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FOREWORD 

 
 

During the past 20 years we have made great progress in the provision of family planning and 
reproductive health services in Kenya.   Our Total Fertility Rate has declined from about eight 
20 years ago to about 4.5 by 1998 according to the 1998 Kenya Demographic and Health 
Survey (KDHS-III).  In 1989 15 percent of married women ages 15-49 were using modern 
contraceptive methods – an estimated 720,000 total users of modern methods.  In 1998 24 
percent of women ages 15-49 were using modern contraceptive methods, and the total 
number of users of modern methods had more than doubled to 1,650,000. 

 
Nevertheless, great challenges remain.  There are wide differentials in mortality, fertility, and 
contraceptive use.  There is a high level of unmet need for family planning.  Many people who 
practice family planning still rely on ineffective traditional methods.  The proportion of 
contraceptive users that use longer-lasting methods (IUCD, sterilization, and implants) has 
declined significantly in the past decade.  These methods are both more effective and less 
costly over the long run, and we need to consider ways to improve the popularity and quality 
of services for these methods.  Due to our high fertility in the recent past, we will continue to 
experience rapid growth in the reproductive age population, and this growing number of 
women and couples needs access to good quality family planning and reproductive health 
services.  In addition, a growing number of family planning users needs to use both an 
effective contraceptive method and a condom (dual method use) in order to prevent 
unwanted pregnancies and to protect themselves and their partners from HIV and other 
sexually-transmitted diseases. 

 
This study makes important contributions to the challenges of addressing effectively our 
family planning and reproductive health needs.  It provides essential information on family 
planning and related reproductive health issues in Kenya, documents our accomplishments, 
articulates in detail the priority challenges that we must address, and also identifies priority 
issues that need further study. 

 
It is my hope that this document will be of great use to policymakers and program managers 
in family planning and reproductive health including both those working in government and 
non-government sectors as well as our international partners.  This document will be 
especially useful for the preparation of the Government of Kenya’s Contraceptive 
Commodities Strategy for 2000-2004. 

 
On behalf of the Government of Kenya, I want to extend sincere thanks to the United States 
Agency for International Development for providing the financial and technical support 
through the POLICY Project that made this study possible.  I especially want to thank Dr. 
Karen Allen, Ms. Eileen Perkett Welsh, Dr. James Kocher, and Ms. Angeline Tennah of the 
POLICY Project for their essential contributions in the preparation of this document. 

 
 
 

Dr. Richard Muga 
Director of Medical Services 
Government of Kenya  



FAMILY PLANNING AND REPRODUCTIVE HEALTH IN KENYA 

 

 
 

 



I 

 

 

TABLE OF CONTENTS 

LIST OF TABLES ....................................................................................................................................................v 

LIST OF FIGURES................................................................................................................................................. vi 

LIST OF ACRONYMS.......................................................................................................................................... vii 

ACKNOWLEDGMENTS.....................................................................................................................................viii 

EXECUTIVE SUMMARY..................................................................................................................................... ix 

A. Findings on Method Mix, Contraceptive Users, and New Acceptors .......................................................ix 
B. Trends in Quality of Care.....................................................................................................................................ix 
C. Summary of Characteristics of Modern Contraceptive Methods................................................................x 

1. Injectables ............................................................................................................................................................x 
2. Oral contraceptives ...........................................................................................................................................xi 
3. Intrauterine Contraceptive Device (IUCD)..................................................................................................xi 
4. Female Voluntary Surgical Contraception (FVSC).................................................................................. xii 
5. Male condoms.................................................................................................................................................. xii 
6. Norplant implants............................................................................................................................................. xii 
7. Male sterilisation (vasectomy)...................................................................................................................... xiii 
8. Vaginal Barriers and Spermicides ...............................................................................................................xiii 
9. Emergency contraceptive pills (ECPs)...................................................................................................... xiii 

D. Summary of Costs ..............................................................................................................................................xiii 
1. Individual method public sector costs.........................................................................................................xiii 
2. Projected public sector costs for method mixes ...................................................................................... xiv 
3. Financing........................................................................................................................................................... xiv 

E. Strategic planning for commodities................................................................................................................. xiv 

CHAPTER I  INTRODUCTION............................................................................................................................1 

A.  Rationale .................................................................................................................................................................1 
B. Goal and objectives ...............................................................................................................................................2 
C. Methodology............................................................................................................................................................2 
 Explanation of Icons ..................................................................................................................................................2 

CHAPTER II  TRENDS ..........................................................................................................................................3 

A. Trends in Contraceptive Use and Mix...............................................................................................................3 
1. Trends in current use........................................................................................................................................3 
2. Trends in method mix........................................................................................................................................3 
3. Trends in dual method use..............................................................................................................................6 

B. Contraceptive Method Availability at the National Level ...............................................................................6 
1. Policy and delivery systems at the national level .......................................................................................6 
Availability from national-level sources..............................................................................................................7 
3. Individual-level sources.....................................................................................................................................9 

C. Trends in Use and Nonuse..................................................................................................................................9 
D. Trends in Quality of Care .................................................................................................................................. 11 

1. Strengths and weaknesses of service provision .....................................................................................11 
2. Post abortion care...........................................................................................................................................13 

E. Policy and Projections........................................................................................................................................13 

CHAPTER III  INJECTABLES...........................................................................................................................15 

A. Description of the Method ................................................................................................................................. 15 
1. Mechanism of action ......................................................................................................................................15 
2. Continuation rate .............................................................................................................................................15 



FAMILY PLANNING AND REPRODUCTIVE HEALTH IN KENYA 

II 

3. Advantages and indications ..........................................................................................................................15 
4. Disadvantages, side effects, and cautions ................................................................................................16 
5. Medical eligibility..............................................................................................................................................16 
6. Discontinuation................................................................................................................................................16 
Special issues.......................................................................................................................................................16 
8. Equipment, expendable supplies, and infrastructure required for safe provision of the method.17 

B. User and Nonuser Profiles ................................................................................................................................17 
C. Barriers to use and measures to increase use............................................................................................18 
D. Sources for Injectables ......................................................................................................................................18 

1. National supply and distribution...................................................................................................................18 
2. Sources for individual users..........................................................................................................................19 
3. Logistics.............................................................................................................................................................20 

CHAPTER IV ORAL CONTRACEPTIVES....................................................................................................21 

A. Description of the Method ................................................................................................................................. 21 
1. Mechanism of action ......................................................................................................................................21 
2. Theoretical and use effectiveness ..............................................................................................................21 
3. Continuation rate .............................................................................................................................................21 
4. Advantages and indications  for COCs and POPs..................................................................................21 
5. Disadvantages and side effects of COCs and POPs.............................................................................22 
6. Medical eligibility for COCs and POPs.......................................................................................................22 
7. Discontinuation................................................................................................................................................23 
8. Special issues ..................................................................................................................................................23 

B. User and Nonuser profiles ................................................................................................................................24 
C. Barriers to Use and Measures that Might Increase Use............................................................................24 
D. Sources for oral contraceptives .......................................................................................................................25 

National-level supply and distribution .............................................................................................................25 
2. Sources for individual users..........................................................................................................................25 
3. Logistics.............................................................................................................................................................26 

CHAPTER V  INTRAUTERINE CONTRACEPTIVE DEVICES...............................................................27 

A. Description of the Method ................................................................................................................................. 27 
1. Mechanism of action ......................................................................................................................................27 
2. Theoretical and use effectiveness ..............................................................................................................27 
3. Continuation rate .............................................................................................................................................27 
4. Advantages and indications ..........................................................................................................................27 
5. Disadvantages and side effects...................................................................................................................28 
6. Medical eligibility..............................................................................................................................................28 
7. Discontinuation................................................................................................................................................28 
8. Special issues ..................................................................................................................................................28 
9. Equipment, IUCD-related expendable supplies, and infrastructure required for safe provision..29 

B. User and Nonuser Profiles ................................................................................................................................29 
C. Barriers to Use and Measures to Increase Use ..........................................................................................29 

1. Barriers ..............................................................................................................................................................29 
Measures that might increase the likelihood of use of IUCDs.................................................................. 30 

D. Sources for Intrauterine Contraceptive Devices ..........................................................................................31 
1. National-level supply and distribution .........................................................................................................31 
2. Sources for individual users..........................................................................................................................31 
3. Logistics.............................................................................................................................................................31 

CHAPTER VI  FEMALE VOLUNTARY SURGICAL CONTRACEPTION .............................................33 

A. Description of the Method .............................................................................................................................33 
1. Mechanism of action ......................................................................................................................................33 
2. Theoretical and use effectiveness ..............................................................................................................33 
3. Continuation rate .............................................................................................................................................33 
4. Advantages and indications ..........................................................................................................................34 
5. Disadvantages and cautions........................................................................................................................34 
6. Medical eligibility..............................................................................................................................................34 
7. Discontinuation................................................................................................................................................34 
8. Special issues ..................................................................................................................................................34 



FAMILY PLANNING AND REPRODUCTIVE HEALTH COMMODITIES IN KENYA 

III 

9. Equipment, IUCD-related expendable supplies, and infrastructure required for safe provision..35 
B. User and Nonuser Profiles............................................................................................................................35 
C.  Barriers to Use and Measures to Increase Use.........................................................................................36 
D.  Sources for Female Sterilisation ....................................................................................................................36 

National-level supply and distribution .............................................................................................................36 
2. Sources for individual users..........................................................................................................................37 

E. Logistics................................................................................................................................................................. 37 

CHAPTER VII  MALE CONDOMS ..................................................................................................................39 

A.  Description of the Method ................................................................................................................................39 
1. Mechanism of action ......................................................................................................................................39 
2. Theoretical and use effectiveness for contraception and STI prevention .........................................39 
Continuation rate..................................................................................................................................................39 
4. Advantages and indications ..........................................................................................................................39 
5. Disadvantages and side effects...................................................................................................................40 
6. Medical eligibility..............................................................................................................................................40 
7. Discontinuation................................................................................................................................................40 
8. Special issues ..................................................................................................................................................40 
9. Equipment, expendable supplies, and infrastructure required for safe p rovision............................40 

B.  User and Nonuser Profiles...............................................................................................................................40 
C. Barriers to Use and Measures to Increase Use.......................................................................................41 
D.  Sources for Condoms.......................................................................................................................................43 

1. National-level supply and distribution .........................................................................................................43 
2. Sources for individual users..........................................................................................................................43 
3. Logistics.............................................................................................................................................................43 

CHAPTER VIII  NORPLANT® IMPLANTS....................................................................................................47 

A.  Description of the Method ................................................................................................................................47 
1. Mechanism of action ......................................................................................................................................47 
2. Theoretical and use effectiveness for contraception and STI prevention .........................................47 
3. Continuation rate .............................................................................................................................................47 
4. Advantages and indications ..........................................................................................................................47 
5. Disadvantages and side effects...................................................................................................................48 
6. Medical eligibility..............................................................................................................................................48 
7. Discontinuation................................................................................................................................................49 
8. Special issues ..................................................................................................................................................49 
9. Equipment, related expendable supplies, and infrastructure required for safe provision..............49 

B.  User and Nonuser Profiles...............................................................................................................................49 
C.  Barriers to Use and Measures to Increase Use.........................................................................................50 
D.  Sources for Norplant Implants........................................................................................................................50 

1. National-level supply and distribution .........................................................................................................50 
Sources for individual users ..............................................................................................................................51 
3. Logistics.............................................................................................................................................................51 

CHAPTER IX  OTHER METHODS:TRADITIONAL, VASECTOMY, VAGINAL BARRIERS AND 
SPERMICIDES, AND EMERGENCY CONTRACEPTIVE PILLS ...........................................................53 

A. Traditional Methods ............................................................................................................................................53 
1. Description of traditional methods ...............................................................................................................53 
2. Trends in traditional method use.................................................................................................................53 
4. Current considerations about traditional methods in Kenya ................................................................. 54 

B. Male Sterilisation (Vasectomy) .........................................................................................................................54 
1. Description of the method.............................................................................................................................54 
2. Trends in vasectomy use and attitudes .....................................................................................................54 
3. Characteristics of vasectomy users............................................................................................................55 
4. Current considerations about vasectomy in Kenya................................................................................55 

C. Vaginal Barriers and Spermicides...................................................................................................................55 
D. Emergency Contraceptive Pills........................................................................................................................56 

CHAPTER X  PUBLIC SECTOR COSTS AND COST RECOVERY.....................................................57 

A. Public Sector Costs.............................................................................................................................................57 



FAMILY PLANNING AND REPRODUCTIVE HEALTH IN KENYA 

IV 

1. Current commodity costs ..............................................................................................................................57 
2. Projections of Commodity Costs.................................................................................................................58 

B. Cost effectiveness...............................................................................................................................................59 
C. Cost Recovery and Cost Sharing....................................................................................................................60 

CHAPTER XI  STRATEGIC PLANNING FOR CONTRACEPTIVE COMMODITIES........................63 

REFERENCES.....................................................................................................................................................67 

APPENDIX I  Division of Primary Health Care Logistics Management Unit Commodity 
Forecasting System .............................................................................................................................................75 

APPENDIX II  Percentage of Women Experiencing ann Unintended Pregnancy During 
 the First Year of Use and the Percentage continuing Use at the End of the First Year.....................83 

APPENDIX III  WHO Summary Tables on Medical Eligibility Criteria for Contraceptive Use............85 

APPENDIX IV-1  WHO Summary Tables on Medical Eligibility Criteria for Female  
Sterilisation .............................................................................................................................................................91 

APPENDIX IV-2  WHO Summary Tables on Medical Eligibility Criteria for Male 
Sterilisation .............................................................................................................................................................95 

APPENDIX V-1  Service Delivery Points for the Six Most Commonly Used Modern 
Contraceptives in Kenya .....................................................................................................................................97 

APPENDIX V-2  Providers of the Six Most Commonly Used Modern Contraceptives  
in Kenya ..................................................................................................................................................................98 

APPENDIX VI  Estimated and Projected Number of Protected and Unprotected Coital  
Acts Per Year Among Men Aged 15-60 in Kenya in 1998 and in 2003 ..................................................99 

 



FAMILY PLANNING AND REPRODUCTIVE HEALTH COMMODITIES IN KENYA 

V 

 

 LIST OF TABLES 

Table II-1. Percentages of currently married women 15-49 using family planning, 1977-1998. ..........3 

Table II-2. Contraceptive commodities received in MSCU 1995-1998 and through  
 October 1999, by type and donor (grant or loan)....................................................................................8 

Table II-3. Sources of family planning supplies for current users of modern methods,  
 females 15-49..................................................................................................................................................9 

Table II-4. Trends in unmet need for contraception .....................................................................................10 

Table II-5. Summary of commodity forecasts, done by LMU in March 2000.........................................14 

Table III-1. Characteristics of users and nonusers of the injectable in Kenya .......................................17 

Table III-2. Illustration of different amounts of injectables needed according to different  
 policy decisions related to fertility decline and method mix...............................................................19 

Table IV-1. Characteristics of users and nonusers of oral contraceptives in Kenya ............................24 

Table IV-2.  Illustration of different amounts of oral contraceptives* needed according to  
 different policy decisions related to fertility decline and method mix...............................................26 

Table V-1. Characteristics of users and nonusers of IUCDs in Kenya....................................................29 

Table V-2.  Illustration of different amounts of IUCDs needed according to different policy  
 decisions related to fertility decline and method mix...........................................................................32 

Table VI-1. Characteristics of users and nonusers of FVSC in Kenya....................................................35 

Table VI-2.  Illustration of different demand for FVSC according..............................................................36 

to different policy decisions related to fertility decline and method mix...................................................36 

Table VII-1. Changes in condom use and attitude in Kenya, 1993-1998 ...............................................41 

Table VII-2. Characteristics of users and nonusers of male condoms in Kenya ...................................41 

Table VII-3. Knowledge of source for condoms............................................................................................43 

Table VII-4.  Illustration of different amounts of male condoms needed according to different  
 policy decisions related to fertility decline and method mix...............................................................44 

Table VIII-1. Characteristics of users and nonusers of implants in Kenya .............................................50 

Table VIII-2.  Illustration of different amounts of implants needed according to different policy 
  decisions related to fertility decline and method mix. .........................................................................51 

Table IX-1.  Illustration of different numbers of users relying on traditional methods, according 
 to different policy decisions related to fertility decline and method mix..........................................53 

Table IX-2. Characteristics of users and nonusers of traditional methods in Kenya ............................54 

Table X-1. Commodity costs in 1999 for contraceptives distributed in Kenya  
 through the MSCU.......................................................................................................................................57 

Table X-2. Average annual public sector costs from 1995 to 1997 by commodity and by  
 different types of facilities...........................................................................................................................57 

Table X-3. Costs in Kenya, in 1997 US$, per CYP , for five contraceptive methods ............................60 

Table XI-1. Matrix for comparing advantages and disadvantages of different strategies for  
 achieving long-term goals..........................................................................................................................64 

Table XI-2. Strategic planning matrix for contraceptive commodities ......................................................65 

 



FAMILY PLANNING AND REPRODUCTIVE HEALTH IN KENYA 

VI 

 

 LIST OF FIGURES 

  PAGE 

Figure II-1 Comparison of contraceptive method mix for all women using a method,  
1977-1978, 1989, 1998 

5 

Figure II-2 Percent of users by most recent source of supply, 1993 and 1998 7 

Figure III-1 Comparison of all users and injectable users: percent distribution of users 
by most recent source of supply 

21 

Figure IV-1 Comparison of all users and oral contraceptive users:  percent distribution 
of users by most recent source of supply 

27 

Figure V-1 Comparison of all users and IUCD users: percent distribution of users by 
most recent source of supply 

33 

Figure VI-1 Comparison of all users and FVSC users: percent distribution of users by 
most recent source of supply 

39 

Figure VIII-1 Comparison of all users and implant users: percent distribution of users 
by most recent source of supply 

53 

Figure X-1 Estimated and projected annual procurement costs of commodities only, 
including  condoms for FP and condoms for STI protection, 1999 -2000 

60 

Figure X-2 Estimated and projected annual procurement costs in millions of US 
dollars for condoms, for all commodities except condoms used for STI 
protection, and for all commodities 

60 

Figure X-3 Comparison of projected annual procurement costs for two different policy 
scenarios: S1 (trends continue from 1993-1998) and S2 (more long-term 
methods) 

61 

 



FAMILY PLANNING AND REPRODUCTIVE HEALTH COMMODITIES IN KENYA 

VII 

 

LIST OF ACRONYMS 

AIDS Acquired Immune Deficiency Syndrome 
CBD Community-Based Distribution 
COC Combined Oral Contraceptives 

COPE Client Oriented and Provider Efficient 
CTU Contraceptive Technology Update 
CYP Couple Years of Protection 

DFID Department for International Development (U.K. development agency) 
DMPA Depo-medroxyprogesterone acetate, Depo-Provera 
DPHC Division of Primary Health Care 
ECP Emergency Contraceptive Pill 

EU European Union 
FHI Family Health International 
FP Family Planning 
FPAK Family Planning Association of Kenya 

FPLM Family Planning Logistics Management Unit 
FVSC Female Voluntary Surgical Contraception 
GoK Government of Kenya  
GTZ Deutsche Gesellschaft Fur Technische Zusammenarbeit  (Agency for Technical 

Cooperation of Germany) 
HIV Human Immunodeficiency Virus 
IBRD International Bank for Reconstruction and Development (World Bank)  

IDA International Development Association (World bank lending authority) 
IEC Information Education and Communication 
IPPF International Planned Parenthood Federation 
IUCD Intrauterine Contraceptive Device  

IUD Intrauterine Device  
KDHS Kenya Demographic Health Survey 
KfW German AID agency 
KSPA Kenya Services Provision Assessment 

LMU Logistics Management Unit 
MCH-FP Maternal and Child Health-Family Planning  
MoH Ministry of Health 
MSCU Medical Supplies Coordinating Unit 

NASCOP National AIDS/STD Control Program 
NCPD National Council for Population and Development 
NGO Nongovernmental Organisation 

OC Oral Contraceptive 
ODA Overseas Development Administration (former name of U.K. aid agency) 
PAC Post Abortion Care 
PID Pelvic Inflammatory Disease 

POP Progestin-Only Pill 
PSI Population Services International  
RH Reproductive Health  
SDP Service Delivery Point 

SIDA Swedish International Development Agency 
STD Sexually Transmitted Disease  
STI Sexually Transmitted Infections 
UNAIDS United Nations AIDS Agency 

UNFPA United Nations Fund for Population 
USAID United States Agency for International Development 
WHO World Health Organization 

 



FAMILY PLANNING AND REPRODUCTIVE HEALTH IN KENYA 

VIII 

 

ACKNOWLEDGMENTS 

 
The principal authors of this report are Dr. Karen B. Allen, Ms. Eileen Perkett Welsh, and Dr. James 
Kocher.  This report was prepared, at the request of the Division of Primary Health Care, by the 
POLICY Project, with funding from the United States Agency for International Development.  The 
POLICY Project is implemented by The Futures Group International, in collaboration with Research 
Triangle Institute (RTI) and The Centre for Development and Population Activities (CEDPA). 

The authors are most appreciative of the motivation and guidance from the Division of Primary 
Health Care, Ministry of Health. In particular, Dr. Mohammed Hassan, Dr. Margaret Makumi, and 
Ms. Jane Gitonga shared their invaluable time and knowledge. 

Ms. Angeline Tennah (POLICY Project) provided guidance and valuable comments on several 
drafts, as well as practical support.  Ms. Jacque Koyiet was unfailingly patient and cheerful while 
assisting with a multitude of tasks. 

Dr. Michael Strong and Dr. Michael Welsh provided both inspiration and extensive suggestions for 
revisions.  

The following people patiently answered questions and contributed to this report from their wealth of 
experience and knowledge. 

DPHC/FPLM:  Mr. John Wilson, Mr. Gideon Nzoika, and Mr. Anthony Ophwette 

DPHC/GTZ: GTZ:  Dr. Sabine Beckermann and Dr. Henri van den Hombergh 

FPAK:  Mrs. Simwa, Dr. Linus Ettyang and Mr. Richard Mutoka 

POPULATION COUNCIL:  Dr. Davy Chikamata  

FHI:  Ms. Maureen Kuyoh, Dr. Michael Welsh, and Dr. Cathy Toroitch-Ruto 

USAID/REDSO/HPN:  Dr. Melinda Wilson 

USAID/Kenya Mission/HPN:  Dr. Michael Strong  

DFID:  Dr. Jason Lane 

NASCOP:  Mr. Joseph Mwongela 

JHPIEGO:  Dr. Pamela Lynam and Ms. Dorothy Andere 

UNFPA:  Dr. Coulibaly Sidiki and the CST Specialist in RH Commodities Management 



FAMILY PLANNING AND REPRODUCTIVE HEALTH COMMODITIES IN KENYA 

IX 

 

EXECUTIVE SUMMARY 

 

A.  Findings on Method Mix, Contraceptive Users, and New Acceptors 

Kenya’s national family planning (FP) programme made great progress between 1989 (based on 
KDHS-I) and 1998 (KDHS-III). During the period 1989 to 1998, 

§ the total fertility rate declined from 6.7 (reference period: 1986-88) to 4.7 (reference period: 
1995-97), 

§ the percent of currently married women (ages 15-49) using a modern contraceptive method 
increased from 17.9% in 1989 to 31.5% in 1998; for all women the increase was from 15% to 
23.6%, and 

§ the number of users of modern methods of contraception (condom, pill, injectable, IUCD, 
female sterilisation, implant, and vaginal barrier) increased from 735,000 in 1989 to more than 
1.65 million in 1998 (125% increase). Of these, 

• the number of injectable users increased from 135,000 to 617,000 (357% increase), 

• the number of users of sterilisation and IUCD increased from 330,000 to 428,000 (30% 
increase); during this period Norplant was introduced, and by 1998 there were 49,000 
users, 

• the combined number of new acceptors of sterilisation plus IUCD declined from 86,000 in 
1989 to 69,000 in 1998, and  

• the number of users of traditional methods increased slightly from 425,000 in 1989 to 
442,000 in 1998 (4% increase); the proportion of users of traditional methods declined 
from 36% of all users in 1989 to 21% in 1998. 

Thus, in 1998 the contraceptive method mix in Kenya was heavily weighted by dependence on 
ineffective traditional methods and methods with high public sector costs in terms of couple years of 
protection (CYP). Of all contraceptive users (2.1 million) in 1998, 

§ 21% were using tradition methods, 

§ 56% were us ing short-term modern methods (pill, injectable, condom), and 

§ 23% were using long-lasting modern methods (sterilisation, IUCD, implants). 

Based on a continuation of the trend of fertility decline and method mix from 1993 to 1998, by 2005  
the method mix would be as follows: 

§ 15% using traditional methods (down from 21% in 1998 and 36% in 1989). 

§ 66% using short-term modern methods (up from 56% in 1998 and 38% in 1989). 

§ 19% using long-lasting modern methods (down from 23% in 1998 and 25% in 1989). 

 

B.  Trends in Quality of Care 

In 1999, a Kenya Service Provision and Availability survey showed that strong points of the FP 
programme are the following:  

§ General service availability, and availability of at least three modern methods, is high. 
§ 85% of clients receive their method of choice. 
§ The majority of FP clients report they are treated with respect, seen in private, and encouraged 

by the provider to ask questions. 
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§ Around 60% of service delivery points (SDPs) received a supervisory visit in the 6 months 
before the survey. 

§ Over 50% of providers recognize counter-indications, 66% discuss side effects, and more than 
90% give follow -up visit instructions. 

§ On four out of five measures of client-provider interaction, providers are doing a good job. 
§ Clients rated providers very high on being easy to understand and giving adequate counseling. 
§ More than 90% of clients would recommend their facility to a friend. 
§ Almost all providers believe HIV clients should be given family planning (FP) information. 
§ Most facilities, especially public ones, do a good job of displaying FP posters and giving FP 

talks. Over 50% of SDPs display a reproductive health services logo or sign. 
§ The majority of facilities properly store commodities and keep good stock records. 
§ 80% of facilities have water and nearly 50% have electricity. Water availability improved in the 

last 5 years. 
 

Weak points of the Programme are the following: 

§ Less than 50% of SDPs have the basic items needed to deliver services. 
§ Very few providers received refresher training in the year before the survey. 
§ Providers receive little feedback from supervisory visits, and few actions are taken. 
§ Providers collect basic background information on clients, but in most cases fail to ask about 

reproductive intentions, number of sexual partners, and history or signs of STIs. 
§ More providers need to talk to clients about switching methods rather than abandoning FP. 
§ Infection control is very weak, partly due to lack of water and electricity and partly due to lack of 

protocols or not following protocols and procedures. 
§ Only 33% of providers talk about dual method use with their clients, less than 20% of clients are 

told about STI risk factors, and only 10% of providers mention that condoms can prevent STIs, 
including AIDS. 

§ Fewer than 50% of facilities have outreach programmes. 
§ Only 33% of clients know about the FP radio programme, and even fewer took action because 

of it. 
§ 33% of all facilities and nearly 50% of hospitals receive no regular supervision. 
§ Many facilities (especially public ones) are under-equipped, with missing or incomplete IUCD 

and other kits. 
§ Shortages of doctors and nurses affect more than 50% of all facilities (including 70% of clinics). 
 

C.  Summary of Characteristics of Modern Contraceptive Methods 

1. Injectables 

Some advantages and disadvantages. Depo-Provera is the most commonly used injectable in 
Kenya. It is very effective (about 0.3% pregnancy after 1 year). Women like the privacy and 
confidentiality associated with injectables. Both providers and clients appreciate the ease and speed 
with which the method can be administered. Immediate discontinuation is not possible, side effects 
may continue until the Depo-Provera is cleared from a user’s body, and users may have a 6- to 12-
month delay in return to fertility. The method does not protect against STIs, including HIV. As a 
method for women who want no more pregnancies (women who need a “limiting” rather than 
“spacing” method), injectables are more costly per couple years of protection (CYP) than IUCDs and 
sterilisation.  

Use in Kenya. Injectables are the most popular method in Kenya, used by 30% of users and 9% of 
all women. They are used by women of all parities, in all age groups, but are used less by low-parity 
women and the youngest and oldest age groups. Women with education are more likely to be 
users. Rural and urban women are equally likely to be users. About 33% of users are supplied by 
the public sector. Access and availability are generally good; the biggest reasons for nonuse and 
discontinuing are health concerns and side effec ts. Measures to increase use must include research 
on women experiencing (or fearful of) side effects, better information education and communication 
(IEC) and counseling, and improvements in supplies needed to provide the method. 
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2. Oral contraceptives 

Some advantages and disadvantages. Some oral contraceptive pills contain œstrogen and 
progestin (combined oral contraceptives or COCs) and others contain only progestin (progestin-only 
pills or POPs). COCs are more commonly prescribed in Kenya. They are safe and very effective 
when taken consistently and correctly, and they can be used from adolescence to menopause. 
COCs and POPs provide no protection against STIs, including HIV, and they require daily 
compliance. Some studies show relatively high failure (pregnancy) rates for oral contraceptive users 
in Kenya, but a high proportion of failures are due to noncompliance. 

Use in Kenya. Pill use declined in the 1990s to the current level of 22% of users—6.5% of women. 
Peak age for use is 25 to 34, and pills are very popular with unmarried women. Users tend to be 
more educated and more likely to be urban compared to nonusers. More that 50% of users are 
supplied by the public sector. Access is good: 89% of SDPs had pills available in the 1999 KSPA 
survey. Measures to increase use include outreach to poor and rural populations, better counseling 
about side effects and missed pills, and refresher training on eligibility and on prescription of POPs 
for lactating women. 

 

3. Intrauterine Contraceptive Device (IUCD) 

Some advantages and disadvantages. The most commonly used IUCD in Kenya is the copper-
bearing IUCD Copper T 380A, which is approved for at least 10 years of use. This IUCD is highly 
effective, with a cumulative probability of pregnancy of only 1.7% over 7 years of use.  It has no 
hormonal side effects, is immediately reversible, has no effect on breast milk, and can be inserted 
immediately after childbirth. The IUCD is ideal for women in mutually faithful relationships who want 
a long-term, reversible method. Women of any parity can use the IUCD. The IUCD is the most cost-
effective method of all methods (per CYP). Disadvantages include menstrual changes or more 
cramps or pain during periods. It does not protect against STIs, including HIV. Because the IUCD is 
one of the most difficult methods to provide, it is the most sensitive to provider misinformation, poor 
motivation, and over-worked providers. Some providers are worried about contracting HIV from 
IUCD clients.  

Use in Kenya. In 1998, 2% of all women and 6% of users used IUCDs. It is most popular with 
women who want to stop, rather than space, childbearing. For this reason, users tend to be older, 
higher parity women. Use increases with education level, and use is more common among urban 
women, perhaps because of their education levels or better access. The percent of users relying on 
the public sector as a source is higher than for any other method. Availability is not good: there are 
shortages of necessary equipment and supplies, some IUCDs are past expiry dates, and providers 
are biased against providing them for various reasons (although for their own contraceptive needs 
many providers prefer the IUCD). 
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4. Female Voluntary Surgical Contraception (FVSC) 

Some advantages and disadvantages. Female sterilisation is a safe and simple procedure that can 
usually be done with local anesthesia and light sedation. Advantages of sterilisation are that it is an 
effective and permanent method with nothing to remember, does not require supplies, does not 
interfere with sex, has no effect on breast milk, and has no known long-term side effects or health 
risks. It is one of the most cost-effective contraceptive methods (although it is much more 
expensive to provide than male sterilisation). Disadvantages include that it requires surgical 
training, aseptic conditions, medications, and technical assistance. Female sterilisation does not 
protect against STIs, including HIV. It requires a health facility with a minor theatre, the appropriate 
equipment, the ability to provide infection prevention measures, and the drugs and equipment to 
handle emergencies. Only trained physicians can provide female sterilisation. 

Use in Kenya. The percent of women using FVSC is small, 4%, but growing. Of all users, 14% rely 
on this method. Users tend to be older, but the median age (32 in 1998) is decreasing. The average 
parity of users also declined to six to seven. It is most popular with uneducated women and with 
currently married or widowed women. Rural and urban women are equally likely to be users. It is 
one of the least accessible methods in Kenya. More than 50% of acceptors were operated on in a 
public sector hospital or clinic. Measures to increase use include increasing access through more 
facilities and more providers, increasing IEC and promotion, carefully supervising providers, and 
providing refresher training to providers. 

5. Male condoms 

Some advantages and disadvantages . When used correctly and consistently, male condoms 
prevent pregnancy and many STIs, including HIV. Perfect-use effectiveness in preventing 
pregnancy is estimated at 97%; typical-use effectiveness is 86% because of errors in use. The 
most notable error is failure to use the condom during every act of intercourse. Advantages of male 
condoms include that they encourage male participation in contraception and protection from 
infection, are accessible, are inexpensive, are portable, and have no hormonal side effects. 
Disadvantages include reported reduced sensitivity for the male. Male condoms interrupt sexual 
spontaneity, are coitally dependent (some find it embarrassing to suggest or initiate use), require 
cooperation, and occasionally slip off or break during intercourse.  

Use in Kenya. Among those who reported having sexual intercourse with someone other than their 
spouse, 42% of men and 15% to 16% of women reported using a condom during their last sexual 
intercourse with someone other than their spouse. In 1998 about 67 million public sector condoms 
were distributed in Kenya, an additional 10 million Trust condoms were distributed, and a small, 
unknown amount were sold privately. Based on KDHS-III, in 1998 about 16 million condoms were 
used for contraceptive purposes (6.3% of all users of modern method contraceptives); the rest 
were presumably used to prevent transmission of STIs, including HIV. The highest percent of use 
is among sexually active unmarried men and among people with an extramarital partner or 
partners. People are less likely to use condoms with their spouse, and users of another method are 
unlikely to be dual users. Use rates among groups at high risk for STIs/HIV are not higher than 
average use rates. Measures to increase use include more aggressive targeting of high-risk groups 
and IEC to dispel myths and teach proper usage. 

6. Norplant implants 

Some advantages and disadvantages. The Norplant implant is effective for 5 years but can be 
made ineffective at any time by removal. Implants are not coitus -dependent, and the user has no 
day-to-day responsibility. Noncontraceptive benefits include decreased menses, anemia, and pain. 
Disadvantages include no protection against STIs, including HIV; menstrual cycle irregularity (the 
most common reason for discontinuation); weight gain; breast tenderness; and depression.  

Use in Kenya. Only 0.7% of women use an implant, but demand for the method may be growing. 
Implants seem to be popular for spacing purposes with women of most ages, except the youngest 
and oldest groups. Urban women are more likely to use implants, because of better education or 
better access. Availability is still limited, although there is an overstock in Kenya. The percent of 
users relying on the private sector is higher than for any other method. Measures to increase use 



FAMILY PLANNING AND REPRODUCTIVE HEALTH COMMODITIES IN KENYA 

XIII 

include training more providers and improving necessary supplies. Refresher training for existing 
providers is also indicated. 

7. Male sterilisation (vasectomy) 

Some advantages and disadvantages. Vasectomy is simpler, safer, less expensive, and more 
effective than female sterilisation and has fewer side effects (essentially none). Vasectomies are 
performed in Kenya but represent a negligible portion of the method mix (shown as zero percent in 
KDHS-1998)—although it is very popular in some countries, including the United States. Vasectomy 
provides no protection against STIs, including HIV, and it requires trained providers. 

Use in Kenya. Vasectomy is a negligible portion of the method mix in Kenya. Users tend to be highly 
educated and urban. Reasons for vasectomy’s unpopularity in Kenya include most men’s (and 
some providers’) beliefs that family planning is a woman’s responsibility and that vasectomy is like 
castration. Programme issues include ensuring the availability of providers, supplies, and 
equipment. IEC issues include dispelling myths about vasectomy and encouraging belief in joint 
couple responsibility and decision-making about FP. 

 

8. Vaginal Barriers and Spermicides 

Some advantages and disadvantages of vaginal foaming tablets. Vaginal foaming tablets are safe 
and easy to use, are controlled by the woman, and can be used without a partner’s knowledge. 
Disadvantages are that they must be used with each coital act, they may cause vaginal itching and 
irritation, and some women find them “messy”. Anecdotal reports indicate that vaginal foaming 
tablets used to be widely available in Kenya: They were popular with adolescents and for short-term 
use before a woman began using another method.  

Some advantages and disadvantages of the female condom. The female condom is intended for 
one-time use (although multiuse studies are being conducted). It should not be used with the male 
condom. It may help reduce the risk of STIs. The typical use pregnancy rate at 1 year is 21%. 
Female condoms are very expensive: The cost of one female condom is equivalent to the cost of 23 
male condoms. Nevertheless, a niche for female condoms in Kenya exists among special groups 
needing pregnancy protection, some STI protection, and “woman control” (for instance, commercial 
sex workers and adolescent girls).  

9. Emergency contraceptive pills (ECPs)  

Some advantages and disadvantages. ECPs can provide the user with a 74% chance of avoiding a 
pregnancy following unprotected intercourse. ECPs must be taken within 72 hours of unprotected 
intercourse in order to be effective. They will not disrupt an established pregnancy: They are not 
abortifacients. Short-term side effects (nausea and vomiting) are very common. ECPs should not be 
substitutes for a routine form of contraception. Adolescents can benefit from this method, but they 
need to be cautioned that it is not practical to rely on ECPs, which are not as effective as other 
routine methods of contraception. Emergency contraception should be offered to victims of sexual 
violence.  

 

D.  Summary of Costs 

1.  Individual method public sector costs 

Every estimate for the cost of pills is nearly equivalent or lower than the comparable injectable 
estimate. In the National Council for Population and Development (NCPD) study, tubal ligation and 
IUCD are equally cost effective and are at most half as expensive as other methods. In all other 
studies, the IUCD is the most cost-effective method, and FVSC is the second most cost-effective 
method. 
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Theoretically, because the implant is a long-term method, it should be cost effective if left in for at 
least 2 or 3 years, and even more cost effective if left in for the full 5 years. However, in four Kenyan 
cost studies, it was one of the most expensive methods to provide in terms of CYP. 

 

2. Projected public sector costs for method mixes 

Spectrum model projections of commodity costs based on two scenarios show the financial 
implications of different strategies:  

Scenario 1: Continuation of the contraceptive method mix trend of 1989-1998, continuation of the 
fertility decline trend of 1993-1998, and a projected annual growth rate in condom use of 7% during 
1999-2003. 

Scenario 2: The assumptions about fertility decline and condom -use growth are the same as in 
Scenario 1, but the method mix during 1999-2005 gradually changes toward a higher proportion of 
long-term methods. 

Looking at costs for commodities and essential supplies for providing methods, Scenario 1 costs 
US$0.8 million more than Scenario 2 in 2003 ($13.7 million versus $12.9 million). The middle set of 
lines in Figure X-3 shows that Scenario 2 saves $1.3 million in 2003 for commodities alone. The 
bottom set of lines illustrates the cost difference for just one commodity—injectables. In Scenario 2, 
injectables would cost $3.9 million, versus $4.64 million for Scenario 1. Obviously, the potential 
public sector savings of a method mix that includes a higher proportion of long-term method users 
are substantial.  

The biggest increase in costs will be for injectables: An additional $1.3 million will be needed for 
injectables in 2003, bringing the total amount needed to $4.6 million. The funding needed for all 
commodities would increase by 33% (from $7.8 million to $10.4 million). Of this, $8.4 million is for 
FP commodities (including condoms for FP). The total needed in 2003 for all condoms (FP and STI 
prevention) is $2.9 million. These two scenarios present a clear policy choice with powerful 
implications. The large increase in funding needed under Scenario 1 makes it clear that this 
is not the optimal scenario for Kenya. 

3. Financing 

The majority of FP costs are borne by the government and donors; however, various financing 
mechanisms are being developed or explored. Aside from commodities, nonpublic facilities receive 
very little government support, but about half of public facilities receive government support. 
According to the KSPA 1999 survey, 50% of public facilities and 66% of nonpublic facilities 
implement cost-sharing or cost-recovery strategies, which are mainly collection of fees. Other types 
of financing include donations and health insurance. On a macro level, social marketing, commercial 
outlets, and private provision of services also help meet FP and reproductive health (RH) needs 
while lowering direct public costs. Cost-recovery and cost-sharing schemes are difficult to implement 
equitably and efficiently. Setting prices that do not exclude the indigent or discourage use, collecting 
and tracking fees, and planning for optimum usage of fees are all challenges in Kenya. However, a 
1998 survey of private and public clinic clients in Central, Eastern, and Coastal provinces found that 
commodity costs for COCs and injectables could be covered by the fees that public sector clients 
are willing to pay. The survey used a measure of “burden” that found that public sector clients 
should pay half as much as private sector clients to have an equal burden. 

 

E.  Strategic planning for commodities 

Meeting the FP and RH commodity needs of Kenyans demands long-term vision in formulating 
goals and short-term strategies to achieve objectives. Public health policies incorporate both. A five-
step process is useful for developing action plans that support policy: 

1. Identify and prioritise public health problems or challenges. 
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2. Formulate policy goals that address each challenge. 

3. Specify objectives that detail desired accomplishments related to the achievement of goals. 

4. Develop strategies that describe the approaches for achieving objectives. 

5. Formulate action plans that include measurable indicators of progress and performance—
indicators that are SMART (specific, measurable, achievable, relevant, and time-bound). 

Once the five-part framework is developed, a resource envelope for implementation must be 
developed. At this point, it is useful to project alternative cost scenarios, using the goals and 
objectives as model assumptions. If the projections show that short-term objectives are financially 
unrealis tic, the objectives or the strategy may need to be changed. In the short term, of course, 
strategies are constrained by current levels of supplies, numbers of users, and funding 
commitments. Nevertheless, in addition to financial feasibility, every strateg y has advantages and 
disadvantages, or harms and benefits, that should be weighed.  
 
An example of the first few steps in formulating a framework for meeting commodity needs is 
presented in Table XI-2. The following are the five challenges and goals used as examples: 
 

1. Substantial and constantly growing numbers of Kenyans rely on the public sector to meet their 
health care needs, including family planning.  

Public health goal: Increase cost recovery while maintaining equitable access for clients of all 
incom e levels. 

 
2. The current contraceptive method mix in Kenya is heavily weighted by dependence on 

ineffective traditional methods and on methods with high public sector costs in terms of couple 
years of protection. 

Public health goal: Improve the cost effectiveness of the public sector mix without compromising 
freedom of choice and quality of care. 

 
3. Sexually transmitted infections, including HIV, are widespread in Kenya, and HIV prevalence 

continues to increase. The challenge to policymakers is to combine AIDS prevention with family 
planning service provision. Currently, though, the methods that provide both contraception and 
STI protection are not actively promoted in clinics and are among the least used methods. 

Public health goal: Reduce the scourge of widespread sexually transmitted diseases, especially 
AIDS. 

4. According to the KDHS-1998, 11% of last births were unwanted, and 37% were mistimed 
(wanted later). Among the 70% of reproductive-age Kenyan women not using contraception, 
some have never used a method, and others tried a method but discontinued. Most of the 
reasons given for nonuse in the KDHS-1998 are of concern to health care providers. 

Public health goal: A maturing family planning programme reaches a point at which the hard-to-
reach nonusers must be targeted in order to increase contraceptive prevalence and ensure equity of 
services to people of all socioeconomic levels in all areas of the country. 
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CHAPTER I 
INTRODUCTION 

A.  Rationale 

Kenya is experiencing an almost classic demographic transition. In the 1960s, mortality declined. A 
1973 demographic baseline survey in six districts plus Nairobi revealed declining mortality rates and 
stable fertility rates when compared with earlier Census data (GoK, CBS, 1976).  In the 1970s, the 
next phase of the demographic transition began with the median age at marriage among women 
increasing and the initial practice of family planning being confined to urban and more-educated 
women. Rising levels of education and exposure to modern ideas and services led to declines in 
ideal family size and increases in the number of women who said they wanted no more children. 
(The ideal number of children was 6.2 in 1977-78, but 4.4 by 1988-89.)  The 1980s were 
characterised by rising economic and educational aspirations for children and an increasing 
availability of contraceptive services through public and other sectors. Thus, supply met demand, 
contraceptive prevalence rates began rising, and fertility began falling.  Declines in fertility between 
the late 1970s and the late 1980s occurred in all age groups, in almost all provinces, and among 
both rural and urban women (GoK KDHS-1989; Brass and Jolly, 1991). 

The fertility transition in Kenya continued in the 1990s. The 1998 KDHS found that “at current fertility 
levels, a Kenyan woman will bear 4.7 children in her life, down 30 percent from the 1989 KDHS” 
(GoK KDHS-1998). Probably two-thirds of this fertility decline is due to increases in contraceptive 
use—higher prevalence and bigger proportions using modern, effective methods. The contraceptive 
prevalence rate for currently married women changed by .7 points per year in the 1970s (1% to 
7.7%), by 1.9 points per year in the 1980s (7.7% to 27%), and by 1.2 points per year in the 1990s 
(27% to 39%).  

 The Family Planning Programme in Kenya faces a number of challenges in the next decade: 

§ The pace of the demographic transition has slowed. 
§ There are wide differentials in mortality, fertility, and contraceptive use.  
§ There is a need to improve service provision to hard-to-reach or hard-to-persuade women and 

couples. 
§ There is unmet need for FP, for either spacing or limiting purposes. 
§ A rapidly growing proportion of users rely on expensive, clinic-based methods such as 

injectables and oral contraceptives, and only small proportions choose more cost-effective, long-
lasting or permanent methods such as the intrauterine device (IUD) and female or male 
sterilisation 

§ Large proportions of FP users rely on ineffective traditional methods. 
§ A growing number of FP users need to use dual methods to protect themselves and their 

partners from HIV and other STIs. 
 

 The growing number of clients needing services is a challenge to the continued success of FP in 
Kenya. Kenya’s average annual population growth rate of 3.8% (1969-1989) implies greater 
numbers of women of reproductive age needing reproductive health services, including 
contraception. About 7.5 million women aged 15 to 49 were enumerated in the 1999 Census. This 
number is projected to increase to between 11.4 million and 11.7 million in 2020, depending on the 
pace of fertility decline. Therefore, one challenge is continuing to serve users while contacting and 
convincing resistors. Another challenge is continuing a commitment to quality of care while seeking 
ways to pay for future needs. To meet these challenges, Kenya has a Health Sector Strategic Plan 
that addresses, among other issues, FP. However, this plan does not include a contraceptive 
commodity strategy. 
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B.  Goal and objectives 

The goal of this study is to provide a synthesis of information relevant to a contraceptive commodity 
strategy. Defining such a strategy requires making policy decisions dependent on qualitative 
judgements and decisions that reflect ethical values and goals. However, all relevant technical 
information must be reviewed before those policy decisions are made. In particular, developing a 
contraceptive commodity strategy requires an understanding of commodity needs for the next 
several years. These needs should take into account advantages and disadvantages of different 
methods, including how many women can use them and how many women are using them (the 
current method mix). Commodity needs strategies must also weigh the costs of various options for 
providing services and evaluate various approaches for achieving desired goals.  

Specifically this study will do the following: 

§ Look at trends in contraceptive use, in mix, in supply, in nonuse and unmet need for family planning, 
and in quality of care. 
§ Examine in detail five of the most commonly used contraceptive methods in Kenya, including 
medical, demographic, and logistical information pertinent to policymakers.  
§ Explore alternative scenarios for changes in method mix, from supply and demand perspectives.  
§ Provide information for policymakers who are assessing programme needs and priorities. 

 

C.  Methodology 

The methodologies employed are a literature review of published and unpublished, academic and 
programmatic work, and interviews and written comments from key informants involved in the 
Kenyan family planning programme. 

D.  Explanation of Icons 

Note Appendix with more details  

Policy relevant finding. 

Calls attention to a question 
where research is needed. 

Calls attention to measure(s) for 
programme managers  
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CHAPTER II 
TRENDS 

 
A.  Trends in Contraceptive Use and Mix 

1. Trends in current use 

Traditional methods of contraception, in particular abstinence, probably have always been practiced 
in Kenya. In the late 1960s, oral contraception (“the pill”) and intrauterine devices (IUDs) became the 
most popular modern methods. The National Family Planning Programme served steadily 
increasing numbers of clients in the 1970s. However, even considering private patients, use of 
contraception in the early 1970s remained low. Thereafter, national survey data record sharp 
increases in the percent of reproductive -age women practicing family planning. The current level of 
prevalence is  29.9% (GoK KDHS-1998). Current use of a modern method among all women age 
15 to 49 also increased, to 15% in 1989, 21% in 1993, and approximately 24% in 1998 (GoK KDHS-
1989, -1993, and -1998). 

Table II-1 shows a sharp increase in the last 14 years in current use of a modern method among 
currently married women: 31.5% in 1998, compared with 9.7% in 1984. However, the 1998 KDHS 
Report notes that “The rate of increase in uptake of contraception has slowed […].” “Between 
1984 and 1993, nearly two percentage points were added to the contraceptive prevalence rate of 
modern methods each year; this has slowed to less than one percentage point per year between 
the 1993 KDHS and the 1998 KDHS” (GoK KDHS-1998).  We do not have historical data for 
unmarried sexually active women, but we know that in 1998, 36% of sexually active, unmarried 
women age15 to 49 were using a modern method, and another 10% were using a traditional 
method. The higher prevalence rates among these women presumably reflect higher motivations to 
avoid pregnancy. 

 
Table II-1. Percentages of currently married women 15-49 using 
family planning, 1977-1998. 

 Percent of currently married women aged 15-49 
currently using: 

 
Date and name of survey 

Any form of  family 
planning 

A modern contraceptive 
method 

1977/78 (KFS)* 7.0 Not available 
1984 (KCPS) 17.0 9.7 
1989 (KDHS) 26.9 17.9 
1993 (KDHS) 32.7 27.3 
1998 (KDHS) 39.0 31.5 

* Women 15-50 
 

2. Trends in method mix  

Contraceptive method mix, in addition to levels of use, is an important determinant of fertility rates. 
Although current contraceptive use apparently more than doubled between 1977-78 and 1984, 
there was almost no change in overall fertility rates. This was partly because the 
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contraceptive method mix shifted to less effective methods. For instance, modern method use 
decreased from 61% to 52% and rhythm use increased from 16%  to 25%. Fertility began to decline 
in Kenya after 1985, when the national-level Maternal Child Health and Family Planning Programme 
introduced modern methods on a wide scale. By 1989, the total fertility rate had fallen to 6.7, from 
7.7 in 1984. Rising expectations for children’s schooling and an economic downturn also contributed 
to the fertility decline (Brass and Jolly, 1993). 

Figure II-1 presents a comparison over time in the mix of methods used in Kenya for family 
planning. More details are summarised below: 

§ “Ever use” of traditional methods, such as rhythm and abstinence, declined. In 1998, 
20% of female current family planning users relied on a traditional method, but this represents 
a decline from more than 33% of current users in 1989. This is the only method type that 
steadily declined in its contribution to overall use. 

§ The percent of women who ever used the injectable  increased dramatically. This method 
has the fastest rate of increase in percent contribution to overall current use, from a mere 8% 
in 1977-78 to nearly 30% by 1993. The injectable is now the most commonly used method in 
Kenya.  

§ Both the percent of ever users and the percent of current users using oral contraceptives 
increased markedly between 1977-78 and 1993, and then remained more or less steady. 

§ Female sterilisation has contributed steadily to ever-use and to the overall mix of all use. 
Between 1977-78 and 1998, there was only a 1.5% increase in its contribution to ever use 
and no increase in its contribution to overall mix. 

§ Both ever use and the percent of users using the intrauterine contraceptive device  
increased until 1989, and then began declining. 

§ Male condom  use increased both in ever use and in its contribution to overall use up to 
1989. Subsequently, it contributed a stead y percent. 

§ The implant, unavailable before 1992, accounted for 2.3% of all users in 1998. 

§ Male sterilisation and other methods  have always contributed a negligible proportion to 
ever use and to overall method mix of current users. 



FAMILY PLANNING AND REPRODUCTIVE HEALTH COMMODITIES IN KENYA 

5 

 

 

FIGURE II-1. Comparison of contraceptive method mix for all women 
using a method, 1977/78, 1989, 1998  
(WFS and KDHS data) 
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3. Trends in dual method use  

Dual method use (used in this paper to mean the use of male or female condoms along with 
another, non-barrier method of birth control) is a relatively new phenomenon in Kenya. The non-
barrier method is used for contraceptive purposes, and the condom is used to prevent contracting 
sexually transmitted diseases (STDs). The potential advantages of dual method use are mitigated 
by the following: 

§ Low compliance levels (using two methods can result in less conscientious use than if 
clients used only one method). 

§ Substitution (of condoms for more effective contraception). 
§ The comparative expense of buying or providing two methods.  

 
A recent study in Kisumu and Nakuru districts found dual method use during the last month was 4% 
“used all the time”, 8% “used sometimes”, and less than 1% “used rarely”. “Any dual method use” in 
the past 12 months was reported by 22% of women, and dual method use during the last sexual act 
was reported by 11% (Kuyoh et al., 1999). Substitution is less of a problem than noncompliance, 
because condoms also protect from pregnancy.  

 
B.  Contraceptive Method Availability at the National Level 

1. Policy and delivery systems at the national level 

The Government of Kenya’s (GoK) policy is to provide access to family planning for every 
Kenyan who needs and wants it. Beyond this, policy is that every client should have good 
quality of care, including method choice. Primarily this policy is implemented through public 
services, but the government is also committed to enabling and strengthening nongo vernmental 
organisations (NGOs), local authorities, and private and mission sector health care providers. The 
national programme includes static hospitals and clinics, community-based health workers, and 
community-based distribution (CBD) agents.1 Figure II-2 shows the distribution of source of supply 
for users in 1998. More than 66% of users were supplied by the public sector in 1993, but by 
1998 this decreased to 58%. Supply by the private sector (including NGOs) and by CBDs and 
mobile clinics expanded be tween 1993 and 1998. 

The number of CBD agents, either governmental or nongovernmental, doubled between 1992 and 
1998, to a current level of more than 20,000. The percentage of users being supplied with any 
method by CBD workers increased from 0.8% in 1989 to 2.5% in 1993 and 3.4% in 1998 (Gok 
KDHS-1989, -1993, and -1998). In 1996 Kenya had about 20 CBD programmes, run by the Ministry 
of Health (MoH), city councils, women’s groups, the International Planned Parenthood Federation 
(IPPF), Christian organisations, and other NGOs. In 1998, the MoH CBD programme served 1.1 
million clients (new and continuing) and distributed approximately 1.2 millon pills and 11.6 million 
condoms (Allen and Welsh, 1999). 

 
1 In 1998, “the percentage of non-contracepting women receiving any family planning contact (clinic, CBD or other),  
[…] is fairly constant (16-21 percent)” (KDHS-1998, page 65). 
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2. Availability from national-level sources 

The MoH, with support from donors, obtains almost all of the contraceptives and related 
expendable commodities used in Kenya . During the period 1995-97, the GoK provided 22.6% of 
the necessary funding (partly through World Bank Population Project IV loan money), and 
international donors provided 77.4% (NCPD, DPHC -MoH, POLICY Project 1999c). This heavy 
dependence on the public sector, in contrast to countries where distribution and sales are 
more privatised, places a burden on government and donor revenues. Donors from 1995 to 
1999, and the commodities that they contributed, appear in Table II-2. 

Contraceptives and related expendable commodities come to the national Medical Supplies 
Coordinating Unit (MSCU), which has a central storehouse in Nairobi and regional depots. Only 
small amounts of contraceptives do not pass through this system—they are obtained for private 
sector sale or by Mission and NGO clinics to supplement what they receive from the MSCU.  The 
MSCU sends commodities to District Level Stores, to NGO stores, sometimes directly to MoH and 
NGO service delivery points, and directly to institutions of learning and government departments. 
How much and what is sent are based on requisition forms that detail consumption of commodities. 
Put simply, whatever gets used up  gets replaced, along with buffer stocks for projected use.  

Recipients of condoms from the District Store are registered on Bin Cards, but below this level it is 
not possible to reliably track records of distribution down to lower-level distributors and users (Family 
Health International (FHI), 1998; Allen and Welsh, 1999). District Stores supply MoH and NGO 
service delivery points, Sexually Transmitted Infection Clinics (condoms), and CBD points (pills and 
condoms). From the MoH service delivery points, commodities are distributed to clients, NGO 
service delivery points, CBD points (pills and condoms), condom dispensers, NGO service delivery 
points, institutions of learning, government departments (condoms), seminars, workshops, and 
agricultural shows (condoms). 
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Figure II-2. Percent of users by most recent source of supply,
 1993 and 1998 (from Gok KDHS 1998)

CBD/mobi le 2.5 3.8

Other private 1.9 4.5

Private medical 24.7 33.4

Public sector 68.2 58

1993 1998

NOTE:  Does not include “other, don’t know, and 
missing”. 

SOURCE: KDHS-1998 
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TABLE II-2. Contraceptive commodities received in MSCU 1995-1998 and through October 1999, 
by type and donor (grant or loan) 
COMMODITY 1995 1996 1997 1998 Through 10/1999 

Microgynon 
COC 

  3,003,100 
(SIDA) 

500,151 
(SIDA) 

3,998,300 
(KFW) 

Murex COC  566 

(ODA/DFID) 

   

Nordette 
COC 

3,598,470 
(SIDA) 

4,051,080 
(SIDA) 

2,998,190 
(SIDA) 

3,575,805 
(SIDA) 

2,988,234 
(SIDA) 

Trinordial 
COC 

1,200,600 
(SIDA) 

    

 
TOTAL COCs 

 
4,799,070 

 
4,051,646 

 
6,001,290 

 
4,075,956 

 
6,986,534 

Condoms 12,806,700 

(ODA/ 
DFID) + 
60,626,700 
(USAID) 

61,639,200 

(ODA/ 
DFID) + 
31,906,504 
(UNFPA) 

559,360 

(ODA/ 
DFID) + 
43,547,040 
(UNFPA) 

52,754,000 

(World Bank) 
+ 30,000,000 
(DFID) 

16,763,840 

(DFID) 

Condoms for PSI 
(social marketing) 

12,933,216 
(ODA/ 
DFID) 

 3,280,320 
(ODA/ 
DFID) + 
1,958,400 

(UNFPA) 

  

TOTAL CONDOMS  
86,366,616 

 
32,545,704 

 
49,345,120 

 
52,754,000 

 
16,763,840 

Norplant 

Implant 

7,000 

(“World Bank”) 

 25,000 

(IBRD/“IDA”) 
from UNAIDS 

  

DepoProvera 
Injectables 

1,092,500 

(ODA/ 
DFID) + 
771,000  
(UNFPA) 

1,100,000 

(ODA/ 
DFID) 

2,800,000 

(ODA/ 
DFID) 

1,350,000 

(DFID + EU) 

2,295,800 

(DFID+ EU)) 

Megesterone 
Injectables 

   2,200,000 
(“World Bank”) 

 

TOTAL 
INJECTABLES 

 
1,863,500 

 
1,100,000 

 
2,800,000 

 
3,550,000 

 

Copper T 
IUCDs 

40,000 
(USAID) 

150,000 
(USAID) 

   

Levonorgestrel 
Capsule POPs 

   140,000 
( “World 

Bank”) 

 

Microlut 
POPs 

  400,200 
(UNFPA) 

2,299,275 
(UNFPA) + 
500,151 

(SIDA) 

 

Microval 
POPs 

 552,700 
(SIDA) 

   

TOTAL POPs  552,700 400,200 2,339,000  

SOURCE:   Logistics Management Unit, MoH and DFID 
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3. Individual-level sources 

Table II-3 shows trends in sources of family planning supplies for current users of a modern method 
(females 15-49). The public sector (government hospitals, clinics, and health centres) remains the 
most important source, but its percentage contribution is steadily declining. In 1989 the public sector 
supplied more than 66% of users, whereas by 1998 this sector supplied just over 50% of users. The 
private sector contribution, by contrast, is steadily increasing, and in 1998 it supplied 38% of users.2 
Community distribution sources, including CBD workers, health workers, and mobile clinics, 
supplied only a small portion of users. This portion increased  between 1989 and 1993, but was 
subsequently stable.3 One reason for the decline in public sector contribution is the shift in 
supply sources for condoms:  In 1989, 55% of females using condoms for family planning were 
supplied by the public sector, versus 21% in 1998. The public sector contribution to female 
sterilisations, IUCDs, and oral contraceptives also declined. 

 

Table II-3. Sources of family planning supplies for current users of modern methods, females 
15-49 

Females 15-49 who were current users of a modern method 

1989 1993 1998 

 

 

Source of supply Percent Number Percent Number Percent Number 

Public   70.5 49,160   68.2 214,533  58.0 922,223 

Private – medical   25.9 18,060   24.7   77,697 33.4 531,073 
Private – other       .7      488     1.9   5,977   4.5    71,552 
Mobile clinic, 
community distribution, 
health worker 

 
   

   1.9 

 
 

   1,325 

 
 

     3.5 

 
 

11,010 

 
 

   3.8 

 
 

   60,422 
Other       .7     488        .3       944       .2      3,180 
Don’t know, missing        .3      209      1.4   4,404       .2       3,180 

Total  100.0 69,731  100.0 314,564  100.0 1,590,040 

SOURCES:  KDHS-1989, KDHS-1993, KDHS-1998, Spectrum Demproj model  
 

C.  Trends in Use and Nonuse 

The increased availability of a range of contraceptive technologies and the concomitant increase in 
contraceptive usage resulted in a declining proportion of women who are nonusers or who have 
unmet need for contraception. In the 1977/78 KFS, the percent of currently married women who 
wanted no more children was 17%, and the percent that wanted no more children and were not 
using an effective contraceptive method was 24% (Westoff and Pebley, 1981). The 1989 KDHS 
found that 15% of currently married, fecund women who were not using a contraceptive method did 
not want more children (Westoff and Ochoa, 1991). This percentage did not change in the next 
decade (Table II-4, row 1).  

The 1989, 1993, and 1998 KDHS reports present refined measures of unmet need, as shown in 
Table II-4. The difference between the actual total fertility rate and the “wanted fertility rate” fell from 
2 children in 1993 to 1.2 children in 1998. 

 
2 This sector includes NGO and church hospitals, health centres and clinics, private hospitals and clinics, 
pharmacies, private doctors, shops, friends, and relatives. 
3 These figures are from the 1989, 1993, and 1998 KDHS. Note, however , that the public sector, through MCSU, 
actually supplies commodities to many of the private sector sources. 
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Table II-4. Trends in unmet need for  contraception   
Indicators of unmet need for contraception among currently married women 15-49 who are not using 

contraception, 
for three survey dates 

Indicator 1977/78 1989 1993 1998 

Want no more children * 24% 15% 15%  9.9% 
Difference (gap) between actual total 
fertility rate and “wanted fertility rate” ** 

 
NA 

 
NA 

 
2.0 children  

 
1.2 children 

% of births unwanted ** NA 11% 17%  11% 
% of births mistimed (wanted at least 2 
years later) ** 

 
NA 

 
42% 

 
22%  

 
37% 

NOTES: 
* Includes all currently married fecund women 

** Includes only currently married fecund women with a birth in the last 12 months 
SOURCES:  Westoff and Pebley, 1981; Westoff and Ochoa, 1991; KDHS -1993; KDHS -1998 

 

Not surprisingly, the percentages of births that are reported as unwanted or mistim ed tend to 
increase with parity and with women’s ages. Rural women and less-educated women (less than 
secondary or incomplete primary) tend to have a larger gap between wanted and actual fertility 
rates. Nairobi always has the smallest gap. Eastern and Western provinces had the largest gap 
(nearly 3 children) in 1993; Rift Valley and Eastern provinces had the largest gap (1.6-2.6) in 1998. 

 In 1989, considering women who wanted to stop childbearing and those who wanted to wait before 
having more children, 62% of sexually active, non-contracepting women said they would be 
“unhappy if they got pregnant in the next few weeks”.   Why were these women not using 
contraception?  Reasons given by 5% or more of the nonusers are listed below: 

§ Lack of 
knowledge  

22.5% § Husband 
disapproves  

 9.8% 

§ Access, 
availability  

12.1% § Inconvenient  8.3% 

§ Infrequent sex 11.4% § Religion  5.0% 

 

The situation changed by the time of the 1993 KDHS and continued to change until the 1998 KDHS. 
Rather than being the main reason for nonuse, lack of knowledge was cited by fewer than 7% of 
nonusers in 1993 and fewer than 4% in 1998. Problems of access and availability also declined 
from main reasons to insignificant ones. The percent citing “infrequent sex” dropped by half, but this 
may be because of a difference in the composition of the respondents (“sexually active” in 1989, 
“currently married” thereafter). Husband or partner disapproval declined as a reason for 
nonuse, but respondent disapproval increased from around 4% in 1989 up to 13% in 1998. 
This is typical as prevalence increases and does not mean that attitudes are becoming less 
favorable.  

“Inconvenient” or “inconvenient to use” decreased as a reason for nonuse, possibly because women 
became more familiar and experienced with methods. Religious reasons were cited by a small, but 
increasing, percentage of women in 1993 and 1998 compared with 1989’s percentage. The reason 
for this increase may be the same as for the increase in “opposers”—as reasons for nonuse such 
as lack of knowledge  and access diminish, a higher percent of the remaining nonusers have 
reasons such as religion. 

Side effects were not included in the 1989 table for nonuse, and only 2% of women mentioned 
health concerns. By 1993, 13% of women cited side effects, 5% cited  health concerns. By 1998, this 
group constituted fully 33% of nonusers (14% did not use because of side effects, another 11% had 
health concerns, and 2% cited “interference with bodily processes”). Are these increasing 
percentages because women are better informed and more knowledgeable about side effects, yet 
not fully informed about alternative methods?  This trend merits in-depth analysis. 
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The substantial increase in the percent of women citing being “menopausal, subfecund, etc.” also 
deserves mention: This percent increased from 0.5% in 1989 to 43% in 1993 and 33% in 1998 (two 
categories combined). This is because the percent of women included in the data on nonuse who 
were over age 30 was 51% in 1993 but 70% to 73% in 1993 -1998.  

A small-scale study investigating health -related attitudes and behaviour found that 60% of men and 
74% of women thought nulliparous women should not use a method, and 50% of all respondents 
thought family planning methods were appropriate only after achieving desired family size. Twenty 
percent would not use a method in the first year of marriage. Wives of men who resisted the idea of 
family planning were less likely to talk about it with their husbands and were less likely to use a 
method (Wilkinson, 1998). 

D.  Trends in Quality of Care 

1. Strengths and weaknesses of service provision 

“Maximising access and quality” and “quality of care” were important foci of research, training, and 
programmes in the 1980s and 1990s. Ensuring that family planning service seekers receive good 
quality services is important from an ethical viewpoint and because nonuse and discontinuation are 
related to low levels of service quality. In 1991, the Division of Primary Health Care (DPHC), MoH, 
published guidelines to improve quality and consistency in reproductive health services. This widely 
used publication was revised in 1997 and became the Reproductive Health/Family Planning Policy 
Guidelines and Standards for Service Providers (GoK, 1997).  

Two Situation Analysis Studies examined quality of care in service delivery at Kenyan Ministry of 
Health service delivery points in 1989 and 1995 (Miller et al., 1991, 1996; Ndhlovu et al., 1997). 
Overall, quality of care improved between those two study dates. In 1999, a Kenya Service 
Provision and Availability survey4 showed that the following are strong points of the FP 
programme: 

§ The average number of methods available at all Kenyan SDPs is 4.9; at least three modern 
methods were available at 88% of SDPs. 

§ Almost all of the SDPs are open 5 to 6 days a week, for 5 hours per day 
§ Among the 76% of clients who expressed a preference, 85% received the method they chose. 
§ Nationwide, FP facilities were rated highly on four aspects of quality of care—“health worker 

easy to understand”, “interaction respectful”, “adequate privacy”, and “would recommend 
services to a friend”. 

§ 60% of all SDPs and 72% of government FP SDPs had a supervisory visit in the last 6 months. 
§ 70% of health workers gave return FP instructions, and 92% discussed method side effects. 
§ Client-provider interaction is good, with 59% to 91% of health workers mentioning, discussing, 

or demonstrating five different aspects of method use. 
§ 81% to 92% of SDPs have FP posters displayed and/or give FP talks to new users and 

nonusers. 
§ 80% of SDPs have piped water, and 57% have electricity. 
§ 75% of SDPs experienced no delay in contraceptive deliveries. 
§ 82% of SDPs keep stock records up-to-date, and 74% store contraceptives by expiry data. 
 

The following are weak points of the programme: 

§ There are large provincial level differences in availability of contraceptive methods  
§ Fewer than 50% of SDPs have on-hand the equipment and supplies needed to provide FP 

methods. 42% to 90% of SDPs did not have at least one out of six complete equipment sets 
(delivery set, dressing tray, IUCD kit, theatre kit, basic maternal and child health-family planning 
(MCH-FP) kit, blood bank). 

§ Only about 10% of providers received refresher training in the last year. 
§ At six types of facilities, 50% or fewer of health workers had basic training in FP skills.  
§ At six types of facilities, 40% or fewer of health workers had basic training in counseling. 

 
4 Numbers are from a draft report and may not be precise. 
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§ Only 15% of health workers wash their hands before providing an injectable; only 45% wash their 
hands before doing a pelvic exam. 

§ Use of sterilized equipment is good but is not universal (about 75%). 
§ Providers collect basic background information from clients but usually do not ask about 

reproductive intentions, number of sexual partners, or history/signs of STIs. 
§ More providers need to talk to clients about switching methods rather than abandoning FP 

altogether. 
§ Few providers tell their clients about the importance of dual method use. 
§ IUCDs are available in only 50% of facilities; 35% to 50% of facilities lack necessary supplies or 

equipment. 
§ Only 23% of health workers discussed Norplant with clients, compared with 61% to 62% discussing 

the pill or injectable, 51% the IUCD, and 42% the male condom. 
§ Although 97% of facilities usually offer injectables, 25% had no needles and 93% had no syringes. 
§ Only 41% of nongovernmental FP SDPs had a supervisory visit in the past 6 months. 
§ Fewer than 60% of health workers recognized method counter -indications. 
§ Provider technical competence varied widely across five criteria, from 10% to 79% following correct 

procedures. 
§ Among facilities receiving regular supervision, only 16% had a supervision scheduled, only 17% 

received feedback, and few actions were taken because of the supervisory visit. 
§ Only 17% of SDPs had FP outreach programmes. 
§ Around 60% of SDPs do not have enough doctors and nurses. 

 

Other quality of care assessment methodologies are employed by various NGOs. Examples include 
Client Oriented and Provider Efficient (COPE) exercises; on-the-job, mentored training; the 
customer care needs assessment approach; and facilitative supervision. Documented results show 
improvements in a range of services, such as reducing client waiting time, improving staff 
knowledge and training, improving contraceptive logistics systems, and developing and improving 
management information sys tems. 

Key informants identified many current challenges to quality of care (Allen and Welsh, 1999):  

§ Restructuring and personnel reductions may adversely affect client waiting time; access is still 
limited for methods requiring the attention of medical doctors.5  

§ Although the Guidelines and Standards for Service Providers state that  “any trained provider” may 
insert or remove implants, too few providers are trained to do so.  

§ Although many clients prefer the injectable, providers also favor it and may steer clients away from 
long-term methods, which take longer to administer; require expendable supplies, or require special 
skills to administer. 

§ Although the longer-term methods give more CYP and, hence, are less work for providers in the 
long run, many providers have only an immediate, short-run view: What is the quickest way to 
serve all of the women in my waiting room today?  From this viewpoint, providers can serve many 
injectable clients in the time it takes to serve one IUCD or implant client. 

§ Providers may have no gloves, disinfectant, water, or electricity.  
§ Clinics may have no trained personnel, a shortage of trained personnel, or personnel who need 

refresher training.  
§ Some providers have biases that stem from fears and misconceptions and that need to be 

addressed through updated training and facilitative supervision. 
§ Although the logistics management system smoothed out many of the erratic commodity supply 

situations of the 1980s, some problems still exist.6  
 

 
5 Even where there is theoretical access, there is anecdotal evidence from providers about women who come for 
tubal ligations only to wait for hours or leave without the procedure because doctors are detained or called away by 
emergency situations or by private paying cli ents. 
6 For instance, stockouts of POPs and a shortage of injectables occurred in the last 5 years (Allen and Welsh, 
1999). 
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2. Post abortion care 

Although abortion is illegal in Kenya, the complications of unsafe abortions account for much of the 
maternal morbidity and mortality (Folsom, 1998). A commitment to quality of care in reproductive 
health demands inclusion of post abortion care (PAC).7 One component of PAC is preventing repeat 
abortions by providing family planning counseling and services immediately after abortion. (Women 
can get pregnant again before the first menstrual bleeding.)  

All hormonal methods of contraception can be started immediately after first and second trimester 
abortions. (If there is any question of septic abortion, IUCD insertion should be postponed for 3 
months.)  In addition, emergency contraceptive pills (either COCs or POPs) and condoms can be 
provided to post-abortion clients. The GoK’s Reproductive Health/Family Planning Policy Guidelines 
and Standards for Service Providers instructs that, at a minimum, all women receiving PAC should 
receive counseling and information about family planning. 

Providing services to all post abortion clients would affect the demand for family planning 
commodities, but determining the amount of post abortion family planning commodities needed is 
difficult. National figures are not available. The Population Council study conducted in March 
through May of 1997 looked at gynaecological ward admission in five Kenyan MoH hospitals 
(Eldoret, Kisumu, Mombasa, Nakuru and Nyeri). On average, 35% of gynaecological ward 
admissions were due to incomplete abortion (489/1,401) (Solo et al., 1998). Estimates of Nairobi 
hospital gynaecological admissions attributable to complications of unsafe abortions have been as 
high as 50% to 60% (Folsom, 1998; Rogo, 1999). These figures reflect only a smattering of 
hospitals and do not include patients who did not access a health facility or who were treated at 
other SDPs, such as clinics, maternity centres, and health centres. Therefore, research is needed to 
determine the numbers of women in need of post abortion care, including contraceptive 
commodities. 

E.  Policy and Projections 

Currently, the Logistics Management Unit (LMU) at the DPHC, MoH, uses POLICY Project 
Spectrum Model assumptions to forecast commodity needs with its Commodity Forecasting 
System.  

The LMU’s March 2000 projections for eight commodity quantities, projected funding shortfalls, 
deliveries, and commitments are shown in Appendix I. If the current distribution policy is maintained, 
if the method mix changes according to the Spectrum model assumptions, and if  demand for 
contraceptive commodities equals that projected by the model’s assumptions, then shortfalls and 
stockouts of commodities are predicted. These predictions do not mean that shortfalls or 
stockouts will actually occur. They are used as a planning tool, to get GoK and international 
donor commitments. Only when commitments cannot be obtained, or when obtained 
commitments are not delivered on time, do actual shortfalls and stockouts occur. The current 
predictions are summarised below in Table II-5 . 

Many of the assumptions on which the Commodity Forecasting System depend are related to policy 
decisions. For instance, who is supplied by the MSCU is a policy decision, and in 1998 there was a 
policy decision to expand distribution of free condoms to bars, hotels, and commercial lodgings. Any 
number of alternative strategies can be envisioned, such as allowing the current level of unmet need 
to continue to exist and TFR to remain near 4; failing to increase contraceptive supplies; aiming for a 
slower fertility decline; or forcing a drastic change in method mix to a highly cost-effective mix by 
supplying only large amounts of a limited range of methods.  

 
7 Kenya was one of the first countries in Africa to train physicians in PAC with the introduction of manual vacuum 
aspiration in the late 1980s (Rogo et al., 1999). 
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Table II-5. Summary of commodity forecasts, done by LMU in March 2000 
 Whether a surplus, shortfall or stock-out is predicted 
Commodity 2000 2001 2002 2003 

Condoms shortfall shortfall stockout Stockout 
Low dose pills shortfall shortfall stockout Stockout 
Progestin-only pills surplus shortfall stockout Stockout 
Injectables * surplus stockout stockout Stockout 

Vaginal foaming tablets surplus surplus shortfall Stockout 
Norplant surplus surplus surplus Surplus 
Copper T surplus surplus surplus Surplus 

*According to the Department for International Development (DFID), DFID/European Union (EU) is committed to 
meeting at least 80% of Kenya’s injectable needs until 2003. In fact, they have been meeting 100% of needs.  
SOURCE:  See Appendix I (LMU, DPHC, MoH) 

 

Note that having no strategy is equivalent to a policy that allows a combination of market 
forces (client demand, service provider ability, and donor willingness) to dictate prevalence 
and method mix. This does not necessarily lead to ideal solutions for individuals or society.  

The following is an example of a scenario projected by the POLICY project using the Spectrum 
model: 

§ The method mix continues the trend of 1989-1998. 
§ Fertility during 1998-2005 continues the downward trend of 1993-1998.  

This scenario is similar to a laissez faire situation, or a policy of letting market forces dictate 
outcome.  When these assumptions are put into the Spectrum projection model, the following 
method mix is projected for 2005: 

§ 15% using traditional methods (compared with 21% in 1998). 
§ 66% using short-term modern methods (compared with 56% in 1998). 
§ 19% using long-lasting modern methods (compared with 23% in 1998). 

Thus, a policy of allowing current trends to continue results in a method mix that is even 
costlier (and less cost effective) than the current situation. 

Before the LMU used Spectrum model scenario assumptions, commodity needs were forecasted by 
extrapolating from distribution figures. These types of forecasts are based on a policy (implicit or 
explicit) of assuming current demand trends will continue. The demand trends, in turn, are based 
partly on behaviour (i.e., what people want) and partly on availability (i.e., what people will take if 
what they want is not available). Availability may fluctuate due to internal logistical or financial 
problems, unpredictable surges in popularity of  a method, or problems or delays in securing donor 
commitments and realising timely deliveries.  

Therefore, a policy that extrapolates from distribution figures leads to prevalence levels and 
a method mix that can result in some people getting their second or third choice,  going 
without a method, or choosing a more expensive method. From a social or public health point 
of view the method mix may be very costly, may not be what is needed for achieving declines in 
fertility goals, and may not meet public health needs. “While individuals should be given a choice of 
contraceptive methods, the costs of these methods cannot be ignored in determining the method 
mix. Given limited resources, the universal provision of methods based on demand and without 
regard to cost will restrict the number of individuals whose need for family planning can be met” 
(Janowitz et al., 1998). 

Thus, changes over the years in the percentages using different modern methods often reflect 
availability and access rather than demand. 
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CHAPTER III 
INJECTABLES 

A.  Description of the Method 

Depo-Provera, a form of depo-medroxyprogesterone acetate (DMPA), is the most commonly used 
injectable contraceptive. It is administered in a deep intramuscular injection of 150 milligrams (mg) 
every 12 weeks. Megesterone, another brand of depo-medroxyprogesterone acetate, was available 
in Kenya in 1998. Norethisterone enanthate (NET-EN) is another injectable (administered every 8 
weeks) that has been available erratically in Kenya; currently, it is not available and is not included in 
the following discussion.  

1. Mechanism of action 

Depo-Provera may prevent pregnancy by several mechanisms: 

§ Inhibiting ovulation and creating a thin, atrophic endometrium. 
§ Thickening and decreasing the amount of cervical mucus (making it more difficult for sperm to 

penetrate). 
§ Disrupting normal function of the corpus luteum (produces hormones after ovulation). 
 

A 150-mg injection actually provides more than 3 months of protection. A long-term user of DMPA 
has a 2-week “grace period” during which she can be late for her next injection but not be at high 
risk of becoming pregnant.  

Theoretical and use effectiveness 8 

In the first year of use the probability of pregnancy is only 0.3%. Estimates for typical use 
effectiveness are the same, 0.3%, because information concerning pregnancies that may have 
resulted from late injections is not available. Pregnancy rates may be higher for women who are 
late for an injection, but this has not been confirmed by studies in Kenya. 

2. Continuation rate  

In a Kenyan study conducted between 1990 and 1992, the injectable life table continuation rate at 1 
year was 61%, falling in between oral contraceptives (OCs) (20%) and IUCDs (80%) (Sekadde-
Kigondu et al., 1996). The 1998 Kenya DHS reports first-year use continuation of injectables as 
78.2%. (GoK KDHS-1998). One U.S. study found a continuation rate of 62% among adolescents 
(Hatcher et al., 1998). 

3. Advantages and indications  

Advantages of all progestin-only contraceptives. Because progestin-only methods do not contain 
œstrogen, they do not appear to cause the rare, but serious, complications associated with 
œstrogen, such as thrombophlebitis and pulmonary embolism. Other benefits include the following: 

§ Scanty (or no) menses; decreased anemia.  
§ Decreased risk of developing pelvic inflammatory disease (PID). 
§ Reduced risk of ectopic pregnancy compared to women using no contraceptive.  
 
Additional advantages of Depo-Provera.  

§ Private, no day-to-day responsibility, and not related to coitus. 
 
8 Tw o terms are used to describe efficacy, which is summarised in Appendix II. Contraceptive efficacy is an estimate 
of the risk of pregnancy. Typical use efficacy refers to becoming pregnant during the first year of use for the person 
who may not always use the method consistently and correctly. Perfect use efficacy refers to the probability of 
becoming pregnant during the first year despite using the method consistently and correctly.  
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§ Reversible once the effect of the last injection wears off. After discontinuing Depo-Provera, 
women have a 6- to 12-month delay in return to fertility. Depo-Provera does not cause long-
term loss of fertility.    

§ Medication by injection is quick and easy to administer and is culturally acceptable in Kenya.    
§ No drug interaction between Depo-Provera and anticonvulsants or rifampin. Effectiveness does 

not depend on a normally functioning gut.      
§ Fewer seizures: DMPA decreases the frequency of seizures among women of childbearing 

age.  
§ Anecdotal information from nurses in the field suggests that clients who have AIDS appreciate 

the weight gain associated with Depo-Provera.  
 
Indications. Women of any age may take Depo-Provera—for older women the safety and low 
pregnancy rates make DMPA a good option. Depo-Provera can be ideal for women who cannot 
take œstrogen, for wom en who need excellent temporary contraception, or for women taking 
anticonvulsants or rifampin. 

4. Disadvantages, side effects, and cautions 

Disadvantages . Immediate discontinuation is not possible—side effects may continue until the 
Depo-Provera is cleared, about 6 to 8 months after the last injection. After discontinuing Depo-
Provera, women have a 6- to 12-month delay in return of fertility. The method requires return visits 
every 12 weeks.  

Cautions. Allergic reactions, although rare, may occur. Long-term DMPA users may develop 
decreased bone density, especially if they smoke. The method does not protect against STDs, 
including AIDS. 

Common side effects. The method may cause weight gain (an average of 1 to 2 kg each year). 
Changes in menstrual bleeding are l ikely, including amenorrhoea  (very common, especially after 
the first year of use), light spotting or bleeding, and, rarely, heavy bleeding.  

5. Medical eligibility9 

The World Health Organization (WHO) has placed few precautions on the provision of progestin-
only methods, such as Depo-Provera. Category #4 (refrain from providing) and Category #3 (usually 
not used unless other, more appropriate methods are not available or not acceptable) are applied to 
the following: 

§ Women who are already pregnant or breastfeeding a baby under 6 weeks of age. 
§ Women with unexplained, abnormal vaginal bleeding (suspicious for a serious underlying 

condition). 
§ Women with breast cancer or severe liver disease. 
§ Women with serious cardiovascular problems, including hypertension and d iabetes. 
 

6. Discontinuation 

The most common reason women discontinue DMPA is a change in the menstrual cycle. 

7. Special issues 

Breastfeeding. Although non-hormonal methods are generally preferable during breastfeeding, 
progestin-only hormonal methods may be appropriate if initiated after breastfeeding is well 
established (usually after 6 weeks). POPs, in conjunction with full breastfeeding (usually first 6 
months), provide excellent contraceptive coverage at less cost than injectables.  

Young women. Low pregnancy rate, reversibility, and privacy make DMPA an attractive option for 

 
9 See Appendix III for a complete list of the WHO medical conditions and eligibility criteria.  
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young women. Decreased menstrual pain, endometriosis, and protection from PID are also 
advantages for young women, but weight gain, menstrual irregularities, and the need to return to the 
service delivery site four times a year are often not appealing to adolescents. Decreased bone 
density was reported in one study of Depo-Provera users, especially among smokers (Hatcher et al. 
1999).  

Women at risk for STIs, including HIV.  Depo-Provera does not provide protection against STIs, 
including HIV.  In theory, vaginal thinning caused by progestin-only contraceptives may increase a 
woman’s risk of acquiring HIV (Hatcher, 1998). The relationship between hormonal methods and 
susceptibility to HIV is still under investigation.10  

8. Equipment, expendable supplies, and infrastructure required for safe provision of 
the method 

§ Needles, syringes, and medication, 
§ Spirits, cotton wool for skin antisepsis, and soap and water for hand washing, 
§ JIK (chlorine bleach), gloves, and puncture-proof container, 
§ Blood pressure cuff, and, 
§ If pelvic exam is required: exam table, specula, light source, and plastic buckets for instrument 

processing.  
 

B.  User and Nonuser Profiles 

The injectable is now the most popular method in Kenya, used by 30% of users and 9% of all 
women. Many injectable users value the privacy and confidentiality of the method. Table III-1 
compares characteristics of users and nonusers. 

Table III-1. Characteristics of users and nonusers of the injectable in Kenya 
Characteristic Users Nonusers 

Age § Used by women in all age groups: 
• Highest percent of users in 20-40 range  

• Women 20-40 (with the exception of 
women 30-35) have had the largest 
increase in use 

• Very high preference by women 30-35 

§ Least popular among youngest and oldest age 
groups 

Number of 
children 

§ Women with 2 or 3 children more likely to use 
§ Women with large family size more likely to 
use 

§ Women with one or no children least likely to 
use 

Marital status § Highest percentage of users (17%) are 
unmarried, sexually active 20-24 year olds 
§ 75% of users are married 

 

Education § 35% of users have secondary education 
§ 15% of women with secondary education are 
users 

§ Those with no education are most likely to be 
nonusers 

§ Women with no education are only half as 
likely to be users 

Residence  § Rural and urban residents equally likely to be 
users 
§ Central Province has highest percentage of 
users 

§ Coast Province residents least likely to be 
users 

Dual use  § 90% of injectable users did not also use a 
condom in one study (Kuyoh et al., 1999) 

Men § 54% of men knew about the injectable in one 
study (Muvandi, 1996) 

 

SOURCES: KDHS-1998; Sekadde-Kigoundu et al., 1996; GoK; NCPD, 1995; Kuyoh et al., 1999; 
Muvandi, 1996 

 

 
10  See discussion under COCs. 
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C.  Barriers to use and measures to increase use 

Availability and access. The 1998 KDHS found that travel time to services is not a big barrier to use, 
because travel time to sources was about the same for users and nonusers. Only 2% of 
discontinuers gave availability as a main reason for stopping; only 0.2% of nonusers with no 
intention to use gave access problems as a reason (KDHS-1998). The 1999 KSPA survey found 
that 88% of facilities had Depo-Provera available. However, only 75% had needles and only 
18% had syringes. 

Side effects and health concerns. Lack of knowledge and antagonistic attitudes and beliefs still 
contribute to nonuse, but the biggest reasons that injectable use is not more prevalent among 
women who want no more children are side effects and health concerns.11  KDHS-1998 data on 
discontinuers show that 42% stopped using the injectable because of side effects and health 
concerns—by far the biggest reason for discontinuation. Measures to increase use must include the 
following: 

§ Research on side effects and health concerns that cause women to avoid or 
discontinue. 

§ Research on characteristics of women with side effects or health concerns try. 
§ IEC: counsel clients in advance to expect menstrual changes; counseling contributes to 

successful use.  
§ Updates for providers on alternative approaches to managin g the side effect of heavy 

bleeding, for example, providing a short course of oral contraceptives that are readily 
available. 

D.  Sources for Injectables 

1. National supply and distribution 

The Department for International Development (DFID) of the United Kingdom (formerly ODA) has 
supplied almost all of the injectables used in Kenya since at least 1992. Procurements in 1998 and 
1999 were part of the parallel financed Kenya Family Health Programme (DFID and EU). The 
United Nations Fund for Population (UNFPA) also supplied some Depo-Provera in 1995, and in 
1998, Megisterone was purchased through the World Bank’s Population IV Project. The only other 
injectables in the country are small amounts sold by the private sector. 

The MCSU supplied 1.97 million doses of injectables in 1998 and 2.8 million doses between March 
1999 and February 2000.  In 1998, 1.84 million doses of injectables were distributed through the 
government’s District Stores. This number implies around 460,000 users,12 but the Spectrum model 
estimates 617,000 users.13   

The discrepancy between the Spectrum model number of users and the theoretical number of users 
based on LMU distribution data may be due to model assumptions or to variation in distribution that 
could be smoothed by averaging. While not serious, the discrepancy might be worth investigating. 

 
11 These reasons were also the biggest concerns for nonuse of all methods. 
12 Number doses distributed divided by four (or use a correction factor for those who use fewer than four doses in a 
calendar year, that is, new acceptors and discontinuers).  
13 Number of users in Spectrum model is based on proportion of users in KDHS-1998 data multiplied by number of 
women 15-49 in 1998, projected from 1989 Census data.  
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Commodity forecasts. 

Different forecasts result from different policy and projection model assumptions. An example of how 
different policy decisions are translated into different scenarios and projections of national-level 
needs is shown in Table III-3. The following are three scenarios that were compared: 

§ The one used by Logistics Management Unit in March 2000.  

§ The fertility decline scenario done in a POLICY Project workshop in September 1999, which 
shows the number of injectables that would be needed to achieve a TFR of 3.8 in 2005, 
assuming a shift in method mix to higher prevalence of long-term methods and more use of 
condoms. 

§ The scenario of continuing trends from 1993-1998. 

Clearly, a laissez faire policy of allowing current trends to continue results in the largest 
demand for this expensive commodity. 

Table III-2. Illustration of different amounts of injectables needed according 
 to different policy decisions related to fertility decline and met hod mix  

 Projected need for injectables (not including buffer stock) 

 
 

 
Year 

 
 

Commodity forecast 
LMU 3/00 

Fertility and method 
mix trends from 1993-

1998 continue  
POLICY 11/99  

Fertility  trend 
continues, with 

increasing proportions 
using long term 

methods 
POLICY 9/99 

1999 2,622,900 2,720,000 2,620,000 

2000 2,775,028 2,990,000 2,780,000 
2001 2,927,655 3,270,000 2,950,000 
2002 3,079,893 3,560,000 3,100,000 
2003 3,227,728 3,850,000 3,270,000 

SOURCES:  LMU 2000 (Appendix I), POLICY Project 1999 

 

2. Sources for individual users 

Figure III-1 illustrates users’ sources for injectables compared with sources for all methods. The 
percent of users relying on the private medical sector was nearly the same for injectables (35%) as it 
was for all methods (33%), but there were differences by type of private medical source. Private 
hospitals and clinics accounted for more than half of the 35% of users. Injectable users are less 
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likely to use “other private” sources (mainly because the method is not available outside of static 
SDPs such as hospitals, clinics, or dispensaries) and more likely to use public sector sources. Of all 
modern method users, 58% relied on the public sector, compared with 64% of injectable users. This 
is a larger difference than in 1993, and it indicates that the public sector is increasingly identified with 
this method. In 1995, the injectable was the second most common method mentioned to clients 
(91%); it was the most recommended method for spacing and the third most recommended for 
those wanting no more children.  

Results from the 1999 KSPA survey show that injectables are available in 89% of family planning 
SDPs. Considering five types of SDPs, 97% of clinics have injectables; more than 80% of hospitals, 
health centres, and dispensaries have them; but only 78% of maternity hospitals have them. 

3. Logistics 

A more reliable supply of injectables has encouraged continuing users and contributed to the 
upward trend in use. An exception occurred in 1999 when a shortfall was eventually filled by a 
purchase o f 2 million doses of Megesterone through the World Bank Population IV Project. Delays 
in distribution occurred because, unlike the Depo-Provera purchased from Upjohn, the Megesterone 
did not come with syringes and needles. These were purchased separately by the UNFPA, and 
injectable kits were then packaged and distributed 
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CHAPTER IV 
ORAL CONTRACEPTIVES 

A.  Description of the Method 

The term oral contraceptive pills refers to pills that contain œstrogen and progestin (COCs) and pills 
that contain progestin only (POPs). This discussion will focus primarily on COCs, because they are 
more commonly prescribed. POPs are generally used by women who are breastfeeding or women 
who cannot take œstrogen. (COCs and POPs used as emergency contraceptive pills are discussed 
under “Other Methods” in Chapter IX.) 

1. Mechanism of action 

Present-day COCs contain very low doses of hormones.  They are often called low -dose combined 
oral contraceptives.14 COC pills prevent pregnancy primarily by suppressing ovulation. Œstrogenic 
effects are inhibited ovulation, changes in the secretions and cellular structure of the endometrium, 
and luteolysis (the degeneration of the corpus luteum). Progestational effects are inhibition of 
ovulation; cervical mucus thickening, which hampers sperm trans port; and changes in the 
endometrium, which hampers implantation. 

2. Theoretical and use effectiveness 

Among perfect users of COCs, 0.1% are expected to become pregnant within the first year. Among 
typical users, about 5% will become pregnant during the first year. Among perfect users of POPs, 
0.5% will become pregnant in the first year. For typical users of POPs, the probability of pregnancy 
in the first year ranges from 1.1% to 13.2%. Effectiveness of POPs is nearly 100% in women who 
are fully breastfeeding (Hatcher et al., 1998). 

3. Continuation rate  

In the United States, 50% to 70% of women continue to use pills for 1 year. The 1998 Kenya DHS 
reports first-year use continuation of COCs was 63.8% (GoK KDHS-1998). An earlier study that 
looked at continuation in Kenya reported a first-year use continuation rate of 20%, lower than that of 
Depo-Provera and IUCD users. Although COCs are among the most popular methods, they are 
also some of the most problematic in terms of compliance  (Sekadde-Kigondu, 1996). 

4. Advantages and indications for COCs and POPs 

Advantages of COCs 

§ Safe, very effective when taken consistently and correctly. (Pills are one of the most researched 
medications ever prescribed.) 

§ Reversible, not coitally dependent. 
§ Usable at any age from adolescence to menopause. 
§ Beneficial to the menstrual cycle (decrease in cramps, pain, and amount of bleeding); some 

protection from ovarian/endometrial cancer and functional ovarian cysts. 
§ Prevention or improvement of iron deficiency anemia.  
§ Prevention of ectopic pregnancy (by stopping ovulation). 

 
14

 In Kenya the available COCs are Microgynon and Nordette. POPs, such as Microlut, Microvar, and Ovrette, are 
also available. 
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§ Reduction of acne and hirsutism. 
§ Usable as emergency contraception. 
 

 Advantages of POPs  

§ Œstrogen free. 
§ Reversible. 
§ Beneficial in non-contraceptive terms, including scanty menses, decreased cramps, and 

decreased endometrial and ovarian cancer and PID. 
§ Simple (same pill every day, with no pill-free interval). 
 

Indications for COCs and POPs 

§ Women with conditions that might be improved by this method. 
§ Women of any age or parity who want a reversible method. 
§ Women who do not want a method linked to coitus. 

 
5. Disadvantages and side effects of COCs and POPs 

Disadvantages and side effects of COCs. 

§ Do not provide protection against STIs. 
§ Require daily compliance. 
§ Affect menstrual cycle (may have missed or scanty periods or breakthrough bleeding). 
§ Cause nausea or vomiting (usually limited to first few cycles). 
§ Cause headaches, depression, and mood changes. 
§ Increase cervical ectopy, which can make the cervix more vulnerable to Chlamydia trachomatis 

infection (No evidence that the increased risk places women using OCs at greater risk for PID; 
in fact, many studies show a decreased risk.)  (Hatcher et al., 1998). 

§ Increase risk for cardiovascular disease (those at highest risk are women with high blood 
pressure and women who are age 35 or older AND at the same time smoke more than 20 
cigarettes per day).  

§ Can accelerate development of gallstones in women who are already susceptible. 
§ Reduced effectiveness of low-dose pills if used concurrently with anticonvulsant medications or 

rifampin (see Section 6 below). 
 

 Disadvantages and side effects of POPs. 

§ Affect menstrual cycle (increase in the number of days of light bleeding). 
§ May cause breast tenderness or depression. 
§ Have vulnerable efficacy (user has to be very conscientious; pills should be taken at the same 

time every day).  
§ Are extremely low-dose contraceptives (some medications can interfere with the effectiveness, 

see below). 
 

6. Medical eligibility for COCs and POPs15 

Medical eligibility for COCs. 

Low-dose combined pills (pills with 20 to 35 mcg of œstrogen) are considered safe for most women. 
WHO has placed few precautions on the provision of oral contraceptive pills. Category #4 (refrain 
from providing the method) and Category #3 (usually not used unless other more appropriate 
methods are not available or acceptable) are applied to women who 

§ Are already pregnant, 
§ Smoke cigarettes and are over 35 years of age, 

 
15 See Appendix III for a complete list of the WHO medical conditions and eligibility criteria. 
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§ Are breastfeeding a baby  (POPs are acceptable if started after breastfeeding well-
established, around 6 weeks),  

§ Have serious cardiova scular problems, including long-standing hypertension or 
diabetes with end organ damage,  

§ Have breast cancer, active liver disease, or gallbladder disease, 
§ Have unexplained abnormal vaginal bleeding (suspicious for a serious underlying 

condition), 
§ Suffer classic migraine headaches with neurological involvement, or 
§ Are taking anticonvulsants or rifampin (see list below for seizures). 
 

Most other conditions are Category #1 (used in any circumstance) and Category # 2 (generally 
used).  

Medical eligibility for POPs. 

POPs do not contain œstrogen. Many of the criteria that restrict use of COCs, which contain 
œstrogen, do not apply to POPs. WHO has placed few precautions on the provision of progestin-
only methods such as POPs. Category #4 (refrain from providing) and Category #3 (usually not 
used unless other more appropriate methods are not available or acceptable) are applied to women 
who 

§ Are pregnant, 
§ Are breastfeeding a baby under 6 weeks of age, 
§ Have unexplained abnormal vaginal bleeding (suspicious for a serious underlying 

condition), 
§ Have breast cancer or severe liver disease, 
§ Have serious cardiovascular problems, including long-standing hypertension or 

diabetes, or 
§ Are taking medicines for seizures (phenytoin, carbabezapine, barbituates, or 

primadone) or rifampin (griseofulvin). 
 

Most other conditions are Category #1 (used in any circumstance) or Category # 2 (generally used).  

7. Discontinuation 

The pill has the highest 1-year discontinuation rate of any modern method in Kenya (36.2%), and its 
5-year discontinuation rate is higher than for IUCDs or injectables. More than half of this 
discontinuation rate is due to side effects and health concerns. Many women do not like taking a pill 
each day; they miss pills, are unsure of how to make up for missed pills, experience side effects 
related to the missed pills (breakthrough bleeding), and stop taking the pills. Some women may 
discontinue pills because their supply runs out. Although often cited in interviews with providers as a 
reason for preferring the injectable to the pill, “inconvenient to use” was cited by only 4.5% as a 
discontinuation reason in the KDHS-1998. 

8.  Special issues 

Breastfeeding. COCs are not good contraceptives for breastfeeding mothers because the œstrogen 
in combined pills reduces milk supply. Instead, POPs are recommended, providing that mothers 
start after breastfeeding is fully established (e.g., at 6 weeks). POPs are nearly 100% effective in 
women who are fully breastfeeding. 

Adolescents. COCs are well accepted by adolescents, but their discontinuation rate is very high 
(Hatcher et al., 1999). The non-contraceptive benefit of treating dysmenorrhea is especially useful 
for adolescents. However, adolescent girls are biologically vulnerable to STIs, for which COCs give 
no protection. In addition, adolescent relationships are often unstable and mutually unfaithful. This 
group must be counseled at every opportunity to use condoms with pills.  

Women at risk for STIs, including HIV.  Whether COCs increase susceptibility to HIV remains 
controversial (Sinei et al., 1996; Anonymous, 1993; Plummer et al., 1987; Mati et al., 1995; Berman, 
1991; Hatcher, 1998).  A serious disadvantage of hormonal methods with this risk group is the need 



FAMILY PLANNING AND REPRODUCTIVE HEALTH IN KENYA 

24 

to use a condom to avoid pregnancy. Women at risk of STIs must be strongly urged to use dual 
methods. 

 

B.  User and Nonuser profiles 

Oral contraceptives 16 were the most popular method in Kenya in the 1970s and 1980s. Between 
1993 and 1998 pill use declined to the current level of 22% of users. Among all women, 6.5% rely 
on pills, about the same as for traditional methods. Table IV-1 summarises characteristics of users 
and nonusers. 

Table IV-1. Characteristics of users and nonusers of oral contraceptives in Kenya  
Characteristic Users Nonusers 

Age § Tend to be younger than IUCD and injectable 
users 
§ Are usually age 25-34 

§ Tend to be adolescents and oldest age groups 

Number of 
children 

§ Tend to have fewer children than IUCD and 
injectable users  

§ Lactating women are under-prescribed POPs 
§ 97% of nulliparous women are nonusers 

Marital status § 40% of users are unmarried (OCs are more 
popular than IUCDs and injectables with 
unmarried women) 

 

Education  § Tend be more educated § Tend to be less educated  

Residence § Tend to be urban 

§ Reside mostly in Nairobi, Central, and 
Eastern provinces 

§ Tend to be rural 

§ Tend to come from Nyanza, RV, Coast, and 
Western  

SOURCES: KDHS-1998; Sekadde-Kigoundu et al., 1996; GoK; NCPD, 1995; Kuyoh et al., 1999; 
Muvandi, 1996 

C.  Barriers to Use and Measures that Might Increase Use 

Service delivery constraints.   Access to pills could be improved for potential rural clients and for 
adolescents, but in general it is not a major barrier to use in Kenya. The government and NGOs are 
exploring ways to reach out to these groups through expanded CBD and outreach programmes. In 
the 1999 KSPA survey, 89% of service delivery points had pills available.  

Client misinformation and fears. To increase use and decrease discontinuation and failure, clients 
should be counseled regarding common side effects, including that most side effects are 
resolved after 3 months. The frequency of missing pills should be acknowledged in a typical-
use scenario, along with instructions on what to do when clients miss pills. Counseling 
should emphasize that effectiveness will improve if additional pills are not missed around 
the pill-free interval. 

Provider fears and misconceptions. Nulliparous women are more likely to use traditional methods 
than to use the pill. Although there are no restrictions on parity for use of pills, the 1995 Situation 
Analysis found that 92% of providers thought women should have at least one child in order to use 
POPs, and 88% thought at least one child was required before use of COCs. Refresher training 
on eligibility is needed. POPs are underused, perhaps because erratic supplies at the service 
delivery level caused providers to start prescribing COCs or injectables (Allen and Welsh, 1999), or 
perhaps because providers still view it as a method to be used only during breastfeeding (Ndhlovu 
et al., 1997). Providers and clients should be informed that POPs are extremely effective for 
women who are fully breastfeeding (nearly 100%). The method is less expensive than 
injectables and does not require multiple trips to the clinic. 

 
16 Survey data do not distinguish between COCs and POPs, but LMU data show that in 1998 81% of oral 
contraceptives distributed were COCs and 19% were POPs. 
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D.  Sources for oral contraceptives 

1. National-level supply and distribution 

Quantities of supplies fluctuated in the 1990s (See Appendix I). Distribution from MSCU in 1999 
(not including buffer stocks) was 6 million cycles of COCs (low dose pills) and .56 million cycles of 
POPs. In 1998, 4.8 million cycles were distributed through the government’s District Stores, implying 
about 511,000 users. This is reasonably consistent with the 456,000 users estimated by the 
Spectrum model, using data projected from the 1998 Census and KDHS -1998 data. 

2. Sources for individual users 

Figure IV-1 shows that more than half of current pill users are supplied by a public sector source. 
Private medical sources supply another 30% of pill users, and CBD workers supply 11%. The 
remainder get their supply from other private sources, mobile clinics or miscellaneous “other” places. 
Compared with sources in 1993, medical private sources have nearly doubled, mobile clinics as a 
source have increased, and the contribution of public sector sources has declined. The increase in 
the percent of users getting pills from private hospitals, clinics, pharmacies, and doctors means that 
a growing percentage of pill users are willing and able to pay for services and commodities. It would 
be useful to study the characteristics of these women, what commodities are being 
purchased by them, and why they use private sources. 
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3. Logistics 

The LMU’s Commodity Forecast System projects an increase in COC needs, to about 6.4 million 
cycles of low-dose pills and .59 million POPs in 2000. Currently, COCs are donated by SIDA. POPs 
are supplied by the UNFPA. For 2000, the LMU is projecting a shortfall in COCs of about 5.2 million 
cycles, and a surplus of about 585 thousand POPs.17 These projected needs for COCs and POPs 
are shown in Table IV-2. This scenario assumes that use of COCs and POPs will increase by 6% in 
2000 and 5% in 2001. For comparison purposes, two other sample scenarios are also shown in 
Table IV-2. Clearly, needs for COCs and potential shortfalls in stocks will be even larger if current 
trends continue, whereas the LMU forecast will require changes in either fertility behaviour or 
method mix. 

 

Table IV -2.  Illustration of different amounts of oral contraceptives* needed according to 
different policy decisions related to fertility decline and method mix 

Projected need for oral contraceptives* (not including buffer stock):   

 
 
Year 

 

Commodities Forecast 
LMU  3/2000 

Fertility and method mix 
trends from 1993-1998 

continue 
POLICY 11/99 

Fertility trend continues, with 
increasing proportions using 

long term methods 
POLICY 9/99 

1999 6,035,969 7,100,000  7,260,000  

2000 6,373,983 7,370,000  7,690,000  

2001 6,711,804 7,620,000  8,120,000  

2002 7,047,394 7,860,000  8,550,000  

2003 7,371,574 8,090,000  8,970,000  

* POPs and COCs are combined here because that is how the Spectrum model is currently configured. 
SOURCES: LMU, DPHC, and POLICY Project Spectrum Projections  

            
According to LMU, COCs may be short in 2000 and 2001 and stocked-out in 2002 and 2003. 

POPs are in surplus in 2000, but may be short in 2001 and stocked-out in 2002 and 2003. The 
situation would be worse if either of the POLICY model scenarios occurs. However, shortfalls and 
stockouts will not occur if more donor commitments can be secured or if demand does not grow as fast 
as predicted by the three scenarios.  

On the other hand, more COCs and POPs will be needed if there is a shift in government policy 
(e.g., a strong campaign of OC promotion). (Such a policy might be adopted in recognition of the lower 
costs of OCs relative to injectables.) 

 
17 Unfortunately, as Section A of this Chapter makes clear, POPs are not substitutable for COCs.  
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CHAPTER V 
INTRAUTERINE CONTRACEPTIVE DEVICES 

A.  Description of the Method 

An IUCD18 usually has a small, flexible plastic frame. It often has copper wire or copper sleeves on 
it. It is inserted into a woman’s uterus through the vagina. Almost all types of IUCDs have one or two 
strings, or threads, tied to them. The strings hang through the opening of the cervix into the vagina.  
A provider can remove the IUCD by pulling gently on the strings with forceps. While the Copper 
T380A, Nova T, Multiload-375, Multiload-250, Lippes Loop and Copper T220 have been available in 
Kenya at one time, the copper -bearing IUCD Copper T 380A is now the most commonly 
encountered. It is approved for at least 10 years of use.  

1. Mechanism of action 

IUCDs seem to work by preventing sperm from fertilizing ova. Copper IUCDs cause an increase in 
uterine and tubal fluids containing copper ions, enzymes, prostaglandins, and white blood cells that 
alter tubal and uterine transport. Sperm and ovum are affected so that fertilization does not occur. 
Current evidence does not support the misconception that the IUCD is an abortifacient.  

 
2. Theoretical and use effectiveness 

Perfect-use effectiveness for the Copper T 380A during the first year of use is 0.6%. (Perfect use 
involves a woman checking the strings regularly to detect expulsion.)  Among typical users, the 
probability of pregnancy with the Copper T 380A is 0.8%. Over 7 years of wear, the cumulative 
probability of pregnancy is only 1.7% (Hatcher et al., 1998). 

 
3. Continuation rate  

In the United States, the continuation rate of the Copper T380A, at 1 year, is 78%. IUCD acceptors 
have longer continuation rates, compared with hormonal method users. This may partly be because 
to discontinue, a woman has to go to a clinic for a medical procedure. In a seven-coun try study from 
1984 to 1986 that included Kenya, the IUCD had the longest continuation rate. Factors 
associated with high continuation were personal motivation, getting the method of first choice, and 
having a partner agree with the method (Huezo and Malhotra, 1993). 

4. Advantages and indications 

Advantages  

§ Can be inserted immediately after childbirth with acceptably low expulsion rates.19 
§ Are long-term and effective, require little to remember, and are not coitally dependent. 
§ Do not have hormonal side effects and no effect on breast milk. 
§ Are immediately reversible. 
§ Do not interact with any medicines. 
Indications 
§ Women in mutually faithful relationships who want a long-term, reversible method. 
§ Women who cannot use hormonal methods. 

 
18  In Kenya, the devise is often called intrauterine contraceptive device (IUCD) since “IUD” is more commonly 
understood as the abbreviation for “intrauterine demise”. 
19 Midwives in Nyeri inserted 300 IUCDs postpartum, and there were only five expulsions (Pollack, 1993). Morrison 
et al. found 6-month cumulative expulsion rates were lower for immediate insertions (those within 10 minutes of 
placental delivery) than for late insertions (generally between 10 minutes and 72 hours after placental delivery). 
Medical removals occurred in 1% of Kenyan acceptors and pelvic infections were rare (Morrison et al., 1996). 
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§ Women of any parity. A nulliparous woman can receive the method if she is not at risk for STDs.  
 

5. Disadvantages and side effects 

§ Affect menstrual cycle, which is likely to lessen after the first 3 months, and include longer and 
heavier menstrual bleeding, bleeding or spotting between periods, or more cramps or pain 
during periods. 

§ Do not protect against STDs, including HIV; not a good method for women with multiple 
partners or partners with multiple partners 

§ Increase the risk of PID attributable to insertion of the IUCD and subsequent exposure to STI. 
The greatest risk of PID associated with IUCDs occurs during the first few weeks following 
insertion, possibly because of microbiological contamination of the endometrial cavity at the 
time of insertion. 

§ May cause women with STIs to develop PID if they use an IUCD instead of another barrier or 
hormonal methods. 20 

§ Can be expelled without a woman noticing. Between 2% and 10% of IUCD users 
spontaneously expel the IUCD within the first year. Nulliparity, abnormal menstrual flow, and 
severe dysmenorrhea are risk factors for expulsion. A woman who has expelled one IUCD has 
a 30% chance of subsequent expulsions (CDC, 1999). 

 
6. Medical eligibility21 

WHO eligibility criteria include Category #4 (refrain from providing) and Category #3 (usually not 
used unless other more appropriate methods are not available or acceptable) are applied to women 
who 

§ Are pregnant, 
§ Have unexplained abnormal vaginal bleeding (suspicious for a serious underlying condition), 
§ Are more than 48 hours but less than 4 weeks postpartum or puerperal sepsis, 
§ Have or have had within the past 3 months an STD or PID, 
§ Are at risk for STDs (client or partner might have more than one partner), 
§ Have HIV/AIDS (considered a Category 3 condition. See IUCD/HIV discussion below.), or  
§ Have pelvic cancer or tuberculosis, past ectopic pregnancy, or anatomic abnormality of uterus. 
 
Most other conditions are Category #1 (used in any circumstance) and Category # 2 (generally 
used). 

7. Discontinuation 

In a Kenyan study, IUCD discontinuation was the lowest of three methods  for a 12-month 
period (OCs, 80%; Depo-Provera, 39%; IUCD, 20%). IUCDs had the fewest compliance 
problems (Sekadde-Kigondu et al., 1996). In a seven-country study, side effects were the main 
reason for discontinuation in all but one country (Huezo and Malhotra, 1993).  

8. Special issues 

Breastfeeding. Copper T380A contains no hormones and has no influence on breastfeeding. 

Young women. IUCDs can be used by women of any age, but the concern with youth is risk of STIs 
related to the lack of stable, mutually faithful relationships. 

Women at risk for STIs, including HIV. IUCDs are not well suited for women at risk of STIs. A 
woman with an IUCD who is at risk for STIs should be counseled about the risk and urged to use 
condoms if she elects to continue the method. 

 
20 A randomized controlled trial in Kenya found prophylactic administration of 200 mg of doxycycline at the time of 
IUCD insertion reduced the risk of PID and reduced the risk of IUCD-related visits to the clinic. The use of 
prophylactic doxycycline was cost effective (Grimes et al., 1994). 
 
21See Appendix III for a complete list of the WHO medical conditions and eligibility criteria. 
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9. Equipment, IUCD-related expendable supplies, and infrastructure required for safe 
provision. 

Of all methods, IUCDs are the most dependent on a smoothly running service delivery 
system. It is the most labor-intensive contraceptive for providers.  IUCD insertion demands 
high quality of care, rigorous asepsis, and specialized training (Stanback et al., 1995). 
 
Equipment required for IUCD insertion includes the following: 
 
§ Pelvic exam: exam table, specula, light source, JIK, gloves, plastic buckets and water for 

instrument processing, and soap and water for hand washing.  
§ Specific IUCD-related equipment: IUCD, scissors, tenacula, sponge-holding forceps, and 

uterine sounds. 
 

B.  User and Nonuser Profiles 

In 1998, 2% of all women and 6% of users relied on the IUCD, a slight decrease from the KDHS-
1993. IUCDs are most popular with women who want to stop childbearing. OCs, DMPA, and other 
methods are chosen over IUCDs for spacing (Ferguson, 1992). Table V-1 compares characteristics 
of users and nonusers. 

 

Table V-1. Characteristics of users and nonusers of IUCDs in Kenya 
Characteristic Users Nonusers 

Age § Percent using increases up to ages 35-39 
 

§ Tend to be young 
§ For 1993-1998 use declines in use in every 
age group except oldest 

Number of 
children 

§ Percent using increases up to 3 living 
children 
§ Higher parity than OC users; lower parity 
than injectable users 

§ Tend to be women with less than 2 children 

§ Percent not using increases with 4 or more 
living children 

Marital status § Tend to be married § Tend to be unmarried, sexually active women 

Education § Tend to be more educated than OC users 
§ Percent using increases with education, 
especially secondary education (popular with 
service providers) 

§ Tend to be less educated 

Residence § Tend to reside in Nairobi and Central 
provinces 
§ Tend to be urban 

§ Tend to reside in  Western and Nyanza 
provinces 
§ Tend to be rural 

SOURCES: KDHS-1998; Sekadde-Kigoundu et al., 1996; GoK; NCPD, 1995; Kuyoh et al., 1999; 
Muvandi, 1996 

 

C.  Barriers to Use and Measures to Increase Use 

1. Barriers 

Client misinformation and fears . In a 1994 investigation, simulated client visits and in-depth 
interviews were performed at 12 sites throughout Kenya. Client worries were that the husband can 
feel it, so it’s not secret; it may move around or get lost in the woman’s body; it may not prevent 
pregnancy; it will cause excessive vaginal discharge, backache, hip pain, and abdominal pain; it will 
lead to infertility; and it causes STDs. 

Service delivery constraints.  

§ IUCDs may have past expiry dates. 
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§ There may be shortages of necessary equipment, in particular, gloves, disinfectant, sounds, 
scissors, specula, and light. Nyanza and Western provinces are worst (1995 Situation Analysis 
report and 1999 KSPA). 

§ Out of four modern methods, IUCDs are least available at facilities (KSPA-1999); only 30% of 
dispensaries can provide them. 

§ A multinational sub-Saharan study found that Kenyan providers imposed their own parity 
requirements for IUCDs, injectables, and condoms. Generally, providers imposed an average of 
twice as many eligibility criteria than were required or encouraged by their MoH (Miller et al., 
1998). 

 
Provider fears and misconceptions. Provider fears and misconceptions were cited as leading 
reasons for IUCDs’ declining use in Kenya by Finger (1994). In the Stanback et al. study (ibid. 
1995), providers were found to be using the IUCD themselves and recommending it to their friends, 
but were not recommending it to clients unless they had hormonal contraindications. Problems 
revealed by these studies include the follow ing: 

§ Providers cited many fears of becoming infected with HIV through lack of gloves and 
disinfectant. This fear may lead to more rigorous sterilisation of instruments and other aspects of 
aseptic technique, but it also contributes to some providers discouraging clients from accepting 
IUCDs. 

§ Providers are not biased against the IUCD; rather, they are biased against providing it. The 
IUCD is time-consuming and requires a high level of skill, concentration, and cleanliness to 
provide. Providers are concerned they may be blamed for rare but serious side effects, 
including permanent infertility 

§ Clients refused because they were not menstruating.22  
 
Poor quality of care. Lack of communication with pregnant and postpartum women played a role in 
nonuse of IUCDs in a study done in six countries, including Kenya. Clients heard many rumours in 
the waiting room. The author found that more than 75% of postpartum women who wanted an IUCD 
left the hospital without one because of 

§ poorly informed health care providers, 
§ lack of family planning counseling during pregnancy, or 
§ undisclosed misconceptions about the return to fertility and postpartum sexual abstinence. 
 

2. Measures that might increase the likelihood of use of IUCDs 

• Devote more time (training and retraining) to IUCD service delivery. Contraceptive technology 
updates (CTUs) should emphasize technical aspects of the method and eligibility criteria. On-
the-job training in IUCD insertion works well with nurses in Kenya (Allen and Welsh, 1999).  

§ Cover service delivery to non-menstruating clients during counseling training.  
§ In CTUs, include information on minimizing risk of HIV infection during routine activities such as 

pelvic exams, IUCD insertions, and injections.  
§ Exploit existing interest (and success) with postpartum IUCD insertion. 
§ Prevent rumour mongering in the waiting room by providing structured discussions, health talks, 

posters, and audio-visual presentations where possible. 
§ Improve STD and HIV counseling in family planning clinics. 
§ During counseling, confront and clarify the misunderstanding about IUCD-related infections 

(users may attribute vaginal discharge following insertion to infection and even request removal 
for this reason) (Allen and Welsh, 1999).  

§ Ensure supply of necessary equipment and expendable supplies. One expert suggested 
packaging expendable commodities in IUCD kits in order to ensure their availability.  

§ Develop innovative approaches to IUCD provision. For example, if IUCDs slow the flow of 
clients on busy clinic days, offer a half-day per week for IUCD insertion, perhaps in the 

 
22This requirement, which was to prove that the client was not pregnant, has been discontinued (see 
Section A above). 
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afternoon. Resources might have to be pooled, because the site would need to have many kits 
available so that clients did not have to wait while instruments were being sterilised.  

§ Investigate rumors of theft of equipment and supplies necessary for permanent and 
long-term methods. An investigation might refute the rumors or help resolve the problem.  

 

D.  Sources for Intrauterine Contraceptive Devices 

1. National-level supply and distribution 

The United States donated 100,000 IUCDs in 1996 and is committed to delivering 100,000 more by 
the end of 2002. According to the LMU, in 2000 there will be a surplus of about 45,000 IUCDs, even 
if method use increases. In Chapters III and IV, millions of users of injectables and oral 
contraceptives calculated from KDHS-1998 data were compared with number of users implied by 
LMU distribution data. In order to perform the same calculation for IUCDs, data on removals is 
needed. 

 

2. Sources for individual users 

Figure V-1 illustrates users’ sources for IUCDs compared with sources for all methods. The percent 
of IUCD users relying on the public sector is higher than for any other method, although injectables 
and female sterilisation are close. The private medical sector—mainly hospitals and doctors—is the 
source for only 33% of users. Mission church hospitals and private doctors have declined as a 
source since 1993.  

 

3. Logistics 

The supply of IUCDs has been reliable, but supplies of expendable commodities such as gloves and 
disinfectant are also required. Gloves are donated by the UNFPA, and disinfectant is bought locally. 
These commodities are not reliably stocked. One suggested strategy is for the MoH to obtain donor 
commitments for IUCD kits that include gloves and perhaps disinfectant, rather than just obtaining 
IUCDs (Allen and Welsh, 1999). Alternatively, the MSCU could take responsibility for packaging 
these kits. 

Three scenarios for IUCD needs are presented in Table V-2. The LMU Commodity Forecasting 
System projection assumes annual increases in users of 4% to 5% from 1999 to 2003. The Rapid 
Fertility Decline Scenario of the Policy Spectrum model projects many more users. Allowing the 
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Figure  V -1 .  Compar ison  o f  a l l  users  and  IUCD users :  percent  d is t r ibu t ion  o f  
u s e r s  b y  m o s t  r e c e n t  s o u r c e  o f  s u p p l y

C B D / m o b i l e 3 .8 0.8

Other  p r i va te 4.5 0

Pr i va te  med i ca l 33.4 32.6

P u b l i c  s e c t o r 5 8 66.7

A l l  m o d e r n IUCDs

SOURCE:  KDHS-1998 
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current trends to continue results in the lowest need for IUCDs and a surplus of stock. This 
may be the most likely scenario, unless the government becomes proactive in solving 
problems at the SDPs and in motivating new IUCD acceptors. 

 

Table V-2.  Illustration of different amounts of IUCDs needed according to different policy 
decisions related to fertility decline  and method mix 

Projected need for IUCDs (not including buffer stock)  
 
 
Year 

 
 

Commodities Forecast 
 LMU 3/2000 

Fertility and method mix 
trends from 1993-1998 

continue 
POLICY 11/99 

Fertility trend continues,  with 
increasing proportions using 

long-term methods 
POLICY 9/99 

1999 26,920 31,270 56,640 

2000 27,970 25,970 59,270 

2001 28,977 20,010 61,850 
2002 29,904 24,110 64,310 

2003 31,399 20,950 66,610 

SOURCES:  LMU, DPHC, and POLICY Project Spectrum projections 
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CHAPTER VI 
FEMALE VOLUNTARY SURGICAL CONTRACEPTION 

A. Description of the Method 

Female sterilisation is also known as voluntary surgical contraception, female voluntary surgical 
contraception (FVSC), tubal ligation, tying the tubes, or minilap. Informed consent must be obtained, 
and the client must sign a standard consent form. Spousal consent is not mandatory, but it is better 
if a woman and her partner agree on sterilisation. Counseling should be provided and consent 
obtained from both partners if possible. Incentives should not be given to clients to accept any form 
of contraception or to providers to recruit clients and perform the surgical procedure. The client is 
free to change her mind anytime prior to accepting the procedure.23 

 Sterilisation involves mechanically blocking the fallopian tubes to prevent sperm and egg from 
uniting. It is a safe and simple procedure that can usually be done with local anesthesia and light 
sedation. Proper infection-prevention procedures are required. The two most common approaches 
are minilaparotomy and laparoscopy.  

1. Mechanism of action 

Occlusion techniques vary. Generally, fallopian tubes are tied and cut or are closed with a clip or 
ring. Local anesthesia, used with or without mild sedation, is safer than general, spinal, or epidural 
anesthesia and lets the w oman leave the clinic or hospital sooner (Hatcher et al., 1998). Suprapubic 
minilaparotomy (done more than 6 weeks postpartum) involves a 2 to 5 centimeter abdominal 
incision just above the pubic hairline. The laparoscopic approach to sterilisation involves making a 
small incision and inserting an instrument with which to visualize the fallopian tubes so the surgeon 
can perform the occlusion procedure. Because the incision is smaller, this method is less painful 
than minilaparotomy. It has a low rate of complications and a short recovery time and leaves a small 
scar. Disadvantages of the laparoscopic procedure include the need for a specialist with expensive 
and intense training, equipment that is difficult to maintain, and a fully equipped operating room. 
Laparoscopic sterilisation is not recommended for the immediate postpartum period.   

Immediate postpartum sterilisation can be performed in a delivery suite or an operating theatre. 
Advantages include convenience to the client and providers, low cost, ease of surgery, and an 
efficient use of health resources. Post-abortion sterilisation can be done by either minilaparotomy or 
laparoscopy.  

2. Theoretical and use effectiveness 

Theoretical and use effectiveness figures are the same: 0.5% unintended pregnancies within the 
first year of use, 1% after 5 years, and 1.8 % after 10 years (Centers for Disease Control and 
Prevention, 1999). Effectiveness depends on how the tubes are blocked, but all pregnancy rates are 
low. Failures may occur because of the following: 

§ The woman is pregnant at the time of sterilisation (correct with timing of procedure counseling 
and better screening). 

§ A surgical error (reduce likelihood with better training and better care of instruments). 
§ An equipment failure. 

 
3. Continuation rate  

In U.S. studies, continuation is 100% at 1 year and is probably the same in Kenya. 

 

 
23Reproductive Health/Family Planning Policy Guidelines and Standards for Service Providers, MoH, DPHC, GoK, 
June 1997, page 59. 
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4. Advantages and indications 

§ Effective and permanent; ideal for those in whom subsequent pregnancy may have an adverse 
effect on their health. 

§ Nothing to remember, no supplies needed, and no repeated clinic visits required. 
§ No interference with sex. 
§ No effect on breast milk. 
§ No known long-term side effects or health risks.24 
§ Minilaparotomy can be performed just after a woman gives birth. (The decision to have 

sterilisation should be made before a woman goes into labor.) 
§ No need for partner compliance; privacy of choice. 

 
5. Disadvantages and cautions 

§ Permanent (see Discontinuation below). Not recommended for women who are uncertain of 
their desire to become pregnant in the future   

§ Surgical procedure, requiring surgical training, aseptic conditions, medications, and technical 
assistance.   

§ Expensive at time of procedure. 
§ Painful for several days after procedure. 
§ No protection against STDs, including HIV/AIDS. 
§ In rare cases when pregnancy occurs, it is more likely to be ectopic. 
§ Uncommon complications of surgery include  

• infection or bleeding at the incision and 
• internal infection or bleeding; injury to internal organs; anesthesia risk, local (allergic 

reaction or overdose, although rare); and anesthesia risk, general (occasional delayed 
recovery and side effects). 
 

6. Medical eligibility25 

There is no medical reason that would absolutely restrict a person’s eligibility for sterilisation. Most 
women who want sterilisation can have a safe and effective procedure in a routine setting—even if 
they are young or old, have no children, are breastfeeding, or have just given birth (within 7 days). 

Some conditions and circumstances call for a delay or a referral, or the provider proceeds with 
caution, depending on the severity of these conditions. Generally, the classification system asks if 
the client has problems with gynæcologic conditions, such as pregnancy, infection, and cancer; a 
cardiovascular condition, such as heart disease, stroke, high blood pressure, or cardiovascular 
complications of diabetes; or a lingering, chronic disease or condition.  

7. Discontinuation 

Reversal of the sterilisation procedure is expensive, is not readily available, requires major surgery, 
and is not guaranteed.  
 

8. Special issues 

Breastfeeding. Sterilisation does not interfere with breastfeeding. 

 
24 A literature review looking at 12,000 minilaparotomies under local anesthesia in Kenya over a period of 15 years 
indicated that the procedure was a safe and effective option for most Kenyan women. The procedure took an 
average of 14 minutes and was safe for women with one previous abdominal scar. Over 90% of acceptors 
experienced little or no pain during surgery. The intra-operative and early complication rate was 4.1%; the major 
complication rate was 0.7%.  The most common complications were wound hemotoma and wound 
induration/sepsis. When correcting for luteal-phase pregnancies, which counted for 50% of the failures, the actual 
failure rate was 0.2% in the first year and 0.1% in the second year (Ruminjo and Lynam, 1997).  
 
25 See Appendix III for a complete list of the WHO medical conditions and eligibility criteria. 
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Young women. The 1997 Family Planning Policy Guidelines and Standards for Service Providers do 
not pose age, parity, or marital restriction on access to sterilisation. Sterilisation regret rate, however, 
is higher in women who were sterilised young  (Hatcher et al., 1999). Providers can and should help 
a woman think through her decision. 

Women at risk for STIs, including HIV. Women with active STIs should delay sterilisation in order to 
allow for treatment. Women who are HIV positive can obtain sterilisation without delay. If a woman is 
currently suffering from an AIDS-related illness, the procedure should be delayed (WHO, 1996).  

Dual Methods. Sterilisation does not protect a woman against STDs, including HIV/AIDS. The use of 
condoms after sterilisation is a behavioral change difficult to realise. In one U.S. study, more than 
75% of women who had undergone tubal ligation never used a condom compared to 46% of non-
sterilised women. (Hatcher, 1998). 

9. Equipment, IUCD-related expendable supplies, and infrastructure required for safe 
provision. 

Any facility with a minor theatre, the appropriate equipment, the ability to provide infection-prevention 
measures, and the drugs and equipment to handle emergencies can accommodate these 
procedures. Minilaparotomy can be performed in maternity centres and basic health facilities where 
surgery can be done. These include permanent and temporary facilities that can refer clients for 
special care if needed. Laparoscopy requires a better-equipped centre, where laparoscopy is 
performed regularly and an anesthetist can be available.26 

B. User and Nonuser Profiles 

The percent of women using sterilisation is small (4% of all women), but the percent of users relying 
on this method is high (14%). The percent of users is increasing steadily and consistently. Table VI-
1 compares characteristics of users and nonusers. 

Table VI-1. Characteristics of users and nonusers of FVSC in Kenya 
Characteristic Users Nonusers 

Age § Tend to be older (percentage of users 
increases with age, but median age is 
decreasing, from 33 in 1993 to 32 in 1998) 

§ Tend to be 15-25 years old 

Number of 
children 

§ Average parity declined from 6-8 in 1980s to 
6-7 in 1990s 
§ Average parity dropped in one study as 
procedure became more popular 

§ Usually have fewer than four children  

Marital status § Tend to be currently or formerly married § Tend to be  unmarried 

Education § Tend to be uneducated  § Tend to be more educated  

Residence § Can be rural and urban (equally likely to be 
users) 
§ Tend to reside in Nyanza and Central 
province (more likely to be users) 

§ Tend to reside in Coast and RV provinces  

SOURCES: KDHS -1998; Makokha and Mailu, 1989; Anonymous, 1987; Ruminjo and Lynam, 1997 

 
26 The AVSC Nairobi office has a complete list of equipment and supplies needed to provide female sterilisation. 
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C.  Barriers to Use and Measures to Increase Use 

Client misinformation and fears. Many women do not realise what a relatively safe, quick procedure 
minilaparotomy is, and many women have difficulty reconciling themselves to the absolute 
permanence of the decision. Greater effort needs to be made  on IEC for this method. 

Service delivery constraints. Female sterilisation is one of the least accessible modern methods in 
Kenya. Only 23% of facilities offered the procedure in 1995 (Ndhlovu et al., 1997). Even at facilities 
that theoretically offer the method, there are shortages of doctors, equipment, and supplies and a 
lack of electricity and water. Women scheduled for the procedure sometimes wait hours in vain 
because the only doctor is called away for emergencies or busy at other clinics (Allen and Welsh, 
1999). Thus, measures to increase use must include addressing personnel, supplies, and 
infrastructure problems. More sites may be needed. Either more doctors should be trained or hired, 
or other kinds of health practitioners could be trained to perform the procedure. Doing a cost-
benefit study comparing how much it costs to equip, maintain, and staff a FVSC site 
compared with the costs of women using less cost effective methods would be worthwhile. 

Provider fears and misconceptions. The 1995 Situation Analysis reported that, before providing 
FVSC, 100% of providers required a woman to have at least one child; 42% required a woman to 
be married; and 71% required the spouse’s consent. These requirements were dropped from the 
1997 version of Guidelines and Standards for Service Providers; however, some providers still 
enforce the old version. There is an intervention under way to educate providers about the latest 
guidelines. 

Poor quality of care. A 1990 evaluation of 10 interns performing minilaparotomy under local 
anesthesia revealed lack of standardization in surgical technique, unawareness of infection 
prevention practices, insensitivity to patient pain, and inadequate follow-up. (Bhatia, 1990). In-
training, refresher training, and supervision of surgeons should address these areas of 
weakness. 

D.  Sources for Female Sterilisation 

1. National-level supply and distribution 

Table VI-2 presents two scenarios for FVSC demand. The slower fertility decline scenario of the 
Spectrum model projects approximately 2,000 more acceptors per year, whereas allowing the 
current trends to continue results in very little change in the total number of acceptors per 
year. This may be the most likely scenario, unless the government becomes more proactive in 
promoting this m ethod and increasing its availability.  

 
Table VI-2.  Illustration of different demand for FVSC according 
 to different policy decisions related to fertility decline and method mix 

 Projected demand for FVSC:  

 
 

Year 

Fertility and method mix trends 
from 1993-1998 continue 

POLICY 11/99 

Fertility trend continues, with 
increased proportions using 

long-term methods 
POLICY 9/99 

1999 33,070 44,500 

2000 33,350 46,600 

2001 33,480 48,620 

2002 33,330 50,480 
2003 33,040 52,110 

SOURCES:  POLICY Project Spectrum Projections 
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2. Sources for individual users 

Figure VI-1 illustrates users’ sources for FVSC compared with sources for all methods. The percent 
of users relying on the public sector is more than one-half, with the rest obtaining the procedure from 
private mission hospitals, private hospitals, the Family Planning Association of Kenya (FPAK), or 
other clinics and private doctors (KDHS-1998). 

 

E.  Logistics 

Logistic issues concerning female sterilisation relate to number of sites and how well equipped those 
sites are, as well as availability of a trained provider. In the 1995 Situation Analysis study, only 16% 
of facilities had the full range of sterilising equipment, lotion, and gloves.  
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CHAPTER VII 
MALE CONDOMS 

A.  Description of the Method 

The male latex condom is a sheath of latex that is placed over the glans and shaft of the penis to act 
as a physical barrier. When used correctly and consistently condoms can prevent pregnancy and 
transmission of many STIs, including HIV. The majority of condoms in Kenya come in plain 
wrappers with no instructions.  

1. Mechanism of action 

The condom prevents pregnancy by blocking the passage of semen and is effective only when used 
from “start to finish” during each act of intercourse. The most widely available condoms in Kenya are 
made of latex. Newer polyurethane (plastic) condoms are more resistant to deterioration, may 
enhance sensitivity, and are appropriate for people with latex allergies (Hatcher et al, 1997). Most 
condoms in Kenya do not contain spermicide, but some are lubricated with a small amount of 
spermicide. (There is no evidence that condoms containing spermicide are more effective.) Using a 
separate vaginal spermicide is recommended, because it provides adequate volume of spermicide 
in the right location. (See Chapter IX.)   

2. Theoretical and use effectiveness for contraception and STI prevention 

Perfect-use effectiveness of the male condom in preventing pregnancy is estimated at about 3%. 
Typical use is 14%, because of errors in use. The most notable error is failure to use the condom 
during every act of intercourse. When used correctly condoms can be up to 98% effective at 
preventing the transmission of STDs, including HIV.  

That condoms protect against HIV is well established, and in reference to their contraceptive and 
infection-preventive functions, they are often referred to as “dual protection”. Condoms reduce the 
risk of HIV transmission by 10,000-fold (Warner et al., 1998). Compared to nonuse, condom 
breakage and slippage poses a minor risk of STI. In a large prospective study of high-risk STI 
patients at clinics, condoms broke or slipped off in approximately 4% of coital acts, and a minority of 
users were responsible for a disproportionate amount of slippage and breakage (Steiner et al., 
1999). The transmission risk from using condoms during only part of the entire act of intercourse is 
minor compared with not using them at all. 

3. Continuation rate  

The continuation rate for the male latex condom in the United States is 61%. The rate for 
Kenya is unk nown, apart from small-scale studies. 

4. Advantages and indications 

Advantages  
§ Protect against STDs, including AIDS, and pregnancy (when used correctly and consistently). 
§ Protect against conditions caused by STDs, such as PID, infertility, and cervical cancer in 

women. 
§ Encourage male participation in contraception and protection from infection. 
§ Are accessible, inexpensive, and portable.  
§ Do no have hormonal side effects. 
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§ Indications 
§ Clients needing a “back up” method.    
§ Users of all contraceptives (e.g., hormones, vaginal methods, and sterilisation) who also want 

protection from STIs, including HIV.   
§ Persons at risk of getting or passing STIs, including HIV. 
§ Couples who have infrequent intercourse and wish to avoid pregnancy. 

 
5. Disadvantages and side effects 

§ Reduces feeling and sensitivity for the male (reported). 
§ Interrupts sexual spontaneity.  
§ Causes allergic reactions (to latex). 
§ Depends on coitus.  
§ Requires cooperation (some find it embarrassing to suggest or initiate use). 
§ Can slip off or break during intercourse.  
§ Deteriorates if stored in too much heat, sunlight, or humidity. 
 

6. Medical eligibility27 

Only one rare medical condition prevents use of condoms—severe allergy to latex rubber.  

7. Discontinuation 

Problems with compliance in Kenya include the following: 
§ “Condom image problems,” such as the belief that condoms do not work or they break and slip 

easily (despite evidence that condoms work well when used correctly and consistently). 
§ The belief that condoms decrease sexual pleasure. 
§ The belief that only pros titutes use condoms. 
§ The belief that a man does not really trust a partner who wants a condom used. 
§ The fear that a condom might get lost inside a woman. 
 

8. Special issues 

Breastfeeding. Can be used immediately after childbirth. 

Young women. Ideal method for adolescents (adolescent girls are particularly vulnerable to infection 
and pregnancy), especially if used with another method (dual method use). Many adolescents, 
however, are too embarrassed to purchase or otherwise obtain condoms. 

Women and men at risk for STIs, including HIV. All clients at risk of STIs should be using condoms.    

Dual Methods. In one study, dual methods in Kenya were used perfectly in 43% of coital episodes 
over a 3-week period (Steiner and Joanis, 1993). However, in another study only 4% used dual 
methods “all the time” during last month. Uneducated people and people with poor communication 
with partner are least likely to be dual method users  (Kuyoh et al., 1999). Reasons given by clients 
for not using dual methods include “using another method to prevent pregnancy” (37%) and  
“partner refuses to use” (28%). 

 
9. Equipment, expendable supplies, and infrastructure required for safe provision. 

§ Condoms. 
B.  User and Nonuser Profiles 

Changes in the way data are collected and tabulated make trend analysis difficult, but the use of 
condoms for disease prevention, for contraception, or for dual protection is increasing in Kenya 
(KDHS-1993, -1998). 

 
27 See Appendix III for a complete list of the WHO medical conditions and eligibility criteria. 
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Table VII-1. Changes in condom use and attitude in Kenya, 1993-1998 
Characteristic Rate or proportion in 1993 Rate or proportion in 1998 

Men (20-54 in 1993, 15-54 in 1998) using a 
method whose contraceptive method is condom 

12%  16%  

Women (15-49) using a method whose 
contraceptive method is condom 

.9%  1.5% 

Proportion of men and women who used a 
condom for any reason 

9.9%  
(in 6 months prior to survey) 

19.9% 
(during last sexual act) 

Proportion of men who believe there is no way to 
protect themselves from getting AIDS 

10%  8% 

Proportion of men (who believe there are ways to 
project themselves from getting AIDS) who name 
condom as a way to protect themselves 

36%  49%  

SOURCES:  KDHS-1993, -1998 

 

Table VII-2. Characteristics of users and nonusers of male condoms in Kenya  
Characteristic Users Nonusers 

Age § Peak use for women is 15-19 
§ Male use at most ages is increasing 
§ Use for any reason decreases with age 

§ More likely to be over age 30 

Number of 
children 

§ Use for contraception peaks among women 
of parity one, then decreases with parity 

§ Zero parity, high parity 

Gender § Highest use among sexually active 
unmarried men using contraception (47%) 
§ Men more likely to use in last 6 months 
(7.6%) than women (5.5%) 

§ More likely to be female 

Marital  and 
partner status 

§ More likely to be unmarried or to have 
extramarital partner(s) 
§ Most likely to use with non-spouse 
§ The more partners, the more likely to be 
using 

§ More likely to be married 
§ More likely to be monogamous 

Education § Proportion using increases with education 
level  

§ More likely to be less educated 

Residence § More likely to be urban women 
§ Men equally likely to be rural or urban   
§ Highest proportion of users in Nairobi 
Province  

§ More likely to be rural women 
§ Lowest proportion of users in Nyanza 
Province 

SOURCES: KDHS-1998; Muvandi, 1996; Wilkinson, 1998; Kuyoh et al., 1999 

 

C.  Barriers to Use and Measures to Increase Use 

Availability and access. In the 1998 KDHS, 99% of men said they knew about condoms, but 24% of 
men said they did not know a source. Only 15% of men did not know a source for condoms in 1993. 
The data for women is also inconsistent: In 1993, 27% did not know a source, but in 1998, 39% said 
they did not know a source. Because the KDHS -1998 collected more-detailed data on condom 
knowledge and use, perhaps there was an improvement in the accuracy of reporting rather than a 
decline in source knowledge. These inconsistencies merit investigation. 

Client misinformation and fears. Assessment of risk of STDs, including AIDS, tends to be influenced 
by strong cultural beliefs and inadequate information. Respondents tend to judge risk by how clean 
a person is, their age, etc. Most people use condoms only with casual partners. Using more than 
one condom at a time and having sex multiple times in one night were reported as common 
practices among some men. In one study, 40% of men believed condoms were impregnated with 
HIV (Wilkinson, 1998). While concern about condom breakage was as high as 86% in one study, 
36% reported actual breakage in another study. 



FAMILY PLANNING AND REPRODUCTIVE HEALTH IN KENYA 

42 

Recognizing that adolescents tend feel uncomfortable at clinics where waiting rooms are full of 
adults, some NGOs are experimenting with Youth Centres or Youth Days. Providers may advise 
adolescents to attend clinics dressed in mufti (ordinary clothes), rather than their school uniforms, to 
avoid calling attention to their age (Allen and Welsh, 1999).  

Use rates are not higher among high-risk groups than among the general population—these 
groups need to be specially targeted for IEC and access. The two main reasons given for 
nonuse are using another method and the partner refuses to use. Other reasons include the 
following: 

§ Condoms are uncomfortable. 
§ Partner assumes user is unfaithful or has an STD. 
§ Condoms are dirty or carry diseases. 
§ Person is not at the risk of STD infection. 
§ Sex should be natural. 
§ Person afraid or embarrassed to ask partner. 
§ Condoms break or slip. 
§ Condoms interrupt sex. 
(Kuyoh et al., 1999). 

To dispel myths that lead to nonuse, the condom social marketing programme addresses 
breakage and slippage in memorable visual ways. IEC should also include increasing personal 
awareness of vulnerability to acquiring STD/HIV, developing negotiation skills to discuss 
condom use and STD/HIV risk with sex partners, emphasizing the importance to the 
individual of STD/HIV testing, reducing drug and alcohol use associated with higher-risk 
sexual behaviours, and planning for situations in which behavioral relapse might occur 
(Steiner et al., 1999). 

Service delivery constraints. Most programme evaluation data show that attempting to modify 
risky sexual behaviour through reduction in the number of sex partners and increased 
condom use is effective (Jackson, 1997). Unfortunately, these programmes are reaching only a 
small portion of individuals at high-risk. The most active channels of condom distribution in Kenya 
are clinics, CBD teams, NGOs, the private sector, and commercial distribution. An increase in CBD 
agents is partly responsible for the significant increase in condoms distributed in Kenya over the 
past few years. Clinics as a vehicle for condom delivery need restructuring; stockouts and 
condom spoilage were evident in MCH-FP clinics.  

Provider fears and misconceptions. Mechanics of condom application are poorly understood. A  
study in Western Kenya in 1995 discovered that low levels of correct use among both CBD agents 
and clients were probably responsible for most slippage and bursting. Authors concluded that 
CBDs need to be re-trained to demonstrate correct use of condoms and need to be 
provided with penis models with emphasis on the important step of consciously fitting the 
condom the correct way. (Ferguson and Ongwae, 1996). 

Poor quality of care. In the 1999 KSPA survey, less than 40% of FP clients received information on 
using condoms to prevent STIs. Only about 20% of FP consultations promoted dual method use 
(GoK and Macro Int. 2000). Integration of FP and STI ser vices should be a priority. Health care 
providers should be trained and supervised to assess risk and promote dual method use 
where appropriate. 
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D.  Sources for Condoms 

1. National-level supply and distribution 

A recent study found that “the condom pipeline in Kenya appears to be well established” (FHI, 
1998). Quantities of donor-supplied condoms increased steadily (with some aberrant years) from 
the 1980s, although the contributions of different donors has fluctuated. Since 1996, UNFPA and 
ODA/DFID have been the most important sources of condoms. Other donors since 1996 include 
Deutsche Gesellschaft Fur Technische Zusammenarbeit GmbH (GTZ) and the World Bank. From 
1992 to 1997, the Medical Stores Coordinating Unit distributed 86.2% of condoms to the MoH FP 
and STD/HIV/AIDS programmes, 7.4% to the Population Services International social marketing 
programme, and 6.4% to NGOs (FHI, 1998).  

2. Sources for individual users 

Only 33% of women aged 15-49 who are current condom users get their supplies from a hospital, 
health centre, clinic, or dispensary (public or private). Shops, friends and relatives, pharmacies, CBD 
workers, and others supplied 66% of users. These figures may be quite different for all users, male 
and female, of condoms. While we are missing data on sources for all users, the KDHS-1998 does 
tell cover knowledge of source. Table VII-3 shows that women are more likely to know about the 
public sector source and men are more likely to know about shops. The public sector sources 
known (and presumably used) by men tend to be STI Clinics, and women tend to use MCH-FP 
clinics. FPAK reports some progress in encouraging couples to come into both types of clinic.  

CBD workers account for much larger proportions of supplies distributed than they do of users 
supplied. According to one report, “While still accounting for under half of supply sources […], CBD 
workers, friends and relatives, and shops have grown in importance since the 1989 KDHS, 
particularly as sources for men” (FHI, 1998). 

 
Table VII-3. Knowledge of source for condoms 

 
Knows about what type of source: 

 
WOMEN 

 
MEN 

Public sector   33.8% 22.6% 

Private medical  7.5% 7.3% 

Private pharmacy 4.2% 5.7% 

Shop 12.0% 29.7% 

CBD Agent 2.6% 5.7% 

Friends, relatives, other 1.0% 5.1% 

SOURCE:  KDHS-1998 

3. Logistics 

The MSCU supply of condoms has generally increased yearly, with the exception of dramatic drops 
in 1994 and 1997, which were followed by large surges in 1995 and 1998. These drops and surges 
are caused by negotiations with donors and delays in shipping and delivery to Kenya. The latter may 
be alleviated, because there is now a Kenyan-German company planning to produce condoms in 
Kenya. Not all condoms received at MSCU are distributed—some constitute a 12-month buffer 
stock. Despite drops and surges in national-level supply, through 1996 at least, the quantities of 
condoms moving from the District Stores to lower-level facilities constantly increased (FHI, 1998).  

In the 1990s, policy decisions resulted in an expansion in the number and type of places where 
condoms are distributed, including STI clinics, condom dispensers, new and expanded CBD 
programmes, new licenses to MCH-FP service providers, and, most recently, the policy of stocking 
private shops, bars, hotels, and lodgings. No national-level data direct ly gives the number of 
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condoms used per year in Kenya (for FP or disease prevention). Different estimation 
approaches include the following: 28 

§ Add the number distributed by MSCU to the number distributed by social marketing to an 
estimated number of private, commercial sales. Subtract an estimated number still in 
stock and subtract an estimate of wastage. Better data is needed for Kenya on individual-
level wastage as well as stock wastage (spoilage).      

§ Use KDHS-1998 data on men’s reported use and coital frequency (illustrated in Appendix 
VI and discussed below). 

The first approach is used in two scenarios for male condom needs in Table VII-4. The LMU 
projection assumes annual increases in users of 8% to 9% from 1999 to 2003. When a 12-month 
buffer stock is added to this projection, stockouts occur in 2002-2003. Adding in PSI socially 
marketed condoms29 brings the projection of needs to about 117.7 million. Another scenario is that 
condom use nationwide increases to the maximum levels reported in the KDHS-1998: 13% for 
spousal sex in Western Kenya and 60% for several areas for non-spousal sex. If this scenario 
gradually evolved in the next 5 years, condom use would increase to about 130 million (105 million 
would be public-sector condoms, if the public-sector share declined from 86% in 1998 to 81% in 
2003).  

 

Table VII-4.  Illustration of different amounts of male condoms needed according to different 
policy decisions related to fertility decline and method mix  

  
 

Current fertility and method mix trends proj ected 

Nationwide use reaches 
current highest provincial levels by 2003; 
condoms distribution expanded to all bars 

 
 

 
Year 

Commodity Forecasting 
System, LMU 

3/00  
(Public sector) 

Public-sector condoms 
from Column 1 plus a PSI 
projected 24.5 million for 

socially marketed 
condoms 

 
POLICY Project 

11/99 
(Public sector) 

Public-sector condoms 
from  Column 3 plus 

projected 24.4 million 
for socially marketed 

condoms 

2003 93.2 million 117.7 million 105 million 130 million 
SOURCES:  LMU, DPHC  and POLICY Project 11/99 Working Paper on Condom Use 

 
Commodity forecasts depend not only on what data and assumptions about population growth are 
put into the model, but also on what policy is followed with regard to distribution (supply) and 
demand creation activities. Condom needs projections would be lower than in Table VII-4 if 

§ an average of 1994-1999 distributed amounts were used as a base for projections and 
§ large amounts of distributed condoms are not being used.  

Conversely, the quantities needed would be higher than shown in Table VII-4 if 

§ average use is higher than assumed in the model, 
§ there is use among females younger than 15 and older than 49, and use among males younger 

than 15 and older 54, and 
§ the number of users who use more than one condom per sexual act is high. 

Thus, 117.7 million probably represents a LOWER BOUND to condom needs, and 130 million 
may be a MEDIUM PROJECTION. Neither of the scenarios in Table VII-4 are based on specific 
public health goals or targets, such as “reduce HIV prevalence by X%”, or “increase dual method 
use by Y%.” Examples of projections based on a policy aimed at the public health goal of 
reducing the transmission of HIV include the following: 

§ Assume every sexually active person is at risk of HIV transmission, assume an average number 
of coital acts per year, and aim to provide a condom for every coital act. => OVERESTIMATE 
OF NEED FOR CONDOMS. 

 
28 POLICY Project 1999b. 
29 PSI is Population Services International, which administers the social marketing programme. There is no reliable 
estimate for the number of privately marketed condoms, although Stover (1999) gives a figure of 5 million. 
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§ Project and aim to meet the current trend of increase in condom use during last coital act for all 
Kenyans (not just females 15-49 and males 15-54). Or, assuming use responds to fear of 
infection, estimate the correlation between increase in HIV prevalence and increase in condom 
use, and use this, together with forecasts of the percent for Kenyans infected, to project and aim 
to meet increasing demand for condoms. => ESTIMATE OF NEED BASED ON BEHAVIOUR. 

§ Estimate and project the number of coital acts and the proportion of those acts at risk of HIV 
transmission. Aim to provide a condom for every risky coital act. OR, estimate the number of 
sexually active Kenyans of any age at risk of HIV transmission, assume an average number of 
coital acts per year, and aim to provide an average number of condoms for all at- risk adults. 
This requires an epidemiological methodology for estimating and projecting risk. => PERHAPS 
THE BEST POSSIBLE ESTIMATE OF RISK AND NEED. 

Appendix VI illustrates a worksheet for estimating number of condom -protected and unprotected 
coital acts based on 1998 KDHS data. Number of coital acts or numbers of sexually active men 
need to be multiplied by risk factors to project condom needs. From this worksheet, the total 
number of coital acts per year that were protected by a condom in 1998 was 80,906,199.30 The 
total number of coital acts per year that were not protected by a condom in 1998 was 
300,200,904. The total number of coital acts in 1998 was therefore around 381 million. 
Projecting gives us a range of estimated coital acts in 2003, depending on rate of 
population growth, of 426 million to 432 million. THESE NUMBERS REPRESENT THE 
UPPER BOUNDS OF NUMBER OF CONDOMS NEEDED IN 2003. 

In sum, until a more precise epidemiological assessment of risk is performed, we have three 
estimates of number of condoms needed in 2003: 

LOWER BOUND: 118 million 

MEDIUM: 130 million 

UPPER BOUND: 426-432 million 

 

 
30The POLICY Project paper calculates that about 70 million is the average number of condoms distributed from 
all sources in 1997-1998 (since the KDHS-1998 took place in early 1998 and referred back to the last 12 
months). This is a difference of about 11 million condoms (81 million minus 70 million), which is probably due to 
the rough nature of the calculations of condom use (reporting on whether used last time is likely to overestimate 
whether used every time).  
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CHAPTER VIII 
NORPLANT® IMPLANTS 

A.  Description of the Method 

The Norplant Implant system is a set of six small, flexible plastic capsules that are placed under the 
skin of a woman’s upper arm. Each capsule is about the size of a matchstick. The set contains 36 
mg of the progestin levonorgestrel, which is released at a slow rate. Norplant implants are effective 
for 5 years; the method can be reversed at any time by removing the capsules.  

1. Mechanism of action 

Norplant Implants belong to the progestin-only category of contraceptives. The contraceptive effect 
is provided by the slow, steady diffusion of levonorgestrel from the capsules. Progestin-only 
contraceptives may prevent pregnancy by several mechanisms: 

§ Inhibiting ovulation. 
§ Thickening and decreasing the amount of cervical mucus (making it more difficult for sperm to 

penetrate). 
§ Creating a thin, atrophic endometrium. 
§ Disrupting normal function of the corpus luteum (produces hormones after ovulation). 
 
The levonorgestrel in Norplant suppres ses ovulation in at least half the cycles. Even if ovulation 
were to occur, fertilization would be prevented by the other endocrine changes. 

2. Theoretical and use effectiveness for contraception and STI prevention 

Norplant has both a perfect-use and typical-use probability of pregnancy of 0.5%, because there is 
no opportunity for user error. Norplant implants made before 1992 used hard plastic capsules. They 
were slightly less effective than the soft-capsule implants now made. Cumulative pregnancy rates 
through the end of 5 years were three time higher among women with the hard capsules (4.9%) 
than among women with the soft ones (1.6%)  (Hatcher et al., 1998).  Heavier women had a higher 
pregnacy rate than lighter women, even with the soft tubing, but heavier women still have excellent 
protection from pregnancy. Because failure increases in the sixth year, Norplant capsules should be 
removed by the end of the fifth year.  

3. Continuation rate  

In Kenya the 1 - and 2-year continuation rates of a population of 1,654 Norplant acceptors were 91% 
and 80%, respectively. The most common complaint was menstrual disruption (72%), especially 
spotting or prolonged bleeding (71%). The next most common, but rare, complaint was headache 
(1.2%). During the 3 -year period, four pregnancies (0.3%) occurred: an unrecognized pregnancy that 
eluded the pre-procedure screening, contraception failure due to simultaneous use of rifampicin, and 
two unexplained method failures (Ruminjo et al., 1994).  

 
4. Advantages and indications  

Advantages of Norplant that apply to all progestin-only contraceptives  
§ Do not cause the rare but serious complications associated with œstrogen, such as 

thrombophlebitis and pulmonary embolism (progestin-only methods do not contain œstrogen). 
§ Result in scanty menses or no menses. Over time, Norplant users are less likely to miss periods 

than users of other types of progestin-only methods, such as DMPA. 
§ Decrease anemia related to decrease menstrual blood loss. 
§ Decrease menstrual cramps and pain. 
§ Decrease risk of developing endometrial cancer, ovarian cancer, and PID. 
§ Are reversible, long-term, and effective.  
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§ Lower risk of ectopic pregnancy compared to women not using any contraception. (The risk of 
ectopic pregnancy may be greater in heavier women or in women who keep the implant in for 
longer than 5 years.) 

 
Advantages specific to implants 

§ Not coitus dependent. 
§ Higher continuation rates than other hormonal methods.  
 
Other indications   
§ Can be started if breastfeeding is well established (approximately 6 weeks postpartum), 

although non-hormonal methods are preferable during breastfeeding (Hatcher et al., 1998).  
§ Are good for women who want long-term birth spacing (women who have achieved desired 

family size but do not want a permanent method).  
 
5. Disadvantages and side effects 

Disadvantages of Norplant that apply to all progestin-only contraceptives  

§ Menstrual cycle irregularity; amenorrhoea is less common over time with Norplant users.  
§ Weight gain (Norplant users of more than 5 years gain an average of just less than 5 lb (2.5 

kg)).  
§ No protection against STIs, including HIV.  
 

Disadvantages specific to Norplant 

§ Norplant interacts with anticonvulsant medications and rifampin. Because Norplant contains a 
low dose of levonorgestrel, anticonvulsant drugs can interfere with its effectiveness. Pregnancy 
rates increase if a woman takes these medications: carbamazepine, phenytoin, phenobarbital, 
primidone, phenybutazone, and rifampin.  

§ Minor surgical procedures are required to insert and remove capsules. A client cannot stop or 
start use on her own. Removal can be difficult if the implant was inserted too deeply. A woman 
may have difficulty finding a provider to remove Norplant. (No indication that this is currently a 
problem in Kenya.)  

§ If the implants are removed soon after insertion, the method is extremely expensive per month 
of contraception. Over a 5-year period, the cost is comparable to other hormonal contraceptives 
(see Chapter X). 

§ Local inflammation or infection can occur at the site of implants. Complications do not always 
occur immediately after insertion. Some women experience a slight increase in pigmentation of 
the skin over the site of implants. 

§ Some women experience headache, ovarian cysts, or acne. 
 

6. Medical eligibility31 

WHO has placed few precautions on the provision of progestin-only methods. Category #4 (refrain 
from providing) and Category #3 (usually not used unless other more appropriate methods are not 
available or acceptable) are applied to women who 

§ Are already pregnant or breastfeeding a baby under 6 weeks of age, 
§ Have unexplained abnormal vaginal bleeding (suspicious for a serious underlying condition), 
§ Have breast cancer or severe liver disease, or  
§ Are taking anticonvulsant medications or rifampicin 
Most other conditions are Category #1 (used in any circumstance) and Category # 2 (generally 
used).  

 
31 See Appendix III for a complete list of the WHO medical conditions and eligibility criteria.  
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7. Discontinuation 

Menstrual cycle disturbance is the most common reason for discontinuation. Providers can reduce 
the likelihood of discontinuation by explaining menstrual cycle changes in advance (more than 80% 
of women will notice a change). Four years after introducing Norplant into Kenya, researchers 
reviewed the records of 225 women who had obtained removals at six health facilities. More than 
half of the clients reported that the main reason for removal was side effects, in particular, heavy or 
irregular bleeding. In a study of removal reasons at six clinics, about 25% of the women had 
implants removed because they wanted to become pregnant (Anonymous, AVSC News, 1997). 
This reduces the cost effectiveness of the method.  

  

8. Special issues 

Breastfeeding. Norplant implants can be started if breastfeeding is well established (approximately 6 
weeks postpartum). 

Young women. Extremely low failure rate and rapid reversibility make Norplant a good option for 
young women. Young women are more vulnerable to cervical infections, and because progestin-
only methods produce thick cervical mucus, they have some protective effect against PID. Some 
young women might consider other methods, such as DMPA, more private than Norplant. 
Compared to using pills or DMPA, adolescent Norplant users have a higher rate of continuation 
(Hatcher et al., 1999). 

Women at risk for STIs, including HIV. Norplant implants do not provide protection against STIs, 
including the HIV virus.  

Removals. In one study, women reported relative ease in finding a provider to remove the implant, 
and 66% reported no pain during the removal procedure. Many women are approaching the 5-year 
expiration date. AVSC estimates that a maximum of 12,500 Kenyan women who received an 
implant in 1995 may request removals in 2000. (Anonymous, AVSC News, 1997). Some of 
these, however, may have already been removed. 

 
9. Equipment, related expendable supplies, and infrastructure required for safe 

provision. 

§ Norplant kit, local anesthetic, needle, syringe, skin antiseptic, cotton wool, light source, gloves, 
and soap and water for hand washing. 

§ If pelvic exam is required: exam table, specula, light source, JIK, gloves, plastic buckets and 
water for instrument processing, and soap and water for hand washing.  

 

B.  User and Nonuser Profiles 

Norplant was introduced into the National Family Planning Programme in 1992. The KDHS-1993 
showed zero percent women using the method; by KDHS-1998, 0.7% of all women had an implant. 
These small percentages must be considered in the context of the limited availability of the method. 
Interviews with key informants suggest there is growing demand for implants (Allen and Welsh, 
1999). Table VIII-1 contrasts characteristics of users and nonusers.  
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Table VIII-1. Characteristics of users and nonusers of implants in Kenya  
Characteristic Users Nonusers 

Age § Tend to be 25-44 § Tend to be 15-19 and 45-49  

Number of 
children 

§ Usually have one or two children, for 
spacing 

§ Usually nulliparous 

Marital status § Tend not to be married § Tend to be married  

Education § Are educated (secondary and above) § Are uneducated 
Residence § Tend to be from urban areas (4 time  times 

more likely to be users)  
§ Reside in Nairobi (most likely); reside in 
Eastern Province (slightly more likely) 

§ Tend to be from rural areas 
§ Come from provinces other than Nairobi and 
Eastern 

 

C.  Barriers to Use and Measures to Increase Use 

Availability and access. Implants are not widely available. The implant situation is similar to the 
IUCD situation; barriers at the service delivery level are retarding increases in user 
prevalence. 

Service delivery constraints. Interviews with key informants suggest that use of implants would 
increase if more providers were trained. Increasing the number of nurses who can provide  
Norplant will improve availability of the method. A study in Kenya conducted by Population 
Council confirmed the international experience that nurses can be trained to safely insert Norplant, 
and this is reflected in the MoH’s Guidelines and Standards for Service Providers, (Allen and Welsh, 
1999).   

Provider fears and misconceptions. Some providers erroneously think written consent is required for 
Norplant and impose restrictions on young, unmarried, and nulliparous women (Ruminjo et al., 
1994). This indicates the need for refresher training. 

Poor quality of care. In a small study, 33 of 35 women interviewed said they would recommend the 
method to a friend, although the quality of the counseling could be improved (Anonymous, 
AVSC News, 1997). 

 
D.  Sources for Norplant Implants 

1. National-level supply and distribution 

Norplant was introduced into Kenya’s National Family Planning Programme in 1992. In 1995, 
25,000 Norplant implants were obtained through World Bank loans (IDA), and 7,000 more were 
donated by the World Bank. By the end of 1995, Norplant was available at 72 public and private 
sites throughout the country. However, this number represents a small percentage of all programme 
sites—only 12% of the facilities surveyed in the 1995 Situation Analysis usually provided the 
method. The LMU reports indicate an increase followed by a decrease in Norplant distribution: 
around 3,800 in 1994; 18,750 in 1998; and 13,170 in 1999. (Equal amounts were stored as a 12-
month buffer stock each year.)  Insertion is lagging behind supply, so there is a large surplus 
stockpile of Norplant.32 This is a concern, because the stock will expire, much of it within 2 
years (Allen and Welsh, 1999).  

 
32 The data from LM U on commodities received show no implants received after the 32,000 in 1995, but the 
projections show 131,310 units available at the end of 1999. 
 



FAMILY PLANNING AND REPRODUCTIVE HEALTH COMMODITIES IN KENYA 

51 

 

2. Sources for individual users 

Figure VIII-1 illustrates users’ sources for implants compared with sources for all methods. The 
percent of users relying on the private sector is higher than for any other method, and about equal to 
the roughly half of users relying on the public sector. 

3. Logistics 

Stockouts of implants were reported for 22% of the facilities surveyed in the 1995 Situation 
Analysis Report, even though LMU data show buffer stocks available at the national level. As 
with IUCDs, provision of implants depends on availability of expendable commodities such as 
gloves, skin antiseptics, and cotton wool. The LMU commodity forecasts assume a 5% to 6% 
increase in distribution of implants, resulting in surplus stock every year from 1999 to 2003. The 
other two scenarios assume that uptake of implants drastically increases (implying that provision 
and distribution problems are solved and that policy promotes the method). 

 

Table VIII-2.  Illustration of different amounts of implants needed according to different policy 
decisions related to fertility decline and method mix. 

 Projected need for implants (not including buffer stocks) 

 

 
Year 

 

 
Commodity Forecasting 

System,  LMU 3/00 

Fertility and method mix 
trends from 1993-1998 

continue 
POLICY 11/99 

Fertility trend continues, with 
increasing proportions using 

long-term methods 
POLICY 9/99 

1999 13,170 31,670 25,490 

2000 13,973 36,070 27,910 

2001 14,783 40,710 30,420 
2002 15,581 44,160 32,980 

2003 16,454 48,630 35,570 

SOURCES:  LMU, DPHC, and POLICY Project Spectrum Projections 
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Figure VIII-1. Comparison of all users and implant users: percent distribution of 
users by most recent source of supply*

FPAK 4.5 13.2

Mission hosp. 8.1 13.7

Private hosp. 13.8 16.8

Govt hosp. 29.5 47.1

All modern Implants

* Only the four largest sources 

SOURCE:  KDHS-1998 
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CHAPTER IX 
OTHER METHODS:  

TRADITIONAL, VASECTOMY, VAGINAL BARRIERS AND SPERMICIDES, 
AND EMERGENCY CONTRACEPTIVE PILLS 

 
A.  Traditional Methods 

1. Description of traditional methods 

Traditional methods of fertility control include breastfeeding, abstinence during breastfeeding, 
withdrawal, sex without intercourse, periodic abstinence (including various cultural practices as well 
as the calendar or rhythm method), and polygamy (Howie, 1989). These methods vary in 
effectiveness. The effectiveness of coitus interruptus (withdrawal), for example, can be as high as 
96% when performed consistently and correctly. Typical use, however, is much less effective (81%). 
Breastfeeding can provide 98% protection from pregnancy if the woman is still amenorrheic and fully 
breastfeeding and if the infant is under 6 months of age (Hatcher, 1998). 

2. Trends in traditional method use  

Most of traditional method use in the Kenyan Demographic and Health Surveys is periodic 
abstinence (5.3% of all women). Withdrawal is the second most reported traditional method, but 
fewer women (0.4%) use it.  

The percent of women using traditional methods declined from 8.5% of all women in the KDHS-
1989 to 5.2% of all women in the KDHS-1993. Subsequently, the percentages using traditional 
methods rebounded to 6.3% of all women in the KDHS-1998. The gain in traditional methods came 
from a decline in the percentage of nonusers. 

Traditional methods constitute a large but decreasing portion of the total method mix of 
contraceptive methods. In 1989, 36.6% of all users relied on traditional methods, but in 1998, only 
21.1% did so (KDHS-1989 and KDHS-1998). If this trend continues, along with continued fertility 
decline trends, there will be around 519,000 traditional method users in 2003. On the other hand, if 
fertility decline slows, but more users rely on long-term methods , there will be a slower increase in 
the number of traditional users. Both scenarios are presented in Table IX-1 . 

 

Table IX-1.  Illustration of different numbers of users  
relying on traditional methods, according to different policy 
 decisions related to fertility decline and method mix 

 

 
 
Year 

Fertility and method mix 
trends from 1993-1998 

continue 
POLICY 11/99 

Fertility trend continues,  
with increasing proportions 
using long-term methods 

POLICY 9/99 

1999 459,300 453,200 

2000 477,320 464,470 

2001 494,540 474,250 

2002 510,790 482,390 

2003 518,860 488,670 

SOURCES:  LMU, DPHC, and POLICY Project Spectrum Projections  
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Table IX-2. Characteristics of users and nonusers of traditional methods in Kenya 

Characteristic Users Nonusers 

Age § Come form all age groups, no special 
pattern 

§ Tend to be adolescents (reflects their low 
use of any method) 

Number of 
children 

§ Increase by I% up to two children, then 
decrease  

§ Tend to have no children, one child, or many 
children 

Marital  and 
partner status 

§ Tend to be 20-24 year olds, sexually active, 
and unmarried (mostly periodic abstinence) 
§ Currently can be married or unmarried 

 

Education § Likely to be more educated  § Tend to be less educated  
Residence § Tend to be from urban areas 

§ Reside in RV, Nairobi, and Eastern 
provinces 

§ Tend to be from rural areas 

§ Tend to com from Coast and Nyanza 
provinces (least popular provinces) 

SOURCES: KDHS 1998,  

 

4. Current considerations about traditional methods in Kenya 

The low typical-use effectiveness of traditional methods makes them risky for women who have 
strong reasons for avoiding pregnancy. Some users are deliberately avoiding modern methods for 
personal, health, or religious reasons. Others, however, could benefit from outreach and IEC efforts, 
particularly unmarried, sexually active adolescents. Apart from abstinence, traditional methods 
generally do not protect from STIs. The Kenyan Catholic Church supports the practice of periodic 
abstinence, and Catholic diocese health workers instruct people in what is called the Natural Family 
Planning (rhythm) method. 

 

B.  Male Sterilisation (Vasectomy) 

1. Description of the method 

Vasectomy is the male sterilisation operation that blocks the vas deferens to prevent the passage of 
sperm into the ejaculated seminal fluid. The “no scalpel” approach uses a different anesthetic 
technique and reaches the vas deferens through a puncture in the scrotum rather than an incision 
made with a scalpel (Hatcher, 1998).  After being locating, the vas deferens is divided and either tied 
or closed with heat or clips. The incision may be closed with sutures or covered with an adhesive 
bandage. Clients can leave the clinic within a few hours, often in less than 1 hour. 

Vasectomy has a probability of pregnancy of 0.1% in the first year (Hatcher, 1998). It is simpler, 
safer, less expensive, and more effective than female sterilisation. The importance of learning 
competence in this procedure should be emphasized at the pre-service level, in medical school. 
Following that, routine in-service updates should be conducted at hospitals in order to sustain 
competence and bolster interest. 

2. Trends in vasectomy use and attitudes 

Although very popular in countries such as the United States, and increasingly popular in some 
Asian countries, vasectomy has always occupied a negligible portion of the method mix in African 
countries, including Kenya. Two surveys in 1989 and one in 1992 showed only 36% to 37% had 
heard of the method. Misbeliefs, including weight gain and the inhibition of sexual desire, were 
common. Men persisted in the belief that family planning is a woman’s responsibility, and many 
confused the procedure with castration (Landry et al., 1991; Lynam et al., 1993). A survey for a 
project on male involvement in FP found that only 22% of men and 31% of women approved of 
vasectomy (Mwarogo et al., 1995). 
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3. Characteristics of vasectomy users 

A 1989 review of clinical records from 1976 to 1988 of vasectomy acceptors showed that the 
average age was 37; 48% had more than six children; and most were in a married, stable 
relationship of long duration. Almost 50% of users had secondary or university education and almost 
75% had used at least one other family planning method; 38% learned about vasectomy from 
another sterilised man, 26% from a health worker, and 16% from media (Lynam et al., 1993.) 

A 1992 study on acceptors, their wives, service providers, other method users, and nonusers in 
three districts of Kenya found that the leading reason for choosing vasectomy was economic 
pressures, particularly the cost of educating children. Other reasons mentioned were dissatisfaction 
with other methods, concern for wife’s health, and the permanence and lack of side effects of 
vasectomy. Most acceptors talked to their wives about contraception, in contrast to nonusers who 
did not do so. The chief source of information about vasectomy among all respondents was media 
(Wilkinson et al., 1994).  

4. Current considerations about vasectomy in Kenya 

This topic was addressed in several interviews with key informants, who did not see any indication 
of changes in the current situation (Allen and Welsh, 1999). The belief that contraception is a 
woman’s responsibility is both reflected by and supported by the policy of primarily offering 
FP in MCH-FP clinics (used by women). Male involvement projects, more use of male 
counselors and male CBD agents, and promotion of “couple counseling” in FP clinics could 
help reach out to men and dispel negative attitudes toward vasectomy. Service providers 
need more training and motivation concerning vasectomy. In an AVSC study, Kenyan providers 
thought that vasectomy, like castration, caused the loss of sexuality and strength (Danforth, 1994). 

Vasectomy promotion in the media was tried in the past with some success (Wilkinson et al., 1993). 
About 8 years ago, vasectomy promotion seemed to be the focus of media attention. Since then, its 
prominence in the media has waned.  

Measures that increase the use of tubal ligation also apply to vasectomy. Programme issues 
include ensuring the availability of providers, supplies, and equipment. IEC issues include 
dispelling myths about vasectomy and encouraging belief in joint couple responsibility and 
decision-making about FP.  

C.  Vaginal Barriers and Spermicides 

Types of female barrier methods used in Kenya include diaphragm, cervical cap, spermicide, 
sponge, and female condom. Historically, the use of vaginal barrier methods has been limited in 
Africa (CDC, 1999).  The Kenya Demographic and Health Surveys recorded 0.3% of women age 15 
to 49 using the diaphragm, foam, or jelly in 1989 and 0.1% in 1993. In 1998, it was not recorded 
separately from “other modern”, which was zero percent.  

Vaginal foaming tablets. In Kenya, vaginal foaming tablets are the most commonly encountered 
type of vaginal barrier/spermicide contraceptive. Correct use of vaginal foaming tablets includes 
proper placement and timing. Vaginal foaming tablets should be inserted high into the vagina, at 
least 10 minutes before intercourse (allows time to dissolve). Foaming tablets should be kept dry 
when stored; if kept dry they are not likely to melt in hot weather. The MSCU distributed 874,400 
vaginal foaming tablets in 1999. Currently there is a surplus. LMU forecasts assume an annual 
increase of 5% to 6%, which will mean more than 1 million will be needed in 2003, at which point 
stockout is anticipated 33. In one small study 90% of users cited “ease of use” and “effectiveness 
against pregnancy” as reasons for liking the method. Half of the women indicated that the method 
was “messy”. Another study reported that 10% to 30% of vaginal foaming tablet users reported a 
“warm” or “burning” sensation while the tablets were dissolving; few women, however, discontinued 
use because of this sensation (Feldblum and Joanis, 1994).  

Diaphragm. Perfect-use pregnancy protection of diaphragms, when used with a spermicide, can be 
as high as 94% (typical use is 80%) (Hatcher, 1998). Diaphragms offer privacy, female control, and 

 
33 LMU Commodity Forecasting System, March 2000. 
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protection from some cervical infections caused by bacteria. Diaphragms can be ideal for women 
who have intercourse infrequently. Typically, providers do not have experience in fitting vaginal 
devices and providing clients with instructions. There are practical obstacles as well, such as the 
cleaning and sterilising of devices used for fitting.  

Spermicides. These contain an agent that kills sperm. There is a wide range in reported 
effectiveness. The pregnancy rate for typical use of spermicides is 26%, and the rate for perfect use 
is 6% (CDC, 1999).  Add the use of a condom to a spermicide and the pregnancy rate for 
perfect use drops to 0.02%, making this an excellent, cost-effective choice for careful users  
(CDC, 1999). Spermicides do not require cooperation of a partner, they provide lubrication, and they 
do not cause systemic effects. Those containing Nonoxynol-9 appear to have some efficacy against 
bacterial STIs such as gonorrhea and chlamydia. However, combining spermicides with a physical 
barrier such as diaphragms and condoms provides the best protection (CDC, 1999). Two African 
studies found an association between the use of nonoxynol-9 suppositories and a reduced 
incidence of HIV infection. Irritation from spermicides is a disadvantage; it is rare in women who use 
them several times a week, but more common in those who use them several times a day 
(Feldblum and Barnett, 1994).  

The female condom . This is a thin, polyurethane sheath 7.8 cm in diameter and 17 cm long. It has 
two flexible rings. One lies inside the vagina and serves as an internal anchor, and the other forms 
the open end and remains outside the vagina after insertion. The female condom is intended for 
one-time use (multiuse studies are being conducted). The female condom may help reduce the risk 
of STIs; protection from trichomoniasis infection has been reported, and reduced risk for other STIs 
is under inves tigation. The female condom should not be used with the male condom. Perfect-use 
failure in the United States is 5%, and the typical-use pregnancy rate at 1 year is 21% (Hatcher, 
1998). Preliminary reports from a current female condom study in Kenya suggest widespread 
acceptance of the method (Allen and Welsh, 1999). Practically speaking, female condoms are very 
expensive (for one female condom, 23 male condoms can be purchased); however, most experts 
agree that there is a niche for female condoms in Kenya. They suggest targeting high-risk groups 
such as commercial sex workers and adolescent girls. Features such as pregnancy protection, 
some STI protection, and potential for “woman control” are desirable for these particularly vulnerable 
groups.  

D.  Emergency Contraceptive Pills 

ECPs can provide a 74% chance of avoiding a pregnancy following unprotected intercourse 
(Hatcher, 1998). COCs or POPs can be used for emergency contraception. Postinor-2 is a POP that 
has been distributed for the purpose of emergency contraception. It is more effective than COCs 
and has fewer side effects. The mechanism behind ECPs is that larger-than-usual doses of 
œstrogen or progestin are taken in one dose and repeated in 12 hours. This must be done within 72 
hours of unprotected intercourse in order to be effective. ECPs will not disrupt an established 
pregnancy, and they are not abortifacients. Besides pregnancy, there are no absolute medical 
contraindications to the use of ECPs (Hatcher, 1998). Short-term side effects (nausea and vomiting) 
are very common. 

ECPs should not substitute for a routine form of contraception, but they are an ideal back up for 
users of barrier methods who might experience a method failure (or fail to use the method). For 
example, condom users can turn to ECPs if the condom breaks or slips. Studies examining 
Postinor-2 have been conducted in Kenya; anecdotal reports indicate widespread acceptance. 
Although Postinor-2 is not available at Ministry sites, COCs and very low-dose POPs are readily 
available. 

Adolescents can benefit from this method, but they need to be cautioned that it is not 
practical to rely on ECPs as a substitute for routine methods of contraception.  Emergency 
contraception should be a routine consideration for victims of sexual violence. 
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CHAPTER X 
PUBLIC SECTOR COSTS AND COST RECOVERY 

 

A.  Public Sector Costs 

1. Current commodity costs 

Table X-1 shows the commodity costs in 1999 for contraceptives distributed in Kenya through the 
MSCU. 

 
Table X-1. Commodity costs in 1999 for contraceptives distributed in Kenya  
 through the MSCU 

 

 
Type of method 

 

Estimated unit price (CIF 
Nairobi) in US dollars 

 

Number of units 
distributed in 1999 

Cost of all units 
distributed, in US 
dollars 

Condoms         .03 67,369,299 $ 2,021,079 

Injectables       1.20 2,622,900 $ 3,147,480 

COCs         .23 6,035,969  $ 1,388,273 

POPs         .34 563,208 $    191,491 

IUCDs       1.11 26,920 $     29,881 

Norplant     24.61 13,170 $   324,114 

Vaginal foaming tablets        .12 874,000 $  104,880 

TOTAL COSTS   $ 7,207,198 

 SOURCE: LMU of MoH  

 
Commodity costs reflect only a part of the total costs of delivering contraceptive products to the 
people of Kenya. Other costs are administrative and service delivery personnel, including training 
and salaries; supplies and equipment; building and maintenance of facilities; logistics; MoH 
overhead; and public IEC. One study, which took as many costs as possible into account, estimated 
average annual public sector costs from 1995 to 1997, which are presented by commodity and type 
of facility in Table X-2. In general, 

§ the IUCD is a relative “bargain” compared with other modern methods (only oral 
contraceptives  and condoms have lower annual average costs to the public sector) and 

§ Norplant is by far the most expensive method in terms of total public sector costs. 

Table X-2. Average annual public sector costs from 1995 to 1997 by commodity and by 
different types of facilities 

Average annual public sector costs* 1995-1997  
Type of commodity Public facilities and FPAK clinics Mission and Other Private Facilities 

Injectable $38                          $12 

Oral contraceptives** $20 $5 

IUCD $25 $2 

Female sterilisation  $60                          $10 

Norplant®                              $117                          $39 
*The other costs at mission and private facilities are borne by the missions or NGOs. 

** The Kimunya paper did not separate POPs and COCs.  
SOURCE: Kimunya 1999; GoK, NCPD, DPHC-MOH, and POLICY Project 1999c 
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2. Projections of Commodity Costs 

Using the Spectrum model and information from the LMU, commodity costs can be projected under 
different assumptions. Figures X-1 and X-2 show individual commodity costs and total commodity 
costs under the assumption of a continuation of the contraceptive method mix trend of 1989 to 1998, 
continuation of the fertility decline trend of 1993 to 1998, and a projected annual growth rate in 
condom use of 7% annually (Scenario 1). 

 
 

Under this set of policy assumptions, Figure X-1 shows that the biggest increase in costs 
will be for injectable s—an additional $1.3 million will be needed for injectables in 2003, 

Figure X-1. Estimated and projected annual
 procurement costs of commodities only, including

 condoms for FP and condoms for STI protection, 1999-2003
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NOTE:  IUCD data cannot be seen in Figure X-1 because the costs are so low: $0.035 million in 
1999, $0.022 million in 2001, and $0.023 million in 2003. 

SOURCE:  SPECTRUM POLICY model projection April 2000  
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Figure X-2.  Estimated and projected annual procurement costs in 
millions of US dollars for condoms, for all commodities except 

condoms used for STI protection, and for all commmodities
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bringing the total amount needed to $4.6 million. Increases in funding needed for other 
commodities are much smaller: $0.42 million more for implants, $0.31 million more for FP condoms, 
$0.26 million more for STI condoms, and $0.20 million more for pills. The amount of funding needed 
for IUCDs will decrease by $0.26 million. Figure X-2 shows that the funding needed for all 
commodities would increase by 33% (from $7.8 million to $10.4 million). Of this, $8.4 million 
is for FP commodities (including condoms for FP). The total needed in 2003 for all condoms 
(FP and STI prevention) is $2.9 million. The large increase in funding needed under the 
continuing method mix assumption makes it clear that this is not an optimal scenario for 
Kenya. 

Figure X-3 compares the scenario discussed above with a scenario that assumes a policy shift to 
promote the use of more long-term methods, perhaps by improving availability and access, or 
perhaps by also increasing IEC and promotion. Assumptions about increases in condoms and 
fertility decline are the same as in Scenario 1. 

 

Looking at costs for commodities and essential supplies for providing methods, Scenario 1 costs 
$0.8 million more than Scenario 2 in 2003 ($13.7 million versus $12.9 million). The middle set of 
lines in Figure X-3 shows that Scenario 2 saves $1.3 million in 2003 for commodities alone. The 
bottom set of lines illustrates the cost difference for just one commodity—injectables. In Scenario 2, 
injectables would cost $3.9 million, versus $4.64 million for Scenario 1. Obviously, the potential 
public sector savings of a method mix that includes a higher proportion of long-term method 
users are substantial.  

 

B.  Cost effectiveness 

Janowitz et al. took a different approach to cost analysis in a report addressing financing of FP 
services in sub-Saharan Africa. After examining nine recent studies of the cost of the Kenyan Family 
Planning Programme, the authors constructed corrected costs per CYP for five of the studies 
(Janowitz et al., 1999). The results are shown in Table X-3. 

 

Figure X-3.  Comparison of projected annual procurement 
costs for two different policy scenarios :

  S1 (method mix trends continue from 1993-1998)
 and S2 (more long term methods)
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Table X-3. Costs in Kenya, in 1997 US$, per CYP, for five contraceptive methods  

Cost per couple year of protection in 1997 US$  
Study 
Author 

 
Year of 
Study 

 
Injectable 

Oral 
Contraceptives*  

 
IUCD 

Female 
Sterilisation 

 
Norplant 

NCPD 1995 29.71 28.01 13.99 13.92 30.98 

Kimunya  1996 18.15 18.03 3.67   

Musau 1996 9.40  8.87 2.16 5.75 10.54 

Twahir et al. 1996 18.29 10.28 2.82 5.59 11.13 

AVSC 1994 9.02  ---- 2.94 3.62 16.72 
 * COCs and POPs are combined in the Janowitz et al. paper.  

 SOURCE:  Janowitz et al., 1999 

 

The differences in these figures are mainly due to different ways of treating commodity costs, follow-
up visit costs, personnel costs, and the problem of underutilized capacity. The high NCPD figures 
reflect a more inclusive way of treating personnel costs. Since different financial forecasts would 
result depending on which estimate was used, caution should be used in selecting one, or perhaps 
a range should be forecast. Although different studies use different methodologies that result in a 
range of estimates, some general comparisons can be made: 

§ All estimates for the cost of pills are roughly equivalent or lower than the comparable 
injectable estimates.  

• In the NCPD study, tubal ligation and IUCD are equally cost effective and are at most half 
as expensive as other methods. In all the other studies, the IUCD is the most cost-
effective method; FVSC is the second most cost-effective method. 

§ Theoretically, because the implant is a long-term method, it should be cost effective if 
left in for at least 2 or 3 years, and even more cost effective if left in for the full 5 years. 
However, in four Kenyan cost studies, it was one of the most expensive methods to 
provide in terms of CYP.   

 

C.  Cost Recovery and Cost Sharing 

User fees are paid for many health care services in Kenya, but until recently, FP services were 
exempt. Now it is evident that cost recovery should be extended to FP commodities. The 1999 
KSPA survey found that more than half of all SDPs have mechanisms for cost recovery (a term 
used mostly by the private sector) or cost sharing (a term used mostly by the public sector). An 
alternative social marketing strategy for injectables, funded by DFID, through Population Service 
International, is planned for 2000 on a small scale, experimental stage at a few authorized public 
sector clinics (Allen and Welsh, 1999). The Trust brand condom is sold widely through the Social 
Marketing Project. Of course, some contraceptives are privately marketed and not distributed 
through MSCU. 

It can be enormously challenging to administer and implement cost recovery schemes in an 
equitable yet worthwhile way. The KSPA 1999 survey found that most facility managers were not 
proficient at setting fees, targeting and planning revenues, or using revenues effectively. Some 
facilities do not keep any of their cost recovery revenue (KSPA Draft Report March 2000). To 
minimize or avoid turning away clients who cannot afford to pay or can pay very little, some clinics 
charge different amounts based on the socioeconomic level of the community served. The “in-
charge” clinic personnel also have the discretion to waive fees in truly indigent cases. A 1998 survey 
of private and public clinic clients in Central, Eastern, and Coast provinces found that commodity 
costs for COCs and injectables could be covered by the fees that public sector clients are willing to 
pay. Private sector clients already pay a median amount of KSh 50 (about U.S. $0.70) for a 3-month 
supply of COCs and KSh 50 for one injection that gives 3 months of protection. Public sector clients 
do not pay for commodities, but 40% of them pay for transportation to clinics. The majority of public 
sector clients also pay for other (non-FP) medical expenses. The survey used a measure of 
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“burden” that found public sector clients should pay half as much as private sector clients in order to 
have an equal burden. 

The KDHS-1998 found that 76% of women and 47% of men said they were unwilling to pay for 
condoms. Could this be the result of a widespread perception and expectation that condoms are 
widely available for free? Some of the key informants we interviewed felt that research was 
warranted to discover how much various service delivery points could charge without 
decreasing use and, more particularly, creating a barrier to use among high-risk groups 
(Allen and Welsh, 1999). Careful analysis of price elasticities and public sector costs are 
needed before fees are introduced for public sector FP services. Special strategies will be 
needed for the poorest clients. Once fees are introduced, on-going research will be needed 
on how clients respond to fees, whether prevalence rates are affected, and whether method 
mix is affected. 34 

User fees in public sector clinics  and socially marketed commodities are only two of the mechanisms 
for cost recovery and cost sharing. A variety of health insurance schemes cover FP services in other 
countries. Private sector FP service provision has been increasing and could expand further with the 
introduction of more liberal laws and policies about contraceptive importing, advertising, and sales. 
While change in this area cannot be quick or easy, exploring every option is worthwhile. 

 
34 Some of this discussion is drawn from the conclusions of the Ability and Willingness to Pay survey, MoH 1999. 
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CHAPTER XI 
 STRATEGIC PLANNING FOR CONTRACEPTIVE COMMODITIES 

 
The Government of Kenya can be proud of its fine record in family planning. The first African country 
to promulgate a national programme, it has gone on to provide millions of Kenyan women and men 
with a range of contraceptive choices in just three decades. Even through economic downturns, 
Kenya has managed not only to maintain its commitment to reproductive health care service 
provision, but to expand services to burgeoning urban populations and hard- to-reach rural citizens. 
The FP Programme has not been characterised by a bureaucratic rigidity of approach or by a 
narrow sense of ownership. Rather, a variety of innovative approaches have been tried, and 
initiatives in many areas of the private sector have been actively encouraged in a cooperati ve 
atmosphere. Furthermore, despite a low GNP per capita and competing claims on the national 
budget, the GoK was one of the first to prioritise an ethical position of quality of care in service 
provision. The strength of this commitment to bringing the Cairo agenda for reproductive health to 
Kenyans is admirable.  

Largely through the national programme, the total number of users being supplied or served more 
than doubled in the last 10 years. The Ministry of Health directly or indirectly supplies about two-
thirds of these FP users, obtaining almost all of the contraceptives and related expendable 
commodities that are used in Kenya. The burden of this obligation is becoming untenable, but cost 
recovery for FP commodities is still in its infancy in Kenya. The preceding chapters make the 
following clear: 

§ The injectable is the most popular method; however, it is one of the most expensive methods for 
the public sector to provide. It is far more expensive in terms of CYP and average annual costs 
than the IUCD or female sterilisation. Every estimate for the cost of pills is lower than the 
comparable injectable estimate. 

§ Theoretically, because the implant is a long-term method, it should be cost effective if left in for 
at least 2 or 3 years and even more cost effective if left in for the full 5 years. However, in four 
Kenyan cost studies, it was one of the most expensive methods to provide in terms of CYP.   

§ Sterilisation is one of the safest, most effective, and most cost-effective contraceptive methods. 
(Female ste rilisation is much more expensive than male sterilisation, but because of deep-
rooted negative attitudes on the part of Kenyan men, it is probably much more difficult to 
increase the prevalence of male sterilisation.) FVSC is a permanent method, and it is very cost 
effective for the average acceptor. The lower the parity, or the lower the age of the acceptor, the 
more cost effective the method becomes. It will not be easy to dramatically increase the percent 
of users for FVSC. However, its safety, reliability, lack of side effects, few contraindications, and 
cost effectiveness make it worthwhile for individuals and the National Programme. 

§ IUCDs are a relative “bargain”; compared with other modern methods, only OCs and condoms 
have lower annual average costs to the public sector. Because the IUCD is a long-term method, 
it is even more cost effective than average annual costs indicate. In an NCPD study, tubal 
ligation and IUCD are equally cost effective and are at most half as expensive as other 
methods. In all other studies, the IUCD is the most cost-effective method. Given the excellent 
cost effectiveness of this method, its safety and efficacy for most women, and the relatively 
small percentage of users, the need for demand-generation activities is indicated. Personal 
interviews with key informants supported the idea of relaunching this method. 

Meeting the FP and reproductive health commodity needs of Kenyans demands long-term vision in 
formulating goals and short-term strategies to achieve objectives. Public health policies incorporate 
both, but short-term strategies are much more constrained by current conditions and by the 
slowness of realising behavioural changes in populations. A five-step process is useful for 
developing a policy implementation plan: 

1. Identify and prioritise public health problems or challenges. 
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2. Formulate policy goals that address each challenge. 

3. Specify objectives that detail desired accomplishments related to the achievement of goals. 

4. Develop strategies that describe the approaches for achieving objectives. 

5. Formulate action plans that include measurable indicators of progress and performance—
indicators that are SMART (specific, measurable, achievable, relevant, and time-bound). 

A modeling tool such as SPECTRUM can illuminate different strategies for achieving goals and 
solving problems. Once the five-part framework is developed, a resource envelope for 
implementation must be developed. At this point, it is very useful to project alternative cost 
scenarios, using the goals and objectives as model assumptions. If the projections show that short-
term objectives are financially unrealistic, the objectives or the strategy may need to be changed. In 
the short term, of course, strategies are constrained by current levels of supplies, numbers of users, 
and funding commitments. Nevertheless, in addition to financial feasibility, every strategy has 
advantages and disadvantages, or harms and benefits, that should be weighed. Table XI -1, for 
example, illustrates a comparison of advantages and disadvantages of two commodity projection 
strategies. An example of the first few steps in a framework for meeting commodity needs is 
presented in Table XI-2. 
 
Table XI-1. Matrix for comparing advantages and disadvantages of different strategies for 
achieving long-term goals 

Projecting commodity needs based on recent trends in 
distribution and/or demand 

Projecting commodity needs based on  selected goals of fertility 
and mortality decline 

Advantages Disadvantages Advantages Disadvantages 

Responsiveness to 
market demand 

Less than ideal for clients 
(who may be choosing based 
on supply constraints, 
misperceptions, or ignorance 
of health risks) 

Clearly and directly related to 
overall policy goals and 
objectives 

Relies on assumptions about 
changes in behaviour 

Somewhat predictable, 
relatively easy to 
compute and project 

Less than ideal for public 
health (because of higher 
risks of disease transmission) 
 

Supported by ethical 
concerns for public health 

Relies on assumptions about 
achieving improvements and 
reforms in service provision 

Easy to explain to 
donors and other 
branches of government 

Less than ideal for national 
budgetary constraints (which 
benefit from maximising cost 
effectiveness) 

Shows stakeholders and 
constituents evidence of clear 
planning and rationale 

 

 Less than ideal for donors 
who are also faced with 
constraints in terms of how 
much and what they can 
supply 

 Depends on responsiveness 
of donors to providing 
projected methods in needed 
quantities 

 May result in shortfalls, 
stockouts, or surpluses when 
demand changes in ways not 
predictable from past 
consumption patterns 

 May result in projections of 
shortages and stockouts that 
are unlikely to occur in reality 
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Table XI-2. Strategic planning matrix for contraceptive commodities 
The growing population challenge:  
Substantial and constantly growing 
numbers of Kenyans rely on the public 
sector to meet their health care needs, 
including FP. 

Public health goal: 
Increase cost recovery while maintaining 
equitable access for all income levels of 
clients. 

Objective: 
Explore avenues for cost recovery and 
cross subsidisations that will reduce public 
sector costs, reduce dependency on 
donors, and encourage donors to invest in 
sustainability. 

Strategy: 
Continue and expand experimental, flexible projects 
aimed at assessing ability and willingness to pay of 
both clients and clients’ employers, without 
compromising access and use by those people 
most in need of services. 

    

The contraceptive mix challenge:  
The current contraceptive method mix in 
Kenya is heavily weighted by dependence 
on ineffective traditional methods and on 
methods with high public sector costs in 
terms of CYP.  

Public health goal: 
Improve the cost effectiveness of the 
public sector method mix without 
compromising freedom of choice and 
quality of care .  
 

Objective: 
Reduce service constraints and client 
fears in order to meet existing demand for 
long-term and permanent methods that 
have fewer problematic side effects, lower 
discontinuation rates, and higher CYP and 
are more cost effective. 
 

Strategies: 
Promotion of  IUCDs, sterilisation, and implants 
through the following: 
• Train new providers. 

• Update training of existing providers.  

• Resolve expendable commodity and facility 
needs problems. 

• Demand generation schemes and IEC.  

• Encourage male involvement and co-
responsibility for FP and reproductive health. 

Projected overstocks of Norplant should be used 
before products expire.  

The HIV/AIDS challenge. 
STIs, including HIV, are widespread in 
Kenya, and HIV prevalence continues to 
increase. The challenge to policymakers is 
to combine AIDS prevention with FP 
service provision. Currently, though, the 
methods that provide dual protection are 
not actively promoted in clinics and are 
among the least used methods.  

Public health goal: 
Reduce the scourge of widespread STDs, 
especially AIDS.  
 

Objective: 
Promote a hierarchical dual protection 
policy: condoms with spermicides for 
spacing and disease prevention, condoms 
with vasectomy for birth limiting and 
disease prevention, and condoms alone 
as a minimum for both contraceptive and 
STI protection.  
 

Strategies: 
Research ways to identify, count, project, and reach 
the population at risk for STDs. 
Research and monitor the most cost effective 
channels in terms of reaching the most people with 
the highest needs. 

Train all provi ders to assess and counsel about STD 
risk for all FP and RH clients, male and female. 
Continue IEC efforts to raise awareness of risk and 
prevention measures, including use of condoms, 
abstinence, and  reinforcement of values that 
discourage promiscuity. 
Continue distribution of condoms through a wide 
range of channels. 

 



FAMILY PLANNING AND REPRODUCTIVE HEALTH IN KENYA 

66 

 
Table XI-1. Strategic planning matrix for contraceptive commodities (continued) 

The unmet need for FP challenge. 
According to the KDHS-1998, 11% of last 
births were unwanted, and 37% were 
mistimed (wanted later). Among the 
women having these unplanned births, 
some are nonusers, some are users of 
ineffective, traditional methods, and some 
tried a method but discontinued. Most of 
the reasons given for nonuse in the 
KDHS-1998 are related to quality of care 
and IEC.  

Public health goal: 
A maturing FP programme comes to a 
point where the hard -to-reach nonusers 
must be targeted in order to increase 
contraceptive prevalence and to ensure 
equity of services to people of all 
socioeconomic and educational levels, in 
all parts Kenya. 

Objective: 
Identify and reach out to nonusers and 
discontinuers (who have not switched to 
another effective method) in order to meet 
their FP needs. 

 

Strategies: 
Research the characteristics of nonusers and 
discontinuers and reasons for their nonuse. 
Design and implement targeted interventions, 
including IEC on values of spacing, small family 
sizes, STD prevention, and male involvement and 
responsibility. 
Reduce missed opportunities among health clinic 
clients to educate about FP. 
Improve access and other aspects of quality of care 
of their reproductive health services, by using a 
variety of approaches including government clinics, 
CBDs, social marketing, and services provided by 
employers. 
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APPENDIX I 

 DIVISION OF PRIMARY HEALTH CARE 
 LOGISTICS MANAGEMENT UNIT 

 COMMODITY FORECASTING SYSTEM 
 

Report Date: 23 MAR 200  Report Time: 2:24PM 
COMMODITY:  CONDOMS 

YEAR DISTRIBUTION % CHANGE IN 
DISTRIBUTION 

YEAR END TARGET 12-
MONTH BUFFER STOCK 

DELIVERIES ON 
ORDER 

TENTATIVE 
COMMITMENTS 

AVAILABLE AT  
END OF YEAR 

*SHORTFALL (+) 
SURPLUS (-) 

**FUNDING SHORTFALL 
(IN US $) 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

42,540,892 

59,614,846 

54,247,068 

33,341,276 

79,914,541 

67,369,299 

73,499,905 

79,894,397 

86,445,738 

93,188,506 

 

 

 

 

 

 

9% 

9% 

8% 

8% 

42,540,892 

59,614,846 

63,288,246 

33,341,276 

79,914,541 

67,369,299 

73,499,905 

79,894,397 

86,445,738 

93,188,506 

 

 

 

 

 

 

58,398,200 

 

 

 

 

 

 

 

70,000,000 

30,000,000 

7,517,762 

46,512,346 

85,895,936 

91,996,548 

74,225,204 

34,663,746 

19,562,041 

9,667,644 

Stock Out (17/06/2002) 

Stock Out (1/01/2003) 

 

 

 

 

 

 

53,937,864 

70,226,753 

133,223,832 

233,155,106 

 

 

 

 

 

 

1,618,136 

2,106,803 

3,996,715 

6,994,653 

TOTALS 670,056,468   58,398,200 100,000,000  233,155,106 6,994,653 

 
*Projection assumes that all commitments made will be delivered. 
**Estimated Unit Price (CIF Nairobi): USD 0.03 
 
DELIVERIES  COMMITMENTS  
30/06/2000 EC/DFID  49,000,000 31/12/2002   EC/DFID 30,000,000 
31/01/2000 EC/DFID    9,398,200 31/12/2001   KFW   70,000,000  
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DIVISION OF PRIMARY HEALTH CARE 
LOGISTICS MANAGEMENT UNIT 

COMMODITY FORECASTING SYSTEM 
 

Report Date: 23 MAR 200  Report Time: 2:18 PM 
COMMODITY:  INJECTABLE 

YEAR DISTRIBUTION % CHANGE IN 
DISTRIBUTION 

YEAR END TARGET 12-
MONTH BUFFER STOCK 

DELIVERIES ON 
ORDER 

TENTATIVE 
COMMITMENTS 

AVAILABLE AT 
END OF YEAR 

*SHORTFALL (+) 
SURPLUS (-) 

**FUNDING SHORTFALL 
(IN US $) 

1993 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

997,910  

1,170,736  

1,336,400  

1,991,700  

1,870,400  

1,970,500  

2,622,900  

2,775,028  

2,927,655  

3,079,893  

3,227,728  

 

 

 

 

 

 

 

6% 

6% 

5% 

5% 

997,910 

1,170,736 

1,336,400 

1,991,700 

1,870,400 

1,970,500 

2,622,900 

2,775,028 

2,927,655 

3,079,893 

3,227,728 

 

 

 

 

 

 

 

3,466,800 

 

 

 

 

 

 

 

 

 

900,000 

358,200 

87,000 

633,500 

44,400 

973,600 

366,100 

2,234,700  

2,926,472  

Stock Out (31/12/2001) 

Stock Out (17/04/2002) 

Stock Out (01/01/2003) 

 

 

 

 

 

 

 

-151,444 

2,928,838 

5,260,969 

8,636,532 

 

 

 

 

 

 

 

 

3,514,606  

6,313,163  

10,363,838 

TOTALS 23,970,850   3,466,800 900,000  8,636,532 10,363,838 

 
*Projection assumes that all commitments made will be delivered. 
**Estimated Unit Price (CIF Nairobi): USD 1.20 
 
DELIVERIES  COMMITMENTS 
31/03/2000 EC/DFID  1,866,800  30/06/2002   EC/DFID 900,000 
30/11/2000 EC/DFID  1,600,000 
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DIVISION OF PRIMARY HEALTH CARE 
LOGISTICS MANAGEMENT UNIT 

COMMODITY FORECASTING SYSTEM 
 

Report Date: 23 MAR 200  Report Time: 2:18PM 
COMMODITY:  LOW DOSE PILLS 

YEAR DISTRIBUTION % CHANGE IN 
DISTRIBUTION 

YEAR END TARGET 12-
MONTH BUFFER STOCK 

DELIVERIES ON 
ORDER 

TENTATIVE 
COMMITMENTS 

AVAILABLE AT END OF 
YEAR 

*SHORTFALL (+) 
SURPLUS (-) 

**FUNDING SHORTFALL 
(IN US $) 

1993 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

2,759,840  

3,425,260  

5,136,465  

4,890,508  

4,867,126  

4,760,410  

6,035,969  

6,373,983  

6,711,804  

7,047,394  

7,371,574  

 

 

 

 

 

 

 

6% 

5% 

5% 

5% 

2,759,840  

3,425,260  

5,136,465  

4,890,508  

4,867,126  

4,760,410  

6,035,969  

6,373,983  

6,711,804  

7,047,394  

7,371,574  

   

 

 

 

 

 

 

4,000,000 

6,000,000  

7,001,100 

3,543,300 

2,031,695 

1,275,764 

2,644,630 

2,405,055 

3,510,465 

1,136,481 

424,677 

Stock Out (22/01/2002) 

Stock Out (01/01/2003) 

 

 

 

 

 

 

 

5,237,502  

6,287,127  

13,670,111 

21,365,865 

 

 

 

 

 

 

 

1,204,625  

1,446,039  

3,144,126  

4,914,149  

TOTALS 59,380,333    10,000,000  21,365,865 4,914,149  

 
*Projection assumes that all commitments made will be delivered. 
**Estimated Unit Price (CIF Nairobi): USD 0.23 
 
 COMMITMENTS  
   31/12/2000   KFW   4,000,000 

   31/12/2001  KFW  6,000,000  
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DIVISION OF PRIMARY HEALTH CARE 
LOGISTICS MANAGEMENT UNIT 

COMMODITY FORECASTING SYSTEM 
 

Report Date: 23 MAR 200  Report Time: 2:44PM 
COMMODITY:  PROGESTIN ONLY PILLS 

YEAR DISTRIBUTION % CHANGE IN 
DISTRIBUTION 

YEAR END TARGET     12-
MONTH BUFFER STOCK 

DELIVERIES ON 
ORDER 

TENTATIVE 
COMMITMENTS 

AVAILABLE AT 
END OF YEAR 

*SHORTFALL (+) 
SURPLUS (-) 

**FUNDING SHORTFALL 
(IN US $) 

1993 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

527,100  

569,200  

822,220  

481,591  

494,655  

456,700  

563,208  

594,748  

626,270  

657,584  

687,833  

 

 

 

 

 

 

  

6% 

5% 

5% 

5% 

527,100 

569,200 

822,220 

481,591 

494,655 

456,700 

563,208 

594,748 

626,270 

657,584 

687,833 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1,622,400  

1,129,600  

0 

170,688 

75,900 

2,436,226  

1,774,266  

1,179,518  

553,248 

Stock Out (04/11/2002) 

Stock Out (01/01/2003) 

 

 

 

 

 

 

  

-584,770 

73,022 

761,920 

1,480,002 

 

 

 

 

 

 

 

 

24,827 

259,053 

503,201 

TOTALS 6,481,109       1,480,002 503,201 

 
*Projection assumes that all commitments made will be delivered. 
**Estimated Unit Price (CIF Nairobi): USD 0.34 
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DIVISION OF PRIMARY HEALTH CARE 
LOGISTICS MANAGEMENT UNIT 

COMMODITY FORECASTING SYSTEM 
 

Report Date: 23 MAR 200  Report Time: 2:44PM 
COMMODITY:  COPPER T 

YEAR DISTRIBUTION % CHANGE IN 
DISTRIBUTION 

YEAR END TARGET     12-
MONTH BUFFER STOCK 

DELIVERIES ON 
ORDER 

TENTATIVE 
COMMITMENTS 

AVAILABLE AT 
END OF YEAR 

*SHORTFALL (+) 
SURPLUS (-) 

**FUNDING SHORTFALL 
(IN US $) 

1993 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

31,360 

40,828 

39,540 

57,685 

47,900 

28,785 

26,920 

27,970 

28,977 

29,904 

31,399 

 

 

 

 

 

 

 

4% 

4% 

3% 

5% 

31,360 

40,928 

39,540 

57,685 

47,900 

28,785 

26,920 

27,970 

28,977 

29,904 

31,399 

 

 

 

 

 

 

 

100,000  

 

 

 

 

 

 

 

  

 

100,000 

51,258 

22,761 

4,800 

135,778  

87,853 

18,700 

434 

72,464 

43,487 

113,583  

82,184 

 

 

 

 

 

 

 

-44,494 

-14,510 

-83,679 

-50,785 

  

TOTALS 391,268    100,000  100,000  -50,785   

 
*Projection assumes that all commitments made will be delivered. 
**Estimated Unit Price (CIF Nairobi): USD 1.11 
 
DELIVERIES  COMMITMENTS  
31/12/2000 USAID 100,000 31/12/2002  USAID  100,000  
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DIVISION OF PRIMARY HEALTH CARE 
LOGISTICS MANAGEMENT UNIT 

COMMODITY FORECASTING SYSTEM 
 

Report Date: 23 MAR 200  Report Time: 2:24PM 
COMMODITY:  NORPLANT 

YEAR DISTRIBUTION % CHANGE IN 
DISTRIBUTION 

YEAR END TARGET     12-
MONTH BUFFER STOCK 

DELIVERIES ON 
ORDER 

TENTATIVE 
COMMITMENTS 

AVAILABLE AT 
END OF YEAR 

*SHORTFALL (+) 
SURPLUS (-) 

**FUNDING SHORTFALL 
(IN US $) 

1994 

1995 

1996 

1997 

1998 

1999 

2000 

2001 

2002 

2003 

3,806 

8,250 

8,750 

8,950 

18,750 

13,170 

13,973 

14,783 

15,581 

16,454 

 

 

 

 

 

 

6% 

6% 

5% 

6% 

3,806 

8,250 

8,750 

8,950 

18,750 

13,170 

13,973 

14,783 

15,581 

16,454 

    634 

9,884 

3,450 

19,800 

141,050  

131,310  

117,337  

102,554 

86,973 

70,519 

 

 

 

 

 

 

-103,364  

-87,771 

-71,392 

-54,065 

 

TOTALS 122,467         -54,065  

 
*Projection assumes that all commitments made will be delivered. 
**Estimated Unit Price (CIF Nairobi): USD 0.03 
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DIVISION OF PRIMARY HEALTH CARE 
LOGISTICS MANAGEMENT UNIT 

COMMODITY FORECASTING SYSTEM 
 

Report Date: 23 MAR 200  Report Time: 2:44PM 
COMMODITY:  VAGINAL FOAMING TABS 

YEAR DISTRIBUTION % CHANGE IN 
DISTRIBUTION 

YEAR END TARGET     12-
MONTH BUFFER STOCK 

DELIVERIES ON 
ORDER 

TENTATIVE 
COMMITMENTS 

AVAILABLE AT 
END OF YEAR 

*SHORTFALL (+) 
SURPLUS (-) 

**FUNDING SHORTFALL 
(IN US $) 

1998 

1999 

2000 

2001 

2002 

2003 

 

874,400  

927,738  

981,547  

1,034,551  

1,092,486  

 

 

6% 

6% 

5% 

6% 

  

874,400 

927,738 

981,547 

1,034,551 

1,092,486 

 

 

 

 

4,500,000  

3,544,400  

2,616,662  

1,635,115  

600,564 

Stock Out (20/07/2003) 

 

 

-1,688,924 

-653,568 

433,987 

1,584,408 

  

 

 

 

52,078 

190,129 

TOTALS 4,910,722       1,584,408 190,129 

 
*Projection assumes that all commitments made will be delivered. 
**Estimated Unit Price (CIF Nairobi): USD 0.12 





 

 83 

APPENDIX II 

PERCENTAGE OF  WOMEN EXPERIENCING AN UNINTENDED 
PREGNANCY DURING THE FIRST YEAR OF USE AND THE 

PERCENTAGE CONTINUING USE AT THE END OF THE FIRST YEARi 

 Percent  of women experiencing 
an unintended pregnancy 
within the first year of use 

 

 
 
Method 

 
 
Typical Use ii 

 
 
Perfect Use35 

Percent of women 
continuing at one 
yeariii 

Chanceiv 85 85  
Spermicides v 26 6 40 
Periodic abstinence 25  63 
     Calendar    9  
     Ovulation method  3  
     Sympto-thermalvi  2  
     Post ovulation  1  
Capvii    
     Parous women 40 26 42 
     Nulliparous 
women 

20 9 56 

Sponge    
     Parous women 40 20 42 
     Nulliparous  20 9 56 
Diaphragmviii 20 6 56 
Withdrawal 19 4  
Condomix    
     Female (Reality) 21 5 56 
     Male 14 3 61 
Pill 5  71 
     Progestin-only  0.5  
     Combined  0.1  
IUD    
     Progesterone T 2 1.5 81 
     Copper T 380 0.8 0.6 78 
     LNg 20 0.1 0.1 81 
Depo-Provera 0.3 0.3 70 
Norplant and 
Norplant-2 

0.05 0.05 88 

Female sterilisation 0.5 0.5 100 
Male sterilisation 0.15 0.10 100 

 
 
Emergency Contraceptive Pills: Treatment initiated within 72 hours after unprotected intercourse 
reduces the risk of pregnancy by at least 75%.x 
Lactational Amenorrhea Method : LAM is a highly effective, temporary method of contraception.xi 
Source: Hatcher et al., 1998; CDC, 1999 
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APPENDIX II 
ENDNOTES  

 
 
 
 
i Based on data from the United States of America. 
ii Among typical couples who initiate use of a method (not necessarily for the first time), the 
percentage who experience an accidental pregnancy during the first year if they do not stop use for 
any other reason. 
iii Among couples who initiate use of a method (not necessarily for the first time) and who use it 
perfectly (both consistently and correctly), the percentage who experience an accidental pregnancy 
during the first year if they do not stop use for any other reason. 
iv Among couples attempting to avoid pregnancy, the percentage who continue to use a method for 1 
year. 
v The percents becoming pregnant in columns 2 and 3 are based on data from populations where 
contraception is not used and from women who cease using contraception in order to become 
pregnant.  Among such populations, about 89% become pregnant within 1 year.  This estimate was 
lowered slightly (to 85%) to represent the percent who would become pregnant within 1 year among 
women now relying on reversible methods of contraception if they  abandoned contraception altogether. 

vi Foams, creams, gels, vaginal suppositories, and vaginal film.  

vii Cervical mucus (ovulation) method supplemented by calendar in the pre-ovulatory and basal body 
temperature in the post-ovulatory. 
 viii With spermicidal cream or jelly. 

 ix With spermicidal cream or jelly. 
 x Without spermicides. 
 xi The treatment schedule is one dose within 72 hours after unprotected intercourse and a second 
dose 12 hours after the first. 

 xii However, to maintain effective protection against pregnancy, another method of contraception 
must be used as soon as menstruation resumes, the frequency or duration of breastfeeds is reduced, 
bottle feeds are introduced, or the baby reaches 6 months of age.  



FAMILY PLANNING AND REPRODUCTIVE HEALTH COMMODITIES IN KENYA 

 85 

APPENDIX III 

WHO SUMMARY TABLES ON MEDICAL ELIGIBILITY CRITERIA FOR 
CONTRACEPTIVE USE36 

WHO Medical Eligibility for Contraceptive  Use Tables 

 
CLASSIFICATION 

 
WITH CLINICAL JUDGEMENT 

WITH LIMITED CLINICAL 
JUDGEMENT 

1 Use method in any circumstances Yes 

2 Generally use the method Yes 

3 Use of method not usually recommended 
unless other more appropriate methods are 
not available or not acceptable 

No 

4 Method not to be used No 

 

 

CONDITION COC POP NET-DMPA NOR Cu-IUD 

 I=Initiation,  C=Continuation 

Pregnancy 4 4 4 4 4 
Breastfeeding 
a) <6 weeks post-partum  

4 3 3 3  

b)  6 weeks to 6 months (primarily 
breastfeeding) 

3 1 1 1  

c)  ≥6 months post-partum 2 1 1 1  
Postpartum  (in non-breastfeeding 
women) 

     

a) <21 days 3 1 1 1  
b) ≥21 days 1 1 1 1  
Postpartum (breastfeeding or non-
breastfeeding) 

     

a) <48 hours    2  
b) 48 hours to 4 weeks    3  
c) ≥4 weeks    1  
d) Puerperal sepsis    4  
Post-Abortion      
a) First trimester 1 1 1 1 1 
b) Second trimester 1 1 1 1 2 
c) Immediate post-septic abortion 1 1 1 1 4 

< 40=1 <16=2 <16=2 <16=2 <20=2 Age 
≥40=2 ≥16=1 ≥16=1 ≥16=1 ≥20=1 

Smoking      
a) Age <35 2 1 1 1 1 
b) Age ≥ 35      
     light 3 1 1 1 1 
     heavy (>20 cigarettes/day) 4 1 1 1 1 

 

 
36  WHO,1996. Improving Access to Quality of Care in Family Planning:  Medical Eligibility Criteria for Contraceptive 
Use, pp.125-137. 
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CONDITION COC POP NET-DMPA NOR Cu-IUD 

 I=Initiation, C=Continuation 

Essential Hypertension I C     
a) History of hypertension where 
blood pressure cannot be evaluated 
(excluding hypertension in 
pregnancy) 

3 3 2 2 2 1 

b) Blood pressure levels (properly 
taken measures) 

      

     140-159/90-99 2/337 2/338 1 2 1 1 
     160-179/100-109 3/4 4 1 2 1 1 
     180+/110+ 4 4 2 3 2 1 
c) Vascular disease 4 4 2 3 2 1 
History of Pre-eclampsia 1 1 1 1 1 
Diabetes      
a) History of gestational disease 1 1 1 1 1 
b) Non-vascular disease:      
     not insulin-dependent 2 2 2 2 1 
     insulin-dependent 2 2 2 2 1 
c)Nephropathy/retinopathy/ 
neuropathy 

3/4 2 3 2 1 

d) Other vascular disease or 
diabetes of >20 years’ duration 

3/4 2 3 2 1 

Deep Venous Thrombosis 
(DVT)/Pulmonary Embolism (PE) 

     

a) History of DVT/PE 4 1 1 1 1 

b) Current DVT/PE 4 1 1 1 1 

c) Major surgery      

     with prolonged immobilisation 4 1 1 1 1 

     w/out prolonged immobilisation 2 1 1 1 1 

d) Minor surgery w/out 
immobilisation 

1 1 1 1 1 

Superficial Venous Thrombosis      
a) Varicose veins 1 1 1 1 1 
b) Superficial thrombophlebitis 2 1 1 1 1 

I C I C Current and History of Ischemic  
heart Disease 

4 
2 3 

3 
2 3 

1 

I C I C Stroke (history of cerebrovascular 
accident) 

4 
2 3 

3 
2 3 

1 

Known Hyperlipidaemias 
(screening is not necessary for safe 
use of contraceptive methods)  

2/3 (depends 
on severity of 

condition) 

2 2 2 1 

Valvular Heart Disease      
a) Uncomplicated 2 1 1 1 1 
b) Complicated (pulmonary 
hypertension, atrial fibrillation, 
history of sub-acute bacterial 
endocarditis) 

4 1 1 1 2 

 

 
37 If blood pressure can be monitored periodically, this situation is a category 2; if not, it is a category 3. 
38 Same as above. 
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CONDITION COC POP NET-DMPA NOR Cu-IUD 

 I=Initiation, C=Continuation 

Headaches  I C I C I C  
a) Mild 1 1 1 1 1 1 1 1 
b) Severe      
     recurrent, including migraine, 
without focal neurologic symptoms 

2 1 2 2 2 2 2 1 

     recurrent, including migraine, 
with  focal neurologic symptoms 

4 2 3 2 3 2 3 1 

Vaginal Bleeding Patterns   I C I C I C  
a) Irregular pattern without heavy 
bleeding 

1 2 2 2 2 2 2 1 

b) With heavy or prolonged 
bleeding (including regular patterns) 

1 2 239 2 240 2 241 242 

Unexplained Vaginal Bleeding 
(suspicious for serious condition) 

I C I C I C I C I C 

Before evaluation 3 2 3 2 4 2 4 2 4 2 
Breast Disease      
a) Undiagnosed mass 2 2 2 2 1 
b) Benign breast disease 1 1 1 1 1 
c) Family history of cancer 1 1 1 1 1 
d) Cancer  I C    
     Current 4 3 4 4 4 1 
     past and no evidence of current 
disease for 5 years 

3 3 3 3 1 

Cervical Intraepithelial Neoplasia 
(CIN) 

2 2 2 2 1 

I C Cervical Cancer 
 

 
2 

 
2 

 
2 

 
2 4 2 

Cervical Ectropian 1 1 1 1 1 
I C Endometrial, Ovarian Cancer  1 1 1 1 

4 2 

Pelvic Inflammatory Disease 
(PID) or PID Risk43 

     

a) Past PID (assuming no current 
risk factors of STDS) 

     

I C     with subsequent pregnancy after 
past PID 

1 1 1 1 
1 1 

     without subsequent pregnancy  1 1 1 1 2 2 
b) PID-current or within the past 3 
months 

1 1 1 1 4 3-
444 

 

 
39 Category 3 if anaemia is noted clinically.  Also, unusually heavy bleeding should raise the suspicion of a serious 
underlying condition. 
40 Same as above. 
41 Same as above. 
42 Same as above. 
43 Barrier methods, especially condoms, are always recommended for prevention of STDs/HIV/PID.  
44 Continued use of an IUCD depends on the client’s current risk factors for STDs and PID and her informed choice. 
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CONDITION COC POP NET-DMPA NOR Cu-IUD 

 I=Initiation, C=Continuation 

STDs 45 

a) Current or within 3 months 
(including purulent cervicitis) 

1 1 1 1 4 

b) Vaginitis without purulent 
cervicitis 

1 1 1 1 2 46 

c) Increased risk of STDs (e.g., 
multiple partners or partner who has 
multiple partners) 

1 1 1 1 3 

HIV/AIDS 10      
a) HIV positive 1 1 1 1 3 
b) High risk of HIV 1 1 1 1 3 
c) AIDS 1 1 1 1 3 
Biliary Tract Disease      
a) Symptomatic      
      treated by cholecystectomy 2 1 1 1 1 
      medically treated 3 1 1 1 1 
      current 3 1 1 1 1 
b) Asymptomatic 2 1 1 1 1 
History of Cholestasis      
a) Pregnancy-related 2 1 1 1 1 
b) Past COC-related  3 2 2 1 1 
Viral Hepatitis      
a) Active 4 3 3 3 1 
b) Carrier 1 1 1 1 1 
Cirrhosis      
a) Mild (compensated) 3 2 2 2 1 
b) Severe (decompensated) 4 3 3 3 1 
Liver Tumors      
a) Benign (adenoma) 4 3 3 3 1 
b) Malignant (hepatoma) 4 3 3 3 1 
Uterine Fibroids  
(that may distort the uterine cavity) 

 
1 

 
1 

 
1 

 
1 

 
2 

Past Ectopic Pregnancy 1 2 1 1 147 
Obesity 1 1 1 1 1 
Thyroid      
a) Simple goitre 1 1 1 1 1 
b) Hyperthyroid 1 1 1 1 1 
c) Hypothyroid 1 1 1 1 1 
Thalassaemia 2 1 1 1 2 
Trophoblast Disease      
a) Benign gestataional trophoblastic 
disease 

1 1 1 1 3 

b) Malignant gestational 
trophoblastic disease 

1 1 1 1 4 

Sickle Cell Disease  2 1 1 1 2 
Iron Deficiency Anaemia 1 1 1 1 2 

 

 
45 Barrier methods, especially condoms, are always recommended for prevention of STDs/HIV/PID.  
46 Where background incidence of STDs is high, vaginitis may indicate STD. 
 
47 The risk of ectopic pregnancy is extremely low with TCU 380A IUCD, but the risk may increase with other copper 
IUCDs, because of their slightly lower efficacy 
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CONDITION COC POP NET-DMPA NOR Cu-IUD 

 I=Initiation, C=Continuation 

Epilepsy 1 1 1 1 1 
Schistosomiasis      
a) Uncomplicated  1 1 1 1 1 
b) Fibrosis of the liver48  1 1 1 1 1 
Malaria 1 1 1 1 1 
Drug Interactions      
a) Commonly used drugs that affect 
liver enzymes 

     

     antibiotics (rifampin and      
griseofulvin) 

3 3 2 3 1 

     anticonvulsants (phenytoin, 
carbamezapine, barbiturates, 
primadone) 

3 3 2 3 1 

b) Other antibiotics (excluding 
rifampicin and griseofulvin) 

1 1 1 1 1 

Parity      
a) Nulliparous 1 1 1 1 2 
b) Parous 1 1 1 1 1 
Anatomical Abnormalities      
a) distort the uterine cavity     4 
b) do not distort  the uterine cavity     2 
Severe Dysmenorrhoea 1 1 1 1 2 
Tuberculosis     I C 
a) Non-pelvic 1 1 1 1 1 1 
b) Known pelvic 1 1 1 1 4 3 
Endometriosis 1 1 1 1 2 
Benign Ovarian Tumors (including 
cysts) 

1 1 1 1 1 

Prior Pelvic Surgery (see also 
postpartum section, including 
cesarean section) 

1 1 1 1 1 

 

 
48 If fibrosis is severe, see cirrhosis. 
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APPENDIX IV-1 

 WHO SUMMARY TABLES ON MEDICAL ELIGIBILITY CRITERIA FOR 
FEMALE STERILISATION1 

 
There is no medical reason that would absolutely restrict a person’s eligibility for sterilisation.  There may be conditions and 
circumstances that indicate certain precautions should be taken. 
 

WHO Medical Eligibility Tabbles for Female Sterilisation 

Definitions  

A Accept There is no medical reason to deny sterilisation to a person with this condition. 

C Caution The procedure is normally conducted in a routine setting, but with extra preparation and precautions. 

D Delay The procedure is delayed until the condition is evaluated and/or corrected.  Alternative tempora ry 
methods of contraception should be provided. 

S Special  The procedure would be undertaken in a setting with an experienced surgeon and staff, equipment 
needed to provide general anaesthesia, and other backup medical support. For these conditions, the 
capacity to decide on the most appropriate procedure and anaesthesia regimen is also needed.   
Alternative temporary methods of contraception should be provided if referral is required or there is 
otherwise any delay. 

NA Not applicable 
 

 

Condition Category 

Pregnancy D 

Postpartum   
a) < 7 days A 
     7 days to 42 days D 

     ≥42 days A 

b) Pre-eclampsia  
    mild pre-eclampsia A 
     severe pre-eclampsia D 
c)  Prolonged rupture of membranes: 24 hours or more D 

d) Puerperal sepsis, intrapartum, or puerperal fever D 
e) Severe antepartum or postpartum haemorrhage (e.g., >500 ml) D 
f) Severe trauma to the genital tract: cervical or vaginal tear at time of delivery D 

g) Uterine rupture or perforation  D 

Breastfeeding A 

Post-abortion  
a) Uncomplicated A 
b) Post-abortal sepsis or fever D 
c) Severe post -abortal haemorrhage (e.g.>500 ml) D 
d) Severe trauma to the genital tract: cervical or vaginal tear at time of abortion D 

e) Uterine perforation D 
f) Acute hematometra D 

Age  
a) Menarche to 40 years A 

b) ≥40 A 

 

 
1 WHO, 1996. Improving Access to Quality of Care in Family Planning: Medical Eligibility Criteria for Contraceptive 
Use, pp.88-104; see this document for rationale and comments accompanying original table. 
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Condition Category 

Smoking  

a) Age <35 years A 

b) Age ≥ 35 years  

     Light A 
     heavy (20 cigarettes/day) A 

Essential Hypertension  
a) History of hypertension where blood pressure cannot be evaluated (excluding 
hypertension in  pregnancy) 

C 

b) Blood pressure levels (properly taken measures) 2   

     140-159/90-99 C 
     160-179/100-109 S 
     180+/110+ S 

c) Vascular Disease S 

History of Pre-eclampsia A 

Diabetes  
a) History of gestational disease A 

b) Non-vascular disease:  
     not insulin-dependent C 
     insulin-dependent C 
c) Nephropathy/retinopathy/neuropathy S 

d) Other vascular disease > 20 years’ duration S 

Deep Venous Thrombosis (DVT)/Pulmonary Embolism (PE)  
a) History of DVT/PE A 
b) Current (DVT/PE) D 
c) Major surgery  
     with prolonged immbolisation D 
     without prolonged immobilisation A 
d) Minor surgery without immobilisation A 

Superficial Venous Thrombophlebitis  
a) Varicose veins A 

b) Superfiical thrombophlebitis A 

Current and History of Ischemic Heart Disease  
a) Current ischemic heart disease  D 
b) History of ischemic heart disease C 

Stroke  (history of cerebrovascular accident) C 

Known Hyperlipidaemias A 

Valvular Heart Disease  
a) Uncomplicated C 
b) Complicated (pulmonary hypertensi on, atrial fibrillation, history of subacute 
bacterial endocarditis)  

S 

Headaches   
a) Mild A 
b) Severe; recurrent, including migraine; with or without focal neurologic symptoms   A 

Vaginal Bleeding Patterns   
a) Irregular pattern with or without heavy  bleeding A 

 

 
2 A single reading of 140-159/90-99 is not sufficient to classify a woman as hypertensive. 
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Condition Category 

Unexplained Vaginal Bleeding (suspicious for serious condition)  

Before evaluation D 

Breast Disease  
a) Undiagnosed mass A 
b) Benign breast disease A 
c) Family history of cancer A 

d) Cancer  
     current  C 
     past and no evidence of current disease for 5 years A 

Cervical Intraepithelial Neoplasia (CIN) A 

Cervical Cancer (awaiting treatment) D 

Cervical Ectropian A 

Endometrial, Ovarian Cancer D 

Pelvic Inflammatory Disease (PID) and PID Risk3  

a) Past PID (assuming no current risk factors for STDs)   
     with subsequent pregnancy after past PID A 
     without subsequent pregnancy C 
b) PID-current or within the last 3 months D 

STDS3  

a) Current (including purulent cervicitis) D 
b) Within the last 3 months A 

c) Vaginitis without purulent cervicitis A 
d) Increased risk of STDs A 

HIV/AIDs3  

a) HIV positive A 
b) High risk of HIV A 
c) AIDS S 

Biliary Tract Disease  
a) Symptomatic  

     treated by cholecystectomy or medically treated A 
     Current D 
b) Asymptomatic A 

History of Cholestasis  
a) Pregnancy or COC-related A 

Viral Hepatitis  
a) Active D 

b) Carrier A 

Cirrhosis  
a) Mild (compensated) C 
b) Severe (decompensated) A 

Liver Tumors  
Benign (adenoma) or malignant (hepatoma) C 

Uterine Fibroids C 

Past Ectopic Pregnancy A 

Obesity C 
 

 
3 Barrier methods, especially condoms, are always recommended for prevention of STD/HIV/PID. 
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Condition Category 

Thyroid  

a) Simple goitre  A 
b) Hyperthyroid S 
c) Hypothyroid C 

Trophoblast Disease  
a) Benign gestational trophoblastic disease A 

b) Malignant gestational  trophoblastic disease D 

Sickle Cell Disease C 

Thalassaemia C 

Coagulation Disorders S 

Iron Deficiency Anaemia   

a) Hb <7g/dl D 
b) Hb ≥ 7 < 10g/dl C 

Epilepsy C 

Schistosomiasis  
a) Uncomplicated A 

b) Fibrosis of liver4 C 

Malaria A 

Drug Interactions   
a) Commonly used drugs that affect liver enzymes: antibiotics (rifampicin and 
griseofulvin) and anticonvulsants (phenytoin, carbamezapine, barbiturates, 
primadone) 

C 

b) Other antibiotics (excluding rifampicin and griseofulvin) A 

Parity  
a) Nulliparous A 
b) Parous A 

Severe Dysmenorrhoea A 

Local Infection (abdominal skin infection) D 

Respiratory Diseases  
a) Acute: bronchitis/pneumonia D 
b) Chronic: asthma, bronchitis, emphysema, lung infection S 

Tuberculosis  
a) Non-pelvic A 

b) Known pelvic S 

Systemic Infection or Gastroenteritis D 

Fixed Uterus due to Previous Surgery or Infection S 

Endometriosis S 

Benign Ovarian Tumors (including cysts) A 

Abdominal Wall or Umbilical Hernia S 

Diaphragmatic Hernia C 

Kidney Disease C 

Severe Nutritional Deficiencies C 

Sterilisation Concurrent with Abdominal Surgery  
a) Elective C 

b) Emergency D 
c) Infectious D 

Sterilisation Concurrent with Cesarean Section A 

 
4 If fibrosis is severe, see cirrhosis. 
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APPENDIX IV-2 

 WHO SUMMARY TABLES ON MEDICAL ELIGIBILITY CRITERIA FOR 
MALE STERILISATION1 

 
There is no medical reason that would absolutely restrict a person’s eligibility for sterilisation. There may be conditions and 
circumstances that indicate certain precautions should be taken. 

 
WHO Medical Eligibility Tables for Male Sterilsation 

Definitions 

A Accept There is no medical reason to deny sterilisation to a person with this condition. 
C Caution The procedure is normally conducted in a routine setting, but with extra preparation and precautions. 

D Delay The procedure is delayed until the condition is evaluated and/or corrected.  Alternative temporary 
methods of contraception should be provided. 

S Special The procedure would be undertaken in a setting with an experienced surgeon and staff, equipment 
needed to provide general anaesthesia, and other backup medical support.  For these conditions, the 
capacity to decide on the most appropriate procedure and anaesthesia regimen is also needed.   
Alternative temporary methods of contraception should be provided if referral is required or there is 
otherwise any delay. 

NA Not applicable 
 

Condition Category 

Local Infections  D 

a) Scrotal skin infection D 
b) Active STD D 
c) Balanitis D 

d) Epididymitis of orchitis D 

Previous Scrotal Injury C 

Systemic Infection or Gastroenteritis D 

Large Varicocele C 

Large Hydrocele C 

Filariasis; Elephantiasis D 

Intrascrotal Mass D 

CryptorChidism  C 

Inguinal Hernia S 

Sickle Cell Disease  A 

Coagulation Disorders S 

Diabetes C 

HIV/AIDS 2  

a) HIV-positive A 
b) High risk of HIV A 
c) AIDS S 

 

 
1 WHO, 1996. Improving Access to Quality of Care in Family Planning:Medical Eligibility Criteria for Contraceptive 
Use, pp.88-104; see this document for rationale and comments accompanying original table. 
2 Barrier methods, especially condoms, are always recommended for prevention of STD/HIV/PID. 
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APPENDIX V-1 

SERVICE DELIVERY POINTS FOR THE SIX MOST COMMONLY USED 
MODERN CONTRACEPTIVES IN KENYA 

Service Delivery Points for the Six Most Commonly Used Contraceptives in Kenya 
 Where the method can be obtained: 

  

 

Hospitals 

 

Health 
Centres 

 

Dispen-
saries 

Outreach/ 

Mobile 
Services  

 

 

Pharmacies

 

Private 

Clinics 

 

Any 
setting
1  

Injectables √  √ √    

Oral  

Contraceptives 

√ √ √ √ √ √  

Intrauterine 
Contraceptive 
Devices2 (IUCDs) 

√ √    √  

Female Voluntary 
Surgical 
Contraception3 

√     √  

Male Condoms √ √ √ √ √ √ √ 

Norplant  Implants √ √  √  √  

Source:  Reproductive Health/Family Planning Policy Guidelines and Standards for Service Providers, Government of 
Kenya, Ministry of Health, Division of Primary Health Care, June 1997. 

 

Notes: 

1Retail outlets, bars, commercial lodging, colleges, universities, schools, trade and agricultural fairs and exhibitions, 
and through dispensers at almost any convenient point.  

2The facility must be able to follow appropriate infection prevention practices. 

3Any facility with minor theatre, appropriate equipment and ability to provide infection prevention measures and with 
drugs and equipment to handle emergencies. Minilaparotomy can be performed in maternity centres and basic health 
facilities where surgery can be done.  These include both permanent and temporary facilities that can refer clients for 
special care if needed.  Laparoscopy requires a better-equipped centre, where laparoscopy is performed regularly 
and an anesthetist can be available.  
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APPENDIX V-2 

PROVIDERS OF THE SIX MOST COMMONLY USED MODERN 
CONTRACEPTIVES IN KENYA 

 

 Who can provide the method 

 Physicians Clinical 
Officers 

Nurses/ 

Midwives 

Trained Community 
workers and 
Community-Based 
Distributors (CBDs) 

Pharmacies/ 

Pharmaceutical 
Technologists 

Shop-
keepers/ 

Anyone 

Injectables √ √ √    

Oral Contraceptives √ √ √ √ √  

Intrauterine 
Contraceptive Devices 
(IUCDs) 

√ √ √    

Female Voluntary 
Surgical Contraception 

√      

Male Condoms √ √ √ √ √ √ 

Norplant  Implants1 √ √ √    

 

Source:  Reproductive Health/Family Planning Policy Guidelines and Standards for Service Providers, 
Government of Kenya, Ministry of Health, Division of Primary Health Care, June 1997.  

Notes:  

1Any trained provider. 
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APPENDIX VI 

ESTIMATED AND PROJECTED NUMBER OF PROTECTED AND 
UNPROTECTED COITAL ACTS PER YEAR AMONG MEN AGED    15-60 

IN KENYA IN 1998 AND IN 2003. 

7.6 million men in (15-
60) 1998 x .5045 
married = 3,834,200 
married men 

3.3% say they abstain 
from sex; therefore, 
3,707,671 married 
men engaging in 
sexual intercourse 

3,707,671x 61 sex 
acts per year with 
spouse = 226,167,955 
sex acts with 
spouse(s) per year in 
Kenya 

7% of married men 
used a condom last 
time they had sex with 
spouse: .07 x 
226,167,955 =  
15,831,757 protected 
spousal sex acts 

226,167,955 – 
15,831,757 = 
210,336,198 
unprotected spousal 
sex acts per year by 
married men 

  1,456,996 x 43 (sex 
acts per year with non-
spouse) = 62,650,828 
sex acts by married 
men with non -spouse 

42% of  men used a 
condom last time they 
had sex with a non-
spouse: .42 x 
62,650,828  =   
26,313,348 protected 
non-spousal sex acts 

62,650,828 – 
26,313,348 = 
36,337,480 
unprotected non-
spousal sex acts per 
year by married men 

7.6 million men (15-
60) in 1998 * .4955 not 
married = 3,765,800 
unmarried men 

.04 formerly married x 
7.6 million = 304,000 x 
.79 sexually active = 
240,160 sexually 
active formerly married 
men 

.44 never married x 
7.6 million = 3,344,000 
x .57 sexually active = 
1,906,080 sexually 
active never married 
men 

2,146,240 sexually 
active not married 
men x 43 sex acts per 
year with non-spousal 
partner = 92,288,320 
sex acts by unmarried 
men per year in Kenya  

.42 x 92,288,320 = 
38,761,094 protected 
sex acts by unmarried 
men and 92,288,320 – 
38,761,094 = 
53,527,226 
unprotected sex acts 
by unmarried men 

Unprotected spousal 
sex acts by married 
men 

210,336,198 Protected spousal sex 
acts by married men  

15,831,757   

Unprotected non-
spousal sex acts by 
married men 

36,337,480 Protected non-spousal 
sex acts by married 
men 

26,313,348  

Unprotected sex acts 
by unmarried men 

53,527,226 Protected sex acts by 
unmarried men 

38,761,094  

Total unprotected 
sex acts = 

300,200,904 Total protected sex 
acts = 

80,906,199 TOTAL SEX ACTS = 
381,107,103 

SOURCES: KDHS-1998 and POLICY Project 1999a, 1999b 
 

Asssuming the rate of increase in coital acts is the same as the rate of increase in the population 
aged 15-60, and assuming that the rate stays at 2.5 percent per annum from 1998 to 2003, the 
number of coital acts in 2003 will be 

381,000,000exp(.025)5 = 431,700,000 

Assuming that the rate of increase in the population aged 15-60, and hence, the rate of increase in 
coital acts, decreases from 2.5 to 2.0 by 2003, the number of coital acts in 2003 will be  

381,000,000exp(.025)2.5 = 405,600,000 

405,600,000exp(.02)2.5 = 426,400,000. 



 

 

 

                                                                 
 
 

 
 

 

 

 

 

 

 

 

 


