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ABBREVIATIONS AND ACRONYMS

CIC Combined injectable contraceptive
COC Combined oral contraceptive
DMPA Depot-medroxyprogesterone acetate
EC Emergency contraception

ECP Emergency contraception pill

EE Ethinyl estradiol

FP Family planning

PPEP Postpartum Family Planning

1P Infection prevention

1IUCD Intrauterine contraceptive device
LAM Lactational amenorrhea method
LMP Last menstrual period

LNG Levonorgestrel

Mcg Microgram

ML Multiload

ml milliliter

Net-en Norethisterone enanthate

NSV No-scalpel vasectomy

PIC Progestin-only injectable contraceptive
PID Pelvic inflammatory disease

POP Progestin-only pill

PPT PowerPoint

RHC Rural health center

STI Sexually transmitted infection
VSC Voluntary surgical contraception
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OVERVIEW

The Post Partum Family Planning Contraceptive Technology Update Course aims to update the service
providers about significance of post partum family planning to be used as a strategy for saving mothers
lives . A two days workshop based on these technical updates is designed to train the health services
providers from the field to provide them the latest advancement in use of modern contraceptive
methods and thereby improving the access and quality of FP/PPFP setvice provision at the primary
health care facilities.

These update includes information on the following topics :

Quality and access in Post partum family planning
Healthy Timing and Spacing of Pregnancy (HTSP)

Use of modern contraceptives : combined oral contraceptives (COCs), emergency contraception
(EC), injectable contraceptives, intrauterine contraceptive devices (IUCDs), barrier methods , LAM
and permanent/sutgical contraception

Best Practices in FP: Use of WHO Medical Eligibility Criteria
Post Partum IUCD : timings ,benefits

Contraception for special situations (post-pregnancy and post-miscarriage, women over 35)

Participant’s handbook includes pre and post questionnaire, case studies, role plays and power point
presentations to be used during the workshop.
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POST PARTUM FAMILY PLANNING CONTRACEPTIVE
TECHNOLOGY UPDATES

AGENDA

DAY 1 DAY 2
(09:00-15:00) (09:00-15:00)
Welcome Agenda of Day 2
Overview of the Workshop Reflections
Setting Norms & Expectations Emergency Contraception
Pre Course Questionnaire IUCD
What is Post Partum Family Planning?
Why Family Planning is Important?
TEA BREAK

Healthy Timing & Spacing Of Pregnancy
PPFP Counseling

Natural Birth spacing Methods-LAM
Barrier Method

Voluntary Surgical Contraception

Infection Prevention

Demonstration of Injection Technique
Contraceptive Needs for Post partum Women

LUNCH

Medical Eligibility Criteria (MEC)
Hormonal Contraceptives

Group Work

Group Presentations

Post course questionnaire
Discussion on post course questionnaire
Certificate distribution

Closing
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POST PARTUM FAMILY PLANNING
CONTRACEPTIVE TECHNOLOGY UPDATES

Pre Course Knowledge Needs Assessment Questionnaire

Name: Date:

Instructions:

Attempt all questions. Identify each of the statement either as True (by encircling “T”) OR as

False (by encircling “F”), whichever is the appropriate response.

Example:
Mumbai is the capital of Kenya T @
COUNSELING

1 | The best way to correct a Family Planning rumor is to ignore it. T F
2 | The doctor should prescribe Family Planning as per his/her best judgment. T F
3 It is important to discuss misconceptions and rumors about Family Planning methods T .

with the client

HEALTHY TIMING AND SPACING OF PRAGNANCY

4 | Pregnancy before the age of 18 years has no adverse effects on the clients health T F
5 | Recommended interval before attempting the next pregnancy is at least 24 months in | F

order to reduce the health risk to mother and the child

COCs

§ Oral contraceptive method is the best method of contraception for a woman who is . .

breast-feeding her infant age 3 months.
7 | Oral contraceptive Pills are also used as emergency contraception T F
8 | Combined oral contraceptive Pills regularize the menstrual period T F
9 | Combined Oral contraceptive Pills have protective effect on ovarian cancer. T F
10 | COCs decreases menstrual cramps T F
11 | COCs is the combination of estrogen and progesterone. T F
12 | The mechanism of action of COCs is to prevent the release of the ovum (or egg). T F
13 | COC pills can be started only during the menstrual period T F
14 | COCs benefit the breast feeding mothers by increasing the quantity of milk T F
15 | Excessive bleeding is the most common side effect experienced by the pill users T F

MEDICAL ELIGIBILITY CRITERIA

16 When a contraceptive method is safe to use for the client, it will be in the category . E

number 1
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When the use of a particular contraceptive is absolutely contraindicated, it will fall in

17 T
the category number 2

18 | Nulliparous woman can use the IUCD as a method of contraception T

EMERGENCY CONTRACEPTIVES

19 Emergency contraceptive pills (ECPs) are effective if taken within 120 hours of .
unprotected intercourse

20 Emergency Contraceptive Pills should be used if the client forgot to take the Oral .
contraceptive (brown Pills) on the 24™ day of menstrual cycle

21 | After the use of ECP, menstrual cycle gets 3 week late T

INJECTABLE CONTRACEPTIVES

29 If the client is on injectable contraceptive (3 months), she comes one week later than T
the schedule time, she should be given second injection

23 | Since the women are familiar with injections, they do not need to have counseling. T

24 If the patient develops bleeding P/V following Contraceptive injection, next injection T
should not be given.

25 | Changes in bleeding pattern is the major reason of the discontinuation of injectables T

CONDOMS
26 | Itis preferable to lubricate condoms before use T
27 | Condoms protects from sexually transmitted infections T
INFECTION PREVENTION

- Standard precautions are the guidelines designed to create the barriers between .
A healthy person and microorganisms

29 | Decontamination of needle and syringe must be done before destroying it in destruclip | T

IUCDs

30 | Copper T 380 IUCD is not recommended for nulliparous women T

31 As l.ong.as a woman is not pregnant, Multiload Copper 375 IUCD can be inserted T
anytime in her cycle

VOLUNTARY SURGICAL CONTRACEPTION
32 | Vasectomy is effective immediately after the surgery T
33 Minilap tubal ligation is performed 7 days after delivery of the baby T
LACTATIONAL AMMENNORHOEA METHOD(LAM)

34 One o'f the three criteria for effective lactational amenorrhea (LAM) is that the baby is T
exclusively breast fed

35 | LAM can be effective for up to 6 months after childbirth T
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WORKSHOP ACTIVITIES

ROLE PLAY ON COUNSELING

Directions for the Participants

The trainer and one volunteer from the group will conduct this activity. One will be a
clinician, the other a client. Each participant who has a part in the role play should take
a few minutes to read the background information and prepare. The observers in the
group also should read the background information so that they can participate in the
small group discussion following the role play.

Time Allotted: 10 minutes
Participant’s Role

Clinician: The physician is a health care provider providing services at a rural health
center (RHC).

Client: The client is 25 years of age and has four children, the youngest being 8 months
old. She comes to RHC for contraception. She has heard from someone that pills are
very effective but she is, at the same time, afraid of the side effects.

Focus of the Role Play

The focus of the role play is on the interaction between the physician and the client.
The physician must counsel and reassure the client. The client should continue to be
nervous until the physician chooses the appropriate words and expressions that will
inform and calm the client.

Discussion Questions

1. Did the provider approach the client in a positive, reassuring manner?

2. Did the physician’s approach have the planned effect on the client? What other
approaches would have been effective?

Were the client’s fears realistic?

4. How could this problem have been avoided?
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PPFP OPTIONS THAT CAN BE PROVIDED AT DIFFERENT STAGES AFTER DELIVERY

1. FAMILY PLANNING 2. FULLY OR NEARLY 3. PARTIALY
METHOD OPTIONS FULLY BREASTFEEDING OR
BREASTFEEDING* NOT
BREASTFEEDING

Lactational Amenorrhea This option can  be Not applicable
Method(LAM) exercised immediately after

delivery
IUCD Options are:

e Post placental insertion within 10 minutes of delivery
e Immediate Postpartum insertion within 48 hours of delivery
e Postpartum insertion at or after 6 weeks of delivery

Female Sterilization

Options are:

e Abdominal Tubectomy (Minilap) within 7 days of delivery
e Laproscopic and Abdominal (Minilap)Tubectomy after 6

weeks

Progestin-Only Pills, Progestin
only Injectables, Implants

This option can be exercised 6
months after childbirth

This option can be exercised
immediately if not
breastfeeding or 6 weeks after

childbirth if partially
breastfeeding

Combined Oral Contraceptives
and Combined Injectables

This option can be exercised 6
months

This option can be exercised 21
days after childbirth if the
mother is not breastfeeding

Male Condom

This option can be exercised whenever sex is resumed

Vasectomy

This option can be exercised at anytime.

*at least 75% of the feeds
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FIVE QUESTIONS ABOUT LACTATIONAL AMMENORRHOAEA METHOD (LAM):

1. Can LAM be an effective method for birth spacing?

2. Can only well-educated couples use fertility awareness methods?

3. List the hormonal contraceptive methods which are compatible with breastfeeding?

4. What are the 4 messages that a health provider should include during postnatal care that will support the

successful use of LAM?

5. List 3 ways that a service provider can promote LAM during antenatal period?
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BARRIER METHODS (CONDOMS) QUESTIONNAIRE

1. What are the different types of barrier methods in use?

2. There are different types of male condoms (made of the different materials), such as:

3. How do condoms protect against pregnancy? Do all types protect against STIs?

4. What are other benefits associated with the use of condoms?

5. Allergic reaction to condoms is uncommon. In case of local irritation, what advice will you give to the
client?

6. What are the limitations of condom use?

7. What instructions will you give to the client when advising about how to use condoms?

8. What are the lubricants that should be avoided with condoms use?

9. How can you avoid condom rupture during use?

10. What will you advise the client to do if a condom breaks or slips off during intercourse?

Technical Updates on Contraceptive Technology: Participant’s Handbook 8



CASE STUDY ON PILLS

Rashida is a 30-year-old mother of three children. Her youngest child was delivered
about 6 months earlier. Today, she has come to your clinic to get some family planning
pills (specifically, combined oral contraceptives [COCs]). Rashida’s menses have not yet
returned because she has been exclusively breastfeeding her infant. Three days ago, she
was at another health center for some medical problems. She is taking antibiotics for a
urinary tract infection and ferrous sulfate for anemia.

®  During the counseling, Rashida wants to learn more about the pill and ask the
following questions:

1. What is the difference between low-dose and high-dose pills? Are high-dose
pills better than the low-dose?

2. What are some of the advantages of taking the pill?
3. How about disadvantages—are there any?
®  During the screening, there are several considerations:
4. Given her condition, how does breastfeeding affect her eligibility to use COCs?

5. How about her medical problems? What antibiotics will affect the effectiveness
of the COCs? How about anemia and her intake of ferrous sulfate?

6. What other pieces of information should you ask Rashida to help her make a
decision about whether to use COCs? How would this additional information
help?

m  Toward the end of the counseling, she also asks about how to use the pill.

7. Given her situation, 6 months postpartum and no menses, when can she start
taking the pill?

8. Aside from doing a pregnancy test, what can you do to be reasonably sure she is
not pregnant? What questions should you ask?

9. What should you tell her about what to do if she misses pills?

10. How about if she forgets to start her new pack on time?

After all of Rashida’s questions have been answered, you instruct her to return to the
clinic for resupply or if there are problems related to using the pill. Three months later,
Rashida returns to the clinic to get more pills. During her consult, she says that in the
first 2 months of using the pills, she had 1-2 days of spotting in the middle of her cycle.
She was not too concerned but would like to know if this is going to happen every time
she is on pills. Rashida also mentions that she experienced nausea and some vomiting in
the first month but presently gets nausea very infrequently.

11. Are her symptoms normal with pills? What other conditions may cause
spotting?

12. What would you advise Naseeb bi about the spotting?
13. Will this spotting continue while she is on pills?

14. What should you advise Rashida about the nausea and vomiting? When should
this information have been provided and what advice would have been
appropriate at that time?
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CASE STUDY ON INJECTABLES

Naima is 36 years old and has three children. She is using Famila, a low-dose COC, and
has been using it for the last 2 years. Naima is having headaches and is concerned that
they may be related to her use of Famila. She wants to shift to an injectable (progestin-
only injectable contraception [PIC]). Naima has come to the family planning clinic
today to get an injection. She tells you she is not presently having her menses, and that
she has been taking medications for epilepsy.

1. During the counseling, Naima wants to learn more about injectable contraceptives:

What are DMPA (Depot-Medroxyprogesterone Acetate, or Depo-Provera) and
Net-en (Norethisterone enanthate)? What are their similarities and differences?

What are some of the advantages of using injectables?
How about disadvantages—are there any?

What other information should you share with Naima about PICs?

2. During screening, there are several considerations:

Do you think Naima’s fears about her headaches being related to her use of
Famila are valid? Why?

Given her age and headaches, do these factors affect her eligibility to use PICs?

How about the medical problem of headaches? How would you further evaluate
her complaint of headaches? How about epilepsy? Do medications for epilepsy
affect the effectiveness of DMPA?

What other conditions should you check out to see if she is eligible?

3. Toward the end of the counseling, Naima also asks about how she can get started
on DMPA:

Given her condition (not presently having her menses), when can she start
receiving Depo-Proverar If, for example, Naima just had a delivery, can she
receive an injection before discharge?

Aside from doing a pregnancy test, what can you do to be reasonably sure she is
not pregnant? What questions should you ask?

What should you tell her about returning for reinjection?

How about warning signs indicating that she should return to the clinic
immediately?

Naima has come back to the clinic for a reinjection. You check her records and note
that she is 2%2 weeks late. Naima reports that she experienced two episodes of 1-2 days
of spotting in the past 2 months. Moreover, Naima is complaining that she has gained
about 1.5 kilograms since she started the PIC.

What should you Naima advise about spotting?

Does her spotting need to be treated using other hormones? When is it
appropriate to give additional hormones?

How should you address the weight gain?

What about the delay in returning for injection? Should you give her the
injection? Will she need additional protection because of the delay?

What will you advise her regarding the next follow-up visit?
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EXERCISE ON PROGESTIN-ONLY PILLS (POPS)

1. Can a woman who is breastfeeding safely use POPs?

2. How long does it take to become pregnant after stopping POPs?

3. Is it important for a woman to take her POP at the same time each day?

4. Do POPs cause cancet?

5. Can POPs be used as emergency contraceptive pills (ECPs) after unprotected sex?

Technical Updates on Contraceptive Technology: Participant’s Handbook
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CASE STUDY ON EMERGENCY CONTRACEPTION

Situation

Warda is 24 years old. She is a student of medical science and was
married about 6 months ago. She had unprotected sexual intercourse last
night, and has come to you seeking advice about emergency contraception.

Activity

Working in small groups, participants will discuss and decide how they—
as health care providers—would deal with this situation. For each small
group, there are additional guidelines provided below.

Small Group 1: Before you can advise Warda about EC pills, what do
you need to tell her about EC in general? (Be sure to consider different
types of methods available. Also describe how you will counsel the client
[mention the steps].)

Small Group 2: Warda has chosen to use POPs, and wants to know
more about the safety and success rate of the method. What information
will you give to her?

Small Group 3: In case of COCs, how are they used as a method of
emergency contraception? Can Warda take COCs as needed for
emergency contraception in the future? What advice will you give
regarding future use?

Small Group 4: How effective are the IUCDs as an EC method? How
do they work?
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CHECKLIST FOR DMPA CLINICAL SKILLS

(To be completed by the Participants during demonstration by the Trainer)

Place a “v'” in the “YES” or “NO” observation box if the step is performed or not.

STEP/TASK

OBSERVATIONS

YES NO

GETTING READY

1. Check expiration date on DMPA single-dose vial.

2. Ensure arm or buttocks are clean for giving IM injection.

PREPARING THE INJECTION SITE

1. Wash hands with soap and water and dry them with a clean, dry towel or air
dry.

2. Check that injection site is clean.

3. If a single-use cotton swab is used to prepare the skin, allow skin to dry
before giving the injection.

PREPARING THE INJECTION

Shake the vial of DMPA thoroughly before withdrawing the dose.

Attach and tighten the needle to the syringe.

Insert the needle through the rubber stopper.

Draw up complete contents of the DMPA vial.

Remove the needle from the vial.

Expel any air bubbles by gently depressing the plunger.

Il N I IE ol Bl B e

Carefully push the plunger to the dose mark 1.0 mL.

GIVING THE INJECTION

1. Insert the needle deep into the muscle (deltoid in arm or upper outer
quadrant of gluteal area).

2. Inject the full dose of DMPA slowly and remove the needle.

POST-INJECTION TASK

1. Apply pressure to injection site with cotton, but do not rub.

2. Discard needle and syringe in a puncture-proof container without recapping
or breaking or bending the needle.

3. Wash hand with soap and water and dry them on a clean towel or air dry.

Technical Updates on Contraceptive Technology: Participant’s Handbook
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Counseling Guide for PPFP Counseling
(To be completed by the Participants during Role Play)

Place a “v” in the “YES” or “NO” observation box if the step is performed or not.

STEP/TASK

OBSERVATIONS

YES NO

GREET —FEstablish good rapport and initiate counseling on PPFP.

o Greets the woman, using her name and introducing self.

e Shows respect for the woman and helps her feel at ease.

Encourages the woman to explain her needs and concerns and ask
questions.

e Listens carefully and supports the woman’s informed decisions.

e Includes woman’s partner or important family member in the
discussion, as the woman desires and with her consent.

ASK—Determine reproductive intentions, knowledge of pregnancy risk and use of

various contraceptives.

e Explores woman’s knowledge about the return of fertility and
the benefits of pregnancy spacing or limiting (as desired).

e Asks whether she has had prior experience with family planning
methods, any problems, reasons for discontinuing, etc.

e Explores partnet’s/family’s knowledge about the return of
fertility and the benefits of pregnancy spacing/limiting.

e Asks about desired number of children, desire to space or limit
births, desire for long-term family planning, etc.

e Explores woman’s need for protection from STTs, including HIV.

e Explains and supports condom use, as a method of dual
protection.

o Asks whether she has a preference for a specific method, based
on prior knowledge or the information provided.

TELL—Provide the woman with information about PPFP methods

e Advises that to ensure her health and the health of her baby (and
family), she should wait at least 2 years after this birth before
trying to get pregnant again.

e Advises about the return of fertility postpartum and the risk of
pregnancy. Advises how LAM and breastfeeding are
different.

e Advises about the health, social and economic benefits of
healthy pregnancy spacing (or limiting, if desired).

- LAM
- Condoms
- POPs, COCs

- Contraceptive Injectables
- PPIUCD

Technical Updates on Contraceptive Technology: Participant’s Handbook
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STEP/TASK

OBSERVATIONS

YES

NO

- Vasectomy
- Postpartum tubal ligation

e Shows the methods (using poster or wall chart) and allows the
woman to touch or feel the items, including the IUCD, using a
contraceptive tray.

e Corrects any misconceptions about family planning methods.

HELP—Assist the woman in making a choice; give her additional information that

she might need to make a decision.

e Gives woman additional information that she may need and
answer any questions.

e Assesses her knowledge about the selected method; provides
additional information as needed.

e Acknowledges the woman’s choice and advises her on the steps
involved in providing her with her chosen method.

EVALUATE and EXPLAIN—Determine whether she can safely use the method;

provide key information about how to use the method

e Asks the woman about her medical and reproductive history.

e Effectiveness: Prevents almost 100% of pregnancies

e Mechanism for preventing pregnancy: Causes a chemical change
that damages the sperm BEFORE the sperm and egg meet

e Duration of IUCD efficacy: Can be used as long (or short) as
woman desires, up to 12 years (for the Copper T 380A)

e Removal: Can be removed at any time by a trained provider with
immediate return to fertility

e Simple and convenient IUCD placement, especially immediately
after delivery of the placenta

e No action required by the woman after IUCD placement
(although one routine follow-up visit is recommended)

e Immediate return of fertility upon removal

e Does not affect breastfeeding or breast milk

e Long-acting and reversible (as described above)

e Heavier and more painful menses for some women, especially
first few cycles after interval IUCD (less relevant or noticeable to
postpartum women)

e Does not protect against STTs, including HIV

e Higher risk of expulsion when inserted postpartum (though less
with immediate postpartum insertion)

e Bleeding or foul-smelling vaginal discharge (different from the
usual lochia)

e Lower abdominal pain, especially if the first 20 days after

Technical Updates on Contraceptive Technology: Participant’s Handbook
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STEP/TASK

OBSERVATIONS

YES

NO

insertion—accompanied by not feeling well, fever or chills

e Concerns she might be pregnant

e Concerns the IUCD has fallen out

e Encourages the woman to ask questions.

e Asks the woman to repeat key pieces of information.

RETURN—P/an for next steps and for when she will arrive to hospital for delivery.

e Makes notation in the woman’s medical record about her PPFP
choice or which methods interest her.

e If the woman cannot arrive at a decision at this visit, asks her to
plan for a follow-up discussion at her next visit; advises her to
bring partner/family member with her.

e Provides information about when the woman should come back,
as appropriate.

Technical Updates on Contraceptive Technology: Participant’s Handbook
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ROLE PLAYS: PRACTICING COUNSELING (GATHER) TECHNIQUES

Directions

Two participants in each group will assume (or be assigned) roles, as
shown in “Participant Roles.” One will be the clinician, the other the
client. Participants taking part in the role play should spend a few minutes
reading the background information (“Participant Roles” and “Situation”)
and preparing for the exercise. The observers in the group also should
read the background information so that they can participate in the small
group discussion following the role play. “Focus of the Role Play” and
“Observer Discussion Questions” can be used to guide or generate this
discussion.

Combined Oral Contraception (COCs)

Participant Roles

Provider: The clinician is an experienced family planning provider who
is skilled in counseling.

Client: Client A is 31 years old and began taking COCs after the birth of
her fifth child 2 years ago. At that time, she was screened for medical
conditions that might be a precaution for COC use, but none were found.
She has had no problems with COCs, once she got over the initial nausea
and breast tenderness. She has had to take a job to contribute to the
household income. Because of the job and work at home she has never
gotten more than 4 hours of sleep on any night for the last 4 months.

Situation

Client A has now returned to the clinic complaining of headaches that
she believes are caused by the COCs. She is very nervous. Her mother-in-
law told her about someone who died after using COCs for years and
suffering bad headaches, because the COCs caused something in her
head to burst.

Focus of the Role Play

The focus of the role play is on the interaction between the clinician and
the client. The clinician needs to assess the extent of the client’s
headaches and their possible relationship with COCs. She needs to
counsel and reassure the client and recommend a plan of management.
The client should remain adamant in her belief that the COCs are causing
her headaches until the clinician provides her with the information and
management plan that will calm her concerns.
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Observer Discussion Questions
1. How did the clinician approach the client?

2. How did the client respond to the clinician? Did the clinician change
her approach based on this response? If so, was it appropriate?

3. Did the clinician accurately assess the relationship between the
headaches and the COCs? Did she outline an appropriate
management plan?

4. How might the clinician improve her interaction with the client?

Voluntary Surgical Contraception

Participants Roles

Provider: A medical practitioner has basic knowledge about family
planning and counseling.

Client: Client B is 34 years old and has five living children. She has also
had two abortions and one baby that died in infancy. Her last pregnancy,
3 years ago, was extremely difficult and both she and the baby almost
died during delivery. The doctors have told her that it would be very
dangerous for her to get pregnant again.

Situation

The client and her husband agree that sterilization is a good option for
them, but are unsure which of them should be sterilized. They have come
to the clinic today to get more information so that they can make a
decision as soon as possible. The client is worried that if she is sterilized
she will become fat and lazy and unable to care for all of her children.
Her husband has heard that vasectomy will make him weak and unable to
work in the fields or support his family.

Focus of the Role Play

The focus of the role play is on the interaction between the medical
practitioner and the clients. The provider needs to provide information
on tubal occlusion and vasectomy that will address the clients’
misconceptions and assist them in making a decision. The discussion
should continue until a decision is reached.

Observer Discussion Questions

1. How did the provider approach the clients?

2. How did he access the current situation?

3. How did the provider help the couple in reaching a decision?
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Young Married Female Seeking Family Planning

Participant Roles

Provider: The clinician is an experienced family planning service
provider. She does not, however, fully believe that a teenaged married
woman should use any family planning method other than condoms,
even though national policies state that adolescents may also use COCs
and Norplant.

Client: Client C is a 16-year-old girl. She was married at the age of 13
years and now has two sons. The youngest child is 6 months old. She and
her husband have tried to use condoms, but the husband doesn’t like
them and they really don’t know how to use them.

Situation

Client C now comes to the clinic looking for another family planning
method because she is afraid of getting pregnant. Several of her friends
are using oral contraceptives and they haven’t gotten pregnant yet. She
thinks pills would be good for her too, but she is nervous and ill at ease.

Focus of the Role Play

The focus of the role play is on the interaction between the clinician and
the client. The clinician needs to assess the client’s knowledge and
understanding of family planning, specifically COCs and condom use.
She needs to assess the appropriateness of these methods for the client.
The clinician, because of her personal feelings, should focus more on
condoms and their correct use. The interaction should continue until the
client decides to try condoms again, now that she knows how to use them
effectively.

Observer Discussion Questions

1. How did the service provider approach the client? How effectively
did the service provider overcome her personal biases?

2. How did the client respond to the service provider?

3. Did the service provider help the client to make the best decision for
her? Did she provide the client with all of the information she
needed?

4. How might the service provider improve her interaction with the
client?
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Male Voluntary Sterilization

Participant Roles
Provider: The clinician is an experienced family planning service provider.
He is calm and knowledgeable when counseling clients.

Client: Client D is a 38-year-old man with five children: three sons and
two daughters. Because he and his wife have limited resources, he is
certain that it would be very difficult for them to raise any more children.
He plans to be sterilized.

Situation

Client D has now come to the clinic to get more information on
sterilization. He says that he does not want to have any more children,
and repeatedly asks about the permanent nature of sterilization.

Focus of the Role Play

The focus of the role play is on the interaction between the clinician and
the client. The clinician needs to assess the client’s understanding of
vasectomy. The clinician needs to give the client the information he needs
in an impartial manner. He needs to pay particular attention about the
permanence of vasectomy and what this implies.

Observer Discussion Questions
1. How did the clinician approach the client?
How did the client respond to the clinician?

2
3. How might the clinician improve her interaction with the client?
4

Was the decision reached an appropriate one? If yes, why? If not,
what would have been better?

Depo-Provera Counseling: Side Effects

Participant Roles

Provider: The clinician is an experienced family planning service
provider. She/he is calm and knowledgeable when counseling clients.

Client: Client E is a 29-year-old woman with six children. She has been
using Depo-Provera since 6 weeks after the birth of her youngest child,
2Y> years ago. She says that she had trouble breastfeeding her child
because of the Depo-Provera. She kept taking the Depo-Provera,
however, because she was more concerned about another pregnancy than
about her problems with breastfeeding.

Technical Updates on Contraceptive Technology: Participant’s Handbook 20



Situation

Client E has come to the clinic complaining of feeling very tired and
unable to do her work for the past several months. She is sure it is
because she has been taking Depo-Provera for such a long time. She
thinks it would be a good idea to take a rest period from Depo-Provera.

Focus of the Role Play

The focus of the role play is on the interaction between the clinician and
the client. The clinician needs to assess the relationship between the
client’s problems and her use of Depo-Provera. She/he also needs to
counsel and reassure the client regarding her misconceptions about
Depo-Provera. The client should remain firm in her wish to take a rest
from Depo-Provera until the clinician provides her with the information
that will calm her fears and concerns.

Observer Discussion Questions

1. What were strengths and weakness of the interaction?

2. How might the service provider improve her interaction with the
client?

3. Are the client’s past or present problems related to her use of Depo-
Provera? Did the service provider explain this in an appropriate and
convincing manner?

4. What might be better or alternative contraceptive choices for her?
Why?
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WORKSHOP POWERPOINT HANDOUTS

Postpartum Family Planning

Best Practices/Quality and Access

Healthy Timing and Spacing of Pregnancy

Postpartum Family Planning Counseling

Best Practices in Family Planning- WHO Medical Eligibility Criteria
Lactational Amenorrhea Method (LAM)

Barrier Methods: Male Condoms

Oral Contraceptives (Combined Oral Contraceptives and Progestin-Only Pills)
Emergency Contraception

Injectable Contraceptives

Intrauterine Contraceptive Devices (IUCDs)

Voluntary Surgical Contraception (Tubal Ligation Procedure and Vasectomy Procedure)
Essential Infection Prevention Practices

Contraception for Postpartum Period
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By the end of this session, participants will be able to
discuss:

= The importance of postpartum family planning and
HTSP

= Importance of LAM in Postpartum Period

=  The benefits, limitations and counseling
considerations for using:

*  Progestin-only pills

= Progestin-only injectables

= Combined oral contraceptives (COCs)
*  Emergency ccntrac?pticn (EC)

BPad R €& ©dnpiego -

e S o o =

AL of Jubvn Hophins Uriversty

= The benefits, limitations, and counseling considerations

for using
* Intrauterine contraceptive devices (IUCDs)
* Condoms

= Female sterilization

A
*  Vasectomy

Better
= Effective counseling Choice for mothers

—rar— ot By L = e o s g iy

PPFP is a subset of FP for the prevention of = To achieve healthy maternal perinatal,
unintended pregnancies through the first year newborn, infant and child health outcomes,
postpartum. including reduction of maternal and neonatal
= Post-Placental within 10 minutes of placental delivery maortality
* Immediate Post Partum within 48hrs after delivery (e.g. = To address the unmet need for FP among
voluntary sterilization ) P‘gstpartummmn
= Early Post Partum 48 hrs- bweeks
= Extended Post Partum 6 weeks to1 year
! [
© Jnpiegg & ke R @ esegp
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According to POHS Lack of Information Misconceptions
= Lack of awareness of = Misconcaptions about
" Hx of births ocour within shart health benafits of BF as amethad of FP
birth interval of less than 24 T o spacing = Misconceplions about
maonths — = Shifts in traditions that FF for Breastfeading
* 34% ocour within 24-35 months profected from Woman
* Only 22 use 2ny FP method S pragnancy- Posl parlum  gaeial Support
o abstinence

« Spousal Parmission
* Co-wife compettion
s Lack of suppor from

= 123 desire another birth within

Wik ani
2 years = Lack of knowledge

about fedility raturn

Access to Services

* Low mobility particularty for
low party women-40 days
period after birth

» Non availability of support
influence access

* Referrais

Supportive Environment

* Religious beliefs

= For the non-breastfeading mother:
«  The mean average for first ovulation is 45 days after
delivery
«  Raturn to fertility occurs prios 1o the etum of manseas
intwo out of three women.

=  Onoe menses return, a waman is al as high nsk for
pragnancy as balom concaplion.

& e R @ euey

Healthy spacing of pregnancies

« Mother's risk for unintended pregnancy after a
birth and abortion

« LAM and the transition

+ Methods for Breastfeeding mothers
+ Discussing and choosing a family planning HEALTHY TIMING AND SPACING

methods within the first month OF PREGNANCY (HTSP)

postpartum|couples communication)
« Importance of PPFP services-Referral

R @ ounpiego
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Healthy Drelaying pregnancy until age

Timing HIE . _
. ealthy pregnancy spacing
Spacing of {after live
Pregnancy birt hfmis carriage finduced
abortion)
Interventions to help women
and families:
M alo= nfonmed decisions abaut
delaylspacing
Acheeve healtheest
matemnalinewhom autoomes

0P kard -* @  ounpiego

= BTP interval of »5g maonths is associated with increased risk of:

= Pre-eclampsia
+ Abortionfmiscamriage
* Pregnancy interval of <6 months is asso ciated with increased
risk af:
= Premature rupture of membranes, maternal anemia
+ Pre-term birth, low birth weight, smallfor gestational age

Sl Coarad-—-Aguaklo, & & al T rof srad phwl
& R AR KAt ff G ey e CE s, el Mw.’um e o, gl aea

t‘l‘)".lslackard ",‘1 @ L Jﬁﬂé;

+Large generation of adolescents
*Main FF demand for<zg age group is
forspacing methods

+High percentages of births oocur after
too-short intervals

+Even higher percentages of young
women with short birth intervaks also
desire longerbirthimerals

*Only 3-5% of postpartum women
want anotherchild within 2 yvears
*Significant service delivery gaps

Aom srd'Win freey o0 3, lemen, son, j; Aubssin, ooy,
i\
.

=Pihard '* @ ® Jhpiego

Birth to pregnancy (BTP) interval of <18 manths is associated
withincreased risk of :

= Matemal mortality

= Induced abortion

= Miscarriage

= Pre-term birth

= Small size forgestational age

= Low birth weight

o, drii. i o P e f e i o sy gy .,
o . of o e 1t Pl s o o o e g 1 o i . s, b, AL B

pemp——
Bk, 8 b el 1 e e o s s g e . i . ke, e,

= Bard 1 & _odpiego
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* Recommendation for spacing after a live birth:

* Reammendad minimum interval before att empting the next
pregnancy isat least 2z months n order to reduce the risk of
adverse matemal, pernatal and mfantautcames.

* Recommendation for spacing after miscamiage or induced
abortion:

* Recommended minimum interval to next pregnancy should be at
least § months norderto reduce risks of adwverse matemal and
permatal autcames

Frst Pregnancy should not be before the age of 18 years as it results
mmatemal and neanatal comphcatians

Soarca Worid Ha e gniastion, 1o AapeT of eAMRD) T fracel Coamaorin codh s Spocg
¥
-

When a woman can

become pregnant after

delivery depends on:

* Breastfeeding
practices

» Retum of menses

* Retum to sexual
activity

= Every pregnancy is different. A woman cannot predict
fartility from preavious pregnancies.
*  No woman has a specific “set point” for retum of ferility:

«  Return of ferility is unpredictable. If she doesnt
wanl to gal pregnant, she needs contracaplion.

Postpartum Family Planning
Counseling

TISIMPORTANT TOAID, NOT PERSUADE, THE CLIENT
IN CHOOSING A CONTRACEPTIVE

= Parod of infertility longer with onlyfaxclusive
breastieading:
= Likelihood of menses and ovulation is low
during first six months
= After six months, even if her period has not
returned, she is at risk of pregnancy
= Women can ovulate before menses if she is on

longer only breastfeeding or the baby is more
than six months old

=  Counsal women using LAM about retum of fertility and
rigk of pregnancy

= Counsal women about return of ferility and risk of
pregnancy during antenatal, postpartum, newbom and
child care
vigits—or al any contact

= |nform colleagues—many healthcare workers ane
unaware of risk of pregnancy during the postpartuim
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=  Some couples do not wanl o becoma pregnant now or
in the future.

=  Faorthem, them are long-term contraceplive oplions
(male or fernale sterilization, IUDs and Implants)

& While they are daciding of in process of reaching long-
tarm contraceplion senices, she should use a short-
ferm method to prevent pregnancy until she can gel the

long-termn mathod.

‘@ @ oo -

Medical Elgibiily Criteria for Contmcegtive
Methads

Let's go through the counseling
checklist and follow the guidelines

et R @ oo

Cowvers 17 contraceplive
methads, 120 meadical
conditions

Addresses whe can use
contraceptive mathod basad
an meadical mathods

Gives guidance to providers
for clients with madical

problems or other special
conditions

e, i Ik ch e g sl i bl sl ol

g SR @ ouweg

= To guide family planning practices based on the
best available evidence

= To address and change misconceptions about
who can and cannot safely use contraceptive
methods

= To reduce medical policy and practice barriers
(l.e., nat supported by evidence)

= To improve quality, access, and use of family
planning services

Identifies which contraceptive or FP
method can be safely used in the
presence of a given individual
characteristic or medical condition

al

Ehied R @ eupego
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= CONDITIONS represent either:
« An individuales characleristics (e.g., age,
parity)
« Known pre-axisting medical conditions
{e.g., hypertansion)
« Use of medications

P ard -ﬁ @  ounpiego

‘With: cliinical With limite d
dlinical judgment

Classification

judgment

Us e mathod in any Tes
cincumstances U the method
Generally use: Yaz

n" 2 1 Use the method

Meihod naot to

= Case 1- 26 years old, 2 children, smokes about 1
cigaratte pack per day and wanls to use combined oral
contracaplives,

= Casae 2 - 36 years old, 1 child and on Depo provera,
found hypartensive at 150/90 mm Hg, and wants ta
continue 1o use Depo Provera.,

= Casae 3- 30 years old, 7 days post elactive early
abortion and wants a coppar T 380 A IUCD

« Case 4 = 20 years old, delivered a baby 3 weaks ago
and wants to start POP

Er TR &  eunpiego

..........

REVITALIZING THE
LACTATIONAL
AMENORRHOEA METHOD

ANTENATALLY

P ard -* &  ounpiego

..........

Exclusive Breastfeading on
demand

The mother's monthly
bieeding has nol returned
The baby is less than 6
months ald

& T R @ euep

—_—— ——— B
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*  Frequent ntense suckiing
disrupts secretion of
ganadatraphin-releasing
fhasmane {GnRH)

*  lregular secretion of GnRH
interferes with release of
falliche-stamwulating harmane
{F5H]} and beutnzng hasmane
{LH)

* Decressed FSH and LH
disrupts fiolliaular
development in the avary ta

pres gryiaion ~ @ e
& Clhdad S ¥, ©Jhpiego

= Effective (1=2 pregnancies perioo women during
first & months of use)

= Effective immediately

= Doesnot interfere with sexual intercourse

= Mo systemic side effects

= Mo medical supervision necessary

= Mo supplies reguired

= Mo costinvolved

& T R @ esep

= Forthe child:
* Passive immunization and protection from infections
+ Best source of nutrition
+ Diecreased exposure to contaminants in water, in other
milk or formulas, oron wtensiks
= Forthe mother:
« Decreased postpartum bleeding

= User dependent

= May be difficult to practice because of social
circumstances

= Highly effective only until menses return orupto &
maonths
= Doesnot protect against 5Tls

= Mowve from the use of LAM to the usa of anather
modern mathod of contraception

= (Can occur al any time:
« ‘Whan any one of the three criteria is no longer

mat
« When the woman/couple chooses 1o use another
method
-.‘ v -
& e &  ounpiego «

= Tha maximum length of time that LAM may offer
protection from pregnancy is six months.

= For bestmatemal and rewbaorn health outcomes, a
couple neads to wail at least two years after a birth
before attampling to bacome pragnant again.
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"Promotion of family planning
in countnes with high birth
rates has the potentiaito . . .
avert 32% of matemal
mortality.”
*  90% of abortion-related
mortality and morbidity
s 20% of obstetric-related
mortality and morbidity

Consanatively, “2 million of tha 11 million deaths in
children <5 could be avered by aimination of inter-birth
intervales of kess than 3 years. Effective use of postpartum
family planning is the mast obvious way in which prograss
should be achieved.”

Sooroa: Chdand aal 204
Sarca CMmd ot o 200

e _! @ ® Jhpiego

P kard -1 @ oumpiego «

= You do NOT need to wait for the waman to have her
mensas in ordar toinitiate another modern mathod of

cantraception ) a
=  You can initiale a madern contraceplive method at ANY When can various methods be )

TIME you are reasanably sure thata woman is nat introduced to the mother who is

pragnant ‘transitioning” from LAM?

= |f a woman has been using LAM, you can be

reasanably sume sha is NOT pregnant
Time for an EXERCISE. ..

Eiad R @  odpiego «

..........

In your experience, what faclors may be barriers
to prevent a worman from transitioning to another
method of contraception?

=

Tirme for a DISCUSSION. ..

| A S The WAG K g Cod b Tt gy Ly

pe u i

Vo b SO Py iagme.

P ard -q @ odpiego «

..........
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*  Reproductive goals of woman or couple (spacing or

liriting births)
A *  Parsonal factors including client preferance, imae,
What factors affect the choice of travel costs, discomfor associaked with FP methad
contraceptive methods ? *  Accessibiity and availability of products that are

necessary 1o use mathod
s Madical faclors

= Pills that contain a very low dose of a progestin like
the natural homone progasterona ina  woman's body

What are progestin-only pills (POPs)? » Does nol contain estragen
A «  Also called “mini-pills"
= Waork primanly by
= Thickening the cervical mucus (this blocks spam
from meating eqq)

= Disrupting the menstrual cycle, including prevanting
ovdlation

-

= Safefor breastfeeding woman—No effect on = Less affective for non-breastfeeding mather—N taken
braastfeading, milk production or infant growth and comectly, 3=10 womean/100 will become pregnant first
devalopmant afler infant is six weeks old year

= Adds to the contraceplive affect of breastfeading— «  Pill must be taken every day

Togethar, if taken comactly, failure rate less than 1%
during first year of use
=  Does not interfera with sax

=  Bleading changes (moda frequant, iregular) are
comman bul not harmiul

= A faw women may have headaches, dizziness or breast
tendemess
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Discuss limitations (bleading iragularities) The injectable contraceptive DMPA (depot

= Can be givan loa woman al any time o star later medroxy progesterone acetale) contains a progestin

*  Discuss tips to halp woman remember 1o take pill similar to the progesterone naturally ina woman's body
evary day—Ilink 1o a daily activity, such as brushing » Does notcontain estrogen
teeth; take same time every day; elc. = Also known as “the shot” or the injection

*  Provide back-up method {e.q., condoms) 1o use

=  Given by inj@ction into the muscle
= ‘Works primarily by preventing the release of eggs from
the avary

ifrwhen pill is missed

& T R @ ewep. & T R @ ewep.

= Noaeffect on breastfeading, milk production or infant
growth and development; safe for use after infant is 6
wasks

What are some key benefits of injectables? = When women have injectians on time, failure rate
a less than 1% duning first year of use

= Does not require daily action
= Are private
= Do not interdere with sex

Helps protect against: = Bleeding iregularities for first two to three manths
»  Cancer of lining of ulerus (endemealdal cancer) {usually na bleeding at one year)
s Lharine fibnoids = Some women may have weaight gain, headaches,

dizziness, mood changes
= Should wait until six weaks to give first injaction to the
breastfeading woman (who is nolusing LAM)

s |ron-deficiency anamia
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*  Discuss limitations (side effects)

= | the client is less than 4 weeks late for repeal
injaction of DMPA o less than 2 weeks late Tor a
repeal injcton of NET-EN, she can recaive har next
imjection.

*  She should come back no matter how late she s for
her next injection; if rmasonably sure she is not
pragnant, can give injection any time

= Assum her that she is welcome to retum any time she
has questions, concams o problems

‘q @ ompego .

= Pills that contain low doses of two harmones—
a progestin and an astrogen
= Alzo called “the pil!
*  Wark primarily by:
«  Pravanting the releasa of eggs from thea ovary

«  Thickening cenvical mucus so that sparm
cannot penatrate

You are counseling a woman who is transilioning
from LAM to COCs. What will you tell her are the
benefits of COCs? 2

What are combined oral contraceptives?
A

= Highly effective whan taken daily (failure rate
0.1-0.5% during first year of usa)

= Controlled, and can be stoppad, by the woman
= Dows not interfere with sax

= Pelvic examination or routine labs for bormonal levels
not required 1o initiale use
= Helps protect against cancer of the uterine lining,

cancer of the ovary, sympltomatic pehic inflammatary
disease (PID) and anemia
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User-depandent (requine continuad motivation and daily
usa); forgetiuiness increases meathod failune

= Some nausea, dizziness, breast lendemess, headaches,
spotling of depression may occur (but usually stop afer
thres to four months of usa)

= Effactiveness may ba lowanad when certain drugs are
Lakan

= Ra-zupply must ba readily and easily availabla
= Do nol protect against STIs (a.g., HBY, HWAIDS)

al

& e SR @ eupep .

COCs should not be used if a woman:

Has migraine headaches with aura

Has BP 160100 (140=158/890=99 is Category 3)

|% breastieading {less than six weeks posipartum)

I jaundiced (symplamatic viral hepatitis or cirhosis)

Has ischamic heart diseasa or stroke

Has complicated vab/ular disease

i Has blood cotting disordars (deap vein thiombophlabitis
or pulmonary ambolus)

T R @  oumpego -

COCs gshould nol be used il awaman:

*  Has breast cancer

= |5 35 years ok or okder and smokes 15 cigarelles/day
* Has diabetes (=20 years duration)

#  Has breast cancer

*  Has liver tumors

*  Has to undergo major surgery with profonged bed rest

e WHOLRL 1o -* @  ounpiego =

e PR

COCs ame not recommendad unless other mathods

are nol available or accaplable if a woman:

= s mode than six waeks but kess than $ix months
postpartum and is pamarily breastieading

= |5 less than three weeks postpartum if not
breastieading

= Has high blood pressure (140-14900-99)

= Has a history of breast cancer and no evidanca of
current disease in last five years

COCs are not recommendad unless other mathods
ara not available or acceplable if a woman:

« Develops migraines without aura while on COCs
« Has current gall bladder disease

» & taking drugs for apilepsy (phanyloin oF
barbiturates) or tubarculosis (rifampin)

e WSS -Q &  ounpiego -

R FARRATE

[ ] A.gﬂ‘
* Diabetas (uncomplicated or less than 20 years
duration)

=  Endometriosis

= Genilal tract cancers (cervical, endometrial ar
ovarian)

*  Pragnancy-relaled banign jaundice (cholestasis)
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* Discuss limitations (skde effects)

= Can starl three weeks after delivery if not
breastfeading; six manths after dalivery if
breastieading

= {Can slarl even if menses has nol started, as long as
you ane reasonably sure shais not pragnant, but will
need 1o use condoms or abstain for the first week of
use

* |f missed 3 or more pills in Week 3:
« Take a haernanal pill as soon as possible

«  Finigh all harmonal pills in pack and thiow away
all non-harmanal pills

«  Slar a new pack the next day
«  Usea back-up mathod for seven days

« Ifshehad sex in the past 5 days, can consider
ECPs

s |f mizsad nan-hammonal pills discard the miszsad non-
harmanal pills and continue COCs, one a day

& e R @ emvep .

Questions for Small Group Activity:

= What is “emergency contraception™?

= What EC's key benefits? A
= What are EC's limitations?

=  Take amissad harmonalfactive pill as soon as possible

=  Keap laking pills as usual, even if this means she will
take 2 pills on same day

s i missed 1 or 2 pills:
= Take pill a5 soon as possible
= |f misgad 3 or mome pills in Weaak 1 or 2:

= Take pill as soon as possible and use back-up
methad for seven days

« Use EC in case of unprotected contact

‘d @ empeg .

=  Return immediately to healthcare provider or clinic if
you develop any of the following problams:
=  Severe chesl pain or shortness of breath
«  Severs headaches or blured vision
= Sever leg pain
= Absence of any bleeding or spotting during pill- fres
waak (21-day pack ) or whila taking sevan  inactive pills
{28-day pack)—may be a sign of pragnancy

+  Mathods that prevent pregnancy afler unprotected
sexual intercourse has occumed
+  Regular contraceptive pils (COCs or POPs) usad in a
spacial way.
- Usad in highar dosages
- Usad as s00n as possible after unprotected sax
{within 120 hours or five days)

MOTE: Emergancy contracaplion doas nol stop a
pragnancy that has startad!

& g R @ erep .
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* Progestin-only OCs L — el Singe dose of 1.5 Dm?:Nf
« —If all 100 women used Progestin only M{;E:;mmt e ol '
ECPs, ona would likely become pragnant - - -
{11100 will get ) E::pgxmgcstm Eﬂllr:ytll:::':illnl (EE) 1:I 1 fﬁ l—thNl.'i 05
product e
» Combined OCs: ethinyl estradiol (EE) e —
and levonorgestrel (LGM) e lelgg:m'cl oo
# — If all 100 women usad Progastin anby 1
ECPs, two would likely become pregnant Loe Ein'llzn;i LING 0.3 mg (1 dose and repeat
{21100 wil gat pragnant) ahter 12 hoves)

EE 0.1 mg + Morgestrel 1.04{1 dose and
repeat atier 12 hours)

EE 0.0 + mwc 2041 oss and
reped 12h Jhpiego

R &  ounpiego

. in, EC is the anly method that prevents ancy after
= COCs — Provide a pack and instruct to start the Agal Y . prednancy

unprotectad sex.
next day™ = EC could avert
= DMPA - Can be given on the same day as ECP «  Millions of unintended pregnancies and abortions
is used” « Al least 20 million unsafe abortions and the deaths of
* |UDs - can be used as emergency contraception 80,000 waormen
* and kept up to 12 years as long as = ‘Woman can have EC onhand in case of ameangancy.

contraception is needed

"Family Flaming A Glabal Handbook for Prosdes 2011

Eiaed R @ eupego

Awoman using EC may experiance the following side

= COCsand POPs are most effective if used as soon as affacts, none of which indicate illness:
possible after unprotected sex and up 1o 120 hours (five =  Mausaa and vomiling
days) + Less common with POPs

«  May take anti-nausea madicing
+  Progestin-only megimen safe for breastfeading woman, bt

) = Changes in bleeding pattem
braastfeading should be delayed (8=24 hours) after EC « Abdominal pain, fatiqus, headaches, dizzi or
rausea in the waak afler taking the EC pills

(Sares Camratal 2007)

‘@ @ empep s
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= Be sure hat dient does nol want 1o be pregnant
s« Take 83 500N 85 possible aller unprolecied nderoourse
= Explain

= Comectuse—mare afiective whan taken sooner

= EC k= not suitabie for regular use because nolas effectve as
ofher muline methods

= Nausea and vomiting are common wilh COCs; significanty bess
comiman with POPs

= [EC pills will nod cause menses 10 come immeadialkely

= [EC pills do not provide profeciion against STl (eg., HIVAIDS,
HPY)

& Taw R @ empep.

What is an intrawterine contraceptive device
(lucoyz 2

s |UCDs can be insared:
« |mmediately after delivery of the placenta
+ During cesamean saclion
« Within 48 hours of chikdbirth
s | notinserad within 48 hours of dalvery,
inserions should be delayed for at least four weeks

NOTE: An IUCD can be inserted immeadiately after first-
trimaster abortion.

= Forwomen who have unprotected sex several
times during the month

= Taking ememgency contraceplion several times is not
dangarous

= May cause bieak-through bleeding and imagular
Menses

= Using emargancy contraceplion is not as effective as
using madern contraception continuously

— For 8 woman who = sexually ackve, ancourage her io ntiake
modenn coniracepiion

al

& T SR @ euego

&= ThelUCD & asmall T-shaped plastic device with fing
coppar wire wrapped around it; it is inserted into the
uterus through the vagina.

= Mast IUCDs have one or two slrings tied to tham that
hang thraugh the carix.

= |UCDs work primanly by causing a chemical change
that damages the sperm and eqg before they can meet.

IUD Expulsion Rates by Timing of Insertion
Time OF IUD Dz fi mi o Expulsion Rate Ob=orvations
Inseriion

Posipdacartal Witk 10 ministes SE-1Z5% Bl I eospasksian
after dalary of rates
Placanta

Wimimea ate Afpr 10minibes bo [ 10-15% Sdl safa

P tpsaituim, 42 s post
il

Labe Postpaitum Afpr 42hours o4 [MNOT Irezrgased sk of
waoks pol delvery | RECOMBENDED | paifonadicn and

expulE on
Bnibar vl -E emdad A 4 waoeks post | 3139 Safe
Fos tpaihm dalery

& g R @ evep
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Participants will be divided into two groups tahold a = Highly effective (failure rate <1% in first year of use)
debale. = ‘ary sale (WHO Categaory 1) from 4th week
s One side will argue for banafils of using an IUCD postpanim
i Other side will argue Tor mitations and reasons not 1o = Effactive immadiatahy
use an IUCD *  Long-em mathod (up to 12 years with Copper T 3804)

= |Immadiate return 1o fertility upon emoval

* Do not affect quantity or quality of breast milk; can be = Requires a trained healthcare provider to insarl
used by postparum womean whether or not they are «  Some users report
breastfeading '
=  Changes in bleading patterns , aspacially during
= Fewside elfecls first three months of use
* Do not interfere with intarcourse « More cramping and pain during manthly manses

NOTE: None of thesa side affects indicate illness.

=  Counseling clients and aoblaining informed consant
should be done during ANC

Warman with the falowing should nol use the [UD: * Insertion from 48 hrs b Jess than four weeks
= Current puerperal sepsisfendometntsipabde postpartum
inflammatory diseasae (PID) *  Woman with AIDS who are not clinically well

*  Mambranes ruplured =18 hours before delvery (for
immadiate PP insartion)

Unexplained vaginal bleading, which may indicate
sarious condition

=  Carvical or endometnal cancer

@ o R B eww. D T A @ e
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HIW infected but clinically well
*  High gk of HV ar 5Tls
* Vaginitis {richomoniasis or bactenal vaginosis)
= Anatomic abnormalities of uterus
*  Endomatriosis

= Complicated vahular heart disease (use prophylactic
antibiotic if insartion)

s Lass than 20 years of age

& Taw R @ empep.

= Discuss limitations (note that cramping occurs during
invalution even without 1UD inserion)

= Explain procadume pios 1o insarton

= Talk with ¢lient during the procedu to tall har what is
happening and reassure her

= Advige retum after three 10 six weeaks or any time she
has questions of CONCEMms

& Taw SR @ esper .

What are some benefits of male condoms?
=

= Whenused consistently and correcty, male condoms
ane highly effective against pregnancy [(97%) and
STisHIV

= Can be used soon after childbirth (as soon as
intercourse is resumed)

= Prolects against STIs/HIV AIDS

*  Maderately effective (three to 14 pregnancies per 100
woimen during the first year) with typical use; with
perfectuse, 7% affective

* Effecliveness as contraceptives depends on willingness
to follow instructions

Userdepandent (require continued motivation and
consistent use with each act of intercourse)

s May reduce sensitivity of penis, making maintenance of
araction more difficult

= Explain limitations and discuss need o use for every acl
of intercourse

=  Ensure that client knows how to cormectly use condoms,
demaonstrating on model, banana or cucumber as
needad

= Ask client how many condoms are needad—provide
plenty of condoms, as well as infermation on whare
mora can ba purchasad

= Discuss =kills and techniques for negatiating condom
use with partner

S e R @ ervep.
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What is postpartum female sterilization and
when can it be done?

& Uaw SR @ eupep.

Parmanant contraception for women who want no mora
childran

= Parformed by minilaparatomy, which imolves small
incision in abdomen

= Works because fallopian tubas are blocked or cut 5o
agg cannol mowe down tube and reach spem

& Taw SR @ oo

*  |deally done within 48 hours afler delivery
= May be performed immediately following delivery or
during cesansan saction

= |f not performed within one week of delivery, delay for six
waaks

#  Follow local prolocols for counsaling ciants and
obtaining informed consentin advance
+  Musl be dona during antanatal care for immeadiate PP
sladlization

= Highly effective (99.5%); comparable b vasectomy,
implants, IUDs

= Malong-lerm side effects

= MNaonead o waory aboul contraceplion again

= |5 gasy o use; nothing 1o remamber or do

= Involves a physical examination and sumery
s Cannot be reversed of stopped if couple changes thair
mind aboul wanting anothar pragnancy

*  Rare complications of surgery, such as wound infection
of anesthesia complication

While contraindications are rame, surgary should be delayed
for:
= Woman with symplomatc systemic infection

{AIDS® malaria, alc.)
= Woamen who ane maore than one week and less than six
weaks postparum

*Mnilap may be pariormed on women with AIDS if in a specialzed
facility
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What is a “vasectomy™? 2

= No serous sikle affects

= asaclomy is safer, simpler, less expensive and
aqually effective as famale sterilization (tubal ligatian)

*  Canbe timad tocoincide with the breastfeading
waoman's postparturn parod when fertility is reduced

*  Does not affect male sexual performanca

S P .o
Tachni ol brisfa

* |z not effective for three manths after procedure
«  Need backup method—LAM may ba appropriate
*  Cannot ba revarsad if man changes his mind
* Rarely man may have
«  Severa scrotal or testicular pain
+ Infection al the incision site
*  Bleading under the skin
«  Vans deferans grow back together after some lime

=  Parmanent contraception far men who want no mone
children

= A zafe, convenient, highly effective and simple
contraceptive procedure for men that is provided under
local anesthesia in an out-patient setling

= Surgery through a small incision in the scrotum that
closes off the vas deferens, keaping spemn out of
Samen

= After first 3 months, highly effective in preventing
pragnancy (99.6 to 99.8% effactiva)

= |z safe, permanent and convanient
= Allows man 1o take responsibility for contraceplion
= |ncreases enpoyment and fraquency of sex
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METHOD REMARKS
0Cs mPrecautions in young women are rare
= Most popular among young women
= Lifestyle may increase missed intake
mUsed for EC also

Implants m Side effects (spotting, acne and weight
gain) are potential issues

Teenagers
Post-Pregnancy and Miscarriage

Women over 35

Spurcer Poeketguide for FP Serviee Providers, 1006-1908,Global FP Handbook 2007

s

e R (%) ® Jhpiego

METHOD REMARKS = Cautionthat OCs do not preventSTls
PICs m Side effects (spotting, acne and weight gain) are
potential issues = Discuss condomuse: “How are you protecting
® Highly recommended for young woman requiring
intermediate-duration contraception yourse”‘h’om AlDs?”
WUDs ® Mot recommended for woman with increased risk of
5Tls = Ask how he/she plans to discusscondomuse
Gondoms = Provide immediate protection with her par‘lner
® Protects against STls 3
* Discuss EC

Sourcer Pocket guide for FP Serviee Providers, 1995-1988,Global FP Handbook 2007

f:‘}'z'wlidfékard -\:‘* @ ] JM i

100

Contraception for Women
35 Years and Older

¥ & 3 8

15-19 20-24 25-29 30-34 35-39 40+

B Unintended births M Abortions MIntended births
*00%s ot inchude miscarrisges
Source: Lynch, C, Cantraception for Waman 35 and alder, 2001
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METHOD REMARKS

COCs and CICs B ‘Women over 35 who smoke » 1g cigarettes/day (Class g)
® |ow-dose COCs source of estrogen for perimenopause

W ECPs can be used

POCs (implants, PIC | @ POCs can be used in perimenopausal years | 5os-gos)

and POPs) B Safely used by older wiomen who smokes (Class 1)
IUDs m Safely used by older women if not at risk for STl

B Possibly preferred method because it is long-term and effective
Condoms B Best used by women with predictable intimacy acts

® Only methed protectingagainst STk

Surgical ® Appropriate forclients/couples who are certzin about limiting
‘Contraception pregnancies

Soums:Packet quide %ar FP Service Providers, 1595-1558Gkbal FP Handieak 2007
%
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= Women in the first year postpartum have
higher unmet need for FP than the general
population of women.

= Demographic and Health Survey data show
that very few women (3%-8%) want another
child within two years after giving birth; 40% of
women in the first year postpartum intend to
use a FP method but are not doing so (MAQ™).

*Data fom-Madmizing Access and Quaity-Glebadl Heah Technical Bries-USAD

2 9 oww
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= ANG - initiate postparium FP
idea

= Discharge —counsel
= Breastieeding —LAM
= Mon-breastfeeding
— G-week postpartum visit
— Immunization visits
— Sick andwell-childvisits

Post-Pregnancy Contraception

Postpartum and Postabortion Periods

@ oy

* Reduce unmetneedforFP

= |mprove contraceptive choice

= Promote optimum health through breastfeeding

= Counselonreturn to fertility

= Promote health of mothers and their newborns
through pregnancyspacing

= |ntegrate with maternal, newborn and infant
services

Staphenson & MacDonald, “FP for Seimng 8 d mity” 2005
\
) —

SO ourpego

= Unsafe abortion is a prime indicator of
unmet need for FP

= Failure to provide FP is a major contributor
to the problem of unsafe abortion

= Emergency treatment is not linked to FP
counseling or services

Il'n‘:cmkard -i ‘* @ ® J%

Technical Updates on Contraceptive Technology: Participant’s Handbook 43



Lack of understanding of patients’ reproductive

health needs (provider)

Lack of FP services for some groups of women

(e.g., adolescents, single women)
Separation of emergencyservices from FP

services

Misinformation aboutwhich FP methods are

appropriate postabortion (provider and patient)

Lack of recognition of problem of unsafe
abortion and patient FP needs (provider)

theDnid .
nu.hma(yd

% @

= Increasedrisk of repeat pregnancy
because:
= Ovulation may occurby day 11 postabortion

= 75% of women will have ovulated within 6
weeks postabortion

Spurcer Lihieenm ki 1995 L&heenm Ski et & 1880

METHOD WHEN TO START REMARKS
Hormaonal Effective
Gontraception Immediate im mediately
({GOGs, DMPA) Gan be used even if

infection present
IUCDs: Immediate or delayed |No infection present
First timester 410 6 weeks Similar to
Second trimester | postabortion postpartum
N ) Glean procedure
Tubal Ligation/ Immediate Allow infection/injury
Vasectomy Delayed
to resolve

Dt R @ e
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