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Module 16: Family Planning Counselling and Integration of Services
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	Total Module Time:
420 minutes (7 hours)


Learning Objectives
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	After completing this module, participants will be able to:

· Conduct family planning counselling for new and repeat clients 

· Define integration of family planning and HIV services

· Explain the benefits and challenges of integrated services

· Provide family planning counselling and support to non-family planning clients
· Provide culturally and developmentally appropriate care and counselling to adolescents seeking sexual and reproductive health services 


Session 1: Family Planning Counselling
	Activities/Methodology
	Duration

	Interactive trainer presentation and large group discussion
	70 minutes

	Exercise 1: Family planning counselling, role play in small groups
	60 minutes

	Questions and answers
	5 minutes

	Total Session time
	135 minutes


Session 2: Integration Basics
	Activities/Methodology
	Duration

	Interactive trainer presentation and large group discussion
	20 minutes

	Exercise 2: Implementing integrated services, small group work
	30 minutes

	Questions and answers
	5 minutes

	Total Session time
	55 minutes


Session 3: Integrating Family Planning into MNCH Settings
	Activities/Methodology
	Duration

	Interactive trainer presentation and large group discussion
	30 minutes

	Exercise 3: Integrating family planning into non-FP settings, role play in small groups
	60 minutes

	Questions and answers
	5 minutes

	Total Session time
	95 minutes


Session 4: Providing Family Planning Services to Adolescents
	Activities/Methodology
	Duration

	Interactive trainer presentation and large group discussion
	80 minutes

	Exercise 4: Counselling adolescents, role play in small groups
	45 minutes

	Key points, questions and answers
	10 minutes

	Total Module time
	135 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. 

· For Step 2 in Session 4, prepare a sign on A4 paper that says “MOTIVATION” in large bold letters.  

· Carefully review all 4 exercises and modify the instructions, if necessary, to meet participant learning needs. Take a close look at the case studies in Exercises 1, 3 and 4 to ensure that they are appropriate and plausible, and the answers to ensure they are thorough; adapt the cases and answers as needed.

· 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




Session 1: Family Planning Counselling
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	Total Session Time:
135 minutes (2 hours, 15 minutes)


Learning Objective
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	After completing this session, participants will be able to:

· Conduct family planning counselling for new and repeat clients 


Overview of family planning counselling
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	Trainer Instructions

Slides 1–9
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	Section Time

10 minutes

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



	Step 2:
	Provide an overview of family planning counselling using the content below.  Emphasize the importance of informed consent, linking this discussion to that on human rights in Module 14. 



Family planning counselling helps a client:

· Decide if he or she wants to use contraception
· Choose a method that is personally and medically appropriate
· Understand how to use the method of her or his choice correctly
During family planning counselling, clients are given the opportunity to:

· Explore their contraceptive options
· Obtain accurate and unbiased information about the methods
· Clarify their feelings and values about using contraception
· Identify their reproductive goals and concerns about safety, effectiveness, and reversibility
· Come to his or her individual decision
Good family planning counselling occurs when:

· Mutual trust is established between client and healthcare provider. The healthcare provider respects the client, and identifies and addresses the client’s concerns regarding the use of contraception. 
· Both the client and the healthcare provider give and receive relevant, accurate, and complete information that enables the client to make a decision about family planning.

Informed consent
Informed consent means that a client has the right to choose any contraceptive method based on a clear understanding of the characteristics of all the available methods, including the option not to adopt any method. For this, the client needs to know:

· The range of methods available
· Characteristics of each method
· Effectiveness of each method
· Possible side effects
· The risks of not using any method
Informed consent implies that a client has been provided with thorough education and counselling, and that based on this information, the client has freely and voluntarily decided which method to use. This is particularly important when a client chooses voluntary surgical contraception or any method that may have serious complications for a particular client (e.g., a woman over 35 who smokes and wants to use COCs).

What are the advantages of a satisfied client for the service provider?

· Fewer unintended or high-risk pregnancies 
· Fewer time-consuming minor complaints and side effects

· Increased trust and respect between client and provider

· Client positively promotes family planning to the community
Introduction to family planning counselling and the REDI framework
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	Section Time

5 minutes

	Step 3:
	Introduce the REDI framework using the content below.  Remind participants that the REDI framework and the listening and learning skills were taught in Module 5.



	Step 4:
	Briefly review the steps in the REDI framework (note that ONLY 5 MINUTES IS ALLOCATED TO THIS ENTIRE STEP!!!!).  Prepare 4 flip charts, one for each phase of the REDI framework.  Ask participants:

· Think back to Module 5, what is the 1st phase of the REDI framework? [Answer:  Phase 1: Rapport building]

· What happens during Phase 1?

Don’t spend too much time on these questions (maybe 1 minute), as this is a review and you want to spend most of your time on the next step when you apply these generic REDI phases to family planning counselling.  Record responses on the 1st flipchart, which you should title “1 Rapport building”.  Then ask:

· What is the 2nd phase of the REDI framework? [Answer:  Phase 2: Exploration.]

· What happens during the exploration phase?

Again, proceed through this review quickly.  Record responses on the 2nd flipchart, which you should title “2 Exploration”.  Then ask:

· What is the 3rd phase of the REDI framework? [Answer:  Phase 3: Decision making.]

· What happens during the decision making phase?

Take just 2 or 3 brief responses.  Record responses on the 3rd flipchart, which you should title “3 Decision making”.  Then ask:

· What is the 4th phase of the REDI framework? [Answer:  Phase 4: Implementing decisions.]

· What happens during the 4th phase?

Record responses on the final (the 4th) flipchart, which you should title “4. Implementing decisions”).




The REDI framework was described in some detail in “Module 5: Counselling Skills for Healthcare Providers”.  The content in Module 5 is a prerequisite to mastering the skills needed to provide family planning counselling.  As a reminder, the REDI framework (REDI is the English acronym for Rapport building, Exploration, Decision making, and Implementing decisions) offers a flexible structure for discussions with clients.  It places emphasis on the client’s responsibility in decision-making and implementation.  The REDI framework offers steps to manage the barriers a client could face in implementing her decision.  

The REDI framework is always tailored to meet the specific needs of a client. By personalising the discussion and applying it to the client’s specific situation, the healthcare provider can better assess client need and tailor the session to address the client’s vulnerability and risks.  The healthcare provider should never overburden the client with irrelevant information. Listen to the client’s situation and perspective; orient the session to meet client’s needs.

Applying the REDI framework
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	Section Time

20 minutes

	Step 5:
	Family planning-specific counselling, Phases 1 & 2:  Now go back to Phase 1: Rapport building and ask participants:

· If you were providing family planning-specific counselling, what points would you cover during this phase? [Answer: probably the same key points as in the generic phase 1, with a focus on confidentiality.]

Record responses on the 1st flipchart.  Then ask participants:

· If you were providing family planning-specific counselling, what key points would you cover during Phase 2: Exploration?

Record key points on the 2nd sheet of flipchart.  Fill in using the content below.



	Step 6: 
	Family planning-specific counselling, Phase 3:  Ask participants:

· If you were providing family planning-specific counselling, what points would you cover during Phase 3? 
Record responses on the 3rd flipchart.  Fill in using the content below.



	Step 7:
	Family planning-specific counselling, Phase 4:  Ask participants:

· If you were providing family planning-specific counselling, what points would you cover during Phase 4? 
Record responses on the 4th flipchart.  Fill in using the content below.




As a re-cap of the REDI framework from Module 5 (Session 1), the phases are:
Phase 1: Rapport building

· Greet the client with respect, welcome him/her warmly and in a friendly manner

· Introduce yourself, show respect

· Ensure confidentiality and privacy

· Introduce the topic 

Phase 2: Exploration

During the exploration phase, the healthcare provider:

· Determines client need for family planning services: 
1. Are you currently pregnant? (If so, ensure she is in antenatal care.)
2. Do you want to become pregnant in the next year? (If so, discuss pre-conception care.  Client has no family planning needs at this time.)
3. Are you currently using a contraceptive method? (If she is, skip to “Follow-up visit”.  If not, continue with family planning counselling as described below.)
· Writes down the client's: age, marital status, number of previous pregnancies and births, number of living children, basic medical history, previous use of family planning methods, history and risk of STIs. 

· Assesses what the client knows about family planning methods. 

· Asks the client if there is a particular method she is interested in.  The healthcare provider:
· Tells the client about the available methods. 

· Focuses on methods that most interest the client (Figure 1), but briefly mentions other available methods that might be appropriate based on client’s reproductive health stage (see Figure 2). 

· Describes how each method works, the advantages and benefits and possible side effects and disadvantages. 

· Answers client concerns and questions. 

· Discusses any client concerns about risks vs. benefits of modern methods (dispel rumours and misconceptions). 
 

· Advises on the risk of STIs, including HIV, and how to prevent STIs.  Apart from condoms, no contraceptive method protects against STIs.

Table 1: Classifying clients
	During the exploration phase, the healthcare provider will classify a client by 4 criteria according to:

1. Reason for visit: 

· New clients: 

· New client who know what family planning method she wants  

· New client who does not know what method she wants

· Returning clients on a follow-up visit: 

· Returning client who is satisfied 

· Returning client who has concerns or problems 

· Client who is returning before date of follow-up visit with concerns or problems

2. Reproductive health stage (see Figure 2): 

· Pregnancy prevention: clients who do not yet have children and intend to delay their first pregnancy (“We’re not ready to have a baby”)

· Want to get pregnant (“We’re ready to have a baby”)

· Pregnant (“We’re committed to a healthy pregnancy for a healthy baby”)

· Spacers: clients who have children but want to delay the next pregnancy (“We want to space our children”)

· Stoppers: clients who do not want any more children  (“We’re happy with the size of our family”)

3. Special population groups: for example, adolescent, refugee, single/married, person with HIV, sex worker, etc

4. According to risk 

· Exploration of social context, her personal situation and relations 

· Exploration of client’s STI/HIV history and risk

· Test for possible infections




Figure 1:  Family planning choices
[image: image12.emf]
A larger version of this figure can be found in Appendix 1.
Figure 2:  Family planning framework

[image: image13.emf]
Phase 3: Decision making

· Help the client to choose a method. 

· Repeat information if necessary. 

· Explain any procedures or lab tests to be performed. 

· Examine client (see next section, below).
· If there is any reason found on examination or while taking a more detailed history that the chosen method may not be appropriate, help client choose another method. 

Phase 4: Implementing decisions

When a final decision has been made: 

· Explain how to use the method (how, when, where)

· Identify barriers/difficulties the client may encounter in implementing the decision 

· Develop strategies to address anticipated barriers

· Develop a plan and agree on date to return for follow up

· Explain how and when to get resupplies of the method, if necessary. 

Family planning examination 
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	Section Time

10 minutes

	Step 8:
	Ask participants:

· What is included in the family planning physical examination?  
Record responses on flipchart.  Fill in using the content below.



	Step 9
	Excluding pregnancy: Ask participants:

· How do you exclude pregnancy in a family planning client?

Fill in using the content below. 

Complete this section by presenting the content of Table 2. 




The objectives of the family planning physical examination are to find out:

· If a client is pregnant 

· If there are conditions requiring precautions for the use of a particular method 

· If there are specific conditions requiring further check-up, regular treatment or follow-up. 

For most clients, this can be done by asking a few key questions. Unless specific problems are identified, the safe provision of most contraceptive methods, excluding intrauterine contraceptive device (IUCD) and voluntary sterilisation, do not require a physical or gynaecological examination. 

It is recommended that the family planning exam include only the procedures relevant to all the clients in all circumstances.  When resources are limited, asking for medical evaluation and/or laboratory tests (for example, glycaemia and haemoglobin) before providing modern contraceptive methods may be counter-productive.  When there is a high demand for family planning services, medical needs not essential to specific contraceptive services may limit choice and access to services. 
Excluding pregnancy 

You can really be sure a client is not pregnant if she does not show pregnancy signs and symptoms (for example, breast tenderness or nausea) and if she:

· Has not had sexual intercourse since her last menses; or 

· Correctly and regularly used a reliable contraceptive method; or 

· Is in the first 7 days of the start of her menses (day 1 to 7); or 

· Is 4 weeks or less postpartum (for non-lactating women); or 

· Is 6 months or less postpartum, is breastfeeding exclusively, and her menses has not yet returned (for lactating women); or

· Had an abortion within the last 7 days; or 

Women who are 6 months or more postpartum are at higher risk of pregnancy, particularly if they have introduced any foods other than breast milk.  A woman who is 6 months or more postpartum is unlikely to be pregnant if she:

· Breastfeeds exclusively or very frequently 

· Has not yet had any menstrual flow (amenorrhoea) 

· Has no pregnancy signs or symptoms

A gynaecological examination is hardly required unless it is meant to check a pregnancy exceeding 6 weeks, based on date of onset of the last menstrual period.

Pregnancy tests are unnecessary unless: 

· It is difficult to confirm a pregnancy (i.e., 6 weeks or less from the last menstrual period); or

· Results of gynaecological examination are equivocal (for example, the client is overweight, making it difficult to determine uterine size) 

In either case, a urine pregnancy test may be recommended if it can be done easily, is available and affordable.  If a pregnancy tests is not available, advise the client to use a temporary contraceptive method or to abstain from sexual intercourse until her menses returns or she is confirmed pregnant.

Table 2: Checklist for medical check-up, reversible methods (hormonal methods, including pills, injectables and implants)
	Criteria
	Yes
	No

	Breastfeeding exclusively and less than 6 weeks postpartum¹ ²
	
	

	Bleeding between menses or after sexual intercourse
	
	

	Jaundice (abnormally yellow skin or eyes) 
	
	

	Smoker and above 35 years of age² 
	
	

	Diabetes
	
	

	Confirmed migraines or abnormal vision
	
	

	Acute pains in the calves, thighs, chest, or swollen legs (oedema)²
	
	

	Hypertension anamnesis
	`
	

	Heart attack, cerebrovascular accident (apoplexy or stroke), or heart disease anamnesis
	
	

	Breast cancer or suspicious swelling of the breast (hard, tender, warm, lump or thickening)
	
	

	Taking anti-epilepsy (phenytoin and phenobarbital) or anti-tuberculosis (rifampicin)³ medications
	
	

	1 
Combined contraceptives oestrogens/progesterone (COC) are considered only as a last resort for lactating women, especially during the first 6–8 weeks post-partum.  POPs may be used 6 weeks postpartum. 

2 
Not applicable to progestin contraceptives (implants, injectables progestin-only contraceptives and progestin pills).
3 
Not applicable to progestin injectable contraceptives.

	If a client says “NO” to all screening questions and pregnancy is not suspected, she may use any of the available modern contraceptive methods.  Counsel based on choice (Figure 1) and reproductive health stage (Figure 2). 


Follow-up visit 
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	Section Time

5 minutes

	Step 10:
	Ask participants:

· What do you do during follow-up visits? 
Record responses on flipchart.  Fill in using the content below.




Clients continuing with the method are as important as new clients and deserve as much attention.  Consultation with clients generally consists of a discussion about experience and needs. Generally, there is no need for tests or exams, unless a special situation so requires, but always screen for method-specific side effects and warning signs. If the client is experiencing side effects, resolve, provide new method or refer to another facility, if indicated  

At the follow-up or return visit ask the client if still using the method. 

· If the answer is yes, ask if experiencing any problems or side effects, answer the client’s questions, solve any problems, if possible. 

· If the answer is no, ask why she stopped using the method and counsel, ask if client would like to try another method or re-try the same method again. 

· Make sure client is using the method correctly (ask how she is using it). 

· Ask the client if she has any concerns or questions.

Rumours and misconceptions and myths 
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	Section Time

20 minutes

	Step 11:
	Rumours and Misconceptions: Ask participants:

· What is a rumour?
· What is a misconception?
Fill in using the content below.



	Step 12:
	Ask participants:

· What are some common rumours or misconceptions about COCs?

· How about IUCDs?

· Injectables/implants

· Tubal ligation or vasectomy?

· Other modern methods of contraception?

Record the common rumours/misconceptions on flipchart.  The amount of time you spend discussing rumours and misconceptions should depend on how many of the rumours came out when teaching the last module (Module 15).  If you feel most of this topic was exhausted, then skip this step.


	Step 13:
	Addressing rumours and misconceptions: Once you have a list of 5–15 common rumours and misconceptions, go back to the most common or most outrageous rumour and ask participants:

· Why do you think this rumour is out there? (How/why did it develop?)

· If a client told you this, what would you say to address this misconception/rumour?

· How would you explain the science behind some of the misconceptions to facilitate a better understanding?

Get ideas from several people on how to address the most important rumours.  Encourage participants with experience in family planning counselling to share their ideas on common myths and how to deal with them.  Time permitting you can turn this exercise into a role play, using the most experienced participants as the healthcare provider. 

Summarise the discussion by presenting the content below (titled “Addressing rumours and misconceptions”). 




Rumours

Rumours are unconfirmed stories that are transferred from one person to another by word of mouth. In general, rumours arise when: 

· An issue or information is important to people, but it has not been clearly explained. 

· There is nobody available who can clarify or correct the incorrect information. 

· The original source is perceived to be credible. 

· Clients have not been given enough options for contraceptive methods. 

· People are motivated to spread them for political reasons. 

Misconceptions

A misconception is a mistaken interpretation of ideas or information. If a misconception is filled with elaborate details and becomes a fanciful story, then it acquires the characteristics of a rumour. Unfortunately, rumours or misconceptions are sometimes spread by healthcare providers who may be misinformed about certain methods or who have religious or cultural beliefs that they allow to impact on their professional conduct. 

The underlying causes of rumours have to do with people's knowledge and understanding of their bodies, health, medicine, and the world around them. Often, rumours and misconceptions about family planning make rational sense to clients and potential clients. 

Addressing rumours and misconceptions 

1. When a client mentions a rumour, always listen politely. Don't laugh. 

2. Define what a rumour or misconception is. 

3. Find out where the rumour came from and talk with the people who started it or repeated it. Check whether there is some basis for the rumour. 

4. Explain the facts. 

5. Use scientific facts about family planning methods to counteract misinformation. 

6. Always tell the truth. Never try to hide side effects or problems that might occur with any method. 

7. Clarify information with the use of demonstrations and visual aids. 

8. Give examples of people who are satisfied users of the method (only if they are willing to have their names used). This kind of personal testimonial is most convincing. 

9. Reassure the client by examining her and telling her your findings. 

10. Counsel the client about all available family planning methods. 

11. Reassure and let the client know that you care by conducting home visits.
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	Section Time

60 minute

	Step 14:
	· Facilitate Exercise 1.




	Exercise 1: Family planning counselling, role play in small groups

	Purpose
	· Provide an opportunity to practise family planning counselling through role play

	Duration
	60 minutes

	Advance Preparation
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	· See “Advance Preparation and Materials” on page 2.  


	Activities 
	1. Ask participants to break into groups of 3 people per group. 
2. Give each group flipchart paper to record their answers. 
3. Ask participants to find “Appendix 1: Listening and Learning Skills Checklist” in Module 5.
4. Participants should also refer to technical content about the family planning methods in Module 15.
5. Assign each group 2 of the 6 scenarios that appear below.  
6. For the first scenario, one person in each trio will play the role of client, another the role of healthcare provider, the third will be the observer.  The “clients” should read only the client-portion of the scenario and the “healthcare provider” only the healthcare provider-portion of the scenario.  
7. The observer should listen closely to the role play using the content in this Session describing the REDI phases to ensure all technical content is discussed and refer to the listening and learning skills in Module 5 to provide feedback on counselling skills. 
8. During the role play, the “healthcare provider” may ask the observer for assistance.  The observer may take over as “healthcare provider”.
9. After about 10 minutes, tell participants to finish their first role play within the next 1–2 minutes.  When the role play is completed, the trio should spend 5 minutes debriefing, using the following questions:
· For those who played the healthcare provider, what was the most difficult part of the counselling role play?

· With what aspects did you feel more comfortable and why? 
· Was anything important left out of the session?
· How did it feel to be the client?
· As the client, what else do you wish the “healthcare provider” had done or said?
10. Using the second assigned scenario, instruct the groups to switch roles. Once the second role play is complete, the group should debrief as they did for the first role play. 

11. Throughout the role plays, wander from group to group to ensure they keep to time (remain focused on the exercise purpose), understand the exercise and are using the correct tools.  The groups are also likely to need support with the de-briefing questions and keeping to time during the debriefings.

	Debriefing 
	Bring the groups together. 

Ask participants to consider the following questions:

· How did you feel in your role as “healthcare provider”?

· What was the hardest part of counselling?

· How can basic listening and learning skills be used during counselling sessions?

· How did the REDI framework (as described in this Session) support your counselling?

· What positive reactions did you experience in the session?

Record reactions and experiences on the flipchart and summarise the discussion.


Scenarios 

Scenario 1
· Part 1, Client:  You are a married woman and 35 years old with 5 children, 3 boys and 2 girls. Your first pregnancy ended in a miscarriage, but all subsequent ones were normal. You are in good health and you have a regular cycle, despite having been treated for tuberculosis 3 years ago. For the last 4 years you have not wanted to get pregnant again because your family is poor and you have to do farm work. Your husband won’t use condoms. Your family and friends have told you about contraceptive methods but you are not well informed (you think that surgical contraception can make the body too weak for one to go to work, the IUCD may get displaced in the body leading to death, implants may make a person mad). You are worried and want answers.

· Part 1: Healthcare provider: A 35 years old woman comes to you for a family planning consultation. First you have to advise her. Behave in such a way that she expresses all her doubts and worries and check for any misinformation

· Part 2: Specific counselling on chosen method, client: After the first advice, you choose COCs as a family planning method. You still have doubts as to whether you could develop cancer if you take the pill for a very long time. 

· Part 2: Specific counselling on chosen method, healthcare provider: Give the woman specific advice on the method. Take her obstetrical and medical history to be sure that COCs are good for her. Where necessary give her the information she needs to take COCs correctly.

Scenario 2 

· Client: You are a 29-year old woman, with 6 children. You started using Depo-Provera 6 weeks after the birth of your last child 2 ½ years ago. You had problems breastfeeding due to your use of Depo, because it worried you more because you could still become pregnant than because of the lactating problems it posed.  You are attending clinic today because you are very tired, unable to work for some months now. You are sure it is because of Depo. You think it will be a good idea to stop using Depo.

· Healthcare provider: A woman aged 29 years comes to see you complaining of fatigue for some months. She has been taking Depo-Provera for 2 ½ years. Your task is to find out why she has come to see you and to address her worries.

Scenario 3 

· Client:  You are a 31-year-old woman. You started taking COC after giving birth to your 5th child 2 years ago. At that time you had a medical check-up, as is routine when COCs are prescribed, nothing remarkable was found during the check-up.  You have no problems with COCs, i.e., once you overcame initial nausea and breast tenderness. Your husband died a few months ago and you have taken a second job to provide for your child. You never sleep more than 4 hours a night. You have now come back to the clinic complaining of headaches, which you think are due to the COCs.  You are very nervous. Your mother-in-law told you about somebody, who, after using COC for years and suffering from severe headache, died because COC caused an explosion in her head. 

· Healthcare provider: The client is 31 years old. She started taking COC after the birth of her 5th child 2 years ago. Her medical check-up at that time found nothing remarkable, certainly no contra-indications to taking COC.  Client reports no problems with COC (once she overcame initial symptoms that included nausea and breast tenderness).  Client returns today complaining of headaches.  Your duty is to find out why she has come back to see you and to address her worries.

Scenario 4 

· Client:  You are a 27-year old HIV-infected woman who had an IUCD inserted 6 months ago, despite the fact that you were advised against the IUCD as you do not live permanently with your sex partner. You return to the clinic today because of lower belly pains, you fear you have contracted an STI.  After crosschecking your medical records and finding out that you have HIV, the healthcare provider says, “Oh! She’s infected! People infected with HIV should not use the IUCD”. 

· Healthcare provider:  A 27-year old woman comes to see you complaining about pains in her lower belly. Your duty is to find out why she has come to see you and to address her worries.  Note: once you find out she is HIV-infected, you gasp as you (incorrectly) assume that women with HIV cannot use IUCDs.
Scenario 5 

· Clients – a couple: You are a 34-year old woman and have 5 living children. You also gave birth to 4 children who passed on in their early childhood. The last trimester of your last pregnancy was extremely difficult and you and your child almost died during delivery. The physician said it would be very dangerous for you to be pregnant again. You and your husband agree that voluntary sterilisation would be a good option for you, but you do not know who between the 2 of you should be sterilised. Today you have come to the clinic to get more information that will enable you to make a timely decision. You are worried that if you are sterilised, you will put on weight, become lazy and not be able to take care of your children.  Your husband says he heard vasectomy will weaken him, such that he’ll be unable to work on the farm or provide for his family’s needs.

· Healthcare provider: A 34-year old woman has come to see you with her husband. Your duty is to find out why she has come to see you and address her worries.

Scenario 6 

· Client: You are 38 years old and have come to a family planning clinic. You have 8 children and do not want to have any more. Your husband does not want to be sterilised and does not want to use condoms.  He has no issue with the other contraceptive methods. Last year you had trichomonas vaginitis (causing a thin, greenish, smelly discharge) for which you took medicine.  You have not had any other problem since then. You want to have a long-term method that does not require you to remember anything on a daily basis; as such you think you want an IUCD.  Your only worry is that the IUCD could come off the uterus, go to the heart and kill you. 

· Healthcare provider: A 38-year old woman wants an IUCD inserted.  Advise her on IUCD and take history.

	Additional role plays

· Role play 1:  (Male) I’m a farmer, and I’m married to 2 women.  They recently told me you had spoken to them about methods one could use in order not to conceive again. Let me tell you that in our culture it is God who gives children; my wives will continue to bear them so long as they can.

· Role play 2:  (Male) We got married just 2 weeks ago. I’m a student and I’m 23 years old, I’ll complete studies in 2 years. My wife is very young but we don’t want children before I’m done with my studies. We’re here to get advice from you.

· Role play 3:  (Female) I’m a 30 years old woman and a teacher. I’m not married but I have a partner. I don’t want to have children before we get married. I’d like to use an injectable because I don’t want him to know I’m on contraceptives.

· Role play 4:  (Female) I’m 27 years old and married. My husband has a good job and in 6 years we have had 2 children. During the 2 deliveries I had a Caesarean section, and the physician said it would always be so. And so I no longer want to have children. I’ve come to see you for advice. 

· Role play 5:  (Female) I’m married and 27 years old. I’ve been on the pill for 2 years. Now I’m fed up taking it every day. 

· Role play 6:  (Male) I’m a banker and I’m 27 years old. I have many girls and I’m afraid of AIDS. I want advice. 
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	Section Time

5 minutes

	Step 15:
	Ask if there are any questions on Session 1.




Session 2: Integration Basics
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	Total Session Time:
55 minutes


Learning Objectives
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	After completing this session, participants will be able to:

· Define integration of family planning and HIV services

· Explain the benefits and challenges of integrated services


Background and rationale
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	Section Time

10 minutes

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


	Step 2:
	Ask participants:

· What do you think is meant by integration of services?

Fill in using the content below.




In short, integration refers to the incorporation of aspects of 2 or more services as a single, coordinated, combined service.

The integration of services involves offering family planning and Maternal Neonatal and Child Health (MNCH) Services—including HIV prevention, care and treatment—at the same facility, with the provider of each service actively encouraging clients to consider using the other services during the same visit.  If services are not offered in the same room, referrals are required.  As such, integration requires coordination between managers, supervisors, and healthcare providers within organisations and with other agencies in the local continuum of care.

Rationale

Traditionally, family planning, MNCH, emergency obstetric and neonatal care (EmONC) and HIV services have been offered separately. As more women of reproductive age become infected with HIV or are at risk of infection, the benefits of integrating these services have become very clear. Integration of MNCH and Family Planning (FP) Services, including HIV and PMTCT initiatives, involves the provision of these services as part of a unified and coordinated strategy to address clients’ risks of unintended pregnancies and HIV transmission and provide care and support during pregnancy and HIV-related illness.  Integrating HIV with family planning—such as HIV counselling and testing, PMTCT and ARV therapy—provides an opportunity to affect many clients’ sexual and reproductive health behaviour and to meet their related sexual and reproductive health counselling and service needs. 

The integration of a range of sexual and reproductive health services presents opportunity to meet the needs of clients in an efficient and appropriate manner. HIV service providers are able to discuss HIV risks, unintended pregnancy, pre-conception care, and fertility desires to help clients make fully informed sexual and reproductive health decisions. Family planning/HIV integration also supports PMTCT by providing support to prevent HIV (pillar 1) and supports uptake of family planning services (pillar 2)
.  The pillars of a comprehensive approach are further discussed in the next module, “Module 17: Introduction to HIV and HIV Testing & Counselling”.

Key components of services integration:

· Integrated sexual and reproductive health counselling can be offered in any service-delivery setting, regardless of client age, gender, or HIV status. Thus, a healthcare provider can discuss the full range of sexual and reproductive health issues about which the client may be concerned, regardless of the services actually provided at that site.

· Meeting the client’s needs may require referring her to services either onsite or off-site, or may require problem-solving to determine what the client can do about a situation for which services simply do not exist locally.

· Integrated sexual and reproductive health counselling can be a vital part of outreach services (discussed further in “Module 18: Community Mobilisation and Linkages”), as a means of helping women and adolescent girls identify their needs both for clinical care and support in developing risk reduction plans for changing their behaviour.

· Integrated service provision upholds the concept of informed decision making by ensuring that clients are knowledgeable about all of their choices and are not judged or directed while making decisions. (Free and informed consent was discussed in “Module 5: Counselling Skills for Healthcare Providers”.)

Types and levels of integration
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	Section Time

5 minutes

	Step 3:
	Give a brief overview of the levels of integration using the content below.  This should reassure participants that integration does NOT mean that a single healthcare provider has to master all FP, MNCH and HIV-related services.  But rather, he or she is expected to know how to screen for need, respond to questions, offer some services, and refer.   




The level of integration depends on the circumstances.  For example, all HIV service sites should offer assessment for family planning need and refer for contraceptive services, pre-conception care, or safer pregnancy services, but not all sites need to offer all methods. The levels of family planning services integration are as follows:

· Level 1: Assessment of family planning need; provision of family planning counselling; provision of condoms, COCs, POPs, and emergency contraception.

· Level 2: Includes all elements of the first level and the provision of injectable contraceptives. 

· Level 3: Includes everything in level 2 as well as the provision of IUCDs and implants.

· Level 4: Includes provision of all contraceptive methods including permanent/surgical methods.

Integration of HIV services is similar, with HIV testing at Level 1 and the full spectrum of specialised care, treatment of ARV failure and in-patient care at Level 4.

Example: integration of HIV services in a family planning setting

If a client attends a family planning clinic, the following HIV-related services can be integrated in the client’s care:

· STI diagnosis and treatment: healthcare providers in FP Services (with the necessary training and experience) can use the syndromic method to treat female genital ulcerations and carry out pre-screening of syphilis in pregnant women. 

· Counselling on sexual risk reduction and for HIV testing: healthcare providers in FP Services can be trained to provide HIV pre-test counselling, including information on HIV prevention and condom promotion, and HIV testing if consent is given.

Benefits of integration 
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	Section Time

5 minutes

	Step 4:
	Ask participants:

· What are the benefits to integrating family planning, PMTCT, HIV and MNCH services?

Record responses on flipchart.



	Step 5:
	Once you have listed the benefits volunteered by participants, for each point noted on flipchart, ask: 

· Does this benefit apply to family planning services? EmONC services? PMTCT services? Other MNCH services?

Fill in using the content below.




· Increased chance that a particular service (e.g., HIV testing, family planning counselling, or STI screening) will be available.  

· Better use of resources/cost-effective.  For example, both FP and MNCH Services promote and distribute condoms. Integration offers the opportunity to ensure that clients of both Services get condoms and support to use condoms and the dual method.  The cost of establishing integrated services is lower because of the similarities between services.

· Convenient.  Clients appreciate that integration addresses their related needs in one venue. 

· HIV testing and counselling attracts clients who may not otherwise normally access family planning services. Thus, integration minimises missed opportunities for addressing the contraceptive needs of HIV testing and counselling clients who could be atypical clients for family planning services. Similarly, integration can support women with HIV who do not want to have children avoid unintended pregnancy. 

· Crossover of skills. HIV service providers are already trained in counselling and discussing reproductive health, skills that are essential for family planning and some EmONC discussions. All providers also need to be familiar with issues such as privacy, and minimising stigma.

· Reduction in stigma.  For example, clients with HIV are not attending a special HIV clinic, instead they are in the same waiting room with clients attending any MNCH or FP Service. They are, therefore, not labelled “HIV-infected”.
Challenges of integration 
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	Section Time

30 minutes

	Step 6:
	Facilitate Exercise 2.



	Step 7:
	Fill in list of challenges and strategies developed by the small groups with the content below (below the exercise table).




	Exercise 2: Implementing integrated services, small group work

	Purpose
	· To discuss practical ways to overcome barriers to integrating FP and MNCH Services

	Duration
	30 minutes

	Advance Preparation
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	· None

	Activities
	Small group discussion

1. Ask participants to break into 3 or 4 groups according to their primary job responsibility (MNCH, HIV, FP, other).

2. Give each group flipchart paper to record their answers. 

3. Ask each group to:

· Identify the challenges of integrating services

· Suggest strategies to address these challenges

4. Ask each group to take notes on their discussion and choose a reporter to summarise their strategies for the whole group.

5. Give the groups about 15 minutes for their discussions.  The trainer should move from group to group to ensure participants understand the exercise and to provide support as needed.

Large group discussion 

6. Ask the groups to reconvene.  Have the reporters share 1 challenge and 1 strategy discussed by their group.  Alternate between groups, until all reporters have presented all the challenges discussed in their small group.  Encourage reporters to avoid repeating challenges already mentioned.

7. Record the challenges and strategies on flipchart.

8. When groups report, ensure their strategies are specific and actionable.  To get the group thinking, where the following questions haven’t been answered, be sure to ask the group for more information:

· In FP Services, who will you target for HIV, PMTCT or other MNCH services?

· In MNCH Services, who will you target for FP Services?

· Will you target men as well as women?

· Given how busy we are, how will you find the time for these discussions?

	Debriefing
	As few of us have fully implemented the integration of MNCH and FP services, discussion on how to get started can be tremendously helpful and motivating.  Although initiation of integrated services can be time-consuming, in the long run services integration will support us to prevent illness, unplanned pregnancy, and pregnancy complications as well as duplicate visits.  


Challenges to integrating FP and MNCH Services may include any of the following:

· May require financial resources to establish additional services

· May overburden staff; staff do not have enough time to provide the additional services
· Some healthcare providers may feel too burdened with very sick clients to take time to discuss preventive services, such as family planning or HIV testing. 

· May increase client waiting time

· Requires additional training

· Healthcare providers without clinical training may be too intimidated to discuss, for example, contraceptive methods and how they work or suggest HIV testing.  Poorly trained staff may present integrated services in a way that reflects the provider’s bias or prejudice.  For example, a healthcare provider who is uncomfortable offering contraceptive methods to adolescents or HIV-positive clients might simply tell these clients that they have to abstain.  Others may be uncomfortable talking about the decision of HIV-positive clients to have children, which would mean loss of opportunity to discuss pre-conception care. 

· Provider bias against offering contraception to certain client types (e.g., unmarried women, adolescents, etc)

· Requires additional record keeping
· Family planning, MNCH services and/or HIV initiatives are often implemented and funded by different programs

· Shortage of contraceptive commodities

· Stigma around HIV and condom use

· PMTCT providers reach pregnant women who may not be thinking about contraception.

· Clients and supervisors/managers may not be oriented to the benefits of the integration.

Addressing the Challenges

· Ensure that integrated interventions include the required training, supervision, standard operating procedures (SOPs), and other standard techniques and organisational support to support quality of services.  Support the cross-training of FP and MNCH staff (in subject matter and in counselling skills) to facilitate integration.  It is important that healthcare providers also have continuous supervision to ensure adherence to SOPs.

· Ensure training for both FP and MNCH healthcare providers aims to address negative attitudes, values, and beliefs towards HIV, family planning, abortion and other issues often stigmatised by society.

· Re-arrange staff and patient flows to accommodate longer appointments.  It does not take double staff time, as counselling for HIV and family planning are duplicative.  Though client waiting time for integrated services may be relatively increased as compared to that of a single service, it actually saves client and healthcare provider time overall by reducing the time spent to attend 2 separate consultations.  
· New or separate record keeping and reporting formats and procedures are not required for integrated services. Where necessary, consider modifying the existing formats, forms, or procedures. 

· Ensure contraceptive options (condoms, pills, and injectables) are made available at MNCH Services sites.  Similarly, ensure that drugs are available if introducing integrated services to prevent, diagnose and treat infection.  For example, STI services require substantial quantities of antibiotics as well as other supplies and materials. Products should be of the right type and quantity for the specific program, and should be backed by appropriate logistics and control procedures.

· Consider complementing integrated services with social marketing and community mobilisation efforts, so that questions about STI/HIV risk or need for family planning services or pre-conception care do not come as a surprise.  Note that community messages about family planning, STIs and HIV should be clear and simple. 

· Establish linkages to specialised services when needed, e.g., HIV care and treatment, sterilisation when requested by family planning clients, EmONC services when needed by pregnant clients, etc.

· Promote condoms aggressively in all settings.  Condoms should be available everywhere to support “no missed opportunity” approaches and the promotion of “dual protection”. 

· Community mobilisation efforts should raise awareness and support integrated services among opinion leaders, non-governmental organisations, etc.

While there may be challenges specific to individual service delivery points, manager and supervisor commitment can address these challenges through staff meetings and on-site problem solving.
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	Section Time

5 minutes

	Step 8:
	Ask if there are any questions on Session 2.




Session 3: Integrating Family Planning into MNCH Settings
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	Total Session Time:
95 minutes (1 hour, 35 minutes)


Learning Objective
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	After completing this session, participants will be able to:

· Provide family planning counselling and support to non-family planning clients


Family planning screening in non-family planning settings 
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	Section Time

10 minutes

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



	Step 2:
	Introduce this session using the content below.  This discussion builds on all that participants have learned in this module and the 2 preceding modules.  Now we are going to discuss the “how to” when introducing the family planning discussion in a non-family planning setting.  




Given knowledge about family planning, clients’ right to family planning (Module 14), family planning methods and which is appropriate for whom (Module 15), and family planning counselling skills (Session 1 in this module), the next step to the integration of family planning in MNCH Services is to actually take the time to ask the right questions during a client consultation.  It may be easier to broach the topic of family planning if there are posters or brochures in waiting and examination areas.  Such IEC materials increase awareness of family planning and its benefits. In addition to communicating to clients that this clinic provides family planning counselling and supplies, it also provides an excuse to bring up the topic of family planning during non-family planning consultations (a healthcare provider may ask her client: “Did you notice the poster in our waiting area?”).  An example of such a poster is in Appendix 2.  

Clinical setting: HIV care and treatment, STI consultations, HIV testing consultations, other sexual and reproductive health services
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	Section Time

10 minutes

	Step 3:
	Then ask participants:

· If you were providing care to someone who came in for an STI, how and when would you bring up the topic of family planning?

Fill in using the content below and Table 3.  When you present Table 3, role play the following scenarios with 1 or 2 participants (participant may role play from their seat to save time).  The participant should play the role of the healthcare provider and use Table 3 to guide the discussion.  You, the trainer, should take on the following client roles:

· Role play 1: “Client” is trying to get pregnant right now.  (Healthcare provider will briefly provide pre-conception advice.)

· Role play 2: “Client” is in University and does not want to get pregnant for several years.  Her partner is using the condom, but she’d prefer a method that is more reliable.  She wants to find out more about the IUCD. 

Spend at most 4–5 minutes on the role plays and role play debriefing.  Participants will have more time to practise using this tool in Exercise 3. 




In any HIV or sexual and reproductive health setting:

· Routinely obtain a sexual history from every patient, encourage risk-reduction and screen for STIs based on sexual history.  
· Screen every client for HIV at initial visit and annually (more often if client’s partner is HIV-infected or if client has experienced suspected acute retroviral syndrome), unless known to be HIV-infected, even if previously tested HIV-negative.  
· Provide family planning counselling and support. Suggested questions for introducing family planning into reproductive health and HIV settings are in Table 3, below.
Table 3: Quick assessment guide for HIV and STI prevention, care, treat and support settings

	Healthcare provider asks…
	If client answers “YES”…
	If client answers “NO”…

	Q1. Do you or your partner wish to have a baby within the next year?
	YES ( Counsel on planning a safer pregnancy (see “Module 11: Preconception Care”) 
	NO ( Go to Q2

	Q2. Are you currently using a contraceptive method?
	YES ( Go to Q3
	NO ( Counsel on benefits of family planning and method options.  Stress importance of using condoms as dual protection.

	Q3. Are you happy with your method?
	YES ( Review correct use of method and stress importance of using condoms as dual protection.
	NO ( Go to Q4

	Q4. Would you like to explore other methods?
	YES ( Counsel on other methods.  Stress importance of using condoms as dual protection.
	NO ( Counsel on benefits of family planning and stress importance of using condoms as dual protection. 


Clinical setting: antenatal care and maternity 
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	Section Time

10 minutes

	Step 4:
	Then ask participants:

· If you were a midwife in an antenatal care clinic, how and when would you bring up the topic of family planning?

Fill in using the content below and Table 4.  When you present Table 4, role play the following scenarios with different participants (participant may role play from their seat to save time) using the questions in Table 4 to guide the discussion.  You can play the role of the “client” or the “healthcare provider”:

· Role play 1: “Client” was not using a family planning method before she got pregnant.  She’s never used family planning and isn’t sure what it is.

· Role play 2: “Client” was using the pill until 8 months ago when she and her husband decided they wanted to start a family.  Clients wants to wait at least 2 years between this baby and the next.  

Spend at most 4–5 minutes on the role plays and role play debriefing.  Participants will have more time to practise using this tool in Exercise 3. 




Screen every antenatal care client for HIV (at initial visit and again 32–36 weeks of gestation) and STIs.  Family planning should be discussed with all antenatal care clients at every visit and again immediately postpartum.  Suggested questions for introducing family planning into the antenatal or immediate postpartum consultation are in Table 4, below.

Table 4: Quick assessment guide for antenatal care and maternity 

	Healthcare provider asks…
	If client answers “YES”…
	If client answers “NO”…

	Q1. Were you using a family planning method before this pregnancy?
	YES ( Go to Q2.
	NO ( Go to Q3.


	Q2. Which family planning method were you using before this pregnancy?
	YES ( Go to Q3

	Q3. Are you planning to use a family planning method once this baby is born?
	YES ( Review family planning methods of choice including LAM. Stress importance of using condoms as dual protection.
	NO ( Counsel on benefits of family planning, birth spacing, and stress importance of using condoms as dual protection. 




Clinical setting: postpartum care, infant welfare clinic, baby testing
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	Section Time

10 minutes

	Step 5:
	Then ask participants:

· If you were a nurse in an infant welfare clinic, how and when would you bring up the topic of family planning with the baby’s mother?

Fill in using the content below and Table 5.  When you present Table 5, role play the following scenarios with different participants (participant may role play from their seat to save time) using the questions in Table 5 to guide the discussion.  You can play the role of the “client” or the “healthcare provider”:

· Role play 1: “Client” has 5 children all under the age of 12.  She does not want any more children.  

· Role play 2: “Client” was using injectables before she decided to get pregnant.  She assumes she can use LAM for now and maybe for the full year that she’s breastfeeding? 

Spend at most 4–5 minutes on the role plays and role play debriefing.  Participants will have more time to practise using this tool in Exercise 3. 




Provide integrated care in all postpartum and infant welfare settings as follows:

· Ensure all adult clients in any postpartum or infant welfare clinical setting have been tested for HIV by checking the patient record or asking the client.  Even if recently tested for HIV, suggest re-testing if client has experienced symptoms of acute retroviral syndrome or was not routinely tested at 32–36 weeks of gestation or during labour (unless known to be HIV-infected).  

· Screen for risk of other STIs, if at risk, provide education, testing and treatment as suggested by the results (or referrals if STI testing and treatment is not provided on-site).  
· Screen all clients in this setting for family planning need by asking the questions suggested in Table 5, below.   
Table 5: Quick assessment guide for postpartum and infant welfare settings
	Healthcare provider asks…
	If client answers “YES”…
	If client answers “NO”…

	Q1. Do you wish to have another baby?
	YES ( Discuss birth spacing, counsel on benefits of family planning to space births.  Go to Q2 
	NO ( Counsel on benefits of family planning, including permanent contraception.


	Q2. Which family planning method were you using before this pregnancy?
	YES ( Go to Q3

	Q3. Are you using a family planning method now?
	YES ( Review correct use of method and stress importance of using condoms as dual protection.
	NO ( Go to Q4

	Q4. Which family planning method are you interested in using now?
	Review family planning methods of choice.  LAM is an option for mothers who are breastfeeding exclusively, whose infants are less than 6 months of age, and whose periods have not yet returned. Stress importance of using condoms as dual protection.
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	Section Time

60 minutes

	Step 6:
	· Facilitate Exercise 3.




	Exercise 3: Integrating family planning into non-FP settings, role play in small groups

	Purpose
	· Provide opportunity to practise bringing up the topic of family planning in non-family planning settings

	Duration
	60 minutes

	Advance Preparation
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	· See “Advance Preparation and Materials” on page 2.  


	Activities 
	1. Ask participants to break into groups of 3 people per group. They should break into groups different from those used for the first exercise.
2. Give each group flipchart paper to record their answers. 
3. Ask participants to find “Appendix 1: Listening and Learning Skills Checklist” in Module 5.
4. Participants will also need to refer to Figure 1 (a larger version of which appears in Appendix 1), Tables 3, 4 and 5, above and may also want to refer to technical content about the family planning methods in Module 15.
5. Assign each group 3 of the 5 scenarios that appear below.  
6. For the first scenario, one person in each trio will play the role of client, another the role of healthcare provider, the third will be the observer.  
7. The observer should listen, provide feedback based on the listening and learning skills, but more importantly on how successfully the “healthcare provider” was able to integrate family planning into the discussion.  
8. During the role play, the “healthcare provider” may ask the observer for assistance.
9. After about 8 minutes, tell participants to finish their first role play within the next 1–2 minutes.  When the role play is completed, the trio should spend 2–3 minutes debriefing, using the following questions:
· For those who played the healthcare provider, how difficult or easy was it to bring up the topic of family planning?

· If your “client” was an important community leader seeking medical attention for, for example, an upper respiratory infection, would you still have been able to bring up the topic of family planning?  If not, why not?

· Was anything important left out of the session?
· Clients, what was your reaction when the “healthcare provider” starting discussing family planning (keep in mind that you came to the clinic to seek care for an entirely different issue)?
10. The trio should repeat the above process using their second scenario and then the third scenario, so that each person in the group has a chance to be the “healthcare provider”.  After each role play, the groups should debrief as they did for the first role play.  
11. Throughout the role plays, wander from group to group to ensure they keep to time (remain focused on the exercise purpose), understand the exercise and are using the correct tools.  The groups are also likely to need support with the de-briefing questions and keeping to time during the debriefings. 

	Debriefing 
	Bring the groups together.  Ask participants to consider the following questions:

· Were Tables 3, 4 and 5 helpful?

· What barriers will you face to integrating family planning in your work settings?

· How might you apply this process to, for example, the integration of HIV testing in non HIV settings, such as the infant welfare clinic?

Record reactions and experiences on the flipchart and summarise the discussion.


Scenarios 

Scenario 1: Client comes into the Approved Treatment Center (ATC) 

Banyina is 25 and has multiple sexual partners. She recently learned that she is HIV-infected and she has come to the ATC for an appointment. 

During the counselling session, she reveals that she is a sex worker trying to earn enough money to support her 2 children. Her (paying) partners do not like to use condoms. Banyina cannot afford to get pregnant but she is not regularly using contraception.

(Healthcare provider: Use Table 3 and then initiate family planning counselling using the poster in Appendix 1 and content of Module 15, you won’t have time for the full family planning counselling session.)

During the session, Banyina was initially interested in the implant, but then she expressed doubt about being able to come back to the clinic every 12 weeks.  She wants know about the female condom. She feels this is the right option for her.

Scenario 2: Client comes into STI clinic

Lehkuna, 19, comes in to the STI clinic. She has been in a relationship for 3 weeks with a 29-year old truck driver. She has come into the clinic because of a vaginal discharge and discomfort during urination. The physical exam and medical history indicate a diagnosis of trichomoniasis and metronidazole is prescribed. Lehkuna’s HIV test is negative.

(Healthcare provider: Use Table 3 and then initiate family planning counselling using the poster in Appendix 1 and content of Module 15, you won’t have time for the full family planning counselling session.)
Lehkuna does not want a baby right now but she is not using contraception. She does want to have children after a couple of years.

Initially, Lehkuna expresses interest in the Pill, but then she expressed doubt about being able to take a pill every day at the same time.  She wants know about the injection. Lehkuna is able to return to the clinic every 12 weeks, so she feels this is the right option for her.

(Healthcare providers: Finish session by administering injection and giving Lehkuna condoms.)
Scenario 3: Client comes into antenatal clinic

Mardea, 28, comes in to the antenatal clinic for her first appointment. She is 20 weeks pregnant and she already has 3 daughters, ages 4 ½, 3 and 1. Her partner, Theo, has accompanied her today, but he has remained in the waiting room. After the healthcare provider encourages her to invite her partner in, Theo joins Mardea so that they can be tested for HIV together. Both are HIV-negative

(Healthcare provider: Use Table 4 and then initiate family planning counselling using Appendix 1 (if you want), you may use the content of Module 15 as well to initiate the family planning counselling session, but you won’t have time for the full session.)

Mardea and Theo did not plan this pregnancy. Mardea did not want to get pregnant again, but she thought that breastfeeding her third child would keep her from getting pregnant.
Initially, Mardea and Theo agree that they do not want more children in the next 3 years. Theo wants to have a son: if this current pregnancy does not result in a male child, he wants to try again. Later, Mardea says she is sure she does not want more children.

Scenario 4: Client comes into VCT clinic

Wotebba is 27 and has several sex partners. He is married and has 3 children, but his wife lives in his home village and he travels for his work. He is concerned about his HIV status because he had a fever recently and his friend told him he should get tested. His HIV test comes back negative. Wotebba is relieved.

(Healthcare provider: Use Table 3, initiate family planning counselling using the poster in Appendix 1 and content of Module 15, you won’t have time for the full family planning counselling session.)

Wotebba expresses a desire for more children. He says he will use condoms from now on. 

(Healthcare provider: Encourage Wotebba to bring his wife to a clinic for family planning counselling.)
Scenario 5: Client comes into ATC
Agatha, 25, accompanies her husband Levi to the ATC. Both of them are HIV-infected. Levi has come for a regular appointment. Agatha wants to eventually have a baby—not just yet, though—but she is worried that the baby will be HIV-infected. Her mother-in-law, who does not know that Levi and Agatha are HIV-infected, is putting pressure on them to have a child. The couple has been using condoms.

(Healthcare provider: Use Table 3 and then initiate family planning counselling using the poster in Appendix 1 and content of Module 15, you won’t have time for the full family planning counselling session.)

Agatha recently started taking ARVs because her CD4 count went below 350. She and Levi think the Pill might work well for them since they already take their HIV and other medicine on schedule. Agatha also wants to know more about the Contraceptive Injection.
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	Section Time

5 minutes

	Step 7:
	Ask if there are any questions on Session 3.




Session 4: Providing Family Planning Services to Adolescents
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	Total Session Time:
135 minutes (2 hours, 15 minutes)


Learning Objective
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	After completing this session, participants will be able to:

· Provide culturally and developmentally appropriate care and counselling to adolescents seeking sexual and reproductive health services




Barriers to information and services for youth
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	Section Time

5 minutes

	Step 1:
	Begin by reviewing the session learning objective listed above.


	Step 2:
	Adolescence, defined: Define adolescence using the first paragraph below.



	Step 3:
	Explain that adolescents often face many barriers when trying to access FP Services.  
Using the A4-size sign that you prepared (it should have the word “MOTIVATION” written in large bold letters, see “Advance Preparation and Materials” on page 2) as a prop, read the story in “Appendix 3:  Barriers to Services for Youth, Abena’s Story”.  Rip the A4 sign where it says to do so.  Ripping the signs highlights points in the story when Abena faces obstacles as she tries to access FP Services.  


	Step 4:
	Barriers to services for young people: Summarise the barriers to information and services, using the content below.




Adolescence, defined

Adolescence refers to the period of a young person’s life between the ages of 10 and 19. During this transition to adulthood, adolescents develop biologically and psychologically and move towards independence. Because adolescents encounter health risks and often exhibit risk-taking and experimental behaviour, healthcare providers need to understand the stages of adolescence and to be able to help adolescents attain a desired state of general and reproductive health. It is also important for service providers to acknowledge the reproductive rights of adolescents as a key foundation for service provision.

Barriers to services for young people

Barriers to sexual and reproductive health services, including family planning, for young people include the following:

· Lack of services: little access to family planning or services for treatment or prevention of STIs/HIV

· Lack of access to condoms

· Provider, parent, teacher, and community attitudes about youth and sexuality

· False beliefs that young people are not sexually active and that information will increase sexual activity

· Lack of messages targeted to youth

· Lack of providers trained to deal with youth

· Policies, legislation, and protocols that restrict adolescents from accessing services and information

Why training on provision of services to adolescents?
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	Section Time

10 minutes

	Step 5:
	Initiate discussion by asking participants:

· Why do you think we’re devoted an entire session to discuss adolescent reproductive health?
Fill in using the content below.



Adolescents are different from adults
· They have different needs because of their physical and psychological stages.

· They have different cognitive abilities and skills, which requires different counselling approaches and more time.

· They tend to be less well-informed and require more information.

· Conflicts between cultural or parental expectations and adolescents’ emerging values present serious challenges for young people.

Adolescence is a critical age for risk taking
· Adolescents are moving toward independence and tend to experiment and test limits, including practicing risky behaviours (see Table 6, below).

· Using substances or drugs for the first time typically occurs during adolescence.
· Sexual experiences (not always voluntary) usually begin during adolescence.

· Consequences of risky behaviours can have serious and long-term effects.

Table 6: Adolescent risk taking

	Reasons for adolescent risk taking behaviour
· Major physical, cognitive, emotional, sexual, and social changes occur during adolescence that affect young people’s behaviour.

· New social relationships, especially with peers, begin to gain greater importance as family influence decreases.

· Curiosity, sexual maturity, a natural inclination toward experimentation, and peer pressure lead to risky behaviour such as unprotected sex, substance use, reckless driving, and dangerous recreational activities.

· A sense of omnipotence, feelings of invulnerability, and impulsiveness can lead to a lack of future planning and can enhance risk-taking, thereby compromising protective behaviour.

· Adolescents must attain social and economic maturity and autonomy in culturally specific ways during their second decade of life. This involves moving away from dependence on the family, both psychologically and emotionally.

· In some cultures, young men are encouraged to take risks as a way of proving their masculinity.

In reference to human sexuality, normal adolescent risk taking can put a young person at risk of unplanned pregnancy, STI or HIV infection. 




Adolescence is an opportune time for professional interventions as this is when life-long habits are established and a time when young people are undergoing educational and guidance experiences in school, at home, and through religious institutions.  Health education can, and should, be part of these efforts.

Stages of adolescent development
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10 minutes

	Step 6:
	Present the stages of adolescent development, using the content below. Summarise by referring participants to Table 7.



Early Adolescence (10–13)

· Onset of puberty and rapid growth

· Impulsive, experimental behaviour
· Beginning to think abstractly

· Adolescent’s sphere of influence extends beyond her/his own family

· Increasing concern with image and acceptance by peers

Middle Adolescence (14–16)

· Continues physical growth and development

· Starts to challenge rules and test limits

· Develops more analytical skills; greater awareness of behavioural consequences

· Strongly influenced by peers, especially on image and social behaviour
· Increasing interest in sex; special relationships begin with opposite sex

· Greater willingness to assess own beliefs and consider others
Late Adolescence (17–19)

· Reaches physical and sexual maturity

· Improved problem-solving abilities

· Developing greater self-identification

· Peer influence lessens

· Reintegration into family

· Intimate relationships more important than group relationships

· Increased ability to make adult choices and assume adult responsibilities

· Movement into vocational life phase

The characteristics of adolescence behaviours is summarised in the Table 8, below.  Note that the age may vary from person to person and depend on cultural and social norms.  

Table 7: Characteristic behaviours of adolescence

	Developmental

Stage
	Early Adolescence

(10–13 years)

· Begins transition to adolescence

· Is characterised by puberty
	Middle Adolescence

(14–16 years)

· Is the essence of adolescence

· Experiences strong peer-group Influence
	Late Adolescence

(17–19 years)

· Begins transition to adulthood

· Assumes adult roles

	Independence
	· Challenges authority, parents, and other family members

· Rejects things of childhood

· Desires more privacy
	· Moves away from parents and towards peers

· Begins to develop own value system
	· Is emancipated: begins to work or pursue higher education

· Enters adult life

· Reintegrates into family as emerging adult

	Cognitive

development
	· Finds abstract thought difficult

· Seeks to make more decisions

· Has wide mood swings
	· Starts to develop abstract thought

· Begins to respond based on analysis of potential consequences

· Has feelings that contribute to behaviour but do not control it
	· Firmly establishes abstract thought

· Demonstrates improved problem solving

· Is better able to resolve conflicts

	Peer group
	· Has intense friendships with members of the same sex

· Possibly has contact with members of the opposite sex in groups
	· Forms strong peer allegiances

· Begins to explore ability to attract partners
	· Is less influenced by peers regarding decisions and values than before

· Relates to individuals more than to peer group

	Body image
	· Is preoccupied with physical changes

· Is critical of appearance

· Is anxious about menstruation, masturbation, breast or penis size
	· Is less concerned about body image than before

· Is more interested in looking attractive
	· Is usually comfortable with body image

· Accepts personal appearance

	Sexuality
	· Begins to feel attracted to others

· May begin to masturbate

· May experiment with sex play

· Compares own physical development with that of peers
	· Shows an increase in sexual interest

· May struggle with sexual identity

· May initiate sex inside or outside of marriage
	· Begins to develop serious intimate relationships that replace group relationships as primary relationships


Engender Health. 2006. Sexual and Reproductive Health for HIV-Positive Women and Adolescent Girls, Manual for Trainers and Programme Managers.  Downloaded 23 August 2013 from: http://www.engenderhealth.org/files/pubs/hiv-aids-stis/srh_for_hiv_positive_women_english.pdf

Obstacles/barriers to adolescent rights
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	Section Time

5 minutes

	Step 7:
	Summarise some of the obstacles to adolescents taking full advantage of their sexual and reproductive rights (which as outlined in Module 14), using the content below. 



As discussed in Module 14, reproductive health is considered a right, these rights extend not only to men and women but to adolescents as well.  But often these rights are obstructed. 

The following is only a partial list of obstacles/barriers that may prevent adolescent rights from being fulfilled:

· Provider’s personal views.

· Heavy client load, lack of time.

· Local laws, customs, or policies.

· Religion.

· Provider was not adequately trained.

· No clinic guidelines exist to ensure adolescent rights are met.

· Community pressure.

· Family pressure.

· Peer pressure.

· FP Services are not accessible to adolescents.

· Hours of FP Services for adolescents are inconvenient.

Special needs of adolescents
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	Section Time

15 minutes

	Step 8:
	Summarise the special needs of adolescence by asking:

· In your opinion what do girls think about medical care settings? 

· Think back to your adolescence, what did you think of health facilities when you were in your teens?

· Under what circumstances does a girl come into a family planning clinic?

· What accommodations should be made to meet her needs?

· What special, tailored services might be needed to provide care for any of the following adolescent women?

· An adolescent recently diagnosed with HIV?

· A pregnant adolescent?

· An adolescent who has been sexually abused?

· An adolescent seeking post-abortion advice

Fill in using the content below.



	Step 9:
	Spend about 5 minutes discussing “youth-friendly” services.  Ask participants:

· What do you think are the characteristics of a “youth-friendly” clinic?

· What are 3 things you can do when you return to work to make your workplace setting more “youth-friendly”?

Fill in using Table 8, below.




· Through misinformation, difficulty in discussing the subject with a partner (particularly if it is the first time they are having sex), and lack of access to FP Services, adolescents can become pregnant without any previous planning.

· HIV/STI vulnerability is heightened during adolescence, partly as a result of the limited information and support that adolescent girls and boys receive about the psychological, social, and physical changes they are experiencing. It is also not unusual for adolescent behaviour to be motivated by feelings of low self-esteem and a desire to belong to their peer group.

· An adolescent girl’s attitudes towards her situation may in some cases lead her to make decisions that put her own health at risk, as well as the health of others. Vulnerability is not only created by personal actions but by circumstances often largely beyond the control of the individual including whether there is comprehensive sex education in schools; whether specific HIV/STI prevention programmes are being implemented in schools (if there is sufficient funding); whether there is access to health services and condoms; whether funding is available for these programmes; and whether adolescent girls have the same rights and opportunities as boys, among others.

· For HIV-positive adolescent girls, their HIV diagnosis may be a major factor influencing how they see themselves in relation to their peers and in how they make decisions based on the information they have received about preventing pregnancy and HIV/STIs.  There are many powerful influences on HIV-positive adolescent girls that impact their views on pregnancy, sex, and sexuality in general, as well as how their own sexuality develops and manifests itself. Some issues that HIV-positive adolescent girls face may include: coming to terms with the prospect of death at a very young age; lack of adolescent friendly services; judgemental attitudes towards adolescent sexuality; risk at a time of life known for feelings of invulnerability; and pregnancy seen as an assertion of normalcy and life affirmation.

· As a result of HIV-related stigma and discrimination, some HIV-positive adolescent girls are likely to have lower self-esteem and are also likely to experience concerns about their sexuality and fertility that require on-going support and sensitivity.

In summary adolescent girls tend to be sensitive to both verbal and nonverbal messages, emphasising the importance of excellent listening and learning skills when providing counselling in the healthcare setting to this age group.  The counselling session also needs to consider that girls are significantly limited when making sexual and reproductive health decision, and often do not have the power to make and implement their own decisions even when they have accurate information and the right tools. 

It is important that services targeting adolescents are youth-friendly. Healthcare providers need to be trained in counselling techniques tailored to the needs of adolescents, including issues around disclosure of HIV, sexuality, safe motherhood, paediatric treatment and care, family planning, self-image, confidentiality, etc. Counselling also needs to build confidence and make adolescents feel at ease to encourage them to follow-up on recommended care plan and return to the clinic in future.
Table 8: Characteristics of youth-friendly services

	Health worker characteristics
	Health facility characteristics
	Program design characteristics

	· Specially trained/oriented staff

· All staff display respect for youth

· Privacy and confidentiality

· Enough time for health worker-client interaction
	· Separate space for young people

· Special times when young people can receive services

· Convenient hours

· Convenient location

· Adequate space and privacy

· Comfortable, youth-friendly surroundings

· Peer Educators available
	· Youth involvement in program design and monitoring

· Drop-in clients welcomed

· Short waiting times

· Set up to provide chronic disease management, including multiple appointments and medications

· Appointment systems in place as well as tracking systems for clients who miss appointments

· Affordable rates or no fees for services

· Publicity, marketing, or recruitment materials that inform and reassure youth

· Friendly to both male and female clients

· Wide range of services available—“1-stop shopping”

· Referrals available to clinical and community-based services

· Youth-friendly educational materials available to take away

· Youth support groups available

· Peer educators available


Adapted from: Senderowitz, J., Solter, C., & Hainsworth, G. (2004). Comprehensive reproductive health and family planning training curriculum. 16: Reproductive health services for adolescents. Watertown, MA: Pathfinder International. 

Screening and history taking for adolescent reproductive health
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	Section Time

10 minutes

	Step 10:
	Encourage discussion by asking:

· How does the family planning screening different for an adolescent (in comparison to an adult)?

· What does the exam include?

Provide an overview of the content of the adolescent screening using the content below.  You can present this content quickly, what’s important is that participants know where to find the lists below when they return to their clinic and that they will feel comfortable following this guidance.



Screening

The objective of screening is the early detection of disease, problems, abuse, or high risk behaviour.

· A screening test should ideally:

· Be inexpensive.

· Be easy to administer.

· Not cause the patient discomfort or harm.

· Adolescents should be screened for:

· Age-appropriate physical and psychosocial development.

· Sexual activity: Are they at risk for STIs or pregnancy?

· Substance abuse.

· Physical and sexual abuse.

· Nutritional status.

· Vision.

· TB.

· In addition to administering tests or conducting physical exams, history taking can also be used as a tool for screening for substance abuse, sexual abuse, and emotional problems.

Menstrual History (female clients only)

A complete menstrual history should include:

· Date of menarche.

· Frequency and regularity of menstrual cycles.

· Date of onset of the most recent period or bleeding episode.

· An estimate of the number of pads used each day.

· Whether the adolescent has cramps or pain, clotting, or symptoms of dizziness or nausea with menses.

· Whether the adolescent has unusual vaginal discharge or difficult urination.

Obstetric History (female clients only, if applicable)

An obstetric history should include:

· Number of children she has.

· Number of times she's been pregnant.

· Her delivery history.

Physical History

A physical history should cover:

· Any current or past physical problems and their onset, duration, and progression.

· Whether the client thinks she is too heavy or too thin.

· If the client has questions about how her body is growing and what foods to eat. 
· Any past surgeries or illnesses, including what, if any, treatment was provided.

· Any allergies.

Psychological/Psychosocial History

A psychological/psychosocial history should include:

· Information about family (is it nuclear, joint, separated?).

· Information about accommodation. Does the client live at home, at school? What is that accommodation like? What about sanitation facilities?

· History of depression or other mental illness.

· History of substance abuse either by the client or the client’s family.
· Any incidents of domestic violence, experienced or witnessed.

· History of sexual or verbal harassment/abuse.

Family History

· Adolescents are not always well informed about their families' medical/obstetric histories. If possible, gather information from the adolescent's parents.

· The family history should include the parents' and siblings' medical history. If known, grandparents' medical history is also helpful.

Social History

· The adolescent's social activity may give clues about the extent of her/his sexual activity.

· Ask about family, friends, school, or work.

· Provide an opening for her/him to talk about peer pressure to have sex or to use drugs.
Sexual History

The main impediment to obtaining clinical information about sexual behaviour is the client’s embarrassment. Stress that what you discuss will be confidential.  Sexual history should cover:

· If s/he dates or is in a sexual relationship.

· Sexual knowledge, attitudes, and behaviours. Ask the client about STIs and how to prevent them.

· Reproductive goals.

· Contraceptive knowledge or use (past and present).

· If anyone has touched her/him sexually when s/he didn't want to be touched.

· Plans for sexual activity in the future. Physical attraction—to men or women, to both, or to neither. 
· Number of sexual partners.

Female physical examination
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5 minutes

	Step 11:
	Provide an overview of the female physical exam, using the content below.  




General Physical Examination

· Conduct a general physical examination of all systems.

· Examine her for signs of anaemia.

Breast Examination

· The breast examination should become part of the general medical evaluation once girls have breasts.

· The main part of the examination is visualisation.

· Examination for breast cancer is not necessary until at least age 18. Breast cancer is rare during adolescent years.

· The most common concerns girls have about their breasts are whether they are too big or too small, when they are going to grow, and why one is bigger than the other. Reassure the client that there is no right or wrong breast size, that she is normal, and that it is common for one breast to be bigger than the other.

Vaginal Examination

· The pelvic examination may be deferred in young adolescents who have regular menstrual cycles or who give the typical history of irregular cycles soon after menarche, and who have a normal hematocrit, deny sexual activity, and will reliably return for a follow-up visit.  If a pelvic exam is necessary, then the following techniques can reduce anxiety that the adolescent client may be feeling.

· A virginal adolescent may fear that an object placed in the vagina will tear the hymen. If so, tell her that the hymen only partially covers the vaginal opening. It allows menstrual blood to flow. Explain that the vagina is an elastic organ and that it can stretch when she relaxes.

· Let her see and touch the speculum.

· Get her permission before you touch her with your hand or the speculum.

· Before the exam begins, tell her she will feel you gently touch her leg and then her labia.

· Examine the external genitalia for ulcers, warts, discharge, trauma, or pubic lice.

· As you insert the speculum, ask her to bear down and take slow, deep breaths.

· Take great care to carry out all parts of the exam gently and smoothly to minimise discomfort and anxiety.

Male physical examination
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5 minutes

	Step 12:
	Provide an overview of the male physical exam, using the content below.  




General Physical Examination

· Conduct a general physical examination of all systems. 
Genital Examination

· Visually inspect the genital area, including the anus for ulcers, warts, urethral discharge, trauma, or pubic lice.

· If the young man is not circumcised, gently retract the foreskin to look for ulcers on the glans penis.

Making the examination less stressful for the adolescent client
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5 minutes

	Step 13:
	Initiate the discussion by asking:

· What do you think we can do to make the examination more comfortable for our adolescent clients? 

Fill in using the content below.




· Explain why the visit is important.

· Respect the adolescent's sensitivity about privacy.

· Explain what you are doing before you begin each step of the exam.

· Protect her/his physical privacy as much as possible. Allow the client to keep on her/his clothes except for what must be removed. Make sure to cover the parts of the body that are exposed. Never leave any part of the body exposed when not being examined.

· Reassure the client that any results of the exam will remain confidential.

· A good rapport between the provider and client is essential. Try to establish trust.

· Provide reassurance throughout the exam.

· Give constant feedback in a non-judgmental manner. "I see you have a small sore here, does it hurt?"

· Offer to have the exam performed by a provider of the same sex, if possible, or make sure there is a same sex attendant in the room during the exam.

· Delay pelvic and blood test, if the adolescent desires. A complete social-medical history should be taken and a pregnancy test administered. If the adolescent is not pregnant and does not report current physical symptoms of a STI, you may delay doing a pelvic or blood test for up to 6 months. A pelvic exam should not be delayed for teens that are at risk of STI or pregnancy.

· Have the counsellor or another person that the adolescent chooses stay with the client during the visit.

Contraceptive choices for adolescents
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	Step 14:
	Introduce the content below by summarising the first 2 paragraphs.  Then ask:
· Given what you know about adolescents what do you think are the specific considerations for young people regarding hormonal contraceptives?

· How about female sterilisation and vasectomy?
· IUCDs?

· Condoms?

· Fertility awareness methods

· Withdrawal?

Fill in using the content below.




Young people can safely use any contraceptive method.

· Young women are often less tolerant of side effects than older women.  With counselling, however, they will know what to expect and may be less likely to stop using their methods.

· Unmarried young people may have more sex partners than older people and so may face a greater risk of STIs. Considering STI risk and how to reduce it is an important part of counselling.

The following is a summary of the specific considerations for young people for some contraceptive methods:
· Hormonal contraceptives (COCs, POPs, injectables, combined patch, combined vaginal ring, and implants)

· Injectables and the combined ring can be used without others knowing.

· Some young women find regular pill-taking particularly difficult.

· Emergency contraceptive pills (ECPs)

· Young women may have less control than older women over having sex and using contraception. They may need ECPs more often.

· Provide young women with ECPs in advance, for use when needed. ECPs can be used whenever she has any unprotected sex, including sex against her will, or a contraceptive mistake has occurred.

· Female sterilisation and vasectomy

· Provide with great caution. Young people and people with few or no children are among those most likely to regret sterilisation.

· Male and female condoms

· Protect against both STIs and pregnancy, which many young people need.

· Readily available, and they are affordable and convenient for occasional sex.

· Young men may be less successful than older men at using condoms correctly. They may need practice putting condoms on.

· IUCDs (copper-bearing and hormonal IUCDs)

· IUCDs are more likely to come out among women who have not given birth because their uteruses are small.

· Diaphragms, spermicides, and cervical caps

· Although among the least effective methods, young women can control use of these methods, and they can be used as needed.

· Fertility awareness methods

· Until a young woman has regular menstrual cycles, fertility awareness methods should be used with caution.

· Need a backup method or ECPs on hand in case abstinence fails.

· Withdrawal

· Requires the man to know when he is about to ejaculate so he can withdraw in time. This may be difficult for some young men.

· One of the least effective methods of pregnancy prevention, but it may be the only method available—and always available—for some young people.

See Appendix 4 for a complete discussion of contraceptive methods, appropriateness for adolescents and key counselling points. 
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45 minutes

	Step 15:
	· Facilitate Exercise 4.




	Exercise 4: Counselling adolescents, role play in small groups

	Purpose
	· Practise providing reproductive and sexual health counselling to adolescent women

	Duration
	45 minutes

	Advance Preparation
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	· See “Advance Preparation and Materials” on page 2.  


	Activities 
	1. Ask participants to break into groups of 3 people per group. They should break into groups different from those used for the first 3 exercises.
2. Give each group flipchart paper to record their answers. 
3. Ask participants to find “Appendix 1: Listening and Learning Skills Checklist” in Module 5.
4. Assign each group 1 of the 3 scenarios that appears below.  
5. One person in each trio will play the role of client, another the role of healthcare provider, the third will be the observer.  
6. The observer should listen, provide feedback based on the listening and learning skills, but more importantly on how successfully the “healthcare provider” was able to comfort the adolescent client, make her feel welcome and target the session to her needs.  
7. During the role play, the “healthcare provider” may ask the observer for assistance.
8. After about 12 minutes, tell participants to finish their first role play within the next 1–2 minutes.  When the role play is completed, the trio should spend 5–7 minutes debriefing, using the following questions:
· What did the healthcare provider do to tailor the session to a young person? 

· Did the “client” feel heard or supported? 

· If you could do the session over, what would you change?

9. Throughout the role plays, wander from group to group to ensure they keep to time (remain focused on the exercise purpose), understand the exercise and are using the correct tools.  The groups are also likely to need support with the de-briefing questions and keeping to time during the debriefings. 

	Debriefing 
	Bring the groups together.  Ask participants to consider the following questions:

· During your group discussions, what made your counselling sessions “sensitive” to the needs of adolescent girls?

· How else can we do to ensure a counselling session considers the sexual and reproductive health needs of adolescent girls?

· What other sources of information and support can be provided to adolescents (perhaps by referral)?

· What other thought do you have about this role play?

Record reactions and experiences on the flipchart and summarise the discussion.


Scenarios 

Scenario 1: 

· Client: You are a 19-year old woman who is 11 weeks pregnant. You don’t want to have a child yet, and you have asked for your pregnancy to be terminated. Physicians have given their consent to the termination (abortion is lawful in this scenario) on condition that you accept to be sterilised. You feel that you have no other choice but to accept the moralist attitude of the health staff with regard to the fact that an HIV-infected woman could become pregnant. 

· Healthcare provider: A 19-year old pregnant woman has come to see you. She looks nervous and disturbed. Your task is to make her feel at ease so she could open up and tell you her concerns.

Scenario 2: 

· Client: You are a 14-year-old girl. You only know your school and local community. You are not allowed out because it is considered too dangerous for an adolescent girl to be out unchaperoned. You are concerned about HIV/STIs because a lot of your friends at school are talking about them. You don’t know what to ask for at the clinic. You can’t assert your rights because you do not know what your rights are. You don’t know your HIV status and are concerned that you may be HIV-positive because you did not use a condom when you had sex recently with your boyfriend. You have come to see your doctor about getting an HIV test, but you are too scared to ask.

· Healthcare provider: A 14-year-old girl has come to see you. She seems nervous and scared. Your task is to find out why she has come to see you and address her concerns.
Scenario 3: 

· Client:  You are a 16-year old HIV-infected woman who had an IUCD inserted 6 months ago, despite the fact that you were advised against the IUCD as you do not live permanently with your sex partner. You return to the clinic today because of lower belly pains, you fear you have contracted an STI.  After crosschecking your medical records and finding out that you have HIV, the healthcare provider says, “Oh! She’s infected! People infected with HIV should not use IUCD”. 

· Healthcare provider:  A 16-year old woman comes to see you complaining about pains in her lower belly. Your duty is to find out why she has come to see you and to address her worries.  

Module key points 

	[image: image81.png]



	Trainer Instructions

Slides 119–124
	[image: image82.png]



	Section Time

10 minutes

	Step 16:
	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 16 Key Points

· Family planning counselling helps a client decide if he or she wants to use contraception, choose a method that is appropriate, understand how to correctly use the method of her or his choice.

· Family planning counselling is structured around the REDI framework; healthcare providers use listening and learning skills to encourage clients to discuss their needs, support decision making and explore barriers to implementation. 

· The objectives of the family planning physical examination are to find out if a client is pregnant, if there are conditions requiring precautions for the use of a particular method, and if there are specific conditions requiring further check-up, regular treatment or follow-up. 

· The integration of services involves offering family planning and MNCH Services—including HIV prevention, care and treatment—at the same facility, with the provider of each service actively encouraging clients to consider using the other service or services during the same visit.  
· Successful integration of services depends on well-trained staff to bring up sensitive health issues, such as family planning or HIV testing, during routine care.  PMTCT has been successfully integrated into antenatal care; similarly, family planning can be successfully integrated into a wide range of MNCH Services and in other health settings.
· Adolescents are different from adults: they have different needs because of their physical and psychological stage in life, they also tend to be less well-informed and require more information.  As such they need services that are tailored to their needs.  Because of the dearth of services designed to meet the needs of young people, adolescents face many barriers in accessing sexual and reproductive health services. 
· Youth friendly services have specially trained staff that respect youth and ensure they have sufficient time during visits.  Youth-friendly services are affordable, include a wide range of services at one venue, have support groups and peer educators and welcome both male and female clients.

· There are many ways that the physical exam can less stressful for the adolescent client: the healthcare provider can reassure the client that services are confidential and non-judgmental.  The healthcare provider should regularly explain what he or she is doing and why and establish a good rapport with the young client.  
· In general, adolescents can safely use any contraceptive method.  But they tend to be less tolerant of side effects and some find regular pill-taking difficult.  The IUCD is probably not an appropriate choice for an adolescent who has never given birth and sterilisation/vasectomy is not recommended as it may later be regretted.



Appendix 1:  Family Planning Choices Poster
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Appendix 2:  Family Planning Client Poster
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Appendix 3:  Barriers to Services for Youth, Abena’s Story
My name is Abena. I am 16 years old. I live 5 km from here and normally sell small snacks on the roadside to earn money for my mother and younger siblings. It was not easy for me to have the time to go to the clinic. I went because I have a boyfriend and I don't want to become pregnant. Some of the girls that I sell with have become pregnant and I see how hard their lives are with a small child and no husband. I had heard that you could take some pills to prevent pregnancy so I wanted to find out if it was true.

I went to the clinic early in the morning because I needed to get back so I could sell something before the day ended. When I arrived there were several women waiting outside with small children. They kept looking at me and whispering. One of the older women asked me why I was there since the clinic only served women who were older with children and a husband. She told me this was no place for a "small girl" like myself.

	(Tear off about 1/9th of the A4 “MOTIVATION” sign and discard the small piece)


The staff was late to arrive. I sat there for over an hour waiting for the front doors of the

clinic to open. 
	(Tear off another small piece of the “MOTIVATION” sign and discard the small piece)


Once I was inside I wondered how I could talk with the nurse. I finally got up enough courage to speak to the woman behind the table with a sign saying "Reception". When I approached, her face became hard. She asked me why I was here and that I should be in school. When I explained that I wanted to talk with a nurse, she questioned me. I was too embarrassed to tell her why I was here. She then told me that the morning hours were for antenatal and MNCH Services only and that I would have to come back later in the day. When I asked her what time, she just shrugged her shoulders and ignored me…

	(Tear off another small piece of the “MOTIVATION” sign and discard the small piece)

Hold the sign in front of you so everyone can see it; about 2/3rds of it will be left.


…so I had sat down under a tree for 4 hours. It was very hot out and I was hungry and thirsty. When I asked the receptionist if I could see the nurse, she told me that the nurses had taken a break for lunch. They would be back in an hour. The receptionist was very unfriendly and I could tell she didn't think I should be there.

	(Tear off another small piece of the “MOTIVATION” sign and discard the small piece)


After an hour, the nurses came back. I was told that I could go in and speak with one of them. She instructed me to the exam area. When I went to the exam room, the nurse looked angry. She asked me why I was here. I told her that I didn't want to be pregnant and I had heard there were some pills to take. She told me that if I didn't want to become pregnant then I shouldn't have sex. I should be in school or helping out at home not running around with boys.

	(Tear off another small piece of the “MOTIVATION” sign and discard the small piece)


I explained that I wasn't running around with boys and that I only had one boyfriend. The way she was looking at me, I could tell that she thought I was loose. She told me that before I could use the pill, I would need to have an exam and that she didn't have time today. I would have to come back on Friday. 
	(Tear off another small piece of the “MOTIVATION” sign and discard the small piece)

Hold the sign in front of you so everyone can see it; about 1/3rd of the original sign will be left.


On the way home, I questioned whether I should return. I didn't want to become pregnant, but I also felt like the nurse thought I was a bad person and I wasn't sure I could lose another day of work. I decided I would go one last time. Friday finally came. This time I arrived later at the clinic. After I entered, I went to the receptionist. It was the same person as last time. She asked me why I was here. When I told her I was here for an exam and to get the pill, she said in a very loud voice "you are here for family planning." I could feel the eyes of the other women in the waiting room staring at my back. I was so embarrassed. 
	(Tear off another small piece of the “MOTIVATION” sign and discard the small piece)


The receptionist told me to go back to the exam room. When the nurse came she told me to undress. She didn't give me anything to cover up with. I was a bit frightened looking at the equipment. She told me to put my feet in the stirrups. I didn't know what she was going to do. The next thing I knew she was putting something cold and hard in my vagina. I felt very panicked. Just then, there was a quick knock on the door and then this other nurse entered. She started to ask questions about another patient. The whole time the 2 nurses were talking, the door was ajar. I wanted to die of shame. 
	(Tear off another small piece of the “MOTIVATION” sign and discard the small piece)


After the exam the nurse gave me a packet of pills and told me to take one a day at the same time of day. She mentioned something called "side effects" but I didn't understand what she meant. She told me to come back when I have 2 or 3 pills left. I left and started taking these pills every morning. It isn't easy, sometimes I feel nausea and I don't know if I can keep taking them. I don't know how I am going to get back to the clinic and the thought of seeing the nurse again makes me think that perhaps I should just forget about taking these pills and pray to God that I don't get pregnant.

	(Discard the final remaining piece of the “MOTIVATION” sign)


From: Pathfinder International.  January 2002; Revised March 2004.  Comprehensive Reproductive Health and Family Planning Training Curriculum, “MODULE 16: Reproductive Health Services for Adolescents”.  Downloaded 22 August 2013 from: http://www.pathfinder.org/publications-tools/Module-16-Reproductive-Health-Services-for-Adolescents-Training-Curriculum.html

Appendix 4:  Selection guidelines for contraceptive methods

	Contraceptive method effectiveness
	Safety, appropriateness, and special considerations for the adolescent client
	Counselling issues

	Low-Dose Combined

Oral Contraceptives

(COCs)

Typical Use Effectiveness: 6–8 pregnancies per 100 women in first year of use.

Correct and Consistent Use: 0.1 pregnancies per 100 women in the first year of use.
	Yes, low-dose COCs are appropriate and safe for adolescents. Many adolescents choose a COC because of low failure rate, the relief from dysmenorrhea, and the ease of using a method that is not directly related to intercourse. COCs may be used in sexually active adolescents before onset of menses. Selection of a particular COC depends on cost, availability, and the needs of the client. Some pills are more oestrogen dominant and others are more progestin dominant. A COC with more progestin is helpful in adolescent clients with dysmenorrhea, hypermenorrhea, previous breakthrough bleeding, and/or dysfunctional uterine bleeding. A client with previous nausea or vomiting on COCs may benefit from using a very low-dose oestrogen pill with 20 mcg ethinyl estradiol. COCs may be beneficial for adolescents who have Premenstrual Syndrome (PMS), endometriosis, acne, or for adolescents with hypoestrogenism due to eating disorders and excessive exercise.

Failure rates are higher for adolescents than for all other ages. Failure to take pills regularly is often due to lack of knowledge or confusion about pill taking. Providers should encourage condom use in addition to COCs for STI/HIV protection. Help adolescents figure out where to keep pills and how to remember to take them at the same time daily by linking pill taking to a routine activity such as brushing teeth. 
COCs are available in 21-day or 28-day packages. Most adolescents do better using the 28-day pill because it is easier to remember taking a pill every day rather than stopping for 7 days. Discuss when to start taking the pill carefully with adolescents so that you both are clear about when she began taking the pills. This will make it easier to determine later whether the pills are being taken correctly. 
	· The most important counselling issue with adolescents is to make sure they understand the necessity of taking pills correctly.

· Show the client the pill packet and explain how to take the pills. The client should:

· Take the first pill on the first day of her period or on any of the next 4 days.

· Take one pill every day, at the same time of day.

· After finishing one packet, take the first pill in the next packet on the next day if the client has a 28-day packet. If the client has a 21-day packet, she should wait 7 days and then begin the next packet.

· Explain to the client that if she forgets to take her pills, she may become pregnant. If she forgets to take her pills, she should do the following:

· If she misses one pill, the client should take it as soon as she remembers. Take the next one at the regular time.

· If she misses 2 pills, the client should take 2 pills as soon as she remembers. She should take 2 pills the next day, and use a backup method for the next week. The client should finish the packet normally.

· If she misses more than 2 pills, the client should throw away the packet, and start a new one, and use a back-up method for the next week.

· Review possible side effects. Side effects, especially breakthrough bleeding, are common in the first few cycles. Occasionally, women may experience nausea, weight gain, breast tenderness, headaches, unexpected bleeding or spotting, depression, or dizziness. These side effects usually settle over time. Encourage the adolescent to persevere and return if the side effects remain troublesome.

· Review the reasons why she should return to the care provider:

· Chest pain or shortness of breath.

· Severe headaches (with blurred vision).

· Swelling or severe pain in one leg.

· Tell the client to return anytime she has a problem and in time for re-supply. 
· Have the client repeat this information.

	Progestin-Only Pills

(POPs)

Typical Use Effectiveness for Breastfeeding Women:

1 pregnancy per 100 women in first year of use. 
Typical Use Effectiveness for Non-Breastfeeding Women: 5 pregnancies per 100 women in first year of use. 
Correct and Consistent Use: 0.5 pregnancies per 100 women in the first year of use.
	Yes, POPs are appropriate and safe for adolescents. But, POPs must be taken daily at approximately the same time every day to be effective in preventing pregnancy because the progestin levels in the blood peak about 2 hours after they are taken and then rapidly decline. If a client is 3 hours late taking the pill, she should use a back-up form of contraception. POPs may not be the best choice for adolescents who cannot remember to take POPs at the same time every day. POPs are a choice for adolescents who cannot tolerate the oestrogen in COCs or have a medical contraindication to the use of COCs. If a client is switching from a COC to a POP, they should start taking the POP at the end of the active 21 COC tablets. Because POPs do not protect against STIs/HIV, providers should encourage condom use in addition to POPs. 
	· Show the client the pill packet and explain how to take the pills. She should:

· Take the first pill on the first day of her period or on any of the next 4 days.

· Take one pill every day, at the same time of day.

· Take the pills non-stop, from one packet to another.

· Do not miss a day.

Explain what the client should do if she misses taking one POP:

· Take it as soon as she remembers.

· Continue taking the next pill at the usual time and use a back up method for the next 7 days.

· Then continue taking the pills as usual.

· Explain what the client should do if she misses 2 or more POPs. She should:

· Take 2 pills as soon as she remembers.

· Take 2 pills on the next day.

· Use a backup method for the next 7 days.

· Then continue taking the pills as usual.

· Review possible side effects. Women not breastfeeding may have a change in menstrual periods. Most breastfeeding women have no side effects. Occasionally, women may experience breast tenderness or headaches.

· Review the reasons why she should return to the care provider:

· If she thinks she might be pregnant.

· If she has abdominal pain, breast tenderness, or fainting.

· Tell the client to return anytime she has any worries or a problem and in time for resupply.

· Have the client repeat this information.

	Depo-Provera (DMPA) Injectable Contraceptive

Typical Use Effectiveness: 0.3 pregnancies per 100 women in first year of use.

Correct and Consistent Use: 0.3 pregnancies per 100 women in the first year of use.
	Yes, DMPA is safe and appropriate for adolescents. It is a good method for adolescents who have difficulty remembering when to take COCs/POPs. Since it may be difficult for adolescents to remember to return at regular intervals it may be helpful to use a reminder system that encourages clients to return 12 weeks after the previous injection. This allows for a 2 week "grace period" where the injection can still be given up to 14 weeks without fear of pregnancy. DMPA does not protect against STIs/HIV; therefore providers should encourage condom use as well.
	· Show the client the vial of DMPA.

· Explain the use of DMPA.

· DMPA is given by injection every 3 months.

· The client should never be more than 2 weeks she may not be able to come at the appointed time, she may come up to 4 weeks early.

· The injection will take effect immediately if it is given between day one and day 7 of her menstrual cycle.

· If the injection is given after day 7 of her cycle, a back-up method should be used for 24 hours.

· Review possible side effects. Most women initially experience irregular spotting or prolonged light to moderate bleeding. Later bleeding is likely to be lighter, less frequent, or stop altogether. Some women also experience weight gain or headaches.

· Review the reasons why she should return to the care provider:

· Heavy vaginal bleeding.

· Excessive weight gain.

· Headaches.

· Tell the client to return anytime she has a problem and in time for her next injection.

· Have the client repeat this information.

	Norplant Implants

Effectiveness: 0.1 pregnancies per 100 women in the first year of use. Over 5 years, 1.6 women.

Correct and Consistent Use: 0.1 pregnancies per 100 women in the first year of use. Over 5 years, 1.6 pregnancies per 100 women.
	Yes, Norplant is safe and appropriate for adolescents. The main reason for discontinuation of Norplant is menstrual problems, especially irregular bleeding. Counselling is essential because adolescents must be prepared for irregular bleeding and must make plans about how they and their partner will react to the irregular bleeding. Although the overall days of bleeding may increase, the total blood loss is often less and rarely results in anaemia. After removal of Norplant, fertility returns rapidly. Studies done on Norplant use by adolescents found side effects similar to those of older women and similar continuation rates. Continuation rates for adolescents using Norplant were higher than those for adolescents using Pills or DMPA. Adolescents who select this method are most likely to want 3–5 years of contraceptive protection, have often experienced failure of other methods, can tolerate a small surgical procedure, and have access to services. Adolescents may be concerned about the Norplant rods being visible under the skin. They are afraid others may see them and know they are sexually active. Programs must ensure that adolescents have access to services to remove Norplant whenever an adolescent needs or wants removal. Norplant does not protect against STIs/HIV, therefore providers should encourage condom use as well. 
	· Show the client the Norplant rods.

· Explain how Norplant works and how it is used.

· When the Norplant rods are inserted the client should:

· Keep the insertion area dry for 4 days. She can take the gauze off after 2 days and the adhesive bandage after 5 days.

· Her arm may be sore for a few days. There might be some bruising or swelling.

· Return to the clinic if she has any concerns.

· If possible, give the client a card that tells her the date of Norplant insertion, where to go if she has questions or problems and when she should have Norplant removed.

· Give advice on common side effects such as weight gain, skin disorders, and changes in menstrual bleeding including spotting, bleeding between periods, or amenorrhea. Explain that some of these are common and not harmful.

· Describe symptoms of serious problems that require medical attention. Explain that she should return to the clinic if she thinks she might be pregnant, has severe pain in her lower abdomen, infection at the insertion site, very heavy menstrual bleeding (twice as much or twice as long as usual), very bad headaches that start or become worse after she begins using Norplant, or if skin or eyes become unusually yellow.

· It is especially important for adolescents that there are facilities where subdermal implants can be removed whenever the client requests.

	IUCDs (TCu 380A)

Typical Use Effectiveness: 0.8 pregnancies per 100 women in the first year of use.

Correct and Consistent Use: 0.6 pregnancies per 100 women in the first year of use.
	Yes, IUCDs are appropriate for adolescents in stable, mutually monogamous relationships. Women under the age of 20 who have not given birth appear to have greater risks for expulsions and painful menses. Careful screening for STIs before insertion is important. Where STI incidence is high among adolescents other contraceptives that have a protective effect against STIs may be a better option.
	· Show the client the IUCD and explain how it is inserted.

· Explain to the client how to check for the strings.

· Review possible side effects. Side effects of IUCD use may include: cramping and some pain during and immediately after insertion, heavier and longer menstrual flow for the first few months, increased vaginal discharge, and possible infection. Heavier and longer bleeding is normal and expected, especially in the first few months. Bleeding usually decreases during the first and second years of IUCD use.

· Explain the warning signs of potential complications:

· Abnormal bleeding
· Abnormal discharge
· Pain (abdominal or pain with intercourse)
· Fever
· Strings missing, shorter, or longer.

· Tell the client to return any time she has a problem.

· Remind her that the IUCD can stay in for up to 10 years.

· Have the client repeat this information.

	Condoms

Typical Use Effectiveness: 14 pregnancies per 100 women in the first year of use.

Correct and Consistent Use: 3 pregnancies per 100 women in the first year of use. Adolescents who use condoms correctly every time can reduce their risk of STIs to a very low level.
	Yes, condoms are safe and appropriate for adolescents. Because they are available without a prescription and provide protection against STIs/HIV, they are a good method for adolescents. Behaviour change towards condom use among adolescents requires skill development and practice in learning how to use condoms correctly, empowering female adolescents, overcoming cultural barriers, and peer support. Adolescent girls frequently are not assertive about the use of condoms when their partner rejects the idea. Providers should give adolescents ideas about how to negotiate condom use. Cultural barriers and the realistic extent of possible change need to be understood. Condoms provide significant protection against STIs/HIV. Condoms may be lubricated or unlubricated. In most areas of the world lubricated condoms are preferred by most adolescents.
	· Show the client the condom and explain how to use it. She should:

· Open the package carefully so the condom doesn't tear.

· Not unroll the condom before putting it on. Place the unrolled condom on the tip of the hard penis.

· Hold the tip of the condom with the thumb and forefinger.

· Unroll the condom until it covers the penis.

· Leave enough space at the tip of the condom for the semen.

· After ejaculation, hold the rim of the condom and pull the penis out of the vagina before it becomes soft.

· Explain about the care of condoms.

· Don't apply oil-based lubricants (like baby oil, cooking oil, petroleum jelly/Vaseline, or cold cream) because they can destroy the condom. It is safe to use contraceptive foam or jelly, clean water, saliva, or water-based lubricants.

· Store condoms in a cool, dry place. Don't carry them near the body because heat can destroy them.

· Use each condom only once.

· Don't use a condom if the package is broken or if the condom is dry or sticky or the colour has changed.

· Take care to dispose of used condoms properly.

· Review possible side effects. Most men and women have no side effects. Occasionally men or women can be allergic to condoms or spermicides. If itching, burning, or swelling develop, the client(s) should return to the clinic to discuss another method.

· Tell the client to return to the clinic:

· Any time there is a problem.

· In time for re-supply.

· If either partner is unhappy with the method.

· If either partner thinks she or he may have been exposed to an STI.

· Have the client repeat the instructions.

	Female Barrier Methods

Typical Use Effectiveness:

Spermicides 26 pregnancies per 100 women in the first year of use. Diaphragm: 20 per 100. Cervical cap for women who have not had children: 20 per 100. Cervical cap for women who have children: 40 per 100. Female condom: 21 per 100 women. 
Correct and Consistent Use: Spermicides 6 per 100. Diaphragm: 6 per 100. Cervical cap for women who have not had children: 9 per 100. Cervical cap for women who have children: 26 per 100. Female Condom: 5 per 100 women.
	Female barrier methods are appropriate methods for adolescents, but they do require a high level of motivation for correct and consistent use. Use is related to intercourse and some adolescents find this inconvenient or feel it interferes with sexual pleasure. Supplies may be difficult to keep private. Barrier methods provide some protection against STIs. The female condom is highly effective for protection against STIs/HIV. It should be noted that research has shown that spermicides facilitate HIV transmission and therefore should not be promoted in high HIV prevalence countries or if the young woman is at risk.
	· Show the client the vaginal method and explain how to use it.

· If she chooses a diaphragm or cervical cap, arrange for proper fitting and placement by a specially trained provider.

· Give her plenty of spermicides and plan for a return visit for more.

· Encourage her to come back to the clinic any time she has questions.

· Explain how to use the method (all vaginal methods must be used each time each time she has intercourse). 
Spermicides

Inserting any spermicide:

· Insert the spermicide in the vagina before each act of intercourse.

· Don't douche for at least 6 hours after intercourse.

Foam or cream:

· Insert any time less than one hour before sex (if using foam, shake the foam before filling applicator).

· Squeeze foam or cream from the can or tube into a plastic applicator.

· Insert the applicator deep into the vagina and push the plunger.

Tablets, Suppositories, Film

· Less than one hour but more than 10 minutes before sex, insert the tablet, suppository or film deep into the vagina with the applicator of fingers.

· Film must be folded in half and inserted with dry fingers near the cervix, or else the film will stick to the finger and not the cervix.

Diaphragm

Inserting:

· Hold the diaphragm with the dome down (spermicide in the dome).

· Squeeze about a tablespoon of spermicidal cream or jelly into the cup of the diaphragm and around the rim.

· Press opposite sides of the rim together so that the diaphragm folds and insert the folded diaphragm back along the back wall of the vagina as far as it will go. Tuck the front rim along the roof of the vagina behind the pubic bone.

· After intercourse, leave the diaphragm in place for at least 6 hours. If you have intercourse within the 6 hours, don't remove the diaphragm, but add more spermicide.

Removing the diaphragm:

· Leave the diaphragm in for more than 6 hours, but less than 24.

· Insert your index finger behind the rim of the diaphragm and pull down and out.

· Wash the diaphragm with mild soap and water.

· Store dry in a clean, cool place.

Female Condom

Inserting:

· Remove the female condom from the package and rub it between 2 fingers to be sure the lubricant is spread evenly. Add more lubrication if needed.

· Squeeze the inner ring of the condom between your thumb and middle finger, and insert the inner ring as far as it will go into your vagina. The ring at the outer lip of the vagina. Be sure the condom is not twisted.

· Guide the penis into the female condom to be sure the penis does not enter the vagina outside of the condom’s sheath.

· Remove and insert a new female condom if:

· The condom rips or tears during insertion or tears during use.

· The outer ring is pushed inside.

· The penis enters outside the pouch.

· The condom bunches inside the vagina.

· You have sex again.

Removing the female condom:

· Remove the female condom lying down to avoid spillage.

· Throw the female condom away. Do not reuse it.

	Lactational Amenorrhea Method (LAM)

Typical Use Effectiveness: 2 pregnancies per 100 women in the first 6 months after childbirth.

Correct and Consistent Use: 0.5 pregnancies per 100 women in the first 6 months after childbirth.
	Yes, LAM is appropriate for any young woman who is under 6 months postpartum, fully or nearly fully breastfeeding, and amenorrheic. This method may be difficult for adolescents unless they have a stable lifestyle that is conducive to frequent breastfeeding. The LAM method does not provide protection against STIs/HIV; therefore providers should encourage condom use as well.
	· Ask the client these 3 important questions:

· Have your menses returned?

· Are you regularly giving the baby much other food besides breast milk or allowing long periods without breastfeeding, either day or night?

· Is your baby more than 6 months old?

· If the answer to all of these questions is “no,” then the client can use LAM. Her chance of pregnancy is only 1% to 2% but she can also choose a complimentary form of family planning at any time. It is important to remember that if the answer to any of the questions is “yes,” then she is at risk of getting pregnant and needs another method of family planning if she doesn't want to become pregnant. 
· Breastfeeding is most effective if the client does the following:

· Breastfeeds on demand, day and night.

· Feeds from both breasts.

· Avoids intervals of more than 4 hours between any daytime feeds and more than 6 hours between any night time feeds.

· Breastfeeds fully or nearly fully for about 6 months.

· When introducing supplemental feeds, breastfeeds first and then give the feed.

· Doesn't use pacifiers, nipples, or bottles.

· Expresses breast milk if separated from the baby.

· Tries to eat healthy foods and drink plenty of water.

· Continues breastfeeding as long as possible (2 years or beyond).

· It isn't necessary to give the baby water or teas. However, if the baby seems thirsty she should drink more water.

· The client must stop using LAM as her only form of contraception if:

· Her baby reaches 6 months of age.

· She is having menstrual bleeding.

· She begins giving the baby supplemental foods.

	Male Sterilisation Vasectomy Sterilisation: 
Typical Use Effectiveness: 0.15 pregnancies caused per 100 men in the first year after the procedure. 

Correct and Consistent Use. Correct use means using condoms or another effective family planning method consistently for the first 20 ejaculations or for 3 months after the procedure.
	While there is no medical reason to deny sterilisation, it is generally not recommended for people at the beginning of their childbearing years. However, there may be mitigating circumstances, such as HIV or the presence of some genetic diseases, where youth may wish to discuss sterilisation. Low parity and young age are risk factors for regret. Vasectomy does not provide protection against STIs/HIV.
	· Discuss the client's decision to be sterilised. How long has he considered it? Has he discussed it with his wife or partner? How would he feel if circumstances change in his life such as divorce or death of a child or spouse? Does he understand that the method is permanent? 

· Give the client instructions before the procedure. He should:

· Eat a light breakfast the morning of the procedure.

· Bathe the day of the surgery and wear clean clothes.

· Empty bowels the morning of surgery and urinate just before the procedure.

· Ask someone to accompany client home after the procedure.

· Give the client instructions after the procedure. He should:

· Rest for 1–2 days.

· Not lift anything heavy or do heavy work for one week after the procedure.

· Take all of the medicine given at the clinic.

· Keep the incision clean and dry.

· May bathe after 24 hours.

· May notice bruising in the area of the stitches, this is normal.

· The stitches will dissolve and don't have to be removed (Note: These instructions must be sutures at all).

· Avoid intercourse for 2–3 days and then use condoms for 20 ejaculations.

· Review possible side effects. Return immediately to the doctor or clinic if there is fever, bleeding, or pus from the incision, dizziness, excessive scrotal pain which persists or gets worse, or excessive swelling of the scrotum.

Note: If semen analysis is available, offer to have sperm analyzed after 15–20 ejaculations.

	Female Sterilisation
Typical Use Effectiveness: In the first year after the procedure: 0.5 pregnancies per 100 women (1 in every 200 women). Within 10 years after the procedure: 1.8 pregnancies per 100 women (1 in every 55 women). Effectiveness depends partly on how the tubes are blocked, but all pregnancy rates are low. 
Correct and Consistent Use: In the first year after the procedure: 0.5 pregnancies per 100 women (1 in every 200 women). Within 10 years after the procedure: 1.8 pregnancies per 100 women (1 in every 55 women).
	While there is no medical reason to deny sterilisation, it is generally not recommended for people at the beginning of their childbearing years. However, there may be mitigating circumstances, such as HIV or the presence of some genetic diseases, where youth may wish to discuss sterilisation. Low parity and young age are risk factors for regret. Sterilisation does not provide protection against STIs/HIV.
	· Discuss the client's decision to be sterilised. How long has she considered it? Has she discussed it with her husband or partner? How would she feel if circumstances change in her life, such as divorce or death of a child or spouse? Does she understand that the method is permanent?

· Give the client instructions before the procedure.

· She should:

· Not eat or drink anything after midnight the night before the surgery.

· Bathe the day of surgery and wear clean clothes.

· Ask someone to bring her home after the procedure.

· Ask a friend or family member to care for her children, if applicable.

· Not wear jewellery, nail polish, or hairpins.

· Give the client instructions after the procedure.

· She should:

· Rest for 1–2 days.

· Not lift anything heavy or do heavy work for one week after the procedure.

· Keep the incision clean and dry.

· May bathe after 24 hours.

· Expect to feel a little pain in the lower abdomen.

· May notice bruising or discoloration in the area of the procedure, this is normal.

· Return to the clinic in one week to have the stitches removed (Note: The instructions should be modified where absorbable sutures are used).

· Review possible side effects. Return immediately to the clinic if client experiences fever, bleeding, pus from the incision, or abdominal pain that doesn't go away or gets worse.

	Emergency Contraceptive Pills (ECPs)

The LNG-only regimen reduces the risk of pregnancy by about 85% after a single act of intercourse.

The Yuzpe regimen reduces the risk by about 74%.
	Emergency contraceptive pills should be available to adolescents who have unprotected sex. The earlier ECPs are taken after unprotected sex, the greater the chances are that they will be effective. ECPs can be provided in advance to adolescents, but they should be counselled that ECPs are for emergency use only. ECPs do not provide protection against STIs/HIV.
	· Show the client the pills and explain how to use them. She should:

· Swallow the first dose as soon as convenient, but no later than 72 hours after having unprotected sex.

· Swallow the second dose 12 hours after the first dose. Important: if more than 72 hours have passed since client had unprotected sex do not use ECPs.

· If client vomits within 2 hours of taking a dose, she should take 2 tablets as soon as possible. If the vomiting occurs after the first dose, client will still need to take a second dose 12 hours later (provider can give client extra pills). To reduce nausea, take the tablets after eating or before bed.

· Instruct the client not to take any extra emergency contraceptive pills unless vomiting occurs. More pills will not decrease the risk of pregnancy further.

· Important: If more than 72 hours have passed since client had unprotected sex, do not use ECPs. 

· Review possible side effects. ECPs often cause temporary side effects such as nausea and vomiting. Sometimes they can cause headaches, dizziness, cramping, or breast tenderness. These side effects generally do not last more than 24 hours. 
· Review what to expect after using ECPs. Women will not see any immediate signs showing whether the ECPs worked. The menstrual period should come on time (or a few days early or late). Tell the client that if her period is more than a week later than expected, or if she has any cause for concern, she should return to the clinic. 
· Instruct the client to return to the clinic when she has her period if she wishes to use a contraceptive method to prevent future pregnancies. 
· Have the client repeat this information.

	Abstinence

Effectiveness rates are not available.
	Abstinence is appropriate for young people who have not yet begun sexual activity, as well as those who are already sexually experienced. There may be emotional or social advantages to delaying sexual intercourse until youth are older, more mature, or married. Abstinence provides protection against some, but not all, STIs. 
	· Pregnancy will not occur if close contact between the penis and vagina does not take place. The risk of some (but not all) STIs, including HIV, is avoided if youth do not engage in vaginal, anal, or oral sex. Intimate skin to skin genital contact may transmit some STIs, including herpes, genital warts and syphilis.

· Discuss ways to handle peer and partner pressure to engage in sexual activity.
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