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PREFACE

It is increasingly clear that family planning (F®Ips save women's and children's lives. Family
planning:

» prevents untimely and unintended pregnancies;
» reduces women's exposure to the health risks affemmhildbirth and abortion; and
» reduces the risks associated with pregnanciestbatarly, closely spaced, late or high parity.

All couples and individuals have the right to decfceely and responsibly the number and spacing of
their children and to have access to the informagalucation, and the means to do so.

Easy access to FP information and improved pravisfeservices must continue to be supported and
integrated with efforts to promote antenatal careourage breastfeeding and increase use of ataéhh
services. In countries where unsafe abortion isnaom access to family planning services is everemor
importar?t because increased use of contraceptioprearent the pregnancies that may lead to unsafe
abortior.

As part of international efforts to achieve thelbfinium Development Goals of reducing child motyali
and improving maternal health, and to reduce ummeet for contraception, the Extending Service
Delivery (ESD) Project, in collaboration with USAENd local partners in the field, is addressing
reproductive health and family planning (RH/FP)deeat the community level. A key project activity
focuses on strengthening the ability of health wosko reach women, men, and communities with
information, education and counseling on the heatith social benefits of Healthy Timing and Spaahg
Pregnancy (HTSP) through the use of RH/FP services.

The Extending Service Delivery (ESD) project has deelopedHealthy Timing and Spacing of
Pregnancy: A Trainer's Reference Guidis a resource for trainers in developing in-servic&raining

for facility-based healthcare providers and commurtly health workers (CHWSs) who already have
some basic experience with and understanding of RAP. This is not a training manual, but a
reference guide which can be used and adaptecimgits based on whether or not trainees are are
facility-based or community-based. HTSP trainingl emable providers to disseminate up-to-date and
correct information and education on the healthsoual benefits of HTSP as part of RH/FP coungelin
and other health services. This information cap m&men better use FP to delay, space or limit thei
pregnancies, within a context of informed contraisepchoice.

Data show higher rates of maternal and/or infadt@arinatal mortality and morbidity when a pregnanc
following a live birth is spaced by less than tweays or more than five years. The data show aaimil
effect when a pregnancy occurs less than six maftbsan induced or spontaneous abortion. Thetse da
were compiled and analyzed by USAID-supported mebeas Agustin Conde-Agudelo, José Belizan,
Shea Rutstein, Julie DaVanzo and Bao-Ping Zhudditian to focus group discussions commissioned by
the CATALYST Consortiurhon pregnancy spacing. Findings were discusseddayal of 30 technical
experts in 2005, and the recommendations fromtéleisnical consultation were published in a World
Health Organization (WHO) 2006 Policy Brief on Bispacing

1 ESD does not provide nor advocate for abortionisesv

2 The CATALYST Consortium (2000-2005) was a globaroeluctive health activity initiated in Septemb80@ by the Center for Population,
Health, and Nutrition, Bureau for Global Programthe U.S. Agency for International Development AS). The Consortium was a
partnership of five organizations: the AcademyHducational Development (AED), Centre for Developtrend Population Activities
(CEDPA), Meridian Group International, Inc., Pattdféer International and PROFAMILIA/Colombia.

3 World Health Organization. 200Bolicy Brief on Birth Spacing — Report from a Wardalth Organization Technical ConsultatioWNHO
Department of Reproductive Health and ResearctDapartment of Making Pregnancy Safe.
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Using this information, as well as materials pragthby a number of USAID cooperating agencies,
including ACCESS-FP, JHPIEGO, Family Health Intéiovaal (FHI), and Pathfinder International, this
Reference Guide will facilitate the integrationtdf SP research findings and recommendations into
health programs and services, which will improvézattion of RH/FP services.
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Section 1:
Introduction and Overview

Multiple studies have shown that adverse matemehlpgerinatal
outcomes are associated with early, late, clogsyged, and high parity
pregnancies. Improved use of family planning taueasiealthy timing
and spacing of pregnancy can significantly imprtheshealth of
mothers and babies.

FromHTSP: A Reference Guidler Trainers



1 INTRODUCTION AND OVERVIEW

Healthy Timing and Spacing of Pregnancy: ResearchdaRecommendations

Healthy Timing and Spacing of Pregnancy (HTSPhigngervention that:
* helps women and families delay, space or limitrtheggnancies;
* helps achieve the healthiest outcomes for womembams, infants, and children;
» works within the context of free and informed cawcgptive choice; and
» takes into account fertility intentions and desifahily size.

Over the past few years, the United States Ageoicinternational Development (USAID) has sponsored
a series of studies on preghancy spacing and haatitomes. The research objective was to assess, fr
the best available evidence, the effects of pregynapacing on maternal, newborn and child health
outcomes.

In an effort to consolidate research findings anduggest a way to apply the evidence in programis a
services, in June 2005, the World Health Orgaronai’VHO) convened a panel of 30 technical experts
to review six USAID-sponsored studies on timing apdcing of pregnancy. Based on their review of the
evidence, the technical experts made two recomntiemsato the WHO (below) on pregnancy spacing
following a live birth as well as a spontaneougduced abortion. The technical experts’
recommendations were published by WHO in a rémonti a 2006 Policy Briéf(Note: The Policy Brief
appears in the Annex of this Guide as Handout #1)

Technical Consultation Recommendations to WHO

Preamble

Individuals and couples should consider healthsraakd benefits along with other circumstances asgch
their age, fecundity, fertility aspirations, acces$ealth services, child-rearing support, szl
economic circumstances, and personal preferencaaking choices for the timing of the next
pregnancy.

Recommendation for spacing after a live birth
After a live birth, the recommended interval befateempting the next pregnancy is at least 24 nsoimth
order to reduce the risk of adverse maternal, pirand infant outcomes.

Recommendation for spacing after a miscarriage omduced abortion
After a miscarriage or induced abortion, the recamded minimum interval to next pregnancy is attleas

six months in order to reduce risks of adverse matend perinatal outcomes.
Source: World Health Organization, 2006 Report 8/BO Technical Consultation on Birth Spacirg.

This information should be incorporated into healtlucation, counseling and service delivery for wom
who would like to delay, space or limit their pragiies, within the context of informed contraceptiv
choice, taking into account fertility intentionsdagiesired family size as well as the the social@ntliral
environment.

4 WHO is reviewing the technical experts' recomdations and has requested additional analysegitesglquestions that arose at the 2005
meeting. WHO recommendations will be issued wheir tleview has been completed.

5 World Health Organization. 200Beport of a WHO Technical Consultation on Birth 8pg. WHO Department of Reproductive Health and
Research and Department of Making Pregnancy Safe.

6 World Health Organization. 200Bolicy brief on Birth Spacing — Report from a WoHdalth Organization Technical ConsultatioNHO
Department of Reproductive Health and ResearctDapartment of Making Pregnancy Safe.

7 Ibid.
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This edition of the HTSP Trainer's Reference Gudmrises only on the evidence of the health andakoci
outcomes that are related to too early and toebiagpaced pregnancies. ESD recognizes that other
women (especially women over the age of 35, and pagity women) also face pregnancy-related health
risks. USAID is currently reviewing evidence andtgaing data to better document risk among these tw
populations. Once the review has been completeblappropriate messages have been developed,
USAID will develop and disseminate additional gunde and reference materials, as well as training
tools and other resources.

In the meantime, providers can use this TraineeeRnce Guide to meet the needs of women who are
over the age of 35 and/or high parity (i.e. >5¢sithe guide:

» Discusses all methods of family planning, includiogg acting and permanent methods

* Provides information on assessing fertility intens and desired family size with all clients,
including older women and/or high parity women whay be particularly interested in long-
acting or permanent methods.

ESD hopes that this Trainer's Reference Guidehelp trainers and instructors develop and implement
successful training activities to ensure that HTi8&rmation, education and counseling contribuges t
greater use of HTSP tools and models as commonigeae clinics and communities which will in turn
lead to the increased use of family planning

A Note on the Organization of this Manual

This Trainer's Reference Guide is not a training maual. Rather it is intended as a reference guide
and a resource that trainers can use to incorpbfB&P information into current or planned training
activities as part of pre-service, in-service antcwiing education for health care providers wogkim
maternal child health; reproductive health and faplianning; well-baby and child health programs;
cervical cancer screening programs; HIV preventiame and treatment; immunization programs; malaria
prevention programs; youth services; or men’s sesjiamong others. It can also be used by traamels
programs to build community support for and acaeq#eof delay of first pregnancy and improved
pregnancy spacing practices through increasedfuse.o

To facilitate the trainer’s ability to develop tnaig activities, each section of the manual adér®askey
content area. Section 2 discusses the benefitd 8FPHSection 3 provides up-to-date information Bn F
methods that can be used for HTSP, and Sectionvidas information on how to improve counseling
for FP and HTSP. A suggested training outline axecs training tools are presented in Section 5. An
Annex provides additional background informatioantiouts and a bibliography.

10



Section 2:
Healthy Timing and Spacing of Pregnancy

Healthy Timing and Spacing of Pregnancy (HTSPhis a
intervention to help women and families make aonnmied
decision about the delay of first pregnancy andsthecing or
limiting of subsequent pregnancies to achieve tadthiest
outcomes for women, newborns, infants, and childnetiin

the context of free and informed contraceptive chaaking into
account fertility intentions and desired familyesias well as the
social and cultural contexts.

FromHTSP: A Reference Guide for Trainers
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2

HEALTHY TIMING AND SPACING OF PREGNANCY (HTSP)

What is Healthy Timing and Spacing of Pregnancy?

Healthy Timing and Spacing of Pregnancy (HT SPhisnéervention that:

* helps women and families delay, space or limitrtheggnancies;

* helps achieve the healthiest outcomes for womembams, infants, and children;
» works within the context of free and informed cawstptive choice; and
» takes into account fertility intentions and desifaihily size.

Over the past few years, the United States Ageoicinternational Development (USAID) has sponsored
a series of studies on pregnancy spacing and haaitbmes. The research objective was to assess, fr
the best available evidence, the effects of pregghapacing on maternal, newborn and child health

outcomes.

Research and program experience worldwide inditattethe use of family planning to time the first
pregnancy to age 18, space subsequent pregnaycseast 24 months after a live birth, and limgh
parity birthg is associated with multiple health and social fies#r women, men and their children, as
outlined below in Table 2.1. (Note: This table agmgdan the Annex as Handout #2.)

Table 2.1 Benefits of Healthy Timing and Spacing fonfants and Mothers®

For newborns/infants

For all women

For adolescents

Lower risk of stillbirth.

Infants of adolescent mothers are 1.5
times more likely to die before their
first birthday than infants of older
mothers.

Lower risk of maternal death, ®

Adolescents aged 15 — 19 are
twice as likely to die during
pregnancy or childbirth as
those over 20; girls below the
age of 15 are five times more
likely to die.

Lower risk of neonatal death

Lower incidence of induced abortion ®

Each year, at least 2 million
young women undergo unsafe
abortion

Lower risk of preterm birth

Lower risk of pre-eclampsia )

Adolescents are more likely tg
experience pregnancy and
delivery related complications
such as pre-eclampsia and
fistula

Lower risk of low birth weight.

Lower risk of miscarriage °

Adolescent mothers are more
likely to deliver early or to
deliver low birth weight
babies.

Lower risk of small for gestational age

Lower risk of anemia [

Unmarried adolescents who
give birth may be forced to
marry the father, drop out of
school, become a single
mother or have an unsafe
abortion, leading to multiple
social or health consequences

Increased benefits of extended
breastfeeding

Allows for two years of )
breastfeeding, which is linked with
reduced risk of breast and ovarian
cancer

Delaying early childbearing
saves lives.

8 The evidence on the benefits of limiting fansiyge are being reviewed.
9 DaVanzo, Julie, Lauren Hale, Abdur Razzaque Mizdnur Rahman, “Effects of Interpregnancy Intéasad Outcome of the Preceding
Pregnancy on Pregnancy Outcomes in Matlab, Bansfiet®JOG 2007.
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Most healthy women can use any method of contramefd practice HTSP. It is the role of the health
care provider to inform, educate and counsel woamehcouples on the best options that are avaitable
them. It is important to reiterate, however, thatwen and couples must understand that they caly free
choose whether or not to use an FP method, anthiiyatan freely decide which method they woulé lik
to use. Furthermore, counseling on FP and HTSPdlvousider and respond to the particular needs of
women given her age, marital status, parity anglestd life.

The following Figures (2-1, 2-2, and 2-3) summatize major findings of HTSP research. Although
effective pregnancy spacing is a key positive omeoelated to the use of RH/FP services, few camtr
have established policies and guidelines that ptemaegnancy spacing for the health of mothers and
children, despite evidence that suggests signifisamet need for FP is related to women’s desire to
space their pregnanciés.

The timing of the first pregnancy in women is atd@oncern. The research clearly shows that young
women who become pregnant before the age of 18sfacenber of negative health and social outcomes,
as do their childreff. Pregnancy is the leading cause of death amonggy@omen.Young women aged
15 — 19 are twice as likely to die of pregnancgtedl complications as their peers who are ovewBie
young women under the age of 15 are five times riloety to die. Babies born to teenage women are
more likely to die than those born to women inttf2€s and 30s. The infant mortality rate avera@s 1
deaths per 1,000 births among mothers youngerdZBaocompared with 72-74 deaths per 1,000 births
among mothers 20-29 and 30-3%dolescent pregnancy and birth rates are influetgetthe fact that
young women ages 15 to 19 are less likely to usdemmcontraceptives than women ages 20 to 24.
Lower use may reflect a lack of awareness of fapliyning among women who marry young, societal
expectations about having a first child, and monitéd access to services for adolescents. Progiotin
policies and implementing programs that help yowongen delay their first pregnancy until the age of
18 will have a significant impact on the wellbeisfgyoung women and their babiEs.

(Note: These graphs appear in the Annex as HartBoyt

10 Jansen, 2005

11 McCauley and Salter 1995, Conde-Agudelo etG52

12 http://www.guttmacher.org/pubs/ib_2-02.htmatrieved 3/26/08
13 UNFPA
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Figure 2.1 Improved Pregnancy Spacing is Associatedlith Reduced Infant Deaths

Birth to Pregnancy Interval and Relative Risk
(adjusted odds ratio) for Neonatal and Infant Mortality
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Figure 2.2 Improved Pregnancy Spacing is Associatedlith Reduced Maternal Mortality

Birth to Pregnancy Interval and Relative Risk (adjusted odds ratio)
for Adverse Maternal and Pregnancy Outcomes
(risk for miscarriage is that following a live birth)
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Source: Conde-Agudelo 2005 and DaVanzo et al 2007,

A 24-month, birth-to-pregnancy interval reduces pinevalence of adverse maternal, perinatal, newborn
and infant outcomes associated with too closelgeggpregnancies. Data from developing countries in
Africa, Asia, Latin America, and the Middle Easbsha sharp decline in mortality risk for newbormsi a
infants with increased birth-to-pregnancy intervals
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Figure 2.3 Young Women under the Age of 18 Are at igher Risk for Morbidity and
Mortality*

Risk for Morbidity and Montality by Age
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*While first births always have higher risks, tlisalysis adjusts for parity.

Adolescents aged 15-19 are twice as likely to diend pregnancy and childbirth as those over 20 and
girls under age 15 are five times as likely to ésgnancy is the leading cause of death for young
women aged 15-1Y.

Achieving HTSP Outcomes
HTSP focuses on helping programs and services\acltiieee key outcomes:

(1) Healthy pregnancy spacing of at least 24 moattes a live birth;
(2) Healthy pregnancy spacing of at least six meafler a spontaneous or induced abortion;
(3) Healthy timing of the first pregnancy to atdeage 18 in adolescents.

To help women and couples effectively practice HTI&E following three sets of messages should be
incorporated by health service providers into thfmrmation, education and counseling of clients.
Providers must always keep in mind that the messsigeuld be delivered within the context of infodme
contraceptive choice, fertility intention and dedifamily size.

14 UNFPA (2004) State of the World Population, 20tip://www.unfpa.org/swp/2004/english/ch9/pagéb;taccessed 3/4/08
15



HTSP Messages

For couples who desire a For couples who decide to For adolescents, the
next pregnancy after a live have a child after a messages are:
birth, the messages are: miscarriage or abortion,

the messages are: For your health and

For the health of the your baby’s health, wai
mother and the baby, waif| || For the health of the until you are at least 18
at least 24 months, but nqt[| mother and the baby, years of age, before
more than 5 years, beford| || Wait at least six months I} trying to become
trying to become pregnanfl || before trying to become [l pregnant.
again. pregnant again.

_ _ _ Consider using a famil
Consider using a family Consider using a family [l nlanning method of
planning method of your planning method of your your choice until you
choice during that time choice during that time. |Ill 5re 18 years old.

(Note: These messages appear in the Annex as Hiatdigu

How Can Healthy Timing and Spacing of Pregnancy Qabute to Use of FP?

Family planning programs have made great progrekelping women avoid unintended pregnancies,
and the focus of most family planning programstastly been on decreasing women'’s fertility. Family
planning, however, can significantly contributenping women and couples achieve healthy fertility
and healthy pregnancy outcomes by helping themdoestheir pregnancies, which helps to reduce
maternal and infant morbidity and mortality. Equathportant is the fact that family planning carighe
women plan the size of their families and only htheenumber of children that they want. An emphasis
on healthy fertility may help women and familieskmanore informed decisions and increase the overall
community’s support to use FP for improved timimgl @pacing of pregnancy for healthy pregnancy
outcomes.

Women and couples want to know the safest timetoime pregnantVhen pregnancies occur (i.e., the
timing and spacing of pregnancies) is importantiealthy maternal and child outcomes. HTSP refers t
thetiming of first pregnancies and tlspacingof subsequent ones (following a live birth or afie
miscarriage or abortion), which is achieved by gsin FP method of choice.

The potential benefits of HTSP, however, are ydtedully realized within clinical service deliveand
health education programs. A 2004 assessment afyfatanning and reproductive health services in 18
countries found that most health workers and health managers were unaware of evidence that links
poor maternal and child health outcomes with clposphced pregnanciésHealth care services can do
more to reduce maternal and child health risksuinamproving information, education, counselingl an
service delivery for FP that better addresses ¢eels1of women and couples.

15 Jansen, W. and L. Cobb. 2004. USAID Birthspaéinggrammatic Review: An Assessment of Country-Levegrams, Communications
and Training Materials. Population Technical Assise Project, POPTECH publication No. 2003-154-0%4shington, D.C.
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Short birth-to-pregnancy intervals are common imyneountries where early pregnancy is common and
many second and subsequent births occur soon(sdterFigure 2.3). This is especially true for women
under the age of 29. Many of these young women hawemet need for contraception (ranging from 66
to over 90%) for spacing their next pregnafity.

HTSP and Engaging the Community

At times, men, religious and community leaders, aifiérs may be resistant
to FP—but are committed to ensuring the healthvesittbeing of their
families. ESD’s experience has shown that wherrinéion and education
on the health benefits of HTSP is provided to tlgzgekeepers, former
skeptics become HTSP champions in their communities

The TAHSEEN project in Egypt conducted workshopghwhristian and
Muslim religious leaders on the benefits of HTSPylmung newlyweds,
women and children. Following the workshops, tHigjieus leaders began
incorporating this information into their work witheir communities and
followers. Community members (especially men) laggorted that they werg
reassured by the endorsement of HTSP and FP byréfigious leaders, and
were better able to envision a role for themseaseprotectors of their
families’ health.

Components of HTSP Interventions

There are many opportunities to include informatorhealthy timing and spacing of pregnancy and a
number of health interventions naturally lend thelwess to the inclusion of HTSP information. Such
programs and services include child survival, nialprograms, maternal-neonatal-child health,
HIV/AIDS, prevention of mother to child transmissiPMTCT) of HIV, postabortion care, youth
friendly services, cervical cancer screening, anckplace health programs. There are likely to heiot
services in your community where HTSP can be ireduidhat are not listed here.

To successfully ensure that HTSP information, etioisgaand counseling are made widely available to
women, HTSP must be implementedaasomprehensive interventiom multiple venues and settings.
For purposes of this training guide, the first dtefo:

» Train facility-based service providers and communiy health workersin HTSP. This training will
help providers develop skills to educate and cduhsé clients on FP. Training should include the
HTSP messages and the benefits of HTSP for worhein,families and the community. For health
care providers, training should include informatéord skills development on how to better assess
women’s fertility intentions and desired family siand how to link this information with counseling
on FP.

Where possible, training should also be conduateddmmunity leaders to help them understand
how the HTSP and FP services that are providecehitthcare workers can benefit the entire
community, and how community leaders can facilitteepromotion of HTSP.

Once providers have been trained to provide HT $PR&hinformation, education and counseling, they
must next:

16 www.measuredhs.com
17 Best Practices in Egypt: Mobilizing Religious LeesJ €ATALYST Consortium, 2004.
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* Integrate HTSP and FPinto the information, education and counseling thg@rovided to women
during antenatal visits, post-partum care, wellybelbeck-ups, infant growth-monitoring,
immunizations, postabortion care, malaria servasesPMTCT/VCT services, among others. HTSP
information can also be disseminated as part ofnconity-based health education and outreach, such
as youth development, literacy, women’s micro-gumise, agricultural programs, etc.

Program managers and health care providers shtaadeagin to: Resource Materials

ESD is continuing to

« Strengthen and establish linkagesvithin the health center as develop resource

well as to community and other social servicesnsuee improved ; ; .
availability of and access to FP services. It igsoad to ensure that ma_te_rlals, |ncI_ud|ng .
women who are educated and counseled on HTSP baslg r training materials and job
access to a wider range of FP methods, including-cting and | @ids. Please visit our

permanent methods through direct provision of zhotbbr website www.esdproj.org
referral for FP services. to obtain copies of
relevant materials as they
Finally, to ensure greater support of and the suesdity of HTSP, are published.

providers and community members must begin to:

» Advocate for policiesthat support HTSP by bringing evidence on HTSPienassociation with
reducing maternal and infant morbidity and mornydiit the attention of Ministries of Health,
policymakers, donors, technical agencies, healt peoviders, non-governmental organizations,
program managers, and community leaders. It is itapbthat policy makers and service providers
understand that short pregnancy intervals leadd@ased risk of multiple adverse outcomes, and
that focused efforts to promote HTSP can improeshigalth of women and infants, and ultimately,
communities?

(Note:HTSP 101: Everything You Want to Know About Healiinying and Spacing of Pregnanisy
included as Handout #5 in the Annex. This techrticadf was created by ESD and can be used for
education, awareness and advocacy purposes. Eighyvides and overview HTSP including the
background, rationale research findings, and recenaations for integration into field programs and
activities.)

Benefits of HTSP and Risks of Not Practicing HTSP

Providers, clients, community members and leadees mo understand the clear benefits of HTSP
practices. There are many health and social berfefitvomen, men, children and communities that
result from improved use of FP to achieve HTSP.ilanhy, there are potential risks when pregnaneies

closely spaced. Table 2.2 presents these beneéitssks.

(Note: Table 2.2 also appears in the Annex as Hatnighh)

18 To facilitate advocacy efforts, ESD has devetbf3 advocacy briefs for countries where FP ukenis
maternal, infant and child morbidity and mortaiiyhigh, and short birth intervals are common. Bhe®
available at www.esdproj.org.

18



Table 2.3 Benefits of HTSP vs. Risks of Not Practiig HTSP

BENEFITS OF HTSP

RISKS IF HTSP IS NOT PRACTICED

For the Newborn Child

More likely to be born strong and healthy.

May be breastfed for a longer period of time, whadlbws them to
experience the health and nutritional benefitsrefibtfeeding.
Mother-baby bonding is enhanced by breastfeedihg;wfacilitates the
child’'s overall development

Mothers who are not caring for another young childer the age of three
may be better able to meet the needs of their nevsbo

» Risk of newborn and infant mortality is higher.

* There may be a greater chance of a pre-term lotl-bieight
baby, or the baby may be born too small for itsagemal age.

* When breastfeeding stops before six months, théooewdoes
not experience the health and nutritional benefitsreast milk,
and the mother-baby bond may be diminished, whiai aiffect
the baby’'s development.

For the Mother

Reduced risk of complications which are associaiiglal closely spaced
pregnancies.

Have more time to take care of the baby if she dogfave to deal with
the demands of a new pregnancy.

May breastfeed longer; longer duration of breasifegis linked to a
reduced risk of breast and ovarian cancer.

May be more rested and well-nourished so as tostifie next healthy
pregnancy.

Has more time for herself, her children, and hetrga, and to participate
in educational, economic and social activities

Has more time to prepare physically, emotionalhd inancially for her
next pregnancy.

* Women who experience closely spaced pregnancies are
0 At increased risk of miscarriage
o0 Are more likely to experience iron-deficiency anam
o Are more likely to experience pre-eclampsia
0 More likely to induce an abortion
0

*  Women with birth to pregnancy intervals of five y&ar more A
are more likely to experience pre-eclampsia
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Table 2.3 (continued): Benefits of HTSP vs. Riskd ®&lot Practicing HTSP

For Men

Men may feel an increased sense of satisfaction:fro
o Safeguarding the health and well-being of his @arémd children;
and
0 Supporting his partner in making healthy decisimgarding FP
and HTSP.
More time between births may allow a man time sngdinancially and
emotionally before the birth of the next childthie couple plans to have
one.
Expenses associated with a new pregnancy will @atdaled to the
expenses of the last-born child.
His partner may find more time to be with him, whimay contribute to a
better relationship.

If the mother is too tired from a new pregnancy eaiding an
infant, she may not have the time or energy to dpéth her
partner.

Men may experience stress from closely spaced prejes,
which may prevent couples from having a fulfillirglationship.

For the Family

Families can devote more resources to providing tiddren with food,
clothing, housing, and education.

A new pregnancy requires money for antenatal ¢cater
nourishment for the mother, savings for the deliversts and
costs associated with the needs of a hew baby.

lliness or a need for emergency care is more liKelye woman
has closely spaced pregnancies

Unanticipated expenses may lead to difficult finahc
circumstances.

For the Community

HTSP is associated with reduced risk of death bmesses among
mothers, newborns, infants, and children, whichamartribute to reducing
the economic strain on a family and improving theldy of life for the
community

It may relieve the economic, social and environralgmtessures from

)

rapidly growing populations

Lack of HTSP may result in a poorer quality of fife
community residents

Economic growth may be slower, making it more difft to
achieve improvements in education, environmentalityl and
health.
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Integrating HTSP Education and Counseling into EXiag Services

There are many opportunities to introduce or recegdd TSP messages in health education and
counseling. HTSP can be discussed in traditionaiaedelivery venues, including FP and MCH
services, as well as HIV/AIDS prevention, care airdtment services and services that are specially
targeted to youth and/or men. There are also a aunflcommunity-based activities and settings where
it is appropriate to discuss HTSP. These oppoiasmire discussed further below.

Antenatal Care

During antenatal care visits, a woman is likelyp&oopen to information about how she can ensure the
health of the baby she is carrying. The benefitd BEP can be described to a pregnant woman by
advising her that:
e She should wait at least two years after the loifther last child before trying to become
pregnant again, (but no more than five years).
e Her child will benefit from her attention and ca@rehe does not become pregnant again too
quickly.
e If she becomes pregnant before this child is a&tleeo, it may affect the child’s health and
development, especially if she has to wean tha chil
e She will be able to provide the best care for nldeen if their births are adequately spaced.
e |If she is interested in spacing her next birthhas reached her desired family size and would like
to limit, there are a number of family planning hads that she can use, including long-acting
and permanent methods.

A Special Concern: Malaria, Pregnancy and HTSP

Malaria is a leading cause of pregnancy complicatiincluding miscarriage, stillbirth
and premature birth, particularly in sub-Saharancaf and poses a special threat to
the health of pregnant women and newborns. InarghsiMCH and ante-natal
programs are focusing on improving efforts to preénand treat malaria among
pregnant women and children through the use ofrmteent preventive treatment
(IPT) and insecticide treated bed nets (ITN). Healtiming and Spacing of Pregnangy
(HTSP) has been recognized as a critical and eabpragventive child survival
intervention that effectively complements curativel other child health interventiong,
with additional benefits to the mother, family, meommunity and the society. It is
important to introduce, integrate, strengthen, exyjghnd access to information,
education and counseling on HTSP within materndlamid health services and
ensure that HTSP and FP messages and servicexaredrated into maternal and
child health interventions, including malaria pretten and treatment efforts. This is
especially important when women experience a misage or infant death due to
malaria, so that women can improve their chancémwing a subsequent healthy
pregnancy through appropriate pregnancy spacing.

Postpartum Care

The postpartum return visit or newborn checkupgead time to provide HTSP information and
counseling, because the mother is likely to be refmgeear what she can do to ensure the healtkrof h
newborn, as well as herself. All women receivingtpartum care need to be given counseling and

19 Dr Gloria Ekpo, BASICS Project, personal commatiin.
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information to make sure they understand that tueyd become pregnant agdiefore the return of
their menses. The health worker can emphasizeahefits of HTSP by advising the client that:

e If she wants to have another child, she should atd&ast two years after the birth of this child
before trying to become pregnant again.

e If she spaces her pregnancies her newborn wileladtliier and her next child will be less likely
to be pre-term, small for gestational age and hawebirth weight.

e Spacing her pregnancies will give her more time emergy to care for the newborn.

e Spacing her pregnancies will help her exclusivebaltfeed for six months and continue to
breastfeed for two years as recommended by WHQUAHEEF ° If she were to become
pregnant, she would have to wean the baby. Exdusigastfeeding for the first six months
postpartum provides contraceptive protection, wisciiso known as the Lactational
Amenorrhea Method (LAM). LAM signficiantly contrilbes to the abilities of postpartum
mothers to better space their pregnancies (se€EBjx

e Explain that the chances of becoming pregnant dutia postpartum period change according to
breastfeeding status, intensity of breastfeedind,l@ngth of time postpartum.

e If any one of the three criteria for LAM use is maét, pregnancy can occur even when menses
has not returned.

e She will be stronger, healthier, and better noedshwvhich will prepare her for another healthy
pregnancy, if she and her partner decide to hasthanbaby.

e She will not have to deal with the demands of a pexgnancy while still caring for a newborn.

e She may have more time to spend with her family.

e If she is interested in spacing her next birthhas reached her desired family size there are a
number of family planning methods that she car*ti¥¢omen who do not want to become
pregnant again because they have reached theiedéamily size should also be encouraged to
use a contraceptive method to prevent an unwameghancy. Women or couples who have
reached their desired family size and are inteddstéimiting, may be interested in other family
planning options, including long-acting and pernmrdmeethods (LAPM).

(Note: A Brief on LAPM is included in the Annex Bisindout #7.)

20 World Health Organization (WHO), “Infant and YauChild Nutrition: Global Strategy on Infant andihg
Child Feeding.” http://www.who.int/gb/ebwha/pdf el/WHA55/ea5515.pdf (16 Apr 2002).

21 All contraceptive methods can be used by postpawomen, although the use of each method depmnds
whether or not she is breastfeeding. The healtlkevashould help the client assess the contraceptatbod
that best suits her and provide information andhseling regarding her chosen method. Contracepiethods
are discussed in the next section of the guide.
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Special Opportunity for HTSP Education with Postpaitum Women:
Counseling on Lactational Amenorrhea Method

Most women are encouraged to breastfeed theirremildnd the Lactational
Amenorrhea Method (LAM) is an appropriate FP metfaygpostpartum women for
the first six months following delivery.

The three conditions for successfully practicingMLAo prevent pregnancy are:
1. The mother’s menstrual periods (monthly bleediraye not resumedND
2. The baby is exclusively breastfed frequently; aiad night;AND
3. The baby is under six months of age.

Counseling on the importance of breastfeeding ie in pregnancy spacing may
be providing during antenatal, postpartum, childitie and/or family planning
services. To prevent a closely spaced pregnanayienanay wish to adopt another
method of family planning that is appropriate foedstfeeding mothers, in addition {
breastfeeding, as soon as she resumes sexuabmslati

When talking to mothers about breastfeeding, peraghould highlight that HTSP
helps women continue exclusively breastfeedingfdeast six months and up to twyq
years, while using a family planning method of tieoice, to ensure that she does n
become pregnant again too soon after delivery.

ot

Postabortion Care

Women should be advised that fertility may retungvehere from 10 days to two weeks after

an induced

or spontaneous abortion. All women receiving pastiédin care need to be given counseling and
information to make sure they understand that tueyd become pregnant agdiefore the return of

their menses.
During postabortion counseling, the provider catadés the advantages of HTSP:

» Discuss fertility intentions with client.

* Inform the client that she should wait at leastrabnths after a spontaneous or induced abortion

before trying to become pregnant again (shouldigkle to do so).

» If she is eager to become pregnant again, waitingnenths will help to ensure that her next

pregnancy is a healthy offe.

*  Women who do not wait six months and become pregrgain may experience adverse

outcomes and complications such as anemia, preenatpture of membranes, pre-ter
low-birth weight and small for gestational &je.

m delivery,

» To ensure that she does not become pregnant agaguickly, she should use a contraceptive

method (See Box 2.4).

» If she wants to space her next pregnancy beyonahgikhs, she should use a contraceptive

method.

22 World Health Organization. 200Bolicy brief on Birth Spacing — Report from a WoalHddalth Organization

Technical ConsultationWVHO Department of Reproductive Health and Reseand Department of
Pregnancy Safe.

23 Agustin Conde-Agudelo, et al. “Effect of theégpregnancy interval after an abortion on mateanal
health in Latin America.Tnternational Journal of Obstetrics and Gynecol®&$y(April 2005): S34-S

23
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» All contraceptive methods are appropriate for dser an induced or spontaneous abortion.

» If she does not wish to become pregnant again Becghe has reached her desired family size
should also be encouraged to use a contraceptitleothéo prevent an unwanted pregnancy.
Women who have reached their desired family sizg lbeaparticularly interested in long-acting
and permanent methods (LAPM).

FP Is Often Overlooked in PAC Programg

“The failure of health systems to work toward redgahe incidence of abortion is nowhersg
more evident than in postabortion care programs.grbwth of postabortion care services
has been slow, and since these services are ratiakby difficult to establish, this is hard to
understand in the post-ICPD environment. Howevéatvis truly inexplicable is that
postabortion care seldom includes family planniognseling and services. If ever there ware
women in need of family planning information andveees, it is those in postabortion care
programs. Johnson and colleagues found that twe ydter leaving postabortion programs
that offered family planning, two percent of wontead a repeat abortion; by contrast, five
percent of women who were in programs without fgmlanning services had a repeat
abortion.”

—Duff Gillespie

Child Health Services

Routine child health visits, well-baby care, immaations, growth and development monitoring, and/or
treatment of illness present a natural opportuigitgiscuss pregnancy spacing or limiting with moghe
and couples, based on their reproductive goalsiasnled family size. During these visits, the Healt
worker can discuss how HTSP benefits children’sthe@he health worker can:

e Tell the mother that she should wait at least tearyg after the birth of her last child before tgyin
to become pregnant again, should she wish to hasther child.

e Encourage her to adopt a method of FP (if she baalready done so) to space her next
pregnancy. If she has reached her desired fanziéyasid does not want any more children, she
may wish to consider using a long-acting or permanesthod.

e Reinforce the health benefits for the child by pioig out that using FP for HTSP will give the
mother more time to breastfeed and care for thg,babich will support the child’s healthy
development.

e Explain that there are a variety of family plannmgthods that can help the mother to space her
next pregnancy or prevent an unwanted pregnancy

Immunizations: An Important Point of Contact for HT SP*

24 Source: Gillespie, Duff G “Whatever happenethtaily planning and, for that matter, reproducthealth?”
International Family Planning Perspectivedar 2004.

25 Rebecca Fields, IMMMUNIZATIONBasics (personahanunication) anétudies in Family Planning,
May/June 1994.
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The IMMUNIZATIONBasics project suggests that immzation contacts are
an important place where HTSP and FP informatienjises and referrals can
easily be provided, especially where immunizatiates are high, based on a
1994 study conducted in Togo. This study found plaating Expanded
Program in Immunization (EPI) services with simpiessages for the mothef
on the importance of spacing her next pregnan@utiir the use of FP
resulted in a significant increase in awarenesso$ervices and the use of
those services by EPI clients. In Togo, the awa®é FP service availability
among clients in the intervention group increasetf40 percent at baseline
to 58 percent. The difference between the intergargroup and control grouj
increased from 8 percent at baseline to 22 peaféstthe introduction of
these simple message. compared to a control grbogerawareness increased
from 8 percent to 22 percent.

o

Increase in awareness was also accompanied by@asge in the number of
new FP acceptors (of oral contraceptives, injeetabl the IUD). During the
nine months prior to the intervention, the testugroeceived an average of 2(0
new FP acceptors each month, and the control gexgived 144, with an
average difference between the groups of 56 cli@nsng the intervention,
the mean number of new acceptors per month iretegtoup increased to
307 (p<.001) while in the control group it incredsge 167, which was not a
significant increase. Overall, the difference betwéhe two groups’ mean
number of new acceptors increased from 56 to 1ié@tsl per month

Family Planning Services

Women attend FP services to learn how to delapaces pregnancies, prevent an unplanned pregnancy
or limit childbearing, and FP visits are an impattame to discuss the benefits of HTSP.

Effective family planning counseling takes into @gnt women and couples’ pregnancy intentions and
desired family size, and includes information oalttey fertility and childbearing and the social béts
of pregnhancy spacing.

In addition to counseling on the use of a methoadyigders should:

» discuss the benefits of using a method to prat¢tic8P
» the positive benefits of HTSP for women and thaiibs
» the risks of closely spaced pregnancies.

HTSP counseling can empower women and couples ke manore informed decision on the use of FP
for effective child spacing that ensures the bessible health outcomes for mothers and infantsy or
prevent unwanted pregnancy if she has reacheddséed family size and is not interested in having
more children. FP counseling for HTSP is addregsgdeater detail in Section 4.

HIV/AIDS Services
Women may attend HIV/AIDS prevention, care andttresnt services:

if they are at risk and wish to prevent the trarssioin of HIV;
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» to improve child survival outcomes;
» to provide care for people living with HIV/AIDS; dn
» to address the impact of HIV/AIDS on themselvesirtfamilies, and communities.

HIV/AIDS services usually include counseling andieation, voluntary counseling and testing (VCT),
prevention of mother to child transmission (PMTCAnd anti-retroviral therapy (ART). HTSP
counseling and FP can easily be integrated intgetpeograms and services. Recent research shows tha
as more women are enrolled in ART programs, unveiptegnancy can become a significant concern,
showing that women want to space and limit theagpancies. Most FP methods can safely be used by
HIV+ women, including LAM.

The Importance of FP and HTSP for HIV+ Womerf®*"2%%

A 2005 study by researchers from the US CenterBifggase Control (CDC) in Uganda was conductedaonine
the total impact of ART on reproductive attitudesl dehaviors in over 700 women offered ART in riwghnda.

What they found was disturbing: at least 85 pregimoccurred in these women; 97% of these wom@&nati want
to have more children, and 99% of them were natrpleg to have more children at that time (theséepas were
similar among women who did not get pregnant). @@%nose who knew said that their partners didvwent more
children either.

Many of the women were surprised by their pregremsince they had not been fertile for years pgdaoing on
ART. While ART might reduce the likelihood of tranision to the infant, the serious difficulty ttzat unwanted
pregnancy poses a woman who is HIV positive shaatdoe underestimated. Although her health maypaved
for now, or quite possibly years, the future ifl fitied with uncertainty, and aside from the atiloinal work that
having an another child might put on the familygrtéhis no guarantee that the child won't fall llbe orphaned
while still quite young.

In South Africa, where family planning services axailable, unwanted pregnancies in women on ARTreported
— and these were on efavirenz-based regimens. Beggnegnant while on efavirenz-based regimens is
discouraged because the drug could potentiallyechinth defects. The Perinatal HIV Research UnWwis
University has placed more than seven hundred wameafavirenz-based ART since August 2004. Fiftg¢h(8%)
of the women were diagnosed as pregnant whiledrptbgram and only ten of these pregnancies had flaaned.
Women who elected to continue their pregnancieg wefitched to other treatment regimens.

In a survey conducted by Family Health Internationd anzania, researchers found that about omé dfipatients
on ART want to have children at some point in thiife, but very few use contraception. FHI recomusehat
family planning services should be provided in-fmasHIV care and treatment clinics (CTC). Patigmefer to
have family planning and sexuality counseling aftethrough their CTC, rather than to be referredwhere.
Initially, the CTC counselors were unfamiliar anttamfortable with providing these services, so theyreceiving
further training in family planning and sexuality.

When counseling an HIV+ woman on FP and HTSP, be teuaddress the following:

» Assess the fertility intentions and desired farsie of a woman with HIV.
e Inform her that PMTCT programs can dramaticallyrdase the risk of a mother passing on HIV
to her baby during pregnancy and delivery.

26 Gray RH et al. Increased risk of incident HiMidg pregnancy in Rakai, Uganda: a prospectivéysitancet
366(9492):1182-8, 2005.

27 Homsy et alDeterminants of pregnancy among women receivingRiRi# rural UgandaiThe 2006 HIV/AIDS
Implementers Meeting of the President's Emergerayp Por AIDS Relief, Durban, South Africa, Abstr8.

28 Mohohlo M et alPregnancy-related events in an antiretroviral tne&int programThe 2006 HIV/AIDS Implementers
Meeting of the President’s Emergency Plan for ARSief, Durban, South Africa, Abstract 113.

29 Mpangile G et aSexual and child-bearing needs of people on ARE:fdlgotten agendahe 2006 HIV/AIDS
Implementers Meeting of the President's Emergeriag Por AIDS Relief, Durban, South Africa, Abstrakt6.
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* Remind her that pregnancy places a heavy burdémiobhody and overall health, so she could be
careful to limit her pregnancies, and space theegaately so she has time to recover between
pregnancies.

» Advise her that it is extremely important for heatth and the health of the baby that she attend
ante-natal care.

» Provide her with information on breastfeeding fd¥H women

Cervical Cancer Screening Programs

Cervical cancer affects nearly 500,000 women waddveach year, with more than 270,000 women
dying from cervical cancer. Increasingly, cervicahcer screening programs are being established in
hospitals and clinics, using low cost and effectaehnologies for detection and treatment. TheaAlie

for Cervical Cancer Prevention recommends that woaged 30 — 40 be screened for cervical cancer so
that cancer can be detected early and treatedisrarsopportune time to reach this key group ofnen
with HTSP and FP information and services, espgdiabse women who have reached their desired
family size and are not interested in having mdviédcen.

Youth Services

Pregnancy is the leading cause of death among ywonwgen. Adolescents aged 15 — 19 are twice as
likely to die during pregnancy or childbirth as secover 20, and girls under 15 are five times nikedy
to die®* While modern contraceptive use has increased sbateamong sexually active young women,
in many countries, overall use remains low dueetsigtent barriers to their access to contracepiion
addition to death, young women are at higher riskjary and iliness as a result of unsafe abortamd
complications during pregnancy and childbirth.

While many youth friendly services are targetedrmarried adolescents, in fact, married adoles@ets
at greater risk of early pregnancy, and subsequlesely spaced pregnancies. They often have limited
ability to discuss contraceptive use with theirbargds, and are overlooked by existing youth or MCH
programs. As more programs are established to thheeteeds of adolescents, it is important to censid
and address both married as well as unmarried yaangen through improved access to HTSP
information, education and FP services so that gouomen can delay their first pregnancy till astea
age 18.

“Youth friendly” health services are intended tomote the health (particularly the reproductivelthea
and safe behaviors) of youth through health proomp&ducation and skills development, as well as
access to high-quality health services for prewendéind treatment of pregnancy, STls and HIV. HTSP
can be integrated into youth-focused health, edtutadind social services that provide young peuyitie
information on the importance of timing and spadimgjr pregnancies, especially to delay the first
pregnancy until at least age 18, through improve&zlaf abstinence and contraception.

During visits with adolescents, the health workam:c
* Ask about fertility intentions.
» Explain and discuss how delaying the first preggamtil the age of 18 will lead to healthier
mothers and babies.
» Encourage clients who are sexually active to addf® method of their choice in order to
prevent pregnancy until they are at least 18 yelaksReinforce the health benefits of delaying
pregnancy for both mother and child.

30 Advocates for YouthThe Facts“Adolescent maternal mortality: an overlookedsis” May 2007.
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» For young women who have already had at least loihd, discuss the benefits for both mother
and child of spacing by pointing out that usingféPHTSP will decrease the risk of
experiencing problems during pregnancy and wiledirer more time to breastfeed and care for
her baby, which will support the child’s healthyd®pment.

» Explain that there are a variety of family planningthods that she can use to prevent pregnancy
until she is ready or to better space her nextrnaegy.

(Note: The Facts: Adolescent Maternal Mortality e@s in the Annex as Handout #9.)

Men'’s Health Services

Men’s health services promote health and wellmnessen and boys through programs that reduce their
health risks and help men and boys learn new gkillive healthier lives. Including information alio
HTSP will help men learn how HTSP benefits men, wopand children, and how they can support their
partners by using condoms or helping their pattmedopt an FP method for HTSP.

The socialization of men affects their attitudesywledge, and behaviors, which in turn strongly
influence their own health as well as the healttvoimen. There are an increasing number of male-
focused programs that are designed to help meriradgtormation and develop new skills to address
their reproductive health, as well as the healttheir wives and partners. HTSP is a highly relévapic
to be included in such programs.

HTSP has many benefits for men, including:

» His partner may find more time to be with him, whimay contribute to a better relationship.

» Expenses associated with a new pregnancy will e@daed to the expenses of the last-born
child.

* More time between births may allow a man time sngdinancially and emotionally before the
birth of the next child, if the couple plans to bane.

* Men may feel an increased sense of satisfaction:fBafeguarding the health and well-being of
his partner and children; and Supporting his paitmenaking healthy decisions regarding FP and
HTSP.

The risks of not practicing HTSP (for men):
* The stress from closely spaced pregnancies magpreouples from having a fulfilling
relationship.
» If the mother is too tired from a new pregnancy eaiding an infant, she may not have the time
or energy to spend with her partner.

Community Outreach

Most health programs have a community outreach oompt which is usually implemented by
community health workers (CHWSs). CHWs bring heattine to community members by visiting families
and providing health education on a number of ®pitcluding FP and MCH. As part of their outreach
activities, CHWs can educate men, women and ydubkiteHTSP. Importantly, CHWs are more likely to
be able to interact with decision-makers of theili@sy including husbands, mothers-in-law or other
members of the family. The CHWSs can explain to¢hefuential family members how HTSP can
contribute to ensuring and even improving the heafitmothers, children and families.
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Section 3:
Review of Family Planning Methods

To effectively practice healthy timing and spacaigregnancy,
men, women and youth need access to quality fgohallgning
information and services.

FromHTSP: A Reference Guide for Trainers
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3 REVIEW OF FAMILY PLANNING METHODS

To effectively practice HTSP, women and men neagstoa family planning method. This section
reviews family planning methods and discusses winethods may be most appropriate in given
circumstances, depending on a woman'’s age, reptigduastory, fertility intentions, medical histoas
well as health risks and benefits based on infdondtom Family Planning A Global Handbook for
Providers(2007).

Short-acting pills and injectables are often thesineommonly used FP methods for pregnancy spacing.
Condoms are also widely used and have the additi@mefit of protecting against sexually transnaitte
infections (STIs) and HIV/AIDS. Women who have rieed their desired family size may be more
interested in using long-acting and permanent nisthguch as implants, 1UDs or voluntary sterilizati
(either vasectomy or tubal ligation). Her choicdarhily planning method will depend on her healtér,
fertility intentions, her partner’s wishes, and desired family size, among other factors.

While all methods of family planning are safe fosmen to use, it is still important to screen worten
ensure that they are not pregnant and that thegafaty and consistently use the method witholtafs
any side effects or problems. People with STls, HFAIDS, and those on anti-retroviral (ARV) therapy
can start and continue to use contraceptive metbafgdy, with some limitations. There are key goop
women who have special FP needs that need to ls&deoed during education and counseling. These
women include post partum women, women who haversxpced an abortion or a miscarriage, women
over the age of 35 and adolescents (both marriddiamarried).

Women do not need to be menstruating or have anpney test to obtain an FP method. You can be
reasonably sure a woman is not pregnant by usmgriggnancy checklist presented in Table 3.1.

Table 3.2 shows the effectiveness of different iza@ptive methods in preventing pregnancy. The most
effective methods appear at the top of the chdue. fight hand column provides additional informatio
on how to make the method most effective.

Table 3.3 presents detailed information on manyrfehods in a chart that discusses the benefitseof t
method and who should and should not use the method

This checklist is a simple and low-cost way foravder rule out pregnancy in a client, so that istag
begin using a method immediately without havingviit for a return visit. This checklist eliminatide
need for women to be menstruating or for bloodroreupregnancy tests.

To use the checklist, ask the client questions AsGoon as the client answers "yes" to any questio
stop and follow the instructions below.
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Table 3.1 Pregnancy Checklist

Did you have a baby less than 6 months ago, ardufiyuor
nearly-fully breastfeeding, and had no monthly dieg
since then?

Have you abstained from sexual intercourse since hast
monthly bleeding or delivery?

Have you had a baby in the last 4 weeks?

Did your last monthly bleeding start within the paslays
(or within the past 12 days if the client is plammto use an
IUD)?

Have you had a miscarriage or abortion in the7adays (or
within the past 12 days if the client is planninguse an
lUD)?

Have you been using a reliable contraceptive method
consistently and correctly?

If the client answered "no" to all questions, If the client answered "yes" to at least one
pregnancy cannot be ruled out. The client of the questions, and she has no signs or
should wait for her next monthly bleeding symptoms of pregnancy, you can give her
or use a pregnancy test. the method she has chosen.

(Note: This table is available in the Annex as ¢taut #10.)

31 Family Planning: A Global Handbook for Providei/orld Health Organization Department of Reprotlct
Health and Research (WHO/RHR), and Johns Hopkinemberg School of Public Health/Center for
Communications Programs (CCP), INFO Project. (2007)
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Table 3.2 Contraceptive Effectiveness Comparison Gint

This table compares the effectiveness of contraeeptethods and can be used to help women make
decisions about using an FP method.

Comparing Effectiveness of Family Planning Methods

More effective How to make your method

Less than 1 pregnancy per "
100 wormen in 1 year more effective

Implants, IUD, female sterilization: After
procedure, little or nothing to do or remember

Implants o Female Vasectomy Vasectomy: Use another method for first
sterilization 3 months

Injectables: Get repeat injections on time

Lactational amenorrhea method, LAM (for

M/ ,f; R\“‘\I 6 months): Breastfeed often, day and night
& ' )
= A N\ Pills: Take a pill each day
Injectables Patch Vaginal ring "
Patch, ring: Keep in place, change on time
= Condoms, diaphragm: Use correctly every
- [ = time you have sex
%[5 .-\'\ ‘ ‘i o
C *..\,.\\ )(/w,[ A - Fertility awareness methods: Abstain or use
| & ;
2y ) W' g condoms on fertile days. Newest methods
Male condoms ~ Diaphragm  Female condoms  Fertility awareness {Standard Days Method and TwoDay Method)
methods may be easier to use.
o —79 (x,-;*) Withdrawal, spermicides: Use correctly every
Less effective _ﬂlfiﬁ\;/ 9/ o time you have sex
About 30 pregnancies per . T . {bf{‘“';jp
100 women in 1 year T -
Withdrawal Spermicides

= USAID @ World Health

N o s Organization

Sources:

Steiner M), Trossell 1, Metita N, Condon 5, Subramaniam S, Bourne 0. Communicating contraceplive effectiveness: a randomized controfld trial o inform s World Health Organization family planning handbook, Am fObstet
Gynecol 2006;195(1):85-91

Warld Health Organization/Deapartment of Repraductive Health and Research [WHO/RHR), Johns Hopkins Blonmberg School af Public Health (IHSPH)/Center for Communication Pragrams (CCP). Family Planning: A Global
Handbaok for Praviders, Baltimore, MD and Geneva: CCP and WHO, 2007,

Trussell 1. Choosing a contraceptive: efficacy, safety, and personal considerations. In: Hatcher RA, Trussell J, Stewart F, Nelson AL, Cates W Ir, Guest F, Kewal D, eds. Contraceptive Technolagy, Nineteenth Revised Edition. Newe York:

28

(Note: This chart is available in the Annex as Hand#11.)

32 World Health Organization Department of Repiiive Health and Research (WHO/RHR) and Johns Hpki
Bloomberg School of Public Health/Center for Comimations Programs (CCP), INFO Project. 20B&mily
planning: a global handbook for providerBaltimore and Geneva: CCP and WHO.
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Table 3.3 Commonly Used Family Planning Methods

(Note: This chart appears in the Annex as Handbat)#

METHOD
MECHANISM OF
ACTION

BENEFITS

LIMITATIONS

WHO CAN USE THE
METHOD

WHO SHOULD NOT USE
THE METHOD

Fertility awareness
methods

Methods (in order
from least effective to
most effective at
predicting the fertile
period) include:

* Calendar method

*  Cervical mucus
method

e Symptothermal
method

Intercourse is avoided
during the phase of the
menstrual cycle when
conception is most
likely.

achieve pregnancy
* No method-related
health risks
* No systemic side effect
* Inexpensive
» Always available

1)

e Can be used to avoid of

Depends on couple’s willingness to follow
instructions.

Considerable training required to use
methods correctly.

Requires a trained provider to instruct in
use

Requires abstinence (or use of condoms)
during fertile phase.

Requires daily record keeping.

Vaginal infections make it difficult to
interpret cervical mucus.

Basal thermometer needed for some
methods.

Does not protect against STIs and HIV.
Women who are just starting to menstrua
or whose cycles have become less freque
or stopped may have difficulty using
calendar method to identify fertile period.
Women who have recently given birth or
who are breastfeeding should delay use @
calendar methods until she has had at leg
three menstrual cycles and cycles are
regular again.

Women who recently had abortion or
miscarriage should delay use until start of
next monthly bleeding

[e
ent

f
1St

Women of any reproductive
age

Women of any parity,
including nulliparous women
Couples with religious or
philosophical reasons for not
using other methods
Women unable to use other
methods

Couples willing to abstain
from intercourse or use
condoms for more than one
week each cycle

Couples willing and motivate
to observe, record, and
interpret fertility signs each
day

Women with HIV, AIDS
and/or on ARVs can safely
use fertility awareness
methods

]

Couples unwilling to
abstain from intercourse or
use condoms for more thar
one week each cycle
Couples unwilling to
observe, record, and
interpret fertility signs each
day

Women in situations where
negotiation for time of
sexual intercourse is not
possible
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METHOD
MECHANISM OF
ACTION

BENEFITS

LIMITATIONS

WHO CAN USE THE
METHOD

WHO SHOULD NOT USE
THE METHOD

Standard Days
Method (SDM/Cycle
Beads)

Cycle beads are a
string of colored beads
that represent each da
of a woman'’s
menstrual cycle.

They can help women
know when they are
likely to get pregnant if
they have unprotected
sexual intercourse.

e Same as other natural
FP methods
» Easyto teach and use

« Requires abstinence or barrier protection| ¢
during the fertile phase.

* Requires daily activity by the woman .
(movement of the bead marker).

« Does not protect against STls and HIV.

« Women who are just starting to menstruate
or whose cycles have become less frequent
or stopped may have difficulty using
calendar method/SDM to identify fertile
period.

« Women who have recently given birth or
who are breastfeeding should delay use af
calendar method/SDM until she has had at
least three menstrual cycles and cycles afe
regular again.

« Women who recently had abortion or
miscarriage should delay use of SDM unt
start of next monthly bleeding

Women with menstrual cycle
26 to 32 days long

Women with HIV/AIDS and
those on ARVs can safely us
SDM.

11%

« Women with irregular
menstrual cycles (less than
26 days or longer than 32
days)

* Women unable to track the
days of the cycle using
cycle beads
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METHOD
MECHANISM OF
ACTION

BENEFITS

LIMITATIONS

WHO CAN USE THE
METHOD

WHO SHOULD NOT USE
THE METHOD

Condoms

Condoms are barrier
methods that
physically prevent
sperm from uniting
with the egg.

There are both male
and female condoms.

Male condoms are
made of latex and are
worn on the erect
penis.

Female condoms are
usually made of plastig
and fit inside of the
vagina.

Both male and female
condoms work by
forming a barrier that
keeps sperm out of the
vagina.

Prevents STls,
including HIV/AIDS, as
well as pregnancy,
when used correctly
during intercourse, i.e.,
provide dual protection
No effect on breast milk
production

Protects against
infection in the uterus
No hormonal side
effects

Can be stopped at any
time

No daily upkeep

Easy to keep on hand,
little planning involved
Can be used by men of
any age

Can be used without
initially seeing a health
care provider

Enables a man to take
responsibility for
preventing pregnancy
and disease

Male condoms are

usually readily available

e Latex condoms may cause itching for,
few people who are allergic to latex.
Effectiveness as contraceptives depends
willingness to follow instructions.

A man’s cooperation is necessary.

Many people connect condoms with
immoral sexual activity

May embarrass people to buy, ask partne
to use, put on, take off, or throw away
condoms.

Supplies must be readily available before
intercourse begins.

Condoms should not be reused and shou
be discarded after every act of intercoursg
Some men or women may feel that it
interferes with their sexual pleasure.
Female condoms may not be readily
available

=

17

a2 Men and women of all
reproductive ages are good
on candidates for using condom

Uy

e People allergic to latex
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METHOD
MECHANISM OF
ACTION

BENEFITS

LIMITATIONS

WHO CAN USE THE
METHOD

WHO SHOULD NOT USE
THE METHOD

Lactational
Amenorrhea Method
(LAM)

Method uses the
temporary infertility
that occurs
immediately after
childbirth. If women
fully or nearly fully
breastfeed, infertility
may last as long as six
months, as long as the
woman’s menses have
not returned.

Effective (1 to 2
pregnancies per 100
women during first six
months of use)

(For more information
on LAM please see the
end of this section.)

D

» Effective immediately

» Does not interfere with
intercourse

* No systemic side effect

* No medical supervision
necessary

* No supplies required

* No cost

e Promotes nutritional
benefits to infant

*  Promotes mother and
infant bonding

Requires following instructions regarding
breastfeeding practices.

May be difficult to practice due to social
circumstances.

Effective only until menses returns or up t
six months.

Does not protect against STIs and HIV.
Women with HIV/AIDS and/or are using
ARVs can use LAM, however, there is a
chance they can pass HIV to their infants
through breastfeeding. Women with HIV

(o]

are encouraged to use replacement feeding

ONLY if it is acceptable, feasible,
affordable, sustainable and safe. If
replacement feeding cannot meet all of
these five criteria, exclusive breastfeeding
for the first six months is the safest way tq
feed and is compatible with LAM.

Women who are fully
breastfeeding or nearly fully,
whose menses have not
returned, and who are less
than six months postpartum.
Women with HIV who use
LAM should also be

encouraged to use condoms.

Women who are not fully of
nearly fully breastfeeding
Postpartum women whose
menses have returned
Women who are more than
six months postpartum

Emergency
Contraceptive Pill
(ECP)

Method works by
possibly inhibiting
ovulation, thickening
cervical mucus and
affecting transport of
sperm or egg.

» Can help prevent
pregnancy after rape,
unprotected sex, or
contraceptive method
failure.

» Process of getting ECP
may help woman to
initiate another effective
contraceptive method.

e Canbetakenupto 72
hours after unprotected
intercourse.

[%2)

Must be taken within 72 hours of
unprotected intercourse

Does not protect against STIs and HIV.
Availability may be limited due to bias or
misunderstanding of how the method
works, or the need for a prescription from
physician.

a

All women who have had
unprotected intercourse for
any reason

There are no
contraindications to ECPs.
Women with strong
contraindications to
estrogen should use
progesterone-only ECPs.
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METHOD
MECHANISM OF
ACTION

BENEFITS

LIMITATIONS

WHO CAN USE THE
METHOD

WHO SHOULD NOT USE
THE METHOD

Oral Contraceptive
(Combined oral
contraceptives or
COCs)

COCs contain the
hormones estrogen an
progesterone, which
suppress ovulation.

» Highly effective,
reversible, easy to use.

» Effective within first
cycle.

»  Safe for most women.

* Regulates the menstrug
cycle.

* Reduces menstrual floy
(which may be useful tg
anemic women).

* Decreases the risk of
ovarian and uterine
cancer, benign breast
disease, and incidence
of acne.

» Does not interfere with
sexual intercourse.

e May be used after baby
is 6 months old, if the
woman decides not to
continue to breastfeed
the baby.

* Pelvic exam not
required before use.

» Can be provided by
trained non-medical
staff.

* May help women who
experience painful
menstruation.

e Must be taken every day.

« Requires regular/ dependable supply.

« Pills may cause side effects in some
women, such as nausea, headache, brea
through bleeding, or weight gain.

ile  Does not protect against STls and HIV.

Risk of developing cardiovascular diseas¢
in women over 35 years of age and who

smoke.

Women and couples who wa

an effective, reversible
method.

Women with anemia due to
heavy menstrual bleeding.
Women with an irregular
menstrual cycle.

Women with family history of

ovarian cancer.
Women with HIV/ AIDS
Women who are on ARVS.

ht* Women < 3 weeks

postpartum
e Breastfeeding women < 6
months postpartum
*  Women with moderate to
severe hypertension

Diabetes, (advanced or lon

standing), with vascular

problems, or central

nervous system (CNS),

kidney, or visual disease

Women who smoke > 15

cigarettes/day

Women with the following

conditions:

- Deep vein thrombosis
(DVT)

- Heart disease

- Thrombogenic
disorders

- Liver diseaser tumors

- Recurrent migraine
headaches with focal
neurological symptomsg

- Unexplained abnormal
vaginal bleeding

- Breast cancer

- Currently taking
anticonvulsants for

epilepsy
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METHOD

WHO CAN USE THE WHO SHOULD NOT USE

MECHANISM OF BENEFITS LIMITATIONS METHOD THE METHOD
ACTION
Oral Contraceptive « Safe for nearly all « Must be taken every day. +  Women and couples who waptWomen who:
(Progestin Only Pills women, especially * Requires regular/ dependable supply. an effective, reversible « are breastfeeding an infant
or POPs; also know women who cannot usg «  Pills may cause side effects in some method. less than six weeks old
as the “mini-pill”) COCs. women, such as nausea, headache, charjges Breastfeeding women can * have liver problems

» Highly effective, in bleeding patterns, break- through begin this method as soon ag «  have blood clots in legs or
POPs contain a low reversible, easy to use. bleeding, or weight gain. six weeks post partum. lungs
d0§e O_f progestin, * Regulates the menstruale Does not protect against STIs and HIV. | « Can be used by women who | « are taking medications for
which is similar to the cycle and reduces smoke, have anemia now or |n seizures or rifampicin for
hormone progesterone. menstrual flow past, have varicose veins. TB or other iliness
PQPs vyork by _ e Decreases risk of Women with HIV e have or have had breast
thickening the cervical ovarian and uterine «  Women who cannot use COCs  cancer
mucus and preventing cancer, benign breast
ovulation. disease, and acne.

» Does not interfere with
sexual intercourse.

* May be used after baby
is 6 months old, if the
woman decides not to
continue to breastfeed

e Can be provided by
trained non-medical
staff.

e May be beneficial for
women who experience
painful menstruation.
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METHOD
MECHANISM OF
ACTION

BENEFITS

LIMITATIONS

WHO CAN USE THE
METHOD

WHO SHOULD NOT USE
THE METHOD

Injectable
Contraceptive
(Progestin Only)

DMPA (Depot
Medroxyprogesterone
Acetate) contains the
hormone progesterone
which suppresses
ovulation.

It is given by injection
once every 12 weeks
The method has a
grace period of
effectiveness of 4
weeks before or after
the scheduled date for
the next injection.

» Very effective and
easily reversible

* Few side effects.

» Does not interfere with
sexual intercourse.

* No daily pill-taking.

* No effect on breast milk
production

e May help prevent
ovarian cancer

* For some women, may
help prevent iron-
deficiency anemia,
reduce epileptic
seizures.

* Pelvic exam not
required before use.

= Rapidly effective
(<24 hours).

e May produce minor side effects such as
light spotting, bleeding, amenorrhea, or
weight gain.

« Delayed return to fertility (for half of the
users, it takes 6 to 9 months after
discontinuation to get pregnant).

e Requires regular injection every three
months.

« Does not protect against STls and HIV.

e Causes changes in menstrual bleeding
patterns during the first year of use.

Breastfeeding women (as so
as six weeks after childbirth)

Women of any reproductive
age or parity, including
adolescents

Women who have had an
abortion or miscarriage
Women who have blood
pressure <180/110 mm Hg,
blood clotting problems, or
sickle cell disease

Women who smoke (any age|

Postpartum women who are
not breastfeeding

Women with HIV/AIDS
Women using ARVs

pWWomen who:

< 6 weeks postpartum

Are pregnant
Are breastfeeding and

Have high blood pressure
> 160/100 mm Hg)

Have diabetes with vasculg
disease

Have current or past
ischemic heart disease
Have unexplained abnorma
vaginal bleeding

Have or had breast cancer
Have liver disease

Have multiple risk factors
for arterial cardiovascular
disease (i.e., older age,
smoking, diabetes, and
hypertension.)

Have DVT, vascular or

=

al

heart disease, or stroke

39



METHOD

WHO CAN USE THE

WHO SHOULD NOT USE

MECHANISM OF BENEFITS LIMITATIONS METHOD THE METHOD
ACTION
Intrauterine Does not interfere with Possibility of: Women who: Women with the following

Contraceptive Device
(IUCD)

Copper-releasing
IUCDs (Copper T
380A) slows sperm
movement

A long-acting and
highly effective
method.

sexual intercourse.

No hormonal side
effects with copper-
bearing IUCDs.
Immediately reversible
with no delay in return
to fertility.

Does not interfere with
breastfeeding.

No interactions with
any medicines.

Helps prevent ectopic
pregnancies (but does
not prevent all).
Long-term method.
After initial follow-up
visit, the woman needs
to return to the clinic
only if there is a
problem.

Women do not need to
purchase any supplies.

- Longer and heavier menstrual period
- Bleeding or spotting between periods
- More cramps or pain during periods.
Does not protect against STIs and HIV.
May increase risk of pelvic inflammatory
disease (PID) and subsequent infertility in
women at risk for STIs.

Requires a trained health care provider tg
insert and remove the IUCD.

May be spontaneousbxpelled.

5;e

Have just had an abortion or
miscarriage (if no evidence o
infection)

Are breastfeeding

Have benign breast disease
Have or had breast cancer
Have headaches

Have high blood pressure
(>140/90 mm hg)

Have heart disease

Have diabetes

Have liver or gallbladder
disease

Have epilepsy

Have non-pelvic tuberculosis
Are HIV positive and/or AIDS
who are clinically well.

conditions:

e Current PID, gonorrhea, or
chlamydia

e High risk for gonorrhea or
chlamydia

*  Women with AIDS who are
not clinically well.

e Immediate post-septic
abortion

e Pregnancy

*  Pelvic tuberculosis

« Distorted uterine cavity

¢ Unexplained abnormal
vaginal bleeding

« Genital tract cancer
(awaiting treatment)

e Puerperal sepsis

e 48 hours to less than 4
weeks postpartum

< Malignant trophoblastic
disease
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METHOD
MECHANISM OF
ACTION

BENEFITS

LIMITATIONS

WHO CAN USE THE
METHOD

WHO SHOULD NOT USE
THE METHOD

FemaleTubal
Ligation

Permanent voluntary
sterilization for
women. Blocks the
fallopian tubes by
ligation, clips, or bands
to prevent sperm and
egg from uniting.

Very effective (with
pregnancy rates of less
than 1% during the first
year of use).

A permanent method
that is not easily
reversible.

Written consent is
required from the
woman undergoing the
procedure.

e Simple surgery
performed under local
anesthesia.

*  Permanent procedure.

* Nothing to remember,
no supplies needed, no
repeat clinic visits
required.

» Does not interfere with
sexual intercourse.

* No effect on breast milk
production

* No known long-term
side effects or health
risks.

» Can be performed any
time during the
menstrual cycle when it
is reasonably sure that
the woman is not
pregnant.

Uncommon complications of surgery
include:

- Infection

- Bleeding at the incision

- Internal infection or bleeding

- Injury to internal organs
Requires a trained provider.

Must be considered permanent.

Does not protect against STIs and HIV.

Short-term discomfort/pain following
procedure.

Any woman can use, but
probably not appropriate for
young women.

Women who just gave birth
(within 2 days or after 6
weeks)

Women who are breastfeedin

Women with HIV or AIDS
can safely have a tubal

ligation, as long as universal

precautions are followed.

Women with any of the
following conditions should
delay tubal ligation until the
condition is resolved:

g

Current thromboembolic
disorder

Current ischemic heart
disease

Prolonged immobilization
or leg surgery
Unexplained abnormal
vaginal bleeding

Genital cancer

Current PID or within the
past 3 months

Active viral hepatitis
Iron-deficiency anemia with
a hemoglobin less than 7
g/dl

Acute bronchitis or
pneumonia

Severe pre-eclampsia/
eclampsia

Prolonged rupture of
membranes

Severe hemorrhage, sepsis

fever during or right after
childbirth

Uterine rupture or
perforation

Should not be performed o
a woman with HIV/AIDS

D

=

who is not clinically well.
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METHOD
MECHANISM OF
ACTION

BENEFITS

LIMITATIONS

WHO CAN USE THE
METHOD

WHO SHOULD NOT USE
THE METHOD

Vasectomy

Permanent voluntary
sterilization for men

Blocks the vas
deferens and prevents
sperm from entering
the semen.

A permanent method
that is not easily
reversible and is highly
effective

Written consent is
required from the man
undergoing the
procedure.

* Permanent procedure.

* Nothing to remember,
except to use condoms
for the first 3 months.

* Does not interfere with
sexual intercourse.

e Simple surgery
performed under local
anesthesia.

e No known long-term
side effects.

* No repeat clinic visits
required, no supplies
needed, except the use
of condoms for the first
3 months.

» Easier to perform than
tubal ligation.

* No change in sexual
function.

* No effect on hormone
production.

e Must be considered permanent.

« Delayed effectiveness (requires at least 3
months for procedure to be effective or
more than 20 ejaculations).

* Requires minor surgery by a trained
provider.

« Reversal surgery is difficult, expensive, a
not available in most areas.

« Does not protect against STls and HIV.

nd

Men of any reproductive age
(usually < 50 years). May not
be appropriate for young men

Men whose wives have age,

parity, or health problems tha

might pose a serious health

risk if they became pregnant

Men with HIV, AIDS or who
are on ARVs can safely
undergo vasectomy, as long
universal precautions are
followed.

Men with any of the following
conditions should delay
.vasectomy until the condition ig
resolved:

t.

Current STI

Scrotal skin infection
Acute genital tract infection
Acute systemic infection
Symptomatic heart disease
clotting disorders, or
diabetes

Men with AIDS who are
not clinically well.

The following conditions
require a provider with
extensive experience and skills
in performing the vasectomy:

Previous scrotal surgery
Undescended testes and
proven fertility

Inguinal hernia

Large varicocele
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The Lactational Amenorrhea Method (LAM) of Family [Bnning

Lactational Amenorrhea Method (LAM) is a modermp®rary contraceptive method based on natural
infertility resulting from certain patterns of begfeeding® LAM is effective for up to six months post
partum if the mother is fully or nearly fully breteeding, which is recommended as the healthiesbrop
for newborn nutrition up to six months of ageilly breastfeedingncludes both exclusive breastfeeding
(the infant receives no other liquid or food thaedst milk) and almost-exclusive breastfeeding (the
infant receives vitamins, water, juice, or othetriemts once in a while in addition to breast mildgarly
fully breastfeedingmeans that an infant receives some liquid or foatdition to breast milk but more
than three-fourths of all feeds are breast milk.

The three conditions for successfully practicingMLAo prevent pregnancy are:
1. The mother’s menstrual periods (monthly bleediraye not resumedND

2. The baby is exclusively breastfed frequently, aiad night;AND

3. The baby is under six months of age.

LAM is effective as a temporary contraceptive meltfay only six months. If the woman wants to space
her next pregnancy by at least two years, she neettopt another FP method when any one of tlee thr
conditions are not met or the woman no longer végbeely on LAM for family planning. Appropriate
methods for breastfeeding women include progestiy aral or injectable contraceptives, implantsaor
IUCD. All of these methods can be initiated six k®postpartum. Breastfeeding women should not use
combined oral contraceptives (COCSs) or a combingtiable contraceptive because these methods
decrease breast milk production.

A Note about Women with HIV/AIDS and Breastfeeding:

Women with HIV/AIDS and/or are using ARVs can ugeM, however, there is a chance they can pass
HIV to their infants through breastfeeding. WHOa@enends exclusive breastfeeding for HIV-positive
women for the first six months of newborn life, e@ss replacement feedingasceptable, feasible,
affordable, sustainable and safé If replacement feeding cannot meditof these five criteria, exclusive
breastfeeding for the first six months is the dafies/ to feed and is compatible with LAM.

(Note: Additional information on LAM is included the Annex as Handout #8.)

Addressing Common Rumors about Family Planning Metls

There are many rumors and myths about family plamriRumors about family planning are likely to be
common because of issues concerning:

e The ability to bear children, have a healthy pregyaand ensure that births are safely spaced for
the health of both mothers and children are impittapeople, but often have not been clearly
explained;

e There may no one available to clarify and corrketrnisinformation about FP; and

e People may be motivated to spread rumors aboubiFpofitical, religious, and cultural reasons.

As a provider of services that promote the useRofdf HTSP, you can help educate clients and cbrrec
misinformation. When a client expresses concerm and-P method based on rumors she has heard,

33 The Lactational Amenorrhea Method (LAM): A Rzstum Contraceptive Choice for Women Who Breadifee
ACCESS-FP. (Updated 2008)

34 WHO Technical Consultation on Behalf of the UMFUNICEF/WHO/UNAIDS Inter-Agency Task Team on
Mother-to-Child Transmission of HIV. New data o hrevention of mother-to-child transmission of Hikd
their policy implications. October 2000.
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always listen politely and do not laugh at her @wns. Instead, provide her with correct information
using the following suggestions:

Try to determine why this rumor might be common: &xample, is it associated with side effects
or problems with certain forms of contraception@eract rumors by giving the client correct
information and clarifying any other questions ey have regarding the method.

Make use of scientifitacts about FP methods, and clearly explain this flaging demonstrations,

Be honest and never dismiss the side effects g that might occur with a method. Counsel
the client about all available methods so she baose the best one for her.
Reassure clients who are having problems and help get appropriate medical attention if

[ ]
[ ]
models or other visual aids.
[ ]
[ )
necessary.
[ ]

Show that you are concerned about the client'stihheald are willing to help her overcome
worries and/or fears.

Table 3.4 lists some commonly held misperceptiorsramors and suggests appropriate responses.

Table 3.4 Rumors and Misconceptions—Facts and Retaés about Family Planning

RUMORS AND MISCONCEPTIONS

FACTS AND REALITIES

It is better to have your children
closely spaced while you are young,
because it is the time that the
woman’s body is strongest.

» Closely spaced pregnancies are not good for thithheflaany woman
at any age.

« Sufficient time between pregnancies will help wonteibe strong
and healthy for the next pregnancy and to have tanproper care
of the last-born child.

It is more convenient to complete thé
family, and then use a permanent
method of birth control.

> e Itis more important for the family to have a hegltother and
children, which is not possible if the births ar well-timed and
spaced.

If a condom slips off during sexual
intercourse, it might get lost inside th
woman'’s body.

» If a condom slips off during sexual intercoursas itmpossible for
e the condom to get lost inside the woman’s body.

A woman only needs to take the pill
when she has sex with her husband
Pills make you weak.

The pill is dangerous and causes
cancer.

The pill causes abnormal or deforme
babies.

Women who take the pill are more
likely to have twins or triplets.

The pill causes infertility.

The pill makes it more difficult for a
woman to become pregnant once sh
stops using it.

A woman must take her pills every day to not becpnegnant. .
» Sometimes women feel weak, and if they are takiegpill, they
blame the weakness on the pill. Pills do not mak®man weak.
See a health care provider to find out what elgghtrtie causing
weakness.
o  Studies show that the pill can protect women frome forms of
cancer, such as those of the ovary, uterus, arasbtre
* There is NO medical evidence that the pill causememal or
deformed babies.
* The pill has no effect on multiple births.
* Studies have clearly shown that the pill does aote infertility or
e decrease a woman'’s chances of becoming pregnaatshiecstops
taking it.

Emergency Contraceptive Pills
(ECPs) cause abortion.

» ECPs do not cause abortion.
« ECPs will not end an established pregnancy, bwilliprevent

pregnancy by interrupting ovulation or implantation

HTS
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RUMORS AND MISCONCEPTIONS

FACTS AND REALITIES

A woman who has a tubal ligation
loses all desire for sexual
intercourse. .
A woman who has a tubal ligation
becomes sick and unable to do any
work. .
A woman who has a tubal ligation
has to be hospitalized.

Tubal ligation has no physiological effect on themman. Her sexual drivé
should remain the same as before.

A woman who has had tubal ligation can resume egqudtivities as soon

as she is free from post-surgical discomfort. ksloot affect her ability
to work and does not make her weak or sick.
There is no need for hospitalization for a femaleat ligation. It is a short
surgical procedure and the woman can return hotee r&sting for some
time at the hospital (approximately two hours).

A man will lose his sexual drive aftef
a vasectomy.

A vasectomy will make a man .
physically weak.
There will not be any semen .

production after a vasectomy.

A vasectomy does not interfere with the man’s rdpotive physiology.
His sexual drive remains.

A vasectomy does not make a man physically weakeaheget back to
his regular work in 2 to 3 days’ time.

Semen will be produced as usual; only the sperinnatibe part of the

semen.

A woman who uses injectables .

(DMPA) will never be able to get

pregnant. .

Injectable contraceptives cause

cancer. .

A woman will not have enough

breast milk if she uses injectables | «

while breastfeeding.
Injectables stop menstrual bleeding

which is bad for a woman’s health.| o

Injectables cause abnormal or
deformed babies.

Injectables cause irregular bleeding

which leads to anemia.

Sometimes there is a delay of 6 to 9 months dfiefdst injection for a
woman'’s fertility to return to normal.

Research has clearly proven that injectables deangte cancer. In fact,
injectables have been shown to protect againsiavaancer.

Studies show that the amount of breast milk doéslacrease when
breastfeeding women use injectables six weeks bifter.

Amenorrhea is an expected result of using injeemtiecause women
using injectables do not ovulate. This kind of aoremea is not harmful
and can help prevent anemia.

There is no evidence that injectables cause angraiaiities in infants.
Studies done on infants who were exposed to DMP#evith the womb
showed no increase in birth defects.

During the first 3 to 6 months of DMPA use, irregubleeding may be
experienced in the form of spotting or minimal ldieg. This usually
stops within a few months of continuous use of D@ rarely results
in anemia.

A woman who has an I[UCD cannof ¢

do heavy work.

The IUCD might travel inside a .

woman’s body to her heart or brairn).

If a woman using an IUCD becomes

pregnant, the [IUCD will become

embedded in the baby’s forehead.| «

The IUCD rots in the uterus.

Using an IUCD should not stop a woman from carryang her regular
activities in any way.

There is no passage of IUCD from the uterus tather organs of the
body.

The IUCD placed inside the uterus stays there arttidined health care
provider removes it.

Rarely will an IUCD perforate the uterus, but tleahh worker can
identify this and necessary actions can be takeertmve the IUCD.

If the IUCD is accidentally expelled, it comes ofithe vagina, which is
the only passage to the uterus.

If a woman gets pregnant with an IUCD in place,libalth care providef

should remove the IUCD immediately.

If for some reason the IUCD is left in place durmgregnancy, there is
no evidence that it will harm the baby in any wad it is usually
expelled with the placenta or with the baby atbirt

If there are no problems, the IUCD can remain actpland be an
effective contraceptive method for 5 to 12 y@%mhe IUCD is made up

of materials that cannot deteriorate in the body.

(Note: This Table appears in the Annex as Han#a8t)

35 The hormonal 1UD is effective for five years Vehhe copper 380A 1UD is effective for up to $8ars
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Section 4:

Counseling Skills for

Healthy Timing and Spacing of Pregnancy
and Family Planning

Counseling provides clients with the necessaryrméiion and
opportunity to make an informed choice about thealth. Informed
choice is a client’s decision which is based orueatte understanding
of the full range of options and their possibleutss Through
counseling, health workers give clients accuratetanthful
information and help them apply this informatiortheir own
situation and needs.

FromHTSP: A Reference Guide for Trainers
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4 COUNSELING SKILLS FOR HEALTHY TIMING AND SPACING OF
PREGNANCY AND FAMILY PLANNING

Effective communication and counseling are crita@hponents of FP service delivery that will enghiee
adoption and continued use of FP. Good communitatna high quality FP counseling will inform womeemd
their families about the importance of FP in acig\HTSP. Through effective communication and celing,
providers give accurate information on availablenf#thods, and support clients in making decisiong/loether
or not to use FP to effectively time, space and liheir pregnancies.

Interpersonal Communication

A health care provider spends a great deal of éingaged in interpersonal communication with cligthtsir
families, community members and colleagues. Peapiemunicate verbally through their words and thaiie of
voice, and nonverbally through their actions, feeipressions, and general “body language.” Heatitkers
must be conscious of using the right words and tdrweice, as well as open and friendly body largpto
communicate effectively.

While much communication is interpersonal, a healbinker may also provide information and educatmn
groups, such as women in the waiting area of timcckthe marketplace, or community meetings. ksth
settings, the health worker should use the sameepiatsonal communication skills that s/he uses vepeaking
with individuals. The main difference is that sitd not be providing information that is specitic an individual
client.

To communicate effectively, the health care provideshould:
e Listen carefully to what clients have to say antiasohow they say it
Convey interest, concern, and friendliness;
Speak in a soft, gentle tone of voice;
Use words that the client understands;
Encourage the client to ask questions and exprgssancerns;
Ask only one question at a time and wait with iastifor the answer;
Ask questions that encourage clients to expressribeds;
Treat each client as an individual;
Keep silent sometimes and give clients time tokhask questions, and talk;
Every now and then, repeat what you have heardakensure that you understand what the client is
saying;
Sit or stand comfortably and avoid distracting muoeats;
e Look directly at clients when they speak.

Counseling

Counseling is thenutualexchange of information and ideas between a céamsied a client. It is not meant to be
a session in which providers tell clients what ¢ood direct them to a specific outcome. It showddcchent
centered. Counseling is critical in building a sigiing provider-client relationship. Through skdleounseling,
providers can validate the concerns of the cliempathize with their situation and build rapporiath

contributes to overall client satisfaction.

Counseling should take into account the contextahen’s lives. Counseling helps individuals exanpeesonal
issues and make plans for taking action. If a thistides that she is interested in pregnancy sgaand would
like to use an FP method to ensure adequate spaciagseling will help the client choose the appaip
contraceptive method and learn how to use the rdatborectly.
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An effective counselor will consider a woman's diffint needs throughout her reproductive life cyahel the
multiple factors that influence decision-makinguard practicing HTSP and using family planning. Miosalthy
women can use any method of contraception, but@sm®ves through the different stages of her reproce
life her contraceptive needs may change over tirased on factors such as her fertility intentialesired family
size and health status. Adolescents, post partehpast abortion women, breastfeeding women and \uawer
the age of 35 are groups with special contraceptngecounseling needs.

For example, an adolescent of 16 may see herselfeatually having four children (desired familgesi but has
no intention of becoming pregnant right now (féstilntentions). A young married woman may feel tiating
emotions over becoming pregnant due to her owmfgehlnd pressure from her husband and family, fieay
opposition to family planning from her husband ather-in-law and may be unclear about her desaedly
size. A woman who is post partum may want to haveast two more children, but does not want tobes
pregnant right away, while a woman who has justdnatdscarriage may want to become pregnant agan@s
as possible. A woman of 30 may have had all thiel@n she intends to have and does not want tonbeco
pregnant again, while a peri-menopausal woman @ 4bnvinced that she cannot become pregnanafAliese
women have distinct situations, intentions and sekdt must be addressed in educating and cougsetimen
on the healthiest and safest options that areablaito them in terms of HTSP and FP use. Box ebtiges tips
on counseling for FP.

What Makes FP Counseling Effective®

A good counselor:
» Treats all clients with respect, regardless of aggjtal status, ethnicity or socio-economic statug
* Maintains confidentiality
» Personalizes the content of counseling to the tdiaituation

Furthermore, a good family planning counselor:
» supports a client’s informed choice.
» supplies accurate, complete technical informatiat is relevant to the client, including informatid
on HTSP.
» addresses the negative about family planning (asdide effects) as well as the positive.
» discusses the client’s childbearing intentionsluding timing, spacing and limiting of pregnancies
sexual relationships, partners and STI/HIV riskistgikbehavior.

A complete family planning session should coverfthewing:
* Information about all Family Planning methods
» Information on side effects and complications
» Advantages and disadvantages of a method froneatdipoint of view
* Method effectiveness
» Proper method use (once a method has been selected)
* What to do if the method fails or is not used prope
» The availability of emergency contraception
e STl and HIV prevention
» Information on return visits, resupply and unschedwisits if there are problems

36 Heerey, M. et aClient-Provider Communication: Successful Approacaed Tools [CD-ROM]Baltimore, Maryland:
Quality Associates and The Johns Hopkins BloomiSetgpol of Public Health Center for Communicationg?ams
(2003). www.rho.org/html/fpp_keyissues.html
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(Note: This information appears in the Annex asditan #14.)

While most counseling occurs between a provideraadlient, in some situations it may be useful—atdle
critical—to involve a woman’s husband or other imtpat decision-maker in counseling. Couples coumgehat
addresses FP and HTSP provides men with imporésimation on the health, social and economic htnef
HTSP and FP, and an opportunity to discuss howdthayact to protect their health and the healtheif wives
and children Good counseling, therefore, will pdavclients with the opportunity to learn more abdliSP and
FP, to decide if they want to practice HTSP throtighuse of FP, and choose and use the family plgnn
method that best suits them at a particular paoitieir life.

Family planning clients differ, their situationdfdr, and they need different kinds of help ateliént stages of
their life. There is no set script for counselingmand women about HTSP. There are however, cdwgin
messages and tasks that counselors should kedpdraspresented in Table 4.1.

Table 4.1 Family Planning Counseling Strategies foDifferent Clients®

i

Client Type Usual Counseling Tasks
Returning Provide more supplies or routine follow-up
clients with Ask a friendly question about how the client isrdpwith the method.
no problems Assess her intentions with regard to becoming megmemind her of the benefits of HTSP, as
appropriate.
Returning Understand the problem and help resolve it—whdtmeproblem is side effects, trouble using the
clients with method, an uncooperative partner, or another pnable
problems Help her choose another method, if she so desioethat she does not discontinue the use of her
method and risk an unplanned or closely spacechprexy
Remind her of the importance of using a FP metHdubchoice to ensure HTSP.
New clients Check that the client's understanding of the meth@ttcurate
with a Support the client's choice, based on your assegshéhe client’s situation and if the client is
method in medically eligible
mind Discuss how to use method and how to cope withsad®y effects
Discuss the health benefits of HTSP specific toditeiation (e.g. delay to age 18, spacing posupar
or post abortion) and how FP can help her mairtairhealth and ensure healthy pregnancies.
New clients Discuss the client's situation, where she is inrBproductive cycle, plans (such as fertility irttens,
with no desired family size), and what is important to &leout a method
method in Help the client consider methods that might suitgeeticular situation. If needed, help her reach g
mind decision

Support the client's choice, give instructions ea,wand discuss how to cope with any side effects

Discuss the health benefits of HTSP specific toditeiation (e.g. delay to age 18, spacing post
partum or post abortion) and how FP can help héntaia her health and ensure healthy
pregnancies.

o

37 Family Planning: A Global Handbook for Providei/orld Health Organization Department of ReprotgcHealth
and Research (WHO/RHR) and Johns Hopkins BloomBehpol of Public Health/Center for Communications
Programs (CCP), INFO Project. (2007)
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(Note: This information appears in the Annex asdian #15.)

Proving Counseling on HTSP Using the GATHER MethBd

Providing counseling on HTSP will help women, tHifamilies, and communities understand that a wostnuld
wait until her youngest child is at least two yealisbefore she gets pregnant again. When HT SRi@iped
through the use of FP, women and their infants evijby better health and have fewer chances ofradvealth
outcomes. HTSP counseling should provide up-to-tidiéemation, correct rumors and misinformation duedp
clients learn how to use an FP method correctlycamgistently to effectively space pregnancies.

When counseling a client, the provider should bégimforming the client about the benefits of HT@Rd how
the use of FP can help her maximize that bene@iktNhe provider should explore if there are abgtacles that
the client might face that would prevent her frosing FP to practice HTSP, as well as whether othere is
support from her husband and/or family for her e space her children. The provider should keepind
that the timing and spacing of women’s pregnaneiag be dictated by traditional norms and practizkte still
providing accurate information and counseling.

The provider can better consider the personal ctarstics and situation of the client that wilflirence her ability
to effectively use FP for HTSP by using GATHER naetlof counseling on HTSP.

Principles and Elements of Good Counseling

Counseling on FP and HTSP can be done by usinGM¥HER (Greet, Ask, Tell, Help, Explain, Return)
approach to counselirfgCounseling, however, should always be tailoretthéoclient. Not all clients need to be
counseled following the steps of GATHER in exatlly same sequence. For example, with some clidets,
counselor may need to repeat one or more stepdureselor can change the order of the steps of HEAR
according to the needs of the client, but it isdypoactice to follow the established GATHER seqeetiocavoid
leaving out important steps.

The elements of GATHER, which has been adapted fé# TSP, are presented on the following pages.

38 GATHER Guide to Counseling. Population ReportseSel, Number 48. December 1988, Johns Hopkingddsity
School of Public Health/Center for Communicationdg?ams, Baltimore Maryland
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GATHER FOR HTSP

Greet the client in a friendly way.

As soon as you meet clients, give them your fudrdton.

Be polite: greet them, introduce yourself, and roffem a seat.
Conduct counseling where no one else can hear.

Inform clients that you will not share their infoation with others.

In clinics, explain what will happen during theiti®escribe physical examinations and laboratesgs, if any.

O O Oo o o O

If counseling is taking place at home, ensurettimatlient has some private time and/or place togyaate in the counseling.
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Ask the client why she has come in for a visit.

(e.g., is she interested in hearing how to delpstcs or limit a pregnancy?)

If the client is new, obtain a history, includirigetclient's:

Age

Marital/union status

Basic medical information

Number of preghancies and when

Number of births and when

Number and ages of living children

Family planning use for delaying, spacing or limitipregnancies, now and in the past

O/
0‘0

X3

S

X3

8

X3

8

X3

8

X3

8

X/
‘0

L)

Probe for fertility intentions using the appropei&tertility Intention Question Tree (see Handout)#Explain that you are asking for this
information to help the client make an informedickabout delaying, spacing and/or limiting a fatpregnancy and to help her identify
the most suitable family planning method.

Keep questions simple and brief. Look at your ¢lesyou speak.

Help clients talk about their needs, wants, douuBgcerns, or questions they may have about HTBRyE pregnancy

Ensure that the client understands what you hasayoEncourage clients to ask questions.

If the client is not new, ask her if anything h&sueged since her last visit.

52



O O

O

Oo0oa0d

Tell the client about the benefits of HTSP and th&P
methods that are available meet her specific neefisr
spacing or limiting.

As needed, probe to determine whether the cliembise interested in becoming pregnant again dmiitihg her childbearing.

«» For postpartum women, explain why spacing pregrsnai least two years and no more than five ysdrsrieficial. Inform her
how long a woman should wait from her last birtihés next pregnancy, if she wants to become pregrain.

« For postabortion or post-miscarriage women, explzén if she wants to become pregnant again, teesisbuld delay getting
pregnant for at least six months.

«» For adolescents, explain that it is important tdt watil she is 18 before becoming pregnant.

Explain the potential risks of not practicing HTSP.

If the client is interested in HTSP, discuss avddanodern and fertility awareness based methotinafy planning that she can use to
practice HTSP, including LAM based on the cliefdiility intentions. Inform your client about whid=P methods are available and
where she can obtain them, and ask if there arengtlyods that interest them.

Ask your client what she already knows about théhows that interest her. Correct any misinformation

Briefly describe each method that the client wamtsear about. Talk about:

o
*

*

Effectiveness
+ How to use the method
+ Advantages and disadvantages, including informagioreturn to fertility
+ Possible side effects and complications
Use samples and other audiovisual materials, ifabla.
If client is not interested in HTSP and wants todyee pregnant again, provide counseling on the itapoe of antenatal care.

If client is undecided, probe reasons for not gpgeaind discuss further. As appropriate use therimdtion from Table 4 (below}
HTSP Right for Me?
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Table 4: 1S HTSP RIGHT FOR ME?

COMMON REASONS CITED BY WOMEN FOR NOT PRACTICING HT SP AND POSSIBLE RESPONSES

Reasons for not waiting before youngest child is &ast 2
years old:

Possible Responses

It is best to have the children one after the otfigte young
so the mother is strong enough to raise them.

Even young mothers can be stressed and weakerndgddayy spaced
pregnancies.

It is best to have children one after the othethab they can
have a companion close to their age with whom taeyplay.

Children closely spaced together may demand mtgatein from the
mother.

It is easier to raise two children close to eadteoin age,
because they can share clothes, toys, and the risatinge. It
also saves money.

All mothers need time to regain their energy analtheafter childbirth to
be ready for a healthy next pregnancy.

It is more convenient to complete the family quycihd then
go for permanent methods like surgical sterilizatio

The mother can give the last-born child all thedeekattention to grow
healthy, be well fed, and loved. If she is exhadistem a new pregnancy
she may not be able to give the last-born childughattention.

If a woman waits too long, she will be too old tavk another
child.

It is better for the whole family if the mother ackildren are healthy,
which may not happen if the births are closely spac

Common reasons for not practicing HTSP:

Possible Bponses

Her religion does not allow her to use FP.

You can use fertility-based awareness methods et natural methods
to plan your family. You can also practice LAM brebstfeeding.

Her husband is not interested in discussing fapidyning or
pregnancy spacing and/or he feels that it is regpamsibility,
not his.

Pregnancy spacing is a joint responsibility andedfae many economic,
social and emotional advantages to spacing children

The man’s virility may be questioned if his wifeedonot
become pregnant quickly.

A responsible man knows that his family’s healthmgportant, and he is
willing to take steps to ensure that his familpé&althy by planning and
spacing his children.

The woman'’s fertility may be questioned if she @ able to
become pregnant quickly.

While it is important to acknowledge the concernd expectations of he
husband and family, they must also understandiske of closely spaced
pregnancies to the health of the woman, her cumedtfuture children.
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Reasons for not waiting until age 18:

Possible Resnses

It is best to have children while young so the mneoik strong
enough to raise them.

Married adolescents need time to physically andlpsipgically mature
so that they are prepared for pregnancy and childlidelaying the first
child until a young woman is at least 18 incredheschances of having ¢
healthy pregnancy and a healthy child.

PS4

It is more convenient to complete the family quycihd then
go for permanent methods like surgical sterilizatio

Completing a family can be done quickly and saédtgr the age of 18,
after which permanent methods and surgical statibn are options.

If a woman waits too long, she will be too old tohald.

Waiting until you are 18 is not too long and wonoam have healthy
children safely for many years after that.

Members of her family, such as her husband or nothiaw
are pressuring her to have a child. The family pra@gsure the
woman to get pregnant as soon as she marries festenis
very young. In many cases, it is important to destrate her
fertility and/or produce a male child as soon assfiue.

While it is important to acknowledge the concernd expectations of he
husband and family, women must also understandske of too early
pregnancies to the health of the mother and harduthildren.

Reasons for not waiting after a miscarriage or abdron:

Possible Responses

It is more convenient to complete the family quycihd then
go for permanent methods like surgical sterilizatio

Waiting 6 months will not hinder your time to corafd your ideal family
size, after which permanent methods and surgiedlization are options

Members of her family, such as her husband or nothiaw
are pressuring her to have a child. The family pragsure the
woman to get pregnant as soon as possible. In w&s®g, it is
important to demonstrate her fertility and/or progla male

child.

While it is important to acknowledge the concernd expectations of he
husband and family, women must also understandske of too early
pregnancies to the health of the mother and harduhildren.
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Help client choose a method that best suits her ciant
situation, fertility intentions and desired family size.

Help each client match her needs and preferendbasavwamily planning method, especially in termdef desire to delay, space or limit
her next pregnancy.

Ask the client if there is a method she would likaise. Some will know what they want, while otheilé need help to make a decision.
Ask the client about her fertility intentions deslrfamily size, and any future plans. Reinforcelieefits of HTSP and the use of FP.
Ask client what her partner wants. What method @dndr partner like to use?

Ask clients if there is anything they do not untlengl. Repeat and clarify information when necessary

Some methods are not safe for some clients. Wimeetlaod is not safe, inform the client and expld@ady why it is not safe. Then help
the client choose another method.

Check whether the client has made a clear deciSpecifically ask, "What method have you decidedse?"
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Explain how to use the method.

After the client has chosen a method, give herlgegpf appropriate.

If the method cannot be given immediately, tell ¢hent how, when, and where it will be providedoWde a back up method, such as
condoms.

For some methods, such as voluntary surgical cogpiaon, the client may have to sign a consent fohith states that the client wants
the method, has been given information about d,derstands the information (please refer tgtbeedures for voluntary sterilization
in your country). Help the client understand thasemt form.

Ask the client to repeat the instructions on using/or obtaining her method. Listen carefully tdkenaure she remembers and
understands.

Describe any possible side effects and warningssigtearly inform the client what to do if they acc
Ask the client to repeat this information and d¢iaas needed.

If possible, give the client printed material abthg method.

Inform the client when to come back for a followipit as needed, (e.g. for resupply, check up, etc

Remind the client that she should use the methodtfieast two years after the birth of her ladlidctior postpartum women); or for at
least six months following a miscarriage or abartior until she is at least 18 years old.

Inform the client to come back sooner if she wisledf side effects or warning signs occur.
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Return for follow-up. Set up a date with the clientfor you
to visit her for follow-up OR fix a date for the client to visit
the facility for a follow-up visit.

At the follow-up visit ask the client if she islktising the method.

If yes, ask the client if she has any problems withmethod.

If the client has any side effects, ask her todasth side effect one at a time.

If the client has experienced any side effectsl fint how severe they are. Reassure clients wilonside effects that they are not
dangerous, and often resolve on their own aftemarhonths Suggest some ways to relieve side effiésisle effects are severe, refer
them for treatment.

Ask how the client is using the method to be sheeis using it correctly.

Ask if the client has any questions.

If a client wants to switch to another method, inidhe client about other available methods angd tied client to choose another method
Remember, changing methods is not bad. No oneeadly decide on a method without trying it. Alsgperson's situation can change so

that another method may be better.

If a client wants to have a child, help her to atsjng her method. Explain any possible delay farreto fertility. Remind her of the
importance of antenatal care and as needed infoerolient where to go for antenatal care. Reinftineebenefits of HTSP.
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Section 5:
Training for HTSP

Carefully designed training programs not only imy@ohe
performance of family planning providers and mamsgeut
also have a favorable effect on client knowledge@liance

and contraceptive use.
FromHTSP: A Reference Guide for Trainers
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5 RESOURCES FOR TRAINING ON HTSP

This section provides ESD’s recommendations faua-tlay workshop for facility-based providers (e.g.
nurses, midwives, clinic officers, etc), that ileimded to build participant knowledge and skill$lihSP,
family planning and counseling. The resources ihela detailed training curriculum (Table 5.1), &ol
case studies and role plays, and handouts.

Implementing an HTSP Workshop

The goal of HTSP training is to enhance the knogdeand skills of health workers to provide HTSP
information to clients as part of FP and relatealthecounseling and services. ESD recommends that 2
25 hours of training be provided to participants.iiaximize training, there should be no more than 2
participants. Training can be implemented as a-fayrtraining (recommended). Trainers, however, wil
use their best judgment based on the level ofgyaatnt knowledge and skills and the availability of
resources, and use the material here to develmingahat is relevant to their audiences.

To facilitate trainers’ efforts, ESD has includéeé following resources and tools in this Guide:
e A counseling skills checklist for practicing HTSRdaFP counseling

Case studies and role plays that can be usedsiosss

A standardized pre-test and post-test

Evaluation forms

Certificate of Completion of Training on HTSP Teieug

Suggested Learning Objectives:
By the end of the training, participants shouldabk to:
e Explain HTSP
e Understand the benefits and risks associated withAH
e Describe the FP methods that are available totielHTSP

e Strengthen interpersonal communication skills orsRT
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Table 5.1 Model Course Outline for Facility-based ldalth Care Providers

DAY ONE
TIME OBJECTIVES/ACTIVITIES TRAINING/LEARNING METHODS RESOURCE MATERIALS
90 minutes | 1.1 Activity: Welcome by official representatives « Overhead projector, screen
Welcome and Introductions Ice breaker for introductions « Flipchart with markers
Overview of training Review training outline and discuss learning objectives « Transparency film
Participant Expectations Distribute materials + Pre Test (Training Tools)
Administration of pre-test Solicit participants expectations and record
Distribute pre-test and allow 30 minutes for completion
90 minutes | 1.2 HTSP Lecture and Discussion Present the information on the concepts and « Flipchart and markers
Objectives: principles of HTSP and review the spacing recommendations from the « Section 2 of HTSP
. Describe the concept and 2006 WHO Policy Brief. Include recommendation on waiting until at least Reference Guide
principles of HTSP age 18 before becoming pregnant. Facilitate a discussion with the group | « Handout #1
. Review country specific DHS, as | to ensure that participants have a clear understanding of the principles « Other relevant information
well as locally available data on and the terms used to explain HTSP. Answer any questions. (e.g. data on maternal
pregnancy spacing, morbidity morbidity and mortality, etc)
and mortality related to closely
spaced births, etc
e Listthe 3 key messages of HTSP
and Recommendations of 2006
WHO Policy Brief
90 minutes | 1.3 HTSP Small Group Work Working in four groups, have participants discuss * Flip chart and markers
Objectives: the advantages of practicing HTSP and disadvantages of not practicing « Section 2 of HTSP
. Identify advantages and HTSP for the four beneficiary groups: women, infants, men and Reference Guide
disadvantages of HTSP for communities and where HTSP could be integrated. Have participants
women, infants, men and report back to large group « Handouts #2, #3, #4, and #5
communities
«  Discuss benefits of HTSP for In plenary, discuss specific benefits of HTSP for adolescents,
adolescents, post partum women | postpartum women and post-abortion women and feasibility of
and women who have integrating HTSP into other services.
experienced spontaneous or
induced miscarriage
< |dentify opportunities to integrate
HTSP information, education and
counseling
90 minutes | 1.4 HTSP Brainstorm and discussion Ask participants to brainstorm why women | « Flip chart and markers
Objectives: and couples may or may not practice HTSP. For reasons cited, ask « Section 2 of HTSP
« Identify common reasons for not | participants to suggest responses. Reference Guide
practicing HTSP and suggest Small Group Work Break participants into three groups. Distribute a « Choose from Role play
responses role play on HTSP to each group and ask each group to perform their scenarios (Training Tools)
role play for the larger group then discuss the issues raised in the larger or develop own.
group. + Handout #6
30 minutes | Review of day’s activities Summarize content and answer questions
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Table 5.1 Model Course Outline for Facility-based ldalth Care Providers, cont.

DAY TWO: Family Planning Methods for HTSP

TIME OBJECTIVES/ACTIVITIES TRAINING/LEARNING METHODS RESOURCE MATERIALS
30 minutes | 2.1 Activity: Review the agenda and | Discuss what participants liked and didn’t like on the previous day e HTSP Reference Guide for
reflection Review the day’s agenda with the participants Trainers
Conduct a warm up activity. * Flipchart and markers
60 minutes | 2.2 Family Planning Lecture and Demonstration: * National guidelines and
Objectives: Use the locally available relevant guidelines and quality assurance tools Quality assurance tools (as
»  Familiarize participants with to discuss the delivery of FP services. available)
national FP program guidelines e Flipchart and markers
and tools.
60 minutes | 2.3 Review of FP methods Lecture and Discussion: Use the relevant sections from the Trainer’s * Flipchart and markers
Objectives: Reference Guide and other resources to discuss the importance of FP « Section 3 of HTSP
« Discuss the importance of for post partum women, post abortion women, adolescents and special Reference Guide
educating providers about FP for | groups, such as HIV + women and women over 35.
adolescents, postpartum and
postabortion women, women
over 35, women with HIV.
90 minutes | 2.4 Review of FP methods Lecture and discussion Use Reference Guide to discuss contraceptive | « Flipchart and markers
Objectives: methods, focusing on those that are most readily available. « Section 3 of Reference
»  Discuss modern FP methods in Then facilitate group discussion on common rumors and misconceptions Guide
terms of effectiveness, about FP. Allow participants adequate time to clarify information. « Handouts #7, #8, #9, #10
advantage and disadvantages Promote a lively discussion that includes time for developing responses #11, #12, #13
« Identify commons rumors and to rumors and misconceptions. Discuss how HTSP can promote greater
misconceptions of FP and access to and acceptance of FP.
suggest responses
90 minutes | 2.5 Review of FP methods Case Study: Break into small groups and assign case study on FP use * Flipchart and markers

Objective:

e Demonstrate current knowledge
in modern family planning
methods and their application in
different situations.

to each group. Allow groups 15 — 20 minutes to discuss case study and
then have each group make a five minute presentation to the larger

group. .

* Section 3 of Reference
Guide.

¢ Choose from Case Studies
in Annex or develop your
own.
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Table 5.1 Model Course Outline for Facility-based ldalth Care Providers, cont.

DAY THREE: Communication and Counseling for HTSP

TIME OBJECTIVES/ACTIVITIES TRAINING/LEARNING METHODS RESOURCE MATERIALS
30 minutes | 3.1 Activity: Review the agenda and | Discuss what participants liked and didn't like on previous day e HTSP Reference Guide for
reflection Review the day’s agenda with the participants Trainers
Conduct a warm up activity. . F|ipchart and markers
30 minutes | 3.2 HTSP Lecture and Discussion: Review again where HTSP information, *  Flipchart and markers
Objective education and counseling can be integrated. Allow participants to ask
e Discuss opportunities for questions and clarify any misinformation.
integrating HTSP information,
education and counseling
150 3.3 Communication and Lecture and discussion Present an overview of communication and *  Flip chart and markers
minutes Counseling counseling . Section 4 of Reference
Objectives: Small group work Conduct an activity with participants to practice Guide
« Identify strategies for effective using verbal and non-verbal communication as part of counseling «  Handouts #14, 15
communication and counseling Group discussion on communication and counseling and their
. Discuss barriers to importance to promoting HTSP and FP
communication
e Practice using effective
communication and counseling
skills
90 minutes | 3.4 Counseling for HTSP Lecture: Use the materials from the Trainer's Reference Guide and *  Flip chart and markers
Objective participant contributions to make the presentation on counseling . Section 4 of Reference
. Improve HTSP counseling skills methods, skills, and the GATHER counseling approach. Guide
¢ Role Plays (Training tools)
* Handout on GATHER
30 minutes | Review of the day’s activities Involve participants in review and discussion of the topics and activities
covered during the day. Encourage participants to ask questions and
clarify any misinformation.
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Table 5.1 Model Course Outline for Facility-based ldalth Care Providers, cont.

DAY FOUR: Skills Development and Action Planning for HTSP

TIME OBJECTIVES/ACTIVITIES TRAINING/LEARNING METHODS RESOURCE MATERIALS
30 minutes 4.1 Agenda: Review of the agenda Discuss what participants liked and didn'’t like on previous day ¢ Flipchart and markers
and reflection. Review the day’s agenda with the participants o HTSP Reference Guide
Conduct a warm up activity.
90 minutes 4.2 Counseling Skills Present the Counseling Checklist and review with participants ¢ Flipchart and markers
Objective «  Counseling Checklist
Understand how GATHER can be Role Play Divide participants into four groups and distribute role (Training Tool #)
used for addressing HTSP plays. Allow participants time to develop skits on HTSP, using new «  Use Role Plays from
information and skills, using all skills they have learned. Annex or develop your
own.
Perform skits. Participants should use the Counseling Checklist to
assess each role play to ensure key areas are addressed.
Group discussion
60 minutes 4.3 Comprehensive Review and Group Discussion Address any questions and comments. ¢ Flipchart and markers
Post test Administer post-test «  Post-Test (Training Tools)
Objective:
To address all questions, comments,
and points of relevance prior to the
post-test
90 minutes 4.4 Activity: Prepare action plans Individual Work: Divide participants into groups according to their
districts or workplaces. Each group should prepare an action plan
that they will implement when they return to their workplace. The
action plan should include: 1) the activities that they propose to do,
2) time frame for implementation and 3) the persons responsible for
action plan.
Present action plans to group for review and feedback.
40 minutes 4.5 Activity: Discussion of the post- | Share the overall results of the pre and post-test with the participants | «  Answer Key from
test results with the participants and provide correct answers to questions. Discuss the answers with +  Training Tool
Course evaluation the participants and clarify any questions.
Request that the participants fill out the Course Evaluation Forms.
20 minutes Activity: Closing session e Training Tools
Certificate distribution
Any feedback from participants.
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HTSP Training Tools

Checklist for HTSP and FP Counseling Skills
Case Studies and Role Plays

Pre/Post-Test Questionnaire

Course Evaluation Form

PwppPE
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5.

TRAINING TOOL #1

Checklist for HTSP and FP Counseling Skills

TASK YES | NO

1.| Greet client politely and give her or him your fattention.

2.| Inform client that you will not tell others whateth say during the discussion and
conduct the counseling for HTSP and FP.

3.| Ask client about her family’s health and addressceons first before proceeding with
FP counseling.

4.| Ask client about his or her wellbeing and addréshher health concerns first before
proceeding with FP counseling.

5.| Obtain relevant client information, (e.g. name,,age.) and her pregnancy/reproductive
history, marital statues, socio-economic situatein,

6./ Obtain client’s medical history, if appropriate.

7.| Ask client what she knows about Healthy Timing &pdcing of Pregnancy.

8.| Inform client about benefits of Healthy Timing aBdacing of Pregnancy.

9.| Ask client about her desired family size and whiea sight like to become pregnant
(fertility intentions)

1( Ask client(s) which family planning methods s/hets and inquire what s/he knows
about these methods.

117 Inform client about which family planning methods available, including fertility-
based methods.

12 Briefly describe each method that the client wamtsear about, and describe any side
effects and inform client what s/he needs to dmif side effects occur.

13 Ask client which methods interest them and whag &fows about these methods.

14 Correct any misunderstanding about the methods.

15 Explain how to use the method. Ask client to refleatinstructions and check if there|is
anything s/he does not understand.

1¢ Check to make sure client has made a clear decision

17 Give client supplies, if appropriate.

FOR POSTPARTUM CLIENTS, with children less than sixmonths of age, also ask the following:

1§ Inform client about return to fertility following full-term birth.

19 Inform clients that for non-breastfeeding womenntilfey will return as early as 45 days
postpartum

2( Inform client about lactational amenorrhea method faow it can be used for
pregnancy spacing.

2] Inform client which FP methods can be safely usatihd postpartum period.

27 Identify with the client which methods are apprapeifor breastfeeding mothers and for

non-breastfeeding mothers

23

Reinforce importance of HTSP

FOR POSTABORTION CLIENTS, also ask the following
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24

Inform client that fertility can return within 10agls to 2 weeks following an abortion @
miscarriage.

=

25

Inform client that she should wait at least six thsrbefore trying to become pregnan
again, if that is her intention.

t

24

Inform client which FP methods can be safely usdldWing an abortion or miscarriag
for spacing or limiting pregnancy.

FOR ADOLESCENT CLIENTS, also advise them

>

To ensure the healthiest outcomes for both mothehaby, adolescents should wait
until they are at least 18 before becoming pregnant

FOR HIV POSITIVE WOMEN, also advise them

28

The use of condoms prevents both pregnancy and HIV

24

Family planning helps limit the spread of HIV byepenting unintended pregnancies
among HIV + women, which decreases the likelihobHI& infection in children.

3(

Women who are on ARVs can safely use most conttaeemethods

3]

HIV + women who want to have children can incretigechances of having a healthy
pregnancy through improved use of HTSP and FP.

34

It is very important that HIV + women who want tedome pregnant seek antenatal
care.

33

HIV+ women are at risk of having a baby which is4¢rm and of low birth weight.
Pregnancy spacing is especially important to hedwgnt these outcomes.

FOR WOMEN OVER 35 also advise them

34

Pregnancy after 35 carries increased health raksbthers and children.

35

Ask if she has reached her desired family sizesolfis she using a method of
contraception?

3¢

If she does not want any more children, is sheésted in using a long-acting or
permanent method?

3

Women remain fertile until menopause, which gemgracurs between the ages of 4
and 55. The use of FP is recommended until oneaféer menstruation ceases.

Ot
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TRAINING TOOL #2 CASE STUDIES AND ROLE PLAYS

A number of the sessions in the training use cagkes and role plays to help participants apply
new learning and skills for HTSP and FP educatimh@unseling. What follows are suggested
case studies and role plays that the trainer camnd/or adapt for sessions.

Each case study includes suggestions for the trairterms of guiding the discussion of the case
study.
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Case Study #1

Situation:

Mariam is 17. She has just married a man whoasiab0 years older than she is. She
wants to wait at least a year before becoming @egn

Possible Responses:

>

Inquire what Mariam knows about pregnancy and tkastrual cycle, and
explain how fertility and conception work.

Explain the health benefits of delaying the firggnancy until she is at least 18
as well as the risks associated with early pregnanc

Ask her if there is pressure from her husband, faoricommunity for her to get
pregnant quickly. As needed, discuss how to déal such pressure.

Ask her what she knows about FP. What is her pagmttitude towards FP? Do
her religious beliefs conflict with her desire teeuU=P? Do her beliefs support
pregnancy spacing and breastfeeding?

Discuss her contraceptive options for contraceptie¢hods, depending on local
availability, her beliefs and the attitude of hartper.

Fully explain the benefits and limitations of FBrrect use of FP method, and
needed follow-up services.
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Case Study #2

Situation:
Anna is 22. She has a six-month-old baby girl,dné is already thinking about having
her next child, because she really wants a boyenEwough she realizes that closely
spaced pregnancies are risky, she does not wavditaintil her daughter is two before
she starts trying to become pregnant.

Possible Responses:
» Determine why she is so anxious to get pregnanhaga
» Clarify why she does not want to practice HTSP.
» Fully explain the benefits and risks to herself, @by and the unborn child.
» As needed, help her think of ways to deal withghessure from her husband and

family.

Y

Assess her understanding and acceptance of FP.

A\

Support and encourage her decision and providevitierappropriate information
(e.g. contraception or antenatal care)
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Case Study #3

Situation:

Esther is 16 and is using injectables. She igpregnant and does not want to become
pregnant until she is older, but she is not happly imjectables because of some of the
side effects.

Posssible Response:

>
>
>

Assess her experience with injectables.

As needed, correct any errors in its use and asldssges of side effects.
Determine if she wants to continue using this metmow that she has more
information.

If she doesn’t want to continue with injectablescdss other contraceptive
options, including benefits, limitations, correseuand follow up.

Assess her partner’s support for FP

Reinforce that she should not try to become preigmatil she is at least 18 and
she should continue to use a reliable method afraoaption.

Explain the benefits of delaying the first pregnanatil the age of 18.
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Case Study #4

Rita is 18. She has been living with HIV since slas born. She is doing well on her ARVs
and is getting married soon. She is concernedtdiauing children.

Possible Responses:

» Assess her fertility intentions and desired farsige and let her know it is possible for
her to have children even if she is HIV +ve.

> Advise her that pregnancy places a heavy burddreobody because of her HIV +
status, so she should space and LIMIT the numbpregfnancies. Because she is HIV+,
she is already at risk for low-birth weight or gegm birth. Spacing her pregnancies
will help lower the risk of these outcomes.

» She should give her body time to rest between @meges. So she should SPACE the
pregnancies through use of an appropriate methéahafy planning.

» There are medicines and methods of delivery thihr@duce the chance of transmitting
HIV to her child(ren).

» During pregnancy it is important for her to attexrdenatal care

» She should discuss all the issues regarding hiitjeintentions, number and spacing of

pregnancies with her husband.
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Role Play #1

A 22-year-old woman recently had a miscarriage wdtenwas three months pregnant. She has
one child: a girl who is one year old. She has ctortee health worker with her mother-in-law
for advice, because she feels very weak but wandsttpregnant again. She has lots of family
pressure, both from her husband and her mothevinib get pregnant again so that she can
give them a son.

Directions for Participants

Three patrticipants will volunteer for roles or Wik assigned roles. One will be a health worker,
one will be the client, and one will be the mothetaw. Each participant who has a part in the
role play should take a few minutes to read thé&dpazind information and prepare. The
observers in the group also should read the bagkgronformation so they can participate in the
small group discussion following the role play. Tdieservers can use the checklist to assess the
counseling session.

Participants’ Roles:

Health Worker.The health worker will assess the needs of thatciad provide
counseling on HTSBnd FP. The health worker will explain the benaditsi TSP and
also talk about the potential risks if HTSP is pcticed. She will then give information
about different contraceptive methods.

Client. The client is feeling pressure to get pregnantragaishe can have a boy.

Mother-in-Law. The mother-in-law mentions that they need a gramds continue the
family name.
Discussion Questions
1. Did the health worker approach the client in a pesireassuring manner?
Did the health worker’s provide adequate informaio
Were the client’'s concerns addressed?
Was it a good idea to involve the mother-in-law?
Were the benefits of HTSP and FP clearly commuedat

o gk wb

What else could the health worker have done?
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Role Play #2

A 25-year old woman with two children, a boy angird is using injectable contraceptives. Her
last-born child is seven months old and she doewvant to have another child right away. She
has no problem with her current contraceptive netisacept that it is difficult for her to come in
regularly for injections.

Directions for Participants

Two participants will volunteer for roles or wilekassigned roles. One will be a health worker
and the other the client. Each participant whoapart in the role play should take a few
minutes to read the background information andgmeepl he observers in the group also should
read the background information so they can pasitei in the small group discussion following
the role play. The observers can use the chec¢&lsssess the counseling session.

Participants’ Roles

Health Worker.The health worker will assess the needs of the woama provide
counseling on HTSP and FP. She will then give mi@iion about different contraceptive
methods.

Client. The client will ask questions and try to decidsh& wants to practice HTSP ad
what FP method she might use.

Discussion Questions
1. Did the health worker approach the client in a pesireassuring manner?
Did the health worker’s provide adequate informaio
Were the client’'s concerns addressed?
Were the benefits of HTSP and FP clearly commuedat

a bk~ 0N

What else could the health worker have done?
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Role Play #3

A 34-year old man has four sons. His wife is inplealth after the birth of their last child one
month ago. The doctor advised them against havimg raore children. He is convinced,
however, that contraceptive methods cause cancer.

Directions for Participants

Three participants will volunteer for roles or wié assigned roles. One will be a health worker

and the other two will be husband and wife (clignEach participant who has a part in the role

play should take a few minutes to read the backgtanformation and prepare. The observers in

the group also should read the background infoonato they can participate in the small group

discussion following the role play. The observess ase the checklist to assess the counseling
session.

Participants’ Roles

Health Worker. The health worker will assess the situation ande gilie couple
information about different modern contraceptivetimes and help them decide if they
will use a method.

Clients. The clients (husband and wife) ask questions ab®ut They are concerned
about side effects.

Discussion Questions

1. Did the health worker approach the clients in atp@sreassuring manner?
Did the health worker address the clients’ neediscamcerns?

Did the health worker provide enough information?

Were the benefits of HTSP and FP clearly commuedt

a bk~ 0N

What else could the health worker have done?
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Role Play #4

A 16-year-old woman is married to a 30 year old m&me wants to delay her first pregnancy
but she is concerned because her mother-in-lawsweattto get pregnant quickly.

Directions for Participants

Two participants will volunteer for roles or wilebassigned roles. One will be a health worker
and the other a client. Each participant who hparain the role play should take a few minutes
to read the background information and prepare.oldservers in the group also should read the
background information so they can participateh@ $mall group discussion following the role
play. The observers can use the checklist to afises®unseling session.

Participants’ Roles

Health Worker.The health worker will assess the situation, antexplain the benefits
of HTSP. She will give information about differecdntraceptive methods to help her
delay pregnancy until 18.

Client. The client asks questions about HTSP and FP and dim@wvcan convince her
mother-in-law to delay her first pregnancy.

Discussion Questions

1. Did the health worker approach the client in a fposireassuring manner?
Did the health worker address the client’'s neediscamcerns?

Did the health worker provide enough information?

Were the benefits of HTSP and FP clearly commuedat

a k& 0N

What else could the health worker have done?
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Role Play #5

A 28 year-old woman has three children: one sontamddaughters. After the birth of her last
child she was advised by the community health wo(kHW) to get an IUCD inserted. The
last-born child is one year old, so she has comthe¢ohealth worker to take out her IUCD

because she wants to have another boy.

Directions for Participants

Two patrticipants will volunteer for roles or wilekassigned roles. One will be a health worker
and the other the client. Each participant whoapart in the role play should take a few
minutes to read the background information andameplhe observers in the group should also
read the background information so that they catqggaate in the small group discussion
following the role play. The observers can usectiecklist to assess the counseling session.

Participants Roles

Health Worker. The health worker will assess the situation, anplaes the benefits of
HTSP. She will then give information about differeontraceptive methods.

Client. The client asks questions about HTSP and FP andionerthe pressure she is
getting from her husband and family. She is wadrtigat if she waits too long, she will
have trouble conceiving.

Discussion Questions
1. Did the health worker approach the tliara positive reassuring manner?
2. Did the health worker address the clients needsanderns?
3. Did the health worker provide enough information?
4. Were the benefits of HTSP and FP clearly commuedat
5. What else could the health worker have done?
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Role Play #6

A 25-year old woman was recently diagnosed with Miven she was pregnant with her second
child. She was enrolled in a PMTCT program. Thikdds seven months old, and seems to be
HIV-free. She is now taking ARVs and is feelingtquvell. She does not want to become
pregnant again.

Directions for Participants

Two participants will volunteer for roles or wilekassigned roles. One will be a health worker
and the other the client. Each participant whoapart in the role play should take a few
minutes to read the background information andgmeepl he observers in the group also should
read the background information so they can pasitei in the small group discussion following
the role play. The observers can use the chec¢&lsssess the counseling session.

Participants’ Roles

Health Worker.The health worker will assess the needs of the woama provide
counseling on HTSP, HIV and FP. She will then gifermation about different
contraceptive methods.

Client. The client will ask questions about HTSP, FP and.HShe is worried about
what others in the community might think if she slo®t have another child.

Discussion Questions
1. Did the health worker approach the client in a pesireassuring manner?

Did the health worker address the clients needsanderns?
Did the health worker provide enough information?
Were the benefits of HTSP and FP clearly commuedat

a kb 0N

What else could the health worker have done?
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TRAINING TOOL #3

Pre/Post-Test Questionnaire
l. Healthy Timing and Spacing of Pregnancy
1. What is the key HTSP message for women who haentlcgiven birth?
2. What are three benefits of practicing HTSP?
3. What are two risks if HTSP is not practiced?
4. When are opportunities to include HTSP educatiahiaterventions?
a. Postpartum care visit
b. Antenatal care visit
c. Postabortion care visit
d. Child health visit
e. All of the above
Il Review of Family Planning Methods
5. Women must be menstruating to obtain an FP edeth
True False
6. Injectable contraceptives are given after et@nymonths.
True False
7. An IUCD does not interfere with breastfeeding.
True False
8. Women'’s contraceptive needs change over heecyitle
True False
9. Breastfeeding women cannot use FP
True False
10. Most FP methods are safe for women with HIV

True False

11. Improved access to FP to prevent early canceethe rate of death among adolescents
who are sexually active..

True False
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12. The best FP method for most clients is:

a. The one that the health care provider thinkeg for the client.

b. The one that is most effective.

c. The one that is most convenient for the hezdtle provider.

d . The one that the client chooses after learabwpt all available methods.

lll. Counseling Skills for HTSP and FP

13. Counseling for HTSP can be given during:
a. Antenatal care
b. Postpartum care
c. Child health visit
d. All of the above

14. Explain what GATHER stands for.

15. Family planning counseling is basically the edor all clients
True False

16. FP Counseling is successful when a woman ckaos&P method
True False

17. Counseling for Family Planning should include@tion on HTSP
True False
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5. Pre-/Post-Test Answer Key
l. Healthy Timing and Spacing of Pregnancy
1. What is the key HTSP message for women who hesently given birth.

For couples who decide to have another child aftex live birth:

For the health of the mother and child, wait a minan of 2 years, but not more than 5
years, before trying to become pregnant again. doseP method of your choice during
that time.

2. What are three benefits to women of practiciiggR?

Lower risk of death

Lower incidence of induced abortion

Lower risk of pre-eclampsia

Lower risk of miscarriage

Lower risk of anemia

Allows women to continue to breastfeed for two yeat

3. What are three risks to newborns if HTSP ispratticed?

Greater risk of death

Greater risk of preterm birth

Greater risk of low birth weight

Greater risk of small for gestational age

Less likely to continue to be breastfed for two yea.

4. When are opportunities to include HTSP educatimhinterventions?
a. Postpartum care visit
b. Antenatal care visit
c. Postabortion care visit
d. Child health visit
e. All of the above

Correct answer iE.
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lI: Review of Family Planning Methods
5. Women must be menstruating to obtain an FP edeth
True False

Correct answer iIBALSE. Women do not need to be menstruating or hawegative pregnancy
test. The pregnancy checklist can rule out pregnan

6. Injectable contraceptives are given once etweoymonths.
True False
Correct answer is FALSE. Injectables are given @y three months.
7. An IUCD does not interfere with breastfeeding.
True False
Correct answer is TRUE. Breastfeeding women céelysase an I[UCD to prevent pregnancy.
8. Women'’s contraceptive needs change over hecyitke
True False
Correct answer is TRUE. Women’s reproductive ligpsn many years and their needs will
change based on their age, marital status, hetalthhss family size, and cultural norms, among
others.
9. Breastfeeding women cannot use FP

True False

Correct answer is FALSE. Breastfeeding women amany methods of FP. However, some
methods are not appropriate for breastfeeding wdmeeause they decrease milk production.

10. Most FP methods are safe for women with HIV
True False

Correct answer is TRUE. Family planning is an imigat way of helping HIV + women prevent
unplanned pregnancy.

11. Improved access to FP to prevent early canreelypce the rate of death among adolescents.
True False

Correct answer is TRUE. Pregnancy is the leadeugse of death among adolescent women
aged 15 - 19.
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12. The best FP method for most clients is:

a. The one that the health care provider thinkest for the client.

b. The one that is most effective.

c. The one that is most convenient for the healtle provider.

d. The one that the client chooses after learningoaut all available methods.

Correct answer is D.

lll.  Counseling Skills for HTSP and FP

13. Counseling for HTSP can be given during:
a. Antenatal care
b. Postpartum care

c. Child health visit
d. All of the above

Correct answer is D.

14. Explain what GATHER stands for.

Greet, Ask, Tell, Help, Explain, Return

15. Family planning counseling is basically the sedor all clients
True False

Correct answer iIBALSE. Good family planning counseling will be tailoredthe specific
needs of each client.

16. Family Planning Counseling is successful whamman chooses an FP method
True False

Correct answer iIBALSE. Counseling is successful when clients:
Feel that they got the help they wanted

Know what to do

Feel confident that they can do what needs to bbe do

Feel respected

Return as needed

Are satisfied with their method, and

Use their FP method effectively

YVVVVYVYYVYYVY

17. Counseling for Family Planning should include&ation on HTSP.
True False

Correct answer iSRUE. HTSP is an important component of FP servicevelsl.
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TRAINING TOOL #4

Course Evaluation Form
(To be completed by the participants)

Please indicate your opinion of the course usiegeliowing rating scale:

4 — Very satisfied 3 — Satisfied 2 — Dissatisfied 1 — Very Dissatisfied

QUESTIONS RATING

1. Overall, how satisfied are you with the course?

2. How satisfied are you that the course achieved itated objectives?

3. How satisfied are you with the trainers’ ability to explain topics, clear up
doubts, and respond to the needs of the participas?

4. How satisfied are you with the duration of the couse?

5. How satisfied are you with the resource materialsrad training aids used?

6. Give an example of how you would apply the knowledgand skills acquired
in this course to your everyday work.

7. Which course activities and features did you find rast helpful?

8. Which course activities and features did you finddast helpful?

9. What other reproductive health topics would you like included in the
course?

10. Do you haveany other suggestions or recommendations for fut@ courses?
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Handout #1 WHO Policy Brief

Department of Reproductive
Health and Research

Department of Making
Pregnancy Safer

—_—— Birth spacing —report from a WHO

o technical consultation’

The World Health Organization (WHO) and other international organizations
recommend that individuals and couples should wait for at least 2-3 years
between births in order to reduce the risk of adverse maternal and child
health outcomes. Recent studies supported by the United States Agency for
International Development (USAID) suggest that an interval of 3-5 years
might help to reduce these risks even further. Programme managers respon-
sible for maternal and child health at the country and regional levels have
requested WHO to clarify the significance of the new USAID-supported find-
ings for health-care practice.

To review the available evidence, WHO, with support from USAID, organized a
technical consultation on birth spacing on 13-15 June 2005 in Geneva, Swit-
zerland. The participants included 35 independent experts as well as staff of
the United Nations Children’s Fund {UNICEF), WHO and USAID. The specific
objectives of the meeting were to review evidence on the relationship be-
tween different birth-spacing intervals and maternal, infant and child health
outcomes, and to provide advice on recommended birth-spacing intervals.

Method of review and findings of  ticipants. Atthe meeting, the authors of the
the consultation background papers presented their find-

ings, and selected discussants presented
Prior to the ﬂ!BEHHQ, USAID submitted to the consolidated set of reviewers' com-

WHO for review six unpublished, draft pa-
pers emanating from studies the Agency
had supported on birth spacing. These,
along with a supplementary paper (also
unpublished at the time), served as back-
ground papers for the technical consulta-
tion.

WHO sent the six draft papers to a selected
group of experts, and received a total of 30
reviews. The reviewers' comments were
compiled and circulated to all meeting par-

" This policy brief is based on the report of the
WHO technical consuftation on birth spacing, held
in Geneva, Switzerland, on 13—15 June 2005, This
report can be found on the following Internet site:
wew who.int/reproductive-health/ publications

ments, including their own observations.
Together, the draft papers and the various
commentaries constituted the basis for the
consultation's deliberations.

The background papers? (see list on the
back page of this policy brief) were based
on studies that had used a varlety of re-
search designs and data analysis tech-
niques. The meeting participants noted
that the length of the intervals analysed and
the terminology used in the papers varied

2 |t was planned that after the meeting the draft
papers would be revised by the authors, taking into
account the comments of the participants in the tech-
nical consultation.
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considerably, making it difficult to compare
the results. They therefore agreed to use
“birth-to-pregnancy interval” as a stand-
ard term in making their recommendations.
Specifically, this term refers to the interval
between the date of a live birth and the
start of the next pregnancy.

The participants discussed the strengths
and limitations of the studies, identified ar-
eas requiring further work and requested
the authors to conduct additional analyses
and research. The authors are currently re-
sponding to the reviewers' questions and
undertaking the requested analyses. They
are to revise their papers and resubmit
them to WHO for a second review, follow-
ing which WHO will issue a supplementary
report.

Conclusions and recommendations

The group came to separate conclusions for
the different health outcomes considered,
i.e. one on birth spacing after a live birth,
and one on birth spacing after an abortion.
Details of the discussions, the process of
achieving final agreement on the recom-
mendations and the necessary caveats are
documented in detail in the full report.

The participants emphasized that their
recommendations (in bold below) must be
read in conjunction with the following pre-
amble:

In choosing the timing of the next pregnan-
oy, individuals and couples should consider
health risks and benefits along with other
circumstances such as their age, fecundity,
fertility aspirations, access to health-care
services, child-rearing support, social and
economic circumstances, and personal
preferences.

Recommendation for spacing after a live

birth

= After a live birth, the recommended
interval before attempting the next
pregnancy is at least 24 months in
order to reduce the risk of adverse
maternal, perinatal and infant out-
comes.?

Recommendation for spacing after an

abortion

= After a miscarriage or induced
abortion, the recommended
minimum interval to next pregnancy
should be at least six months in
order to reduce risks of adverse
matemal and perinatal outcomes.

Caveat. The recommendation on spacing
after an abortion is based on one Latin
America study that examined hospital
records of 258108 women (delivering
singleton infants) whose previous preg-
nancy had ended in an abortion. Because
this was the only available study of this
scale, it was considered important to use
its findings, but with some qualifications.
Abortion events in the study were of three
types: safe abortion, unsafe abortion and
spontaneous pregnancy loss (miscarriage).
The relative proportion of each of these
types was unknown. The study sample
was taken from public hospitals only, with
much of the data coming from only two
countries (Argentina and Uruguay). Thus,
the results may neither be generalizable
within the Latin American region nor appli-
cable to other regions, which have different
legal and service contexts and conditions.
Additional research was recommended to
clarify these findings.

Suggestions for future research

The consultation made the following sug-
gestions for further research in the area of
birth spacing:

» Coherent theoretical frameworks need
to be developed that can explain and
analyse the possible causal relation-
ships between birth-to-pregnancy
intervals and maternal, perinatal and
infant outcomes, particularly child
mortality.

3 Some participants felt that it was important to note

in the report that, in the case of birth-to-pregnancy
intervals of five years or more, there is evidence of an
increased risk of pre-eclampsia, and of some adverse
perinatal outcomes, namely pre-term birth, low birth
weight and small infant size for gestational age.
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+ Good-quality longitudinal studies

# [t would be useful to include in ongo-

ing studies analyses of relationships
between birth spacing and maternal
morbidity. For instance, examination of
the effects of multiple short birth-to-
pregnancy intervals would be useful,
as would be more detailed data on the
effects of very long intervals. Further
analysis of the relationship between
birth spacing and maternal mortality
would help confirm or refute existing
findings, although it is acknowledged
that this may not always be feasible as
it may require a very large number of
cases.

There is a need to investigate the
relationship between birth spacing and
outcomes other than mortality — for
instance, maternal and child nutrition
outcomes, or impact on the psychologi-
cal development of children. Also, it
would be helpful to have information on
possible benefits, as well as possible
risks, of particular birth spacing inter-
vals.

More studies are needed on the effects
of postabortion pregnancy intervals in
different regions. A distinction between
induced and spontaneous abortion,
and between safe and unsafe induced
abortion, would be particularly helpful
in future studies.

that take more potential confounding
factors into account are needed to:

(i) clarify the observed associations
between birth-to-pregnancy intervals
and maternal, infant and child out-
comes; (i) estimate the potential level
of bias in the use of different measures
of intervals (birth-to-birth vs. inter-
pregnancy interval, for instance); and
(iii) clarify the potentially confounding
effect of short intervals following a
child death, both because of shortened
breastfeeding and because parents
may seek to replace the dead child.

Finally, there is a need to develop an
evidence base for effective interven-
tions to put recommendations on birth
spacing into practice.
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Papers reviewed at the meeting

1. Conde-Agudelo A (draft, 2004). Effect of
birth spacing on maternal and perinatal
health: a systematic review and meta-
analysis. Report prepared for The Academy
for Educational Development and The
CATALYST Consortium.

An amended and abridged version of this
report (not reviewed by the WHO consulta-
tion) has mow been published as follows:

Conde-Agudelo A, Rosas-Bermiidez A,
Kafury-Goeta AC. Birth spacing and risk of
adverse perinatal outcomes: a meta-analy-
sis. JAMA, 2006, 295:1809-1823.

2. Conde-Agudelo A, Belizan, JM, Breman R,
Brockman SC, Rosas-Bermidez A (draft,
2004). Effect of the interpregnancy interval
after an abortion on maternal and perinatal
health in Latin America.

This paper has now been published as
followes:

Conde-Agudelo A, Belizan, JM, Breman R,
Brockman SC, Rosas-Bermidez A. Effect
of the interpregnancy interval after an
abortion on maternal and perinatal health
in Latin America. Infernational Joumal of
Gynaecology and Obstetrics, 2005, 89:
534-540 (supplement),

3. DaVanzo J, Razzaque A, Rahman M, Hale L,
Ahmed K, Khan MA, Mustafa AG, Gausia K
(draft, no date). The effects of birth spac-
ing on infant and child mortality, pregnancy
outcomes and maternal morbidity and
mortality in Matlab, Bangladesh.

4, Dewey KG, Cohen RJ (draft, 2004). Birth-
spacing literature: maternal and child
nutrition outcomes. Report prepared for
The Academy for Educational Development
and The CATALYST Consortium.

5. Rutstein S0 (draft, no date). Effects of
preceding birth intervals on neonatal,
infant and under-five years mortality and
nutritional status in developing countries:
evidence from the Demographic and Health
Surveys,

This paper has now been published as
follows:

Rutstein S0. Effects of preceding birth
intervals on neonatal, infant and under-
five years mortality and nutritional status

in developing countries: evidence from

the Demographic and Health Surveys.
International Joumal of Gynaecology and
Dbstetrics, 2005, 89:57-524 (supplement).

6. Rutstein S0, Johnson K, Conde-Agudelo A
(draft, 2004). Systematic literature review
and meta-analysis of the relationship
between interpregnancy or interbirth inter-
vals and infant and child mortality. Report
prepared for The CATALYST Consortium.

Supplementary paper

7. Zhu BP (draft, 2004). Effect of interpreg-
nancy interval on birth outcomes: findings
from three recent US studies.

This paper has now been published as
follows:

Zhu BP. Effect of interpregnancy interval on
birth outcomes: findings from three recent
US studies. International Journal of Gynae-
colpgy and Obstetnics, 2005, 89:525-533

(supplement).

For more information contact:

Igbal Shah, Department of Reproductive
Health and Research

email: shahi@who.int

Annie Portela, Department of Making
Pregnancy Safer

email: portelaa@ who.int

World Health Organization

Avenue Appia 20, CH-1211 Geneva 27,
Switzerland

Tel: +41 22 791 2111

Internet addresses:
www.who.int/reproductive-health
www.who.int/making_pregnancy_safer

© World Health Organization, 2006




Handout #2 Benefits of HTSP

Benefits of Healthy Timing and Spacing for Infantsand Mothers*

For newborns/infants For all women For adolescents

e Lower risk of perinatal death. | @ Lower risk of maternal death,| @ Adolescents aged 15 —

Infants of adolescent mothers
are 1.5 times more likely to die
before their first birthday than
infants of older mothers,

19 are twice as likely to
die during pregnancy or
childbirth as those over
20; girls under 15 are
five times more likely to
die.

Lower risk of neonatal death

Lower incidence of induced
abortion

Each year, at least 2
million young women
undergo unsafe abortior]

Lower risk of preterm birth

Lower risk of pre-eclampsia

Adolescents are more
likely to experience
pregnancy and delivery
related complications
such as pre-eclampsia
and fistula

Lower risk of low birth weight.

Lower risk of miscarriage

Adolescent mothers are
more likely to delivery
early or at low birth
weight

Lower risk of small for
gestational age

Lower risk of anemia

Unmarried adolescents
who give birth may be
forced to marry the
father, drop out of
school, become a single
mother or have an
unsaf;e abortion, leading
to multiple social or
health consequences

)

Increased benefits of extende
breastfeeding

e

Allows for two years of
breastfeeding, which is linkec
with reduced risk of breast an
ovarian cancer

Delaying early
childbearing saves lives

of the Preceding Pregnancy on Pregnancy Outcomdsiilab, BangladeshBJOG 2007.

40 DaVanzo, Julie, Lauren Hale, Abdur Razzaque,Mizanur Rahman, “Effects of Interpregnancy Intdrand Outcome



Improved spacing of pregnancies reduces infant delas.

Handout #3 HTSP Graphs

Birth to Pregnancy Interval and Relative Risk
(adjusted odds ratio) for Neonatal and Infant Mortality
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Source: Rutstein 2003,

* A 24-month, birth-to-pregnancy interval is assamiawvith reduced risks of newborn and infant mastali
based on data from developing countries in Afrisia, Latin America, and the Middle East.
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Improved pregnancy spacing reduces maternal risks.

Birth to Pregnancy Interval and Relative Risk (adjusted odds ratio)
for Adverse Maternal and Pregnancy Outcomes
(risk for miscarriage is that following a live hirth)
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* A 24-month, birth-to-pregnancy interval is assamiawvith reduced risks of multiple adverse healtttames
for mothers, newborns, and infants.

Young Women Under the Age of 20 Are at Higher Risk for Morbidiy and Mortality*

Risk for Morbidity and Mortality by Age

5
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*While first births always have higher risks, thisalysis adjusts for parity.

* Adolescents aged 15 - 19 are twice as likely to die duriegrancy and childbirth as those over 20 and girls under

age 15 are five times as likely to die. Pregnancy is the leadunge of death for young women aged 15 - 19.



For couples who desire to
have another child after a
live birth, the messages are:

For the health of the
mother and the baby, wali
at least 24 months, but ng
more than 5 years, beforg
trying to become pregnanj
again.

Consider using a family
planning method of your
choice without
interruption during that
time.

For couples who decide to
have a child after a
miscarriage or abortion,
the messages are:

For the health of the
mother and the baby,
wait at least six months
before trying to become
pregnant again.

Consider using a family
planning method of your|
choice without
interruption during that
time.

Handout #4 HTSP Messages

For adolescents, the
messages are:

For your health and
your baby’s health, waif
until you are at least 18
years of age, before
trying to become
pregnant.

Consider using a famil
planning method of
your choice without
interruption until you
are 18 years old.
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extending service delivery

HTSP 101: Everything You Want to Know About
Healthy Timing and Spacing of Pregnancy

Healthy Timing and Spacing of Pregnancy (HTSP) is an intervention to help women and families delay or
space their pregnancies to achieve the healthiest outcomes for women, newhorns, infants, and children.
within the context of free and informed choice, taking into account fertility intentions and desired family size.

Background

Over the past few years, the United States Agency
for International Development (USAID) has
sponsored a series of studies on pregnancy spacing
and health outcomes. The research objective was to
assess, from the best available evidence, the effects
of pregnancy spacing on maternal, newbom and
child health outcomes. In June 2005, the World
Health Organization (WHO) convened a panel of 30
technical experts to review six USAID-sponsored
studies. Based on their review of the evidence, the
technical experts made two recommendations” to the
WH(?. which are included in a report and policy
brief :

s After alive birth, the recommended mininmion
interval before attempiing the next pregnancy is
at least 24 months in order to reduce the risk of
adverse maternal, perinatal and infant
outecomes.

o After a miscarriage or induced abortion, the
recommended mininum interval to next
pregnancy is at least six months in order to
reduce risks of adverse maternal and perinatal
outcomes.

What is HTSP?

Healthy Timing and Spacing of Pregnancy (HTSP)
is an intervention to help women and families delay
or space their pregnancies, to achieve the healthiest
outcomes for women, newborns, infants and
children, within the context of free and informed
choice, taking into account fertility intentions and
desired family size.

"WHO is reviewing the technical experts’ recommendations and has
requested additional analyses to address questions that arose at the 2005
meeting. WHO recommendations will be issued when their review has
bezn completed.

1201 Connecticut Ave., NW, Suite 700, Washington, DC 20036 tel 202.775.1977

Qualitative studies conducted by USAID in
Pakistan, India, Bolivia, and Peru showed that
women and couples are interested in the healthiest
time to become pregnant versus when to give birth.
In this way, HTSP differs from previous birth
spacing approaches that refer only to the interval
after a live birth and when to give birth. HTSP also
provides guidance on the healthiest age for the first
pregnancy.

Thus, HTSP encompasses a broader concept of the
reproductive cycle — starting from healthiest age for
the first pregnancy in adolescents, to spacing
subsequent pregnancies following a live birth, still
birth, miscarriage or abortion — capturing all
pregnancy-related intervals in a woman'’s
reproductive life.

Volunteer health worker reading an HTSP Pocker Guide in
Dadaab refugee camp in Kenya (Photo credic: Jennifer Mason)

fax 202.775.1988 www.esdproj.org
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Why HTSP? The Rationale

Multiple studies have shown that adverse maternal
and perinatal outcomes are related to closely
spaced pregnancies. As shown in Table 1, the risks
are particularly high for women who become
pregnant very soon after a previous pregnancy.
miscarriage, or abortion.

Table 1. Risks of Adverse Health Outcomes After Very
Short Interval Pregnancy, Compared to the Reference
Group Interval Used in the Selected Study

INCREASED RISKS WHEN PREGNANCY
OCCURS 6 MONTHS AFTER A LIVE BIRTH

Adverse Outcome Increased Risk

Induced Abortion 650%
Miscarriage 230%
Newborn Death (<9 mos.) 170%
Maternal Death 150%
Preterm Birth 70%
Stillborn 60%
Low Birth Weight 60%

INCREASED RISKS WHEN PREGNANCY
OCCURS <6 MONTHS AFTER AN ABORTION
OR MISCARRIAGE

Increased Risk with 1-2 With 3-5 Month
Month Interval Interval

Low Birth Weight 170% 140%
Maternal Anemia 160% 120%
Preterm Birth 80% 40%

Sources: Cende-Agudelo, et al 2000, 2008, 2006; Da Vanzo, st
al. 2004; Razzague, et al, 2005: Butstein, 2005.

Too long intervals (>5 years) are also associated
with adverse health outcomes. Thus, through the
promotion of healthy timing and spacing of
pregnancy. there is the potential to significantly
reduce risks to both mothers and children. HTSP
offers:

*  Reduced risks after a live birth: Short birth to
pregnancy intervals less than 18 months and
longer than 59 months, had a greater risk for
adverse perinatal outcomes, than women
delivering 18 to 23 months after a live birth.”

*  Reduced risks after a miscarriage or post
abortion: Women delivering singleton infants
after becoming pregnant less than six months
after a previous abortion or miscarriage had a
greater risk for adverse maternal and perinatal
outcomes, than women deliverin% 18 to 23
months after a previous abortion.

Reduced risks for adelescents: The annual global
burden of disease report estimates that 14 million
adolescent pregnancies happen every year. Sixty
percent of married adolescents reported that their
first birth was either mistimed or unintended.*
Compared to older women, girls in their teens are
twice as likely to die from pregnancy and child
birth-related causes: and their babies also face a 50
percent higher risk of dying before age I, than
babies born to women in their twenties.”

Considerable unmet need and demand for spacing
still exist in the younger 15-29 age cohorts as well as
in postpartum women, as shown in the findings
below.

e Women in younger age cohorts: Spacing is the
main reason for family planning demand among
women in younger age groups (15-29). Among
married women 29 years or younger who wanted
family planning, FP demand for spacing ranged
from 66% to over 90%.° Data from developing
countries also show that younger. lower parity
women have the highest demand and need for
spacing births. Commonly, between 90% and
100% of the demand for spacing in the 15 to 24
year age cohort, is made up of women with
parity of two or less.’

e Postpartum women: Unmet need for spacing
among postpartum women is very high. 95-98%
of postpartum women do not want another child
within two years — yet only 40% are using
family planning.® In short, 60% of postpartum
women who want to space their pregnancy have
an unmet need.

HTSP is an aspect of FP which is associated with
healthy fertility and helping women and families
make informed decisions about pregnancy spacing
and timing to achieve healthy pregnancy outcomes.
Family planning (FP) has made great progress in
helping women avoid unintended pregnancies. To
date, the focus of FP has mostly been on lowered
fertility, rather than healthy fertility. Findings from
the WHO technical panel support the role of family
planning in achieving healthy fertility and healthy
pregnancy outcomes.

1201 Connecticut Ave., NW, Suite 700, Washington, DC 20036 | tel 202.775.1977 fax 202.775.1088 www.esdproj.org
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HTSP is an effective entry point to strengthen and
revitalize F P in sensitive settings because it focuses
on the mother/child dyad and improved health
outcomes for mother and baby. HTSP provides an
opportunity to highlight family planning as a
preventive intervention using the framework of
healthy mothers, healthy babies, healthy families and
healthy communities.

From Research to the Field

The Extending Service Delivery (ESD) project, in
collaboration with USAID, is currently spearheading
an activity to take the evidence from research to the
field.

Specifically, ESD is developing a program approach
focusing on achieving three HTSP outcomes — (1)
healthy pregnancy spacing after a live birth; (2)
healthy pregnancy spacing after a miscarriage or
induced abortion; and (3) healthy timing of the first
pregnancy in adolescents, to delay until age 18, for
healthy mother and healthy baby.

The first two HTSP outcomes are based on the two
recommendations to WHO from the panel of
technical experts. The third outcome was added by
USAID to address issues of pregnancy at too early
an age — a significant contributor to maternal and
infant mortality in many developing countries.

Towards Achieving HTSP Outcomes:
The Messages

To achieve HTSP outcomes, three take-home
messages have been developed — all to be discussed
in a framework of informed family planning choice,
personal reproductive health goals and fertility
intention.

For couples whe desire a next pregnancy after a live

birth, the messages are:

e For the health of the mother and the baby,” wait
at least 24 months, but not more than 5 ycars,*
before trying to become pregnant again.

"This message encompasses perinatal, necnatal, and infant health and
can be adapted to the context — for example postpartum programs would
emphasize perinatal, neonatal and maternal health.

fSome technical experts at the 2005 WHO technical consultation felt it
was important to note that in birth-to pregnancy intervals of five years or
mare, there is evidence of increased risk of adverse maternal outcome,

1201 Connecticut Ave., NW, Suite 700, Washington, DC 20036

¢ Consider using a family planning method of
your choice without interruption during that
time.

For couples who decide to have a child after a

miscarriage or abortion, the messages are:

¢ For the health of the mother and the baby, wait
at least six months before trying to become
pregnant again.

¢ Consider using a family planning method of
your choice without interruption during that
time.

For adolescents, the messages are:

¢ For your health and your baby’s health, wait
until you are at least 18 years of age, before
trying to become pregnant.

¢ Consider using a family planning method of
your choice without interruption until you are 18
years old.

The Interventions

Key HTSP interventions include:

*  Advocacy at the policy level;

¢ Education and counseling of women and
families. and linkage to FP services at the
service delivery level; and

¢ Monitoring and evaluation.

Advocacy.

There is significant increased risk for multiple
adverse outcomes after short pregnancy intervals.
Decision makers must be reached with advocacy and
information about HTSP evidence and
recommendations from the 2005 WHO technical
consultation; DHS data on country-level burden of
disease; and HTSP’s important role in contributing
towards maternal, neonatal and child mortality by
reducing adverse maternal and perinatal risks.
Country-specific advocacy briefs, developed by
ESD, are available at www.esdproj.org.

Education and counseling of women and families,
and linkage fo FP services.

Recent OR studies indicate that educating and
counseling women and families on HTSP is

namely pre-eclampsia. and adverse perinatal outcomes, namely pre-term
birth, low birth weight and small infant size for gestational age.

tel 202.775.1977 fax 202.775.1988 www.esdproj.org
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associated with increased knowledge and use of FP
services.” To ensure women and couples are
informed, educated, and counseled about HTSP,
programs need to use every window of opportunity.
In addition to FP services, several other service
delivery events represent excellent opportunities for
HTSP education and counseling — pre-natal visits,
post-partum care, well-baby check-ups, infant
growth-monitoring sessions and immunization
sessions as well as postabortion care services, and
PMTCT/VCT/STI counseling sessions. Non-health
activities such as youth, literacy, and agriculture are
also good venues. Community leaders and religious
leaders can also be trained as HTSP champions.
Knowledge of service providers should also be
increased so that FP plays a role not only in
reproductive health, but also in maternal, newborn
and child health. To that end, HTSP tools are
available at: www esdproj.org to strengthen HTSP
training, education and counseling activities.

Linkage to FP services is critical to achieve HTSP
outcomes. Some women and couples may not want
to make a decision immediately after education and
counseling. Programs need to have a mechanism in
place to ensure that these women return for services,
have access and choice of a wide range of
contraceptive methods, including long-acting and
permanent methods (LAPM), or are referred for
appropriate FP services including voluntary
sterilization for those who wish to limit.

HTSP training materials/curricula provide
information on all methods’, for both spacing and
limiting, and on how to probe for fertility intentions,
so that providers can refer women for voluntary
sterilization if that is appropriate and requested.

Moeonitoring and evaluation. A 2004 birth spacing
programmatic review' documents that most FP or
maternal-child health (MCH) programs do not
formally track birth to pregnancy intervals as a
statistic that helps define the overall FF/MCH
program success. Over the next few years, ESD will
work with the HTSP Champions’ Network to
monitor and track changes in HTSP trends and

Includes information and training on all FP methods including LAPM,
voluntary sterilization, probing for fertility intentions and referral 1o
appropriate health facilities for sterilization as requested.

1201 Connecticut Ave., NW, Suite 700, Washington, DC 20036 tel 202.775.1977

knowledge using a tracking matrix. ESD is also
developing a list of common HTSP indicators.

Conclusion

USAID is working in collaboration with WHO and
other organizations to integrate HTSP into health
and non-health programs. For countries to reduce
their burden of disease and reach their Millennium
Development Goals, adding HTSP interventions to
their strategies and programs should be considered a
priority because of significant, multiple health
benefits for women and babies.

Prepared by May Post, Extending Service Delivery
Project.

Based on the ESD HTSP Strategy, available at
www.esdproj.org.

Please contact esdmail @esdproj.org for more
information.

! Report of a WHO Technical Consultation on Birth Spacing. World
Health Organization, 2006,

 Conde-Agudelo A, et al., Birth Spacing and the Risk of Adverse
Perinatal Outcomes: A Meta Analysis. Journal of the American Medical
Association, 29, April 2006,

* Conde-Agudelo A., et al., Effect of the interpregnancy interval after an
abortion on maternal and perinatal health in Latin America.
International Journal of Obstetrics and Gynecology, Vol 89,
Supplement 1, April 2005,

* Married Adolescents: No Place for Safety. WHO and UN Population
Fund: WHO, 2006,

# Shane Barbara (1997), cited in State of the Warld's Mothers 2006
Saving the Lives of Mothers and Newborns. Save the Children, 2006,

¢ Jansen, W., Existing Demand for Birth Spacing in Developing
Countries: Perspectives from Household Survey Data. International
Jowrnal of Obstetrics and Gynecology, Vol 89, Suppkment 1, April
2005.

7 Jansen, W and L Cobb, USAID Birth Spacing Programmatic Review:
An Assessment of Country-Level Programs. Communications and
Training Materials. POPTECH Publication No. 2003-154-024, 2004,

* Ross and Winfrey, Contraceptive use, intention to use and unmet need
during the extended postpartum period, fnrernarional Family Planning
Perspectives, Vol. 27, No. 1, March 2001,

# Minia Village Household Survey: Communications for Healthy Living,
Egypt, 2000-2005; PRACHAR Project. Pathfinder/India, 2001-2003:
Results of the Household Survey, TAHSEEN/Pathfinder, Egypt, 2003-
2005; Promoting Postpartum Contraception: Possible Opportunities,
Population Council. New Delhi 2007; Soloet al (1999). Kenya. Cited in
Report of the PAC Technical Advisory Panel, USAID, April 2007
Programs, Communications and Training Materials. POPTECH
Publication No, 2003-154-024, 2004,

1" Jansen, W. and L. Cobb, USAID Birth Spacing Programmatic
Review: An Assessment of Country-Level.
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Benefits of HTSP vs. Risks of Not Practicing HTSP

BENEFITS OF HTSP RISKS IF HTSP IS NOT PRACTICED

For the Newborn Child

* Newborns are more likely to be born strong andthgal ¢ Risk of newborn and infant mortality is higher.

« Newborns may be breastfed for a longer periodnoé tiwhich allows them ¢  There may be a greater chance of a pre-term loth-bieight
to experience the health and nutritional benefitsreastfeeding. baby, or the baby may be born too small for itsajemal age.

* Mother-baby bonding is enhanced by breastfeedihg;wfacilitates the |« When breastfeeding stops before six months, théoewdoes
child’s overall development not experience the health and nutritional benefitsreast milk,

* Mothers who are not caring for another young chiider the age of three and the mother-baby bond may be diminished, whiak aiffect
may be better able to meet the needs of their nesbo the baby’s development.

For the Mother
* The mother has a reduced risk of complications whie associated with « Women who experience closely spaced pregnancies are

closely spaced pregnancies. 0 Atincreased risk of miscarriage

« She may have more time to take care of the baslyeifdoes not have to o Are more likely to experience iron-deficiency anami
deal with the demands of a new pregnancy. o Are more likely to experience pre-eclampsia

« She may breastfeed longer; longer duration of tiesding is linked to a 0 More likely to induce an abortion

reduced risk of breast and ovarian cancer.

» She may be more rested and well-nourished sosaigpaort the next
healthy pregnancy.

» She may have more time for herself, her childred,tzer partner, and to
participate in educational, economic and social/iiets

* She may have more time to prepare physically, eamally, and
financially for her next pregnancy.
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Benefits of HTSP vs. Risks of Not Practicing HTSP

For Men

His partner may find more time to be with him, whimay contribute to a
better relationship.
Expenses associated with a new pregnancy will e@idaled to the
expenses of the last-born child.
More time between births may allow a man time smdinancially and
emotionally before the birth of the next childthe couple plans to have
one.
Men may feel an increased sense of satisfactian:fro
o Safeguarding the health and well-being of his garémd children;
and
0 Supporting his partner in making healthy decisi@uarding FP
and HTSP.

The stress from closely spaced pregnhancies magpreouples
from having a fulfilling relationship.

If the mother is too tired from a new pregnancy eaiging an
infant, she may not have the time or energy to dp@th her
partner.

For the Family

Families can devote more resources to providing tdhddren with food,
clothing, housing, and education.

A new pregnancy requires money for antenatal datter
nourishment for the mother, savings for the dejivasts and
costs associated with the needs of a hew baby.

lliness or a need for emergency care is more likelye woman
has closely spaced pregnancies

Unanticipated expenses may lead to difficult finahc
circumstances or poverty.

For the Community

HTSP is associated with reduced risk of death Bmesses among
mothers, newborns, infants, and children, whichaaniribute to
reductions in poverty and improvements in the dyali life for the
community

It may relieve the economic, social and environralgptessures from
rapidly growing populations

Lack of HTSP may result in a poorer quality of liée
community residents

Economic growth may be slower, making it more difft to
achieve improvements in education, environmentalityl and
health.
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The Benefits of Long-Acting and Permanent Methods

for Individuals

Leng-acting and permanent methods (LAPMSs) of contraception offer an untapped opportunity to
meet the needs of a variety of people. They offer individuals and couples advantages that other
methaods of family planning do not, and their provision gives women who want to space or limit
their pregnancies more choices. Use of LAPMs can also improve the health and well-being of
entire families in several important ways.

Addressing diverse needs

Forwomen and couples who want to delay or space their pregnancies, implants and intrauterine
devices (IUDs) offer long-term effectiveness and reversibility. These reversible LAPMs are effective
for three to 12 years,' depending on which method is chosen. Once either device is removed, a
woman’s fertility returns almost immediately. Implants and 1UDs are also options for individuals
and couples who want no more children. In addition, female sterilization and vasectomy effec-
tively prevent pregnancies throughout the reproductive years.

Atleast 15 percent of all couples worldwide choose a method of family planning that men
actively participate in using, such as condoms, withdrawal, periodic abstinence, or vasectomy.?
For men who have achieved their desired family size, vasectomy is the only method that
offers highly effective, permanent protection from unintended pregnancies. The proce-
dure is simpler and safer than female sterilization. It generally takes 15 minutes or less when
performed by a trained surgeon, is almost painless, and is usually not complicated.?

For the young people of Africa who are delaying marriage and parent- T
hood, reversible LAPMs are safe and suitable options. Because they do LAPMs are an option for

not require any action on the part of a user, implants and IUDs are almost
always used correctly, and they rarely fail. Pregnant adolescents are also
at higher risk than other women of pregnancy-induced hypertension,
anemia, and prolenged or obstructed labor? So, young people who

choose reversible LAPMs are also protecting themselves against these
potential complications. ———

women and couples who are
living with HIV or AIDS and
want to prevent unintended

pregnancies.

Reversible LAPMs are an alternative for women who discontinue

other methods of family planning but still want to avoid pregnancy. A woman who stops using
short-acting hormonal methods because of estrogen-related side effects may prefer an IUD or
implant. A woman using a short-acting method might also consider switching to an LAPM if she
has trouble returning to the clinic for resupply, has difficulty using her method correctly and con-
sistently, or wants to prevent pregnancy for a longer period.

Because they either do not contain hormones or contain only progestin, LAPMs can be used

by lactating women immediately or soon after childbirth without affecting their milk supply. A
woman can have an IUD inserted within the first 48 hours after giving birth. Or, she can safely
undergo female sterilization within the first week after giving birth if she is certain she does not
want any more children.Women who are breastfeeding can also safely initiate implants as soon
as six weeks postpartum.®

LAPMs are an option for women and couples who are living with HIV or AIDS and want to prevent
unintended pregnancies. IUDs, implants, and female sterilization can all be used by women with
HIV or AIDS or at high risk of HIV. Vasectomy can be used by any man, regardless of his HIV status.
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Offering unique advantages

LAPMS are the most effective methods for preventing pregnancies. Most modern methods of family
planning are highly effective when used correctly and consistently during every act of sexual inter-
course. In typical use, when people accasionally forget to use a method or use it incorrectly, many
contraceptive methods are not as effective. During one year of typical use, LAPMs are between
three and 60 times more effective than most short-acting methods (Table 1).

Table1l.  Pregnancy Rates During One Year of Typlcal Use

Family planning method Method type Pregnancy rate (%)
Oral contrace ptives Short-acting 8.0
Injectables Short-acting 3.0

Copper intrauterine device Long-acting 08

Fernale sterilization Permanent 0.5
Vasectomy Permanent 0.15
Implants Long-acting 0.05

Source; World Health Organtzation/Deparmment of Repeoductive Hed th and Researdh (WHDJ, Johre Hopkins Bloomierg School of Public Health Certer for Communication
ProsrameANFD Project (CCP). Family Planming: 4 Glabal Sandbook S Providers. Baltimare, MD and Geneva: (0P and WHID, 207,

LAPMs are convenient for users. Wormen who use oral contraceptives must remember to take their
pills each day. Likewise, injectable users must have reinjections every one to three months, depending
on the type of injectable they are using. Resupply often requires travel to a clinic, and the timing of
clinic visits is critical for preventing pregnancies. LAPMs require almost no attention on the part of the
user after they are initiated, and their effectiveness is not dependent on daily or monthly action.

LAPMs can be the most cost-effective option for users over time. Oral contraceptives and injectables
may atfirst appear to be lower-cost options, but their cumulative costs due to return visits and resup-
ply can be surprisingly high. On the other hand, LAPMs may have a higher one-time start-up cost,
depending on the type of facility providing them, but are usually less expensive over time.

People who use LAPMSs are satisfied. In Kenya, more than 85 percent of
women who choose the IUD® and approximately 97 percent of women who
choose female sterilization” report being satisfied with their method. In both
Nigeria and Zimbabwe, at least 96 percent of women using implants have
said they are satisfied or very satisfied with their choice.®

Very few medical conditions limit LAPM use. No medical condition should
restrict an individual’s eligibility for vasectomy or fernale sterilization. Breast cancer is one of only
a few medical conditions that makes a woman ineligible for implants. Certain conditions prevent
initiation of the IUD. For example, the World Health Crganization recommends that a woman with
gonorrhea or a chlamydial infection should not begin using an IUD until her infection has been
cured. However, like other LAPMs, the IUD is a safe option for most healthy women ®
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LAPMs offer noncontraceptive health benefits. Implants and female sterilization protect against
ovarian cancer, and use of an IUD or implant may lower a woman's risk of endometrial cancer. Use of
animplant also decreases a woman's risk of anemia and reduces the amount of bleeding, pain, and
cramps typically associated with menstruation.!

Benefiting family health and well-being

The use of LAPMs can improve maternal and child health. Healthy timing and spacing of births
reduces the chance that a mother will become sick or die from complications related to pregnancy,
unsafe abortion, or childbirth. When pregnancies are spaced too close together, babies can be barn
too eatly and teo small, making them more likely to die before the age of five. Women are at higher
risk of developing anemia, rupturing the sac of water surrounding the baby befare the baby is ready
to be born, or dying during childbirth. Spacing pregnancies also allows children to experience the
substantial health benefits of breastfeeding for a full two years."

Smaller families can invest more money in the health, nutrition, and education of each of their chil-
dren. Wormen who decide how many children they would like to have and how far apart they would
like to space them are also empowered. They have more opportunities to work, be educated, and
parficipate in other activities.

When one or more parents are living with HIV or AIDS, LAPMs can provide highly effective protec-
tion from unwanted pregnancies and, thus, mather-to-child transmission of HIV.

Werld Health Organization/Department of Reproductive Hed th and Research {WHO), Jobrs Hopkrs Blacmbeng Schoal of Public HzalthCenter for Communication
Presrames ANFD Profect (CCF). Rrmitly Planning: 4 Global Handbook fr Providers. Baltimore, MD and Genewva: (0P and WHI, 2007,

United Natiors. Workf Gontracepiive Use 2005 Wl chart. New York: United Nations, 2005,

Farnily Health Interrational. Vaseciomy: Endnce-Ea sed Praciices to fmprove EFaciveness. Rasaarch Trianale Park, NC: Familly Health International, 2007,

Bctending Service Dellwer y (ESD) Project. Heafty Teming aind Spacing of Pegnandes:A Packet Ginde for Bealth Pracitioners, Program Managers, and Gommontty Leaders
Washingtan, [C: ESD Project, 2007,

Werld Health Organization (WHO). Medical Sigib ity O iterta for Comiracepive Use. Thind Flithon. Geneva: WHO 2004,

Sekadda-Kigondu €, Mwathe B, Pumin JK, et al. Acceptability and discontinuation of Depo-Provera, 100D and cornbined pill in Kenya. Eost AT Mad J

156, 73012}, 786-54,

Fuminjo JK, Lynam PF. A fiftesn-year revtew of fernale sterilization by mintlaparatorry under local anesthesia in Kenya. Gantricapiion 1997:55i4):249-60,

Haniaal DNE. The Horplant expertance in Za1a: 3 tan-y ear raview. A7/ Reprod Health 20037 (2):20-24; Mitchal ML Thistle B Acceptabulity of levonangestral subdermal
Irnplarits wersce tubial ligation for long-temn contraception in a rral population of Zmbatwe, Gntracapiion 2004 70(5):453-86.

9 WHO
10 LS, Centers for Disezse Cortrol and Preverton (CD0). Famiy Pansing Methods and Practice: Afica. Secand Eddwon, Atlanta, GA: CDC, 2000,
11 E5DFrofect.
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FROM THE AMERICAN PEOPLE Addressing unmet nesd for postpartum family planning

THE LACTATIONAL AMENORRHEA METHOD (LAM):
A Postpartum Contraceptive Choice for Women Who Breastfeed

The purpose of this brief is to guide health care service providers in offering quality LAM
services within their maternal and child health, reproductive health or family planning programs.

The Lactational Amenorrhea Method (LAM) is a modern, temporary contraceptive method
based on natural infertility resulting from certain patterns of breastfeeding.

Lactational = related to breastfeeding
Amenorrhea = no vaginal bleeding (after two months postpartum)
Method = a modern, temporary (up to six months postpartum) contraceptive method

All postpartum women who meet the following three criteria can use LAM:

1. Menstrual periods have not resumed; AND

2. The infant is fully' or nearly fully” breastfed frequently, day and night’; AND
3. The infant is under six months of age.

Because LAM is a short-term, temporary contraceptive method, an essential component of LAM
services is the timely introduction and ongoing use of another contraceptive method when any
one of the three criteria is not met, or the woman no longer wishes to rely on LAM for family
planning.

Key Elements of LAM Services 2
Key programmatic elements of quality LAM services for postpartum women who breastfeed
include:

» Counseling on the criteria for effective LAM use,

= Offering encouragement and support to maintain exclusive breastfeeding for six months,
* Educating about return to fertility,

* Discussing reproductive goals/fertility intentions for spacing or limiting,

* Counseling about appropriate contraceptive methods, and

* Assisting in transition from LAM to another method by providing or linking to family
planning services.

' A woman is said to be fully breastfeeding when she breastfeads her infant:
axclusively—meaning no water, other liquid or solid is given to infant; or
- almost exclusively—meaning vitamins, mineral water, juice or ritualistic feeds are given infrequently (i.e., NOT a regular part of
the infant's diet) in addition to breastfeeds.
* A woman is said to be nearly fully breastfeeding when the vast majority of feeds given to her infant are breastfeads (i.e., no other
kind of feeding replaces a breastfeed).

“In this context, frequently means whenever the infant is hungry, both day and night. This concept is explained in more detail in the
“Optimal Breastfeeding Behaviors™ textbox below.




Handout #8 Lactational Amenorrhea

Method

The following table summarizes the content of each of these elements.

ELEMENT

CONTENT DESCRIPTION

LAM criteria

The three criteria for LAM use and what each means for ensuring
contraceptive protection

All three criteria must be met.

Breastfeeding support

The optimal breastfeeding behaviors that help maximize the
contraceptive effect of LAM (textbox below)

When to contact a provider for support or management of
breastfeeding difficulties

Return to fertility

Chances of becoming pregnant during the postpartum period change
according to breastfeeding status, intensity of breasifeeding and
length of time postpartum

If any one of the three criteria for LAM use is not met, pregnancy can
occur even without the return of menses.

Reproductive goals/
fertility intentions

The woman’s or couple’s desire for more children and for spacing or
limiting births

Healthy timing and
spacing of pregnancies

Women/couples desiring another child should wait at least two years
after a live birth before trying to get pregnant again.

Contraceptive choices

The range of available contraceptive methods to consider for use by
breastfeeding women

Which methods are appropriate, depending on the timing of their use
and the woman’s need for protection from sexually transmitted
infections and pregnancy

Provide contraceptive methods or referrals as indicated.

Transition to another
modern method

The conditions that indicate a need to use, or transition to, another
contraceptive method

=

© m N @

six months.

OPTIMAL BREASTFEEDING BEHAVIORS
1. Allow the newborn to breastfeed as scon as pos'sible after birth, and to remain with the mother for
at least several hours following delivery.
2. Breastfeed exclusively for the first six months: no water, other liquids or solid foods.
Position and attach the infant correctly at the breast.

Breastfeed frequently, whenever the infant is hungry, both day and night. (As a counseling
guideline for women using LAM, daytime feedings should occur at intervals of no longer than four
hours. There should be at least one nighttime feeding at an interval of no longer than six hours.)

Offer the second breast after the infant releases the first.
Continue breastfeeding even if the mother or infant becomes ill.
Avoid using bottles, pacifiers (dummies) or other artificial nipples.
The lactating mother should eat and drink more than usual.

Breastfeeding mothers may need family or social support for continued exclusive breastteeding for

10. After the first six months, when complementary foods are introduced, breastfeed before each
complementary feeding during the first year.

11. Continue to breastfeed for up to two years and beyond.
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Timing and frequency of counseling for LAM: While LAM counseling during the antenatal
period is highly desirable, there is evidence that two client visits during the postpartum period
can bring about good LAM acceptance and coms:h’ance on the part of postpartum women, and
can help ensure the effectiveness of the method.” Program experience indicates that the correct
timing of these two visits is critical: one should take place during the immediate postpartum, the
other at the time of transition (i.e., when a woman no longer meets all three LAM criteria or
when she wants to transition to another family planning method). The purpose of the first visit is
to determine whether breastfeeding has been well established and is sufficient for LAM to be
effective. The purpose of the sccond visit is: to facilitate the transition to another modern
contraceptive method, by helping the woman choose an appropriate method based on her fertility
intentions; and to discuss the importance of exclusive breastfeeding for six months, child feeding
after six months and continued breastfeeding for up to two years and beyond.

Transition from LAM to another modern contraceptive method: Transition from LAM to
another modern contraceptive method is a critical aspect of effective programming for LAM—
helping to ensure that every woman using LAM is able to achieve her reproductive goals for
spacing or limiting. Recent research has indicated that a woman’s understanding of LAM criteria
may facilitate her transition to other modern methods at six months. It is also very important to
counsel the woman on continuing to breastfeed her infant when she switches to another method.

Addressing Perceived Limitations

A common rationale for not promoting LAM is that it is a temporary method and represents a
missed opportunity for women who might otherwise initiate another modern method in the first
few months postpartum. However, 38% of women in the first 12 months postpartum who intend
to use contraception are not doing $0.” Moreover, a study in Jordan measured the transition rate
from LAM to another modern method at one year postpartum and suggests that LAM attracts
previous non-users to the modern method mix.®

Another concern is that LAM has decreased efficacy if mother and child are separated for
extended periods. One study measured the efficacy of LAM among working women who were
separated from their infants for about eight hours per day, but who expressed their breast milk at
least every four hours. The six-month pregnancy rate among those working women who were
amenorrheic, who expressed their breast milk every four hours and whose babies were under six
months of age was 5.2%.” While less effective than typical or ideal LAM use (98% and 99.5%,
respectively), this compares favorably to a 25-30% pregnancy rate for non-breastfeeding women
not using contraception during the same period.

*Paterson, A, 2000. Multicenter study of the lactational amenorrhea method (LAM) 11: Effectiveness, duration, and satisfaction with
reduced client-provider contact. Contraception 62: 221-230.

*Ross, J. A., Winfrey, W. L. 2001. Contraceptive use, intention to use and unmet need in the postpartum period. International Family
Planning Perspectives 27(1): 20-28.

f Bongiovanni, A. et al. 2005, Prometing the Lactational Amenorthea Method (LAM) in Jordan Increases Modern Contraception Use
in the Extended Postpartum Period. The LINKAGES Project, Academy for Educational Development.

 Valdes, V. et al. 2000. The efficacy of the Lactational Amenorrhea Method (LAM) among working women. Contraception 82: 217-
219.

* Gray, R. et al. 1987. Postpartum retumn of ovarian activity in nonbreastfeeding women monitored by urinary assays. Journal of
Endocrinology 64(4).
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Rationale for Including LAM in Maternal and Child Health, Reproductive Heaith
and Family Planning Programs

= LAM effectiveness has been proven repeatedly in prospective clinical trials over the past two
decades: LAM effectiveness is 99.5% for ideal use and 98% for typical use.’

= To promote informed choice, the contraceptive method mix should include LAM. LAM is
simple to use and readily accessible, but requires effective counseling.

= LAM has child survival benefits. It supports exclusive breastfeeding for the first six months,
which provides nutrients and immunological protection to the infant, as well as prevents
pregnancies during the critical first months postpartum.

= LAM reaches the sub-population of women who have not been using modern contraception.
Bvidence suggests that LAM users within this group transition to become new acceptors of
other modern methods.

= [n countries with high fertility and low contraceptive prevalence, including LAM in the
method mix can serve as an “entry point” for stimulating the use of other modern methods.

= Infant immunization visits provide opportunities to inquire about LAM criteria and counsel on
the need to transition to other methods.

ADVANTAGES OF USING LAM

= |s more than 98% effective as a contraceptive

= |s provided and controlled by the woman

= Can be started immediately postpartum

= Motivates users to exclusively breastfeed throughout the first six months postpartum

= Facilitates transition by allowing time for decision to use/adoption of another modern contraceptive
method during the postpartum period
= Facilitates modern contraceptive method use by previous non-users
= Prevents birth-to-pregnancy intervals of less than six months
= Supports and builds on newborn and infant feeding recommendations for exclusive breastfeeding
for the first six months
* Provides health benefits for the mother: .
= Suckling action in the immediate postpartum stimulates uterine contractions
= Less iron depletion due to no menses
= Mother—baby relationship enhanced
* Provides health benefits for infant:
= Provides the complete nutritional needs of the infant for up to six months
= |Improves infant growth and development
= Enhances infant’s immune system (less diarrhea and acute respiratory infections)
= |s a source of Vitamin A, proteins, iron, minerals and essential fatty acids
= Builds on established cultural and religious practices
= |s non-invasive; does not require a gynecological exam
= Has no side effects

For more information about LAM, see the ACCESS-FP Web site: www.accesstohealth.org

The ACCESS-FP Program is a five-year, USAID-sponsored global program with the goal of responding to the significant unmet
needs for family planning among postpartum women. As an Associate Award through the ACCESS Program, ACCESS-FP is
implemented by JHPIEGO in partnership with Save the Children, Constella/Futures, the Academy for Educational Development, the
American College of Nurse-Midwives and IMA World Health.

“World Health Organization Department of Reproductive Health and Research (WHO/RHR) and Johns Hopkins Bloomberg School
of Public Health/Center for Communications Pragrams (CCP), INFO Project. Family Planning: A Global Handbook for Providers.
Baltimore and Geneva: CCP and WHO, 2007.
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Adolescent Maternal Mortality:
Adyocates An Overlooked Crisis

Rights. Respect. Responsibility.”

Maternal mortality statistics underscore how societies have failed women, especially young women in
developing countries. As many as 529,000 women die each year from complications of pregnancy and
childbirth.! Pregnancy is the leading cause of death for young women ages 15 through 19.* The reproductive
health of adolescent women depends on biological, social, cultural, and economic factors. Programs must
provide education, family planning services, and pre- and postnatal care to reduce morbidity and mortality
among young wornen.

Contraceptive Use and Pregnancy among Adolescents

¢ Modem contraceptive use has increased but remains low among sexually active young women in many
developing countries .’ For example in Haiti. 33 percent of single sexually active young women and nine
percent of their married peers used a modern method of contraception.* Among sexually active female
Nigerian high school students, 47 percent used the rhythm method of contraception; 21 percent, oral
contraceptive pills; and six percent, condoms *

e About 90 percent of adolescent births (12.8 million) occur each year in developing countries.? In sub-
Saharan Africa and southern Asia. 28 to 29 percent of women give birth by age 18*

Adolescent Women and Their Infants: at Risk for Injury, Illness, and Death

o Adolescents age 13 through 19 are twice as likely to die during pregnancy or child birth as those over
age 20: girls under age 15 are five times more likely to die >%7

e Each year, at least two million young women in developing countries undergo unsafe abortion ® Unsafe
abortion can have devastating consequences, including cervical tearing. perforated uterus, hemorrhage,
chronic pelvic infection, infertility, and death.™*

* In Nigenia, complications from abortion account for 72 percent of all deaths in young women under
age 19; moreover, half (50 percent) of all maternal deaths result from illegal abortions among Nigerian
adolescents *

¢ Infants of adolescents are at increased risk for death. In fact. the infants of adolescent mothers are more
likely to die before their first birthday than are the infants of older mothers !

e  Complications during childbirth account for almost 23 percent of newborn deaths ! Preterm delivery
and low birth weight are other reasons for deaths among infants born to adolescent mothers '

Why Girls Are More Vulnerable than Older Women

¢ Many biological, economic, social, and cultural factors—such as poverty, malnutrition, immature
reproductive tract. child marriage, and gender mequities may compromise the health of a pregnant
adolescent.®

*  (Cluld marriage 1s one of the cultural factors that work against adolescent women. Marmed women
under age 18 report being less able than older married women to discuss contraceptive use with their
husband.”® Thus child marriage is also associated with early childbearing. In Chad, Guinea, Mali, and
Niger—where child marriage is prevalent—half of all teen women give birth before age 18.12

¢ Child marriage also puts young women at greater risk of HIV. Results from a study in Kenya and
Zambia showed that married 16- to 19-year-old females were 75 percent more likely to have HIV than
their sexually active unmarried peers.

e Gender inequities put girls at greater risk than boys and affect many aspects of young women'’s lives’
including reduced opportunities for education, employment, and control over their own reproductive
health.”® Lack of education can also affect health when it limits young women’s knowledge about
nutrition, birth spacing. and contraception.**




Handout #9 Adolescent Maternal Mortality

Family Planning Can Reduce Adolescent Maternal Mortality

Reproductive health care, including family planning services, can help women—including adolescents—to prevent unintended
pregnancy, complications duning pregnancy and delivery, and unsafe abortion.

»  Worldwide. over 200 million women have no access to modern, effective contraception.' In the developing world, lack of access to
family planning results in some 76 million unintended pregnancies each year.”

e  Experts say that contraceptive use could prevent up to 35 percent of maternal deaths’ and when contraceptive use increases, countries’
infant mortality rates go down. In countries where less than 10 percent of women use contraception, the infant mortality rate is 100
deaths per 1,000 live births compared to 32 per 1,000 in countries where over 30 percent of women use contraception.”

e  Worldwide, disapproving providers discourage young people from seeking reproductive health care ¥ Family planning services
need to be “youth-friendly” in order to encourage young women to seek reproductive health care

Programs and Initiatives

o  The World Health Organization says there is an urgent need for programs that address the health and safety of pregnant adolescents
and that teach these young women the skills to build a successful future ® The U. S. Agency for International Development (TSAID)
identifies critical factors for improving adolescent maternal health: encouraging voung women to use prenatal care to identify
and treat malaria, anemia, and other health issues; providing obstetric care to ensure safe delivery for young mothers and their
infants: and postnatal care to identify post-partum health 1ssues, provide newborn care, and offer contraception to accomplish birth
spacing '

¢  One effective, comprehensive program increased knowledge of contraception and reproductive health among Chilean school
girls age 12 to 17. The program decreased pregnancy rates among students by providing information about both abstinence and
contraception, being youth-friendly, offering referral for reproductive health care, and encouraging open dialogue between parents,
teachers, health care professionals, and youth.!”

¢ InIndia, Reproductive Health of Young Adults in India (RHEYA) focused on educating vouth about delaying marrniage and pregnancy
and about using contraception. Fifteen percent of young couples who were exposed to RHEYA used contraception to delay their first
child compared to just over one percent of young couples in the control group.*

¢ InNepal. the Adolescent Girls Initiative for Reproductive Health focused on improving reproductive health information and dialogue
and access to services. Baseline data indicated that 63 percent of girls ages 10 through 14 were aware of fanuly planning methods
compared to 99 percent at the end of the project.’

¢ Programs m Burkina Faso offered peer educators and reproductive health services at some Youth for Youth centers. Compared to
other centers where most clients were male, these centers recorded that 77 percent of attendees were young women

*  Profamilia. a Columbian family planning association, incorporated a youth focus into its services and documented an increase of 37
percent in adolescent clinic visits.
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Handout #10 Pregnancy Checklist

Pregnancy Checklist

This checklist is a simple and low-cost way forravider rule out pregnancy in a client, so that
she may begin using a method immediately withouirtgato wait for a return visit. This
checklist eliminates the need for women to be nraashg or for blood or urine pregnancy tests.

To use the checklist, ask the client questions AsGoon as the client answers "yes" to any
guestion, stop and follow the instructions below.

O

Did you have a baby less than 6 months ago, ardufiyuor

nearly-fully breastfeeding, and had no monthly dieg since

then?

Have you abstained from sexual intercourse sinoe hast

monthly bleeding or delivery?

Have you had a baby in the last 4 weeks?

Did your last monthly bleeding start within the pasiays (or

within the past 12 days if you are planning to aséUD)?

Have you had a miscarriage or abortion in thedagys (or

within the past 12 days if the client is planningise an IUD)?

Have you been using a reliable contraceptive method

consistently and correctly?
If the client answered "no" If the client answered
to all questions, pregnancy "yes" to at least one of the
cannot be ruled out. The guestions, and she has no
client should wait for her signs or symptoms of
next monthly bleeding or pregnancy, you can give
use a pregnancy test. her the method she has

chosen.

Source: Family Health International (FHI), “FHPregnancy Checklist.”
http://www.fhi.org/en/RH/Pubs/servdelivery/chectdipregnancy/index.html (24 Mar. 2008)



Comparing Effectiveness of Family Planning Methods

More effective
Less than 1 pregnancy per

100 women in 1 year
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Implants up Female Vasecmmy
sterilization

Handout #11 Contraceptives Effectiveness Chart

How to make your method
more effective

Implants, IUD, female sterilization: After
procedure, little or nothing to do or remember

Vasectomy: Use another method for first
3 months

Pills Patch Vaginal ring

Injectables: Get repeat injections on time

Lactational amenorrhea method, LAM (for
6 months): Breastfeed often, day and night

Pills: Take a pill each day

Patch, ring: Keep in place, change on time

Condoms, diaphragm: Use correctly every
time you have sex

Fertility awareness methods: Abstain or use
condoms on fertile days. Newest methods

Male condoms Diaphragm Female condoms Fertility awareness (Standard Days Method and TwoDay Method)
methods may be easier to use.
= -7// 2 (x’;/\" Withdrawal, spermicides: Use correctly every
Less effective —<g g = tirme you have sex
About 30 pregnancies per - s — {ffffjp
100 women in 1 year i
Withdrawal Spermicides
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Handout #12 Family Planning Methods

METHOD CONTRACEPTIVE
21 WHO CAN USE THE WHO SHOULD NOT

MECHANISM OF EFFECTIVENESS BENEFITS LIMITATIONS METHOD USE THE METHOD
ACTION
Fertility awareness ¢ Canbeusedtoavoile Depends on couple’s < Women of any e Couples unwilling to
methods Consistent and Correct or achieve willingness to follow reproductive age abstain from intercourse

Use: N/A pregnancy instructions. e Women of any parity, or use condoms for more
Methods (in order from Typical Use: 25 +  No method-related | «  Considerable training required including nulliparous than one week each cycl
least effective to most health risks to use methods correctly. women *  Couples unwilling to
effective at predicting the | Moderately effective (9| «  No systemicside | » Requires a trained providerto| «  Couples with religious observe, record, and
fertile period) include: to 20 pregnancies per effects instruct in use or philosophical interpret fertility signs

*  Calendar method

e Cervical mucus
method

e Symptothermal
method

Intercourse is avoided
during the phase of the
menstrual cycle when
conception is most likely.

100 women during the
first year of use)

¢ Inexpensive
« Always available

Requires abstinence (or use of]
condoms) during fertile phase.
Requires daily record keeping.
Vaginal infections make it
difficult to interpret cervical
mucus.

Basal thermometer needed for
some methods.

Does not protect against STIs
and HIV.

Women who are just starting tq
menstruate or whose cycles
have become less frequent or
stopped may have difficulty
using calendar method to
identify fertile period.

Women who have recently
given birth or who are
breastfeeding should delay usg
of calendar methods until she
has had at least three menstru
cycles and cycles are regular
again.

Women who recently had
abortion or miscarriage should
delay use until start of next

reasons for not using
other methods

*  Women unable to use
other methods

e Couples willing to
abstain from
intercourse or use
condoms for more thar
one week each cycle

e Couples willing and
motivated to observe,
record, and interpret
fertility signs each day

*  Women with HIV,
AIDS and/or on ARVs
can safely use fertility
awareness methods

Al

monthly bleeding

each day

«  Women in situations
where negotiation for
time of sexual
intercourse is not
possible

D

“Rate of unintended pregnancies per 100 women tissngnethod. Data taken froRamily Planning: A Global Handbook for ProvidetdSAID 2007.
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METHOD
MECHANISM OF
ACTION

CONTRACEPTIVE
EFFECTIVENESS

BENEFITS

LIMITATIONS

WHO CAN USE THE
METHOD

WHO SHOULD NOT
USE THE METHOD

Standard Days Method
(SDM/Cycle Beads)

Cycle beads are a stringd
of colored beads that
represent each day of a
woman'’s menstrual
cycle.

They can help women
know when they are
likely to get pregnant if
they have unprotected
sexual intercourse.

Consistent and
Correct Use: 5
Typical Use: N/A

Moderately effective
(4 to 12 pregnancies
per 100 women
during the first year
of use)

e Same as other
natural FP
methods

» Easyto teach and
use

Requires abstinence or
barrier protection during the
fertile phase.

Requires daily activity by the
woman (movement of the
bead marker).

Does not protect against
STlis and HIV.

Women who are just startin
to menstruate or whose
cycles have become less
frequent or stopped may
have difficulty using
calendar method/SDM to
identify fertile period.
Women who have recently
given birth or who are
breastfeeding should delay
use of calendar method/SD
until she has had at least
three menstrual cycles and
cycles are regular again.
Women who recently had
abortion or miscarriage
should delay use of SDM
until start of next monthly

*  Women with
menstrual cycles 26
to 32 days long

2 e Women with
HIV/AIDS and those
on ARVs can safely
use SDM.

bleeding

* Women with irregular
menstrual cycles (less
than 26 days or longer
than 32 days)

« Women unable to
track the days of the
cycle using cycle
beads
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METHOD CONTRACEPTIVE

WHO CAN USE THE WHO SHOULD NOT
MECHANISM OF EFFECTIVENESS BENEFITS LIMITATIONS METHOD USE THE METHOD
ACTION
Condoms Male condoms: with Prevents STIs, e Latex condoms may cause « Men and women ofall | «  People allergic to latex

Condoms are barrier
methods that physically
prevent sperm from uniting
with the egg.

There are both male and
female condoms.

Male condoms are made o
latex and are worn on the
erect penis.

Female condoms are
usually made of plastic ang
fit inside of the vagina.

Both male and female
condoms work by forming
a barrier that keeps sperm
out of the vagina.

consistent and correct
use: 2
typical use: 15

Female condoms: with
consistent and correct
use: 5

Typical use: 21

f Moderately effective (2
to 12 pregnancies per

100 women during the
first year of use)

including

HIV/AIDS, as well
as pregnancy, when
used correctly
during intercourse,
i.e., provide dual
protection

No effect on breast
milk production
Protects against
infection in the
uterus

No hormonal side
effects

Can be stopped at
any time

No daily upkeep
Easy to keep on
hand, little planning
involved

Can be used by mer
of any age
Can be used without
initially seeing a
health care provider
Enables a man to
take responsibility
for preventing
pregnancy and
disease

Male condoms are
usually readily
available

itching for a few people who ar
allergic to latex.

Effectiveness as contraceptive
depends on willingness to
follow instructions.

A man’s cooperation is
necessary.

Many people connect condoms
with immoral sexual activity
May embarrass people to buy,
ask partner to use, put on, take
off, or throw away condoms.
Supplies must be readily
available before intercourse
begins.

Condoms should not be reused
and should be discarded after
every act of intercourse.

Some men or women may feel
that it interferes with their
sexual pleasure.

Female condoms may not be
readily available

W

reproductive ages are
good candidates for
using condoms.
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METHOD CONTRACEPTIVE

WHO CAN USE THE WHO SHOULD NOT
MECHANISM OF EFFECTIVENESS | BENEFITS LIMITATIONS METHOD USE THE METHOD
ACTION
Lactational Consistent and » Effective Requires following *  Women who are *  Women who are not

Amenorrhea Method
(LAM)

Method uses the
temporary infertility that
occurs immediately afte
childbirth. If women
fully or nearly fully
breastfeed, infertility
may last as long as six
months, as long as the
woman’s menses have
not returned.

Effective (1 to 2
pregnancies per 100
women during first six
months of use)

(For more information
on LAM please see the
end of this section.)

Correct Use (for 6
months): 0.9
Typical Use: 2

immediately

» Does not interfere
with intercourse

* No systemic side
effects

* No medical
supervision
necessary

* No supplies
required

* No cost

«  Promotes
nutritional benefits
to infant

*  Promotes mother
and infant bonding

instructions regarding
breastfeeding practices.
May be difficult to practice
due to social circumstances
Effective only until menses
returns or up to six months.
Does not protect against
STls and HIV.

Women with HIV/AIDS
and/or are using ARVs can
use LAM, however, there is
a chance they can pass HIV
to their infants through
breastfeeding. Women with
HIV are encouraged to use
replacement feeding ONLY
if it is acceptable, feasible,
affordable, sustainable and
safe. If replacement feeding
cannot meet all of these five
criteria, exclusive
breastfeeding for the first si
months is the safest way to
feed and is compatible with
LAM.

)

fully breastfeeding
or nearly fully,
whose menses have
not returned, and
who are less than si
months postpartum.
*  Women with HIV
who use LAM
should also be
encouraged to use
condoms.

D

fully or nearly fully
breastfeeding

e Postpartum women
whose menses have
returned

*  Women who are more
than six months
postpartum
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METHOD
MECHANISM OF
ACTION

CONTRACEPTIVE
EFFECTIVENESS

BENEFITS

LIMITATIONS

WHO CAN USE THE
METHOD

WHO SHOULD NOT
USE THE METHOD

Emergency
Contraceptive Pill
(ECP)

Method works by
possibly inhibiting
ovulation, thickening
cervical mucus and
affecting transport of
sperm or egg.

Consistent and
Correct Use:
(progestin only) 1
(combined) 2
Typical Use: N/A

Moderately effective
(Use of ECPs within
72 hours of
unprotected
intercourse reduces
the risk of pregnhancy
by at least 75%.)

Can help prevent
pregnancy after
rape, unprotected
sex, or
contraceptive
method failure.
Process of getting
ECPs may help
woman to initiate
another effective
contraceptive
method.

Can be taken up to
72 hours after
unprotected
intercourse.

Must be taken within 72
hours of unprotected
intercourse

Does not protect against
STls and HIV.

Availability may be limited
due to bias or
misunderstanding of how th
method works, or the need
for a prescription from a
physician.

D

« All women who
have had
unprotected
intercourse for any
reason

* There are no
contraindications to
ECPs.

«  Women with strong
contraindications to
estrogen should use
progesterone-only
ECPs.
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METHOD
MECHANISM OF
ACTION

CONTRACEPTIVE
EFFECTIVENESS

BENEFITS

LIMITATIONS

WHO CAN USE THE
METHOD

WHO SHOULD NOT
USE THE METHOD

Oral Contraceptive
(Combined oral
contraceptives or COCs)

COCs contain the hormong
estrogen and progesterone

which suppress ovulation.

Consistent and Correct
Use: 0.3
Typical Use: 8

sEffective (almost 100%)
, if used according to
directions

*  Highly effective,
reversible, easy to

use.

. Effective within first
cycle.

. Safe for most
women.

¢ Regulates the
menstrual cycle.

. Reduces menstrual
flow (which may be
useful to anemic
women).

. Decreases the risk o
ovarian and uterine
cancer, benign breag
disease, and
incidence of acne.

¢ Does not interfere
with sexual
intercourse.

*«  May be used after
baby is 6 months
old, if the woman
decides not to
continue to
breastfeed the baby.

. Pelvic exam not
required before use.

¢ Can be provided by
trained non-medical
staff.

¢ May help women
who experience
painful menstruation

—

Must be taken every day.
Requires regular/ dependable
supply.

Pills may cause side effects in
some women, such as nausea,
headache, break- through
bleeding, or weight gain.

Does not protect against STls
and HIV.

Risk of developing
cardiovascular disease in wome
over 35 years of age and who
smoke.

¢ Women and couples
who want an effective,
reversible method.

¢  Women with anemia
due to heavy menstrua
bleeding.

¢ Women with an
irregular menstrual
cycle.

¢ Women with family

2N history of ovarian
cancer.
¢ Women with HIV/
AIDS
¢ Women who are on
ARVs.

¢ Women < 3 weeks
postpartum
* Breastfeeding women < @
months postpartum
«  Women with moderate to,
severe hypertension
. Diabetes, (advanced or
long standing), with
vascular problems, or
central nervous system
(CNS), kidney, or visual
disease
¢ Women who smoke > 15
cigarettes/day
«  Women with the
following conditions:
- Deep vein
thrombosis
(DVT)
- Heart disease
- Thrombogenic
disorders
- Liver diseaser
tumors
- Recurrent migraine
headaches with foca
neurological
symptoms
- Unexplained
abnormal vaginal
bleeding
- Breast cancer
- Currently taking
anticonvulsants for

epilepsy
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METHOD
MECHANISM OF
ACTION

CONTRACEPTIVE
EFFECTIVENESS

BENEFITS

LIMITATIONS

WHO CAN USE THE
METHOD

WHO SHOULD NOT
USE THE METHOD

Oral Contraceptive
(Progestin Only Pills or
POPs; also know as the
“mini-pill™)

POPs contain a low dose 0
progestin, which is similar

to the hormone

progesterone. POPs work

by thickening the cervical
mucus and preventing
ovulation.

Consistent and correct
use among breastfeedin
women: <1

Typical Use: 1

f Consistent and correct

use among non-
breastfeeding women:
<1

Typical use: 3 -10

POPs are most
effectively used by
breastfeeding women

g

«  Safe for nearly all
women, especially
women who do not
tolerate or cannot use
COCs.

. Highly effective,
reversible, easy to use.

. Effective within first
cycle.

. Safe for most women.

. Regulates the
menstrual cycle.

. Reduces menstrual
flow (which may be
useful to anemic
women).

. Decreases the risk of
ovarian and uterine
cancer, benign breast
disease, and incidence
of acne.

. Does not interfere
with sexual
intercourse.

. May be used after
baby is 6 months old,
if the woman decides
not to continue to
breastfeed the baby.

. Pelvic exam not
required before use.

¢ Can be provided by
trained non-medical
staff.

. May be beneficial for
women who
experience painful
menstruation.

e Must be taken every day.

* Requires regular/ dependable
supply.

e Pills may cause side effects in
some women, such as nausea,
headache, changes in bleeding
patterns, break- through
bleeding, or weight gain.

* Does not protect against STIs
and HIV.

Women and couples
who want an effective,
reversible method.
Breastfeeding women
can begin this method
as soon as six weeks
post partum.

Can be used by womer
who smoke, have
anemia now or in past,
have varicose veins.
Women with HIV
Women who cannot us
COCs

D

Women who:

are breastfeeding an
infant less than six weeks
old

have liver problems

have blood clots in legs
or lungs

are taking medications fo
seizures or rifampicin for
TB or other iliness

have or have had breast
cancer
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METHOD CONTRACEPTIVE

WHO CAN USE THE WHO SHOULD NOT
MECHANISM OF EFFECTIVENESS | BENEFITS LIMITATIONS METHOD USE THE METHOD
ACTION
Injectable Consistent and Very effective and May produce minor side e Breastfeeding Women who:
Contraceptive Correct Use: 0.3 easily reversible effects such as light spotting), women (as soonas | * Are pregnant

(Progestin Only)

DMPA (Depot
Medroxyprogesterone
Acetate) contains the
hormone progesterone,
which suppresses
ovulation.

It is given by injection
once every 12 weeks
The method has a grace
period of effectiveness o
4 weeks before or after
the scheduled date for
the next injection.

Typical Use: 3

Very effective (with
pregnancy rates of
less than 1% when
used according to
instructions)

Few side effects.
Does not interfere
with sexual
intercourse.

No daily pill-
taking.

No effect on breas
milk production
May help prevent
ovarian cancer
For some women,
may help prevent
iron-deficiency
anemia, reduce
epileptic seizures.
Pelvic exam not
required before
use.

Rapidly effective
(<24 hours).

bleeding, amenorrhea, or
weight gain.

Delayed return to fertility
(for half of the users, it takes
6 to 9 months after
discontinuation to get
pregnant).

Requires regular injection
every three months.

Does not protect against ST
and HIV.

Causes changes in menstru
bleeding patterns during the
first year of use.

1=

six weeks after
childbirth)

*  Women of any
reproductive age or
parity, including
adolescents

*  Women who have
had an abortion or
miscarriage

s Women who have
blood pressure
<180/110 mm Hg,
blood clotting
problems, or sickle

cell disease
Women who smoke
(any age)
* Postpartum women
who are not

breastfeeding
*  Women with
HIV/AIDS
 Women using ARVs

e Are breastfeeding and

< 6 weeks postpartum

¢ Have high blood
pressure ( > 160/100
mm Hg)

¢ Have diabetes with
vascular disease

e Have current or past
ischemic heart diseass

e Have unexplained
abnormal vaginal
bleeding

e Have or had breast
cancer

e Have liver disease

* Have multiple risk
factors for arterial
cardiovascular disease
(i.e., older age,
smoking, diabetes, ang
hypertension.)

* Have DVT, vascular o
heart disease, or strok

11%
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METHOD CONTRACEPTIVE
WHO CAN USE THE WHO SHOULD NOT
MECHANISM OF EFFECTIVENESS BENEFITS LIMITATIONS METHOD USE THE METHOD
ACTION
Intrauterine Consistent and » Does not interfere | «  Possibility of: Women who: Women with the following
Contraceptive Device Correct Use: 0.6 with sexual - Longer and heavier e Have just had an conditions:
(IUCD) Typical Use: 0.8 intercourse. menstrual periods; abortion or *  Current PID,
e No hormonal side - Bleeding or spotting miscarriage (if no gonorrhea, or
Copper-releasing IUCDS effects with between periods; evidence of chlamydia
(Copper T 380A) slows copper- bearing - More cramps or pain infection) » High risk for gonorrhed
sperm movement IUCDs. during periods. e Are breastfeeding or chlamydia
e Immediately » Does not protect against ST|se  Have benign breast | « Women with AIDS
A long-acting and highly reversible with no and HIV. disease who are not clinically
effective method. delayinreturnto |« May increase risk of pelvic | « Have or had breast well.
fertility. inflammatory disease (PID) cancer * Immediate post-septic
» Does not interfere and subsequent infertility in | «  Have headaches abortion
with breastfeeding women at risk for STIs. + Have high blood * Pregnancy
+ No interactions * Requires a trained health care  pressure (> 140/90 | » Pelvic tuberculosis
with any provider to insert and remove mm hg) « Distorted uterine cavity
medicines. the IUCD. * Have heartdisease | « Unexplained abnormal
* Helps prevent * May be spontaneously + Have diabetes vaginal bleeding
ectopic expelled. *  Have liver or «  Genital tract cancer
pregnancies (but gallbladder disease (awaiting treatment)
does not prevent « Have epilepsy * Puerperal sepsis
all). * Have non-pelvic * 48 hours to less than 4
* Long-term tuberculosis weeks postpartum
method. «  Are HIV positive «  Malignant
* Afterinitial and/or AIDS who are trophoblastic disease
follow-up visit, the clinically well.
woman needs to
return to the clinic
only if there is a
problem.
*+  Women do not
need to purchase
any supplies.
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METHOD
MECHANISM OF
ACTION

CONTRACEPTIVE
EFFECTIVENESS

BENEFITS

LIMITATIONS

WHO CAN USE THE
METHOD

WHO SHOULD NOT
USE THE METHOD

FemaleTubal Ligation

Permanent voluntary
sterilization for women.
Blocks the fallopian tubes
by ligation, clips, or bands
to prevent sperm and egg
from uniting.

Very effective (with

pregnancy rates of less than

1% during the first year of
use).

A permanent method that i$

not easily reversible.

Written consent is required

from the woman
undergoing the procedure.

D

Consistent and Correct
Use: 0.5
Typical Use: 0.5

e Simple surgery
performed under
local anesthesia.

¢ Permanent
procedure.

¢ Nothing to
remember, no
supplies needed, no
repeat clinic visits
required.

¢ Does not interfere
with sexual
intercourse.

¢ No effect on breast
milk production

¢ No known long-term
side effects or health
risks.

e  Can be performed
any time during the
menstrual cycle
when it is reasonably
sure that the woman
is not pregnant.

Uncommon complications of

surgery include:

- Infection

- Bleeding at the incision

- Internal infection or
bleeding

- Injury to internal organs

Requires a trained provider.

Must be considered permanent

Does not protect against STIs

and HIV.

Short-term discomfort/pain

following procedure.

Any woman can use,
but probably not
appropriate for young
women.

Women who just gave
birth (within 2 days or
after 6 weeks)

Women who are
breastfeeding

Women with HIV or
AIDS can safely have g
tubal ligation, as long
as universal precaution
are followed.

Women with any of the

following conditions should

delay tubal ligation until the

condition is resolved:

¢ Current thromboembolic
disorder

¢ Current ischemic heart
disease

¢ Prolonged immobilization|
or leg surgery

¢ Unexplained abnormal
vaginal bleeding

se  Genital cancer

e Current PID or within the
past 3 months

e Active viral hepatitis

¢ lron-deficiency anemia
with a hemoglobin less
than 7 g/dI

e Acute bronchitis or
pneumonia

«  Severe pre-eclampsia/
eclampsia

*  Prolonged rupture of
membranes

. Severe hemorrhage,
sepsis, fever during or
right after childbirth

e Uterine rupture or
perforation

¢ Should not be performed
on a woman with
HIV/AIDS who is not
clinically well.
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METHOD CONTRACEPTIVE
WHO CAN USE THE WHO SHOULD NOT
MECHANISM OF EFFECTIVENESS BENEFITS LIMITATIONS METHOD USE THE METHOD
ACTION
Vasectomy Consistent and * Permanent * Must be considered *  Men of any Men with any of the
Correct Use: 0.1 procedure. permanent. reproductive age following conditions should
Permanent voluntary Typical Use: 0.15 « Nothing to « Delayed effectiveness (usually < 50 years).| delay vasectomy until the
sterilization for men remember, except (requires at least 3 months for ~ May not be condition is resolved:
to use condoms fo procedure to be effective or appropriate for e Current STI
Blocks the vas deferens the first 3 months. more than 20 ejaculations). young men. «  Scrotal skin infection
and prevents sperm from » Does notinterfere | « Requires minor surgery by a * Men whose wives e Acute genital tract
entering the semen. with sexual trained provider. have age, parity, or infection
intercourse. « Reversal surgery is difficult, health problems that| «  Acute systemic
A permanent method that «  Simple surgery expensive, and not available might pose a seriousy infection
is not easily reversible performed under in most areas. health risk if they «  Symptomatic heart
and is highly effective local anesthesia. | « Does not protect against ST|s became pregnant disease, clotting
) ) «  No known long- and HIV. *  Men with HIV, disorders, or diabetes
ertt_en consent is term side effects. AIDS orwho areon | «  Men with AIDS who
required from the man «  No repeat clinic ARVs can safely are not clinically well.
undergoing the visits required, no undergo vasectomy,
procedure. supplies needed, as long as universal | The following conditions
except the use of precautions are require a provider with
condoms for the followed. extensive experience and
first 3 months. skills in performing the
» Easier to perform vasectomy:
than tubal ligation. * Previous scrotal
* No change in surgery
sexual function. * Undescended testes
* No effect on and proven fertility
hormone e Inguinal hernia

production. e Large varicocele
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Rumors and Misconceptions—Facts and Realities abotamily Planning

RUMORS AND MISCONCEPTIONS

FACTS AND REALITIES

It is better to have your children closely spacduewou are young,
because it is the time that the woman’s body mngfest.

Closely spaced pregnancies are not good for thghhefaany woman at any age.
Sufficient time between pregnancies will help wont@ie strong and healthy for th
next pregnancy and to have time for proper catbefast-born child.

It is more convenient to complete the family, alneint use a permanent
method of birth control.

It is more important for the family to have a hbgltother and children, which is
not possible if the births are not well-timed apdsad.

If a condom slips off during sexual intercoursanight get lost inside the
woman’s body.

If a condom slips off during sexual intercourseés itmpossible for the condom to g€
lost inside the woman’s body.

A woman only needs to take the pill when she has\séh her husband
Pills make you weak.

The pill is dangerous and causes cancer.

The pill causes abnormal or deformed babies.

Women who take the pill are more likely to haverisvor triplets.

The pill causes infertility.

The pill makes it more difficult for a woman to loese pregnant once she
stops using it.

A woman must take her pills every day to not becpnegnant. .
Sometimes women feel weak, and if they are takiegpill, they blame the weaknes
on the pill. Pills do not make a woman weak. Skealth care provider to find out
what else might be causing weakness.

Studies show that the pill can protect women froma forms of cancer, such as
those of the ovary, uterus, and breast.

There is NO medical evidence that the pill caudememal or deformed babies.
The pill has no effect on multiple births.

Studies have clearly shown that the pill does aoe infertility or decrease a
woman’s chances of becoming pregnant once she tthiog it.

ECPs cause abortion.

ECPs do not cause abortion.
ECPs will not end an established pregnancy, hwilliprevent pregnancy by

interrupting ovulation or implantation.

—
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RUMORS AND MISCONCEPTIONS

FACTS AND REALITIES

« Injectable contraceptives cause cancer.

« A woman will not have enough breast milk if shesusgectables while
breastfeeding.

* Injectables stop menstrual bleeding which is badfawoman’s health.

* Injectables cause abnormal or deformed babies.

* Injectables cause irregular bleeding, which leadsemia.

« A woman who uses injectables (DMPA) will never Ideato get pregnant.

Sometimes there is a delay of 6 to 9 months dfetast injection for a woman’s
fertility to return to normal.

Research has clearly proven that injectables daausge cancer. In fact, injectablg
have been shown to protect against ovarian cancer.

Studies show that the amount of breast milk doéslecrease when breastfeedin
women use injectables six weeks after birth.

Amenorrhea is an expected result of using injeemtiecause women using
injectables do not ovulate. This kind of amenorrisa@ot harmful. It helps prevent
anemia and frees women from the discomfort andnwenience of monthly
bleeding.

There is no evidence that injectables cause angrataiities in infants. Studies
done on infants who were exposed to DMPA whilehenwomb showed no
increase in birth defects. It is worth noting tlmapast years, DMPA was used to
prevent miscarriage.

During the first 3 to 6 months of DMPA use, irregiubleeding may be experienced

in the form of spotting or minimal bleeding. Thisually stops within a few month
of continuous use of DMPA and rarely results inraize

£S

i

5

A woman who has an IUCD cannot do heavy work.

e The IUCD might travel inside a woman’s body to heart or brain.

e If awoman using an IUCD becomes pregnant, the lldlDbecome
embedded in the baby’s forehead.

e The IUCD rots in the uterus.

Using an IUCD should not stop a woman from carryang her regular activities in
any way.

There is no passage of IUCD from the uterus tather organs of the body.
The IUCD placed inside the uterus stays there arttihined health care provider
removes it.

Rarely will an IUCD perforate the uterus, but tlealh worker can identify this
and necessary actions can be taken to remove ©B.IU

If the IUCD is accidentally expelled, it comes ofithe vagina, which is the only
passage to the uterus.

If a woman gets pregnant with an IUCD in place,ltbalth care provider should
remove the IUCD immediately.

If for some reason the IUCD is left in place durmngregnancy, there is no
evidence that it will harm the baby in any way, #@rid usually expelled with the
placenta or with the baby at birth.

If there are no problems, the IUCD can remain atpland be an effective
contraceptive method for 5 to 12 yeéarghe IUCD is made up of materials that

cannot deteriorate in the body.

42 The hormonal IUD is effective for five years Vehihe copper 380A IUD is effective for up to 12y
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RUMORS AND MISCONCEPTIONS FACTS AND REALITIES

« A woman who has a tubal ligation loses all desiresExual e Tubal ligation has no physiological effect on therman. Her sexual drive should
intercourse. remain the same as before.

« A woman who has a tubal ligation becomes sick arable to doany [« A woman who has had tubal ligation can resume egqgtivities as soon as she is
work. free from post-surgical discomfort. It does notaffher ability to work and does

* A woman who has a tubal ligation has to be hospéell not make her weak or sick.

* There is no need for hospitalization for a fematleat ligation. It is a short surgical
procedure and the woman can return home aftengefir some time at the hospita
(approximately two hours).

A man will lose his sexual drive after a vasectomy. « A vasectomy does not interfere with the man’s rdpotive physiology. His sexual
* Avasectomy will make a man physically weak. drive remains.
»  There will not be any semen production after a etasay. * Avasectomy does not make a man physically weakeaheget back to his regular

work in 2 to 3 days’ time.
» Semen will be produced as usual; only the sperimatibe part of the semen.
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What makes FP counseling effective?

A good counselor:

Treats all clients with respect, regardless of aggjtal status, ethnicity or socio-economic status
Maintains confidentiality
Personalizes the content of counseling to the tdietuation

Furthermore, a good family planning counselor:

supports a client’s informed choice

supplies accurate, complete technical informatlmat ts relevant to the client, including information
HTSP

addresses the negative about family planning (asdide effects) as well as the positive

discusses the client’s childbearing intentionsluding timing, spacing and limiting of pregnancissxual
relationships, partners and STI/HIV risk-taking aelor.

A complete family planning session should coverfalewing:

information on side effects and complications

advantages and disadvantages of a method frorara’slpoint of view

method effectiveness

proper method use (once a method has been selected)

what to do if the method fails or is not used prope

the availability of emergency contraception

STl and HIV prevention

Information on return visits, resupply and unscheduwisits if there are problems

Source:www.rho.org/html/fpp keyissues.html
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Family Planning Counseling Strategies for DifferentClients

Client Type

Usual Counseling Tasks

Returning clients with no
problems

Provide more supplies or routine follow-up

Ask a friendly question about how the client isrdpwith the method.

Assess her intentions around becoming pregnamtsiore she continues to practice HTSP, where
appropriate.

Returning clients with problems

Understand the problem and help resolve it—whetieproblem is side effects, trouble using the
method, an uncooperative partner, or another pmoble

Help her choose another method, if she so desioethat she does not discontinue the use of her
method and risk an unplanned or closely spacechprexy

Remind her of the importance of practicing HTSP.

New clients with a method in
mind

Check that the client's understanding of the metb@dcurate

Support the client's choice, based on your assedsyhihe client’s situation and if the client is
medically eligible

Discuss how to use method and how to cope withsateyeffects

Discuss the health benefits of HTSP specific toditeiation (e.g. delay to age 18, spacing postpa
or post abortion) and how FP can help her mairitairhealth and ensure healthy pregnancies.

New clients with no method in
mind

Discuss the client's situation, plans (such adifgiintentions, desired family size), and what is
important to her about a method

Help the client consider methods that might suitgaeticular situation. If needed, help her reach «
decision
Support the client's choice, give instructions ega,wand discuss how to cope with any side effects
Discuss the health benefits of HTSP specific toditeiation (e.g. delay to age 18, spacing postpa
or post abortion) and how FP can help her mairitairhealth and ensure healthy pregnancies.

=




Handout #16 Counseling for HTSP Using GATHER and Is HTSP Right for Me?

The elements of GATHER, which has been adapted f¢t4#TSP are presented below:

Greet the client in a friendly way.

As soon as you meet clients, give them your fadreton.

Be polite: greet them, introduce yourself, and roffem a seat.
Conduct counseling where no one else can hear.

Inform clients that you will not share their infoation with others.

In clinics, explain what will happen during theiti®escribe physical examinations and laboratesys, if any.

O
O
O
O
O
O

If counseling is taking place at home, ensurettimatlient has some private time and/or place togyaate in the counseling.
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Handout #16 Counseling for HTSP Using GATHER and Is HTSP Right for Me?

Ask the client why she has come in for a visit.

(e.g., is she interested in hearing how to delpstcs or limit a pregnancy?)

If the client is new, obtain a history, includirigetclient's:

®
0.0

R/
’0

*,

X3

S

X3

8

X3

8

X3

S

X3

S

Age

Marital/union status

Basic medical information

Number of preghancies and when

Number of births and when

Number and ages of living children

Family planning use for delaying, spacing or limitipregnancies, now and in the past

Probe for fertility intentions using Fertility Imi@on Question Tree (Figure 6). Explain that yoe asking for this information to help the
client make an informed choice about delaying, sygeand/or limiting a future pregnancy and to hedp identify the most suitable
family planning method.

Keep questions simple and brief. Look at your ¢lesyou speak.

Help clients talk about their needs, wants, douuBgcerns, or questions they may have about HTBRyE pregnancy

Ensure that the client understands what you hasayoEncourage clients to ask questions.

If the client is not new, ask her if anything h&sueged since her last visit.
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Handout #16 Counseling for HTSP Using GATHER and Is HTSP Right for Me?

Tell the client about the benefits of HTSP and th&P
methods that are available meet her specific neeflsr
spacing or limiting.

As needed, probe to determine whether the cliembise interested in becoming pregnant again dmiitihg her childbearing.

« For postpartum women, explain why spacing pregrsnai least two years and no more than five ysdrsrieficial. Inform her
how long a woman should wait from her last birtlihéw next pregnancy, if she wants to become preggain.

« For postabortion or post-miscarriage women, explzén if she wants to become pregnant again, teeslsbuld delay getting
pregnant for at least six months.

«» For adolescents, explain that it is important tit watil she is 18 before becoming pregnant.

Explain the potential risks of not practicing HTSP.

If the client is interested in HTSP, discuss ava@danodern and fertility awareness based methoémnify planning that she can use to
practice HTSP, including LAM based on the cliefdiility intentions. Inform your client about whid-P methods are available and
where she can obtain them, and ask if there arengtlyods that interest them.

Ask your client what she already knows about théhows that interest her. Correct any misinformation
Briefly describe each method that the client wamtsear about. Talk about:

« Effectiveness

+ How to use the method

+ Advantages and disadvantages, including informadioreturn to fertility
+ Possible side effects and complications

Use samples and other audiovisual materials, ifabla.
If client is not interested in HTSP and wants todyee pregnant again, provide counseling on the itapoe of antenatal care.

If client is undecided, probe reasons for not gpgeaind discuss further. As appropriate use therimdtion from Table 4 (below}
HTSP Right for Me?
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IS HTSP RIGHT FOR ME?

COMMON REASONS CITED BY WOMEN FOR NOT PRACTICING HT SP AND POSSIBLE RESPONSES

Reasons for not waiting before youngest child ig ¢east 2 years old:

Possible Responses

It is best to have the children one after the ottigte young so the
mother is strong enough to raise them.

Even young mothers can be stressed and weakerdddayy spaced
pregnancies.

It is best to have children one after the othathabthey can have a
companion close to their age with whom they cag.pla

Children closely spaced together may demand maeatain from the
mother.

It is easier to raise two children close to eatteioin age, because
they can share clothes, toys, and the mother’s lina¢so saves
money.

All mothers need time to regain their energy analtheafter childbirth to
be ready for a healthy next pregnancy.

It is more convenient to complete the family quyc&hd then go for
permanent methods like surgical sterilization

The mother can give the last-born child all thedeekattention to grow
healthy, be well fed, and loved. If she is exhad$tom a new
pregnancy, she may not be able to give the last-blild enough
attention.

If a woman waits too long, she will be too old sk another child.

It is better for the whole family if the mother ackildren are healthy,
which may not happen if the births are closely spac

Common reasons for not practicing HTSP:

Possible Responses

Her religion does not allow her to use FP.

You can use fertility-based awareness methods et natural methods
to plan your family. You can also practice LAM brebstfeeding.

Her husband is not interested in discussing fapidyning or
pregnancy spacing and/or he feels that it is hegaesibility, not
his.

Pregnancy spacing is a joint responsibility andedfae many economic,
social and emotional advantages to spacing children

The man’s virility may be questioned if his wifeedonot become
pregnant quickly.

A responsible man knows that his family’s healthmgportant, and he is
willing to take steps to ensure that his familpé&althy by planning and
spacing his children.

The woman'’s fertility may be questioned if sheas able to become

While it is important to acknowledge the concernd expectations of he
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IS HTSP RIGHT FOR ME?

COMMON REASONS CITED BY WOMEN FOR NOT PRACTICING HT SP AND POSSIBLE RESPONSES

husband and family, they must also understandiske of closely spaced
pregnancies to the health of the woman, her cumedtfuture children.

pregnant quickly.

Reasons for not waiting until age 18: Possible Responses

Married adolescents need time to physically andlpsipgically mature
so that they are prepared for pregnancy and childlidelaying the first
child until a young woman is at least 18 incredheschances of having ¢
healthy pregnancy and a healthy child.

e ltis best to have children while young so the moibk strong .
enough to raise them.

p==4

Completing a family can be done quickly and saédtgr the age of 18,
after which permanent methods and surgical statibn are options.

* Itis more convenient to complete the family quycahd then go for|
permanent methods like surgical sterilization.

Waiting until you are 18 is not too long and wonoam have healthy
children safely for many years after that.

* If a woman waits too long, she will be too old torald. .

-

While it is important to acknowledge the concernd axpectations of he
husband and family, women must also understandske of too early
pregnancies to the health of the mother and harduthildren.

= Members of her family, such as her husband or méthiaw are .
pressuring her to have a child. The family may gues the woman
to get pregnant as soon as she marries, even i sieey young. In
many cases, it is important to demonstrate helfitfgdnd/or
produce a male child as soon as possible.

Reasons for not waiting after a miscarriage or abdion: Possible Responses

Waiting 6 months will not hinder your time to corafd your ideal family
size, after which permanent methods and surgiedlization are options

< Itis more convenient to complete the family qujchd then go for|
permanent methods like surgical sterilization.

= Members of her family, such as her husband or méthlaw are | «  While it is important to acknowledge the concernd expectations of he

pressuring her to have a child. The family may gues the woman
to get pregnant as soon as possible. In many,dagesnportant to
demonstrate her fertility and/or produce a malédchi

husband and family, women must also understandske of too early
pregnancies to the health of the mother and harduhildren.
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Help client choose a method that best suits her ciant
situation, fertility intentions and desired family size.

Help each client match her needs and preferendbasavamily planning method, especially in termdef desire to delay, space or limit
her next pregnancy.

Ask the client if there is a method she would likaise. Some will know what they want, while otheilé need help to make a decision.
Ask the client about her fertility intentions deslrfamily size, and any future plans. Reinforcelieefits of HTSP and the use of FP.
Ask client what her partner wants. What method @dwdr partner like to use?

Ask clients if there is anything they do not undmsl. Repeat and clarify information when necessary

Some methods are not safe for some clients. Wineetlaod is not safe, inform the client and expld@ady why it is not safe. Then help
the client choose another method.

Check whether the client has made a clear deciSipecifically ask, "What method have you decidedse?"
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Handout #16 Counseling for HTSP Using GATHER and Is HTSP Right for Me?

Explain how to use the method.

After the client has chosen a method, give herlgegpf appropriate.

If the method cannot be given immediately, tell ¢thent how, when, and where it will be providedoWde a back up method, such as
condoms.

For some methods, such as voluntary surgical cogptéon, the client may have to sign a consent fahith states that the client wants
the method, has been given information about d,@derstands the information (please refer tgtbeedures for voluntary sterilization
in your country). Help the client understand thasemt form.

Ask the client to repeat the instructions on using/or obtaining her method. Listen carefully tdkenaure she remembers and
understands.

Describe any possible side effects and warningssigtearly inform the client what to do if they acc

Ask the client to repeat this information and diaas needed.

If possible, give the client printed material abth& method.

Inform the client when to come back for a followipit as needed, (e.g. for resupply, check up, etc

Remind the client that she should use the methiodtfieast two years after the birth of her lasidetior postpartum women); or for at
least six months following a miscarriage or abartior until she is at least 18 years old.

Inform the client to come back sooner if she wisloesf side effects or warning signs occur.
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Return for follow-up. Set up a date with the clientfor you
to visit her for follow-up OR fix a date for the client to visit
the facility for a follow-up visit.

At the follow-up visit ask the client if she islktising the method.
If yes, ask the client if she has any problems withmethod.

If the client has any side effects, ask her todasth side effect one at a time.

O
O
O
O

If the client has experienced any side effectsl fint how severe they are. Reassure clients witlomnside effects that they are not
dangerous, and often resolve on their own aftemarhonths Suggest some ways to relieve side effiésisle effects are severe, refer
them for treatment.

O

Ask how the client is using the method to be sheeis using it correctly.

O Ask if the client has any questions.

O If a client wants to switch to another method, mnidhe client about other available methods angd tied client to choose another method
Remember, changing methods is not bad. No oneeadly decide on a method without trying it. Alsgperson's situation can change so

that another method may be better.

O If a client wants to have a child, help her to sigpmg her method. Explain any possible delay tarreto fertility. Remind her of the
importance of antenatal care and as needed infoerolient where to go for antenatal care. Reinftineebenefits of HTSP.
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Ask:
Are you th':k';'g_,of having a HTSP Fertility Intention Question Tree for
aby? .
WOMEN in aeneral (over 18 vears)
1 1 1
No Yes Undecided
Provide: Contraceptive counseling for Ask: How old are you? Discuss: “Is HTSP Right for Me”
informed choice (expanded method mix (Refer to HTSP Trainers Reference Guide)
including long-acting and permanent
methods)
1 1
Over 18 years Younger than 18 years Any Age - Postpartum
Ask: Have you recently had a miscarriage or See: Fertility Intention Question Tree for See: Fertility Intention Question Tree for
induced abortion? Adolescent Girls Postpartum Women
1 1
Yes No
See: Fertility Intention Question Tree for Ask: Do you have any children?
Postabortion Women
No Yes
Provide: Pregnancy counseling, including Ask: How old is your youngest child?
importance of antenatal care
1 1
2 years or more Less than 2 years
. _ . . Discuss: Benefits of pregnancy spacing
Provide: Pregnancy counseling, including Advise: Wait until your youngest is at least 2 years old
importance of antenatal care before trying to become pregnant. Use a contraceptive
method of vour choice until that time.
|
1 1 1
Will wait Will not wait Undecided
Provide: Contraceptive counseling for informed choice Provide: Pregnancy counseling, including Discuss: "“Is HTSP Right for Me?” (Refer
(expanded method mix including long-acting and permanent importance of antenatal care to HTSP Trainers Reference Guide)

methods)




HTSP Fertility Intention Question Tree for
Postpartum Women
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Handout # 17 Fertility Intention Trees

a N

Are you thinking of
getting pregnant again?

- /

Yes
Discuss: Benefits of
pregnancy spacing

Advise: Wait until your baby
is at least 2 years old before
trying to become pregnant.

Use a family planning method

Qf your choice until that timy

~

a N

Provide: Contraceptive
counseling for informed
choice (expanded method
mix including long-acting
and permanent methods)

No

\ )

[ N

Provide: Contraceptive
counseling for informed
choice (expanded method
mix including long-acting

Will wait

and permanent methods)

\ )

~

Will not wait

Discuss: Benefits of
pregnancy spacing

Provide: Pregnancy
counseling, including the

importance of antenatal care

\

~

[ N

Discuss: “Is HTSP Right
for me?”
(Refer to HTSP Trainers
Reference Guide)

Undecided

)

\ )

~

~

Undecided

Discuss:

“Is HTSP Right for Me?”

\

(Refer to HTSP Trainers
Reference Guide)

)
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HTSP Fertility Intention / \
Question Tree for Adolescent
Women
(women <18 years old, sexually active, Ask:
without children) Are you thinking of having
a baby?

\ )

/ No \ / Yes \ / Undelcided \

Provide: Contraceptive Advise: Wait until you are 18 Discuss: "Is HTSP Right for Me”
counseling for informed choice years old before trying to (Refer to HTSP Trainers Reference
(expanded method mix become pregnant. Use a family Guide)
including long-acting and planning method of your choice
permanent methods) during that time.

\ AN AN )

K Will Iwait \ K Will not wait \ K Undelcided \

Provide: Contraceptive counseling Provide: Pregnancy Discuss: "Is HTSP Right
for informed choice and discuss the counseling, including the for Me?” - focusing on the
benefits of delaying first pregnancy importance of antenatal benefits of delaying first
(expanded method mix including care and risks of early pregnancy
long-acting and permanent pregnancy (Refer to HTSP Trainers

methods) J k J k Reference Guide) J




HTSP Fertility Intention Question Tree
for Postabortion Women
(women who have recently had a spontaneous
or induced abortion)

Handout # 18 FP and HTSP Counseling Tips

K
Ask:

Are you thinking of
getting pregnant again?

\

~

)

[ N

Discuss: Benefits of pregnancy
spacing

Yes

Advise: Wait at least 6 months
before trying to become pregnant.
Use a family planning method of
your choice until that time.

|
No

[ N

Provide: Contraceptive
counseling for informed
choice (expanded method
mix including long-acting and

permanent methods)
\_ )

/ Will not wait \ /

Provide: Pregnancy
counseling, including
the importance of
antenatal care

Undecided \

Discuss: “Is HTSP
Right for me?”
(Refer to HTSP Trainers
Reference Guide)

- AN

/ Willlwait \

Provide: Contraceptive
counseling for informed choice
(expanded method mix
including long-acting and
permanent methods)

- /

[ N

Discuss: “Is HTSP Right for
Me”
(Refer to HTSP Trainers
Reference Guide)

Undecided

\ /




Handout # 18 FP and HTSP Counseling Tips

Tips for Successful FP and HTSP
Counseling

Counseling is successful when clients:

>
>

Y

Show respect and help the client feel at ease
Encourage the client to discuss needs, expres£owmic
and ask questions

Let the client’'s needs guide the discussion

Be alert to related issues, such as risk for SitsHilV
Listen carefully. This helps you better responthi®
needs of the client

Give just key information. Use words the client
understands

Respect and support the client’s decisions

Address both the positive aspects of FP and thativeg
ones, such as side effects

Check to be sure the client has understood you

Invite the client to come back at any time for aegson

>
>
>
>
>
>
>

Feel that they got the help they wanted

Know what to do

Feel confident that they can do what needs to be do
Feel respected

Return as needed

Are satisfied with their method, and

Use their FP method effectively
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