapyi of choice, easy availability and
affordability (35,36).

However, the findings differed with observationsen condoms was preferred by the women
attending KNH CCC and youth in Kisumu (26,27). larieus parts of Nigeria, the different

patterns of contraceptive use deviated from thislyst(16,24,34). In a European study, oral
contraceptive pills, condoms and IUDs were popwaile hormonal patch, vaginal ring and

fertility awareness method were least used (2&jiamwomen used condoms and tubal ligation
as their preferred methods while some Pakistani evopreferred copper IUD (21,22,31). The
variation is due to personal preference, sourcecaftraceptive information, health status,
socioeconomic and cultural differences, changingtreceptive trends with time and provider
bias (5,15,16) .

The form of contraceptive used was associated wagfd, marital status, level of education,
number of children and breast feeding. The indepengredictors of choice of contraceptive
were age and level of education. These findingeweanilar to the observations of other studies
(55,56). Social, demographical and cultural factarge influence on the choice of contraceptive

methods consequently having an effect on the pattecontraceptive use.

Least side effects, long duration of action and tneffective were the main reasons why
hormonal contraceptive users choose one method tbeeothers. Other reasons cited were
recommendation by a health practitioner, weeklynonthly change times, immediate return to
fertility, most available method, least cost andvagmy of choice. This was consistent with
studies in Nigeria and Pakistan (25,32,35,36). FBhisws that side effects are a major concern
for the women who use contraceptives and shouladoleessed during initiation and throughout

the use of the contraceptives.

Healthcare practitioners were the main source afrageptive information followed by family
and friends. Other sources included media and &dgarent, coursework in school and internet.
This was similar to studies done in Pakistan, Neplgeria and Saudi Arabia (15,18,23—
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25,36,37). Contraceptive information should be eat®y adequate and appropriate therefore
health workers are better placed in disseminatiofarmation from other sources could be
incomplete or incorrect. The majority of the respemts were counselled on how to use the
contraceptives mainly by nurses and medical prag#ts, mainly because the family planning
clinics are run by nurses and medical practitionergarmacy practitioners played a minor role in
contraceptive counselling probably because phaesa&diemists were not a main source of

contraceptives.

Government health facilities were the main sourteharmonal contraceptives followed by
private health facilities. The rest purchased frommmunity pharmacies. These findings were
similar to studies in Kenya and Nigeria(5,16,26heTpreference of government facilities as a

source of contraceptives is probably because faphaligning services are offered at no cost.

Among current non-users of contraceptives, injdetabnd pills were the most previously used
contraceptives while the contraceptive patch and/PAere the least. Experience with side
effects, desire for more children and cessatiosexiual activity were the main reasons for not

using contraceptives (5,24).

Combined oral contraceptives and POP users haddevable knowledge on the timings of

initiation and daily intake of the pills. Howevéhere was poor knowledge on the instructions to
follow and measures to take after missing pillsmitong and having diarrhoea. POICs users
were well conversant with duration of effectiveness the method but they were not

knowledgeable on the grace period between repgattions and measures to taken if they
delayed to go for the next injection. The scenaas replicated with implant and progestin IUD
users. The women were well conversant with thetcwraf effectiveness of the methods but did
not know how to take care of the insertion site dahd warning signs to look to for.

Contraceptive patch users had substantial infoonadn the location and duration of application
of the patch but their knowledge on the instructidn follow and measures to take after

detachment of a patch was limited.

These findings were consistent with other studmsedto explore the knowledge of correct use
of contraceptives (38-41,57,58). The simple instoms of contraceptive use were well

understood but as they become more complex, fewenem were conversant with them. In an
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effort to make the instructions understandableotmrimeasures have been put in place but the

knowledge on correct use of contraceptives islstited (41,58).

Level of knowledge on the correct use of hormomadtaceptives was associated with type of
hormonal contraceptive, level of education, emplegtnstatus and religion. After logistic
regression, the independent predictor of correet afshormonal contraceptives was level of
education. This was similar to a Saudi study whagher compliance was associated with
higher education level and years of contraceptise (39). In Brazil the correct use of
contraceptive was correlated positively with higlueation levels and family income (40). On
the contrary the literacy levels did not have deafon the understanding of contraceptive use in

an American study probably due to the high levélsducation in the American population (41).

Out of all the hormonal contraceptive users, majoniad experienced side effects. This was
similar to the findings of a study in Honduras (4dpwever, it differed with the occurrence of

side effects in women who were using the contracematch (45).
Prevalence of side effects depended on the typerofional contraceptive that was being used.

These findings are consistent with the observatioother studies albeit in different frequencies
(39,43-51). Side-effects should be addressed bgrthaders during initiation to a method since
they affect the consistent and correct use of eseptives. They are also major cause of cause of

contraceptive discontinuation.

5.3 CONCLUSION
The gap between contraceptive knowledge and captae use is still wide. Contraceptive

knowledge is almost universal yet contraceptive igsgtill low. Hormonal contraceptive users
prefer injectables, implants and OCPs due to thstlside effects, long duration of action and
high effectiveness. The level of knowledge on tbeect use of hormonal contraceptives is very
low therefore reducing the effectiveness due toriiststent and incorrect use. The prevalence of
side effects of hormonal contraceptives is highhwitajority of the users experiencing them.
During initiation and subsequent continued usemumial contraceptive users should be taken

through the instructions of use and possible sifdets and how to cope with them.
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54 RECOMMENDATIONS

54.1 Recommendationsfor policy and practice

Programmes should be developed to increase thef wsmtraceptives targeting the women who
are less likely to be using contraceptives duedmgived misconceptions such as they don’t
require to use or fear of side effects. The taggetips should include women who are not in

union, uneducated women and women of low parity.

Contraceptive counselling should be made mandatbeyery visit to the family planning clinic

with emphasis on the instructions of use and sifgets and how to cope with them.

5.4.2 Recommendationsfor research
Further studies should be done to find out the emusf the gap between contraceptive

knowledge and contraceptive use in Kenya and hoawéscome them. Larger studies targeting
specific hormonal contraceptives should be caroedto assess the level of knowledge on the
correct use of the users. Other studies could egphe means through which the level of correct

use of hormonal contraceptives can be increaseth@ndvomen cope with the side effects.
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APPENDICES

6.1 APPENDIX |: CONSENT FORM

To be read in a language that the participantisni in.

Title of the study: Assessment of hormonal contraceptive use among women at Kenyatta
National Hospital.

Institution

Department of Pharmaceutics and Pharmacy Prac8chpol of Pharmacy, University of
Nairobi, P.O. BOX 30197-00400, Nairobi.

I nvestigator

Dr. Nancy Gakii Nkonge, P.O BOX 47880, Nairobi-0010el 0722641735

Supervisors

Dr. P. N. Karimi M.pharm, M.Sc, MBA

Department of Pharmaceutics and Pharmacy Practice

Dr. E. N. Guantai PhD

Department of Pharmacology and Pharmacognosy

Dr. S. A. Opanga M.pharm
Department of Pharmaceutics and Pharmacy Practice

Ethical Approval

Kenyatta National Hospital/ University of NairobtHical and Research Committee, P.O BOX
20723-00202, Nairobi. Tel 2726300/2716450 Ext 44102

I ntroduction

In this study I, Dr. Nancy Gakii Nkonge, a studehtMaster of Pharmacy in Clinical Pharmacy

at the University of Nairobi, will be assessing monal contraceptive use among women at
Kenyatta National Hospital.

Purpose of the study

To find out the prevalence of women on contracestithe type of hormonal contraceptives
used, level of knowledge of the correct use andptiezalence of side effects among hormonal
contraceptive users.

Permission is requested from you to enroll in thesearch study. The following general

principles which apply to all participants in a nead research:
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i. Your agreement to participate in this study @untary. You will get the same care and

medical treatment from this or any other ward/cliwhether you participate in this study or not.

ii. You may withdraw from the study at any time kotut necessarily giving a reason for your

withdrawal without consequences to the servicesrgoaive from this ward/clinic.

iii. After you have read the explanation pleasé feme to ask any questions that will enable you
to understand clearly the nature of the study.

Procedureto befollowed

With your permission, | will ask you some questiaf®ut the contraceptive method you are on.
If you are on hormonal contraceptives, | will emguaow you use them and the side effects you
might have experienced since you started using .thdminformation will be handled with

confidentiality and will only be used for the pugeoof this study.
Benefitsand rewards

I will counsel you on the type of hormonal contiaioee you are on in case you are not well
conversant with the instruction of use and sidea#. If you are not on any contraceptive
method and you are interested in starting, | wilect you to the family planning clinic. There

will be no reward to participate in the study.
Discomfort and Risks

Some questions you will be asked will be of a peatomature and may make you uncomfortable.
If this happens you may refuse to answer if yowclsoose. You may also stop the interview at
any time. Participation may add approximately 15a2@utes to the time you wait before you

receive your routine services.
Assurance of confidentiality

All information obtained from you will be kept sonfidence. At no point will you or your name
be mentioned or used during data handling or inrasuylting publications. Serial numbers will
be used instead.
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Contacts In case you need to contact me, my academic depattor the Kenyatta National
Hospital/ University of Nairobi Ethics and Resea@bmmittee concerning this study please feel

free to use the contacts provided above.
I nfor med consent

I, the undersigned, willingly agree to participatethis study, the nature and purpose of which
have been fully explained to me by the investigatamderstand that the information gathered

will be used for the purposes of this study onlg amaximum confidentiality will be maintained.

Respondent

Sign Date

Witness (Investigator)

Sign Date

Investigators statement

I, the undersigned, have explained to the partitipa a language she understands, the
procedures to be followed in the study and thesraakd benefits involved.

Investigator

Sign Date
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6.2 APPENDIX Il1: QUESTIONNAIRE ON HORMONAL CONTRACEPTIVE
USE

Questionnaire number

A. SOCIODEMOGRAPHIC CHARACTERISTICS
1. Age

0 18-270 28-370 38-470 48-57

2. Marital status

oNever marriedaCurrently marriecaFormerly married

3. Highest Education level

o Noneo Primaryo Secondary: Tertiary

4. Employment status

o Unemployeds Informal employmenti Formal employment Self-employed

5. Religion

o Christian-Protestant Chiistian-Catholica Muslim o Hinduo Buddhisto Traditional

6. Number of children
00ol-20 3-405-60 >6

7. Breastfeeding

o Yeso No

8. Smokes

o Yeso No

9. Weight
10. Height
11.Comorbiditiess Yeso No

Which one(s)?
12. Medication history
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B. CONTRACEPTIVE USE
1. Do you use any form of contraception?

o Yeso No
2. If yes, which one?
oPills olnjectablesalmplanto IUD oPatchoVaginal ringo Barrier methods: Sterilization

o Lactational amenorrhoea methodCoitus interruptusiFertility awareness method

3. If on pills, what is the trade name?2
4. If on Injectables, how often do you go for the atjens?
oEvery monthoEvery 3 months

5. If on IUD, how often are you meant to change tha o
oEvery SyearsiEvery 10years

6. Where do you obtain you hormonal contraception?

oGovernment health facilityPrivate health facilityqCommunity pharmacy

oOthers, Specify

7. For how long have you used that method of hormoaoatraception?

o< 1 yeam1-2 yearsa3-4 yearsa>4 years

8. Why did you settle on that method of hormonal cacgption?

oMost effective methodiMost available methodLeast side effectsLeast cost

oOthers, Specify

9. Where did you get information on the hormonal cacgption?

oMedia and advertisemenfFamily and friendsiHealth practitioner

oOthers, Specify

10. Were you counselled on how to use the hormonakraoeption?

oYesoNo

11.1f yes, by whom?
oMedicine practitioneriPharmacy practitionerNursing practitioner
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oOthers, Specify

12.1f not on any contraceptive method, have you egedwany contraceptives?
oYesoNo

13.1f yes, which ones?

oPills olnjectablesalmplanto IUD oPatchoVaginal ringo Barrier methods: Sterilization
o Lactational amenorrhoea methodCoitus interruptusFertility awareness method
14.Why did you stop using the methods?

oSide effectssWanted more childrenUnavailabilityoHigh costs

oOthers, specify

C. LEVEL OF KNOWLEDGE ON THE CORRECT USE OF HORMONAL
CONTRACEPTIVES

1. Combined oral contraceptives (COCs)

a) On initiation, when did you start taking your pHls

oSame day you were dispensed with the pin a Sunday
oWithin 5 days of commencing the next menstruatiémy day

b) What time do you take your pills?

oAny time | remembenSame time everyday
oMorning onlyoEvening only

c) What warning signs are you meant to look out foemwtaking COCs?

oAbdominal PairoChest paimHeadacheEyes problemsiSevere leg pain

oOthers, specify
d) What should you do if you miss one or two pillsstart a new pack one or two days late?

oTake a pill as soon as possibteTake two pills as soon as possible

oUse back up contraceptives with emergency conttexepl don’t know

e) What should you do if you miss three or more pillghe first or second week or started a
new pack three or more days late?

oTake a pill as soon as possible
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oUse a backup method for the next seven days
olf there was intercourse without backup method, rgerecy contraceptives should be used
o | don’t know

f)  What should you do if you miss three or more dayas fow in the third week?

oTake a pill as soon as possible

aFinish the current pack of pills and start the ek without a hormone free interval
oUse back up contraception for the next seven days

olf there was intercourse without back up, emergermrytraceptives should be used
ol don’t know

g) What should you do if you vomit within two hourstaking the pill?

oTake another pill as soon as possible

oTake two pills as soon as possible

oUse back up method and emergency contraceptive
ol don’t know

h) What should you do if you vomit or diarrhoea fornmthan two days?

oTake another pill as soon as possible

oTake two pills as soon as possible

oUse back up method and emergency contraceptive
ol don’t know

2. Combined injectable contraceptives (CICs)
a) How long is the method of contraception effective?

02 weeksa4 weeksa8 weeksal don’t know

b) How early or late can you go for the next injecion
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o 7 daysa10 daysal12 daysil don't know

c) What do you do if you go later than the stipulaiete for the next injection?
oAbstain from intercourse

oUse condoms, spermicides or coitus interruptus
oUse emergency contraceptive pills if engages eraaurse

3. Contraceptive patch
a) Where can you apply the patch?

oGluteal regiomAbdomenaUpper torsaaUpper arm

b) How long do you apply each patch?
o7daysol4dayso2ldayso28days

¢) How many weeks do you apply the patches?

olweeko2weekso3weeksa4weeks

d) How many weeks don’t you apply the patches?
olweeko2weekso3weekso4weeks

e) What should you do if a patch detaches for mora ¥hours during the’week of the
menstrual cycle?
oPut on a new patch as soon as possible

oMaintain the same patch change day

oMake a cycle of 3 patches

oBack up for 7days with or without emergency corgmimn
al don’t know

f)  What should you do if a patch detaches for less #ahours during the"2or 3% week
of the menstrual cycle?

oPut on a new patch as soon as possible

oMaintain the same patch change day
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aFinish the cycle and start new patch cycle withermone free interval
aFinish the cycle and start new patch cycle afteoranone free interval
ol don’t know

g) What should you do if a patch detaches for mora #hours during the"2or 3¢ week
of the menstrual cycle?

oPut on a new patch as soon as possible

oMaintain the same patch change day

aFinish the cycle and start new patch cycle withearmone free interval
oBack up for 7 days with or without emergency corefion

al don’t know

4. Combined vaginal ring
a) On initiation, when do you insert the ring?

aolmmediately after being issued with a ring
aWithin 5 days of commencement of menstruation
oOn a Sunday

al don’t know

b) How many days do you put in the vaginal ring?

o7daysol4dayso2ldaysa28 days

c) How many days do you stay without the vaginal ring?
o7 daysol4 daysa21 daysi28 days

d) If the ring falls out, what are you meant to do?

oDispose it and buy another ring
oReinsert immediately

oRinse with warm water and reinsert within 3 hours
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ol don’t know

e) What should you do if the vaginal ring is not irag# for more than 3 hours in th& 1
week of your menstrual cycle?

alnsert the ring as soon as possible

oMaintain the scheduled removal day

oBack for 7 days with or without emergency contrdicep
oNo need for back up and emergency contraception

ol don’t know
f) What should you do if the vaginal ring is not irag@ for less or more than 72 hours in
the 2% or 3¢ week of your menstrual cycle?

alnsert the ring as soon as possible

oMaintain the scheduled removal day

oBack for 7 days with or without emergency contrdicep
oStart new cycle without hormone free interval

ol don’t know

5. Progestin only pills (POPs)
a) What time do you take your pills?

oAny time you remembenAt exactly the same time every day
oMorning onlyoEvening only

b) What should you do if you miss one or more pillsrbgre than three hours and menses
have resumed?

oTake one pill as soon as possible
oUse a backup method

alf intercourse had taken place, emergency conttaxeephould be used
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ol don’t know

c) What do you do if you miss one or more pills by entivan three hours and menses have
not resumed?

oTake one pill as soon as possible

oUse a backup method

olf intercourse had taken place, emergency conttaeephould be used
al don’t know

6. Progestin only injectable contraceptive
a) How long is the method of contraception effective?

04-6 weeksi12-13weeks114-16 weeksil don’t know

b) How early or late can you go for the next injecfion

odweeksobweeksa8weeksal don't know

c) What should you do if you go later than the stipedaime for the next injection?
oAbstain from intercourse

oUse a condom, spermicides or coitus interruptus
oUse emergency contraceptives in case of intercauvitbeut backup
ol don’t know

7. Implants
a) How long is the method of contraception effective?

o3 yearsi5 yearsa10 yearsil don’t know

b) How long are you meant to keep the point of insertry?

02 dayso3 dayso4 daysol don’t know

c) After how long are meant to remove the adhesivst@tgut at the point of insertion?

o3 daysa5 daysa7 daysol don’t know

d) What signs are you supposed to look out for apthet of insertion?
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oPainoPusoSwellingoExpulsion of rodal don’t know

8. Progestin IUD
a) How long is the progestin IUD effective?

o5 yearsa7 yearsalOyearsal don’t know

b) How should you check whether the progestin lUDhipasition?

oGo to the hospital every month

oCheck for the strings at the end of menstruation
oLookout for IUD on the tampon/pad during menstromti
al don’t know

c) What symptoms are you meant to look out for whenguhe progestin IUD?

oPelvic painoDyspareunianExcessive bleedingFoul dischargell don’t know
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D. SIDE EFFECTSOF HORMONAL CONTRACEPTIVES

1. Have you experienced any side effects since yatestasing the hormonal contraceptive
you are on?
o Yeso No

2. If yes, which side effects have you experiencedék(the appropriate response)

I.  Combined oral contraceptives (COCs)
Which of the following have you experienced sinoé gtarted taking the COCs?

Side effect Yes No

Lighter bleeding and fewer days of bleeding

Frequent bleeding

Infrequent bleeding

Amenorrhoea

Headaches

Acne

Dizziness

Nausea

Breast tenderness

Weight changes

Mood changes

Myocardial infarction

Stroke

Venous thrombosis or embolism

Others, specify

1. Combined injectable contraceptives (CI Cs)
Which of the following have you experienced sino& gtarted using CICs?

Side effect Yes No

Lighter bleeding and fewer days of bleeding

Frequent bleeding

Infrequent bleeding

Prolonged bleeding

Amenorrhoea

Headaches

Acne

Dizziness

Nausea

Breast tenderness

Weight changes

Mood changes
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Others, specify
I[11.  Contraceptive patch
Which of the following have you experienced sino@ gtarted using the contraceptive patch?

Side effect Yes No

Skin irritation or rash where the patch is applied

Lighter bleeding and fewer days of bleeding

Frequent bleeding

Infrequent bleeding

Prolonged bleeding

Amenorrhoea

Headaches

Nausea

VVomiting

Breast tenderness or pain

Abdominal bloating and discomfort

Flu symptoms/upper respiratory infection

Others, specify

IV. Combined vaginal ring
Which of the following have you experienced sinoé gtarted using the combined vaginal ring?

Side effect Yes No

Skin irritation or rash where the patch is applied

Lighter bleeding and fewer days of bleeding

Frequent bleeding

Infrequent bleeding

Prolonged bleeding

Amenorrhoea

Headaches

Irritation, redness or inflammation of the
vagina(vaginitis)

White vaginal discharge

Others, specify

62



V. Progestin only pills (POPs)
Which of the following have you experienced sinoé gtarted taking the POPs?

Side effect Yes No

Frequent bleeding

Infrequent bleeding

Prolonged bleeding

Amenorrhoea

Prolonged postpartum amenorrhoea

Headaches

Dizziness

Nausea

Mood changes

Breast tenderness

Abdominal pain

Others, specify

V1.  Progestin only injectable contraceptives

Which of the following have you experienced sinoe gtarted using progestin only injectable
contraceptives?

Side effect Yes No

Prolonged bleeding

Infrequent bleeding

Frequent bleeding

Amenorrhoea

Weight gain

Headache

Dizziness

Mood swings

Acne

Pathological bone fractures?

Abdominal bloating and discomfort

Decrease in sex drive

Others, specify
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VII. Implants
Which of the following have you experienced sino@ gtarted using the implant?

Side effect Yes No

Lighter bleeding and fewer days of bleeding

Frequent bleeding

Infrequent bleeding

Prolonged bleeding

Amenorrhoea

Headache

Dizziness

Nausea

Breast tenderness

Mood changes

Weight changes

Abdominal pain

Acne

Insertion site complications: infection, allergic
reaction

Migration of rod(s)

Others, specify

VIII.  Progestin lUD
Which of the following have you experienced sinoeé gtarted using progestin IUD?

Side effect Yes No

Lighter bleeding and fewer days of bleeding

Infrequent bleeding

Frequent bleeding

Prolonged bleeding

Amenorrhoea

Acne

Headaches

Breast tenderness or pain

Nausea

Weight gain

Dizziness

Mood changes

Others, specify
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6.3 APPENDIX I11: KENYATTA NATIONAL HOSPITAL/UNIVERSITY OF
NAIROBI ETHICAL AND RESEARCH COMMITTEE
APPROVAL

O >
>
4{_,,.' HIAL"“"

UNIVERSITY OF NAIROBI KENYATTA NATIONAL HOSPITAL
COLLEGE OF HEALTH SCIENCES -. 2 P 0 BOX 20723 Code 00202
P O BOX 12676 Code 00202 KNH/UON-ERC Tel: 726300-9
Telegrams: varsity Email: vonknh_erc@uonbiac.ke Fax: 725172
(254-020) 2726300 Ext 44355 ‘Website: www.sonbi.ac.ke Telegrams: MEDSUP, Nairobi
Ref: KNH-ERC/A/151 Link:www.uonbi.ac.kefactivities/KkNHUoN 15" May 2014

Nancy Gakii Nkonge
Dept.of Pharmaceutics and Pharmacy Practice
School of Pharmacy

niversity of Nairobi

Dear Dr. Nkonge

RESEARCH PROPOSAL: ASSESSMENT OF HORMONAL CONTRACEPTIVE USE AMONG WOMEN AT
KENYATTA NATIONAL HOSPITAL (P50/02/2014)

This is to inform you that the KNH/UoN-Ethics & Research Committee (KNH/UoN-ERC) has reviewed
and approved your above proposal. The approval periods are 15" May 2014 to 14" May 2015.

This approval is subject to compliance with the following requirements:

a) Only approved documents (informed consents, study instruments, advertising materials etc) will be used.

b) All changes (amendments, deviations, violations etc) are submitted for review and approval by KNH/UoN
ERC before implementation.

c) Death and life threatening problems and severe adverse events (SAEs) or unexpected adverse events
whether related or unrelated 1o the study must be reported to the KNH/UoN ERC within 72 hours of

ification,

d) Any changes, anticipated or otherwise that may increase the risks or affect safety or welfare of study
participants and others or affect the integrity of the research must be reported to KNH/UoN ERC within 72
hours.

e) Submission of a request for renewal of approval at least 60 days prior to expiry of the approval period.
Attach a j rt the 4

f)  Clearance for export of biological specimens must be obtained from KNH/UoN-Ethics & Research
Committee for each batch of shipment.

g) Submission of an executive summary report within 90 days upon completion of the study
This information will form part of the data base that will be consulted in future when processing related
research studies so as to minimize chances of study duplication and/or plagiarism.

For more details consult the KNH/UoN ERC website www.uonbi.ac.ke/activities/KNHUoN.

Protect to Discover
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F~M. L. CHINDIA
SECRETARY, KNH/UON-ERC

el The Principal, College of Health Sciences, UoN
The Deputy Director CS, KNH
The Chairperson, KNH/UoN-ERC
The Assistant Director, Health Information, KNH
The Dean, School of Pharmacy, UoN
The Chairman, Dept. of Pharmacetics and Pharmacy Practice, UoN
Supervisors: Dr. P.N. Karimi, Dr.E.M. Guantai

Protect to Discover
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6.4 APPENDIX IV: MEDICATION HISTORY OF THE STUDY POPULATION

Medication Frequency Per centage
(n) (%)
Antibacterial agents
Amoxicillin+ clavulinic acid 7 1.8%
Erythromycin 2 0.5%
Cotrimoxazole 4 1.0%
Flucloxacillin 3 0.8%
Metronidazole 5 1.2%
Antifungals agents
Fluconazole 1 0.2%
Antituber cular agents
Rifampicin 1 0.2%
Isoniazid 1 0.2%
Pyrazinamide 1 0.2%
Ethambutol 1 0.2%
Antiretroviral agents
Zidovudine 3 0.8%
Tenofovir 2 0.5%
Lamivudine 5 1.2%
Efavirenz 5 1.2%
Antihypertensive agents
Atenolol 4 1.0%
Furosemide 3 0.8%
Amlodipine 1 0.2%
Nifedipine 4 1.0%
Losartan 1 0.2%
Enalapril 1 0.2%
Telmisartan 1 0.2%
Hydrochlorthiazide 3 0.8%
Lipid lowering agents
Atorvastatin 1 0.2%
Antidiabetic agents
Metformin 2 0.5%
Insulin 1 0.2%
Analgesic agents
Paracetamol 2 0.5%
Diclofenac 8 2.0%
Aceclofenac 1 0.2%
Anticoagulant agents
Enoxaparin 1 0.2%
Warfarin 1 0.2%
Antifibrinolytic agents
Tranexamic acid 1 0.2%
Antineoplastic agents
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Cyclophosphamide 3 0.8%
Doxorubicin 4 1.0%
Vincristine 3 0.8%
Methotraxate 4 1.0%
Cytarabine 1 0.2%
Etoposide 3 0.8%
Dactinomycin 3 0.8%
Cisplatin 5 1.2%
Bleomycin 1 0.2%
Carboplatin 1 0.2%
Paclitaxel 1 0.2%
Hydroxyurea 2 0.5%
Vitamin supplements

Ferrous sulphate 2 0.5%
Cachnerve® 1 0.2%
Pyridoxine 1 0.2%
Antacids

Aluminium hydroxide+ Magnesium hydroxide+ 1 0.2%
Simethicone

Antimigraine agents

Sumatriptan 1 0.2%
Beta2 agonists

Salbutamol inhaler 2 0.5%
Corticosteroids

Dexamethasone 3 0.8%
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