Unit 12
COMBINED ORAL CONTRACEPTIVES
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Unit 12: Combined Oral Contraceptives

Key Points

COCs are safe and effective.

and start each new pack of pills on time.

One pill is taken each day. For greatest effectiveness, a woman must take pills daily

% Bleeding changes are common but not harmful. Typically, a woman experiences

irregular bleeding for the first few months and then lighter and more regular bleeding.

some side effects worse.

% Take any missed pill as soon as possible. Missing pills risks pregnancy and makes

% COCs can be given to women at any time to start taking later. If pregnancy cannot be

ruled out, a provider can give a client pills to take later, when her monthly bleeding

begins.

12.1 Defining Combined Oral Contraceptives

Combined oral contraceptives are pills containing low doses of two synthetic hormones, a
progestin and an oestrogen. These hormones are very similar to the natural hormones
progesterone and oestrogen naturally present in the woman’s body. Combined oral
contraceptives (COCs) are also called “the pill,” or low-dose combined pills.

Types of COCs available in Malawi

e Microgynon: 30 pg ethinyl estradiol and 0.15 mg levonorgestrel per pill

e Lo-Feminal (to be phased out): 30 ug ethinyl estradiol and 0.30 mg norgestrel per pill

How COCs work

COCs work primarily by preventing the release
of eggs from the ovaries (ovulation).

e Both oestrogen and progesterone
prevent ovulation, which then prevents
release of FSH and LH from the pituitary
gland.

e The hormones also thicken the cervical
mucus, which prevents passage of sperm.
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TRIPHASIC COCs

Monophasic pills (such as Microgynon)
provide the same amount of oestrogen and
progestin in every hormonal pill. Biphasic and
triphasic pills change the amount of oestrogen
and progestin at different points of the pill-
taking cycle. In biphasic COCs, the doses vary
in two phases, and in triphasic COCs, the doses
vary in three phases. Biphasic and triphasic
pills are considerably more expensive than
monophasic pills, though effectiveness and
side effects are about the same. Triphasics are
not currently available in Malawi.
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12.2 Effectiveness of COCs
COCs are 92%—99.7% effective.

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

e As commonly used, about 8 pregnancies occur per year for every 100 women using COCs.
(This means that 92 of every 100 women using COCs will not become pregnant.) This is
known as “typical use.”

e With no pill-taking mistakes, fewer than 1 pregnancy occurs per year for every 100 women
using COCs. This is known as “perfect use.”

12.3 Characteristics of COCs

Advantages Disadvantages

e Highly effective e Need to be taken daily; missed pills are

e Effective immediately if initiated within common
the first 7 days of menstrual cycle e May cause some side effects

e Do not interfere with intercourse e Effectiveness can be reduced by

e User can stop at any time she wishes to interactions with certain drugs.
conceive. e Do not protect against STls, including HIV

e Fertility returns immediately after e Can have effects on metabolism
stopping. (decreases HDL cholesterol, can increase

blood pressure)

Side effects
Some users report the following:

e Changes in bleeding patterns including:

- Lighter bleeding and fewer days of bleeding
- lrregular bleeding

- Infrequent bleeding

- No monthly bleeding

e Dizziness

e Headaches

e Nausea

e Breast tenderness

e Weight change

e Mood change

e Acne (can improve or worsen, but usually improves)

e Other possible physical changes: Blood pressure increases a few points (mm Hg). When
increase is due to COCs, blood pressure declines quickly after use of COCs stops.
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Health benefits Health risks/complications

e Help protect against cancer of the lining of the | Very rare:

uterus (endometrial cancer), ovarian cancer, e Blood clot in deep veins of legs or
symptomatic pelvic inflammatory disease (PID) lungs [deep vein thrombosis (DVT)
e May help protect against ovarian cysts and iron- or pulmonary embolism]
deficiency anaemia Extremely rare:
e Reduce menstrual cramps, menstrual bleeding e Stroke

problems, ovulation pain, excess hair on face or
body, symptoms of polycystic ovarian syndrome
(irregular bleeding, acne, excess hair on face or

body), symptoms of endometriosis (pelvic pain,

irregular bleeding)

e Heart attack

12.4 Correcting Misconceptions

Combined oral contraceptives:
e Do not build up in a woman’s body (women do not need a “rest” from taking COCs)
e Must be taken every day, whether or not a woman has sex that day
e Do not make women infertile
e Do not cause birth defects or multiple births
e Do not change women’s sexual behaviour
e Do not collect in the stomach; instead, the pill dissolves each day

e Do not disrupt an existing pregnancy.

12.5 Who Can Use COCs

Nearly all women can use COCs safely and effectively, including women who:
e Smoke cigarettes—if under 35 years old
e Have anaemia now or had in the past
e Have varicose veins
e Are infected with HIV.

12.6 Who Should Not Use COCs

Women with the following conditions should not use COCs:
WHO Category 3
e Not breastfeeding and less than 3 weeks since giving birth
e Primarily breastfeeding between 6 weeks and 6 months since giving birth

e Age 35 or older and smokes fewer than 15 cigarettes a day

High blood pressure (systolic blood pressure between 140 and 159 mm Hg or diastolic
blood pressure between 90 and 99 mm Hg)

Controlled high blood pressure, where continuing evaluation is possible
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e History of high blood pressure, where blood pressure cannot be taken (including
pregnancy-related high blood pressure)

e History of jaundice while using COCs in the past
e Gall bladder disease (current or medically treated)
e Age 35 or older and has migraine headaches without aura

e Younger than age 35 and has migraine headaches without aura that have developed or
have gotten worse while using COCs

e Had breast cancer more than 5 years ago, and it has not returned
e Taking barbiturates, carbamazepine, oxcarbazepine, phenytoin, primidone, topiramate or
rifampicin.
WHO Category 3/4

e Diabetes for more than 20 years or damage to arteries, vision, kidneys, or nervous system
caused by diabetes (Assess according to severity of condition.)

e Multiple risk factors for arterial cardiovascular disease such as older age, smoking,
diabetes, and high blood pressure (Category 4 if more than 1 risk factor)

WHO Category 4

e Breastfeeding and less than 6 weeks since giving birth

Age 35 or older and smokes 15 or more cigarettes a day

High blood pressure (systolic blood pressure 160 mm Hg and higher or diastolic blood
pressure 100 mm Hg or higher)

Vascular disease

Current or history of deep venous thrombosis/pulmonary embolism

(For a more comprehensive list of conditions, see the MEC Summary Tables in Unit 4.)

12.7 Combined Oral Contraceptives for Clients with HIV

Women with AIDS who are treated with ritonavir-boosted protease inhibitors, a class of
antiretroviral (ARV) drugs, generally should not use COCs. (MEC 3). These ARV drugs may make
the contraceptive method less effective. These women can use progestin-only injectables,
implants, and other methods. Women taking other classes of ARVs can use any hormonal
method.
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12.8 Screening Checklist

Checklist for Screening Clients Who Want to Initiate Combined Oral Contraceptives

To determine if the client is medically eligible to use COCs, ask questions 1-11. As soon as the client answers YES to
any question, stop, and follow the instructions after question 11.

— NO 1. Are you currently breastfeeding a baby less than six months of age? YES |=m
== NO | 2. Have you given birth in the last 3 weeks? YES [
= NO | 3. Do yousmoke cigarettes and are you more than 35 years of age? YES
Ll no | 4 Do you have repeated severe headaches, ?flen on one Sl‘(‘l‘E. and/or pulsatfng, YES 1>
causing nausea, and which are made worse by hghl. noise, or movement?
= NO 5. Have you ever been told you have breast cancer? YES >
= NO 6. Have you ever had a stroke, blood clot in your legs or lungs, or heart attack? YES
Do you regularly take any pills for tuberculosis (TB), seizures (fits), or ritonavir
i E for ARV therapy? YES >
| NO 3. Do you .hwe gall bladder disease or serious liver disease or jaundice (yellow skin YES |3
or eyes)?
== NO | 9. Have you ever been told you have high blood pressure? YES >
== NO | 10. Have you ever been told you have diabetes (high sugar in your blood)? YES |
== NO | I1. Have you ever been told that you have a rheumatic disease such as lupus? YES |
b 4 v
. If the client answered YES to any of questions 1-7. she is not a good candidate
If the client answered NO for COCs. Counsel about other available methods or refer.
to all of questions 1-11, . o
the client can use COCs. If the client answered YES to any of questions 8—11, COCs cannot be initiated
Proceed to questions 12—17. without further evaluation. Evaluate or refer as appropriate, and give condoms to
use in the meantime. See explanations for more instructions.

Ask questions 12—17 to be reasonably sure that the client is not pregnant. As soon as the client answers YES to any
question, stop, and follow the instructions after question 17.

= YES | 12. Did your last menstrual period start within the past 7 days? NO |
¢ YES 13 Did you have a baby less than 6 months ago, are you fully or nearly-fully NO |

" breastfeeding, and have you had no menstrual period since then?
& vES |14 Have you abstained from sexual intercourse since your last menstrual period or NO |—

© delivery?
‘¢ YES 15. Have you had a baby in the last 4 weeks? NO [—
‘€| YES |16. Have you had a miscarriage or abortion in the last 7 days? NO =
‘&{ YES |17. Have you been using a reliable contraceptive method consistently and correctly? NO =

A 4 v
If the client answered NO to all of

If the client answered YES (o at least one of questions 12—17 and she
is free of signs or symptoms of pregnancy, you can be reasonably sure that
she is not pregnant. The client can start COCs now.

If the client began her last menstrual period within the past 5 days, she
can start COCs now. No additional contraceptive protection is needed.

If the client began her last menstrual period more than 5 days ago,
tell her to begin taking COCs now, but instruct her that she must use period.
condoms or abstain from sex for the next 7 days. Give her condoms
to use for the next 7 days.

questions 12—17, pregnancy cannot
be ruled out. The client should await
menses or use a pregnancy test.

Give her the COCs but instruct her
to start using them anytime during
the first 5 days of her next menstrual

Give her condoms to use in the
meantime.

=

=) D
W0, 50 e v e
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12.9 Timing: When to Start COCs

Important: A woman can start using COCs any time she wants if it is reasonably certain she is
not pregnant. To be reasonably certain she is not pregnant, use the Pregnancy Checklist (see
previous page). Also, a woman can be given COCs at any time and told when to start taking

them, if not immediately.

Woman's situation

When to start

Having menstrual cycles
or switching from a
nonhormonal method

Any time of the month

If she is starting within 5 days after the start of her monthly bleeding,
there is no need for a backup method.

If it is more than 5 days after the start of her monthly bleeding, she
can start COCs any time it is reasonably certain she is not pregnant.
She will need a backup method* for the first 7 days of taking pills. (If
you cannot be reasonably certain, give her COCs now and tell her to
start taking them during her next monthly bleeding.)

If she is switching from an IUCD, she can start COCs immediately.

Switching from a
hormonal method

Immediately, if she has been using the hormonal method consistently
and correctly or if it is otherwise reasonably certain she is not
pregnant. No need to wait for her next monthly bleeding. No need for
a backup method.

If she is switching from injectables, she can begin taking COCs when
the repeat injection would have been given. No need for a backup
method.

Fully or nearly fully
breastfeeding

Less than 6 months after
giving birth

Give her COCs and tell her to start taking them 6 months after giving
birth or when breast milk is no longer the baby’s main food—
whichever comes first.

More than 6 months
after giving birth

If her monthly bleeding has not returned, she can start COCs any time
it is reasonably certain she is not pregnant. She will need a backup
method for the first 7 days of taking pills. (If you cannot be reasonably
certain, give her COCs now and tell her to start taking them during her
next monthly bleeding.)

If her monthly bleeding has returned, she can start COCs as advised for
women having menstrual cycles.

Partially breastfeeding
Less than 6 weeks after
giving birth

Give her COCs and tell her to start taking them 6 weeks after giving
birth. Give her a backup method to use until 6 weeks after giving birth
if her monthly bleeding returns before this time.

More than 6 weeks after
giving birth

If her monthly bleeding has not returned, she can start COCs any time
it is reasonably certain she is not pregnant.t She will need a backup
method for the first 7 days of taking pills. (If you cannot be reasonably
certain, give her COCs now and tell her to start taking them during her
next monthly bleeding.)
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Woman's situation

When to start

If her monthly bleeding has returned, she can start COCs as advised for
women having menstrual cycles.

Not breastfeeding
Less than 4 weeks after
giving birth

She can start COCs at any time on days 21-28 after giving birth. Give
her pills any time to start during these 7 days. There is no need for a
backup method.

More than 4 weeks after
giving birth

If her monthly bleeding has not returned, she can start COCs any time
it is reasonably certain she is not pregnant.t She will need a backup
method for the first 7 days of taking pills. (If you cannot be reasonably
certain, give her COCs now and tell her to start taking them during her
next monthly bleeding.)

If her monthly bleeding has returned, she can start COCs as advised for
women having menstrual cycles.

No monthly bleeding
(Not related to childbirth
or breastfeeding)

She can start COCs any time it is reasonably certain she is not
pregnant. She will need a backup method for the first 7 days of taking
pills.

After miscarriage or
abortion

Immediately. If she is starting within 7 days after first- or second-
trimester miscarriage or abortion, no need for a backup method.

If it is more than 7 days after first- or second-trimester miscarriage or
abortion, she can start COCs any time it is reasonably certain she is not
pregnant. She will need a backup method for the first 7 days of taking
pills. (If you cannot be reasonably certain, give her COCs now and tell
her to start taking them during her next monthly bleeding.)

After taking emergency
contraceptive pills (ECPs)

She can start COCs the day after she finishes taking the ECPs. There is
no need to wait for her next monthly bleeding to start her pills.

A new COC user should begin a new pill pack.

A continuing user who needed ECPs due to pill-taking errors can
continue where she left off with her current pack.

All women will need to use a backup method for the first 7 days of
taking pills.

(WHO/RHR and CCP, Knowledge for Health Project 2008)

* Backup methods include male and female condoms.

" Where a visit 6 weeks after childbirth is routinely recommended and other opportunities to obtain
contraception limited, some providers and programs may give COCs at the 6-week visit, without
further evidence that the woman is not pregnant, if her monthly bleeding has not yet returned.
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12.10 Client Counselling Instructions

Explain about side effects
e Describe the most common side effects:

- In the first few months, bleeding at unexpected times (irregular bleeding); then lighter,
shorter, and more regular monthly bleeding
- Headaches, breast tenderness, weight change, and possibly other side effects.

e Explain about these side effects:

- Side effects are not signs of illness.
- Most side effects usually become less or stop within the first few months of using COCs.
- Side effects are common, but some women do not have them.

e Explain what to do in case of side effects:

- Keep taking COCs. Skipping pills risks pregnancy and can make some side effects worse.

- Take each pill at the same time every day to help reduce irregular bleeding and also help
with remembering.

- Take pills with food or at bedtime to help avoid nausea.

e The client can come back for help if side effects bother her.
Give pills
e Give two pill packs.

e Show the packs.
Explain the COC pill pack

e Show her the kind of pack she will be using (21 pills or 28 pills). With 28-pill packs, point
out that the last 7 pills are a different colour and do not contain hormones.

e Show her how to take the first pill from the pack and then how to follow the directions or
arrows on the pack to take the rest of the pills.

Give key instructions on how to take pills

e Take one pill each day until the pack is empty.

e Discuss cues for taking a pill every day. Linking pill-taking to a daily activity, such as
cleaning her teeth, may help her remember.

e Taking pills at the same time each day helps a client remember them and may help reduce
some side effects.

Explain starting next pack

e 28-pill packs: When she finishes one pack, she should take the first pill from the next pack
on the very next day.

e 21-pill packs: After she takes the last pill from one pack, she should wait 7 days, no more,
and then take the first pill from the next pack.

e [tis very important to start the next pack on time. Starting a pack late risks pregnancy.
Provide backup method and explain use

e Sometimes she may need to use a backup method, such as when she misses pills.

e Backup methods include male and female condoms. Give her condoms, if possible.
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Explain what to do if she misses pills (see “How to Manage Missed Pills,”
Section 12.14)

Give reasons to return

Assure every client that she is welcome to come back any time. For example:

- If she has problems, questions, or wants another method

- If she has any major change in health status

- If she thinks she might be pregnant

- If she lost her pills or started a new pack more than 3 days late and also had sex during
this time. She may wish to consider ECPs.

General health advice: Anyone who suddenly feels that something is seriously wrong with
her health should immediately seek medical care from a provider. Her contraceptive
method is most likely not the cause of the condition, but she should tell the nurse or
doctor what method she is using.

Plan the next visit
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Encourage her to come back for more pills before she uses up her supply of pills.

Agree on a date for the next visit—in 2 to 3 months depending on how many pill packs you
give her.

Some women can benefit from contact after 3 months of COC use. This offers an
opportunity to answer any questions, help with any problems, and check on correct use.

.11 Warning Signs of Complications

Blood clot in deep veins of legs or lungs (deep vein thrombosis or pulmonary embolism).
Warning signs include a sharp pain in the leg or abdomen.

Stroke—warning signs include severe headache with vision problems.

Heart attack—warning signs include severe chest pain or shortness of breath.

.12 Helping Continuing Users

. Ask how the client is doing with the method and whether she is satisfied. Ask if she has any

questions or anything to discuss.

. Ask especially if she is concerned about bleeding changes. Give her any information or help

that she needs (see Managing Side Effects, Section 12.15).

. Ask if she often has problems remembering to take a pill every day. If so, discuss ways to

remember, making up missed pills, ECPs, or choosing another method.

. Give her more pill packs—a full year’s supply (13 packs), if possible. Plan her next resupply

visit before she will need more pills.

. Every year or so, check blood pressure if possible.

. Ask a long-term client if she has had any new health problems since her last visit. Address

problems as appropriate. See New Health Problems that may Require Switching Methods,
Section 12.16.

. Ask a long-term client about major life changes that may affect her needs—particularly

plans for having children and her STI/HIV risk. Follow up as needed.
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12.13 Extended and Continuous Use of COCs

Some COC users do not follow the usual cycle of 3 weeks taking hormonal pills followed by one
week without hormones. Some clients take hormonal pills for 12 weeks without a break,
followed by one week of non-hormonal pills (or no pills). This is extended use. Other women
take hormonal pills without any breaks at all. This is continuous use. Monophasic pills are
recommended for such use (see Question 16 in Section 12.17).

Women easily manage taking COCs in different ways when properly advised how to do so. Many
women value controlling when they have monthly bleeding—if any—and tailoring pill use as
they wish.

Benefits

e Women have vaginal bleeding only 4 times a year or not at all.

e COCs reduce how often some women suffer headaches, premenstrual syndrome, mood
changes, and heavy or painful bleeding during the week without hormonal pills.

Disadvantages

e Irregular bleeding may last as long as the first 6 months of use—especially among women
who have never before used COCs.

e More supplies are needed—15 to 17 packs every year instead of 13.

Extended use instructions
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lllustration by Rafael Avila and Rita Meyer

e Skip the last week of pills (without hormones) in 3 packs in a row. (21-day users skip the 7-
day waits between the first 3 packs.) No backup method is needed during this time.

e Take all 4 weeks of pills in the 4th pack. (21-day users take all 3 weeks of pills in the 4th
pack.) Expect some bleeding during the 4th week.

e Start the next pack of pills the day after taking the last pill in the 4th pack. (21-day users
wait 7 days before starting the next pack.)

Continuous use instructions

The woman should take one hormonal pill every day for as long as she wishes to use COCs. If
bothersome irregular bleeding occurs, a woman can stop taking pills for 3 or 4 days and then
start taking hormonal pills continuously again.
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12.14 How to Manage Missed Pills

It is easy to forget a pill or to be late in taking it. COC users should know what to do if they
forget to take pills. If a woman misses one or more pills, she should follow these instructions:

Key Instructions

Take a missed hormonal pill as soon as possible.

Keep taking pills as usual, one each day. (She may take 2 pills
at the same time or on the same day.)

Missed 1 or 2 pills?
Started new pack 1 or 2
days late?

Take a hormonal pill as soon as possible.
There is little or no risk of pregnancy.

Missed 3 or more pills in
the first or second
week? Started new pack
3 or more days late?

Take a hormonal pill as soon as possible.
Use a backup method for the next 7 days.

Also, if she had sex in the past 5 days, can consider taking ECPs
(See Emergency Contraceptive Pills, Unit 14)

Missed 3 or more pills in
the third week?

Take a hormonal pill as soon as possible.

Finish all hormonal pills in the pack. Throw away the 7 non-
hormonal pills in a 28-pill pack.

Start a new pack the next day.
Use a backup method for the next 7 days.

Also, if she had sex in the past 5 days, she can consider taking
ECPs.

Missed any non-
hormonal pills? (last 7
pills in 28-pill pack)

Discard the missed non-hormonal pill(s).
Keep taking COCs, one each day. Start the new pack as usual.

Severe vomiting or

If she vomits within 2 hours after taking a pill, she should take
another pill from her pack as soon as possible, then keep
taking pills as usual.

diarrhoea
e |f she has vomiting or diarrhoea for more than 2 days, follow
instructions for 1 or 2 missed pills above.
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12.15 Managing Side Effects

Problems Reported as Side Effects or Problems With Use

Problems with side effects affect women’s satisfaction and use of COCs. They deserve the
provider’s attention. If the client reports side effects or problems, listen to her concerns, give
her advice, and, if appropriate, provide treatment.

Side Effect |How to Manage

Missed pills See “How to Manage Missed Pills,” Section 12.14

Irregular e Reassure her that many women using COCs experience irregular bleeding. It

bleeding is not harmful and usually becomes less or stops after the first few months of

(bleeding at use.

unexpected Other possible causes of irregular bleeding: Missed pills; taking pills at

times that different times every day; vomiting or diarrhoea; taking anticonvulsants or
e .

bothers the rifampicin ' '

client) To reduce irregular bleeding:
- Take a pill each day and at the same time each day.
- Make up for missed pills properly, including after vomiting or diarrhoea.
For modest short-term relief, she can take 800 mg ibuprofen 3 times daily
after meals for 5 days, or another nonsteroidal anti-inflammatory drug
(NSAID), beginning when irregular bleeding starts. NSAIDs provide some
relief of irregular bleeding for implants, progestin-only injectables, and
IUCDs, and they may also help for COCs.
If she has been taking the pills for more than a few months and NSAIDs do
not help, give her a different COC formulation, if available. Ask her to try the
new pills for at least 3 months.
If irregular bleeding continues or starts after several months of normal or no
monthly bleeding, or you suspect that something may be wrong for other
reasons, consider underlying conditions unrelated to method use.

No monthly Ask if she is having any bleeding at all. (She may have just a small stain on

bleeding her underclothing and not recognize it as monthly bleeding.) If she is,

reassure her.

Tell her that some women using COCs stop having monthly bleeding, and
this is not harmful. There is no need to lose blood every month. It is similar
to not having monthly bleeding during pregnancy. She is not infertile. Blood
is not building up inside her.

Ask if she has been taking a pill every day. If so, reassure her that she is not
likely to be pregnant. She can continue taking her COCs as before.

If she skipped the 7-day break between packs (21-day packs) or skipped the
7 non-hormonal pills (28-day pack), reassure her that she is not pregnant.
She can continue using COCs.

If she has missed hormonal pills or started a new pack late: She can continue
using COCs.

Unit 11: Combined Oral Contraceptives 271




Tell a woman who has missed 3 or more pills or started a new pack 3 or
more days late to return if she has signs and symptoms of early pregnancy.

Ordinary Try the following (one at a time):
headaches - Suggest aspirin (300-600 mg), ibuprofen (200-400 mg), paracetamol
(non- (500-1000 mg), or other pain reliever.
migrainous) - Some women get headaches during the hormone-free week (the 7 days a
woman does not take hormonal pills). Consider extended use (see
Extended and Continuous Use of Combined Oral Contraceptives, Section
12.13).
Any headaches that get worse or occur more often during COC use should be
evaluated.
Nausea or For nausea, suggest taking COCs at bedtime or with food.
dizziness If symptoms continue, consider locally available remedies.
Consider extended use if her nausea comes after she starts a new pill pack
Breast Recommend that she wear a supportive bra (including during strenuous
tenderness activity and sIeep).
Try hot or cold compresses.
Suggest aspirin (300-600 mg), ibuprofen (200—400 mg), paracetamol (500—
1000 mg), or other pain reliever.
Weight Review diet and counsel as needed.
change

Mood changes
or changes in

Some women have changes in mood during the hormone-free week (the 7
days when a woman does not take hormonal pills). Consider extended use
(See Section 12.13).

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

Acne Acne usually improves with COC use. It may worsen for a few women. If she
has been taking pills for more than a few months and acne persists, give her
a different COC formulation, if available.
Ask her to try the new pills for at least 3 months.
Consider locally available remedies.
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12.16 New Problems That May Require Switching Methods

May or may not be due to the method

Unexplained vaginal bleeding (that suggests a medical condition not related to the
method) or heavy or prolonged bleeding

e Refer or evaluate by history and pelvic examination. Diagnose and treat as appropriate. She
can continue using COCs while her condition is being evaluated.

e [f bleeding is caused by sexually transmitted infection or pelvic inflammatory disease, she can
continue using COCs during treatment.

Starting treatment with anticonvulsants or rifampicin

e Barbiturates, carbamazepine, oxcarbazepine, phenytoin, primidone, topiramate, and
rifampicin may make COCs less effective. If using these medications long-term, she may want
a different method, such as progestin-only injectables or a copper-bearing IUCD.

e |f using these medications short-term, she can use a backup method along with COCs.

Migraine headaches

e Regardless of her age, a woman who develops migraine headaches, with or without aura, or
whose migraine headaches become worse while using COCs should stop using COCs. Help
her choose a method without oestrogen.

Circumstances that will keep her from walking for one week or more

e |f she is having major surgery, or her leg is in a cast, or for other reasons she will be unable to
move about for several weeks, tell her to:

- Stop taking COCs and use a backup method during this period.
- Restart COCs 2 weeks after she can move about again.

Certain serious health conditions (suspected heart or liver disease, high blood
pressure, blood clots in deep veins of legs or lungs, stroke, breast cancer, damage to
arteries, vision, kidneys or nervous system due to diabetes, or gall bladder disease)

e Tell her to stop taking COCs.
e Give her a backup method to use until the condition is evaluated.

e Refer for diagnosis and care if not already under care.

Suspected pregnancy

e Assess for pregnancy.
e Tell her to stop taking COCs if pregnancy is confirmed.
e Assure her there are no known risks to a foetus conceived while a woman is taking COCs.
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17 Questions and Answers about COCs

Should a woman take a “rest” from COCs after taking them for a time?

No. There is no evidence that taking a “rest” is helpful. In fact, taking a “rest” from COCs
can lead to unintended pregnancy. COCs can safely be used for many years without having
to stop taking them periodically.

If a woman has been taking COCs for a long time, will she still be protected from
pregnancy after she stops taking COCs?

No. A woman is protected only as long as she takes her pills regularly.

How long does it take to become pregnant after stopping COCs?

Women who stop using COCs can become pregnant as quickly as women who stop using
nonhormonal methods. COCs do not delay the return of a woman’s fertility after she stops
taking them. The bleeding pattern a woman had before she used COCs generally returns
after she stops taking them. Some women may have to wait a few months before their
usual bleeding pattern returns.

Do COCs cause abortion?
No. Research on COCs finds that they do not disrupt an existing pregnancy.

Do COCs cause birth defects? Will the foetus be harmed if a woman accidentally takes
COCs while she is pregnant?

No. Good evidence shows that COCs will not cause birth defects and will not otherwise
harm the foetus if a woman becomes pregnant while taking COCs or accidentally starts to
take COCs when she is already pregnant.

Do COCs cause women to gain or lose a lot of weight?

No. Most women do not gain or lose weight due to COCs. Weight changes naturally as life
circumstances change and as people age. Because these changes in weight are so common,
many women think that COCs cause these gains or losses in weight. Studies find, however,
that, on average, COCs do not affect weight. A few women experience sudden changes in
weight when using COCs. These changes reverse after they stop taking COCs. It is not
known why these women respond to COCs in this way.

Do COCs change women’s mood or sex drive?

Generally, no. Some women using COCs report these complaints. The great majority of
COC users do not report any such changes, however, and some report that both mood and
sex drive improve. It is difficult to tell whether such changes are due to the COCs or to
other reasons. Providers can help a client with these problems (see “Mood changes or
changes in sex drive” under Managing Side Effects, Section 12.15.). There is no evidence
that COCs affect women's sexual behaviour.

What can a provider say to a client asking about COCs and breast cancer?

The provider can point out that both COC users and women who do not use COCs can have
breast cancer. In scientific studies breast cancer was slightly more common among women
using COCs and those who had used COCs in the past 10 years than among other women.
Scientists do not know whether or not COCs actually caused the slight increase in breast
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11.

12.

13.

14.

15.

cancers. It is possible that the cancers were already there before COC use but were found
sooner in COC users.

Can COCs be used as a pregnancy test?

No. A woman may experience some vaginal bleeding (a “withdrawal bleed”) as a result of
taking several COCs or one full cycle of COCs, but studies suggest that this practice does
not accurately identify who is or is not pregnant. Thus, giving a woman COCs to see if she
has bleeding later is not recommended as a way to tell if she is pregnant. COCs should not
be given to women as a pregnancy test of sorts because they do not produce accurate
results.

Must a woman have a pelvic examination before she can start COCs or at follow-up
visits?
No. Instead, asking the right questions usually can help to make reasonably certain that a

woman is not pregnant (see Pregnancy Checklist, Section 12.8). No condition that could be
detected by a pelvic examination rules out COC use.

Can women with varicose veins use COCs?

Yes. COCs are safe for women with varicose veins. Varicose veins are enlarged blood
vessels close to the surface of the skin. They are not dangerous. They are not blood clots,
nor are these veins the deep veins in the legs where a blood clot can be dangerous (deep
vein thrombosis). A woman who has or has had deep vein thrombosis should not use COCs.

Can a woman safely take COCs throughout her life?

Yes. There is no minimum or maximum age for COC use. COCs can be an appropriate
method for most women from onset of monthly bleeding (menarche) to menopause.

What if a client wants to use COCs but it is not reasonably certain that she is not
pregnant after using the pregnancy checklist?

If pregnancy tests are not available, a woman can be given COCs to take home with
instructions to begin their use within 5 days after the start of her next monthly bleeding.
She should use a backup method such as male or female condoms until then.

Can COCs be used as ECPs after unprotected sex?

Yes. As soon as possible, but no more than 5 days after unprotected sex, a woman can take
COCs as ECPs. Progestin-only pills, however, are more effective and cause fewer side
effects such as nausea and stomach upset.

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

Yes, for 2 reasons. Taking the pill at the same time each day may reduce some side effects.
Also, taking a pill at the same time each day can help women remember to take their pills
more consistently. Linking pill taking with a daily activity also helps women remember to
take their pills.

(WHO/RHR and CCP, Knowledge for Health Project 2008)
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Combined Oral Contraceptives Teaching Resources

Case Studies
(Adapted from Jhpiego, no date)
Case Study 1

The client is a 19-year-old mother of two, the younger of whom is 9 months old. Her last
pregnancy was a difficult one, and she does not want another child for several years. She came
to the clinic two months ago and after initial counselling decided to use COCs as her family
planning method.

She has now returned to the clinic complaining of spotting and nausea since taking her first
packet of pills. She is very worried that she is losing too much blood from the spotting, and she
is also losing weight because she isn’t eating due to the nausea. She is thinking about switching
to another method.

Questions

1. What are the possible causes of her spotting and nausea?

2. What else do you need to know to identify the cause of her spotting and nausea? What
guestions would you ask her, and what examinations would you perform?

3. Finding no other causes, what would you tell her about spotting and nausea and use of
COCs?

4. How would you manage this client?

5. If the client decides she would prefer to use another family planning method, which one(s)
may be appropriate for her? Why?
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Case Study 2

The client is a 31-year-old mother of five. While she is not certain that she has all the children
she wants, she does know that she is not interested in having another child for at least several
years. She is frightened of injections, and her husband does not like to use condoms. She has
heard that COCs are easy to use and effective; she’d like to give them a try.

You conduct some basic screening and obtain the following information: BP 140/90; she was
diagnosed with tuberculosis 8 months ago; she smokes 6—8 cigarettes a day; you observe mild
varicosities on both lower legs.

Questions

1. What other information do you need to obtain in order to assess whether COCs are the best
choice for her?

2. The rest of the client’s history and assessment do not reveal any precautions for COC use.
Are COCs an appropriate choice for this client? Why or why not?

3. If she does use COCs, what counselling and information does she need?

4. If COCs are not an appropriate choice, what other methods might be? Why?
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COC Case Studies Answer Key

Case Study 1
Questions

1.

What are the possible causes of her spotting and nausea?

Taking pills at different times each day; taking pills without food; missed pills; taking
anticonvulsants or rifampicin; pregnancy

2. What else do you need to know to identify the cause of her spotting and nausea? What
guestions would you ask her, and what examinations would you perform?
When does she usually take pills? Does she take them at the same time each day? Does
she have difficulty remembering to take the pills, and, if so, how many has she missed?
How does she make up for missed pills, if any? Is she taking any anti-convulsants or
rifampicin?

3. Finding no other causes, what would you tell her about spotting and nausea and use of
COCs?
That irregular bleeding is common in the first few months of taking COCs. It is harmless
and usually becomes less and stops after a few months. Nausea may be a result of taking
pills without food or missing pills.

4. How would you manage this client?
Suggest that she take the pills at the same time each day to lessen both nausea and
spotting. She could take them at bedtime with food. She should make up for missed pills
promptly, according to instructions.
For short-term relief of spotting, she could take 800 mg ibruprofen three times a day, after
meals, for 5 days.
She may also try Continuous Use of COCs (see Section 12.13).

5. If the client decides she would prefer to use another family planning method, which one(s)
may be appropriate for her? Why?
Because she does not want another child for several years, contraceptive implants or an
IUCD may be good choices. With either, she would not have to remember to take a pill
every day. Also, implants don’t have oestrogenic side effects, though she would need to
be aware about the possible side effects of bleeding changes and spotting. IUCDs don’t
have hormonal side effects, though spotting is possible with these as well.

Case Study 2

Questions

1. What other information do you need to obtain in order to assess whether COCs are the best

choice for her?

Nothing else is needed. Elevated blood pressure of 140/90 is a contraindication for COC
use (MEC category 3).
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2. The rest of the client’s history and assessment do not reveal any precautions for COC use.
Are COCs an appropriate choice for this client? Why or why not?

No. Because she has elevated blood pressure, she is not a good candidate for COCs.
3. If she does use COCs, what counselling and information does she need?

She should not use COCs.
4. If COCs are not an appropriate choice, what other methods might be? Why?

Implants or IUCDs would be good, long-term choices since she does not want another child
for at least several years.

Note: for additional case studies, see the Pathfinder International website:
http://www.pathfind.org/pf/pubs/module4.pdf
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COC Role Plays

Role Play 1

(Adapted from Jhpiego, no date)
Participant roles
Clinician: The clinician is an experienced family planning provider, who is skilled in counselling.

Client: The client is 31 years old and began taking COCs after the birth of her fifth child 2 years
ago. At that time, she was screened for medical conditions that might be a precaution for COC
use, but none were found. She has had no problems with COCs, once she got over the initial
nausea and breast tenderness. Her husband died several months ago, and she has had to take a
second job in order to provide for her children. She never gets more than 4 hours of sleep each
night.

Situation

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

Focus of the role play

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

Observer discussion questions
1. How did the clinician approach the client?

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

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

4. How might the clinician improve her interaction with the client?
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(The following role plays are adapted from Solter, Cathy 1999)

Role Play 2
Participant roles
Clinician: The clinician is an experienced family planning provider who is skilled in counselling.

Client: A 24-year-old woman comes to see her provider because she has heavy menstrual
periods lasting 7 to 8 days each month and feels "run down" since the birth of her last child. She
has 4 children: a boy of 7 months and 3 daughters, ages 2 years, 3 years, and 4% years. She has
never used a contraceptive method, and she and her husband want to have at least 1 more son.

Suggested questions to address during role play simulation

1. How would the provider introduce the topic of family planning, and what might s/he say to
counsel this client about adopting a child-spacing method?

2. What questions might the client raise in regard to child-spacing methods (including some
rumours she has heard)?

3. What information regarding benefits, advantages, and risks should the provider give to
guide this client to select an appropriate method for her?

4. What specific method instructions should the provider give the client, including possible side
effects and warning signs, and returning for follow-up?

Role Play 3
Participant roles
Clinician: The clinician is an experienced family planning provider who is skilled in counselling.

Clients: A young couple, wife age 18 and husband age 22, married for 7 weeks, come to the
clinic because they want to postpone their first child until they both have completed their
university studies in 2 years. They are currently using condoms, but neither like this method.
The wife has heard about COCs and wants to use this method. The husband is against this, as he
has heard that the pill could cause his wife to become sterile.

Suggested questions to address during role play simulation

1. What should the provider say to the husband with regard to the question of the COCs
causing sterility?

2. What should the provider say regarding the effectiveness, safety, advantages,
disadvantages, and possible side effects of the COCs when counselling this couple?

3. What other contraceptive options might the provider suggest?

Unit 11: Combined Oral Contraceptives 281



Role Play 4
Participant roles
Clinician: The clinician is an experienced family planning provider who is skilled in counselling.

Clients: A married woman, age 22, comes to your office accompanied by her mother-in-law. She
has 3 small children under the age of 5. She wants to use the pill, but her mother-in-law is very
much opposed to this; she has heard that the pill causes cancer.

Suggested questions to address during role play simulation

1. How should the provider respond to the mother-in-law with regard to the COCs causing
cancer?

2. What should the provider say regarding the effectiveness, safety, advantages,
disadvantages, and possible side effects of COCs when dealing with the mother-in-law and
client?

3. What specific instructions should the provider give with regard to the use of the pill?

4. What other contraceptive options might the provider suggest?

Role Play 5
Participant roles
Clinician: The clinician is an experienced family planning provider who is skilled in counselling.

Client: A 41-year-old woman with 3 teenage boys and a 12-year-old girl wants contraceptive
protection. She used an IUCD in the past for about 4 months but had it removed because of
heavy bleeding, cramping, and pain. She absolutely refuses to consider sterilisation or another
IUCD. She has heard that she is too old to take the pill.

Suggested questions to address during role play simulation
1. How should the clinician respond to this client's belief that she is too old for the pill?

2. What important questions should the clinician ask this client to ascertain if COCs are
appropriate for her?

3. What benefits of COCs should the clinician discuss with this client?

4. What other contraceptive options might the provider suggest?

Role Play 6:
Participant roles

A 23-year-old man and his 19-year-old wife, 6 months postpartum, bring their baby in to see the
paediatrician because the baby has a cold and fever. The mother is partially breastfeeding. She
uses this visit to ask how she could prevent another pregnancy for a year or two. She would like
to try COCs, but her husband is not in favour of the idea; he believes the pill could harm the
baby through the mother's milk.
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Suggested questions to address during role play simulation:

1. What should the clinician say to the husband regarding his belief that the pill would harm
the baby?

2. What guidance regarding the effectiveness, safety, advantages, disadvantages, possible side
effects, and warning signs should the doctor discuss with this couple?

Role Play 7
Participant roles

Three physicians (one obstetrician/gynaecologist, one general practitioner, and one
paediatrician) are having lunch together and discussing various family planning methods. The
paediatrician and general practitioner are not generally in favour of COCs. The paediatrician
states, "l don't like pills, because you have to take them into your body. If used for a long time,
they can cause cancer or infertility." The general practitioner agrees with this statement and
adds that he is "too busy to bother with family planning; treatment of illness is more
important." Both claim they never initiate discussion of family planning with patients or advise
couples to consider spacing their children. They would be concerned about offending patients
by bringing up a sensitive topic.

The obstetrician is upset by the views of her colleagues.
Suggested questions to address during role play simulation:

What would the obstetrician say to convince the others that their views do not conform to
scientific facts, such as the clearly established benefits of family planning to mother and child
health, and facts regarding the safety and effectiveness of low-dose COCs?
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COC Quiz Questions

Questions 1-7: Circle all answers that apply.

1. Actual/typical use effectiveness of the COC is:

a.

No pregnancies per 100 women

b. 1 pregnancy per 100 women

® oo

2 pregnancies per 100 women
8 pregnancies per 100 women
5 pregnancies per 100 women

2. Major advantages of COCs include that they:

a. Are highly effective if taken correctly

b. Protect against HIV/AIDS

c. Protect against ovarian and endometrial cancer
d. Decrease the risk of ectopic pregnancy

e. Protect against breast cancer

3. The COC may be an appropriate choice for:

a. A woman who desires a prompt return of fertility

b. A nulliparous woman

A woman over 35 who smokes

A woman who is breastfeeding a newborn baby

A woman with a history of benign, functional ovarian cysts

® oo

4. COCs are not appropriate for the following women:

a. A woman with suspected pregnancy

. A woman with liver disease (cirrhosis)

A woman age 36 and a heavy smoker

A woman with family history of ovarian cancer
A woman with high blood pressure

A woman with breast cancer

g. A woman living with HIV

A

5. Common side effects of COCs include:

a. Spotting

b. Severe vaginal bleeding
Dysmenorrhoea
Amenorrhea

Nausea

Breast tenderness
Hypotension

Insomnia

Anaemia

@™o a0

6. A woman comes to the clinic on day 7 of her menstrual cycle and requests COCs. She has not
had intercourse since the first day of her period. Which of the following is medically

appropriate? (Circle the correct answer.)
a. Advise her to return to clinic on the first day of her next period.

b. Provide her with pills and tell her that she can start now without any further

precautions.
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7.

c. Provide her with pills and tell her that she can start now, but she should abstain
from sex or use additional contraceptive protection for the next 7 days.

If a client forgets to take 1 pill, she should:

a. Take the forgotten pill as soon as she remembers

b. Discard the forgotten pill

Take 2 pills as soon as she remembers

Take the next pill at the regular time

Continue to take 1 pill a day until the package is finished
Start a new pack of pills

o a0

Questions 8-18: Tick either "Yes" or "No" in the space provided.

8.

10.

11.
12.

13.
14.

15.
16.
17.

18.

Is it appropriate to counsel a client that spotting increases after the first several cycles on
the COC?Yes __ No ___

If a client has taken a cycle of COCs perfectly (every day) and misses her period (no bleeding
at all), can she start her next package of pills on schedule? Yes __ No __

Is it appropriate to prescribe COCs for a 20-year-old woman whose sister has hypertension
and whose father had a heart attack at age 48? Yes __ No ___

Can women with cyclic cystic breast changes use COCs? Yes __ No

If a client had a blood pressure of 120/80 prior to using COCs that increased to 150/98 after
3 months on COCs, is it advisable for her to continue the pills? Yes _ No

COCs may be prescribed for a 20-year-old smoker. Yes __ No

It is usually recommended that fully breastfeeding women use COCs for the first 6 months
postpartum.Yes __ No

Rifampin decreases the effectiveness of COCs. Yes __ No

COCs should not be prescribed for a 45-year-old woman. Correct? Yes __ No
COCs should not be prescribed for an anaemic, malnourished woman. Correct?
Yes __ No

It is recommended that women using COCs take a break from the pill every few months. Yes
No
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COC Quiz Questions Answer Key
Questions 1-7: Circle all answers that apply.

1. Actual/typical use effectiveness of the COC is:
d. 8 pregnancies per 100 women

2. Major advantages of COCs include that they:

a. Are highly effective if taken correctly
c. Protect against ovarian and endometrial cancer
d. Decrease the risk of ectopic pregnancy

3. The COC may be an appropriate choice for:

a. A woman who desires a prompt return of fertility
b. A nulliparous woman
e. A woman with a history of benign, functional ovarian cysts

4. COCs are not appropriate for the following women:

a. A woman with suspected pregnancy

. A woman with liver disease (cirrhosis)
A woman age 36 and a heavy smoker
A woman with high blood pressure

A woman with breast cancer

-0 0o

5. Common side effects of COCs include:
a. Spotting
e. Breast tenderness

6. A woman comes to the clinic on day 7 of her menstrual cycle and requests COCs. She has not
had intercourse since the first day of her period. Which of the following is medically
appropriate? (Circle the correct answer.)

c. Provide her with pills and tell her that she can start now, but she should abstain
from sex or use additional contraceptive protection for the next 7 days.

7. If aclient forgets to take 1 pill, she should:

a. Take the forgotten pill as soon as she remembers
d. Take the next pill at the regular time
e. Continue to take 1 pill a day until the package is finished

Questions 8-18: Tick either "Yes" or "No" in the space provided.

8. Is it appropriate to counsel a client that spotting increases after the first several cycles on
the COC?Yes __ No

9. If aclient has taken a cycle of COCs perfectly (every day) and misses her period (no bleeding
at all), can she start her next package of pills on schedule? Yes __ No

10. Is it appropriate to prescribe COCs for a 20-year-old woman whose sister has hypertension
and whose father had a heart attack at age 48? Yes __ No

11. Can women with cyclic cystic breast changes use COCs? Yes __ No __

12. If a client had a blood pressure of 120/80 prior to using COCs that increased to 150/98 after
3 months on COCs, is it advisable for her to continue the pills? Yes __ No __
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13. COCs may be prescribed for a 20-year-old smoker. Yes __ No __

14. It is usually recommended that fully breastfeeding women use COCs for the first 6 months
postpartum.Yes __ No __

15. Rifampin decreases the effectiveness of COCs. Yes _ No

16. COCs should not be prescribed for a 45-year-old woman. Correct? Yes __ No __

17. COCs should not be prescribed for an anaemic, malnourished woman. Correct?
Yes __No

18. It is recommended that women using COCs take a break from the pill every few months. Yes
No
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Unit 12
PROGESTIN-ONLY INJECTABLES

(DMPA)
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Define progestin-only injectable contraceptives

Describe the types of progestin-only injectables and how they work
State the effectiveness of this method

List the characteristics of DMPA

Determine a client’s medical eligibility for DMPA use

Explain when women in different situations can start using DMPA
Correct misconceptions about DMPA

Demonstrate knowledge and skills in counselling clients to make an informed choice
about DMPA

Describe the procedure for administering DMPA
Demonstrate the procedure for administering DMPA
Provide client instructions for using DMPA

Explain how to manage side effects due to DMPA and new problems that may or may
not be due to the method.
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Case Studies Answer Key 305
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Unit 12: Progestin-Only Injectables (DMPA)

Key Points

«» Progestin-only injectable contraception is safe and very effective.

+ Bleeding changes caused by DMPA are common but not harmful. Typically, irregular
bleeding occurs during the first several months and then monthly bleeding stops.

«» Users must return for injections regularly to prevent pregnancy. Coming back every
3 months (13 weeks) for DMPA is important for greatest effectiveness.

« Injection can be as much as 4 weeks late for DMPA. A client should come back, even
if later.

«» Gradual weight gain is common.

< Return of fertility is often delayed. It takes several months longer on average to
become pregnant after stopping DMPA than after other methods.

12.1 Defining Progestin-Only Injectables

Progestin-only injectables are contraceptives that are given by injection. They contain a
synthetic hormone, progestin, which is similar to the natural hormone progesterone in a
woman’s body. Progestin, an ester of progesterone, has delayed absorption and metabolism in
the body, which makes it effective for 2 to 3 months, depending on the formulation.

Progestin-only injectables do not contain oestrogen, so can be used while breastfeeding and by
women who cannot use methods with oestrogen.
Formulations

e DMPA (depot medroxy progesterone acetate) is the most widely used progestin-only
injectable. Since it is the only one used in Malawi, DMPA it is the main subject of this
unit. DMPA is also known as “the shot,” “the jab,” “Depo,” and “Depo-Provera.” It is
injected as 150 mg of the drug in 1 ml into the muscle (intramuscular injection) of the
buttocks or upper arm every 3 months. A subcutaneous formulation (DMPA-SC) is injected
under the skin, but this is not available in Malawi. (See box.)

e NET-EN (norethisterone enanthate, Noristerat) is not used in Malawi. It is injected every 2
months or 8 weeks.

How DMPA works

Progestin-only injectables work mainly by preventing release of eggs from the ovaries
(ovulation). Progesterone suppresses the release of follicle stimulating hormone (FSH) and
luteinizing hormone (LH), thereby inhibiting follicular development and ovulation.

12.2 Effectiveness
Very effective, 97%—-99.7%

Effectiveness depends on getting injections regularly. Risk of pregnancy is greatest when a
woman misses an injection.
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e \When women receive injections on time, less than one pregnancy occurs per 100 women

(3 per 1,000 women).

e As commonly used, about 3 pregnancies occur per 100 women.

12.3 Characteristics of DMPA

Advantages

e |s rapidly highly effective

e Does not interfere with sexual
intercourse

e |[s private: no one else can tell that a
woman is using the method

e Does not require supplies
e Requires only four clinic visits per year

e Has high continuation rates

Side effects

Some users report the following:
e Changes in bleeding patterns

First 3 months: Irregular bleeding, prolonged
bleeding

At one year: No monthly bleeding, infrequent
bleeding, irregular bleeding

e Abdominal bloating and discomfort

Health benefits

e Helps protect against cancer of the lining
of the uterus, and uterine fibroids

e May help protect against symptomatic
pelvic inflammatory disease (PID) and
iron deficiency anaemia

e Reduces sickle cell crises among women
with sickle cell anaemia, and reduces
symptoms of endometriosis (pelvic pain,
irregular bleeding)

e Has no oestrogenic side effects

Unit 12: Progestin-Only Injectables (DMPA)

Disadvantages

e Delays return of fertility 6 to 18
months—about 9 months, on average

e Is user-dependent

e Does not provide protection against
STIs/HIV/AIDS

e Weight gain

e Headaches

e Dizziness

e Mood changes

e Reduced sex drive

e Loss of bone density

Health risks

None
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12.4 Correcting Misconceptions
DMPA:

e Can stop monthly bleeding, but this is not harmful. It is similar to not having monthly
bleeding during pregnancy. Blood is not building up inside the woman.

Do not disrupt an existing pregnancy
Do not make women infertile

Do not cause birth defects.

(For more information, see “Questions and
Answers,” Section 12.14.)

12.5 Women Who Can Use
DMPA

Nearly all women can use DMPA, including
women who:

Have or have not had children, or are
not married, or are of any age

Are breastfeeding (starting as soon as
6 weeks after childbirth)

Have just had an abortion or
miscarriage

Smoke cigarettes, regardless of age or
number of cigarettes smoked

Are infected with HIV, whether or not
they are taking antiretroviral
medications (ARVs)

SUBCUTANEOUS DMPA

A formulation of DMPA, known as DMPA-SC, has
been developed for injection into the tissue just
under the skin (subcutaneously). DMPA-SC must
be delivered by subcutaneous injection. It is not
completely effective if injected in other ways.

The dose of DMPA-SC is 30% lower than for
intramuscular DMPA—104 mg instead of 150 mg.
Thus, it may cause fewer side effects, such as
weight gain. Contraceptive effectiveness is
similar. Like users of intramuscular DMPA, users
of DMPA-SC receive injections every three
months.

In the future, DMPA-SC will be available in
prefilled syringes, including the single-use
Uniject® system. With these syringes, women
could inject DMPA themselves.

Note: DMPA-SC is not yet available in Malawi.

12.6 Women Who Should Not Use DMPA

Usually, a woman who has any of the following should not use DMPA:
WHO MEC Categories 3and 4

e Breastfeeding a baby less than six weeks old
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Systolic blood pressure 160 mm Hg or higher or diastolic 100 mm Hg or higher

Diabetes for more than 20 years or damage to arteries, vision, kidneys, nervous system

due to diabetes

History of heart attack, heart disease due to blocked or narrowed arteries, or stroke or
current blood clot in the deep veins of legs or in the lungs

Unexplained vaginal bleeding that suggests pregnancy or an underlying medical condition

Current or history of breast cancer

Serious liver disease, infection or tumour.
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12.7 Screening Checklist

Checklist for Screening Clients Who Want to Initiate DMPA (or NET-EN)

To determine if the client is medically eligible to use DMPA, ask questions 1-8. As soon as the client answers YES to
any question, stop, and follow the instructions after question 8.

== NO | I. Have you ever been told you have breast cancer? YES =
! NO 5 Have yoEn ever had a stroke or heart attack, or do you currently have a blood clot in YES |3
your legs or lungs?
= NO 3. Do you have a serious liver disease or jaundice (yellow skin or eyes)? YES |
= NO 4. Have you ever been told you have diabetes (high sugar in your blood)? YES i
= NO 5. Have you ever been told you have high blood pressure? YES |
L nNO 6. Do you ha\_rc b_lccdmg between .mcnslrual periods, which is unusual for you, or YES [
bleeding after intercourse (sex)?
== NO | 7. Have you ever been told that you have a rheumatic disease such as lupus? YES |
= NO 8. Are you currently breastfeeding a baby less than 6 weeks old? YES [
L 3 ¥
If the client answered YES to question 1, she is not a good candidate for DMPA.
Counsel about other available methods or refer.
g%z};:;x::ﬁhm If the client answered YES to any of questions 2—7, DMPA cannot be initiated
: 2 without further evaluation. Evaluate or refer as appropriate, and give condoms o
the client can use DMPA. inthe e, Sos extlanEtonet ; ¥
Proceed to questions 9-14. use in the meantime. explanations for more instructions.
If the client answered YES to question 8, instruct her to return for DMPA as soon
as possible after the baby is six weeks old.

Ask questions 9-14 to be reasonably sure that the client is not pregnant. As soon as the client answers YES (o any
question, stop, and follow the instructions after question 14,

== YES | 9. Did your last menstrual period start within the past 7 days? NO [=—
e YEs |10 Did you have a baby less than 6 months ago, are you fully or nearly-fully NO |=—
" breastfeeding, and have you had no menstrual period since then?
¢ YEs |11 Have you abstained from sexual intercourse since your last menstrual period or NO |
* delivery?
4 YES | 12. Have you had a baby in the last 4 weeks? NO  f==
‘€| YES | 13. Have you had a miscarriage or abortion in the last 7 days? NO  [=
€| YES | 14. Have you been using a reliable contraceptive method consistently and correctly? NO  [==
L 4 v
If the client answered YES to at least one of questions 9—14 and she is
free of signs or symptoms of pregnancy, you can be reasonably sure If the client answered NO 1o all of

that she is not pregnant. The client can start DMPA now.

If the client began her last menstrual period within the past 7 days,
she can start DMPA immediately. No additional contraceptive
protection is needed.

If the client began her last menstrual period more than 7 days

ago, she can be given DMPA now, but instruct her that she must
use condoms or abstain from sex for the next 7 days. Give her meantime.
condoms to use for the next 7 days.

ruled out.

given DMPA.

questions 9- 14, pregnancy cannot be

She must use a pregnancy test or wait
until her next menstrual period to be

Give her condoms 1o use in the

A/
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12.8 Timing: When to Start DMPA

Important: A woman can start using DMPA any time she wants if it is reasonably certain she is
not pregnant. To be reasonably certain she is not pregnant, use the Pregnancy Checklist (see

previous page).

Woman’s
Situation

When to Start

Having menstrual
cycles, or switching
from non-hormonal
method

Can start any time of month

If starting less than 7 days after start of her monthly bleeding
(menses), there is no need for a backup method.

If more than 7 days after start of her monthly bleeding, client will need
a backup method for the first seven days.

Switching from a
hormonal method

Immediately, if she has been using hormonal method consistently and
correctly, or if it is otherwise reasonably certain she is not pregnant.

Fully breastfeeding,
less than 6 months
after giving birth

If menses has not returned, she can start any time between 6 weeks
and 6 months. No backup method is needed.

If her menses has returned, she can start DMPA as advised for women
having menstrual cycles.

Fully breastfeeding,
more than 6 months

If menses has not returned, she can start DMPA at any time it is
reasonably certain she is not pregnant. She will need a backup method

breastfeeding, less
than 6 weeks after
giving birth

after giving birth for the first 7 days after the injection.
If menses has returned, she can start as advised for women having
menstrual cycles.

Partially Delay her first injection until at least 6 weeks after giving birth.

Partially
breastfeeding,
more than 6 weeks
after giving birth

If her menses has not returned, she can start DMPA at any time it is
reasonably certain she is not pregnant. She will need a backup method
for the first 7 days after the injection.

If menses has returned, she can start as advised for women having
menstrual cycles.

Not breastfeeding,
less than 4 weeks
after giving birth

She can start DMPA at any time. No backup method is needed.

Not breastfeeding,
more than 4 weeks
after giving birth

If her menses has not returned, she can start DMPA at any time it is
reasonably certain she is not pregnant. She will need a backup method
for the first 7 days after the injection.

If menses has returned, she can start as advised for women having
menstrual cycles.
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\é\i/?urgﬁgns When to Start

After abortion or She can start DMPA immediately. There is no need for a backup

miscarriage method if she is starting within 7 days of a miscarriage or abortion.
More than 7 days after, the client can start at any time it is reasonably
certain she is not pregnant. She will need a backup method for the first
7 days after the injection.

After taking She can start DMPA on the same day as the ECPs, or within 7 days

emergency after the start of her monthly bleeding. She will need a backup method

contraceptive pills for the first 7 days after the injection. She should return if she has
signs or symptoms of pregnancy other than not having monthly
bleeding.

12.9 Providing DMPA

e Assemble equipment and supplies:

A 2 ml syringe and a 21-23 gauge intramuscular needle
A single-dose vial, preferably.

e Explain the procedure and show client the
equipment.
e Check expiry date on DMPA vial.
e Wash hands thoroughly with soap and water and air
dry.
e Prepare the vial:
Shake vial gently, making sure that solution has dissolved
completely.

If vial is cold, warm to skin temperature before giving
injection.

e Fill syringe: Pierce top of vial with sterile needle and
fill syringe with proper dose (150 mg).

e Clean skin above deltoid muscle with soap and water
if necessary.

e Insert needle deep into the muscle, and inject DMPA.

e Apply pressure to injection site with dry cotton swab.

e Do not massage injection site.

e Combined Injectables

In addition to progestin-only
injectable contraceptives, a
combined injectable (CIC) has also
been developed. Much like
combined oral contraceptives
(COCs), it contains not only
progestin but also an oestrogen
Combined injectables need to be
given monthly rather than every
three months. For this reason,
they are sometimes referred to as
monthly injectables. CICs work
primarily by preventing the
release of eggs from the ovaries
(ovulation).

e Note: Combined injectables
are not currently available in
Malawi.

e Discard used syringe and needle according to guidelines.

e Wash hands thoroughly with soap and water and air dry.

12.10 Client Counselling and Instructions

e Do not massage the injection site.

e Write down or remember the name of the injection: “DMPA” or “Depo.”

e Set a return date in 3 months for the next injection. Find a way to remember it.

Unit 12: Progestin-Only Injectables (DMPA)
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e Come back on time for the next injection, but she can come up to 2 weeks early or 4 weeks
late and still get an injection.

e Come back no matter how late she is for her next injection.

e If she is more than 4 weeks late, she should abstain from sex or use condoms until she can
get an injection. She can use emergency contraceptive pills if she is more than 4 weeks late
and she has had unprotected sex in the past 5 days.

e Be aware that DMPA does not protect against STIs/HIV; use condoms for dual protection.
Reasons to return

e Come back any time for problems, questions, and/or to find out if she has a change in
health status or if she thinks she might be pregnant.
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12.11 Managing Side Effects

Problems Reported as Side Effects or Problems With Use

Side effects can affect women’s satisfaction and use of DMPA. If the client reports a side
effect as a problem, listen to her concerns, give her advice and, if appropriate, provide

treatment.

Side Effect

How to Manage

Prolonged/
heavy
bleeding

e Reassure her that some women using DMPA experience heavy or

prolonged bleeding. It is not harmful and usually becomes less or stops
after a few months.

For modest, short-term relief she can try (one at a time): combined oral
contraceptives (COCs), taking one pill daily for 21 days, beginning when
heavy bleeding starts; OR 50 pg of ethinyl estradiol daily for 21 days,
beginning when heavy bleeding starts.

If bleeding becomes a health threat or if the woman wants, help her
choose another method. In the meantime, she can take ethinyl estradiol
or COCs as above to help reduce bleeding.

To help prevent anaemia, suggest she take iron tablets and tell her it is
important to eat foods containing iron, such as meat and poultry
(especially beef and chicken liver), fish, green leafy vegetables, and
legumes (beans, bean curd, lentils, and peas).

If heavy or prolonged bleeding continues or starts after several months of
normal or no monthly bleeding, or you suspect that something may be
wrong for other reasons, consider underlying conditions unrelated to
method use (see “Unexplained vaginal bleeding,” in the “New Problems”
box, Section 12.12).

No monthly
bleeding

Reassure her that most women using DMPA stop having monthly
bleeding over time, and this is not harmful. There is no need to lose blood
every month. It is similar to not having monthly bleeding during
pregnancy. She is not infertile. Blood is not building up inside her.

Advise her to return to the clinic if amenorrhea continues to be a
concern.

Spotting
(irregular
bleeding)

Reassure her that many women using DMPA experience irregular
bleeding. It is not harmful and usually becomes less or stops after the first
few months of use.

Advise her to take ibuprofen, 800 mg, three times a day, for five days, for
short-term relief.
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Headache or

For headache (non migrainous) suggest aspirin (300-600 mg), ibuprofen

dizziness (200-400 mg), paracetamol (500-1000 mg), or other pain reliever.
If headache persists or gets worse, evaluate further.
For dizziness, consider locally available remedies.

Weight gain Reassure client that fluctuations of 1 kg—2 kg are common with DMPA.
Review diet and lifestyle, and counsel as needed.

Abdominal Use locally available remedies.

bloating and Advise her to eat whenever she is hungry.

discomfort

Loss of libido,

Ask about changes in her life that could affect her mood or sex drive,

or mood including changes in her relationship with her partner. Give support as
changes appropriate.
Refer her for care if she has serious mood changes, such as major
depression.
Consider locally available remedies.
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12.12 New Problems that May Require Switching Methods

May or may not be due to DMPA

Migraine headaches

e [f she has migraine headaches without aura, she can continue to use DMPA if she
wishes.

e |f she has migraine aura, do not give the injection. Help her choose a method without
hormones.

Unexplained vaginal bleeding (that suggests a medical condition not related to the
method).

e Refer, or evaluate by history and pelvic examination. Diagnose and treat as appropriate.

e If no cause of bleeding can be found, consider stopping DMPA to make diagnosis easier.
Provide another method of her choice to use until the condition is evaluated and
treated (not implants or IUCD).

e |f bleeding is caused by STI or pelvic inflammatory disease, she can continue using
DMPA during treatment.

Certain serious health conditions (suspected blocked or narrowed arteries, liver
disease, severe high blood pressure, blood clots in deep veins of legs or in the
lungs, stroke, breast cancer, or damage to arteries, vision, kidneys, or nervous
system caused by diabetes.)

Do not give next injection.

Give her a backup method to use until the condition is evaluated.

Refer for diagnosis and care if not already under care.
¢ If you suspect pregnancy:

Assess client for pregnancy.
Stop injections if pregnancy is confirmed.

e Reassure client that there are no known risks to a foetus conceived while a woman is
using DMPA.
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12.13 Managing Late Injections

e If the client is less than 4 weeks late for a repeat injection of DMPA, she can receive her
next injection. There is no need for tests, evaluation, or a backup method.

e A client who is more than 4 weeks late for DMPA can receive her next injection if one of
the following is true:

She has not had sex since two weeks after she should have had her last injection.

She has used a backup method or has taken emergency contraceptive pills (ECPs) after any
unprotected sex since two weeks after she should have had her last injection. She is exclusively
breastfeeding, and she gave birth less than six months ago.

e She will need a backup method for the first seven days after the injection.

e If the client is more than 4 weeks late for DMPA, and she does not meet one of the above
criteria, additional steps can be taken to be reasonably certain she is not pregnant. (See
“Further Options to Assess for Pregnancy” in Unit 4: Client FP Assessment and WHO MEC.)
These steps are helpful because many women who have been using progestin-only
injectables will have no monthly bleeding for at least a few months after discontinuation.
Thus, asking her to come back during her next monthly bleeding means her next injection
could be unnecessarily delayed. She may be left without contraceptive protection.

e Discuss why the client was late and come up with solutions. Remind her that she should
keep trying to come back every 3 months for DMPA. If coming back on time is often a
problem, discuss using a backup method when she is late for her next injection, taking
ECPs or choosing another method.

(WHO/RHR and CCP, Knowledge for Health Project 2008)
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12.14 Questions and Answers about DMPA

1.

Can women who could get STIs use DMPA?

Yes. Women at risk for STIs can use DMPA. The few studies available have found that
women using DMPA were more likely to acquire chlamydia than women not using
hormonal contraception. The reason for this difference is not known. Like anyone else at
risk for STls, a user of DMPA who may be at risk for STIs should be advised to use condoms
correctly every time she has sexual intercourse. Consistent and correct condom use will
reduce her risk of becoming infected if she is exposed to an STI.

If a woman does not have monthly bleeding while using DMPA, does this mean that
she is pregnant?

Probably not, especially if she is breastfeeding. Eventually most women using DMPA will
not have monthly bleeding. If she has been getting her injections on time, she is probably
not pregnant and can keep using DMPA. If she is still worried after being reassured, she can
be offered a pregnancy test, if available, or referred for one. If not having monthly bleeding
bothers her, switching to another method may help.

Can a woman who is breastfeeding safely use DMPA?

Yes, starting as early as 6 weeks after childbirth. This is a good choice for a breastfeeding
mother who wants a hormonal method. DMPA is safe for both the mother and the baby. It
does not affect milk production.

How much weight do women gain when they use DMPA?

Women gain an average of 1-2 kg per year when using DMPA. Some of the weight increase
may be the usual weight gain as people age. Some women, particularly overweight
adolescents, have gained much more than 1-2 kg per year. At the same time, some users of
progestin-only injectables lose weight or have no significant change in weight.

Does DMPA cause abortion?

No. Research on progestin-only injectables finds that they do not disrupt an existing
pregnancy.

Does DMPA make a woman infertile?

No. There may be a delay in regaining fertility after stopping DMPA, but in time the woman
will be able to become pregnant as before, although fertility decreases as women get older.
The bleeding pattern a woman had before she used DMPA generally returns several
months after the last injection even if she had no monthly bleeding while using DMPA.
Some women may have to wait several months before their usual bleeding pattern returns.

How long does it take to become pregnant after stopping DMPA?

Women who stop using DMPA wait about four months longer on average to become
pregnant than women who have used other methods. This means they become pregnant
on average nine months after their last injection. But this is an average figure. A woman
should not be worried if she has not become pregnant even as much as 12 months after
stopping DMPA use. The length of time a woman has used DMPA makes no difference to
how quickly she becomes pregnant once she stops having injections. After stopping DMPA,
a woman may ovulate before her monthly bleeding returns—and thus can become
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10.

11.

12.

pregnant. If she wants to continue avoiding pregnancy, she should start another method
before monthly bleeding returns.

Does DMPA cause cancer?

Many studies show that DMPA does not cause cancer. DMPA use helps protect against
cancer of the lining of the uterus (endometrial cancer). Findings of the few studies on
DMPA use and breast cancer are similar to findings with combined oral contraceptives:
Women using DMPA were slightly more likely to be diagnosed with breast cancer while
using DMPA or within 10 years after they stopped. It is unclear whether these findings are
explained by earlier detection of existing breast cancers among DMPA users or by a biologic
effect of DMPA on breast cancer.

A few studies on DMPA use and cervical cancer suggest that there may be a slightly
increased risk of cervical cancer among women using DMPA for 5 years or more. Cervical
cancer cannot develop because of DMPA alone, however. It is caused by persistent
infection with human papillomavirus (HPV).

How does DMPA affect bone density?

DMPA use decreases bone density. Research has not found that DMPA users of any age are
likely to have more broken bones, however. When DMPA use stops, bone density increases
again for women of reproductive age. Among adults who stop using DMPA, after 2 to 3
years their bone density appears to be similar to that of women who have not used DMPA.
Among adolescents, it is not clear whether the loss in bone density prevents them from
reaching their potential peak bone mass.

Does DMPA cause birth defects? Will the foetus be harmed if a woman accidentally
uses DMPA while she is pregnant?

No. Good evidence shows that DMPA will not cause birth defects and will not otherwise
harm the foetus if a woman becomes pregnant while using DMPA or accidentally starts
DMPA when she is already pregnant.

Does DMPA change women’s mood or sex drive?

Generally, no. Some women using DMPA report these complaints. The great majority of
DMPA users do not report any such changes, however. It is difficult to tell whether such
changes are due to DMPA or to other reasons. Providers can help a client with these
problems. There is no evidence that DMPA affects women’s sexual behaviour.

What if a woman returns for her next injection late?

Current World Health Organization guidance recommends giving a woman her next DMPA
injection if she is up to 4 weeks late without the need for further evidence that she is not
pregnant. Some women return even later for their repeat injection, however. Providers can
use “Further Options to Assess for Pregnancy” (in Unit 4: Client FP Assessment and WHO
MEC) if a DMPA user is more than 4 weeks late for her repeat injection.

(WHO/RHR and CCP, Knowledge for Health Project 2008)
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Progestin-Only Injectables: DMPA Learning Activities

DMPA Case Studies

(Adapted from Solter, Cathy 1999)
Case Study 1

The client is a 28-year-old mother of three children. Her youngest child is 4 years old, and his
birth was very difficult. She does not want to have any more children and her husband agrees.
To prevent further pregnancies, she began taking DMPA injections about 1 year ago. It is not yet
time for her next injection, but she has returned to the clinic because she is worried—she has
not had a menstrual period for 2 months and is afraid that the menstrual blood is building up
inside of her.

Questions

1. What are the possible causes of the client’s amenorrhea?

2. What additional information do you need to determine the most likely cause? What
questions will you ask? What examinations will you perform?

3. You find no cause for the amenorrhea other than the DMPA. How would you manage this
client?

4. Despite your explanations, the client insists on stopping the DMPA. What other family
planning methods might be appropriate for her? Why?
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Case Study 2

The client is a 25-year-old woman. She is married and has four children. Her youngest child is 1

year old. She wants no more children for several years. Her husband, a truck driver, will not use
condoms, so she began taking DMPA injections 7 months ago. Just last month she received her

third injection. At that time, she reported having some light spotting between periods. Now she
has returned to the health post saying that she has been having heavy bleeding for the past 10

days. She is very frightened and concerned.

Questions

1. What should you tell her about the light spotting?

2. What are the possible causes of her heavy bleeding?

3. Upon examination and history, no other abnormalities are found. What would you tell her
about the bleeding? Is there any other information or counselling she needs?

4. |If there is no response to the treatment or the client decides that she wishes to change to
another family planning method, which methods may be appropriate for her?
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DMPA Case Studies Answer Key
Case Study 1

Questions

1.

What are the possible causes of the client’s amenorrhea?
Amenorrhea is normal after 1 year of DMPA use. Pregnancy is also a possibility.

What additional information do you need to determine the most likely cause? What
guestions will you ask? What examinations will you perform?

Administer a pregnancy test (if not available, use the Pregnancy Checklist).

You find no cause for the amenorrhea other than the DMPA. How would you manage this
client?

Reassure her that amenorrhea is normal after 1 year of DMPA use. Blood is not building up
in her body. She can continue using DMPA without concern or she could consider
switching to a long-term or permanent method (LTPM), since she and her husband want
no more children.

Despite your explanations, the client insists on stopping the DMPA. What other family
planning methods might be appropriate for her? Why?

Long-term or permanent methods (LTPMs) would be most appropriate since she and her
husband want no more children: vasectomy, female sterilisation, IUCD, or contraceptive
implant. COCs are another option.

Case study 2
Questions

1.

What should you tell her about the light spotting?
Irregular bleeding and spotting is normal with DMPA use. It is not harmful.
What are the possible causes of her heavy bleeding?

Heavy bleeding can be normal with DMPA use. It is not harmful and usually lessens or
stops after the first months.

If heavy bleeding continues, something may be wrong for other reasons. Consider
underlying conditions unrelated to the DMPA use (see Section 12.12).

Upon examination and history, no other abnormalities are found. What would you tell her
about the bleeding? Is there any other information or counselling she needs?

Reassure her that heavy bleeding can be normal with DMPA use. It is not harmful and
usually lessens or stops after the first months.

She could take COCs for 21 days to lessen bleeding.
If she is anaemic, should could take iron tablets and consume more iron in her diet.

She can continue using DMPA without concern, or she could consider switching to another
method.

If there is no response to the treatment or the client decides that she wishes to change to
another family planning method, which methods may be appropriate for her?
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Long-term methods (IUCD, contraceptive implant) would be most appropriate since she
does not want more children for at least several years.

COCs are another option.

She should also consider using female condoms in addition (dual method use), especially if
she thinks she could be at risk for an STI/HIV.

For additional case studies and role plays, see the following websites:
http://www.pathfind.org/pf/pubs/module 6.pdf and
http://www.fhi.org/training/en/modules/INJ/default.htm
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DMPA Role Play: Counselling About Side Effects

(Adapted from Solter, Cathy 1999)

Participant roles

Clinician: The clinician is an experienced family planning service provider. S/he is calm and
knowledgeable when counselling clients.

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

Situation

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

Focus of the role play

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

Observer discussion questions
1. How did the service provider approach the client?
2. How might the service provider improve her/his interaction with the client?

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

4. What might be better or alternative contraceptive choices for her? Why?
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Progestin-Only Injectables Quiz Questions
(Adapted from Solter, Cathy 1999; Family Health International 1999)

Directions: Circle the correct/best answer.

1. DMPA is composed of:

a. An oestrogen and progesterone

b. A synthetic hormone, depot medroxy progesterone acetate, similar to the natural
hormone progesterone

c. Norethindrone enanthate

d. A synthetic oestrogen derived from the natural hormone oestrogen

2. The standard regime (dose and schedule) of DMPA is:

a. 100 mg every 8 weeks
b. 100 mg every 12 weeks
c. 150 mg every 8 weeks
d. 150 mg every 12 weeks

3. The dose of DMPA depends on:

a. The age of the client
b. Weight of the client
Parity of the client
All of the above
None of the above

oo

4. The DMPA route of administration is:

Oral liquid

Subcutaneous using 25 gauge 2.5 cm needle

Intravenous using 24 gauge 2.5 cm needle

Deep intramuscular using 2 ml syringe and 21-23 gauge needle
An implant

®oo o

5. Some of the disadvantages of DMPA include (circle all that apply):

Frequent bleeding abnormalities
It can cause permanent infertility.
It often causes nausea.

It does not protect from STIs/HIV.
It is not very effective.

o0 o

6. You may give a subsequent injection without requiring special lab tests or examinations to a
woman who returns at (circle all that apply):

a. 10 weeks after the previous injection
b. 12 weeks after the previous injection
c. 14 weeks after the previous injection
d. 18 weeks after the previous injection

7. DMPA may be an appropriate choice for a (circle all that apply):

a. Woman over 40, smoker, with estrogen precautions
b. Breastfeeding woman (more than six weeks postpartum)
¢. Woman taking rifampin
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d
e

f.
8. DMPA

a.

. Woman wishing to postpone pregnancy for 2 or more years

. Woman wishing to prevent future pregnancies but unable or unwilling to undergo
female sterilisation
All of the above

precautions apply to (circle all you consider a precaution):
Nulliparous women

b. Breastfeeding women (more than six weeks postpartum)

S o a0

9. Ifawo

C.
d.

Women with suspected pregnancy

Women with benign/malignant liver disease
Women with undiagnosed vaginal bleeding
Obese women

Women under age 30 years

man comes for her first DMPA injection on day 8 of her menstrual cycle:

. She needs to wait for her next menstrual period before receiving DMPA injection.
. She should be given DMPA but needs to use a backup method for up to 7 days
following the injection.

She needs to be given a higher dose of DMPA.

She can be given a DMPA injection and do nothing.

10. When counselling for DMPA use, the clinician must discuss the following with a potential

client (

S o Qo0 T w

g.

circle all that apply):

Potential side effects

Mechanism of action

Myths and rumours

Timing and frequency of injections
Backup method (if required)

Delay in return to fertility

All of the above

11. Beyond spotting and amenorrhea the main and most common side effects of DMPA are

(circle

S oD Qo0 T W

all you consider correct):

Irregular bleeding
Anaemia
Lethargy
Insomnia

Weight gain
Weight loss

12. Amenorrhea caused by DMPA calls for (circle one):

a
b
c
d

13. Follow

Q

. Discontinuation of method because woman is menopausal
. Concern that it may be causing complications

. Reassuring client that she is not pregnant

. Giving woman an oestrogen injection

ing discontinuation of DMPA, the average delay in return of fertility is (circle one):

. Immediately after discontinuation of DMPA
. 4 months

. 9 months

. 2 years
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14. The vast majority of women who develop DMPA side effects:

a. Must be referred to a specialist

b. Can be counselled and have side effects managed
c. Need to discontinue DMPA immediately

d. Should be discouraged from complaining

15. If a woman using DMPA returns with a complaint of slight bleeding for 10 days you would:

a. Refer her immediately to a specialist

b. Counsel her that this problem is not harmful and is likely to improve

c. Advise her she needs a D & C (dilation and curretage) to investigate the cause
d. Advise her to try another method

16. If a woman tells you she has heard that an injectable contraceptive should not be used to
space pregnancies because it causes infertility, you could respond:

a. She s correct. Only women who wish no future pregnancies can use DMPA.

b. She must not listen to silly gossip and must do what the clinician tells her.

c. Actually, studies conducted with many hundreds of thousands of women who used
DMPA show that it does not cause infertility but rather only some delay in return to
fertility.

17. A woman returns to the clinic complaining that she has bleeding equal to her regular
menstruation, but it has lasted twice as long (14 days). She is frightened and wants the
bleeding to stop. What is the appropriate treatment to reduce or stop this bleeding
episode?

a. Vitamin K injection, 25mg intramuscular

b. Vitamin K in daily multivitamin pills, 2 pills daily for 14 days.

c. Low dose combined oral contraceptives, one pill daily for 21 days
d. Aspirin, 325mg, 4 times daily for 7 days

18. Typical one-year pregnancy rates for injectable contraceptives are:

a. 0.4% or less.
b. 1%
c. 10%
d. 15%
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Questions 19-29. Indicate whether the following statements are true or false by writing a “T”
for true or an “F” for false in the space provided before each statement.

19. Because most women are very familiar with injections, DMPA services do not require as
much time for counselling as other methods.

20. Because most providers are very familiar with giving injections, there is no need for
training them in how to provide DMPA services.

21. DMPA causes permanent infertility if used for more than 3 years.

22. Injectables are nearly as effective as female sterilisation in preventing pregnancy.

23. Injectables depend to a large extent on daily user compliance.

24. The primary mechanism of action of injectables is suppression of ovulation.

25. DMPA is a reversible method of contraception.

26. DMPA provides protection from endometrial cancer.

27. DMPA does not have a negative effect on lactation; however, it is recommended that a
woman who is breastfeeding wait until her child is 6 weeks old before using it.

28. DMPA does not cause menstrual changes.

29. Health workers who provide injectable contraceptives need to be trained in both
technical skills and counselling skills.
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Injectables Quiz Questions Answer Key

1. DMPA is composed of:
b. A synthetic hormone, depot medroxy progesterone acetate, similar to the natural
hormone progesterone
2. The standard regime (dose and schedule) of DMPA is:
d. 150 mg every 12 weeks

3. The dose of DMPA depends on:
e. None of the above

4. DMPA route of administration is:
d. Deep intramuscular using 2 ml syringe and 21-23 gauge needle

5. Some of the disadvantages of DMPA include (circle all that apply):
a. Frequent bleeding abnormalities
d. It does not protect from STIs/HIV.
6. You may give a subsequent injection without requiring special lab tests or examinations to a
woman who returns at (circle all that apply):
a. 10 weeks after the previous injection
b. 12 weeks after the previous injection
c. 14 weeks after the previous injection
7. DMPA may be an appropriate choice for (circle all that apply):
f. All of the above

8. DMPA precautions apply to (circle all you consider a precaution):
¢. Woman with suspected pregnancy
d. Woman with benign/malignant liver disease
e. Woman with undiagnosed vaginal bleeding
9. If awoman comes for her first DMPA injection on day 8 of her menstrual cycle:
b. She is given DMPA but needs to use a backup method for up to 7 days following
the injection.
10. When counselling for DMPA use, the clinician must discuss the following with a potential
client (circle all that apply):
g. All of the above
11. Beyond spotting and amenorrhea the main and most common side effects of DMPA are
(circle all you consider correct):
a. Irregular bleeding
e. Weight gain
12. Amenorrhea caused by DMPA calls for (circle one):
¢. Reassuring client that she is not pregnant

13. Following discontinuation of DMPA, the average delay in return of fertility is (circle one):
c. 9 months
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14. The vast majority of women who develop DMPA side effects:
b. Can be counselled and have side effects managed

15. If a woman using DMPA returns with a complaint of slight bleeding for 10 days you would:
b. Counsel her that this problem is not harmful and is likely to improve.

16. If a woman tells you she has heard that an injectable contraceptive should not be used to
space pregnancies because it causes infertility, you could respond:

c. Actually, studies conducted with many hundreds of thousands of women who
used DMPA show that it does not cause infertility but rather only some delay in
return to fertility.

17. A woman returns to the clinic complaining that she has bleeding equal to her regular
menstruation but it has lasted twice as long (14 days). She is frightened and wants the
bleeding to stop. What is the appropriate treatment to reduce or stop this bleeding episode?

c. Low dose combined oral contraceptives, one pill daily for 21 days

18. Typical one-year pregnancy rates for injectable contraceptives are:
a. 0.4% or less

Questions 19-29. Indicate whether the following statements are true or false by writing a “T”
for true or an “F” for false in the space provided before each statement.

F__19. Because most women are very familiar with injections, DMPA services do not require as
much time for counselling as other methods.

F__20. Because most providers are very familiar with giving injections, there is no need for
training them in how to provide DMPA services.

F__21. DMPA causes permanent infertility if used for more than 3 years.

T__22. Injectables are nearly as effective as female sterilisation in preventing pregnancy.
F__ 23. Injectables depend to a large extent on daily user compliance.

T__24. The primary mechanism of action of injectables is suppression of ovulation.
T_25. DMPA is a reversible method of contraception.

T__26. DMPA provides protection from endometrial cancer.

T__27. DMPA does not have a negative effect on lactation; however, it is recommended that a
woman who is breastfeeding wait until her child is 6 weeks old before using it.

F__28. DMPA does not cause menstrual changes.

T__29. Health workers who provide injectable contraceptives need to be trained in both
technical skills and counselling skills.
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Learning Guides for DMPA

(to be used by participants)

Rate the performance of each step or task observed using the following rating scale:

1 Needs Improvement: Step or task not performed correctly or out of sequence (if necessary)
or is omitted

2 Competently Performed: Step or task performed correctly in proper sequence (if necessary)
but participant does not progress from step to step efficiently

3 Proficiently Performed: Step or task efficiently and precisely performed in the proper
sequence (if necessary)

Participant Course Dates

Note: This learning guide does not include the Pre-Choice and Method Choice Stages of
BCS+

Learning Guide For DMPA: Provision

Task/Activity Cases

BCS+ STEPS 1-9: SEE UNIT 5 FOR BCS+ LEARNING GUIDE

BCS+ STEP 10: GIVE THE METHOD

1. Assemble equipment and supplies:

oA 2 ml syringe and a 21-23 gauge intramuscular needle
e A single-dose vial, preferably

2. Explain the procedure and show client the equipment.

3. Check expiry date on DMPA vial.

4. Wash hands thoroughly with soap and water and dry them on a clean,
dry cloth or air dry.

5. Prepare the vial:
e Shake vial gently, making sure that solution has dissolved completely.
o|f vial is cold, warm to skin temperature before giving injection

6. Fill syringe: Pierce top of vial with sterile needle and fill syringe with
proper dose (150 mg)

7. Clean skin above deltoid muscle with soap and clean water, if
necessary.

8. Insert needle deep into the muscle and aspirate for blood.

9. Inject 150 mg DMPA.

10. Apply pressure to injection site with dry cotton swab. Do not massage
the injection site.

11. Discard used syringe and needle according to guidelines.

12. Wash hands thoroughly with soap and water and dry them on a clean,
dry cloth or air dry.

BCS+ STEPS 11-17: SEE UNIT 5 FOR BCS+ LEARNING GUIDE

BCS+ STEP 18: GIVE FOLLOW-UP INSTRUCTIONS, A METHOD BROCHURE AND
CONDOM BROCHURE

1. Schedule a return visit for the next injection according to the information
presented in the reference manual. Usually, this is in 13 weeks for
DMPA, but clients may get next injection 2 weeks before or 4 weeks
after this date and still be protected from pregnancy.

2. Record return date(s).
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Learning Guide For DMPA: Provision

3. Check that client understands the importance of returning for her repeat
injections, and when exactly she is to return.

4. Correct any misinformation or misunderstanding. Be certain the client
understands she can return anytime if she has problems.

BCS+ STEP 19: SEE UNIT 5 FOR BCS+ LEARNING GUIDE

RECORD VISIT

1. Record details of visit in the clinic register and client’s health record.

Learning Guide For DMPA: Follow-up Visit

Task/Activity

Cases

ESTABLISH RAPPORT

1. Greet and welcome client.

2. Offer seat and ensure privacy.

3. Introduce yourself.

4. Establish reason for visit and ask for client record.

5. Check method being used and retrieve client’s clinic card.

REVIEW CLIENT'S RECORDS

1. Review previous findings on history and examination.

2. Update information on client’s health record as necessary.

TAKE AND RECORD RECENT HISTORY FROM CLIENT

1. Ask if client and partner are satisfied with method and if there have been
any concerning side effects or problems with it.

2. Ask whether client has any of the side effects (list the specific side-effects
for the method as per the information presented in the reference manual).

3. Ask whether the client has had any signs of complications (list the specific
signs of complications as per the information presented in the reference
manual).

MANAGE CLIENT ACCORDING TO SCREENING FINDINGS

1. Manage any side effects or complications following the information
presented in the reference manual.

2. Provider her with DMPA reinjection following the information presented in
the reference manual, if the client has no precautions/complications.

SCHEDULE NEXT FOLLOW-UP VISIT

1. Schedule the next follow-up visit according to the information presented in
the reference manual. Thirteen weeks (or between two weeks before and
four weeks after this date)

2. Review client’s understanding of return date(s) and when to return for
complications.

3. Ask for any questions from the client and answer them.

RECORD VISIT

1. Record details of visit in the clinic register and client’s health record.
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