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overview of family planning methods
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	Total Module Time:	200 minutes (5 hours)



[bookmark: _Toc343345540]Learning Objectives
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	After completing this module, participants will be able to:
Provide basic information on the use and provision of each method of family planning: 
· Barrier methods:
· Male and female condoms
· Spermicides 
· Hormonal methods
· Combined oral contraceptives 
· Progestin-only contraceptive pills
· Progestin-only injectables
· Combined patch and combined vaginal ring 
· Emergency contraceptive pills 
· Implants
· Intrauterine contraceptive devices
· Surgical methods 
· Voluntary surgical contraception: tubal ligation and vasectomy
· Natural methods
· Fertility awareness methods
· Lactational amenorrhoea method
Formulate key messages for family planning counselling and counselling on safer sex






Session 1: Barrier Methods and Spermicides
	Activities/Methodology
	Duration

	Interactive trainer presentation and large group discussion
	50 minutes

	Questions and answers
	5 minutes

	Total Session time
	55 minutes



Session 2: Hormonal Methods 
	Activities/Methodology
	Duration

	Interactive teachback presentations and large group discussion
	135 minutes

	Questions and answers
	5 minutes

	Total Session time
	140 minutes



Session 3: Long-Acting and Permanent Methods
	Activities/Methodology
	Duration

	Interactive trainer presentation and large group discussion
	55 minutes

	Questions and answers
	5 minutes

	Total Session time
	60 minutes



Session 4: Natural and Fertility-Awareness Methods
	Activities/Methodology
	Duration

	Interactive trainer presentation and large group discussion
	35 minutes

	Key points, questions and answers
	10 minutes

	Total Session time
	45 minutes






	Advance Preparation and Materials
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	Read through the entire module and ensure that all trainers are prepared and comfortable with the content and methodologies. 
If possible have copies of Family Planning, A Global Handbook for Providers (1 copy per participant) to give to participants to take back to their clinics.  Every clinic should have a copy of this manual for reference.
Have available for reference multiple copies (if possible one per participant, if not possible then have available 8 loaner copies, one for each of the teachback groups) of the following 2 documents:
· WHO, Johns Hopkins Bloomberg School of Public Health, USAID. 2011. Family Planning, A Global Handbook for Providers.  Available at: http://whqlibdoc.who.int/publications/2011/9780978856373_eng.pdf
· Cameroon Ministry of Public Health. 2012. Manual for Continuing Training, Contraceptive Technology
Trainers should review the questions and answers sections about each method in Family Planning, A Global Handbook for Providers.  
Ensure participants have copies of their manual
You will need the following materials: 
	· Flipchart or black board
· Markers or chalk
· Masking tape 
· LCD projector
· Laptop 
· Extension cord 
· VIA/VILI kits
· Family planning picture flipchart
· Family planning instrument kits (tenaculum, speculum etc)
· Consumables (syringes, local anaesthesia, gloves etc)
	· Models of the female and male reproductive system (internal and external genitalia, if available), penis model, Rita’s arm, Mme Zoe)
· Samples of all supplies needed for all contraceptive methods (male and female condoms, spermicides and diaphragms, COCs, POPs, injectables emergency contraceptive pills, implants, vaginal rings, skin patch, IUCDs, a calendar and Cyclebeads® (if available) to show how clients can track their fertile period, thermometer for basal temperature method)








Session 1: BARRIER methods and spermicides
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	Total Session Time:	55 minutes



Learning Objectives
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	After completing this session, participants will be able to:
Provide basic information on the use and provision of each method of family planning: 
· Barrier methods:
· Male and female condoms
· Spermicides
Formulate key messages for family planning counselling and counselling on safer sex



Male Condoms
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	Trainer Instructions
Slides 1–22
	[image: ]
	Section Time
20 minutes

	Step 1:
	Begin by reviewing the learning objectives for this module as listed on page 1.  Point out the objectives for this session.

Inform participants that you will be teaching Session 1, but that they will be teaching Sessions 2 and 3 (you’ll teach Session 4).  Explain that after Session 1 they will be broken into 8 small groups and each group will be assigned one hormonal, long acting or permanent contraceptive method to teach to the group.  Each small group teachback presentation will be about 12–15 minutes long.  You will explain more after this session, but for now they might want to think about how they will present their topic as they hear the presentation on the barrier methods.

You, as the trainer should keep in mind that you are modelling the teachback sessions as you teach the content in this session.


	Step 2:
	Describe the condom using the content below.  Have samples of the male condom available to show participants.


	Step 3:
	Open a condom packet and demonstrate to the group how it is put on using a model of a penis.  Invite 1 or 2 participants to give a return demonstration, again using the model.  Keep in mind that you are modelling the client counselling session when conducting the return demonstration, so support participants as you would like them to support their clients.


	Step 4:
	Summarise by asking participants:
Does anyone have a story of a client (or friend/acquaintance) who decided on condoms as his/her method of contraception? Why were condoms right for this client?  How did they work for him in practice? Any problems?
What are the key messages you would tell a client considering the condom as her contraceptive method of choice?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group.  To keep the role play quick, they can do it from their seats.  Possible answer to above question:
Male condoms provide protection against unplanned pregnancy AND sexually transmitted infections, including HIV.
Male condoms are 85–98% effective in preventing pregnancy.
For maximum protection against pregnancy, use condoms with another family planning method.
Use the condom correctly every time you have sex.
Do not use a male condom and a female condom at the same time.

If your client is very interested in the condom as contraceptive method of choice, or has decided on the condom, you would then discuss:
Advantages and disadvantages of the condom
How to put it on; water-based lubricants
How to negotiate use with partner


	Step 5:
	Summarise the content on dual protection using Table 1.




	What is this method?
	A thin latex or plastic sheath that is slipped on to the erect penis.  It can be combined with a spermicide to provide additional protection.

	How does it work?
	Prevents sperm from having direct contact with the vagina.  Use of the condom with spermicide is strongly recommended to increase contraceptive effectiveness.

It also prevents transmission of sexually transmitted infections (STIs), including HBV, HPV and HIV from one partner to another.

	Who can provide it?  



	Physicians
Pharmacists
Nurses, midwives, health personnel
Community-based workers
Shop owners, street sellers

	Who can supply it?
	Available at:
Central, regional, and district hospitals
Integrated health centres
Sub-divisional medical centres
Community-based services 
Private health facilities
Pharmacies, shops, etc...

	How effective is it? 
	Effectiveness depends on the user. If male condoms are used correctly and during each act of sexual intercourse, only 2 out of 100 women whose partners use condoms will get pregnant during the first year of use. 

Many people do not use male condoms each time they have sexual intercourse or do not use them correctly, and thus their effectiveness in practice is often less.  As commonly used, about 15 out of 100 women whose partners use condoms will get pregnant during the first year of use. 

	What are the potential advantages and health benefits?
	Effective immediately if correctly used
Does not affect breastfeeding
May be used as a back-up method with other methods (dual protection, see Table 1)
No method-related health risks 
No systemic side effects, i.e. no medical conditions limit use
Readily available (pharmacies, kiosks and shops)
Does not require a prescription or a medical exam
Less expensive
Commits the man to family planning
Provides protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer
Can prolong erection and delay ejaculation

	What are the potential disadvantages and health risks?
	Only moderately effective, especially if used incorrectly or sporadically 
Effectiveness depends on the user’s willingness to follow instructions and use it for each act of sexual intercourse
Need for appropriate home storage conditions
Need to ensure availability of condoms when required before any sexual intercourse
Cannot be used with oil-based lubricants like cooking oil, hand lotion, or Vaseline 

	Who can and cannot use it?
	Suitable for:
Men who wish to participate actively in family planning
Clients who want contraception immediately
Clients who need a temporary method while waiting for another method
Clients who need a back-up method
Clients who do not have frequent sexual intercourse
 Women who prefer not to or should not use hormonal methods or an intrauterine contraceptive device (IUCD)
Couples in which one of the partners has more than one sexual partner, even if they use another method (couples who run the risk of contracting STIs)
HIV-positive, serodiscordant couples

Not suitable for:
Women for whom pregnancy poses a serious threat to health
Clients who need a very effective method of contraception
Clients who want a long-term method of contraception
Clients who would like a method that does not affect sexual intercourse
Couples in which one of the partners is allergic to the material used for condom manufacture
Couples who cannot use the method correctly during each sexual intercourse 

	What are the medical eligibility criteria?
	All men and women can safely use male condoms except those with severe allergic reaction to latex rubber.

	What should be considered for use by women living with HIV?
	Condoms are the only contraceptive method that can prevent both pregnancy and STIs.  If used correctly and regularly, condoms help prevent transmission of STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer.  As such, healthcare providers should strongly recommend use of condoms during each act of sexual intercourse.

	How are the method and instructions for use provided to clients?
	Provide them any time the client wants.  Show new users how to put on a condom using a model of a penis. Explain ECP in case of error in condom use. Discuss skills and techniques for negotiating condom use with partners.

	What are the common side effects? How are they managed?
	Mild irritation in or around the vagina or penis (itching, redness, or rash): Suggest trying another brand of condoms.  A person may be more sensitive to one brand of condoms than to others.  Suggest putting lubricant or water on the condom to reduce rubbing that may cause irritation.

	What warning signs should the client report to a nurse or doctor?
	Hives or rash over much of body, dizziness, difficulty breathing, or loss of consciousness during or after condom use

	How are continuing users supported?
	1. Ask the client how he/she is doing with the method and if satisfied. Ask if there are any questions or anything to discuss.
2. Ask specifically if he/she is having any trouble using condoms correctly and every time. 
3. Give the client more condoms and encourage him/her to come back for more before supply runs out.  Remind client where else he/she can obtain condoms.
4. Ask a long-term client about major life changes that may affect needs—particularly plans for having children and STI risk.  Follow up as needed.



Table 1: Dual protection
	
Dual protection
Definition 
Dual protection means taking steps to protect against unintended pregnancies and STIs, including HBV, HPV and HIV.  This can be achieved either by using condoms (male or female), or with a combination of methods—using both condoms plus another method of contraception, such as an IUCD, implants, the birth control pill or injectables.

Abstaining from sex and abstaining from penetrative sex also offer “dual protection” against pregnancy and STIs, but the term “dual protection” usually refers to condom use plus another contraceptive.

Condoms are the only proven contraceptive method that also protects against STI transmission. However, male and female condoms only protect if they are used consistently and correctly.

Benefits of dual protection 
Dual protection makes it possible to: 
Solve 2 major reproductive health problems simultaneously (unwanted pregnancies and STIs).
Involve both partners in decision-taking. 
Strengthen relationship in a couple. 
Improve harmony within the family. 
Protect the unborn baby against STIs, including HIV.
Improve the health of individuals and families. 
Reduce expenditures on diseases and unwanted pregnancies. 
It could, in the long-term, be more cost-effective for programs, families and individuals.

Limitations/disadvantages 
The following are some of the barriers to the implementation of dual protection: 
The added cost of using 2 methods.
Some couples object to using 2 forms of contraception simultaneously.
One partner may be burdened with the responsibility of negotiating dual protection use with an unwilling partner.
Use of the condom may not be consistent; maximum effectiveness requires correct and consistent use.






Female Condoms
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	Trainer Instructions
Slides 23–51
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	Section Time
20 minutes

	Step 6:
	Describe the female condom using the content below.  Have samples of the female condom available to show participants.


	Step 7:
	Open a female condom packet and demonstrate to the group how it is inserted on using a model of the female reproductive system (internal genitalia).  Invite 1 or 2 participants to give a return demonstration.  Keep in mind that you are modelling the client counselling session when conducting the return demonstration, so support participants as you would like them to support their clients.  For the purposes of demonstrating, you may use the female condom more than once; but explain to participants that, for contraceptive and safer sex purposes, the female condom should never be reused.


	Step 8:
	Summarise by asking participants:
Does anyone have a story of a client (or friend/acquaintance) who decided on female condoms? Why were female condoms right for this woman?  How did they work for her in practice? Did she have any problems with it?
What are the key messages you would tell a client considering the female condom as her contraceptive method of choice?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group.  To keep the role play quick, they can do it from their seats.  Possible answer to above question:
Like the male condom, female condoms also provide protection against unplanned pregnancy AND sexually transmitted infections, including HIV. The female condom fits inside the woman’s vagina.
Female condoms are 79–95% effective in preventing pregnancy.
For maximum protection against pregnancy, use condoms with another family planning method.
Use the condom correctly every time you have sex.
Do not use a male condom and a female condom at the same time.

If your client is very interested in the female condom as contraceptive method of choice, or has decided on the condom, you would then discuss:
Advantages and disadvantages of the female condom
How to insert it
How to negotiate use with partner

Participants may want to mark or highlight these key points in their Participant Manuals.


	Step 9:
	Broach the topic of negotiating condoms use.  Ask participants:
Of those who have counselled women and couples to use condoms, what advice do you give if your client has a partner who is reluctant to use condoms?

Fill in using Table 2.




	What is this method?
	A thin, soft, and transparent plastic sheath with a plastic ring at each end.  It is lubricated inside and outside with a silicone-based lubricant.

	How does it work?
	Prevents sperm from having direct contact with the vagina.  It also prevents transmission of sexually transmitted infections (including HBV,HPV and HIV) from one partner to another.

	Who can provide it? 
	Physicians
Pharmacists
Nurses, midwives, health personnel
Community-based workers
Shop owners, street sellers

	Who can supply it?
	Available at:
Central, regional, and district hospitals
Integrated health centres
Sub-divisional medical centres
Community-based services 
Private health facilities
Pharmacies, shops, etc...

	How effective is it? 
	Effectiveness depends on the user.  If female condoms are used correctly and during each act of sexual intercourse, 5 out of 100 women who use condoms will get pregnant during the first year of use. 

Many people do not use female condoms each time they have sexual intercourse or do not use them correctly, and thus their effectiveness in practice is often less.  As commonly used, about 21 out of 100 women who use female condoms will get pregnant during the first year of use. 

	What are the potential advantages and health benefits?
	Effective immediately if correctly used
Does not affect breastfeeding
May be used as a back-up method with other methods (dual protection, see Table 1, above)
No method-related health risks
No systemic side effects, i.e. no medical conditions limit use
Can be inserted before sexual intercourse 
Some men and women prefer them because they feel less restrictive 
Can be used with both water-based and oil-based lubricants 
Controlled by the woman
Readily available (pharmacies, kiosks and shops)
Does not require a prescription or a medical exam
Provides protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer

	What are the potential disadvantages and health risks?
	Low effectiveness, especially if used incorrectly or sporadically
Effectiveness depends on the user’s willingness to follow instructions and use it for each act of sexual intercourse
Need for appropriate home storage conditions
Need to ensure availability when required before any sexual intercourse
Need skill to insert—clients should practise until comfortable 
More expensive than the male condom

	Who can and cannot use it?
	Suitable for:
Women of any age 
Women who have had children or who have not had children
Women who want to use a method under their control
Clients who want contraception immediately
Clients who need a temporary method while waiting for another method
Clients who need a back-up method (dual protection)
Clients who do not have frequent sexual intercourse
Women who prefer not to or should not use hormonal methods or an IUCD
Women who are breastfeeding
Couples in which one of the partners has more than one sexual partner, even if they use another method (couples who run the risk of contracting STIs, including HBV, HPV and HIV)
HIV-positive, serodiscordant couples

Not suitable for:
Women for whom pregnancy poses a serious threat to health
Clients who need a very effective method of contraception
Clients who want a long-term method of contraception
Clients who would like a method that does not affect sexual intercourse
Couples who cannot use the method correctly during each sexual intercourse 

	What are the medical eligibility criteria?
	All women can use female condoms.

	What should be considered for use by women living with HIV?
	Condoms are the only contraceptive method that can prevent both pregnancy and sexually transmitted infections.  If used correctly and regularly, condoms provide protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer.  As such, healthcare providers should strongly recommend use of condoms during each act of sexual intercourse.

	How are the method and instructions for use provided to clients?
	Provide them any time the client wants.  Show the client how to insert and use the female condom.  Use a model or picture to demonstrate. Explain ECP in case of error in condom use. Discuss skills and techniques for negotiating condom use with partners

	What are the common side effects? How are they managed?
	Mild irritation in or around the vagina or penis (itching, redness, or rash):  It usually goes away on its own without treatment.  Suggest adding lubricant to the inside of the condom or onto the penis to reduce rubbing that may cause irritation.  If symptoms persist, assess and treat for possible vaginal infection or STI as appropriate.

	What warning signs should the client report to a nurse or doctor?
	None

	How are continuing users supported?
	1. Ask the client how she is doing with the method and if she is satisfied.  Ask if she has any questions or anything to discuss.
2. Ask specifically if she is having any trouble using female condoms correctly and every time she has sex.  Give the client any information or help that she needs.
3. Give the client more female condoms and encourage her to come back for more before her supply runs out.  Remind her where else she can obtain female condoms.
4. Ask a long-term client about major life changes that may affect her needs—particularly plans for having children and STI risk.  Follow up as needed.



Table 2: Negotiating condom use
	
Negotiating condom use 

Talking about sex is hard for some people. So, they don't bring up safe sex or STIs with their partners. But keep in mind that it's your body, and it's up to you to protect yourself. Before having sex, talk with your partner about his or her past and present sexual behaviour and HIV status, and talk about using condoms. Ask if he or she has been tested for HIV or other STIs. Having the talk ahead of time can help you avoid misunderstandings during a moment of passion. Let your partner know that you will not have any type of sex at any time without using a condom. If your partner gives an excuse, be ready with a response. Here are some ideas:


	[bookmark: _GoBack]Argument against condoms
	Argument in favour of condoms

	"Trust me...I don't have any diseases."

	"It's not about trust. Some people have STIs and don't even know it because they have no symptoms. Using a condom will protect both of us." Or “I’d like to use a condom to protect your health as well as mine, it’s possible either of us could have an infection without realising.”

	If you use condoms it means you must have an infection.” 
	“Carrying and using condoms is a sign that I take responsibility for my own health and my partner’s health.” “Many people in the community are HIV-positive, so let us be very cautious.”

	"Sex doesn't feel as good with a condom."
	"Let's try another brand or style." Or “Let’s try the female condom.” Or “Let’s use lubricant with the condom.”

	"Stopping to put on a condom spoils the mood."
	"I can't enjoy sex if it's not safe."


	"Let's just do it this one time without a condom."
	"It only takes one time to get pregnant or get an STI."

	"I don't have a condom with me."
	"That's okay. I do!"



For some women it might be easier to emphasize using the condom to prevent pregnancy rather than prevent STIs.  If you are pregnant, discuss the risks that STIs pose to the health of the baby and the risk that the baby could acquire HIV if you get it while you’re pregnant.  

Consider suggesting that you and your partner go for couple counselling that includes information and support on using condoms.  Regardless of your strategy, be firm in your decision: “No condoms, no sex.”  No-one has the right to make you have sex without a condom if you don’t want to. If you feel pressured in any way to have sex you don’t want, just leave. 




Adapted from: Office on Women’s Health. 2011. Womenshealth.gov. “HIV/AIDS”. Downloaded 26 August 2013 from: http://www.womenshealth.gov/hiv-aids/preventing-hiv-infection/practice-safer-sex.html

Spermicides
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	Trainer Instructions
Slides 52–66
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	Section Time
10 minutes

	Step 10:
	Describe spermicides, and spermicides with diaphragms, using the content below.  Have samples of the spermicides and diaphragms available to show participants.


	Step 11:
	Summarise by asking participants:
Does anyone have a story of a client (or friend/acquaintance) who decided on spermicides? Why were spermicides right for this woman?  How did they work for her in practice? Did she have any problems with this method?
What are the key messages you would tell a client considering spermicide as her contraceptive method of choice?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group.  To keep the role play quick, they can do it from their seats.  Possible answer to above question:
Spermicides are placed deep in the vagina shortly before sex.
Require correct use with every act of sex for greatest effectiveness.
Even with correct use, they are only about 71% effective in preventing pregnancy.
Spermicides should not be used by women who definitely do not want to get pregnant nor should they be used by women with HIV or at risk of acquiring HIV.
Spermicides can be used as a primary method or as a backup method

If your client is very interested in spermicides as contraceptive method of choice, or has decided on spermicides, you would then discuss:
Advantages and disadvantages of spermicides
How and when to insert spermicides into the vagina




	What is this method?
	A chemical (usually nononxynol-9) available in foaming tablets, melting or foaming suppositories, cans of pressurised foam, melting film, jelly, and cream.
Jellies, creams, and foam from cans can be used alone, with a diaphragm, or with condoms.
Films, suppositories, foaming tablets, or foaming suppositories can be used alone or with condoms.

Diaphragms, which are not widely used in Cameroon, should always be used with a spermicide.  Diaphragms require a pelvic examination before using so that the healthcare provider can select a diaphragm that fits properly.

	How does it work?
	Kills or inactivates sperm by breaking down their cellular membranes or slowing their movement, which keeps the sperm from meeting an egg

	Who can provide it? 

	Physicians
Pharmacists
Nurses, midwives, health personnel
Community-based workers 

	Who can supply it?
	Available at:
Central, regional, and district hospitals
Integrated health centres
Sub-divisional medical centres
Community-based services 
Private health facilities
Pharmacies

	How effective is it? 
	One of the least effective family planning methods.  When used correctly with every act of sex, about 18 pregnancies per 100 women using spermicide over the first year.

As commonly used, about 29 pregnancies per 100 women using spermicide over the first year.

	What are the potential advantages and health benefits?
	Effective immediately (foams and creams) if correctly used
Does not affect breastfeeding
May be used as a back-up method with other methods
No method-related health risk
No systemic side effects
Controlled by the woman
Easy to use
Readily available 
Does not require a prescription or a medical exam

	What are the potential disadvantages and health risks?
	Low effectiveness, especially if used incorrectly or sporadically
Effectiveness depends on the user’s willingness to follow instructions and use it for each act of sexual intercourse
Waiting period of 10 to 15 minutes between application and sexual intercourse (vaginal tablets, pessaries, and films)
Need to ensure availability in sufficient quantity when required before any sexual intercourse
Does not provide protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer
Potential increased risk of HIV infection due to vaginal lesions with frequent use

	Who can and cannot use it?
	Suitable for:
Women of any age 
Women who have had children or who have not had children
Women who want to use a method under their control
Women who prefer not to or should not use hormonal methods or an IUCD
Breastfeeding women who need contraception
Clients who need a temporary method while waiting for another method
Clients who need a back-up method
Clients who do not have frequent sexual intercourse

Not suitable for:
Women who have a high risk of HIV infection (e.g., sex workers)
HIV-infected women or women living with AIDS 
Women who are allergic to spermicides 
Women for whom pregnancy poses a serious threat to health
Clients who need a very effective method of contraception
Clients who want a long-term method of contraception
Clients who want a method that does not affect sexual intercourse
Couples who cannot use the method correctly during each sexual intercourse 

	What are the medical eligibility criteria?
	All women can safely use spermicides except those who are at high risk for HIV infection or who have HIV or AIDS. 

	What should be considered for use by women living with HIV?
	Women who are at high risk for HIV infection or who have HIV or AIDS should not use spermicides.  Strongly recommend use of condoms during each act of sexual intercourse.

	How are the method and instructions for use provided to clients?
	Provide them any time the client wants.  Give as much spermicide as possible—even as much as a year’s supply, if available.  Explain how and when to insert spermicide into the vagina.  Explain ECP use in case the spermicide is not used at all or is not used properly. 

	What are the common side effects? How are they managed?
	Mild irritation in or around the vagina or penis (itching, redness, or rash):  Choose another spermicide with a different chemical composition.  If symptoms persist, assess and treat for possible vaginal infection or STI as appropriate.

	What warning signs should the client report to a nurse or doctor?
	Signs and symptoms of an STI.

	How are continuing users supported?
	1. Ask the client how she is doing with the method and if she is satisfied.  Ask if she has any questions or anything to discuss.
2. Ask specifically if she is having any trouble using the spermicide correctly and every time she has sex.  Give the client any information or help that she needs.
3. Give the client spermicide and encourage her to come back for more before her supply runs out.  Remind her where else she can obtain spermicide.
4. Ask a long-term client about major life changes that may affect her needs—particularly plans for having children and STI risk.  Follow up as needed.
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	Trainer Instructions
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	Section Time
5 minutes

	Step 12:
	Ask if there are any questions on Session 1.




Session 2: HORMONAL methods
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	Total Session Time:	140 minutes (2 hours 20 minutes)



Learning Objectives
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	After completing this session, participants will be able to:
Provide basic information on the use and provision of each method of family planning: 
· Hormonal methods
· Combined oral contraceptives 
· Progestin-only contraceptive pills
· Progestin-only injectables
· Combined patch and combined vaginal ring 
· Emergency contraceptive pills 
Formulate key messages for family planning counselling and counselling on safer sex



Combined oral contraceptives (COCs)
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	Trainer Instructions
Slides 67–90
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	Section Time
70 minutes
Including teachback preparation and presentation


	Step 1:
	Begin by reviewing the session learning objectives, above.


	Step 2:
	Ask participants to break into 8 small groups.  Assign the following topics, 1 topic to each group:
1. Combined oral contraceptives (COCs)
2. Progestin-only contraceptive pills (POPs)
3. Progestin-only injectables
4. Combined patch and combined vaginal ring 
5. Emergency contraceptive pills (ECPs)
6. Implants
7. Intrauterine contraceptive devices (IUCDs)
8. Tubal ligation and Vasectomy

Give the groups about 30 minutes to study the content on their topic and to plan their presentations.  They should consider involving all group members in their presentations.  They may use online resources as well as the following references as they plan their presentations:
WHO, Johns Hopkins Bloomberg School of Public Health, USAID. 2011. Family Planning, A Global Handbook for Providers.  Available at: http://whqlibdoc.who.int/publications/2011/9780978856373_eng.pdf
Cameroon Ministry of Public Health. 2012. Manual for Continuing Training, Contraceptive Technology

Their presentations should cover the information below, in addition they should also:
Show samples of the method they are presenting
Present a case study of someone who used their method, why they decided on this method, and how the method worked for them in the medium- or long-term.  Did this individual experience any issues or problems with the method?
Summarise and record on flipchart the key points about their method that a healthcare provider would tell a client.

As the small groups plan their presentations, wander from group to group to ensure all participants understand the assignment.  


	Step 3:
	When the first group is ready, invite them to present.  Upon completion of the presentation, if participants presenting the teachback haven’t already presented a case study or summarised key points for the client, then you should ask:
Does anyone have a story of a client (or friend/acquaintance) who decided on COCs as her method of contraception? Why were COCs right for this client?  How did they work for her in practice? Did she have any problems with this method?
What are the key messages you would tell a client considering COCs as her contraceptive method of choice?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group.  To keep the role play quick, they can do it from their seats.  Possible answer to above question:
The Pill is 92–99.7% effective in preventing pregnancy when taken at the same time every day 
The Pill is very safe and most women can use it, even women with HIV.
The Pill does not protect against STIs or HIV—you must use condoms as well.
A woman can easily become pregnant once she stops using the Pill.
Most older women can safely use oral contraceptives.
For most women, health benefits of the pill outweigh the risks.
While reduced sex drive or some weight gain are sometimes side effects of the Pill, these issues can usually be addressed with the help of a healthcare provider.

If your client is very interested in COCs as contraceptive method of choice, or has decided on COCs, you would then discuss:
Advantages and disadvantages of the Pill.
The Pill prevents release of an egg (ovulation).
Take a pill at the same time every day.  (Discuss what to do if you miss a pill, stress importance of using condoms as a backup method.)
It can take up to one cycle for the Pill to take effect—use condoms to prevent pregnancy for the first month.
Diarrhoea or vomiting (gastroenteritis) can affect the Pill’s effectiveness.
If you are HIV-infected, tell your healthcare provider that you want to go on the pill as some HIV medications can reduce pill effectiveness.
Side effects usually go away after 3 months.
Consult clinic staff if you have severe side effects.
Use condoms in addition to the COC to prevent STIs, including HIV.

Participants may want to mark or highlight these key points in their Participant Manuals.




	What is this method?
	Pills that contain low doses of 2 hormones (an oestrogen and a progesterone) like the natural ones in a women’s body

	How does it work?
	Suppresses ovulation, hinders the penetration of sperm through the cervix, makes the endometrium less suitable for implantation of the fertilised egg

	Who can provide it?  
	Physicians 
Nurses, midwives, paramedical personnel
Community-based worker
Pharmacists

	Who can supply it?
	Available at:
Central, regional, and district hospitals 
Integrated health centres
Sub-divisional medical centres 
School and university nurses
Community-based services
Youth centres
Private health facilities
Pharmacies

	How effective is it? 
	Effectiveness depends on the user. Risk of pregnancy is greatest when a woman starts a new pill pack 3 or more days late, or misses 3 or more pills near the beginning or end of a pill pack.

When no mistakes are made while taking COC pills less than 1 pregnancy per 100 women using COCs over the first year (3 per 1,000 women)

As commonly used, less than 8 pregnancies per 100 women using COCs over the first year.

	What are the potential advantages and health benefits?
	Very effective if used correctly
Does not require a gynaecological exam
Does not interfere with sexual intercourse 
Practical and easy to use
Controlled by the woman
Can be provided by trained nonmedical personnel 
Reversible 
Makes menstrual cycle more regular
Protects against cancers of the ovaries and endometrium
Reduces benign breast diseases and ovarian cysts  
Helps prevent ectopic pregnancies
Suppresses primary dysmenorrhoea

	What are the potential disadvantages and health risks?
	Effectiveness depends on the user (requires continuous motivation and daily use—forgetting doses, irregular use increases rate of failure
Potential nausea, dizziness, sensitive breasts, headache, or irregular bleeding (more common with the triphasic and biphasic types than the monophasic type)
Potential aggravation of premenstrual syndrome
Risk of thrombosis
Possible weight gain
May cause abnormal glucose tolerance and hypertension 
Regular supply must be ensured 
Efficacy may be affected by use of certain epilepsy drugs (barbiturates, carbamazepine, oxcarbazepine, phenytoin, primidone, topiramate), tuberculosis drugs (rifampicin, rifabutin), and antiretroviral drugs (ARVs) (ritonavir)
Does not provide protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer

	Who can and cannot use it?
	Suitable for:
Women up to 40 years of age
Women who have had children or who have not had children
Women who want a highly effective form of contraception
Breastfeeding women who need contraception (from 6 months postpartum)
Women in the postpartum period who are not breastfeeding (from 6 weeks)
Women who have recently had an abortion
Women who smoke and are under 35 years of age
Women with migraine headaches without aura and are under 35 years of age
Women with a history of anaemia
Women with acute menstrual cramps
Women with an irregular menstrual cycles
Women with a history of ectopic pregnancy
Women who are HIV-infected or taking ARVs (except ritonavir) 
Not suitable for:
Pregnant women (suspected or confirmed pregnancy)
Breastfeeding women less than 6 months postpartum
Women with unexplained vaginal bleeding (until the condition is evaluated and treated)
Women who are taking certain epilepsy drugs (barbiturates, carbamazepine, oxcarbazepine, phenytoin, primidone, topiramate), tuberculosis drugs (rifampicin, rifabutin), and ARVs (ritonavir) 
Women with breast cancer or a history of breast cancer
Women with active liver disease (jaundice, viral hepatitis, liver tumour, liver cirrhosis) 
Women with active gallbladder disease
Women older than 35 and who smoke
Women with a history of cardiac disease or stroke
Women with high blood pressure (>140/90)
Women with a history of coagulation problems, deep vein venous thrombosis, or pulmonary embolism 
Women with a history of diabetes (>20 years)
Women with migraine aura
Women who cannot remember to take a pill every day at the same time

	What are the medical eligibility criteria?
	Women with none of the following conditions:
Breastfeeding within 6 months postpartum
Had a baby in the last 6 months
Smoke cigarettes and aged 35 or older
Serious liver disease (jaundice, severe cirrhosis, liver infection, liver tumour)
High blood pressure (BP) with systolic BP≥140 or diastolic BP≥90
Diabetes for more than 20 years or with damage to arteries, vision, kidney, or nervous system caused by diabetes
Current gallbladder disease or taking medication for gallbladder disease
History of heart attack, arterial disease, stroke, deep vein thrombosis, or pulmonary embolism 
History of or current breast cancer
Use of barbiturates, carbamazepine, oxcarbazepine, phenytoin, primidone, topiramate, rifampicin, rifabutin, or ritonavir
History of migraine aura 
History of migraine headaches without aura and is under 35
Planned major surgery that will keep her from walking for 1 week or more (or 2 weeks after that)
Elevated risk of coronary artery disease

	What should be considered for use by women living with HIV?
	Women who are HIV-infected or taking ARVs (except ritonavir) can use COCs safely.
Urge these women to use condoms along with the COCs (dual protection, see Table 1).  Used consistently and correctly, condoms help prevent transmission of HIV and other STIs.
Ritonavir may reduce the effectiveness of COCs.

	How are the method and instructions for use provided to clients?
	Routinely provided at all levels of health facilities by trained providers. Discuss how to take and how to manage missed pills. Discuss what to do if she vomits or has diarrhoea for 2 days. 

	What are the common side effects? How are they managed?
	Changes in bleeding patterns including:
· Lighter bleeding and fewer days of bleeding
· Infrequent bleeding
· Irregular bleeding
· No monthly bleeding
Headaches
Breast tenderness or pain
Weight change
Nausea
Dizziness
Blood pressure increase, which may decline quickly after stopping use of COCs 
Reassure the client that these side effects are common and are not signs of illness.  Usual remedies can be used. Let the client know she can come back for help if the side effects bother her.

Irregular bleeding:
Reassure her that many women using COCs experience irregular bleeding. It is not harmful and usually becomes less or stops after a few months.
Other possible causes of irregular bleeding include:
· Missed pills
· Taking pills at different times every day
· Vomiting or diarrhoea
· Taking anticonvulsants or rifampicin 
To reduce irregular bleeding:
· Urge her to take a pill each day and at the same time each day.
· Teach her to make up for missed pills properly, including after vomiting or diarrhoea 
· For modest short-term relief, she can try 800 mg ibuprofen 3 times daily after meals for 5 days or another NSAID beginning when irregular bleeding starts. 
· If she has been taking the pills for more than a few months and NSAIDs do not help, give her a different COC formulation, if available. Ask her to try the new pills for at least 3 months.
If irregular bleeding continues or start after several months of normal or no monthly bleeding, or you suspect something may be wrong for other reasons, consider underlying conditions unrelated to method use.

No monthly bleeding:
Ask if she is having any bleeding at all. (She may have just a small stain on her underclothing and not recognise it as monthly bleeding.) If she is, reassure her.
Reassure her that some women using COCs stop having monthly bleeding, and this is not harmful. There is no need to lose blood every month. It is similar to not having monthly bleeding during pregnancy. She is not infertile. Blood is not building up inside her. (Some women are happy to be free from monthly bleeding.)
Ask if she has been taking a pill every day. If so, reassure her that she is not likely to be pregnant. She can continue taking her COCs as before.
Did she skip the 7-day break between packs (21-day packs) or skip the 7 non-hormonal pills (28-day pack)? If so, reassure her that she is not pregnant. She can continue using COCs.
If she has missed hormonal pills or started a new pack late:
· She can continue using COCs.
· Tell a woman who has missed 3 or more pills or started a new pack 3 or more days late to return if she has signs and symptoms of early pregnancy.
· Explain to her how to make up for missed pills.

Headache that gets worse or occurs more often during use of COCs should be evaluated.

Mood changes or changes in sex drive:
Ask about changes in her life that could affect her mood or sex drive, including changes in her relationship with her partner.  Give support as appropriate.
Clients who have serious mood changes such as major depression should be referred for care.

	What warning signs should the client report to a nurse or doctor?
	Severe pain in chest, abdomen, legs
Breathlessness
Very severe headaches (migraine)
Bright spot in vision before headache
Yellow skin or eyes (jaundice)
Absence of bleeding during the week without pills (21 days packet) or after taking 7 inactive pills (28 days packet) 

	How are continuing users supported?
	1. Ask how the client is doing with the method and whether she is satisfied.  Ask if she has any questions or anything to discuss.
2. Ask specifically if she is concerned about bleeding changes.  Give her any information or help that she needs. 
3. Ask if she often has problems remembering to take a pill every day.  If so, discuss ways to remember, making up missed pills, and ECPs—or choosing another method.
4. Give her more pill packs—a full year’s supply, if possible. Plan her next resupply visit before she will need more pills.
5. Every year or so, check blood pressure and weight gain
6. Ask a long-term client if she has had any new health problems since her last visit. Address problems as appropriate. 
7. Ask a long-term client about major life changes that may affect her needs—particularly plans for having children and STI risk.  Follow-up as needed.



Progestin-only contraceptive pills (POPs)
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	Section Time
20 minutes
(as teachback presentation)


	Step 4:
	Invite the next group to present their teachback on POPs.  Their presentations should cover the information below.  Where content is the same as that for COCs, presenters should feel free to go through the information quickly or skip the similar content.  They should also:
Show samples of the method they are presenting
Summarise and record on flipchart the key points about their method that a healthcare provider would tell a client.


	Step 5:
	Upon completion of the presentation, if participants presenting the teachback haven’t already presented a case study or summarised key points for the client, then you should ask:
Does anyone have a story of a client (or friend/acquaintance) who decided on POPs as her method of contraception? Why were POPs right for this client?  How did they work for her in practice? Did she have any problems with this method?
What are the key messages you would tell a client considering POPs as her contraceptive method of choice?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group.  To keep the role play quick, they can do it from their seats.  The answer to this question for POPs is basically the same as that for COCs (see Step 3, above). 




	What is this method?
	Pills that contain very low doses of a progestin like the natural hormone progesterone in a woman’s body

	How does it work?
	Suppresses ovulation, hinders the penetration of sperm through the cervix, makes the endometrium less suitable for implantation of the fertilised egg, slows the movement of gametes and fertilised ovum in the fallopian tubes

	Who can provide it?  
	Physicians
Nurses, midwives, paramedical personnel 
Pharmacists 
Community-based workers

	Who can supply it?
	Available at:
Central, regional, and district hospitals 
Integrated health centres
Sub-divisional medical centre 
Community-based services
Private health facilities
Pharmacies

	How effective is it? 
	Effectiveness depends on user. 

Breastfeeding women:
When women take the pills every day, less than 1 pregnancy per 100 women using POPs over the first year (3 per 1,000 women)
As commonly used, 1 pregnancy per 100 women using POPs over the first year.

Less effective for woman who are not breastfeeding:
When women take the pills every day, less than 1 pregnancy per 100 women using POPs over the first year (9 per 1,000 women)
As commonly used, 3 to 10 pregnancies per 100 women using POPs over the first year.

	What are the potential advantages and health benefits?
	Very effective for breastfeeding women and women with sickle cell disease
Very effective if taken every day at the same time 
Immediate reversibility
Does not require a gynaecological exam
Does not interfere with sexual intercourse 
Does not affect breast feeding 
Controlled by the woman
Few side effects 
Does not contain oestrogen 
Practical and easy to use 
Can be provided by trained nonmedical personnel 

	What are the potential disadvantages and health risks?
	Effectiveness depends on the user (requires continuous motivation and daily use) 
Must be taken every day at the same time—forgetting increases failure rate 
Changes in menstrual bleeding (irregular bleeding) in some women
Possible weight gain or loss
Regular supply must be ensured 
Efficacy may be affected by use of certain epilepsy drugs (barbiturates, carbamazepine, oxcarbazepine, phenytoin, primidone, topiramate), tuberculosis drugs (rifampicin, rifabutin), and ARVs (ritonavir) 
Does not provide protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer

	Who can and cannot use it?
	Suitable for:
Women of any age
Women who have had children or who have not had children
Women who want a highly effective form of contraception
Breastfeeding women who need contraception
Women who are HIV-infected, taking ARVs (except ritonavir), or have sickle-cell disease 
Women who have recently had an abortion
Women who smoke 
Women who have diabetes or hypertension
Women who prefer not to or who should not use oestrogens 
Not suitable for:
Pregnant women (suspected or confirmed pregnancy)
Women with unexplained vaginal bleeding (until the condition is evaluated and treated)
Women with a history of stroke or vascular thrombosis
Women who will not tolerate any changes in their mode of menstrual bleeding, particularly amenorrhea
Women who are taking certain epilepsy drugs (barbiturates, carbamazepine, oxcarbazepine, phenytoin, primidone, topiramate), tuberculosis drugs (rifampicin, rifabutin), and ARVs (ritonavir) 
Women with breast cancer or a history of breast cancer
Women with a hepatic tumour or acute hepatic infection or unexplained jaundice
Women who cannot remember to take a pill every day at the same time

	What are the medical eligibility criteria?
	Women with none of the following conditions:
Breastfeeding within 6 weeks postpartum
Serious liver disease (jaundice, severe cirrhosis, liver infection, liver tumour)
Current deep vein thrombosis or pulmonary embolism and not on anticoagulant therapy
Use of barbiturates, carbamazepine, oxcarbazepine, phenytoin, primidone, topiramate, rifampicin, rifabutin, or ritonavir
History of or current breast cancer

	What should be considered for use by women living with HIV?
	Women who are HIV-infected or taking ARVs (except ritonavir) can use POPs safely.
Urge these women to use condoms along with the POPs.  Used consistently and correctly, condoms help prevent transmission of HIV and other STIs.
Ritonavir may reduce the effectiveness of POPs.

	How are the method and instructions for use provided to clients?
	Routinely provided at all levels of health facilities by trained providers. Discuss how to take and how to manage missed pills. Discuss what to do if she vomits or has diarrhoea for 2 days.

	What are the common side effects? How are they managed?
	Changes in bleeding patterns including:
· Lighter bleeding and fewer days of bleeding
· Infrequent bleeding
· Irregular bleeding
· No monthly bleeding
Headaches
Breast tenderness or pain
Abdominal pain
Nausea
Dizziness
Reassure the client that these side effects are common and are not signs of illness.  Usual remedies can be used. Let the client know she can come back for help if the side effects bother her. 

Excessive weight gain  (>2kg/year):  Check diet. If weight gain or loss is excessive after counselling, stop use and help the woman chose another method. 

Irregular bleeding:
Reassure her that many women using POP experience irregular bleeding. It is not harmful and usually becomes less or stops after a few months.
For modest short-term relief she can try 800 mg ibuprofen during meals for 5 days.
If she has been taking the POPs for more than a few months and NSAIDS do not help, give her a different POP formulation, if available. Ask her to try the new pills for at least 3 months.
If irregular bleeding continues or starts after several months of normal or no monthly bleeding, or you suspect something may be wrong for other reasons, consider underlying conditions unrelated to method use.

Heavy or prolonged bleeding (twice as much as usual or longer than 8 days):
Reassure her that some women using POP experience heavy or prolonged bleeding. It is not harmful and usually becomes less or stops after a few months.
For modest short-term relief she can try NSAIDs beginning when the heavy bleeding starts
To help prevent anaemia, suggest she take iron tablets and tell her it is important to eat foods containing iron, such as meat and poultry (especially beef and chicken liver), fish, green leafy vegetables, and legumes (beans, bean curd, lentils, and peas).
If heavy or prolonged bleeding continues or starts after several months of normal or no monthly bleeding, or you suspect that something may be wrong for other reasons, consider underlying conditions unrelated to method use.

Headache that gets worse or occurs more often during use of POPs should be evaluated.

Mood changes or changes in sex drive:
Ask about changes in her life that could affect her mood or sex drive, including changes in her relationship with her partner.  Give support as appropriate.
Clients who have serious mood changes such as major depression should be referred for care.

	What warning signs should the client report to a nurse or doctor?
	Menstruation delays after several months of regular cycles 
Severe lower abdominal pain
Severe headaches
Bright spot in vision before headaches

	How are continuing users supported?
	1. Ask how the client is doing with the method and whether she is satisfied.  Ask if she has any questions or anything to discuss.
2. Ask specifically if she is concerned about bleeding changes.  Give her any information or help that she needs.
3. Ask if she often has problems remembering to take a pill every day. If so, discuss ways to remember, making up for missed pills, and ECPs—choosing another method.
4. Give her more pill packs—as much as a full year’s supply, if possible.  Plan her next resupply visit before she will need more pills.
5. Ask a long-term client if she has had any new health problems since her last visit. Address problems as appropriate.  
6. Ask a long-term client about major life changes that may affect her needs—particularly plans for having children and STI risk.  Follow-up as needed.



Progestin-only injectables
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	Step 6:
	Invite the next group to present their teachback on injectables.  Where content is the same as that for COCs, presenters should feel free to go through the information quickly or skip the similar content.  Their presentation should cover the information below, in addition they should also:
Show samples of the method they are presenting
Summarise and record on flipchart the key points about their method that a healthcare provider would tell a client.


	Step 7:
	Upon completion of the presentation, if participants presenting the teachback haven’t already presented a case study or summarised key points for the client, then you should ask:
Does anyone have a story of a client (or friend/acquaintance) who decided on the injectable as her method of contraception? Why was the injectable right for this client?  How did it work for her in practice? Did she have any problems with this method?
What are the key messages you would tell a client considering the injectable as her contraceptive method of choice?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group.  To keep the role play quick, they can do it from their seats.  Possible answer to above question:
The injection is very effective (97–99%).
The injection is very safe and most women can use it, even women with HIV.
It can take longer to become pregnant after stopping—on average 10 months longer.
The injection does not protect against STIs or HIV—you must use condoms as well.

If your client is very interested in the injectable as contraceptive method of choice, or has decided on the injection, you would then discuss:
Advantages and disadvantages.
The injection stops the production of eggs (ova).
Come back for your next injection in 12 weeks, even if you’re late doing so.  If you are late for your next injection, you may become pregnant, use condoms as a backup method.
Serious complications like heart attack, stroke, or blood clots in the legs or lungs are rare.
Consult clinic staff if you have side effects.
Use condoms in addition to the injection to prevent STIs, including HIV.

Participants may want to mark or highlight these key points in their Participant Manuals.




	What is this method?
	A progestin administered in an intramuscular injection formulated for slow release into the bloodstream
2 types:
Depo-Provera: 150 mg medroxy-progesterone acetate injected every 3 months (can be administered up to 28 days before or after the due date of the next injection)
Noristerat: 200 mg norethindrone enanthate (NET-EN) injected every 2 months (can be administered up to 14 days before or after the due date of the next injection)

	How does it work?
	Suppresses ovulation, makes the endometrium less suitable for implantation of the fertilised egg, hinders the penetration of sperm through the cervix, slows the movement of gametes and fertilised ovum in the fallopian tubes

	Who can provide it?  

	Physicians 
Nurses, midwives, paramedical personnel 
Community-based workers
Pharmacists

	Who can supply it?
	Available at:
Hospitals  
Health facilities 
Pharmacies 
Community-based distribution programmes

	How effective is it? 
	Effectiveness depends on the user getting injections on time.  Risk of pregnancy is greatest when a woman misses an injection.

When women have the injections on time, less than 1 pregnancy per 100 women using progestin-only injectables over the first year (3 per 1,000 women)

As commonly used, about 3 pregnancies per 100 women using progestin-only injectables over the first year.

	What are the potential advantages and health benefits?
	Immediate effect (<24 hours)
Medium duration of protection (2 to 3 months per injection)
Does not require a gynaecological exam 
Does not interfere with sexual intercourse
Does not affect breastfeeding
Few side effects
No supplies needed
Can be provided by trained nonmedical personnel
Does not contain oestrogen
Convenient—does not require daily attention
Privacy (no one can tell it is being used)
Protects against cancers of the endometrium, certain causes of pelvic inflammatory disease, and uterine fibroma 
Reduces complications from sickle cell disease (increased Hb level)
Reduces symptoms of endometriosis (pelvic pain)

	What are the potential disadvantages and health risks?
	Effectiveness depends on user getting injections on time
Causes changes in menstrual bleeding (irregular bleeding, amenorrhea at the early stages of use) in some women
User must return for an injection every 2 or 3 months
Potential for minor weight gain (2kg), particularly with Depo-Provera
Delayed return of fertility (only with Depo-Provera)
Does not provide protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer

	Who can and cannot use it?
	Suitable for:
Women of any age
Women who have had children or who have not had children
Clients who have had the desired number of children but do not want voluntary sterilisation
Clients who want a very effective form of contraception
Breastfeeding women (6 weeks or more postpartum) who need contraception
Women who are HIV-infected or are on ARV therapy 
Women who have recently had an abortion
Women who smoke 
Women at risk for hypertension
Women with sickle cell disease
Women who prefer not to or who should not use oestrogens 
Women who may forget to take a pill each day
Not suitable for:
Pregnant women (suspected or confirmed pregnancy)
Women with unexplained vaginal bleeding (until the condition is evaluated and treated)
Women with a history of thrombosis 
Women who will not tolerate any changes in their mode of menstrual bleeding, particularly amenorrhea
Women with breast cancer or a history of breast cancer
Women with a hepatic tumour or acute hepatic infection

	What are the medical eligibility criteria?
	Women with none of the following conditions:
Breastfeeding within 6 weeks postpartum
Serious liver disease (jaundice, severe cirrhosis, liver infection, liver tumour)
High blood pressure (BP) with systolic BP≥160 or diastolic BP≥100 
Diabetes for more than 20 years or with damage to arteries, vision, kidney, or nervous system caused by diabetes
History of heart attack, arterial disease, or stroke
Current deep vein thrombosis or pulmonary embolism and not on anticoagulant therapy
Unexplained vaginal bleeding (until the condition is evaluated and treated)
History of or current breast cancer
Elevated risk of coronary artery disease

	What should be considered for use by women living with HIV?
	Women who are HIV-infected or taking ARVs (except ritonavir) can use progestin-only injectables safely.

Urge these women to use condoms along with the progestin-only injectable.  Used consistently and correctly, condoms help prevent transmission of HIV and other STIs.

	How are the method and instructions for use provided to clients?
	Routinely provided by trained healthcare providers at all levels of health facilities.  Tell her not to massage the injection site.  Tell her the name of the injection and agree on a date for her next injection.

	What are the common side effects? How are they managed?
	Amenorrhea, irregular bleeding, weight gain (1 to 2 kg/year), headaches, dizziness, abdominal bloating and discomfort, mood changes, less sex drive:  Reassure the client that these side effects are common and are not signs of illness.  Usual remedies can be used. Let the client know she can come back for help if the side effects bother her.

Loss of bone density:  Returns to normal within 2 to 3 years of stopping use

Excessive weight gain(>2kg/year):  Check diet. If weight gain or loss is excessive after counselling, stop use and help the woman chose another method. 

Heavy or prolonged bleeding (twice as much as usual or longer than 7 days):
Reassure her that some women using progestin-only injectables experience heavy or prolonged bleeding. It is not harmful and usually becomes less or stops after a few months of use.
For modest short-term relief she can try (one at a time), beginning when heavy bleeding starts:
· 500 mg of mefenamic acid twice daily after meals for 5 days
· 40 mg of valdecoxib daily for 5 days
· 50 μg of ethinylestradiol daily for 21 days
If bleeding becomes a health threat or if the woman wants, help her choose another method.  In the meantime, she can use one of the treatments listed above to help reduce bleeding.
To help prevent anaemia, suggest she takes iron tablets and tell her it is important to eat foods containing iron, such as meat and poultry (especially beef and chicken liver), fish, green leafy vegetables, and legumes (beans, bean curd, lentils, and peas).
If heavy or prolonged bleeding continues or starts after several months of normal or no monthly bleeding, or you suspect that something may be wrong for other reasons, consider underlying conditions unrelated to method use.

Headache that gets worse or occurs more often during use of injectables should be evaluated.

Mood changes or changes in sex drive:
Ask about changes in her life that could affect her mood or sex drive, including changes in her relationship with her partner. Give support as appropriate.
Clients who have serious mood changes such as major depression should be referred for care.

	What warning signs should the client report to a nurse or doctor?
	Any of the side-effects listed above

	How are continuing users supported?
	1. Ask the client how she is doing with the method and if she is satisfied.  Ask if she has any questions or anything to discuss.
2. Ask specifically if she is concerned about bleeding changes.  Give her any information or help that she needs. 
3. Give her the injection. 
4. Plan for her next injection.  Agree on a date for her next injection.  Remind her that she should try to come on time but she should come back no matter how late she is.
5. Every year or so, check her blood pressure and weight 
6. Ask a long-term client if she has had any new health problems.  Address problems as appropriate. 
7. Ask a long-term client about major life changes that may affect her needs—particularly plans for having children and STI risk.  Follow up as needed.



Combined patch and combined vaginal ring
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	Step 8:
	Invite the next group to present their teachback on the contraceptive patch and combined vaginal ring.  Where content is the same as that for COCs, presenters should feel free to go through the information quickly or skip the similar content.  Their presentation should cover the information below, in addition they should also:
Show samples of the method they are presenting
Summarise and record on flipchart the key points about their method that a healthcare provider would tell a client.


	Step 9:
	Upon completion of the presentation, if participants presenting the teachback haven’t already presented a case study or summarised key points for the client, then you should ask:
Does anyone have a story of a client (or friend/acquaintance) who decided on the contraceptive patch or combined vaginal ring as her method of contraception? Why was contraceptive patch or combined vaginal ring right for this client?  How did it work for her in practice? Did she have any problems with this method?
What are the key messages you would tell a client considering the contraceptive patch or combined vaginal ring as her contraceptive method of choice?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group.  To keep the role play quick, they can do it from their seats.  Possible answer to above question:
The contraceptive patch and combined vaginal ring are new; they are currently available only in pharmacies.
The contraceptive patch and combined vaginal ring are very effective (more than 99%).
The contraceptive patch and combined vaginal ring are very safe and most women can use either one, even women with HIV.
Neither the contraceptive patch nor the combined vaginal ring protect against STIs or HIV—you must use condoms as well.
The contraceptive patch sticks to the skin and releases hormones that prevent pregnancy.
The combined vaginal ring is a flexible ring that is placed in the vagina and releases hormones that prevent pregnancy.

If your client is very interested in the contraceptive patch or combined vaginal ring as contraceptive method of choice, or has decided on either method, you would then discuss:
Advantages and disadvantages of these methods.
If you are late to replace your contraceptive patch or combined vaginal ring, you may become pregnant; use condoms as a backup method.
If you are taking medications for HIV, TB or other illnesses, talk with your healthcare provider as your medications may make the contraceptive patch or combined vaginal ring less effective. 
Serious complications like heart attack, stroke, or blood clots in the legs or lungs are rare.
Use condoms in addition to the contraceptive patch or combined vaginal ring to prevent STIs, including HIV.

Participants may want to mark or highlight these key points in their Participant Manuals.




	What is this method?
	Combined contraceptive patch (Ortho Evra and Evra)
A small, thin, square of flexible plastic worn on the body.
Continuously releases a progestin and an estrogen directly through the skin into the bloodstream.
A new patch is worn every week for 3 weeks, then no patch for the 4th week. During this 4th week the woman will have monthly bleeding.
Works primarily by preventing ovulation. 

Combined vaginal ring (NuvaRing)
A flexible ring placed in the vagina.
Continuously releases a progestin and an estrogen from inside the ring. Hormones are absorbed through the wall of the vagina directly into the bloodstream.
The ring is kept in place for 3 weeks, then removed for the 4th week. During this 4th week the woman will have monthly bleeding.
Works primarily by preventing ovulation.

See Figure 1, below.

	How does it work?
	Both work primarily by preventing ovulation. 

	Who can provide it?  
	Currently the ring and patch are provided by pharmacists.  In future it may be provided by physicians, nurses, midwives, and paramedical personnel.

	Who can supply it?
	Available at:
The ring and patch are currently available only at pharmacies.  As they become better established they may eventually become available in health facilities.  

	How effective is it? 
	Effectiveness depends on the user: Risk of pregnancy is greatest when a woman is late to change the patch/late to start a new ring.
Both the patch and ring are new, and research on effectiveness is limited.
Effectiveness rates in clinical trials suggest that they may be more effective than COCs, both as commonly used and with consistent and correct use.
Return of fertility after method is stopped: No delay
Protection against STIs: None 

Combined contraceptive patch
Pregnancy rates may be slightly higher among women weighing 90 kg or more.

	What are the potential advantages and health benefits?
	Long-term studies of the patch and vaginal ring are limited, but researchers expect that its health benefits and risks are like those of combined oral contraceptives (see “Combined Oral Contraceptives” above).

	What are the potential disadvantages and health risks?
	Effectiveness depends on user changing the patch/starting a new ring on time
See “Combined Oral Contraceptives” above for a discussion of disadvantages and health risks

	Who can and cannot use it?
	See “Combined Oral Contraceptives” above

	What are the medical eligibility criteria?
	See “Combined Oral Contraceptives” above

	What should be considered for use by women living with HIV?
	See “Combined Oral Contraceptives” above

	How are the method and instructions for use provided to clients?
	Instructions for use should be provided by the dispensing pharmacist.  Healthcare providers have an important role in supporting clients to use the patch and ring, regardless of how it was obtained by the client.  Given their effectiveness and convenience, both the patch and ring are likely to be more widely available in health facilities in future. 

Combined contraceptive patch
Record this day of the week as the new patch-change day and use a backup method for the first 7 days of patch use.  Discuss what to do if new patch is applied late; consider ECP. 

Combined vaginal ring 
Discuss what to do for late placement or removal; consider ECP.  

	What are the common side effects? How are they managed?
	See “Combined Oral Contraceptives” above; in addition:
Combined contraceptive patch
Some users report the following:
Skin irritation or rash where the patch is applied
Changes in monthly bleeding:
· Lighter bleeding and fewer days of bleeding
· Irregular bleeding
· Prolonged bleeding
· No monthly bleeding
Headaches
Nausea
Vomiting 
Breast tenderness and pain
Abdominal pain
Flu symptoms/upper respiratory infection
Irritation, redness, or inflammation of the vagina (vaginitis) 

Combined vaginal ring 
Some users report the following:
Changes in monthly bleeding, including:
· Lighter bleeding and fewer days of bleeding
· Irregular bleeding
· Infrequent bleeding
· Prolonged bleeding
· No monthly bleeding
Headaches
Irritation, redness, or inflammation of the vagina (vaginitis)
White vaginal discharge

	What warning signs should the client report to a nurse or doctor?
	Severe pain in chest, abdomen, legs
Breathlessness
Very severe headaches (migraine)
Bright spot in vision before headache
Yellow skin or eyes (jaundice)
Absence of bleeding during the 4th week

	How are continuing users supported?
	1. Ask how the client is doing with the method and whether she is satisfied.  Ask if she has any questions or anything to discuss.
2. Ask specifically if she is concerned about bleeding changes.  Give her any information or help that she needs. 
3. Ask if she often has problems remembering to change the patch weekly/change the ring every 4 weeks.  If so, discuss ways to remember, ECPs, back up methods, or choosing another method.
4. Give her more patches/rings—a full year’s supply, if possible. Plan her next resupply visit before she will need more.
5. Every year or so, check blood pressure and weight gain
6. Ask a long-term client if she has had any new health problems since her last visit. Address problems as appropriate. 
7. Ask a long-term client about major life changes that may affect her needs—particularly plans for having children and STI risk.  Follow-up as needed.



Figure 1: Combined contraceptive patch and combined vaginal ring
	Combined contraceptive patch
	Combined vaginal ring
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Emergency contraceptive pills (ECPs)
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	Section Time
15 minutes
(as teachback presentation)


	Step 10:
	Invite the next group to present their teachback on ECPs.  Their presentation should cover the information below, in addition they should also:
Show samples of the method they are presenting
Summarise and record on flipchart the key points about their method that a healthcare provider would tell a client.


	Step 11:
	Upon completion of the presentation, if participants presenting the teachback haven’t already presented a case study or summarised key points for the client, then you should ask:
Does anyone have a story of a client (or friend/acquaintance) who took ECP? Why did she decide on the ECP?  How did it work for her in practice? Did she have any problems with this method?
What are the key messages you would tell a client considering the ECPs?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group, which they may do at the front of the training room.  Possible answer to above question:
This can be stressful but the medical staff and counsellors are here to help.
ECP is 98–99% effective in preventing pregnancy after unprotected sex.
ECP does not cause abortion. ECP stops ovulation or prevents implantation of the egg.
Contraceptive pills (COCs, POPs) or IUCD can be used as emergency contraception.
ECP should be taken as soon as possible after unprotected sex, but within 120 hours.

In addition
Offer or refer for HIV testing and screening for other STIs.
Encourage client to choose a regular method of contraception.
Offer or refer for assistance with gender-based violence, if indicated.




	What is this method?
	Pills that contain a progestin alone, or a progestin and an oestrogen together.  When used after unprotected sexual intercourse, ECPs prevent conception.  ECPs must be taken as soon as possible, but within 5 days (120 hours) after unprotected sex to prevent pregnancy.  

The IUCD can also be used as emergency contraception, see the IUCD in the next Session for more information. 

	How does it work?
	Prevents or delays ovulation

	Who can provide it?  
	Physicians
Pharmacists
Nurses, midwives, trained health personnel

	Who can supply it?
	Available at:
Central, regional, and district hospitals
Integrated health centres
Sub-divisional medical centres
Community service support networks
Private health facilities
Pharmacies

	How effective is it? 
	If 100 women each had sex once during the 2nd or 3rd week of the menstrual cycle without using contraception, 8 would likely become pregnant.

If all 100 women used progestin-only ECPs, 1 would likely become pregnant.

If all 100 women used oestrogen and progestin ECPs, 2 would likely become pregnant.

	What are the potential advantages and health benefits?
	Very effective if taken within 72 hours after unprotected sexual intercourse; still effective up to 5 days after unprotected sex 

	What are the potential disadvantages and health risks?
	Must be taken as soon as possible (but within 5 days) after unprotected sexual intercourse. 
May cause nausea, vomiting, or sensitive breasts
Does not provide protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer

	Who can and cannot use it?
	Suitable for:
Women who need emergency protection (for example, women who have experienced unprotected or unplanned sexual intercourse, torn condom, or rape)
Not suitable for:
Pregnant women or women suspected to be pregnant

	What are the medical eligibility criteria?
	None

	What should be considered for use by women living with HIV?
	Women who are HIV-infected or taking ARVs can use ECPs safely.

	How are the method and instructions for use provided to clients?
	Routinely provided by trained healthcare providers at all levels of health facilities.  Discuss irregular bleeding and what to expect for next monthly bleeding.

	What are the common side effects? How are they managed?
	Changes in bleeding patterns including:
· Slightly irregular bleeding for 1 to2 days after taking ECPs
· Monthly bleeding that starts earlier or later than expected
Headaches
Breast tenderness or pain
Nausea
Vomiting
Dizziness
Fatigue
Abdominal pain
Reassure client that these side effects are common and are not signs of illness.  Treat symptomatically.  Tell client she can come back for help if side effects are bothersome.

Nausea: Routine use of anti-nausea medications is not recommended. Women who have had nausea with previous ECP use or with the first dose of a 2-dose regimen can take anti-nausea medication such as 50 mg meclizine (Agyrax, Antivert, Bonine, Postafene) ½ to 1 hour before taking ECPs.

Vomiting: if the woman vomits within 2 hours after taking ECPs, she should take another dose. (She can use anti-nausea medication with this repeat dose, as above.) If vomiting continues, she can take the repeat dose by placing the pills high in her vagina. If vomiting occurs more than 2 hours after taking ECPs, she does not need to take any extra pills.

	What warning signs should the client report to a nurse or doctor?
	Nausea or vomiting.

	How are continuing users supported?
	1. Offer or refer for HIV testing and screening for other STIs.
2. Offer or refer for assistance with gender-based violence, if indicated.
3. Plan for ongoing contraception:
Explain that ECPs will not protect her from pregnancy for any future sex—even the next day. Discuss the need for and choice of ongoing pregnancy prevention and, if at risk, protection from STIs including HIV.
If she does not want to start a contraceptive method now, give her condoms or oral contraceptives and ask her to use them if she changes her mind. Give instructions on use. Invite her to come back any time if she wants another method or has any questions or problems.
If possible, give her more ECPs to use in the future in case of unprotected sex.



Note: the IUCD can also be used as emergency contraception.  See Table 3 in Session 3 for more information.
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	Step 12:
	Ask if there are any questions on Session 2.





Session 3: long-acting and permanent methods
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	Total Session Time:	60 minutes



Learning Objectives
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	After completing this session, participants will be able to:
Provide basic information on the use and provision of each method of family planning: 
· Hormonal methods
· Implants
· Intrauterine contraceptive devices
· Surgical methods 
· Voluntary surgical contraception: tubal ligation and vasectomy
Formulate key messages for family planning counselling and counselling on safer sex 



Implants
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	Section Time
15 minutes
(as teachback presentation)


	Step 1:
	Begin by reviewing the session learning objectives, above.


	Step 2:
	Invite the next group to present their teachback on implants.  Their presentation should cover the information below, in addition they should also:
Show samples of the method they are presenting
Summarise and record on flipchart the key points about their method that a healthcare provider would tell a client.


	Step 3:
	Upon completion of the presentation, if participants presenting the teachback haven’t already presented a case study or summarised key points for the client, then you should ask:
Does anyone have a story of a client (or friend/acquaintance) who decided on the implant as her method of contraception? Why was the implant right for this client?  How did it work for her in practice? Did she have any problems with this method?
What are the key messages you would tell a client considering the implant as her contraceptive method of choice?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group.  To keep the role play quick, they can do it from their seats.  Possible answer to above question:
The implant is very effective (more than 99%). It lasts from 3 to 5 years, depending on the brand.
The implant is very safe and most women can use it, even women with HIV.
The implant does not protect against STIs or HIV—you must use condoms as well.

If your client is very interested in implants as contraceptive method of choice, or has decided on the implant, you would then discuss:
Advantages and disadvantages of this method.
The implant requires a small procedure at the clinic to insert and remove.
If you are late to replace your implant, you may become pregnant, use condoms as backup method.
Serious complications like heart attack, stroke, or blood clots in the legs or lungs are rare.  Consult clinic staff if you have side effects.
Use condoms in addition to the implant to help prevent STIs, including HIV.

Participants may want to mark or highlight these key points in their Participant Manuals.




	What is this method?
	Small plastic rods or capsules, each about the size of a matchstick, that slowly release a progestin in a woman’s body. 

	How does it work?
	Hinders the penetration of sperm through the cervix, suppresses ovulation, makes the endometrium less suitable for implantation of the fertilised egg, slows the movement of gametes and fertilised ovum in the fallopian tubes

	Who can provide it?  
	Physicians
Nurses, midwives, trained health personnel

	Who can supply it?
	Available at:
Hospitals
Integrated health centres
Sub-divisional medical centres
Private health facilities

	How effective is it? 
	Less than 1 pregnancy per 100 women using implants over the first year (5 per 10,000 women)

	What are the potential advantages and health benefits?
	Highly effective
Effective immediately (< 24 hours)
Effectiveness not dependent on the user
Long-lasting (3 to 5 years)
Gynaecological examination not required 
Does not interfere with sexual intercourse
Does not affect breastfeeding
Few side effects
Does not contain oestrogen
Convenient—does not require woman to do anything once inserted
No need to return to the health centre unless there are problems
Reduced menstrual cramps
Reduced risk of anaemia  
Helps prevent PID
No delay in return of fertility

	What are the potential disadvantages and health risks?
	Changes in menstrual bleeding (irregular bleeding) in some women
Possible weight gain or loss
Insertion and removal require a trained healthcare provider
Efficacy may be affected by use of certain epilepsy drugs (barbiturates, carbamazepine, oxcarbazepine, phenytoin, primidone, topiramate), tuberculosis drugs (rifampicin, rifabutin), and ARVs (ritonavir).
Does not provide protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer

	Who can and cannot use it?
	Suitable for:
Women of any age
Women who have had children or who have not had children
Women who want very effective and long-term protection against pregnancy
Breastfeeding women (6 weeks or more postpartum)
Women in the postpartum period
Women who have recently had an abortion 
Women who are HIV-infected or are taking ARVs (except ritonavir) 
Women with or without excess weight
Women who have their desired number of children and who do not want voluntary sterilisation
Women with a recent history of ectopic pregnancy 
Women who smoke (irrespective of age or quantity)
Women suffering from acute menstrual cramps
Women who prefer not to or who should not use oestrogens 
Women who cannot remember to take a pill daily
Not suitable for:
Pregnant women (suspected or confirmed pregnancy)
Women with unexplained vaginal bleeding (until the condition is evaluated and treated)
Women with current or history of breast cancer
Women who do not want any change in their menstrual bleeding 
Women taking certain epilepsy drugs (barbiturates, carbamazepine, oxcarbazepine, phenytoin, primidone, topiramate), tuberculosis drugs (rifampicin, rifabutin), and ARVs (ritonavir)  

	What are the medical eligibility criteria?

	Women with any of the following conditions:
Breastfeeding a baby less than 6 weeks old
Serious liver disease (jaundice, severe cirrhosis, liver infection, liver tumour)
Deep vein thrombosis or pulmonary embolism and not on anticoagulant therapy
Unexplained vaginal bleeding (until the condition is evaluated and treated)
Current or history of breast cancer

	What should be considered for use by women living with HIV?
	Women who are HIV-infected with or taking ARVs (except ritonavir) can use implants safely.

Urge these women to use condoms along with the implant.  Used consistently and correctly, condoms help prevent transmission of HIV and other STIs.

	How are the method and instructions for use provided to clients?
	Routinely provided by trained healthcare providers at all levels of health facilities.  Tell her to keep insertion area dry for 4 days; she may remove elastic bandage after 2 days and adhesive bandage after 5 days.  

Tell her that after the anesthetic wears off, her arm may be sore for a few days and she may have swelling and bruising at the insertion site. Give her a card with type of implant she has, date of insertion and when it needs to be removed/replaced.

	What are the common side effects?  How are they managed?
	Changes in bleeding patterns including:
· Lighter bleeding and fewer days of bleeding
· Infrequent bleeding
· Irregular bleeding
· No monthly bleeding
Acne
Headaches
Breast tenderness or pain
Abdominal pain
Nausea
Weight gain
Dizziness
Pain at insertion or removal site  
Mood changes 
Changes in sex drive
Reassure the client that these side effects are common and are not signs of illness.  Usual remedies can be used. Let the client know she can come back for help if the side effects bother her.

Excessive weight gain (>2kg/year):  Check diet. If weight gain or loss is excessive after counselling, stop use and help the woman chose another method. 

Irregular bleeding:
Reassure her that many women using implants experience irregular bleeding. It is not harmful and usually becomes less or stops after a few months of use.
For modest short-term relief she can try (one at a time), beginning when heavy bleeding starts:
· 800 mg ibuprofen during meals for 3 days
· 500 mg of mefenamic acid twice daily after meals for 3 days
· COCs with the progestin levonorogestrel daily for 21 days
· 50 μg of ethinyl-estradiol daily for 21 days
If irregular bleeding continues or starts after several months of normal or no monthly bleeding, or you suspect something may be wrong for other reasons, consider underlying conditions unrelated to method use.

Heavy or prolonged bleeding (twice as much as usual or longer than 7 days):
Reassure her that some women using implants experience heavy or prolonged bleeding. It is not harmful and usually becomes less or stops after a few months.
For modest short-term relief she can try any of the treatments above for irregular bleeding when heavy bleeding starts.  COCs with 50 μg of ethinyl-estradiol may work better than lower-dose pills
To help prevent anaemia, suggest she takes iron tablets and tell her it is important to eat foods containing iron, such as meat and poultry (especially beef and chicken liver), fish, green leafy vegetables, and legumes (beans, bean curd, lentils, and peas).
If heavy or prolonged bleeding continues or starts after several months of normal or no monthly bleeding, or you suspect that something may be wrong for other reasons, consider underlying conditions unrelated to method use.

Headache that gets worse or occurs more often during use of implant should be evaluated.

Mood changes or changes in sex drive:
Ask about changes in her life that could affect her mood or sex drive, including changes in her relationship with her partner.  Give support as appropriate.
Clients who have serious mood changes such as major depression should be referred for care.

	What warning signs should the client report to a nurse or doctor?
	Redness, heat, pain, bleeding, or pus at the implantation site 
Severe pain in the chest, abdomen, or legs
Very severe headaches
Bright spot in vision before headaches
Yellow skin or eyes (jaundice)
Significant weight gain
Unexplained vaginal bleeding 
Expulsion of implant

	How are continuing users supported?
	1. Ask how the client is doing with the method and whether she is satisfied. Ask if she has any questions or anything to discuss.
2. Ask specifically if she is concerned about bleeding changes. Give her any information or help that she needs.
3. Ask a long-term client if she has had any new health problems since her last visit. Address problems as appropriate. 
4. Ask a long-term client about major life changes that may affect her needs—particularly plans for having children and STI risk.  Follow-up as needed.
5. If possible, weigh a client who is using implants. If her weight has changed enough to affect the duration of her implants’ effectiveness, update her reminder card, if she has one, or give her a new reminder card with the appropriate date.
6. If she wants to keep using implants and no new medical condition prevents it, remind her how much longer her implants will protect her from pregnancy.



Intrauterine contraceptive devices (IUCDs)
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	Step 4:
	Invite the next group to present their teachback on IUCDs.  Their presentation should cover the information below, in addition they should also:
Show samples of the method they are presenting
Discuss the IUCD as emergency contraception
Summarise and record on flipchart the key points about their method that a healthcare provider would tell a client.


	Step 5:
	Upon completion of the presentation, if participants presenting the teachback haven’t already presented a case study or summarised key points for the client, then you should ask:
Does anyone have a story of a client (or friend/acquaintance) who decided on the IUCD as her method of contraception? Why was the IUCD right for this client?  How did it work for her in practice? Did she have any problems with this method?
What are the key messages you would tell a client considering the IUCD as her contraceptive method of choice?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group.  To keep the role play quick, they can do it from their seats.  Possible answer to above question:
The IUCD is very effective (more than 99%).
The IUCD is safe and most women can use it, even women with HIV.
The IUCD does not protect against STIs or HIV—you must use condoms as well.
The IUCD provides pregnancy protection for up to 12 years.

If your client is very interested in IUCD as contraceptive method of choice, or has decided on the IUCD, you would then discuss:
Advantages and disadvantages of this method.
Many side effects lessen after a few months.
You can change your method any time.
Use condoms in addition to the IUCD to prevent STIs, including HIV.

Participants may want to mark or highlight these key points in their Participant Manuals.




	What is this method?
	2 types:
Copper-releasing IUCD:  a small, flexible plastic frame with copper sleeves or wire around that is inserted into a woman’s uterus through her vagina and cervix
Progestin-releasing IUCD: a small, T-shaped plastic device that releases a small amounts of levonorgestrel (a progestin) each day

	How does it work?
	Copper-releasing IUCD:  causes a chemical change that damages sperm and egg before they can meet, makes the endometrium unsuitable for implantation of the fertilised egg
Progestin-releasing IUCD:  suppresses growth of the endometrium, makes the endometrium unsuitable for implantation of the fertilised egg and slows movement of gametes and fertilised ovum in the fallopian tubes

See Table 3 for information about using the IUCD for or after emergency contraception.

	Who can provide it?  
	Physicians
Nurses, midwives, trained health personnel

	Who can supply it?
	Available at:
Hospitals
Sub-divisional health centres
Integrated health centres
Private health facilities

	How effective is it? 
	Less than 1 pregnancy per 100 women using an IUCD over the first year (6 to 8 per 1,000 women for copper-releasing IUCD, 2 per 1,000 women for progestin-releasing IUCD) 

	What are the potential advantages and health benefits?
	Highly effective
Effective immediately
Effectiveness does not depend on the user
Long-lasting (up to 12 years for copper-releasing IUCDs, up to 5 years for progestin-releasing IUCDs)
Immediately reversible
No interference with sexual intercourse
Does not affect breastfeeding
Does not contain oestrogen
Fewer side effects
Convenient—does not require woman to do anything once inserted
Privacy (no one can tell it is being used)
Few follow-up visits unless there are problems
Less expensive (copper-releasing IUCD only)
Possible reduction of menstrual pains and menstrual flow (progestin-releasing IUCD only)

	What are the potential disadvantages and health risks?
	Heavier bleeding and more acute menstrual cramps during the first few months of use (copper-releasing IUCD only)
Gynaecological exam required
Insertion and removal require a trained healthcare provider
May increase anaemia risk (copper-releasing IUCD only)
May fall out spontaneously, especially during the first months after insertion
In rare cases (less than 1 per 1,000 women), the uterus may be perforated during insertion
May increase risk of pelvic inflammatory disease (PID) and infertility in women at high risk for STIs
Potential migration to the peritoneal cavity
Does not provide protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer

	Who can and cannot use it?
	Suitable for:
Women of any age
Women who have had children or who have not had children
Women who want very effective and long-term protection against pregnancy
Women who have already used an IUCD successfully
Breastfeeding women who need contraception
Women in the postpartum period
Women who have recently had an abortion and show no signs of pelvic infection
Women with a low risk of contracting STIs
Women with HIV
Women with AIDS who are on ARVs
Women who prefer not to or should not use hormonal methods (copper-releasing IUCD only)
Women who prefer not to or who should not use oestrogens 
Women who cannot remember to take a pill each day
Not suitable for:
Pregnant women (suspected or confirmed pregnancy)
Women with unexplained vaginal bleeding (until the condition is evaluated and treated)
Women currently suffering from PID or who have had PID in the last 3 months
Women who have had a septic abortion
Women with congenital uterine anomalies or benign (fibroid) tumours that substantially deform the uterine cavity
Women who have just been treated with a malignant trophoblastic disease, including hydatidiform moles
Women with advanced, untreated HIV disease
Women with known pelvic tuberculosis
Women with cancer of the genital tract
Women at high risk for STIs (women with more than one sexual partner or whose partner has more than one sexual partner)

	What are the medical eligibility criteria?
	All IUCDs:  the IUCD is contraindicated in women with any of the following conditions:
Gave birth within the last 6 weeks
An infection following childbirth or abortion (until the infection is treated)
Unexplained vaginal bleeding (until the condition is evaluated and treated)
Known current cervical, endometrial, or ovarian cancer
Known gestational trophoblastic disease
Known pelvic tuberculosis (until the infection is treated)
AIDS if not using ARV or is not clinically healthy
High risk for gonorrhoea or Chlamydia
Pregnancy
Progestin-releasing IUCD:  women with any of the following conditions, do not meet eligibility criteria:
Gave birth within the last 6 weeks
Deep vein thrombosis or pulmonary embolism and not on anticoagulant therapy
Serious liver disease (jaundice, severe cirrhosis, liver infection, liver tumour)
Current or history of breast cancer

	What should be considered for use by women living with HIV?
	An IUCD can be safely inserted in women who are HIV-infected.  
An IUCD can also be safely inserted in a woman suffering with AIDS if she is using ARV therapy and is clinically healthy; an IUCD should not be placed in a woman with AIDS if she is not using ARV therapy or is not clinically healthy.
If a woman contracts HIV while carrying an IUCD, there is no need to remove it. 
IUCD users who have AIDS should be monitored for PID.
An IUCD does not prevent transmission of HIV.  Urge HIV-infected women to use condoms along with IUCD (dual protection, see Table 1).  Used consistently and correctly, condoms help prevent transmission of HIV and other STIs.

	How are the method and instructions for use provided to clients?
	Routinely provided by trained healthcare providers at all levels of health facilities.  Tell her to expect cramping and pain for a few days after insertion. She should also expect bleeding or spotting for the first 3 to 6 months.  Tell her to check strings.  

Give her card with name of type of IUCD, date of insertion, and month/year when it needs to be removed/replaced.

	What are the common side effects?  How are they managed?
	Copper-releasing IUCD:  
Changes in bleeding patterns (especially in the first 3 to 6 months) including:
· Prolonged and heavy monthly bleeding
· Irregular bleeding
· More cramps and pain during monthly bleeding
Reassure the client that the bleeding changes are common and are not signs of illness and that usually become less after the first several months after insertion.  Tell the client she can come back for help if problems bother her.
Progestin-releasing IUCD:
Changes in bleeding patterns including:
· Lighter bleeding and fewer days of bleeding
· Infrequent bleeding
· Irregular bleeding
· No monthly bleeding
· Prolonged bleeding
Acne
Headaches
Breast tenderness or pain
Nausea
Weight gain
Dizziness
Mood changes
Reassure the client that these side effects are common and are not signs of illness.  Usual remedies can be used. Let the client know she can come back for help if the side effects bother her.

Excessive weight gain (>2kg/year):  Check diet. If weight gain or loss is excessive after counselling, stop use and help the woman chose another method. 

Heavy or prolonged bleeding (twice as much as usual or longer than 7 days):
Reassure her that some women using IUCD experience heavy or prolonged bleeding. It is not harmful and usually becomes less or stops after a few months.
For modest short-term relief she can try (one at a time), beginning when heavy bleeding starts:
· 500 mg of mefenamic acid twice daily during meals for 5 days
· 40 mg of valdecoxib daily for 5 days
· 50 μg of ethinylestradiol daily for 21 days
If bleeding becomes a health threat or if the woman wants, help her choose another method.  In the meantime, she can use one of the treatments listed above to help reduce bleeding.
To help prevent anaemia, suggest she takes iron tablets and tell her it is important to eat foods containing iron, such as meat and poultry (especially beef and chicken liver), fish, green leafy vegetables, and legumes (beans, bean curd, lentils, and peas).
If heavy or prolonged bleeding continues or starts after several months of normal or no monthly bleeding, or you suspect that something may be wrong for other reasons, consider underlying conditions unrelated to method use.

Headache that gets worse or occurs more often during use of the IUCD should be evaluated.

Mood changes or changes in sex drive:
Ask about changes in her life that could affect her mood or sex drive, including changes in her relationship with her partner.  Give support as appropriate.
Clients who have serious mood changes such as major depression should be referred for care.

	What warning signs should the client report to a nurse or doctor?
	Heavy or prolonged bleeding (twice as much as usual or longer than 7 days)
Bleeding at unexpected times that bothers the client
Cramping or pain
Severe pain in lower abdomen
IUCD partially or completely out
Late or missed period
Possible STI infection
Possible pregnancy
Strings cannot be felt or have changed length (longer or shorter)

	How are continuing users supported?
	Post insertion follow-up visit (3 to 6 weeks after next period)
1. Ask the client how she is doing with the method and if she is satisfied.  Ask if she has any questions or anything to discuss.
2. Ask specifically if she is concerned about bleeding changes.  Give her any information or help that she needs. 
3. Ask her if she has:
Increasing or severe abdominal pain or pain during sex or urination
Unusual vaginal discharge
Fever or chills
Signs or symptoms of pregnancy 
Not been able to feel strings (if she has checked them)
Felt the hard plastic of an IUCD that has partially come out
4. A routine pelvic examination is not required at the follow-up visit. It may, however, be appropriate in some settings or for some clients. Conduct a pelvic examination particularly if the client’s answers lead you to suspect:
An STI or PID
The IUCD has partially or completely come out
Any Visit
1. Ask how the client is doing with the method and about bleeding changes.
2. Ask a long-term client if she has had any new health problems. 
3. Ask a long-term client about major life changes that may affect her needs—particularly plans for having children and STI risk.  Follow up as needed.
4. Remind her how much longer the IUCD will protect her from pregnancy.





Table 3: IUCD as emergency contraception
	For emergency contraception
A copper-bearing IUD can be used for emergency contraception. This is a good option for a woman who wants an IUD as her long-term method. 
If used for emergency contraception it must be inserted within 5 days after unprotected sex.
When the time of ovulation can be estimated, she can have an IUD inserted up to 5 days after ovulation. Sometimes this may be more than 5 days after unprotected sex.

After taking emergency contraceptive pills (ECPs)
If she decides to use an IUD after taking ECPs, the IUD can be inserted on the same day she takes the ECPs. No need for a backup method.




Tubal ligation
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(as teachback presentation)


	Step 6:
	Invite the next group to present their teachback on tubal ligation.  Their presentation should cover the information below, in addition they should also:
Summarise and record on flipchart the key points about their method that a healthcare provider would tell a client.


	Step 7:
	Upon completion of the presentation, if participants presenting the teachback haven’t already presented a case study or summarised key points for the client, then you should ask:
Does anyone have a story of a client (or friend/acquaintance) who decided on tubal ligation as her method of contraception? Why was tubal ligation right for this client?  How did it work for her in practice? Did she have any problems with this method?
What are the key messages you would tell a client considering tubal ligation as her contraceptive method of choice?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group.  To keep the role play quick, they can do it from their seats.  Possible answer to above question:
Tubal ligation provides effective permanent contraception (99.5%)—you can no longer bear children. It is a method used by people who do not want any more children.
Tubal ligation is a simple surgical procedure/operation.
Tubal ligation does not protect against STIs or HIV—you must use condoms as well.

If your client is very interested in tubal ligation as contraceptive method of choice, or has decided on tubal ligation, you would then discuss:
Advantages and disadvantages of this method.
The actual procedure: explain that the womb is not removed. You will continue to have menstrual periods.
Tubal ligation is permanent; you will no longer be able to bear children.
This is a decision that must be taken carefully and with your partner/spouse, if possible.
If you have not thought about tubal ligation before today, please take more time to think about it and do not make a final decision today.
You can use another method while you consider your decision.

Participants may want to mark or highlight these key points in their Participant Manuals.




	What is this method?
	Minor surgical procedure to ligate (i.e., tie up, block, cut off) a woman’s fallopian tubes

	How does it work?
	When the fallopian tubes are ligated, ova released from the ovaries cannot move down the tubes, so they do not meet sperm.  

	Who can provide it?  

	Routinely provided by trained healthcare providers at all levels of health facilities.

	Where is it available?
	Health facilities with trained providers.

	How effective is it? 
	Less than 1 pregnancy per 100 women over the first year after the procedure (5 per 1,000—most often because the woman was already pregnancy at the time of the procedure) 

	What are the potential advantages and health benefits?
	Highly effective
Effectiveness does not depend on the user
Does not affect breastfeeding
No interference with sexual intercourse
No systemic side effects 
Permanent
No need for supplies
Convenient—nothing further to do after procedure

	What are the potential disadvantages and health risks?
	Involves a physical examination and surgery
Usually not reversible
Does not provide protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer

	Who can and cannot use it?
	Suitable for all women who do not want more children. 

	What are the medical eligibility criteria?
	Grand multiparity (more than 5 deliveries)
Inaccessible abdominal cavity
Severe cardiovascular diseases

	What should be considered for use by women living with HIV?
	Women who are HIV-infected or taking ARVs can safely have tubal ligation.
Encourage HIV-infected women who have had tubal ligation to use condoms. Used consistently and correctly, condoms help prevent transmission of HIV and other STIs.
Nobody should be forced to undergo sterilisation, including women living with HIV.

	How are the method and instructions for use provided to clients?
	Routinely provided by trained healthcare providers at all levels of health facilities.  Give routine post-surgery instruction and instruction on caring for incision.

Tell her to expect some abdominal pain and swelling after the procedure. It usually goes away within a few days.

	What are the common side effects? How are they managed?
	Abdominal pain and swelling after the procedure:  Assure the client that It usually goes away within few days. Suggest ibuprofen (200–400 mg), paracetamol (325–1000 mg), or other pain killer.  She should not take aspirin, which slows blood clotting. Stronger pain killer is rarely needed.  If she had laparoscopy, she may have shoulder pain or feel bloated for a few days.

	What warning signs should the client report to a nurse or doctor?
	Redness, heat, pain, or pus at the incision site 
Severe pain in the lower abdomen

	How are continuing users supported?
	Not applicable



Vasectomy

	[image: ]
	Trainer Instructions
Slides 213–225
	[image: ]
	Section Time
10 minutes
(as teachback presentation)


	Step 8:
	Invite the next group to present their teachback on vasectomy.  Their presentation should cover the information below, in addition they should also:
Summarise and record on flipchart the key points about their method that a healthcare provider would tell a client.


	Step 9:
	Upon completion of the presentation, if participants presenting the teachback haven’t already presented a case study or summarised key points for the client, then you should ask:
Does anyone have a story of a client (or friend/acquaintance) who decided on vasectomy as his method of contraception? Why was vasectomy right for this client?  How did it work for him in practice? Did he have any problems with this method?
What are the key messages you would tell a client considering vasectomy as his contraceptive method of choice?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group.  To keep the role play quick, they can do it from their seats.  Possible answer to above question:
Vasectomy provides effective, permanent contraception (97–99.8%)—you can no longer father children.
Vasectomy is a very simple surgical procedure.
Vasectomy does not protect against STIs or HIV—you must use condoms as well.
Vasectomy does not affect masculinity or sexual ability.

If your client is very interested in vasectomy as contraceptive method of choice, or has decided on vasectomy, you would then discuss:
Advantages and disadvantages of vasectomy.
This is a decision that must be taken carefully and with your partner/spouse, if possible.
If you have not thought about sterilisation before today, please take more time to think about it and do not make a final decision today.
You can use another method while you consider your decision.

Participants may want to mark or highlight these key points in their Participant Manuals.



	What is this method?
	Minor surgical procedure to block a man’s ejaculatory duct ducts

	How does it work?
	When the sperm ducts are ligated sperm are no longer present in the ejaculated semen.

	Who can provide it?  
	Routinely provided by trained healthcare providers at all levels of health facilities.

	Who can supply it?
	Health facilities with trained providers.

	How effective is it? 
	Vasectomy is effective only 3 months after the procedure and after an examination of the semen confirms the absence of spermatozoa.  Where men can have their semen examined 3 months after the procedure, the pregnancy rate is less than 1 pregnancy per 100 women (2 per 1,000) over the first year after their partners have had vasectomies. 

Where men cannot have their semen examined after the vasectomy, pregnancy rate is 2 to 3 per 100 women over the first year after their partners have had a vasectomy. 

	What are the potential advantages and health benefits?
	Highly effective
Effectiveness does not depend on the user
Does not affect breastfeeding
No interference with sexual intercourse
No systemic side effects for either partner
Permanent
No need for supplies
Convenient—nothing further to do after procedure
Simpler, safer, easier, and less expensive than female sterilisation (tubal ligation)

	What are the potential disadvantages and health risks?
	Not fully effective until 3 months after procedure
Involves a physical examination and minor surgery
Usually not reversible
Does not provide protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer

	Who can and cannot use it?
	Suitable for all men who do not want to have children.

	What are the medical eligibility criteria?
	None

	What should be considered for use by men living with HIV?
	Encourage HIV-infected men who have had a vasectomy to use condoms. Used consistently and correctly, condoms help prevent transmission of HIV and other STIs.

	How are the method and instructions for use provided to clients?
	Routinely provided by trained healthcare providers at all levels of health facilities. Give routine post-surgery instruction and instruction on caring for incision.

Inform him not to have sex for at least 2 to 3 days and to use condoms or another effective family planning method for 3 months after the procedure. 

He should expect discomfort in scrotum that usually lasts 2 to 3 days.

	What are the common side effects? How are they managed?
	Discomfort in scrotum:  Assure the client that It usually goes away in 2 to 3 days.  Suggest ibuprofen (200–400 mg), paracetamol (325–1000 mg), or other pain killers.  He should not take aspirin, which slows blood clotting.

	What warning signs should the client report to a nurse or doctor?
	Fever within the first 3 days
Bleeding or blood clots
Swelling or lumps in penis or scrotum
Redness, heat, pain, or pus at the incision site
Pain lasting for months

	How are continuing users supported?
	Not applicable
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	Step 10:
	Ask if there are any questions on Session 3.






Session 4: Natural and Fertility-Awareness Methods
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	Total Session Time:	45 minutes



Learning Objectives
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	After completing this session, participants will be able to:
Provide basic information on the use and provision of each method of family planning: 
· Natural methods
· Fertility awareness methods
· Lactational amenorrhoea method
Formulate key messages for family planning counselling and counselling on safer sex



Fertility awareness methods
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	Step 1:
	Begin by reviewing the session learning objectives, above.


	Step 2:
	Describe the fertility awareness methods using the content below:
Have a calendar and Cyclebeads® (if available) to show how clients can track their fertile period.  
Discuss how to check cervical secretion and note fertile period on a calendar.
If available, show the basal thermometer and summarise how it is used to check resting body temperature


	Step 3:
	Summarise by asking participants:
Does anyone have a story of a client (or friend/acquaintance) who decided on a fertility awareness method as his/her method of contraception? Why was a fertility awareness method right for this client?  How did it work for her in practice? Any problems?
What are the key messages you would tell a client considering a fertility awareness method as her contraceptive method of choice?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group.  To keep the role play quick, they can do it from their seats.  Possible answer to above question:
With typical use, FAM is less effective than most other methods (estimated, 75%).
FAM must be agreed on by both partners/spouses.
FAM requires you to learn on which days of the menstrual cycle you can get pregnant.
Couples abstain from sex or use condoms during the fertile days each month.
FAM can be used by anybody with regular periods.
There are different methods of FAM: calendar methods and symptom-based methods. Symptom-based methods require you to check your daily vaginal secretions.
FAM can be used to plan pregnancy.

If your client is very interested in a FAM as contraceptive method of choice, or has decided on a FAM, you would then discuss:
Standard Days (with calendar)
Advantages and disadvantages
Standard Days requires a woman to have a regular cycle of 26–32 days.
To prevent pregnancy, you and your partner/spouse will need to 
· Avoid intercourse for 12 days in a row each and every month OR 
· Use condoms correctly and consistently during that 12-day period 
Use condoms in addition to the Standard Days Method to prevent STIs, including HIV.

CycleBeads®
Advantages and disadvantages
You must move the CycleBeads® or mark the calendar every day.
You must abstain from sex or use condoms correctly and consistently during Days 8–19 or white bead (fertile) days.
If your cycle changes and your period comes either too late or too early, you should return to the clinic.
Use condoms PLUS the Standard Days method for the best protection against both pregnancy and STIs, including HIV.

TwoDay method
Advantages and disadvantages
You must check for secretions and ask yourself whether you saw secretions the day before.
You must abstain from sex or use condoms correctly and consistently on days when you observe secretions.
You can resume sex without condoms after 2 dry days in a row.
Use condoms correctly and consistently PLUS the TwoDay method for the best protection against both pregnancy and STIs, including HIV.
Your commitment and your partner’s/spouse’s commitment are very important for the success of this method.




	What is this method?
	“Fertility awareness” means that a woman knows how to tell when the fertile time of her menstrual cycle starts and ends. 
Sometimes called periodic abstinence or natural family planning.
A woman can use several ways, alone or in combination, to tell when her fertile time begins and ends.
Calendar-based methods involve keeping track of days of the menstrual cycle to identify the start and end of the fertile time.
· Examples: Standard Days Method and calendar rhythm method, whereby:
· 1st day of period is marked as Day 1 on calendar (or mark the red bead with the ring if using Cyclebeads®)
· Every morning, mark and number the day on the calendar (or move the ring one Cyclebead®)
· Days 8–19 are days when a woman CAN get pregnant. She should use a condom or abstain from sex.
· Days 1–7 and 20–start of next period are days when pregnancy is unlikely. 
Symptoms-based methods depend on observing signs of fertility.
· Cervical secretions: When a woman sees or feels cervical secretions, she may be fertile. She may feel just a little vaginal wetness.
· Basal body temperature (BBT): A woman’s resting body temperature goes up slightly after the release of an egg (ovulation), when she could become pregnant. Her temperature stays higher until the beginning of her next monthly bleeding.
· Examples: TwoDay Method, BBT method, ovulation method (also known as Billings method or cervical mucus method), and the symptothermal method.

	How does it work?
	Avoidance of sexual intercourse around the middle of the menstrual cycle when conception is most likely to take place(generally from the 10th to the 18th day) 

	Who can provide it? 
	Anyone specifically trained to teach fertility awareness. Experienced users of these methods often make the best teachers.

	Who can supply it?
	Not applicable

	How effective is it? 
	Effectiveness depends on the user and the method(s) used. 

Pregnancy Rates With Consistent and Correct Use and Abstinence on Fertile Days

	
	Method
	Pregnancies per
100 Women
Over the First Year

	
	Calendar-based Methods

	
	Standard days method
	5

	
	Calendar rhythm method 
	9

	
	
	

	
	Symptoms-based Methods

	
	TwoDay Method 
	4

	
	Basal body temperature method 
	1

	
	Ovulation method 
	3

	
	Symptothermal method 
	2

	
	As commonly used, in the first year about 25 pregnancies per 100 women using periodic abstinence. (How these women identified their fertile time is not known. Pregnancy rates for most of the specific fertility awareness methods as commonly used are not available.)

	What are the potential advantages and health benefits?
	Can be used to prevent pregnancy or to get pregnant
Does not affect breastfeeding
Accepted by some religions—allows some couples to adhere to their religious rules
No method-related health risks
No side effects
Free
Does not require a prescription or medical exam
Usually no need for supplies
Encourages participation of the man in family planning
Can strengthen the couple’s relationship
Improves knowledge of the female reproductive system

	What are the potential disadvantages and health risks?
	Only moderate effectiveness
Effective only if user is willing to follow instructions
Requires counselling by a trained healthcare provider to support use of the most effective FAM
Abstinence required during the fertile period
Need to keep daily records
Cervical mucus can be difficult to detect in the presence of vaginal infection
Some methods require a basal thermometer
Does NOT provide protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer
Requires the participation of both partners

	Who can and cannot use it?
	Suitable for:
Women of any age
Women who have had children or who have not had children
Women who cannot use other methods
Couples that—for philosophical or religious reasons—do not want to use other methods
Couples that are willing to abstain from sexual intercourse for more than a week during each cycle
Women capable of observing, recording, and interpreting signs of fertility
Couples who want to get pregnant
Not suitable for:
Women for whom pregnancy poses a serious threat to health 
Women who need a very effective method of contraception
Women who do not resume regular menstrual cycle after pregnancy, breastfeeding, or abortion
Women with irregular menstrual cycles (calendar methods only)
Women whose partner will not cooperate with abstinence during certain periods of the cycle
Women who find it unpleasant touching their genital organs 
HIV-positive or serodiscordant couples who do not want children

	What are the medical eligibility criteria?
	None

	What should be considered for use by women living with HIV?
	Women who are HIV-infected or taking ARVs can safely use FAM.

Encourage these women to use condoms along with NFP methods (dual protection, see Table 1). Used consistently and correctly, condoms help prevent transmission of HIV and other STIs.

	How are the methods and instructions for use provided to clients?
	Routinely provided by trained healthcare providers at all levels of health facilities.

	What are the common side effects? How are they managed?
	None

	What warning signs should the client report to a nurse or doctor?
	None

	How are continuing users supported?
	1. Ask the client how she is doing with the method and if she is satisfied.  Ask if she has any questions or anything to discuss.
2. Ask specifically if she is having difficulty identifying her fertile days or trouble avoiding unprotected sex on the fertile days
3. Check whether the couple is using the method correctly.  Review observations or records of fertility signs. If needed, plan for another visit.
4. Ask a long-term client if she has had any new health problems since her last visit. Address problems as appropriate.
5. Ask a long-term client about major life changes that may affect her needs—particularly plans for having children and STI/HIV risk. Follow up as needed.



Lactational Amenorrhea Method (LAM)
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	Step 4:
	Describe LAM using the content below:


	Step 5:
	Summarise by asking participants:
Does anyone have a story of a client (or friend/acquaintance) who used LAM as his/her method of contraception? How did it work for her in practice? Any problems?
What are the key messages you would tell a client considering LAM as her contraceptive method of choice?

You can have participants answer this question as a large group discussion, or invite 2 participants to conduct a 2 minute role play for the rest of the group.  To keep the role play quick, they can do it from their seats.  Possible answer to above question:
LAM is 98% effective if infant is 6 months of age or less and is exclusively breastfed. It is not as effective if infant is mixed fed.
For mothers with HIV: exclusive breastfeeding in the first 6 months also lowers risk of HIV transmission to baby (in comparison to mixed feeding).

If your client is likely to use LAM as contraceptive method of choice, or has decided on a LAM, you would then discuss:
Advantages and disadvantages of LAM.
LAM works by stopping ovulation (the release of eggs).
Your risk of transmitting HIV to your baby is higher if you get HIV infection while you are breastfeeding.
LAM works best when both mother and family are committed to exclusive breastfeeding.
Be ready to use another family planning method:
· Before you introduce complementary foods to your baby, that is, before your baby is 6 months of age
· If you start mixed feeding 
· If your periods start 
If feedings are more than 4 hours apart during the day or 6 hours apart at night, LAM is not a good choice for you.
Use condoms correctly and consistently PLUS LAM for the best protection against both pregnancy and STIs, including HIV.




	What is this method?
	Use of breastfeeding to suppress ovulation

	How does it work?
	Stimulus of suckling releases hormones that suppress ovulation.

	Who can provide it? Who can supply it? 
	Not applicable

	How effective is it? 
	When used correctly, less than 1 pregnancy per 100 women using LAM in the first 6 months after childbirth

As commonly used, about 2 pregnancies per 100 women using LAM in the first 6 months after childbirth

	What are the potential advantages and health benefits?
	Effective immediately
Does not interfere with sexual intercourse
Does not require a prescription or medical exam
No need for supplies
Builds a closer relationship between the mother and the baby
Reduction of postpartum bleeding
Health benefits for the baby:
· Passive immunisation (transfer of protective maternal antibodies) for the first 3 months
· Complete and healthy nutrition during the first 6 months
· Less exposure to pathogens from water, other milk, and utensils, thereby protecting the baby against sometimes deadly diarrhoea

	What are the potential disadvantages and health risks?
	Effectiveness depends on the user following instructions on breastfeeding practices
Effective only up to 6 months postpartum or return of menses, whichever is earlier
Social circumstances may make breastfeeding difficult
Does not provide protection against STIs—including HBV, HPV and HIV—and conditions caused by STIs, such as cervical cancer
Complications of breast feeding may include nipple cracks, mastitis, abscess.

	Who can and cannot use it?
	Suitable for:
Women who practice exclusive breastfeeding, who have babies less than 6 months old, and whose menses has not yet returned
Not suitable for:
Women who do not practice exclusive breastfeeding, who have babies more than 6 months old, or whose menses has returned

	What are the medical eligibility criteria?
	None

	What should be considered for use by women living with HIV?
	Women who are HIV-infected or taking ARVs can safely use LAM. Exclusive breastfeeding in the first 6 months of life lowers risk of postnatal HIV transmission, in comparison to mixed feeding

Encourage use of condoms along with LAM (dual protection). Used consistently and correctly, condoms help prevent transmission of HIV and other STIs.

	How are the methods and instructions for use provided to clients?
	Routinely provided by trained healthcare providers at all levels of health facilities. Healthcare providers should have training and experiencing in providing education, counselling and support in infant and young child feeding.  See “Module 7: Infant Feeding in the Context of HIV Infection”. 

	What are the common side effects? How are they managed?
	None—any problems are the same as for other breastfeeding women.

	What warning signs should the client report to a nurse or doctor?
	Breast engorgement, nipple cracks, fever, mastitis, abscess.

	How are continuing users supported?
	Helping Clients Switch to a Continuing Method:
1. A woman can switch to another method any time she wants while using LAM.  If she still meets all 3 LAM criteria, it is reasonably certain she is not pregnant. She can start new method with no need for a pregnancy test, examinations, or evaluation.
2. To continue preventing pregnancy, a woman must switch to another method as soon as any one of the 3 LAM criteria no longer applies.
3. Help the woman choose a new method before she needs it. If she will continue to breastfeed, she can choose from several hormonal or non-hormonal methods, depending on how much time has passed since childbirth.



Module key points 
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	Step 6:
	Ask if there are any questions on Session 4, then summarise the module by asking volunteers to read the key points below.  Finish the module by asking for any other questions or comments on this module.  




	Module 15 Key Points
The barrier contraceptive methods include the male and female condoms as well as spermicides and diaphragms.  
Although they have relatively few side effects, barrier methods are considered only somewhat effective: as commonly used, male condoms are about 85% effective (female condoms 79%), but when used correctly with every act of sex, more like 98% effective (95% for the female condom).  At 71% spermicides are considered one of the least effective forms of birth control.  
There are no delays in return of fertility after any barrier method is stopped.  If prevention of pregnancy is important, barrier methods should be coupled with a more effective form of birth control. The male and female condoms as well as spermicides can be provided by all healthcare providers.
The hormonal methods include COC, POP, progestin-only injectables, and the combined patch and combined vaginal ring, all are considered 99% effective when used correctly.  The additional advantage of these hormonal methods is that there is no delay in return of fertility once the method is stopped.  
The hormonal methods are widely prescribed at all levels in the health system, but because they are hormonal, these contraceptives are not suitable for clients with a history of stroke or vascular thrombosis, women taking certain drugs, those with a hepatic tumour, acute hepatic infection, or unexplained jaundice, and women who can’t remember to take a daily pill/replace a patch weekly/replace a vaginal ring monthly.
The emergency contraceptive pill, if taken within 120 hours of unprotected sex prevents or delays ovulation, thereby preventing conception.  The IUCD can also be used as emergency contraception, if placed within 120 hours of unprotected sex.  
The long-acting hormonal methods include the implant and IUCD, both of which are 99% effective.  Implants last 3 to 5 years and the IUCD up to 12 years.  They are convenient, as the woman doesn’t need to do anything once the method is inserted, but have a similar side effect profile to the hormonal methods.
The permanent methods are voluntary surgical contraception: tubal ligation and vasectomy, which are appropriate choices for men or women who have completed child bearing.  They are highly effective, have few or no side effects once the client has recovered from surgery, but are permanent.  The client should be counselled to ensure the decision is the right one for him or her.
The natural family planning methods include fertility awareness methods and lactational amenorrhoea method.
“Fertility awareness” means that a woman knows how to tell when the fertile time of her menstrual cycle starts and ends. The fertility awareness methods includes those that are calendar-based (standard days method and calendar rhythm method) and those that are symptom-based (TwoDay method, BBT method, ovulation method/Billings/cervical mucus method).  Although 91 to 99% effective when used consistently and correctly, in practice these methods are only 75% effective.  As such they should not be used by women who need a very effective method of contraception. 
LAM is highly effective (98%) for women who are exclusively breastfeeding, who have babies less than 6 months old, and whose menses has not yet returned.  As it is effective only if exclusively breastfeeding, the woman should identify another family planning method well before she introduces complementary foods or starts to mixed feed. 
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